
  

International Journal of  
Nursing and Midwifery  
Volume  7  Number  5,  May  2015
ISSN 2141-2456

 
 

 
 



 

ABOUT IJNM  
 
The International Journal of Nursing and Midwifery (IJNM) is published monthly (one volume per year) by 
Academic Journals.  
 
International Journal of Nursing and Midwifery  (IJNM) is  an  open  access  journal  that provides rapid 
publication (monthly) of articles in all areas of the subject such as family practice, women's health care, 
emergency nursing, psychiatry, geriatrics, pediatrics etc.  
The Journal welcomes the submission of manuscripts that meet the general criteria of significance and  
scientific excellence. Papers will be published shortly after acceptance. All articles published in IJNM are peer- 
reviewed.  

 

Submission of Manuscript  
 
Submit  manuscripts  as  e-mail  attachment  to  the  Editorial  Office  at:  ijnm@academicjournals.org, 
ijnm@acadjourn.org.  A  manuscript  number  will  be  mailed  to  the  corresponding  author  shortly  after 
submission.  
 
For  all  other  correspondence  that  cannot  be  sent  by  e-mail,  please  contact  the  editorial  office (at 
ijnm@academicjournals.org, ijnm@acadjourn.org). 

The  International  Journal  of  Nursing  and  Midwifery  will  only  accept  manuscripts  submitted  as  e-mail 
attachments.  

Please read the Instructions for Authors before submitting your manuscript. The manuscript files should be given 
the last name of the first author.  



 
 

Editors  
Dr. Alleene M. Ferguson Pingenot Prof. Helen McCutcheon 
California State University, Stanislaus University of South Australia, School of Nursing & 
One University Circle DBH 260, Turlock, CA 95382 Midwifery 
USA GPO Box 2471, Adelaide, South Australia, 5001, 

Australia 

Dr. Andrew Crowther 
Charles Sturt University Dr. Panagiotis Christopoulos MD,MSc,PhD,IFEPAG 
Leeds Parade, Orange, New South Wales 2800, 2nd Dept. Ob/Gyn 
Australia Medical School, University of Athens 

1 Hariton street, 
Dr. Jacinta Kelly 14564, N. Kifissia, Athens, 
School of Nursing & Midwifery Greece. 
24 Dolier St, Dublin 2 
Ireland Dr. Arun Kumar 

Manipal College of Medical Sciences 
Dr. Jafar Alasad Department of Biochemistry, Pokhara, Nepal 
College of Nursing, King Saud bin Abdulaziz India 
University for Health Sciences 
(MC 3105) Dr. Harunor Rashid 
King Abdulaziz Medical City - National Guard Barts and the London Queen Mary’s School of 
Health Affairs Medicine and Dentistry, London 
P.O. Box 22490, Riyadh 11426, The Blizard Building, 4 Newark Street, London E1 
Saudi Arabia 2AT, 

United Kingdom  

Dr. Fintan Sheerin  
School of Nursing and Midwifery, Trinity College  
Dublin,  
24 D’Olier Street, Dublin 2.  
Ireland  



 
 

Editorial Board 
 
Dr. Sawsan Majali 
Dar Al Hekma College 
P.O.Box 34801, Jeddah 21478 
Saudi Arabia 
 
Dr. Patricia L. Riley 
US Centers for Disease Control and Prevention (CDC) 
1600 Clifton Road, NE 
Mail Stop E-41 
Corporate Square Bldg 1, Rm 2409 
Atlanta, GA 
30329-1902 
USA 

 

Dr. Lucille van der Westhuizen 
University of Namibia 
P/B 13301 Windhoek, 
Namibia 

 
Dr. Imtiaz Wani 
S.M.H.S Hospital, Srinagar  
Amira Kadal, Srinagar  
India  



 
 

 

 

 
 
Table of Content: Volume  7   Number   5,    May    2015 
 

ARTICLES 
 
 
Research Articles  
 
Process of children´s organ donation: Factors that intervene in the communication of the  
healthcare provider             69       
Víctor Contreras Ibacache and Ivonne Vargas Celis  

  
 

 Client’s satisfaction with family planning services and associated factors among family 
 planning users in Hossana Town Public Health Facilities, South Ethiopia: Facility-based  
 cross-sectional study             74       
 Tsegaye Gebre Argago, Kifle Woldemichael Hajito and Sena Belina Kitila 
  
  
Using a task analysis to strengthen nursing and midwifery pre-service education in Malawi             84       

                                       Sheena Jacob, Jessica Holman, Regina Msolomba, Rose Wasili, Fraser Langdon, Ruth Levine,  
                                       Martha Mondiwa, Moses Bateganya and Ellen MacLachlan 

 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

International Journal of Nursing and Midwifery 
 



 

 

 

 

 
Vol. 7(5), pp. 69-73, May  2015 
DOI: 10.5897/IJNM2014.0146 
Article Number: B682E1752240 
ISSN 2141-2456  
Copyright © 2015 
Author(s) retain the copyright of this article 
http://www.academicjournals.org/IJNM 

International Journal of Nursing  
and Midwifery 

 
 
 
 
 
 
Full Length Research Paper 
 

Process of children´s organ donation: Factors that 
intervene in the communication of the  

healthcare provider 
 

Víctor Contreras Ibacache1* and Ivonne Vargas Celis2 
 

1Enfermero, Diploma en Enfermeria del niño, Magíster© en Enfermería, Hospital Clínico UC-Christus, Pontificia 
Universidad Católica de Chile, Santiago de Chile. 

2Licenciada en Filosofía, Diploma de Estudios Complementarios en Sociología, Magister en Ética, Université Catholique 
de Louvain, Bélgica. Escuela de Enfermería P. Universidad Católica de Chile. Santiago de Chile. 

 
Received 5 November, 2014; Accepted 08 April, 2015 

 
The possibility of providing aid to individuals through the process of organ donation, so that they may 
continue living, is an initiative based on altruism and solidarity. The aim of this study is to describe the 
factors that intervene in the communication of the health care provider with the parents of brain dead 
children. We have selected papers and information from Web of Science, CINAHL, Science Direct 
(Elsevier), and PUBMED databases from 2000 to 2013. The principal findings of this study are that brain 
dead in children has a tough impact on healthcare service teams, cultural and religious aspects of the 
parents are factors that intervene in the decision making process, and probably the process donation is 
guided by a sense of solidarity with another in suffering and altruism, parents of children that are 
waiting for organs are also in a situation of great worry, because the death of their child may occur 
soon if they do not secure access to an organ which are the underlying constituent emotions and 
motors of the donor process. 
 
Key words: Organ donor, paediatric intensive care units, decision-making process, communication barriers. 

 
 
INTRODUCTION 
 
The possibility of providing aid to individuals so that they 
may continue living through the process of organ 
donation is an initiative based on altruism (Blum, 2001; 
Netza et al., 2010) and solidarity (Barbalet, 2006). These 
values are present in  societies  that  promote  and  guide 

the donation process. The donation process begins when 
a person freely and voluntarily decides to donate his/her 
organs. 

The Chilean law number 20.413 modifies the law 
number 19.451 regarding the transplantation and  donation  
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of organs with the objective of more precisely determining 
who may be considered a donor. The law establishes that 
a donor may be any individual who is older than 18 years 
of age and who has not renounced the possibility of 
donating before another person or competent 
organization. In the case of legal minors, this law 
establishes that organ donation depends on the 
authorization of parents or legal representatives (BCN, 
2010). As a result, the death of an individual from which 
organs are to be extracted after decease is the starting 
point of a charitable act of solidarity between survivors 
and those suffering from illness, with the future goal of 
saving the life of an individual. 

In Chile, a person in the last phase of his/her life 
becomes a donor subject after a team of assisting 
medical personnel declares and confirms his/her brain 
dead (BD). This procedure is corroborated through a 
series of exams based on available evidence which 
includes: structural and deep coma of known aetiology 
and irreversible nature, absence of depressive aspects of 
the central nervous system by either pharmaceutical or 
toxic drugs, non-reaction to stimulus, generalized 
hypotonia, absence of brain stem activity, apnoea, and 
verification through electroencephalogram confirming the 
above-listed clinical signs. Communities of medical 
experts all over the world have generally accepted the 
above-listed criteria as evidence of BD (Contreras-
Ibacache et al., 2012). 

Current technological advances allow healthcare 
professionals to keep people alive despite being gravely 
ill, granting them the possibility of receiving an effective 
therapeutic intervention in the form of an organ 
transplant, which often is the last hope for a significant 
number of individuals (Caille and Doucin, 2011). This 
therapeutic use of organs requires that the process of 
donation, between donor and recipient, necessarily pass 
through the mediation of an organization of healthcare 
professionals (Contreras-Ibacache et al., 2012). One of 
the ethical problems related to this subject, both locally 
and globally, is the reduction in the rates of organ 
donation in recent times. This phenomenon not only 
affects the adult population but also children who die 
while waiting for an organ, because there are fewer dead 
organs donors for children (Brierley and Hasan, 2012; 
Haque, 2011; Tsai et al., 2000). For this reason, both the 
attitude of health teams collaborating in the detection of 
potential donors and the training of healthcare 
professionals involved in the procurement of organs, are 
relevant factors in helping to increase the levels of organ 
donation (Ertin et al., 2010). 

Even though information about donation is easily 
accessed across social media, the parents of gravely ill 
children require that certain information related to the 
process of donation be directly communicated to them via 
healthcare teams (de Groot et al., 2012; Martinez et al., 
2001), since these healthcare professionals are the  ones  

 
 
 
 
that have the level of knowledge necessary to explain 
clearly the donation process to the BD patient’s family 
members. It is therefore also crucial that at the moment 
of communicating with parents, the healthcare 
professionals do everything possible so that the decision 
to donate a child's organs be both free and autonomous. 
Healthcare professionals must provide permanent 
support to the parents, whether the decision to donate be 
positive or negative in regards to donation. However, 
healthcare teams are limited in the delivery of information 
due to some of the following factors: the declaration of 
BD in children, the state of the potential donation 
recipient once BD is established, and the way of 
confronting the family in grief and informing them about 
the possibility of the donation, which often causes 
situations of stress and anguish in the teams themselves 
(Martinez et al., 2001). 

In this study, the researchers propose making a review 
to describe the factors that intervene in the 
communication of the health care provider with the 
parents of brain dead child about the possibility of organ 
donation.  
 
 
METHODOLOGY 
 
This is a review of literature based on research conducted through 
the following scholarly databases: Web of Science, CINAHL, 
Science Direct (Elsevier), and PUBMED from May to July of 2013. 
The research followed the procedure as shown in Figure 1. The key 
words searched were: Organ donation, pediatric, factors in family 
decision-making process, families' decision-making process, factors 
influencing decision making process, donation d'organe, pediatrie, 
altruisime, and solidarity. Criteria of inclusion were that the articles 
were published between 2000 and 2013, in Spanish, French or 
English. Articles related to adult organ donation, anencephalic 
individuals, donation of stem cells and gametes, live donation, 
blood donation, and skin appendages were excluded from the 
study. 

In this article, an exception was made in four articles on donation 
process (blood donation and adult setting research), due to the 
relevance of their content relating to the social context of solidarity 
and altruism in the donative process. Moreover, another article was 
included regarding organ donation from the perspective of adult 
intensive care teams, because of its contribution in recognizing the 
factors limiting communication in the care of BD patients. 
 
 
RESULTS 
 
Brain death and impact on healthcare service teams 
 
The articles selected prove that it is necessary of 
addressing the possibility of donation from a 
multidisciplinary perspective (Siebelink et al., 2012). The 
information that is available to healthcare teams, at the 
moment of declaration of BD, is strongly associated with 
care at the end of life (Siebelink et al., 2012), from the 
perspective of adequately conserving the organs and 
protecting the  donor.  The  primary  focus  of  a  pediatric  
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Figure 1. Scholarly database. 

 
 
 
intensive care unit (PICU) team is saving lives, one 
perception is that the duty is to care for the living, when 
this focus is changed from the dead patient to the 
potential organ donor (Meyer et al., 2012). When a boy or 
girl dies and requires that their body be preserved, they 
become potential donors. 

Given this new circumstance, it is a difficult task to 
initiate a dialogue with the parents about the process of 
donation, due to the fact that PICU team have few 
techniques regarding discussing with parents because of 
the implications of their decision (Floden et al., 2011). 
Moreover, on many occasions this conversation with the 
parents, once BD is established, becomes mixed with the 
grieving process of the treatment team. In numerous 
cases, the treatment teams are the ones who refuse to 
ask the question of whether the parents wish to donate 
organs or not, because they consider it to be a difficult 
petition, given the emotional weight that the death of a 
child entails; which also puts a large emotional burden of 
stress on the team (Biarent et al., 2004). 

Moreover, the literature stresses the importance of 
giving the parents a time period for grieving (Sque et al., 
2005), before informing them about the process of 
donation. The literature also states that once BD is 
established and declared, it becomes necessary and 
fundamental to reduce the possibility of coercion in the 

process of delivering the information about the donative 
process, giving the parents time to think and make their 
own decision in a free and informed manner (Siebelink et 
al., 2012; Sque et al., 2005). As a result, the first 
possibility of informing the parents about the process of 
organ donation for the BD child, belongs do the PICU 
teams, since they are the ones that have the 
responsibility of taking care of the child in a situation of 
grave medical emergency and/or accident (Fraser et al., 
2011; Sque et al., 2005; Tsai et al., 2000), and as a result 
have a preexisting relationship with the parents based on 
confidence and closeness created during the healthcare 
provision process. 

Various scholars sustain that the PICU teams 
themselves ought to initiate the dialogue with parents so 
that the information about the donative process be clear, 
and without bias, and/or coercive acts (American 
Academy of Pediatrics, 2010; Siebelink et al., 2012). In 
this way, healthcare professionals avoid reducing the 
donor (Contreras-Ibacache et al., 2012) to the state of an 
object (Baumann et al., 2012), and effectively keep in 
mind the Kantian imperative to "act in such a way that 
you treat humanity, whether in your own person or in the 
person of any other, never merely as a means to an end, 
but always at the same time as an end in itself” (Kant, 
2005). 
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However, it can be difficult to achieve because in many 
occasions, the caregivers (PICU) get attached to patients 
in such a way that could make prompting organ donation 
conflicting. When this happens, PICU members can even 
fail to give the proper information about the donation to 
the parent’s patients. So in this case, the parents are the 
only ones responsible for the decision making either to 
donate the organs of their deceased children or not. A 
policy that would require a mandatory request to consent 
in organ donation may alleviate the stress of caregivers 
(Tsai et al., 2000). It is also important to point out that the 
leadership exercised by any of the members of the PICU 
team may become either a positive or a negative factor in 
the decision to donate the organs of the dead brain child, 
according to their management of the situation and 
engagement with the donation request (Fraser et al., 
2011). Another aspect that requires mentioning is the 
separation of tasks inside healthcare service, with 
different teams diagnosing BD, performing the transplant, 
and carrying out the procurement process. These three 
teams are key actors in the delivery of information, the 
transparency of the donation process, and in respect to 
the decision of the parents or legal guardians to donate 
(Martinez et al., 2001; Tsai et al., 2000). To improve this 
process, the separation of tasks is also essential for the 
team members themselves. 
 
 
Important psychosocial aspects  
 
Some scholars argue that cultural and religious aspects 
of the parents are factors that intervene in the decision 
making process, influencing them to accept or deny the 
request for the donation of organs. The misconception of 
the caregivers about the different cultures and religions 
beliefs may inhibit the request of organ donation. 
Contrary to popular belief, there are few religions that 
prohibit the organ donation, which is why it is important 
that the participants in the organ request process must be 
well-informed and knowledgeable about various cultural, 
ethnic, and religious perspectives (Tsai et al., 2000). For 
this reason, PICU teams, in both transplant and 
procurement (American Academy of Pediatrics, 2010), 
should keep in mind such factors when they consider the 
enrolment of a BD child in the process of organ donation 
(Cochat et al., 2004; Tsai et al., 2000). 
 
 
Parent’s motivations for organ donor process 
 
In studies regarding donation, it is mentioned that both 
altruism and solidarity are the principal reasons for 
deciding to donate organs (Baughn et al., 2006; Cochat 
et al., 2004; Duboz et al., 2012; Meert et al., 2007; 
Schneider et al., 2004). 
 

 
 
 
 
In a study carried out by Morris et al. (1992)., it was 
established that the principal reason parents have for 
accepting organ donation on the part of their children, 
was not only that another child might die, but also was to 
avoid that other parents might have to live through the 
loss of a child (Biarent et al., 2004; Rodrigue et al., 2008). 
These motivations are clearly related to the values of 
altruism and solidarity. 

Finally, the act of donating is an act of service to 
another, which can improve the health of a person who is 
seriously ill and is at risk of losing his or her life. This 
service is guided by a sense of solidarity with another in 
suffering and altruism, which are the underlying 
constituent emotions and motors of the donative process. 
The parents that donate their children’s organs after BD 
is established may be saving the life of another child. 
This possibility gives them a certain kind of solace, 
because they find that there may be some redeeming 
aspect resulting from the tragedy they are currently 
experiencing (Biarent et al., 2004). 

The solidarity exercised by parents who donate organs 
demonstrates the changeability of human circumstances, 
the fragility of life, and serves as a reminder of the 
interdependence of human beings (d’Houtaud, 2008). In 
effect, organ donation is a social device that is directly 
related to individuals’ solidarity with those in suffering, 
because the saving of any one person necessarily 
requires the aid of another (d’Houtaud, 2008). 
 
 
DISCUSSION 
 
The organ donation process requires teams trained in the 
topics of donation and transplantation, since it is the main 
purpose of this training to endow the teams with the skill 
to respectfully and professionally approach a family of a 
boy or girl with BD. The organ donation request is always 
made during a moment of great difficulty, and many times 
the family is experiencing a situation of crisis that 
demands special treatment and handling; all the needs 
and questions of the family members, who have lost a 
young loved one, must be thoroughly considered. Despite 
these difficulties, however, the request is an imperative, 
since the parents are the ones who have to make the 
decision regarding the acceptance or denial of a petition 
for the donation of organs, and not the treatment team. 

The necessity of differentiating treatment teams from 
transplant teams builds confidence in healthcare 
professionals; also this differentiation decreases the 
possibility of coercion in the parent's decision-making 
process. The health care team of the potential donor may 
feel very strong emotions and discomfort with the idea to 
make an approach with a proven family. To avoid this 
stress is important to consider the separation of tasks in 
the same health team so that each member knows which 
task should be performed when proposing the donation to  



 
 
 
 
 
the child's family with BD. In the logic of organ donation, 
what is being sought is the improvement of the  health  of 
a sick boy or girl through a resource which must be 
extracted from the body of another child that has died. As 
a result, healthcare professionals are responsible for 
respectfully carrying out this act of care, supplying it with 
all the necessary attentions and honouring the donor as a 
person (although he or she is dead), so that the child may 
not be considered simply an object. For this reason, until 
the moment that the body is delivered to the parents, it 
must be treated with all due dignity. 

Organ donation certainly improves the survival of 
thousands of people but it can also be experienced 
positively. It is an emotionally heavy demand for both the 
child's parents and for the healthcare team. An adequate 
training and support enable caregivers to perform this 
process for the benefit of all who are concerned. The 
possibility of being a donor carries with it an underlying 
value - a sense of social responsibility for a total stranger- 
since the final recipient is normally unknown to the 
deciding parents. There is a will to help others that are 
also experiencing grief and tragedy, because the parents 
of children that are waiting for organs are also in a 
situation of great worry, because the death of their child 
may occur soon if they do not secure access to an organ. 
 
 
Conclusion 
 
Finally, the BD and the impact on healthcare service 
teams, parent´s psychosocial aspects and parent´s 
motivations for organ donor process are three new lines 
for the next step to follow with a qualitative study. 
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Client satisfaction is considered as one of the desired outcomes of health care and it is directly related 
with utilization of health services. It reflects the gap between the expected and the experience of the 
service from the client’s point of view. The objective of this study was to assess clients’ satisfaction 
with family planning services and associated factors. Facility-based cross-sectional study that involved 
an exit interview was conducted from February to March, 2014 in public health facilities in Hossana 
town. The data were collected from 324 respondents selected by systematic sampling technique using 
pre-tested structured interviewer administered questionnaire. Of the total of 324 study subjects, 75.3% 
of the respondents reported that they were satisfied with services they received. In multivariate 
analysis, satisfaction of clients was higher for women who reported their waiting time to be 30 min and 
less (AOR=5.5 [95% CI=1.918, 15.77]), for those whom privacy was ensured during exams and 
procedures  (AOR=5.08 [95%CI=2.270, 11.387]), told how to use the method (AOR=3.431[1.206, 9.761]), 
had history of unintended pregnancy (AOR 2.803[1.058, 7.426]), repeat users (AOR=3.041[1.37, 6.737]), 
convenient opening hours  (AOR= 4.730[1.217, 18.383]) and lower for those women who perceived  
health facilities not clean (AOR= 0.192[0.056, 0.658]) and those who had experienced methods side 
effect (AOR=0.280 [95%CI= [.121, 0.645]. This study revealed that clients’ satisfaction with family 
planning service was low. The frequency of visit, waiting time, cleanness of health facilities, history of 
side effect, history of unintended pregnancy, and information on how to use methods, privacy during 
examination and procedure and convenience of opening hour were the predictors of client satisfaction.  
 
Key words: Family planning, client satisfaction, Hossana town. 

 
 
INTRODUCTION  
 
Currently, the world population is growing by over 80 
million people every year. According to the United 
Nations  projections,  by  2025  the  world  would  contain 

over 8 billion people, of which some 6.8 billion would live 
in developing countries (SITA, 2003). Fertility is high 
among sub-Saharan African countries  at  an  average  of 
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5.3 children per woman. 

Ethiopia is one of the sub-Saharan African countries 
with alarming population growth rate of 2.6 and total 
fertility rate is approximated 5 (Central Statistical 
Authority, 2011). Family planning (FP) services are 
unique in providing the means for couples to space or 
limit their births, as well as to stabilize the world's 
population. Also, they have a role in the reduction of 
maternal morbidity and mortality by their ability in 
reducing the absolute number of pregnancies among all 
women, reducing the number of pregnancies among high-
risk women, and unwanted pregnancies that might 
otherwise end in abortion (Loha et al., 2004). The 
promotion of FP in countries with high birth rates has the 
potential to reduce poverty, hunger, prevent all maternal 
deaths by 32% and childhood deaths nearly by 10% 
(UKaid, 2012). 

Among the targets of the Ethiopian population policy, 
which was adopted early in 1993, Ministry of Health 
(MoH), is reducing the total fertility rate (TFR), reducing 
morbidity and mortality, improving maternal and child 
health, and increasing the contraceptive prevalence rate 
(CPR) to 66% by 2015 (Central Statistical Authority, 
2011). In order to achieve this target, the ministry has 
given priority to the provision of safe motherhood 
services such as FP in the community by increasing 
access to and use of FP as it is not one of the Millennium 
Development Goals (MDGs); but it can make valuable 
contributions to achieving many of the goals as 
increasing contraceptive use can significantly reduce the 
costs of achieving selected MDGs and directly 
contributes to reductions in maternal and child mortality 
(Central Statistical Authority, 2011; Tseganeh, 2005). 
Currently, patients are aware of their needs and rights. 
They know that health care facilities are established to 
provide satisfactory and high-quality health services to 
them. If they fail to do so, they are considered 
unsuccessful in implementing their assigned tasks (Ny 
and Sermsri, 2007). So health care facility performance 
can be best assessed by measuring the level of patient’s 
satisfaction, and a completely satisfied patient believes 
that the organization has potential in understanding 
patient needs related to health care (Ny and Sermsri, 
2007). The quality of care can be measured from the 
perspectives of clients or providers or facility. Client 
satisfaction with services is a subjective way of 
measuring quality services but satisfied clients are more 
likely to re-visit the services, pass on positive messages 
to others, and continue the use of a particular FP method 
but on the other hand, dissatisfied clients are more likely 
to share their negative experiences with others and less 
likely to return or continue the use of FP services 
(Agwanda and Kimani, 2009). Improving the quality of 
services has an impact on women’s satisfaction with the 
services, which may also lead to increased service 
utilization, continued FP use, achievement of fertility 
goals, higher contraceptive prevalence rate (CPR) and 
lower fertility (Agwanda and Kimani, 2009). 
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The studies in Tanzania, Kenya and Ghana have 
examined the effects of quality of FP on uptake and 
continuation (Hutchinson et al., 2011). The principal 
determinant of this uptake and continued utilization of FP 
is overall client satisfaction with the services, and the 
discontinuation rates of contraceptive use in sub-Saharan 
Africa vary between 19 and 36%, and the cited reasons 
for discontinuation were wanting a more effective 
method, health concerns, side effects, lack of access, 
cost, inconvenient to use, and quality of the service 
environment (Hutchinson et al., 2011;  Khan et al., 2007; 
Blanc et al., 1999; Curtis et al., 2011; Monjok et al., 2010; 
Darroch and Singh, 2011). 

The study conducted in Jimma Zone, Jimma University 
specialized hospital, Addis Ababa and Bangladesh 
indicated that 19.1, 37.2, one fourth and 52.6% of clients 
not satisfied with the waiting time service, and age was 
not significant (Assefa et al., 2011; Chemir et al., 2014; 
Fikru et al., 2013; Hasan, 2007). However, study 
conducted at Hawassa University Referral Hospital where 
age was significantly associated with client satisfaction 
(Tesfaye, 2009), in Bangladesh (Hasan, 2007), Eastern 
Saudi Arabia (Hasan, 2007), in Kenya (Agha and Mai, 
2009), in Tanzania (Hutchinson et al., 2011), Iran (Hasan, 
2007) and in Ghana (Nketiah, 2009) where maternal 
education, cleanliness of the facility, frequency of visit, 
proper and adequate explanation on how to use 
contraceptive were predictors of client satisfaction. The 
contraceptive prevalence rate (CPR) in Ethiopia is about 
28%, while abortion and unwanted pregnancy are among 
the main causes of maternal mortality in Ethiopia (Worku 
and Fantahun, 2006). In 2008, 101 unintended 
pregnancies occurred per 1,000 women aged 15 to 44, 
and 42% of all pregnancies were unintended. In the same 
year, an estimated 382,500 induced abortions, 23 
abortions per 1,000 women aged 15 to 44, were 
performed in Ethiopia (IPAS, 2010). 

In general, client satisfaction is an important measure 
of the quality of care, because it offers information on the 
provider’s success at meeting those expectations of what 
is more relevant to the client and an important tools to 
evaluate administration and planning the process of 
health care (Amin Zenube Assessment, 2007). But in 
Ethiopia, specifically in Hossana, studies showing the 
clear picture of client satisfaction with family planning 
service have not been conducted. Thus, this study is 
proposed to fill this information gap in Hossana, South 
Ethiopia with the potential of generalizability of its result 
to similar settings and population of the country at large. 
 
 
MATERIALS AND METHODS  
 
This study was conducted in Hossana town health facilities from 
February to March, 2014. The town  is located 230 km southwest of 
the capital city of Ethiopia Addis Ababa and 194 km far from 
regional city Hawassa being the capital of Hadiya zone. According 
to the housing and population census conducted in 2007, the total 
population size of the town as projected to the year 2013 is 102,238 
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of which 50,097 are males, 52,141 are females, while 23,821 are 
reproductive age women and 4907 are pregnant women, with the 
total population being 102,238 × TFR 4.8% (EDHS, 2011). As to the 
health service facilities, there are four governmental health facilities: 
one hospital, three health centers and 16 private clinics.  

A facility-based cross-sectional study with quantitative methods 
of data collection were used. Study population consists of all 334 
sampled mothers among family planning using clients visited in 
Hossana public health facilities during the study period, and 
selected using systematic random sampling technique. Data were 
collected through face-to-face exit interviews using pre-tested 
structured questionnaires. Questionnaires included measures of 
socio demographic characteristics and satisfaction levels with the 
different components of the family planning services which included 
the availability of supplies, information provision by the health 
workers, waiting time to get the services and courtesy, and respect 
of the health workers with five points Likert scale items, with 1 and 5 
indicating the lowest and highest levels of satisfaction, respectively 
(dissatisfied=1, dissatisfied = 2, neutral=3, satisfied, =4 and very 
satisfied =5). 

The clients’ overall satisfaction level was classified into high 
satisfaction score above a specified cut point, and low satisfaction 
below this cut point. Cut points were calculated using the 
demarcation threshold formula: {(highest total score-lowest total 
score)/2} + Total lowest score (17). Data analysis was conducted 
using statistical package of social sciences (SPSS) version 16.0. In 
addition to descriptive statistics, the chi-square test was employed 
to assess associations between dependent and independent 
variables of the study. Bivariate analysis was also used to check for 
associations. Variables having associations were entered into 
logistic regression to obtain odds ratios and the confidence 
intervals, and multivariable logistic regression analysis was carried 
out to assess strength of statistical association (adjusted odds 
ratios). The strength of statistical association was measured by 
adjusted odds ratios and 95% confidence intervals. Statistical 
significance was declared at P<0.05. 
 
 
Ethical consideration 
 
Ethical clearance was obtained from ethical committee of Jimma 
University, College of Public Health and Medical Science. A formal 
letter, from the College of Public Health and Medical Sciences of 
Jimma University, was submitted to Hossana town health office and 
concerned bodies to obtain their co-operation. Then permission and 
support letter was written to each respective health facilities. The 
purpose of the study was explained to the study subjects at the time 
of data collection, and verbal consent was secured from the 
participants to confirm whether they were willing to participate. The 
study subjects were informed on participation on voluntary basis. 
Confidentiality of responses was also ensured throughout the 
research process. 
 
 
RESULTS 
 
Socio-demographic characteristics 
 
Out of the total of 324 study subjects, 236 (72.8%) 
subjects were repeat clients. The mean age of the 
mothers was 28 years (standard deviation (SD)±5.57) 
and ranges from 17 to 42 years (Table 1).  
 
 
Obstetrics and health service related variables 
 
As to obstetrics related variables, 41 (12.7%) of them had 

 
 
 
 
history of abortion, 305 (94.1%) received the method they 
wanted, 68 (21%) of clients experienced side effects on 
method they were using, 80 (24.7%) had an unwanted 
pregnancy, 243 (75%) of the clients were informed on 
side effects of methods, and 295 (91%) were told how to 
use the method and their function, 301 (92%) reported 
that they were politely treated by the service providers 
and 271 (83.6%) reported that their privacy was 
maintained. 287 (88.6%) said the way they were handled 
by supportive staffs was good, 189 (58.3%), 106 (32.7%) 
of them waited from 30 min to 1 h. The mean waiting time 
was 26 min (Table 2).  Regarding the level of satisfaction 
in four different categories, namely, technical competence, 
accessibility of the health services, interpersonal 
component, and cleanness of health facilities (Figure 1), 
the majority (88.3%) of the participants were satisfied on 
cleanness of health facilities, but fewer participants were 
satisfied with technical aspect of health providers (70.1%) 
(Tables 3 and 4). 
 
 
Association between dependent and independent 
variables 
 
The association of dependent and independent variables 
were computed, and statistically significant associations 
were observed in bivariate logistic regression between 
age of clients, maternal educational level, numbers of 
living children, frequency of family planning visit and 
parity with family planning service satisfaction at p-value 
< 0.05. The result showed that older age groups 35 to 49 
years were 2.6 times more likely to be satisfied than 
younger age group of 15 to 24 of mothers (UOR= 2.62 
[95% CI=1.10, 6.263]). Mothers who can read and write 
without attending formal education were 3.9 times more 
likely to be satisfied than mothers with educational level 
of college and above (UOR=3.89 [95%CI=1.10, 14.34]), 
and mothers living with 5 children and above were 2.5 
times more likely to be satisfied than mothers living with 4 
children and below (UOR=2.52 [95%CI=1.19, 5.34]). 
Also, respondents who utilized services at health centers 
were less likely to be satisfied with services from the 
hospital (Table 5). 

Also, multi-variate logistic regression analysis showed 
repeated visitors were 3 times more satisfied as 
compared to those who were new visitors 
(AOR=3.04[1.37, 6.74]); those who had experience on 
contraceptive methods side effect were 72% less likely to 
be satisfied than who had no experience on methods 
(AOR=0.280 [95%CI= [0.121, 0.645]); clients who had 
history of unintended pregnancy were 2.8 times more 
satisfied as compared to those who had no experience 
(AOR=2.803[1.058, 7.426]); clients who were advised on 
how to use the method were  3.43 times more satisfied 
with services than those who were not (AOR=3.43 
[95%CI=1.206, 9.761]); mothers whose privacy were 
ensured during exams and procedures were 5.08 times 
more likely satisfied than those who reported privacy was 
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Table 1. Distribution of respondents by their basic socio-demographic characteristics, Hossana town, Southern Ethiopia, from 
February to March, 2014. 
 

Socio-demographic characteristics Numbers Percentage 

Age group (n=324) 

15-24 90 27.8 
25-29 115 35.5 
30-34 67 20.7 
35+ 52 16.0 

    

Marital Status (n=324) 
Married 318 98.1 
Others 6 1.9 

    

Educational Status (n=324) 

Illiterate 25 7.7 
Can read and write 28 8.6 
Primary cycle 1-4 48 14.8 
Secondary cycle 5-8 83 25.6 
High school 9-12 74 22.8 
Diploma and above 66 20.4 

    

Occupation (n=324) 

Governmental employed 59 18.2 
Merchant 66 20.4 
House wife 182 56.2 
Others 17 5.2 

    

Religion (n=324) 

Orthodox 77 23.8 
Protestant 187 57.7 
Muslim 44 13.6 
Others 16 4.9 

    

Ethnicity(n=324) 

Hadiya 200 61.7 
Kembata 33 10.2 
Gurage 30 9.3 
Silte 33 10.2 
Amhara 20 6.2 
Others 8 2.5 

    

Residence Urban 285 88.0 
Rural 39 12.0 

    

Frequency of visit 
New visit 88 27.2 
Repeat visit 236 72.8 

 
 
  
not ensured (AOR=5.08 [95%CI=2.270, 11.387]); clients 
who get service within 30 min were 5.5 times more 
satisfied as compared to those who got more than 60 min 
(AOR=5.5 [95%CI=1.918, 15.77]), clients who reported 
that the opening hours of clinic was convenient were 4.7 
times more satisfied than those who said the opening 
hours of clinic was not convenient 
(AOR=4.73[1.22,18.38]), and clients who perceived 
health facilities were not clean were less likely to be 
satisfied as compared to those who perceived the facility 
to be clean (AOR=0.192[0.056, 0.658]).   

The predictors of satisfaction with family planning were 
cleanness of health facility, waiting time  to  get  services, 

frequency of visit, experience of unintended pregnancy, 
history of side effect with methods, history of switching 
methods, convenience of the hours when clinic is 
opened, privacy during examination and procedures, 
receiving advice on how to use the method, and written 
information on side effects (Tables 6 and 7). 
 
 
DISCUSSION 
 
Clients’ satisfaction is the key indicator that can reflect 
the health service quality at any level of health care 
facilities. Therefore, assessing clients’  satisfaction  helps  
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Table 2. Distribution of respondents by obstetrics and health service related variables in Hossana town, Southern Ethiopia, from February 
to March, 2014. 
 
Variable Category Numbers Percentage 

You received the method you wanted Yes 305 94.1 
No 19 5.9 

    

Have you history of face side effect on method 
Yes 68 21.0 
No 256 79.0 

    

Have you History of shifting  method 
Yes 128 39.5 
No 196 60.5 

    

Have you history of unintended pregnancy Yes 80 24.7 
No 244 75.3 

    

Numbers of unwanted pregnancy 
Once 55 17.0 
Twice and above 28 8.6 

    

Were you told how to use the method 
Yes 295 91.0 
No 29 9.0 

    

Were you told about the method's side effects Yes 243 75.0 
No 81 25.0 

    

Got written information on side effects 
Yes 106 32.7 
No 218 67.3 

    

Did the provider tell you to return  if you have problems 
Yes 215 66.4 
No 109 33.6 

    

Were you treated with respect and courtesy at the reception desk 
Yes 287 88.6 
No 37 11.4 

    

You are treated with respect and courtesy by the care provider 
Yes 301 92.9 
No 23 7.1 

    

Your privacy was respected when you were asked to share sensitive issue Yes 271 83.6 
No 53 16.4 

    

Did you have enough privacy during exams and procedures 
Yes 273 84.3 
No 51 15.7 

    

The hours this clinic is open convenient for you 
Yes 309 95.4 
No 15 4.6 

    

The working hours of the clinic delay from getting service Yes 72 22.2 
No 252 77.8 

    

Health facility was clean 
Yes 308 95.1 
No 16 4.9 

    

Waiting time was long 
Yes 62 19.1 
No 262 80.9 
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Table 3. Level of satisfaction of clients with the different components in the family planning services of the Hossana town, from February to 
March,  2014 (n = 324). 
 

Characteristic 1 [No. (%)] 2 [No. (%)] 3[No. (%)] 4[No. (%)] 5[No. (%)] 
Service providers were respectful 0 (0) 6 (1.8) 19 (5.86) 148 (45.7) 151 (46.6) 
Service providers have shown concern 0 (0) 3 (0.9) 27 (8.3) 125 (38.6) 169 (52.2) 
Service providers have shown Comfort 0 (0) 5 (1.5) 27 (8.3) 140 (43.2) 152 (46.9) 
Mutual understanding between service providers and you 0 (0) 4 (1.2) 13 (4) 152 (46.9) 155 (47.8) 
Trust with service providers 0 (0) 13 (4) 20 (6.2) 145 (44.8) 146 (44.8) 
The provider was cooperative 0 (0) 9 (2.8) 16 (4.9) 150 (46.3) 149 (46) 
Service providers gave opportunity  to take part in decisions 0 (0) 8 (2.5) 9 (2.8 127 (39.2) 180 (55.6) 
Service providers gave adequate  information 0 (0) 37 (11.4) 49 (15.1) 139 (42.9) 99 (30.6) 
Service providers explanation was clear and straightforward 0 (0) 15 (4.6) 13 (4.0) 168 (51.9) 128 (39.5) 
Service providers explained procedures 1 (0.3) 40 (12.3) 54 (16.7) 131 (40.4) 98 (30.2) 
Cleanliness of clinic 1 (0.3) 8 (2.5) 7 (2.2 145 (44.8) 163 (50.3) 
waiting room has enough sitting chairs 0 (0) 27 (8.3) 18 (5.6) 125 (38.6) 154 (47.5) 
Attractiveness of clinic 1 (0.3) 15 (4.6) 10 (3.1) 134 (41.4) 164 (50.6) 
Waiting room ventilation 0 (0) 12 (3.7) 8 (2.5) 125 (38.6) 179 (55.2) 
Location of clinic 0 (0) 3 (0.9) 11 (3.4) 151 (46.6) 159 (49.1) 
Waiting time to get service 0 (0) 49 (15.1) 9 (2.8) 129 (39.8) 137 (42.3) 
Waiting time at clinic 0 (0) 47 (14.5) 14 (4.3) 135 (41.7) 128 (39.5) 
Working hours of clinic 0 (0) 37 (11.4) 13 (4.0) 157 (48.5) 117 (36.1) 
Overall level of satisfaction 0 (0) 7 (2.2) 20 (6.2) 173 (53.4) 124 (38.3) 

 

Very dissatisfied (1), dissatisfied (2), neither/nor (3), somewhat satisfied (4) and somewhat satisfied (5). 
 
 
 

Table 4. Level of satisfaction with family planning services based on four 
dimensions, in Hossana town, Southern Ethiopia from February to March, 
2014. 
 

Level of satisfaction 
low satisfaction  High satisfaction 

No. %  No. % 
Technical component 97 29.9  227 70.1 
Interpersonal component 50 15.4  274 84.6 
Accessibility component 68 21.0  256 79.0 
Cleanness  38 11.7  286 88.3 
Overall level of satisfaction 80 24.7  244 75.3 

 
 
 
to evaluate quality of services. This study showed that 
about one forth (24.7%) of the clients were not satisfied 
with the service they had received. This finding was 
consistent with what has been observed in a study 
conducted in the Jimma University specialized hospital in 
which 23.0% were not satisfied (Assefa et al., 2011), but 
is lower than what has been observed in studies 
conducted in Bangladesh in which 32% were not satisfied 
(Nketiah, 2009). In contrast, in a study conducted in 
Thailand, clients reported much higher levels of 
satisfaction (23.3% highly satisfied, 61.4% moderately 
satisfied) and only 15.3% were not satisfied with services 
(Ny and Sermsri, 2007).  

In this study, the predictors of client satisfaction with 
family  planning  service  were   age  of  clients,  maternal 

education level, numbers of living children, frequency of 
family planning visit, parity, history of side effect with 
contraceptive methods, history of methods shift, history of 
unintended pregnancy, advised on how to use the 
contraceptive, maintenance of privacy during exams and 
procedures, waiting time to get service, opening hours of 
clinic, and perception on cleanness of the facilities 
(Tables 5, 6 and 7).  

Our findings related to the predictors of client 
satisfaction regarding FP service delivery were not 
consistent with what has been observed in study 
conducted in Jimma zone where 19.1% of clients were 
not satisfied, waiting time service and age was not 
significantly related to satisfaction (Fikru et al., 2013), 
Jimma  University  specialized   hospital,   Addis   Ababa, 
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Table 5. Comparison of satisfaction of client with their socio-economic characteristics of family planning attendants, in Hossana town, 
Southern Ethiopia, from February to March, 2014. 
 

Satisfaction level Low satisfaction [N (%)] High satisfaction [N (%)] AOR (95%CI) 

Age of mother 

15-24 29 (32.2) 61 (67.8) 1 
25-29 29 (25.2) 86 (74.8) 1.12 [0.46, 2.68] 
30-34 14 (20.9) 53 (79.1) 2.74 [0.748, 10.03] 
35-49 8 (15.4) 44 (84.6) 1.12 [0.16, 7.81] 

     

Educational status of 
mother 

Illiterate 4 (16) 21 (84) 1.25 [0.23,6.85] 
Read and write 3 (10.7) 25 (89.3) 2.82 [0.40,19.71] 
Primary level (1-8) 26 (19.8) 105 (80.2) 1.23 [0.43,3.55] 
Secondary level(9-12 26 (35.2) 48 (64.8) 0.87 [0.34,2.24] 
Collage  and above 21 (31.8) 45 (68.2) 1 

     

Names   of health 
facilities  

NEMMH 12 (16.4) 61 (83.6) 1 
Hossana HC 33 (33.7) 65 (66.3) 0.35 [0.124, 9.87] 
Lichamba 24 (33.3) 48 (66.7) 0.364 [0.121,1.10] 
Bobicho 11 (13.6) 70 (84.6) 0.540 [0.152,1.92] 

 

*p-value<0.05, **p-value <0.01, ***p-value<0.001. 
 
 
 
Bangladesh where 37.2%, one fourth and 52.6% of 
clients not satisfied waiting time service (Assefa et al., 
2011, Chemir et al., 2014; Hasan, 2007), respectively. 
The possible reason for this variation may be difference 
in the quality of facilities, subjective measures of 
satisfaction, awareness among the study subjects, and 
differences in client volume. 

What has been observed in the study conducted at 
Hawassa University Referral Hospital, where age was 
significantly associated with client satisfaction (Tesfaye, 
2009), in Bangladesh (Hasan, 2007), Eastern Saudi 
Arabia (Hasan, 2007), in Kenya (Agha and Mai, 2009), in 
Tanzania (Hutchinson et al., 2011), Iran (Hasan, 2007) 
and in Ghana (Nketiah, 2009) where maternal education, 
cleanliness of the facility, frequency of visit, proper and 
adequate explaination on how to use contraceptive were 
predictors of client satisfaction. This cross-sectional study 
has possible limitations that it does not measures the 
cause effect.  
 
 
Conclusion 
 
Quality is rapidly becoming a global issue and of concern 
to both the providers and the users of health care 
services. Also, the issue of client satisfaction and 
dissatisfaction has become a topic of increasing 
importance in health care. This study identified that, one 
fourth clients were not satisfied with the service that they 
had received. Out of the four dimensions assessed, 
clients were satisfied with interpersonal aspects, 
availability and cleanness of the health facilities. 
However, they were less satisfied with the technical 
aspect and accessibility. The  frequency  of  visit,  waiting 

time, cleanness of health facilities, history of side effect, 
history of unintended pregnancy, and information on how 
to use methods, privacy during examination and 
procedure and convenience of opening hour were the 
predictors of client satisfaction.  
 
 
RECOMMENDATIONS 
 
In this study, the predictors for client satisfaction with 
family planning service were age, education level, visit, 
parity, client experience with contraceptive, methods 
shift, history of unintended pregnancy, advised on about 
contraceptive, privacy, waiting time, opening hours of 
clinic, and perception on cleanness of the facilities. Thus, 
FMOH, policy makers and interested body should discuss 
this issue to enhance the quality of service, and to 
develop a system to control factors that affect client 
satisfaction. Moreover, further prospective studies are 
recommended in terms of the observation and qualitative 
data collection. 
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Table 6. Comparison of satisfaction of client with their obstetric and experience of previous interaction  and health facility related variables 
among family planning attendants, in Hossana town, Southern Ethiopia, from February to March,   2014. 
 

Variable 
Satisfaction level 

UOR (95%CI) AOR (95%CI) Low satisfaction 
[No. (%)] 

High satisfaction 
[No. (%)] 

Parity 0-4 61 (28.4) 154 (71.6) 0.49 [0.25,0.96]* 0.342 [0.051, 2.28] 
>4 12 (15.6) 65 (84.4) 1 1 

      

Still birth                    Yes 3 (11.5) 23 (88.5) 2.67 [0.78, 9.15] 2.11 [0.33, 13.48] 
No 77 (25.3) 221 (74.7) 1 1 

      

No. livening children 0-4 71 (27.7) 185 (72.3) 0.40 [0.19, 0.84]* 0.384 [0.125, 1.18] 
>4 9 (13.2) 59 (86.7) 1 1 

      

Current  F/P visit New 29 (33) 59 (67) 1 1 
Repeat 51 (21.6) 185 (78.4) 1.78 [1.04,3.05]* 3.04 [1.37, 6.74]** 

      

History of unintended 
pregnancy 

Yes 9 (11.3) 71 (88.7) 3.24 [1.5, 6.8]** 2.8 [1.1,7.43]* 
No 71 (29) 173 (71) 1 1 

      

History of faced side effect  Yes 29 (42.6) 39 (57.4) 0.34 [0.19, .59]* 0.28 [0.121,0.645]* 
No 51 (20) 205 (80) 1 1 

      

Waiting time 
0-30 28 (14.8) 161 (85.2) 3.51 [1.5,8.27]** 5.50 [1.92, 15.77]** 
31-60 41 (38.7) 25 (60) 0.97 [0.416,2.257] 1.82 [0.64, 5.22] 
>60 11 (38) 2 (66.7) 1 1 

      

Convenient opening hours  
of clinic 

Yes 70 (22.7) 239 (77.3) 6.8 [2.26,20.64]** 4.7 [1.22,18.38]* 
No 10 (66.7) 5 (33.3) 1 1 

      

Cleanness of HF        
Yes 71 (23) 237 (77) 1 1 
- 9 (56.3) 7 (43.7) 0.23 [0.09, 0.65]** 0.19 [0.06, 0.66]** 

 

*p-value<0.05, **p-value <0.01, ***p-value<0.001. 
 
 
 
Table 7. Comparison of satisfaction of client with their health provider related variables in Hossana town, Southern Ethiopia, from February to 
March 2014. 
 

Variable 
Satisfaction level 

UOR (95%CI) AOR (95%CI) Low satisfaction 
[No. (%)] 

High satisfaction 
[No. (%)] 

Privacy was ensured during exams 
and procedures        

Yes 49 (18) 224 (82) 7.1 [3.7,13.4]*** 5.1 [2.3,11.3]*** 
No 31 (60.8) 20 (39.2) 1 1 

      

 Privacy  respected when  sharing 
 sensitive issue                        

Yes 51 (19) 220 (81) 5.2 [2.80,9.70]* 0.99 [0.25, 3.86] 
No 29 (54.7) 24 (45.3) 1 1 

      

Registration staff treated with 
respect and courtesy  

Yes 63 (22) 224 (78) 3.0 [1.49,6.13]* 0.60 [0.16, 2.28] 
No 17 (46) 20 (54) 1 1 

      

Care provider treated with respect 
and courtesy   

Yes 66 (22) 235 (78) 5.54 [2.3,13.4]* 1.77 [0.34, 9.15] 
No 14 (60.9) 9 (39.1) 1 1 

      

Given written information on side 
effects 

Yes 14 (13.2) 92 (86.8) 2.85 [1.52,5.4]* 1.82 [0.71, 4.64] 
No 66 (30.3) 152 (69.7) 1 1 
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Table 7. Cont’d. 
 

Told about the method's side effects Yes 55 (22.6) 188 (77.4) 1.53 [0.87, 2.67] 0.75 [0.30, 1.89] 
 No 25 (30.9) 56 (69.1) 1 1 
      

Told about how to use the method 
and function 

Yes 66 (22.4) 229 (77.6) 3.238 [1.5, 7.1]* 3.43 [1.2,9.76]* 
No 14 (48.3) 15 (51.7) 1 1 
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Figure 1.  Level of satisfaction with family planning services based on four dimensions, in Hossana 
town, Southern Ethiopia from February to March, 2014. 
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The Nurses and Midwives Council of Malawi (NMCM) has engaged in significant efforts to reform 
nursing and midwifery pre-service education in Malawi. To that end NMCM decided to revise and 
strengthen existing syllabi and curricula for nurse midwifery cadres, starting with the nurse midwife 
technician (NMT). In an attempt to make evidence-based decisions for syllabus revision, NMCM 
conducted a task analysis to assess how prepared nurse midwife technicians (NMTs) were to perform 
tasks in their daily jobs. NMCM used the activity to identify curricular gaps and key NMT tasks. In the 
task analysis, quantitative and qualitative methods identified NMTs’ perceptions of tasks required for 
daily practice, competency to perform such tasks, factors influencing quality of care, and pre-service 
programmatic gaps. NMCM collected data from 48 NMTs randomly selected from a weighted sample of 
NMTs from all districts. The most frequently performed tasks (≥ 50%) were found to be in infectious 
diseases and midwifery. NMTs felt inadequately prepared to handle human immunodeficiency virus 
(HIV) cases, obstetric complications, and certain family planning methods. Findings also identified gaps 
in clinical training and faculty supervision. The task analysis provided a robust approach to curriculum 
revision through identifying key content gaps and soliciting expert clinical input. Other countries 
should consider adopting this approach to improving the content and relevancy of nursing and 
midwifery syllabi and curricula. 
 
Key words: Task analysis, curriculum revision, nursing and midwifery education. 

 
 
INTRODUCTION 
 
The Malawi Health Sector Strategic Plan 2011 to 2016 
(HSSP) delineates the priority health conditions that 
affect the country’s population. Human immunodeficiency 
virus (HIV), tuberculosis (TB), malaria, and maternal and 
child health conditions feature  prominently  in  the  HSSP 
 

as significant drivers of morbidity and mortality (Ministry 
of Health, Government of Malawi [MoH], 2011a). Despite 
major strides towards achieving country-specific 
Millennium Development Goals (MDGs), more work 
needs to be done to fully achieve health targets  (Ministry 
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of Development, Planning, and Cooperation, 2010; 
Commonwealth Foundation, 2013). In key clinical areas, 
such as HIV and maternal and child health (MCH), the 
Government of Malawi uses task shifting from higher 
level cadres to nurse midwives and other health cadres to 
fill critical gaps in health service delivery and meet 
population health needs. In alignment with the World 
Health Organization (WHO) and the U.S. President’s 
Emergency Plan for AIDS Relief’s (PEPFAR’s) Nursing 
and Education Partnership Initiative, the Nurses and 
Midwives Council of Malawi (NMCM) and the MoH 
Nursing Directorate have initiated widespread 
educational reform in Malawi to ensure that nursing 
colleges produce highly competent graduates who are 
able to meet the population’s health demands. 
Development of evidence-based curricula that are linked 
to national disease priorities is a critical intervention for 
maintaining high-quality pre-service educational 
programmes for nurses and other health cadres (Frenk et 
al., 2010). 

To that end, NMCM has mandated timely revision of 
prescribed pre-service syllabi and curricula for nursing 
and midwifery cadres. Three levels of nurse midwifery 
cadres currently exist in Malawi: B.Sc, RN Diploma, and 
nurse midwife technicians (NMTs). NMTs have three 
years of general nursing and midwifery training, and 
graduate with a diploma. NMCM prioritized syllabus and 
curriculum revision for this cadre as NMTs exhibited poor 
performance on national licensure examinations and 
practice from 2008 to 2010. NMCM wanted to investigate 
areas of the current syllabus where the NMT cadre might 
fall short of meeting patients’ health needs. 

NMCM’s approach to syllabus revision for nursing and 
midwifery programmes has historically relied on expert 
consultation in a workshop-type setting. The International 
Training and Education Center for Health (I-TECH) 
introduced the novel approach of using a task analysis to 
develop an evidence-based pathway for syllabus revision 
in Malawi. In 2011, I-TECH partnered with NMCM to 
conduct a task analysis of the NMT cadre. This article 
presents the methodology that was used to conduct the 
NMT task analysis and discusses how the results of the 
task analysis were practically applied to strengthen 
nursing and midwifery pre-service education. 
 
 
Using task analyses for syllabus and curriculum 
revision 
 
A task analysis, at times referred to as a job analysis, can 
be used for a variety of purposes within the nursing and 
midwifery context, including developing requirements for 
certification, developing or revising curricula, determining 
the amount of time spent on job activities, evaluating 
patient care, developing accurate job descriptions, and 
determining staffing requirements or in-service continuing  
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education needs (Moore, 1985, 1999; Udaya et al., 
2011). Various methods are employed to conduct a task 
analysis, including conducting interviews, obtaining input 
from a cross-section of experts, administering a task 
questionnaire, and using direct observation to provide 
additional information about tasks (Moore, 1985). Task 
analyses have been conducted among specialized 
nursing groups in the United States to help inform 
professional education (e.g., developing curricula), to 
strengthen regulatory activities (e.g., defining scope of 
practice and improving national certification 
examinations), and to improve practice (e.g., improving 
work environments) (Battisto et al., 2009; Fabrey and 
Walla, 2004; Fullerton, 1988, 1994). 

There is little documented literature regarding the use 
of task analyses to help strengthen nursing and midwifery 
pre-service educational programmes in resource-limited 
settings. The international non-profit health organization 
Jhpiego conducted a task analysis for nursing cadres in 
Liberia to provide a platform for nursing education and 
health policy reform. The results identified the need to 
strengthen specific technical content in the curriculum 
(Udaya, 2011). Uys et al. (2003) conducted a series of 
job analyses in a district health system in South Africa to 
examine nurses working in hospitals and primary care 
settings. The results were used to help inform scope-of-
practice differentiation among nursing cadres (Mbambo 
et al., 2003; Uys et al., 2003). A small number of 
additional unpublished task analyses have been 
conducted in the sub-Saharan region by international 
partners, such as by Jhpiego for nursing cadres and by I-
TECH for a mid-level health care cadre in Mozambique. I-
TECH Mozambique’s rapid task analysis revealed 
discrepancies between the curriculum and the scope of 
practice for the cadre, identified clinical areas within the 
curriculum that needed content to be strengthened, and 
helped provide a foundation for competency revision 
(unpublished report by the Ministerio de Saude, 
Mozambique and I-TECH Mozambique, 2008). 

The primary goal of the NMT task analysis in Malawi 
was to provide the empirical evidence needed to revise 
the 2009 NMT syllabus (NMCM, 2009) and to create a 
dynamic and responsive NMT training programme that 
prepares NMTs to meet the health needs of the 
population. The task analysis questions were designed to 
assess NMTs’ perceptions of the tasks required for daily 
practice, their competency to perform tasks, and their 
place of learning (college pre-service programme versus 
on-the-job training). An additional objective was to 
identify pre-service programmatic gaps, for example in 
the syllabus, curriculum, and clinical training, and the 
factors that influence the quality of NMT delivery of care. 
NMCM convened a national task force comprising 
nursing and midwifery clinical experts and additional key 
nursing educational stakeholders and policy makers who 
would  be  given  the  specific  task  of  revising  the  NMT 
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syllabus once the task analysis results were available. 
 
 
METHODOLOGY 
 
Design  
 
The NMT task analysis used a concurrent mixed-methods design 
that expanded on the methodological approaches employed by 
Jhpiego and I-TECH Mozambique during previous task analyses. 
The University of Washington Human Subjects Division issued a 
non-research determination for all activities related to this project. 
Additionally, the National Health Sciences Research Committee at 
the Ministry of Health in Malawi provided approval to publish the 
findings of this task analysis. 
 
 
Sampling 
 
With the aim to obtain a nationally representative sample of NMTs. 
NMTs from each of the 28 districts in Malawi were invited to 
participate in one of two task analysis workshops (held in Lilongwe 
and Blantyre for three days each and included both quantitative and 
qualitative methods for data collection). These NMTs were selected 
from a list of currently registered NMTs that was available from 
NMCM’s national database. This list was used first to generate a 
weighted sample of NMTs that accounted for variance in population 
size of each district and thus the number of NMTs in the district. 
This weighted sample was then used to randomly select NMTs from 
each district. If a selected NMT was not available to participate, 
another NMT in the district was randomly selected to participate. 
Sampling criteria restricted participating NMTs to those who were 
registered with NMCM between 2005 and 2009, were known to be 
alive, and had active licensure. Invitation letters were sent to District 
Health Officers to obtain appropriate approvals for selected 
personnel to participate in the activity. 

For logistical ease, the NMTs sampled from the Northern/Central 
regions were assigned to attend a workshop in Lilongwe (28 
participants), and the NMTs from the south were assigned to attend 
a workshop in Blantyre (28 participants). Five of the 28 participants 
from the Lilongwe workshop were subsequently discovered to be 
RNs, thereby failing to meet inclusion criteria. An additional three 
participants were discovered to have graduated prior to 2005. Data 
from these eight participants were removed from the final analysis 
even though these participants remained in the workshops. 
 
 
Quantitative methods  
 
A participant profile survey and a task analysis questionnaire were 
used for each workshop. The participant profile survey covered 
demographics, educational training information, and general 
workplace information such as facility type. The task analysis 
questionnaire was administered to determine the frequency with 
which NMTs performed tasks (never/not applicable, rarely, monthly, 
daily/ weekly), NMTs’ self-rating of competency for each task (do 
not perform/not applicable, feel uncomfortable performing/need 
training, competent but would like more training, skilled/able to train 
others), and where the NMTs learned how to perform each task 
(never learned/not applicable, nursing college, in-service training, 
on the job) (Appendix). 

The task analysis questionnaire repeated these same three 
questions for each of 201 clinical tasks across 10 clinical categories 
(Table 1; for list of categories). The questions used for each task 
were built upon the methods employed in Jhpiego’s task analysis in 
Liberia (Udaya  et  al.,  2011).  The  10  categories  were  based  on 

 
 
 
 
priority health conditions listed in Malawi’s HSSP, and the tasks 
were generated based on a review of nursing and midwifery 
competencies collected from various sources, including the 
International Confederation of Midwives and the International 
Council of Nurses. Both data collection tools were piloted with a 
convenience sample of six NMTs from Kamuzu Central Hospital 
prior to the workshops to check clarity of wording and if the right 
tasks were being used. The tools were then adjusted accordingly. 
 
 
Qualitative methods 
 
A group course ranking exercise and focus group discussions 
(FGDs) were included at each workshop. The course ranking 
exercise allowed participants to rank the importance of college 
courses from the 2009 NMT syllabus in terms of preparation for 
work. Seven FGDs were held with participants in order to obtain in-
depth information about their pre-service education and subsequent 
professional work experience. FGDs included questions on NMTs’ 
perceptions of the suitability and application of their pre-service 
education to their work environment and job duties. Participants 
also discussed the level of task shifting occurring and the health 
systems issues that most affected the quality of care they provided. 
 
 
Data collection 
 
During the two workshops, an eight-person facilitation team 
consisting of I-TECH staff and NMCM-appointed consultants from 
the Kamuzu College of Nursing collected data from the 48 eligible 
participants. For quantitative data collection, NMTs completed 
participant profile surveys (48 in total) at the start of their workshop. 
The task analysis questionnaire (48 in total) was administered 
through a facilitated process to ensure that participants completed 
the entire set of questions. Facilitators verbally guided NMTs to 
work through each section of questions and provided energizers as 
needed when participants showed visible signs of fatigue. To 
improve data collection efficiency, the team administered the 
questionnaire via Scantron technology, a method widely used for 
student examinations and surveys in the U.S. Scantron allows for 
rapid scanning of large amounts of data for data analysis purposes. 
For example, data from 48 questionnaires were scanned in less 
than 10 min. Participants were trained on the use of Scantron 
methods before they completed the questionnaire. Data were 
uploaded to a Microsoft Excel file for preliminary analysis, using 
frequencies. On day three of each workshop, preliminary results 
from the questionnaire were shared with participants and a select 
group of nursing stakeholders (invited for the results session only). 

For qualitative data collection, on day 2 of the workshops FGDs 
were each conducted by one moderator and one note taker using a 
pre-established, semi-structured interview guide. Participants were 
randomized into a total of seven focus groups (each including 
between seven to eight NMT participants). All FGDs were carried 
out in English. Slightly over a quarter (26.9%) of FGD participants 
were male. Five different facilitators were used in total. Two course 
ranking exercises were conducted: one in Lilongwe and another in 
Blantyre (modified based on input from the Lilongwe workshop).  
Participant responses were recorded on flip chart paper and later 
compiled for analysis. Oral and written consents were obtained from 
each focus group participant. Consent forms were stored in locked 
cabinets in Lilongwe, and electronic files from the audiotapes were 
stored on password-protected computers in Seattle. 
 
 
Data analysis 
 
Quantitative  survey  and  questionnaire  data  from  the  48  eligible  
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Table 1. Ten clinical categories used for the task analysis questionnaire. 
 

1 Midwifery: Antenatal care, normal labour and early postpartum care, newborn care, post-partum care, obstetric complications, 
family planning 

  
2 Infectious diseases: HIV, TB, malaria, acute respiratory infections, diarrhoeal diseases, neglected tropical diseases, eye, ear, 

and skin infections 
  
3 Vaccine-preventable diseases 
4 Malnutrition 
5 Cancer 
6 Non-communicable diseases: Overweight/obesity, diabetes, cardiovascular disease/hypertension, asthma, hearing loss 
7 Trauma and emergency care 
8 Clinic systems 
9 Mental health 
10 Community health 
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Figure 1. Mean percentages of participants who practiced tasks on daily or weekly basis (by clinical task category). 

 
 
 
participants were analyzed using simple descriptive statistical 
measures with Stata 11 statistical software (StataCorp 2009). 
Proportions and percentages were calculated for participant 
responses to each of the three questions tied to the 201 tasks. The 
mean percentages of the number of participants reporting 
daily/weekly task frequency, feeling competent or skilled in the task, 
and learning a task in college were then calculated for all tasks per 
clinical category (Figures 1 to 3). These means helped to illustrate 
key trends across clinical categories, some of which pointed to 
potential content gaps in the 2009 version of the NMT syllabus.  For 

example, on average, 20% of participants reported feeling 
competent performing neglected tropical diseases (NTD) tasks, 
while 90% of participants reported feeling competent performing 
malaria tasks. To help further identify trends that provide additional 
information about training gaps, cross-tabulations of frequencies 
were performed for multiple comparisons, including for tasks 
performed daily or weekly by more than 60% of NMTs, by 
competency level, and by where tasks were learned. Data from the 
course ranking exercises were analyzed using simple summary 
measures. 
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Figure 2. Mean percentages of participants who felt competent performing tasks (per clinical task category). 
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Figure 3. Mean percentages of participants who learned tasks in college (per clinical task category). 

 
 
 

Qualitative FGDs were audiotaped with permission from 
participants and were transcribed verbatim. This resulted in nearly 

300 pages of transcripts for coding and summarizing. Two 
transcripts required a small amount of translation from Chichewa  to  

 



 
 
 
 
 
English. The translation was done in Malawi. Prior to analysis, each 
transcript was reviewed and cleaned by I-TECH staff familiar with 
the Malawian nursing context. All transcripts were then analyzed by 
two coders using ATLAS.ti (version 6) through an iterative process, 
using both a priori and inductive coding (ATLAS.ti 2011). Both 
coders compared coding results and came to consensus regarding 
final codes. One of the coders was a former NMT tutor in Malawi 
and was able to contextualize the analysis. 

To further explore areas in the syllabus requiring strengthened 
content, the team performed a detailed desk review of the 2009 
NMT syllabus and compared findings against the priority health 
conditions identified in the MoH’s HSSP. The team then mapped 
out and linked participant responses to questions specific to clinical 
tasks in the questionnaire to matching content in the syllabus, to 
further illustrate training gaps. For example, the review of the 2009 
NMT syllabus revealed that there was insufficient NTD content 
included in the syllabus, even though NTDs are considered a 
priority health area according to the HSSP. Participant responses 
regarding NTD tasks revealed that low numbers of NMTs reported 
feeling competent with NTD tasks. The pairing of this information 
(insufficient content about NTDs in the syllabus with task analysis 
findings about competency level for this clinical area) helped 
identify NTDs as an area that would require attention during the 
syllabus revision process. 

Once all the quantitative and qualitative data were analyzed 
separately, the team was faced with the task of merging the results 
of task frequency, competency levels, and learning of tasks during 
college versus on the job with the FGD results. The examination of 
the data through qualitative and quantitative lenses in some 
instances very clearly pointed to gaps in content. For example, in 
managing obstetrical complications, results from the questionnaire 
and FGD were in direct agreement. This resulted in clear 
recommendations for the Task Force. At times, qualitative results 
were the opposite of participants’ responses to the questionnaire, 
and this resulted in challenges in formulating recommendations. For 
example, the HIV qualitative results revealed that participants did 
not feel skilled in certain aspects of HIV clinical management, while 
the questionnaire results showed that the majority of participants 
felt competent with HIV tasks. In these cases, the team made 
recommendations for the task force to proceed with addressing 
areas of articulated need, despite discordant results. 
 
 
RESULTS 
 
Description of participants 
 
The majority of the 48 participants were females (73%), 
graduates of the 2008 NMT cohort (75%), and were 
graduates from Christian Health Association of Malawi 
(CHAM) nursing colleges (87%). The participants’ 
affiliated clinic work facilities were almost equally divided 
between the northern/central (46%) and southern (54%) 
regions. Participants represented 20 out of 28 districts in 
the country. Majority of the participants (65%) worked at 
either secondary- or tertiary-level hospital facilities. About 
60% reported that their work focus was completely 
clinical (with no administrative duties). Out of the 37 
participants who reported a specialty, 60% worked in 
either general or maternity-related (midwifery) settings. 
The participants who did not report a specialty worked in 
health  centres  (Table  2;  for  a  summary  of  participant  

Sheena et al.          89 
 
 
 
characteristics). 
 
 
Overall trends 
 
Figures 1 to 3 summarize the aggregate participant 
responses for the three main questions asked about 
tasks across each clinical category in the task analysis 
questionnaire. In general, participants seemed to 
frequently perform, feel competent with, and learn tasks 
in college most commonly for tasks within the midwifery 
and infectious diseases categories. This suggests that 
these two content areas were covered well during NMT 
pre-service programmes. Results showed that the clinical 
tasks performed most frequently (by 50% or higher of 
participants) were in all areas of midwifery (except ANC 
and obstetric complications) and infectious diseases 
(except TB, NTDs, and EES infections) categories 
(Figure 1). Majority of the participants (60% or more) 
reported feeling competent in tasks for malaria, acute 
respiratory infections (ARIs), diarrhoeal diseases, 
malnutrition, non-communicable diseases, trauma, and 
clinic systems, and in all of the midwifery tasks (except 
for obstetric complications) (Figure 2). The tasks most 
commonly learned in college (for 70% or more of 
participants) were all of the midwifery tasks. The task 
category least frequently learned in college was HIV 
(<20% of participants) (Figure 3). 

Findings from the review of the 2009 NMT syllabus 
revealed content gaps in several key HSSP priority health 
areas. The syllabus (NMCM, 2009) had either scant or no 
competencies listed for many infectious as well as non-
communicable diseases, including HIV, TB, malaria, and 
neglected tropical diseases. Broad concepts, such as 
“management of patients with disorders of the 
cardiovascular system”, were included in the syllabus. 
However, the syllabus then failed to mention detailed 
content regarding non-communicable diseases such as 
hypertension and diabetes. Content in other priority 
HSSP areas, such as midwifery, community health, and 
mental health, was covered in much greater detail across 
several courses in the syllabus. 
 
 
Infectious diseases 
 
For 16 out of 29 HIV tasks, 50% of participants reported 
engaging in the task on either a daily or weekly basis 
(individual tasks ranged from 40 to 58%). Across all tasks 
in the HIV category, majority of the participants (57.39%) 
reported feeling either skilled or competent (individual 
task range, 42 to 77%) (Table 3). Across all HIV tasks, on 
average only 19% of participants reported learning HIV 
tasks in college (individual task range from 8 to 38%). For 
25 out of 29 HIV tasks, majority of the participants 
reported learning the  tasks  outside  of  their  pre-service  

 



 
90         Int. J. Nurs. Midwifer. 
 
 
 

Table 2. Participant characteristics. 
 

Participant findings N (%) 
Gender  
Female 35 (72.9) 
Male 13 (27.1) 
Total 48 (100.0) 
  
Year of graduation  
2005 2 (4.2) 
2006 2 (4.2) 
2007 6 (12.5) 
2008 36 (75.0) 
2009 2 (4.2) 
Total 48 (100.1) 
  
Work facility location (by district)  
Zomba 9 (18.8) 
Lilongwe 4 (8.3) 
Blantyre 4 (8.3) 
Dedza 4 (8.3) 
Mangochi 3 (6.3) 
Chitipa 3 (6.3) 
Chiradzulu 2 (4.2) 
Karonga 2 (4.2) 
Mzimba 2 (4.2) 
Nkhata Bay 2 (4.2) 
Phalombe 2 (4.2) 
Salima 2 (4.2) 
Thyolo 2 (4.2) 
Balaka 1 (2.1) 
Dowa 1 (2.1) 
Machinga 1 (2.1) 
Mulanje 1 (2.1) 
Mzuzu 1 (2.1) 
Neno 1 (2.1) 
Nkhotakota 1 (2.1) 
Total 48 (100.0) 
  
Location of work facility  
Northern/Central regions 22 (45.8) 
Southern region 26 (54.2) 
Total 48 (100.0) 
Ward allocation  
General (Female/Male/Male REHAB/OPD) 12 (32.4) 
Maternity-related (Labour/MCH/Maternity/Post-natal) 10 (27.0) 
Paediatric 7 (18.9) 
Surgical/Theatre/ICU 5 (13.5) 
Infectious diseases (ART and STI/TB/TB and ART) 3 (8.1) 
Total 37 (100.0) 
  
Work focus  
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Table 2. Cont’d. 
 

100% clinical 29 (60.4) 
50% admin, 50% clinical 12 (25.0) 
10% admin, 90% clinical 3 (6.2) 
20% admin, 80% clinical 2 (4.2) 
30% admin, 70% clinical 2 (4.2) 
Total 48 (100.0) 
  

Number of in-service trainings attended since 2009  
None 3 (6.7) 
1–3 12 (26.7) 
4–6 14 (31.1) 
7 or more 16 (35.6) 
Total 45 (100.1) 
  

Facility type  
Secondary hospital 20 (41.7) 
Tertiary hospital 11 (22.9) 
Rural health centre 10 (20.8) 
Urban health centre 6 (12.5) 
Primary-level hospital 1 (2.1) 
Total 48 (100.0) 
  

Type of training institution  
Government sector 6 (12.5) 
CHAM 42 (87.5) 
Total 48 (100.0) 
  

Location of training institution  
Northern/Central regions 13 (27.1) 
Southern region 35 (72.9) 
Total 48 (100.0) 

 

Percentages are rounded to the nearest tenth; some totals exceed 100 due to rounding. 
OPD: Outpatient department; MCH: maternal and child health; ICU: intensive care unit; 
ART: anti-retroviral therapy; STI: sexually transmitted infection; CHAM: Christian Health 
Association of Malawi. 

 
 
 
programme, either in in-service trainings (51.0%) or on 
the job (10.7%) (Table 3). This could indicate a possible 
gap in HIV content in the 2009 NMT syllabus. 

Despite questionnaire responses indicating that 
majority of the participants felt skilled or competent with 
HIV tasks, qualitative findings indicated that participants 
in all focus groups felt unprepared to provide up-to-date 
management of HIV in accordance with the recent MoH 
antiretroviral therapy (ART) and prevention of mother-to-
child transmission (PMTCT) Option B+ guidelines (MoH, 
2011a). One NMT noted the following about PMTCT 
content: 

 
“I’d wish if our curriculum in the colleges could tackle the 
issue of PMTCT in the sense that when one is graduating 
[one should be] able to counsel the patient, test and 
administer drugs appropriately; so that  the  moment  you  

are graduated you become competent”. 
 
Participants in three FGDs specifically noted that 
coverage of HIV was superficial during NMT training (and 
this was also supported by task analysis questionnaire 
findings). Another participant noted that “because in 
Malawi most people are infected now, since the regimen 
is dynamic, one need(s) a wider knowledge on HIV-
related conditions and should go deeper”. Participants in 
all the groups mentioned that the new regimens were not 
available when they were in school. One participant, 
while talking about challenges of accessing in-service 
trainings, noted: 
 
“These topics [covered during in-service trainings] have 
been there in colleges. We have already learned 
HIV/AIDS-related diseases; [but] we do not go much  into  
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Table 3. HIV tasks and participant reports of performance frequency and competency level. 
 

Task 
% of participants who 
practice task daily or 

weekly (n/N) 

% of participants who 
feel skilled/competent 

with task (n/N) 

% of participants who 
learned task in college 

(n/N) 
HIV1: Provide HIV-screening to children under 24 months who are born to HIV-positive mothers 48 (23/48) 67 (32/48) 23 (11/48) 
HIV2: Counsel parents on approaches for disclosing HIV status to paediatric patients 27 (13/48) 44 (21/48) 17 (8/48) 
HIV3: Support newly diagnosed HIV patients to cope with psychosocial and emotional pressures 50 (24/48) 69 (33/48) 21 (10/48) 
HIV4: Facilitate timely enrollment of exposed infants (including those breastfeeding from HIV-infected mothers into HIV care) 52 (25/48) 65 (31/48) 17 (8/48) 
HIV5: Determine eligibility of HIV patients for ART according to CD4 counts and clinical staging 50 (24/48) 65 (31/48) 19 (9/48) 
IV6: Provide CPT to HIV patients 58 (28/48) 69 (33/48) 23 (11/48) 
IV7: Routinely screen HIV patients for active TB 40 (19/48) 63 (30/48) 19 (9/48) 
IV8: Provide counseling on infant and child feeding to HIV-positive mothers 54 (26/48) 42 (33/48) 38 (18/48) 
IV9: Provide adherence counseling to HIV patients. 54 (26/48) 75 (36/48) 25 (12/48) 
IV10: Prescribe and dispense ART for HIV-positive mothers 48 (23/48) 58 (22/48) 13 (6/48) 
IV11: Prescribe and dispense ART for paediatric patients 40 (19/48) 56 (27/48) 8 (4/48) 
IV12: Provide PEP for eligible patients with risky exposures in the last 72 h 25 (12/48) 60 (29/48) 21 (10/48) 
    
IV13: Identify and monitor HIV-related diseases such as oral candidiasis, chronic diarrhoea, TB, shingles (herpes zoster) using 
the standard clinical monitoring checklist for HIV patients 54 (26/48) 67 (32/48) 21 (10/48) 

    
HIV14: Screen for ART medication side effects using the standard clinical monitoring checklist 52 (25/48) 56 (27/48) 17 (8/48) 
HIV15: Treat HIV-related diseases such as oral candidiasis, chronic diarrhoea, TB, and shingles (herpes zoster) 46 (22/48) 69 (33/48) 29 (14/48) 
HIV16: Provide counseling for family planning (e.g., condoms and Depo-Provera) to HIV patients 52 (25/48) 77 (37/48) 33 (16/48) 
HIV17: Provide counseling on s interventions (e.g., ART adherence, recognizing symptoms of STIs) to HIV-positive patients 52 (25/48) 69 (33/48) 21 (10/48) 
HIV18: Link HIV-positive patients to appropriate community programmes and local resources 40 (19/48) 56 (27/48) 8 (4/48) 
HIV19: Identify and diagnose cases of HIV treatment failure 23 (11/48) 46 (22/48) 17 (8/48) 
HIV20: Compile monthly facility HIV reports for ANC, maternity, and exposed-child follow-up visits 6 (3/48) 44 (21/48) 10 (5/48) 

 

CPT: Cotrimoxazole prophylaxis; ART: anti-retroviral therapy; PEP: post-exposure prophylaxis; PWP: prevention with positives; ANC: antenatal care. 
 
 
 
details. Now this is the disease which is common 
and when a complication comes we fail to 
manage it.”  
 
One participant noted that there is a training gap 
regarding HIV:  
 
“when we are in school, they do  not  stress  much  

on that (referring to ART regimens)”. 
 
Participants in six FGDs specifically mentioned 
the need for more counseling skills for the HIV 
testing and counseling process in the curriculum. 
Participants in two FGDs wanted to add or 
increase coverage of HIV-related diseases and 
opportunistic infections, WHO staging of HIV,  and 

paediatric HIV content. Others suggested that the  
curriculum needed to be more current, with 
updates in HIV and other clinical content. 

A small percentage of participants, an average 
of 17.4%, reported performing TB tasks on a daily 
or weekly basis (range from 2 to 44% for all tasks 
in the category). The percentage of participants 
who felt competent with TB tasks  (42%)  and  had 
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Table 4. Midwifery tasks with low levels of reported competency. 
 

Task % of Participants who feel skilled or 
competent (n/N) 

ANC9: Provide treatment (or refer to next level of health facility, if indicated) for 
PID during pregnancy 40 (19/48) 

OC3: Initiate labour augmentation using oxytocin for prolonged labour 35 (17/48) 
OC5: Perform vacuum extraction deliveries 21 (10/48) 
OC14: Manage shoulder dystocia 25 (12/48) 
FP4: Insert contraceptive rods 31 (15/48) 
FP5: Insert IUDs 8 (4/48) 

 

ANC: Antenatal care; OC: obstetric complications; FP: family planning; PID: pelvic inflammatory disease; IUD: intrauterine device. 
 
 
 

learned TB tasks in college (47%) was also low. During 
the review of the 2009 NMT syllabus, no TB-specific 
competencies or content were identified. This points to a 
gap within the actual syllabus from a TB content 
perspective (Results not included in this manuscript). 

An apparent gap in malaria content was also noted in 
the 2009 NMT syllabus, since malaria was not specifically 
mentioned as part of required competencies or in the 
content. However, on average majority of the participants 
reported learning malaria tasks in college (66%), noted 
that they were performing malaria-specific tasks on a 
daily/weekly basis (75%), and felt competent with the 
malaria tasks included in the questionnaire (91%). The 
categories of ARIs and diarrhoeal diseases followed 
similar trends for tasks learned in college, perceived 
competency, and frequency of tasks performed. As with 
malaria, related competencies were missing from the 
2009 NMT syllabus; however, participant responses 
indicated that relevant content was being taught during 
NMT pre-service educational programmes (Results not 
included in this manuscript). 

For certain disease categories such as eye, ear, and 
skin (EES) infections, vaccine-preventable diseases, and 
community health, NMTs on average performed tasks 
infrequently and did not feel competent with tasks, despite a 
majority of participants learning about these tasks in 
college. In the categories of neglected tropical diseases 
and cancer, participants on average performed tasks 
infrequently, tended to not feel competent with tasks, and 
did not learn tasks in college. In the malnutrition, non-
communicable diseases, trauma and emergency care, 
and mental health categories, participants performed 
tasks infrequently, but the majority felt competent with 
tasks and had learned tasks in college. For the clinic 
systems category, NMTs performed tasks infrequently 
and tended not to have learned tasks in college, but 
majority reported feeling competent with the tasks 
(Results not included in this manuscript). 
 
 
Midwifery 
 
In general, participants felt competent with  the  midwifery 

tasks they perform and had learned how to do these 
tasks during their nursing pre-service programmes. Of all 
tasks in all clinical categories that were performed on a 
daily or weekly basis by more than 60% of the NMTs, 
participants more frequently reported feeling confident or 
skilled with tasks in the midwifery category. Participant 
responses indicated low levels of competency for only 6 
out of 62 midwifery tasks. These 6 tasks included 
obstetric complications and family planning tasks (Table 
4), and tended to be tasks that were performed 
infrequently at their sites. For example, 6% of participants 
reported performing vacuum extractions on a daily or 
weekly basis, and only 21% of participants reported 
feeling competent with performing vacuum extractions. 

Qualitative findings corroborated the quantitative 
results about obstetric complications and family planning. 
When participants were asked to identify tasks, they felt 
they were not well prepared to perform, and 
correspondingly, which topics should be added to or 
expanded in the NMT curriculum, they identified 
midwifery, and specifically obstetric complications. One 
NMT responded: 
 
“I think it needs much on time midwifery, especially high-
risk. People are not competent enough to give nursing 
care. For example, if you can investigate, a lot of people 
they do not know how to conduct breech delivery, 
(pause) and most of the times the outcomes are not too 
good”. 
 
When queried about specifics regarding gaps in 
midwifery content, participants in five out of seven FGDs 
felt unprepared to conduct a manual vacuum extraction to 
complete an incomplete abortion. One participant noted: 
 
“In the colleges, there may be more of this [content on] 
manual vacuum extraction, instruction of manual removal 
of placenta, but we did not do it regularly. But in the field, 
we are supposed to do it. So my plea is to the colleges to 
teach them to teach their students, both theory and 
practical. So they should not find problems when they go 
to the field”. 
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Participants recommended more teaching time for 
obstetric complications, such as shoulder dystocia and 
newborn resuscitation, a smaller student/patient ratio at 
clinical sites, and student clinical attachments in facilities 
that are more likely to have complicated midwifery cases. 
With regard to reproductive health, participants in four 
FGDs discussed the need for more training and practice 
in long-term family planning, including contraceptive 
implants (discussed in three FGDs) and intrauterine 
device (IUD) insertion and removal (discussed in two 
FGDs). 
 
 
NMT training programme considerations 
 
During FGDs, participants emphasized that the NMT 
programme should continue to train students on both 
general nursing and midwifery content to ensure that they 
are fully prepared to care for a diverse set of patients 
upon graduation. One participant explained: 
 
“It is good to have nursing and midwifery together 
because you do not fear to work at a certain place 
because you know that you know everything; in most of 
the health centers, you do not only take care of medical 
conditions only or maybe for a part, but we take both of 
them, so it is very important to have both [nursing and 
midwifery training]”. 
 
NMTs also noted that such broad training helps make 
them more flexible to rotate to new posts as needed. 

Participants did not have specific recommendations for 
where content could be removed or limited in the current 
syllabus. Rather, because of the need to be as prepared 
as possible for clinical care, some NMTs were reluctant 
to consider eliminating any topics that they might 
encounter in current or future postings. Participants also 
emphasized a desire for the syllabus to be evidence-
based, with up-to-date clinical research findings. All 
FGDs voiced a need for more clinical practicum training 
with an emphasis on the need for close and consistent 
supervision by non-judgmental, supportive tutors who 
had updated knowledge and skills. One NMT noted: 
 
“Sometimes the attitudes of clinical instructors and 
supervisors; when they go for supervision instead of the 
tutor coming in a friendly manner so that you should 
learn, when she comes, she finds you conducting a 
delivery and maybe according to her you are not 
following the way she taught you. Instead of her teaching 
you in a proper manner she starts shouting–‘is this the 
way I taught you, you are just staying here?’ So that the 
student, instead of welcoming you in a proper manner 
and listening to you so that she can learn from you, she 
becomes afraid and in that way she cannot learn, that is 
why you see  students  running  away  when  the  tutor  is 

 
 
 
 
coming”. 
 
Another participant said:  
 
“Like in this case, students are just sent to various 
hospitals without any supervision and  it is really hard to 
know whether [they are] doing what they learnt or not”. 
 
 
DISCUSSION 
 
Task analysis findings were used to guide pre-service 
syllabus and curriculum revision; the findings helped shift 
a revision process that was initially consultative and 
academic to a more holistic, evidence-rich process that 
pre-identified practice and training gaps. As a result, a 
syllabus revision task force comprising 23 nursing and 
midwifery experts was able to address content needs that 
were previously unknown or undocumented. A 
recommendation made by the facilitation team to the task 
force was that results should not be used in isolation to 
inform syllabus revision; rather, task analysis findings 
were one component of a constellation of suggested 
resources, including the latest version of national clinical 
guidelines documents and other clinical references, 
current job description and scope of practice documents 
for nursing and midwifery cadres, and the collective 
clinical expertise of the task force. The task force was 
encouraged to pay special attention to areas that were 
highlighted as gaps during the task analysis (for example, 
training in HIV clinical management), keeping in mind that 
results were intended as one of many guides for syllabus 
revision. 
 
 
Contextualization of participant responses  
 
An important lesson learned from the task analysis 
implementation was the influence of work location on 
participant responses. Participant responses may have 
been skewed by work location, and specifically, facility 
level. For example, low reports of frequency of TB tasks 
(17.4%) coupled with reports of low perceptions of 
competency (42%) and a majority of participants (53%) 
learning TB tasks outside of college were initially 
unexpected findings, as TB patients present to every 
level of clinical facility in Malawi. However, subsequent 
discussions with public health experts revealed that the 
types of TB tasks encountered at a health facility are 
strongly dictated by the level of facility. The initiation 
phase of TB treatment happens most often in TB wards 
at secondary or tertiary hospitals. Primary-level sites are 
responsible for the follow-up of TB patients following the 
initiation phase of treatment. Also, paediatric TB care is 
normally covered by paediatricians instead of nurses 
because of the complexities in paediatric diagnosis.  

 



 
 
 
 
 
Consequently, NMTs working at primary health care sites 
would likely respond to the questionnaire differently than 
NMTs working in hospitals would. 

Such information helps to contextualize the task 
analysis and make it more accurate and meaningful for 
syllabus and curriculum revision. For all the tasks and 
disease categories, therefore, the results presented here 
need to be interpreted within the specific context of how 
health care is delivered for specific disease categories 
and in sites of practice, or level of health care facility. The 
task analysis underscored the importance of teaching 
NMT students about the variances of clinical practice 
across different facility types. Matching participants with 
relevant task analysis questions and FGDs according to 
their ward or specialty might have yielded different and 
more applicable task analysis results. 
 
 
Overall trends  
 
The task analysis generated a large and almost unwieldy 
amount of data that provided some challenges with 
interpretation and ability to develop practical applications 
for syllabus revision. The trends noted in Figures 1 to 3 
were helpful to examine, but difficult to consider in 
isolation. The team found it best to consider all three 
areas: frequency of performing tasks, perceptions of 
competency level, and location of learning (college or 
elsewhere), when it comes to formulating 
recommendations. In general, the task analysis team 
suggested the following interpretive formulas in framing 
recommendations for the task force: 
 
 
Tasks with high frequencies of performance, high 
perceived competency levels, and high frequencies 
of being learned in college 
 
If the qualitative findings neither corroborated nor 
negated these results, the team recommended that the 
task force review the topics for minor updating of content 
according to the latest clinical standards. An example of 
this included general midwifery tasks (excluding obstetric 
complications). Majority of the respondents reported a 
higher frequency of performance, felt competent with 
tasks, and reported that they learned these tasks in 
college. 
 
 
Tasks with low frequencies of performance and low 
perceived competency levels  
 
For these tasks, the team cross-checked the qualitative 
findings to identify if there was a need for additional 
training in that particular clinical category. Reports of low 
competency in a particular clinical area could signal a 
need to re-examine how the specific content is leveled for  
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the NMTs in comparison to higher level nursing midwifery 
cadres. In some cases, NMTs voiced a need for more in-
depth content during their training. For example, in the 
family planning part of the midwifery category, 
participants reported low levels of frequency and 
competency with the tasks of contraceptive rod and IUD 
insertion. During FGDs, participants also stressed the 
need for additional training (theoretical and practicum) in 
long-term family planning methods. The team made 
recommendations for syllabus content changes based on 
these findings. 

In cases where low levels of frequency and 
competency were reported in the absence of additional 
qualitative evidence of training gaps, the team cross-
checked the clinical category against the list of priority 
health conditions in the HSSP. If the clinical category was 
listed in the HSSP (MoH, 2011b), then the team 
recommended that the task force explore the need for 
content strengthening in the syllabus. Cancer and the 
NTDs part of the infectious diseases category followed 
this pattern. Low frequencies of these tasks could be 
explained by rare occurrence of NTD or cancer cases 
presenting to the participants at work, or by NMTs not 
having the ability to diagnose the cases. Because these 
diseases were included in the HSSP, the team 
recommended that basic information on these topics be 
included in the NMT syllabus with an aim to clarify the 
NMT scope of practice in these areas, as well (It is 
unclear if the role of the NMT in NTDs and cancer had 
ever been clearly articulated. Until the NMT scope of 
practice for NTDs and cancer is reviewed and clarified, it 
will be difficult to know what specific content needs to be 
included in the syllabus). 
 
 
Tasks newly added to the NMT scope of practice  
 
The scope of practice and role of nurses and midwives 
has expanded with the introduction of Option B+ for 
PMTCT, other changes in the 2011 national HIV 
guidelines, and the scale-up of voluntary medical male 
circumcision service delivery for HIV prevention. 
Changes in nursing roles are not yet clearly reflected in 
the official scope-of-practice document for nurses and 
midwives. Reflection of these new roles in the scope of 
practice should help to guide content development in 
syllabi and curricula for all nursing cadres. The team 
recommended content relevant to the new topics to be 
included in the NMT syllabus, and be updated again 
when the scope of practice is clarified. 
 
 
Infectious diseases and midwifery 
 
The task analysis findings pointed to clear gaps in 
specific clinical content areas, including infectious 
diseases, obstetric complications, and family planning. 
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The results identified areas that were not adequately 
covered during pre-service training programmes, such as 
HIV content. As a result of the findings for infectious 
diseases, especially the HIV-specific results, the task 
force decided to develop a new course for NMTs called 
“Communicable and Neglected Diseases”, which would 
cover topics such as pathophysiology, modes of 
transmission and infection control, infection prevention, 
and laboratory tests for priority infectious diseases in 
Malawi, such as HIV, TB, malaria, neglected tropical 
diseases and other disease entities. Based on FGD 
results, the task force also moved to strengthen clinical 
teaching by adding more skills laboratory and clinical 
attachment hours for certain courses. The task force 
recommended that students be required to do a clinical 
rotation at an ART clinic to help strengthen their HIV 
skills. Recommendations were also made to strengthen 
clinical teaching and reinforce curriculum content on 
obstetric complications and family planning based on 
input from task analysis participants. These changes 
were made in the hopes of strengthening NMT 
competency levels for managing diseases which strongly 
contribute to morbidity and mortality in the country’s 
population. 
 
 
NMT training programme considerations  
 
The task analysis provided an opportunity for the NMCM 
as well as leadership at NMT training institutions across 
Malawi to gain deeper insights into some of the systems-
related barriers that have served as obstacles to learning 
during participants’ training programmes. NMTs talked 
about the need for strengthening clinical teaching in 
terms of tutor/clinical instructor presence at clinical 
attachment sites as well as improving the quality of 
didactic and clinical teaching. These are important 
considerations for improving NMT educational 
programmes. A strongly improved NMT syllabus will have 
limited value if the proper infrastructure is not in place to 
support syllabus and curriculum implementation at the 
institutional level. 
 
 
Additional applications for task analysis data  
 
In addition to implications for NMT syllabus and 
curriculum revision, the task analysis findings have 
relevance for in-service training foci and for developing 
training programmes that can fill educational gaps either 
not addressed during pre-service education or that 
pertain to new clinical standards and new guidelines that 
practicing NMTs need training on. Conducting periodic 
task analyses can inform priority topics for clinical 
education for nurses and midwives, and identify where 
training and practice are in alignment, or where  disconnects  

 
 
 
 
have emerged. A task analysis can help identify where 
nurse midwives have strong competency (such as the 
positive findings about high reported competency levels 
with majority of the 62 NMT midwifery skills included in 
the questionnaire) as well as areas that need 
strengthening (such as HIV/AIDS clinical management).  

Finally, with a broader view of human resources for 
health, the task analysis process highlighted the 
importance of clearly articulated scopes of practice for 
NMTs and other nursing cadres. A well-written and 
thoughtful scope of practice document can help guide not 
only the task analysis process but also the design of 
subsequent pre- and in-service training programmes. A 
thorough understanding of the NMT role vis-à-vis their 
RN counterparts, for example, can provide critical context 
for planning and managing human resources for health in 
resource-constrained health systems. When initially 
perceived, the task-shifted role of the NMT at the 
technician level was designed to cover basic nursing and 
midwifery competencies as compared to the role of 
higher level RNM cadres which included advanced level 
tasks, such as managing obstetric complications. As a 
result, the NMT curriculum was purposively designed to 
exclude specific clinical content that would be covered by 
higher level cadres. The Nursing Council may need to 
reexamine the scope of practice for the NMT cadre taking 
into account human resource limitations and weak 
referral systems that may result in NMTs being burdened 
with clinical tasks that they may not have been trained to 
perform.  
 
 
Conclusion 
 
A task analysis is a valuable method for gathering 
evidence needed for reforming pre-service education for 
nurses and other health care cadres. A task analysis 
does not take the place of observational studies for 
measuring task frequency and competence of health 
cadres, but still provides useful information about 
everyday practice of nursing and midwifery cadres that 
can guide both policy and education reform. The task 
analysis in Malawi armed the national NMT syllabus 
revision task force with critical information regarding 
content revisions that should serve to better prepare 
NMTs to provide quality care. The task force would have 
likely been unaware of these important content areas in 
the absence of the NMT task analysis. 

A task force or other group empowered to review and 
revise syllabi and curricula needs to consider the results 
of a task analysis alongside other evidence, such as 
expert content review, priority health conditions in a 
country and the capacity of colleges or training 
institutions to implement a newly revised curriculum. 
When implementing a task analysis, care should be taken 
to  thoroughly  understand  the  health  care  worker’s  job  

 



 
 
 
 
 
context, especially considering the different levels of the 
health care system they work in and the various other 
health care cadres they work with and task share with. To 
make progress on MDGs and other nationally recognized 
priority health conditions, attention needs to be placed on 
the training needs of nurses, midwives, and other health 
care workers, as their level of knowledge and skill is a 
critical link to improving health outcomes for all. A task 
analysis provides a data-driven platform for making the 
necessary revisions to transform a pre-service 
programme into an educational experience for nurse 
midwife cadres that is practically and strategically based 
on the realities of practice on the ground and the health 
needs of a population. Neighboring countries in the sub-
Saharan region should consider using task analyses to 
help strengthen curricula and other components of 
educational programmes for their nurses and midwives. 
 
 
LIMITATIONS 
 
Although the team did attempt to obtain a representative 
sample of practicing NMTs for this study, only 20 out of 
28 districts were represented, perhaps partly due to 
informal undocumented staff transfers and delays in 
updating the NMCM database. Also, the final sample size 
of 48 NMTs was small, and thus the findings presented 
here are not generalizable to other settings. 

Because majority of the participants worked in hospital 
settings, the results may not accurately represent the 
realities of NMTs who practice in smaller health centres. 
The lack of stratification of the sample by clinical 
specialty may have contributed to more variable 
responses across task analysis questions. In addition, the 
database used for the sampling frame for the NMT 
population in Malawi was incomplete and at times had 
erroneous information, such as including non-NMT nurse 
midwifery cadres in the database (This likely contributed 
to the initial inclusion of RNMs in the first task analysis 
workshop in Lilongwe). 

Self-reporting of frequency of tasks and competency 
level introduces an inherent bias. Also the tasks included 
in the task analysis questionnaire may not have been the 
most relevant tasks in NMT practice. Even though the 
task analysis questionnaire was reviewed and piloted by 
6 NMTs, there were important practice issues that the 
team overlooked prior to finalizing the tool. For example, 
TB tasks are highly differentiated according to practice 
site in Malawi. Initiation of treatment tends to occur at 
larger hospital settings, whereas maintenance treatment 
and monitoring traditionally takes place at smaller health 
centers. This distinction should have been more clearly 
stated in the tasks included in the TB section of the 
questionnaire. It is also possible that the quality or 
accuracy of participant responses may have diminished 
over   time   due   to   test-taking   fatigue.   Including    an  
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observational component of NMTs in their practice 
settings would have helped to substantiate self-reported 
results with objective findings. 

The FGDs ideally would have been conducted in the 
participants’ native language rather than English. 
Variability in facilitation styles and other characteristics of 
the five different facilitators (e.g., country of origin) may 
have influenced how participants responded. Although 
the team pledged confidentiality at the beginning of the 
FGDs, NMTs may have been reserved with their 
participation, as NMCM is a regulatory body. 
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APPENDIX A: LIST OF TASKS INCLUDED IN THE NMT TASK ANALYSIS QUESTIONNAIRE 
 
Midwifery section 
 
Antenatal care (ANC) 
 
(1) Educate pregnant women (and their partners if available) on methods to prevent HIV infection and other STIs. 
(2) Initiate and follow-up anti-retroviral treatment (ARV) for HIV positive women according to 2011 national guidelines. 
(3) Provide intermittent preventive malaria treatment (IPT). 
(4) Perform malaria testing at ANC visits. 
(5) Check hemoglobin on all pregnant women, treat anaemia with iron tablets, and arrange for follow-up testing. 
(6) Screen all pregnant women for STIs. 
(7) Administer treatment to all pregnant women who test positive for STIs per protocol. 
(8) Identify signs of pelvic inflammatory disease (PID) during pregnancy. 
(9) Provide treatment (or refer to next level health facility, if indicated) for PID during pregnancy. 
(10) Identify signs of urinary tract infection during pregnancy. 
(11) Administer treatment for urinary tract infection during pregnancy. 
(12) Assess antenatal bleeding and appropriately manage or refer. 
(13) Calculate the estimated date of delivery (EDD) of each woman at the first ANC visit. 
(14) Provide nutritional education to all pregnant women. 
(15) Treat pregnant women for intestinal parasites. 
(16) Perform assessment of fundal height and foetal heart rate at each ANC visit. 
 
 
Normal labour and early postpartum care 
 
(1) Use the partograph according to WHO guidelines to monitor and document every woman during labour, delivery, and 
postpartum. 
(2) Perform vital signs on admission in labour. 
(3) Perform an abdominal exam (assessing contractions, foetal presentation, and foetal heart rate) on admission in 
labour. 
(4) Perform a sterile vaginal examination on admission in labour. 
(5) Perform active management of third stage labour (AMSTL) at each delivery. 
(6) Perform episiotomy. 
(7) Repair 1st and 2nd degree lacerations. 
(8) Monitor the woman for bleeding for 4 to 6 h after delivery. 
(9) Teach woman to massage the uterus, how to know if her bleeding is too much, and how to get help immediately. 
(10) Before discharge, explain to the mother the restrictions and danger signs in the postpartum period and advise them 
to go to the postnatal clinic if they became ill during the next 6 weeks. 
(11) Document each delivery and referral made in the labour register. 
(12) Compile monthly delivery statistics. 
 
 
Newborn care 
 
(1) Place newborn skin-to-skin on mother’s chest and assure that baby is warm, dry, and breathing well immediately 
after birth. 
(2) Assign 1- and 5-min Apgar scores. 
(3) Help the mother initiate breast feeding within 60 min of birth. 
(4) Provide immediate newborn resuscitation at delivery. 
(5) Provide discharge teaching to parents (to include danger signs in the newborn, proper care and feeding, exclusive 
breastfeeding for first 6 months, and cord care). 
(6) Identify “at risk” baby and appropriately manage or refer as needed. 
(7) Conduct newborn exam before discharge. 
(8) Give immunizations and prophylactic medicines per protocol before discharge. 
(9) Advise parents of recommended newborn visit schedule before discharge. 
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(10) Evaluate neonatal deaths for tetanus. 
 
 
Postpartum care 
 
(1) Counsel woman and partner on their plans for future pregnancies and contraceptive methods. 
(2) Explain the principles of PMTCT to families. 
(3) Provide postpartum care visits after each woman’s discharge from the facility. 
 
 
Obstetric complications 
 
(1) Provide ART prophylaxis during labour. 
(2) Identify obstructed labour and initiate intervention and/or referral. 
(3) Initiate labour augmentation using oxytocin for prolonged labour. 
(4) Identify prolonged or preterm rupture of membranes and manage or refer appropriately. 
(5) Perform vacuum extraction deliveries. 
(6) Identify and provide the initial treatment for severe preeclampsia and eclampsia, including referral to next level of 
care. 
(7) Manage postpartum haemorrhage (PPH) using uterotonic medications and bimanual compression of the uterus. 
(8) Perform manual removal of placenta. 
(9) Provide blood transfusion. 
(10) Perform breech deliveries. 
(11) Perform twin deliveries. 
(12) Identify and provide initial management for prolapsed umbilical cord. 
(13) Identify and refer malpresentation that cannot be delivered vaginally. 
(14) Manage shoulder dystocia. 
 
 
Family planning 
 
(1) Counsel woman (and partner) on their plans for future pregnancies and contraceptive methods. 
(2) Inform woman of risks, side effects, and other options of family planning methods. 
(3) Perform physical exams and tests to determine medical eligibility for the family planning method the woman chooses. 
(4) Insert contraceptive rods. 
(5) Insert IUDs. 
(6) Provide contraceptive injections. 
(7) Provide birth control pills. 
(8) Provide male and female condoms. 
 
 
Infectious disease section 
 
HIV 
 
(1) Provide HIV-screening to children under 24 months who are born to HIV-positive mothers. 
(2) Counsel parents on approaches for disclosing HIV status to paediatric patients. 
(3) Support newly diagnosed HIV patients to cope with psychosocial and emotional pressures. 
(4) Test high-risk patients for HIV according to “opt-out” protocol. 
(5) Facilitate timely enrollment of exposed infants (including those breastfeeding from HIV infected mothers) into HIV 
care. 
(6) Determine eligibility of HIV patients for ART according to CD4 counts and clinical staging. 
(7) Provide CPT to HIV patients. 
(8) Routinely screen HIV patients for active TB. 
(9) Provide counseling on infant and child feeding to HIV-positive mothers. 
(10) Provide adherence counseling to HIV patients. 
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(11) Prescribe and dispense ART for HIV-positive mothers. 
(12) Prescribe and dispense ART for paediatric patients. 
(13) Initiate post-exposure prophylaxis (PEP) for eligible patients with risky exposures in the last 72 h. 
(14) Identify and monitor HIV-related diseases such as oral candidiasis, chronic diarrhoea, TB, shingles (herpes zoster), 
etc., using the standard clinical monitoring checklist for HIV patients. 
(15) Screen for ART medication side effects using the standard clinical monitoring checklist. 
(17) Treat HIV-related diseases such as oral candidiasis, chronic diarrhoea, TB, shingles (herpes zoster), etc. 
(18) Provide counseling for family planning (condoms and Depo-Provera) to HIV patients. 
(19) Provide counseling on Prevention with Positives interventions, e.g., ART adherence and recognizing symptoms of 
STIs, to HIV positive patients. 
(20) Link HIV positive patients to appropriate community programmes and local resources. 
(21) Identify and diagnose cases of HIV treatment failure. 
(22) Compile monthly facility HIV reports for ANC, maternity, and exposed child follow up visits. 
 
 
TB 
 
(1) Collect sputum samples for suspect TB cases. 
(2) Refer a patient for chest x-rays when indicated. 
(3) Directly observe patients who are taking Rifampicin as part of their TB treatment. 
(4) Take a focused history to help establish a TB diagnosis in children. 
(5) Start a TB or TB/HIV master card for a patient with TB. 
(6) Perform counseling and testing for HIV on a patient who has been started on anti-TB medications in the last two 
weeks. 
(7) Follow up with a TB patient every two weeks for first two months. 
(8) Follow up with a TB patient monthly (after the first two months). 
(9) Start patients with TB and HIV co-infection on cotrimoxazole. 
(10) Update the TB registry. 
(11) Assist with quarterly analysis of case finding and treatment outcomes. 
 
 
Malaria 
 
(1) Provide education on malaria prevention, especially for high-risk groups, such as Under 5’s and pregnant women. 
(2) Conduct comprehensive assessments for suspected malaria cases, including focused history-taking, physical exam, 
and ordering relevant diagnostic lab tests. 
(3) Treat uncomplicated malaria according to national protocol. 
(4) Treat and/or refer severe malaria cases according to national protocol. 
 
 
Acute respiratory infections 
 
(1) Use standard case management (SCM) guidelines to diagnose pneumonia. 
(2) Evaluate children for fast breathing and chest in drawing. 
(3) Provide treatment for cases of pneumonia in adults with antibiotics when indicated. 
(4) Provide treatment for cases of pneumonia in children with antibiotics when indicated. 
(5) Educate family members on when to bring in a child with a respiratory ailment. 
 
 
Diarrhoeal diseases 
 
(1) Classify type of diarrhoeal disease. 
(2) Provide ORS and intravenous rehydration to patients. 
(3) Evaluate patients for severe dehydration. 
(4) Provide antibiotics when indicated for diarrhoeal disease. 
(5) Treat child for severe persistent diarrhoea and dysentery. 
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(6) Educate patients and caregivers on interventions to prevent diarrhoea. 
(7) Teach caregivers how to make and administer oral rehydration salts. 
 
 
Neglected tropical diseases 
 
(1) Participate in UNICEF Child Health Days or other mass praziquantel or albendazole administration activities. 
(2) Identify patients with complications from schistosomiasis (bilharzia). 
(3) Train teachers in soil transmitted helminth control. 
(4) Train community health workers in schistosomiasis. 
(5) Prescribe antibiotics or antifungal medications for patients with lymphatic filiariasis. 
(6) Provide supportive treatment for lymphatic filiariasis (such as frequent exercise of affected limb, hygiene measures 
for affected limb, etc). 
(7) Treat patients with trachoma with tetracycline. 
(8) Refer patients to surgery for trichiasis. 
(9) Treat patients with leprosy. 
 
 
Eye, ear, and skin infections 
 
(1) Provide treatment to patients with scabies. 
(2) Treat tinea corporis (ringworm). 
(3) Perform incision and drainage (I&D) procedures when indicated. 
(4) Prescribe antibiotics for patients with cellulitis. 
(5) Refer patients with severe cellulitis or with recurrent cellulitis that does not respond to first line antibiotics. 
(6) Identify and refer patients with Stevens Johnson Syndrome. 
(7) Provide supportive treatment, e.g. IV fluids, analgesic medications and wound care, to patients with Stevens 
Johnson Syndrome. 
(8) Diagnose non-bacterial conjunctivitis (e.g., from viral or allergic causes). 
(9) Diagnose bacterial conjunctivitis. 
(10) Treat patients with bacterial conjunctivitis. 
(11) Refer patients with suspected herpes zoster ophthalmicus. 
(12) Diagnose patients with acute otitis media. 
(13) Provide treatment for acute otitis media. 
(14) Diagnose patients with cataracts. 
(15) Diagnose patients with glaucoma. 
(16) Diagnose patients with vitamin A deficiency, leading to blindness. 
 
 
Vaccine preventable diseases 
 
(1) Participate in immunization clinics for Under 5’s. 
(2) Practice cold chain maintenance. 
(3) Vaccinate women of childbearing age with tetanus toxoid. 
(4) Record immunization data on health passports. 
(5) Send stool samples to test for polio in patients who have acute flaccid paralysis. 
(6) Send blood samples to test for measles in patients who have fever, cough, and a maculopapular rash. 
(7) Report surveillance and vaccine information to the district. 
 
 
Malnutrition 
 
(1) Take weight measurements of patients. 
(2) Take height measurements of patients (or length for infants). 
(3) Calculate weight for height index and identify malnourished patients. 
(4) Evaluate adult men and women who are neither lactating nor pregnant for malnutrition using BMI. 
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(5) Take the mid-upper arm circumference (MUAC) measurement. 
(6) Evaluate for nutritional oedema. 
(7) Record nutritional status findings in the health passport. 
(8) Refer malnourished patients to the supplementary feeding programme (SFP)/Nutrition Rehabilitation Unit 
(NRU)/Therapeutic Feeding Programme (TFP) as indicated 
(9) Administer micronutrient supplements (e.g., iron, folic acid and vitamin A) to Under 5’s. 
(10) Administer albendazole to under 5’s. 
(11) Administer Likuni Phala and vegetable oil rations and/or plumpy nut to malnourished patients and/or their 
guardians. 
(12) Evaluate patients for usual causes of failure to respond to malnutrition treatment. 
(13) Offer HIV testing to patients whose cause of malnutrition is not obvious. 
 
 
Cancer 
 
(1) Assess women for abnormal cervical cells using the VIA (visual inspection with acetic acid) method. 
(2) Perform cryotherapy on precancerous lesions. 
(3) Refer patients with cervical lesions. 
(4) Refer children with suspected Burkitt’s lymphoma. 
(5) Perform supportive care (wound care, pain management) for patients with Kaposi’s Sarcoma. 
 
 
Non-communicable diseases 
 
Overweight/Obesity 
 
(1) Assess patient BMI to evaluate for overweight and obesity. 
(2) Teach patients management of overweight and obesity through nutrition and activity. 
 
 
Diabetes 
 
(1) Evaluate patients for signs and symptoms of diabetes. 
(2) Assist patients to manage their diabetic medication regimens, including oral medications and/or insulin. 
(3) Evaluate patients for complications of diabetes, such as neuropathies. 
(5) Manage patients who have acute hypoglycaemia or hyperglycaemia. 
(6) Teach diabetic patients about nutritional management of their diabetes. 
 
 
Cardiovascular disease/hypertension 
 
(1) Monitor blood pressure three times over more than one day to evaluate for hypertension. 
(2) Educate hypertensive patients about management of hypertension through diet and exercise. 
(3) Refer patients with stages 1 or 2 hypertension immediately. 
(5) Monitor blood pressure and pulse before administering antihypertensive medications. 
(6) Educate patients on how to recognize warning signs of hypertensive emergencies (including severe headache, 
numbness and tingling in face or extremities, confusion). 
 
 
Asthma 
 
(1) Evaluate patients for asthma. 
(2) Refer severe asthmatic patients who are not responding to conventional treatment. 
(3) Educate patients on air pollution and triggers for asthma. 
(4) Administer nebulizers to patients in immediate respiratory distress due to wheezing. 
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Hearing loss 
 
(1) Screen patients for hearing loss. 
 
 
Trauma and emergency care 
 
(1) Identify signs of shock, that is, weak, fast pulse, low BP, cold, clammy skin, fast and shallow breathing. 
(2) Identify cause of shock and initiate treatment per protocol. 
(3) Initiate rapid assessment for convulsions. 
(4) Treat the cause of convulsion if known, that is, high fever, eclampsia, epilepsy, infection (meningitis), hypoglycemia. 
(5) Refer cases of severe convulsions. 
(6) Document morbidity and mortality per national protocols (death audit, cause of death noted in facility records, etc). 
(7) Stabilize patients with a traumatic injury. 
(8) Assist patients in rehabilitation after traumatic injury. 
 
 
Clinic systems tasks 
 
(1) Forecast medications for your clinic setting. 
(2) Take inventory of other medical supplies in your clinic setting. 
(3) Develop or monitor budgets at your clinic setting. 
(4) Supervise any staff in your clinic setting. 
(5) Supervise/mentor students in your clinic setting. 
(6) Provide educational sessions for other clinical staff at your clinic. 
(7) Lobby for the availability of necessary supplies and equipment in your clinical setting in order to promote quality 
clinical care. 
(8) Regularly review research findings in order to practice evidence-based nursing care. 
 
 
Mental illness 
 
(1) Evaluate patients for depression. 
(2) Refer patients with mental health issues. 
(4) Evaluate patients for substance abuse. 
 
 
Community nursing 
 
(1) Perform a community health assessment of important health issues for your community. 
(2) Provide community home-based care for people with chronic illnesses. 
(3) Provide palliative care including psychosocial and spiritual care for those with terminal illnesses. 
(4) Collaborate with community health workers, e.g., Health Surveillance Assistants, to address important health issues 
for your community. 
 
  
APPENDIX B: KEY RECOMMENDATIONS MADE FOR SYLLABUS REVISION 
 
General nursing 
 
(1) Given their contributions to morbidity and mortality, strengthen content for HIV, tuberculosis (TB), malaria, and other 
infectious diseases in the revised NMT syllabus, curriculum, and clinical teaching through the addition of a new 
infectious diseases course. 
(2) Require HIV clinic rotations for students as a requirement for graduation, and emphasize the differences in 
approaches to HIV clinical management across health facilities (e.g., central hospital vs. urban health centre) in the 
syllabus under classroom and clinical teaching. 
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(3) NMCM to clarify the role of NMTs and other nurse midwife cadres in relation to prevention and clinical management 
of NTDs, cancer, and HIV clinical management and prevention, so that the appropriate content gets incorporated into 
pre-service training content. 
Midwifery 
(4) Strengthen ANC-related HIV content, particularly antiretroviral medications in labor and other midwifery settings. 
(5) Strengthen content on obstetric complications (preeclampsia, shoulder dystocia, resuscitation of the newborn, 
postpartum haemorrhage, and breech delivery). 
(6) Introduce a smaller student/patient ratio during midwifery clinical rotations, and/or add clinical attachments in facilities 
more likely to have complicated midwifery cases so that students have more exposure to complicated cases. 
(7) Develop a more detailed outline of content for family planning in the community nursing course, and add content on 
the contraceptive rod and IUD insertion. 
(8) Strengthen theoretical, skills lab, and clinical teaching for midwifery subjects to improve training gaps. 
 
 
General Syllabus Revision Recommendations 
 
Suggestions were made to college faculty and administrators to help with syllabus implementation: 
 
(1) Review curriculum and course outlines at the college level to ensure adequate midwifery content and to strengthen 
content as needed. 
(2) Explore further why students do not learn tasks. Is it due to omissions in the syllabus, mode of instruction, lack of 
coverage during clinical rotations, or other reasons? This issue should be followed up during development of the core 
NMT curriculum. 
(3) Ensure that the syllabus and clinical practicum is evidence-based reflecting the latest research and current clinical 
practices for all medical conditions and procedures. 
 
The following additional recommendations were made at the broader national level: 
 
(1) The Task Force was encouraged to consider recommendations for strengthening clinical teaching. 
(2) The Task Force was encouraged to include content regarding variances in scope of practice for NMTs at rural health 
centres, urban health centres, district hospitals, and central hospitals for each major disease condition. 
(3) Nursing pre-service stakeholders will want to continue examining task-shifting across midwifery cadres to ensure that 
tasks are balanced across cadres. This will help to inform the appropriate leveling of content for syllabi and curricula. 
(4) The Task Force should develop guidance for how often the syllabus should be updated and revised to help ensure 
quality. 
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