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ABSTRACT 

Background  

Informational continuity is the availability of all health and psychosocial information of 

the pregnant women at all encounters with healthcare providers. Continuity of care as 

described by the World Health Organisation (WHO), has four approaches which 

includes informational, interpersonal, longitudinal, and management continuity. 

Informational continuity is one of the measures that may assist in reduction of maternal 

mortality by reducing duplication of services and fragmentation of care. Informational 

continuity also helps in coordination of care of pregnant women. Care that is 

fragmented and not sufficiently coordinated between healthcare providers may not 

benefit clients due to conflicting care plans, poly pharmacy or duplication of services.  

 

The aim of this study was to explore the experiences of skilled birth attendants (SBAs) 

with informational continuity during the antenatal period within primary health care 

(PHC) settings in Lesotho. 

 

Methods 

A qualitative approach with a descriptive phenomenological design was used to 

explore the experiences of SBAs with informational continuity during the antenatal 

period within PHC settings in Lesotho. Purposive sampling was done to choose 

participants from three PHC centres within Maseru district. Permission to conduct the 

study was obtained from the Health Research Ethics Committee of Stellenbosch 

University, Lesotho, Ministry of Health National Research and Ethics Committee and 

Maseru District Health Management Team (DHMT). Nine individual semi-structured 

interviews were conducted, transcribed and analysed using Colaizzi’s framework. 

Results 

Four themes emerged from the results, namely, 1) Skilled birth attendant–pregnant 

women communication, 2) Healthcare provider communication, 3) Documentation 

during ANC and 4) Protocols and guidelines in ANC. Through this study, it was 

observed that informational continuity can be obtained through several ways. The 

SBAs showed that they communicate with the pregnant women through history taking, 
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examination and health education. They also communicate through her partner or 

companion. There is continued communication between the SBAs and other health 

care providers within the healthcare centre, within the community and with the referral 

hospital to promote the health of a pregnant women.  

During ANC, the SBA uses several documents to capture and communicate the 

information of the pregnant women, these include, the LOR, ANC register, e-register, 

and tally sheets. The SBAs are guided by protocols and guidelines in managing the 

pregnant women during ANC. Several challenges were identified during the antenatal 

period, which included challenges with communication between the SBAs and the 

pregnant women; communication among the healthcare providers; documentation and 

the use and dissemination of the protocols and guidelines. However, challenges were 

encountered during obtaining information from the pregnant women as some would 

not give accurate information. Multiple documentation and work overload caused 

prolonged waiting time for the pregnant women. Errors in documentation would cause 

errors in the transfer of information. 

Conclusion 

The findings demonstrated that with no challenges, informational continuity is obtained 

through communication between SBAs, the pregnant women, other healthcare 

providers and the community through health education. Should the human resource 

be increased, it may assist to relieve the documentation challenges as well as reduce 

the workload.  

Key words 

Informational continuity, continuity of care, antenatal care, primary healthcare, and 

coordination of care. 
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OPSOMMING 

Agtergrond  

Inligtingskontinuïteit behels die deel van pasiënte se gesondheidsinligting tussen 

gesondheidsorgverskaffers, die gemeenskap en swanger vroue tydens alle 

ontmoetings met gesondheidsorgverskaffers (WGO). Inligtingskontinuïteit is een van 

verskeie benaderings tot sorgkontinuïteit wat die Wêreldgesondheidsorganisasie 

ontwikkel het en dit omvat interpersoonlike kontinuïteit, longitudinale kontinuïteit, 

bestuurs-, en inligtingskontinuïteit. Oneffektiewe inligtingskontinuïteit mag beteken dat 

swanger vroue gefragmenteerde gesondheidsorg ontvang. Boonop lei 

gefragmenteerde sorg wat onvoldoende tussen gesondheidsorgverskaffers 

gekoördineer word, tot botsende sorgplanne, veelvuldige voorskrifmedikasie, of die 

duplisering van dienste, wat nie in die kliënte se belang is nie. 

Die oogmerk met hierdie studie is om opgeleide geboortebystandgewers (OGB’s) se 

ervarings rakende inligtingskontinuïteit in primêre gesondheidsorginstellings in 

Lesotho tydens die voorgeboortetydperk te ondersoek. 

Metodes 

’n Kwalitatiewe benadering met ’n beskrywende fenomenologiese ontwerp is gebruik 

om OGB’s se ervaring ten opsigte van inligtingskontinuïteit oor die voorgeboortelike 

tydperk aan primêre gesondheidsorginstellings in Lesotho te verken. Doelgerigte 

monster is by drie van die primêre gesondheidsorgsentrums in die Maseru-distrik 

uitgevoer. Toestemming om die studie uit te voer is van die 

Gesondheidsorgnavorsingsetiekkomitee van die Universiteit Stellenbosch, die 

navorsingsetiekkomitee van Lesotho se Ministerie van Gesondheid, en die Maseru-

distriksgesondheidspan verkry. Nege individuele semi-gestruktureerde onderhoude is 

gevoer, getranskribeer, en aan die hand van Colaizzi se raamwerk ontleed. 
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Resultate 

Vier temas het uit die resultate na vore gekom, naamlik 1) Kommunikasie tussen die 

opgeleide geboortebystandgewer en die swanger vrou); 2) Kommunikasie met die 

gesondheidsorgverskaffer; 3) Dokumentasie in verband met die voorgeboortesorg; en 

4) Protokolle en riglyne in voorgeboortesorg. Met hierdie studie is daar vasgestel dat 

inligtingskontinuïteit op verskeie maniere verkry word. Die OGB’s het aangedui dat 

hulle met swanger vroue kommunikeer deur hul mediese geskiedenis te neem, hulle 

te ondersoek, en hulle op te voed. Verder kommunikeer die OGB’s deur middel van 

die swanger vrou se lewensmaat of metgesel. Daar is volgehoue kommunikasie 

tussen die OGB’s en ander gesondheidsorgverskaffers in die 

gesondheidsorgsentrum, in die gemeenskap, en met die verwysingshospitaal met die 

oog op die bevordering van swanger vroue se gesondheid. Tydens die 

voorgeboortesorg gebruik die OGB’s verskeie dokumente om die swanger vrou se 

inligting vas te lê en te kommunikeer, onder meer die Lesotho Verloskundige 

Geskiedenis, die Voorgeboortesorgregister, die e-register en kontroleblaaie. Die 

OGB’s word deur protokolle en riglyne vir die hantering van swanger vroue gelei 

gedurende voorgeboortesorg. 

Gevolgtrekking 

Die bevindings het getoon dat inligtingskontinuïteit verkry word deur kommunikasie 

tussen OGB’s, swanger vroue, ander gesondheidsorgverskaffers, en die 

gemeenskap. Uitdagings is egter ondervind met die verkryging van swanger vroue se 

inligting en met dokumentasie, wat foute in inligtingskontinuïteit veroorsaak. 

Sleutelwoorde 

Inligtingskontinuïteit; sorgkontinuïteit; voorgeboortesorg; primêre gesondheidsorg; 

sorgkoördinering 
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CHAPTER ONE 

FOUNDATION OF THE STUDY 

1.1 INTRODUCTION 

Globally, the maternal mortality rate remains high. The World Health Organisation 

(WHO) reported that about 295 000 women die during childbirth and following 

childbirth and 94 percent of these deaths occur in low and lower middle-income 

countries (WHO, 2019:1). Though the maternal mortality rate has shown a slight 

decline between 2000 and 2017 with a drop of 38 percent in the maternal mortality 

ratio (MMR), WHO indicated that the majority of these deaths could have been 

prevented. Moreover, Sub-Saharan Africa accounted for almost two thirds (196,000) 

of these deaths, with Lesotho being one of the Sub-Saharan countries.  

Informational continuity is the availability of all clinical and psychosocial information of 

the pregnant women in all encounters with healthcare providers (WHO, 2018:17). 

Continuity of care as described by the WHO, has four approaches which include 

informational, interpersonal, longitudinal and management continuity (WHO, 2018:17). 

For achievement of these approaches, WHO developed integrated people centred 

health services (IPCHS) strategies that require both continuity and care coordination 

to bridge all five approaches by engaging and empowering people and communities. 

In addition, the IPCHS helps in coordinating services within and across sectors, 

reorienting the model of care, creating an enabling environment and strengthening 

governance and accountability (WHO, 2018:13).  

Informational continuity is one of the measures that may assist in reduction of maternal 

mortality by reducing duplication of services and fragmentation of care. Informational 

continuity also helps with coordination of care of pregnant women (WHO, 2018:9).  

This study explored the experiences of SBAs with informational continuity during the 

antenatal period, within the primary health care (PHC) settings in Lesotho. 

1.2 SIGNIFICANCE OF THE PROBLEM 

The WHO (2018:9), recognised that ineffective information continuity results in 

pregnant women receiving fragmented health care. In the Lesotho Demographic 

Health Survey [LHDS] (2014:280), it was shown that there was a slight decrease of 
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maternal mortality when comparing the figures with the previous surveys of 2004 and 

2009. The maternal mortality was 939 in 2004, 1,234 in 2009 and 1,024 in 2014, which 

showed a slight decrease in MMR.  

Lesotho did not meet the 2015 millennium development goals and was still struggling 

to meet the sustainable development goals and the decrease in maternal mortality 

was very low (Lesotho maternal deaths report, 2020:6). Furthermore, on review of the 

maternal mortality, it was noted that lack of information and delays in seeking help 

were among some of the avoidable factors in maternal mortality that occurred during 

pregnancy. 

With poor continuity or poor coordination of care and support, pregnant women receive 

fragmented care that is poorly integrated by healthcare providers who attend to the 

pregnant women (WHO, 2018:9). These healthcare providers include SBAs, 

professional and lay counsellors, nursing assistants, pharmacy technicians, screeners 

and village health workers.  

The SBAs are nurse clinicians, nursing officers and midwives who are responsible for 

ANC and assist in uncomplicated childbirths. A nurse clinician is someone who did 

primary healthcare nursing as a post basic course, whereas a nursing officer has other 

post basic courses and is promoted to being in charge of a PHC centre.  

Multidisciplinary coordination and communication improve women centred care 

(WHO, 2018:8). The SBAs as well as the other health providers who care for pregnant 

women, during ANC, work together and collaborate information that assists them with 

caring for the pregnant women.  

In their study on informational and relational continuity on patients on palliative care, 

Hudson, Best, Stone and Noble (2019:343) described poor continuity as related to 

delays and difficulties in accessing care and increasing the burdens experienced by 

patients and carers. Moreover, the authors noted that with good informational 

continuity, patients feel confident, known and supported; whereas if there is poor 

informational continuity the patients feel vulnerable and unsupported, without clear 

understanding of their care plan. 

Currently there are no published reports of research studies done on informational 

continuity and how it optimises care coordination during the antenatal period in 
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Lesotho. This study may contribute to the current knowledge by analysing 

informational continuity during the antenatal period, as experienced by SBAs. Future 

interventions addressing informational continuity may help improve the care of 

pregnant women and subsequently reduce the maternal morbidity and mortality rate.  

1.3 RATIONALE FOR THE STUDY  

Informational continuity encourages interpersonal relationships between pregnant 

women, healthcare providers and the families of the women (WHO, 2018:18). The 

WHO (2016:105-6) recommends that ANC should be the best experience for the 

pregnant women where individualised, person-centred care is achieved through 

effective communication. Furthermore, the pregnant women should be given relevant 

and timely information, accompanied by psychosocial and emotional support. On the 

contrary, a negative experience during ANC may lead to failure to attend ANC in future. 

The researcher as a midwife, as well as a clinical supervisor of general nurses and 

midwives in the clinical areas had observed inappropriate care coordination during 

pregnancy such as inappropriate recorded referrals in the Lesotho Obstetric Record 

(LOR) This may lead to an increase in maternal mortality and morbidity.  

In the PHC settings of Lesotho, the SBAs are also responsible for referring 

complicated maternity cases to the district hospitals. The assumption in this study is 

that, if there is effective information continuity among SBAs during the antenatal 

period, then there will be effective coordination and better maternal and neonatal 

outcomes within the PHC settings in Lesotho.  

Therefore, the focus of this study is to explore the experiences of SBAs on 

informational continuity during the antenatal period, within the primary healthcare 

settings in Lesotho.  

1.4 PROBLEM STATEMENT 

Ineffective informational continuity results in pregnant women experiencing 

fragmentation and discontinuity of care as there will be a failure to transfer or use 

appropriate information, especially where comorbidities or life circumstances are 

ignored (Haggerty, Roberge, Freeman & Beaulieu, 2013:267). Dery (2017:184) 
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asserted that if information was not adequately transferred, serious implications on 

quality of care could be experienced when the women give birth in a different facility 

than the one she attended during pregnancy. Inadequate care and/or lack of 

informational continuity during ANC can lead to poor coordination of care between 

SBAs in PHC settings in Lesotho. 

1.5 RESEARCH QUESTION  

What are the experiences of SBAs with informational continuity during ANC within the 

PHC settings in Lesotho? 

1.6 RESEARCH AIM  

The purpose of the study was to explore the experiences of SBAs with informational 

continuity during ANC within the primary healthcare settings in Lesotho. 

1.7 RESEARCH OBJECTIVES 

RO 1: To explore the experiences of SBAs on communication with pregnant women 

during ANC.  

RO 2: To explore the experiences of SBAs on communication among themselves and 

with other healthcare providers.  

RO 3: To explore the experiences of SBAs with the use of records as a form of 

communication during ANC. 

RO 4: To explore the experiences of SBAs with protocols and guidelines during ANC. 

 1.8 RESEARCH METHODOLOGY 

The research methodology will be briefly discussed in this chapter. Qualitative 

research methodology was used for this research study. Qualitative research is often 

described as an approach to describe life experiences, cultures and social processes 

from the view of the persons involved (Gray, Grove & Sutherland, 2017:62). 

A more detailed discussion of research methodology will be provided in Chapter three. 

Figure 1.1 below shows the overview of the research methodology. 
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Figure 1.1 Overview of the research methodology  

1.8.1 Research design 

Polit and Beck (2017:463) defined a research design as an overall plan or architectural 

backbone for obtaining answers to research question. A qualitative descriptive 

phenomenological research design was used for this study.  

1.8.2 Study setting 

The study setting is described as the research environment which includes the 

physical, social, and cultural site in which the researcher conducts the study. For a 

descriptive phenomenological design, it is best to do the study in a natural setting 

(Gray et al., 2017:62). The study settings for this research were PHC centres within 

the district of Maseru, Lesotho, where ANC is provided. 

1.8.3 Population and sampling  

Population refers to the specific group of people which the intended research study 

will focus on (Grove, Burns & Gray, 2013:351). For this study, the population was the 

SBAs at the PHC centres in Maseru district, who attend to women during the antenatal 

period and have worked at the PHC centres for a period of two years or more.  

  

Data collection and analysis: 

Nine individual in-depth interviews were analysed using Colaizzi's method 

Sampling: 

Purposive sampling of SBAs from primary healthcare centres in Lesotho. 

Research Paradigm 

Constructivist 

Research approach and design:  

Qualitative, descriptive phenomenology 
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1.8.4 Data collection tool 

A semi-structured interview guide, based on the research objectives was used for data 

collection. The interview guide was drawn up in English as it is the language used for 

communication for professionals, as well as for documentation in Lesotho. Interviews 

were recorded and initiated with open-ended questions, followed by probing questions. 

An example of the interview guide is provided in Annexure C. 

1.8.5 Pilot interview 

A pilot interview is done on a small sample of the study population in the same setting 

and with the same study population. A pilot interview is done to refine the interview 

guide (Gray et al., 2017:55). For this study, the pilot interview was conducted by the 

researcher on two of the participants, as per the inclusion criteria at one of the PHC 

centres. The study supervisor assessed the quality of the interview skills and provided 

guidance. The second pilot interview was included in the data analysis, as the first one 

was of low quality and did not yield valuable information. 

1.8.6 Trustworthiness 

Trustworthiness is the degree of assuring data quality (Brink, Van de Walt & Van 

Rensburg, 2018:158). In qualitative studies trustworthiness is ensured by using 

Lincoln and Guba’s (1978) framework (Polit & Beck, 2017:559). The framework 

suggests four criteria, namely, credibility, dependability, confirmability and 

transferability. These principles are discussed in Chapter three. 

1.8.7 Data collection 

Grove et al. (2013:45) pronounced data collection as a methodical way of collecting 

information to respond to a research question. The data collection was conducted in 

Maseru district, Lesotho at two urban and one rural PHC centre. Data was collected 

through individual semi-structured interviews. The data collection was done after 

approval was granted by the Health Research Ethics Committee (Stellenbosch 

University (HREC), Lesotho, the Ministry of Health National Research Ethics 

Committee and Maseru District Health Management Team (DHMT). 
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1.8.8 Data analysis  

Data analysis is a process of scrutinising and giving meaning to data collected (Polit 

& Beck, 2017:530). In a qualitative study, data analysis is usually done concurrently 

with data collection (Grove et al., 2013:280). The researcher used Colaizzi’s (1978) 

seven steps of data analysis method as described by Morrow, Rodriguez and King 

(2015:643).  

1.9 ETHICAL CONSIDERATIONS 

Research ethics involves ethical and legal considerations to ensure that participants 

are protected. The Declaration of Helsinki was drafted to provide guidelines for the 

ethical conduct of research. This study incorporated the ethical principles involving 

human subjects (World Medical Association, Declaration of Helsinki, 2013:2191-

2194). Prior to conducting the study, ethical approval was obtained from the HREC 

(Stellenbosch University) on 14 December 2020; ethics reference number 

S20/10/270. Clearance from Lesotho, Ministry of Health National Research and Ethics 

Committee was obtained on 22 February 2021, reference number Lesotho-ID128-

2020. Permission was also sought from Maseru (DHMT) offices to approach the PHC 

centres. Copies of all the approval letters are presented in Annexures A and B. 

1.9.1 Right to self determination 

This principle describes that an individual has a right to participate or not to participate 

in a study, without fear of being penalised (Brink et al., 2018:29). The participants were 

allowed to withdraw without any fear of penalty. Participation in the study was 

voluntary. The researcher provided the participants with information about the study 

and obtained written informed consent from the participants before their participation 

in the study. 

1.9.2 Right to confidentiality and anonymity 

The participants were informed that confidentiality would be maintained, and their 

names would not be revealed (Brink et al., 2018:30). The researcher maintained 

confidentiality by giving participants code numbers instead of using their names. All 

audio recordings, transcripts and consent forms were kept in a locked cupboard, which 
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could only be accessed by the researcher. Only the researcher; the person who did 

the transcription and the supervisors had direct access to the audio recordings. 

Electronic data recordings are being protected with a password. All electronic records 

will be kept for five years.  

1.9.3 Right to protection from harm 

This principle entails securing the well-being of the participant, who has a right to be 

protected from discomfort and harm (Brink et al., 2018:29). The researcher ensured 

this principle by making sure that the study setting did not pose any harm to SBAs. 

Covid-19 prevention measures were put in place during interviews to protect the 

participants and were based on the risk determination and mitigation framework for 

Covid-19 in Lesotho National Covid-19 Secretariat (Nacosec, 2021:5).  

1.10 OPERATIONAL DEFINITIONS 

Informational continuity: is the sharing of health and psychosocial information about 

patients among the health care providers (WHO, 2018:17). For this study informational 

continuity is the sharing of health and psychosocial information, about pregnant 

women, among SBAs and other health providers within the PHC, family members and 

the referral centres. 

Midwife: “A midwife is a person who has successfully completed a midwifery education 

programme that is based on the International Confederation of Midwives (ICM), 

Essential Competencies for Basic Midwifery Practice and the framework of ICM global 

standards for midwifery education that is duly recognized in the country where it is 

located and has acquired the requisite qualifications to be registered and/or legally 

licensed to practice midwifery” (ICM Council, 2017:1). A midwife for this study is a 

health care provider attending to pregnant women during ANC. 

Skilled birth attendant (SBA) is defined as: “a competent maternal and new-born health 

professional educated, trained and regulated to national and international standards”, 

who are proficiently trained in skills necessary to manage normal deliveries, diagnose, 

manage and refer complications within the community they are serving” (WHO, 

2018:3). For this study, the SBA is a midwife, or a clinician who provides ANC and 

performs un uncomplicated deliveries at the PHC setting. 
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PHC: is the basic structural and functional unit of the public health services in 

developing countries (WHO, Alma Ata declaration of 1978:3). For this study, the 

primary healthcare setting in Lesotho provides outpatient consultations, anti-retroviral 

treatment initiation and follow up, family planning, ANC, uncomplicated deliveries, 

tuberculosis initiation and follow ups.  

ANC: is defined as the care provided by the SBA to pregnant women and adolescent 

girls from conception till when in labour (WHO, 2016:1). For this study it is the care 

provided to all pregnant women during pregnancy. 

1.11 DURATION OF THE STUDY 

The following table illustrates the duration of the study. 

Table 1.1 Duration of the study 

1.12 CHAPTER OUTLINE  

This thesis has five chapters which are outlined as follows: 

Chapter one: Foundation of the study  

Chapter one provided an introduction to the study, outlined the research problem, aim, 

objectives, research design and ethical considerations. 

Chapter two: Literature review  

Chapter two discusses the literature review. Information continuity, conceptual 

framework, continuity and coordination of care, ANC and guidelines are discussed in 

this chapter.  

YEAR MONTH ACTIVITY 

2020 December Ethical approval Stellenbosch university 

2020 - 2021 December – March National, district and institutional approval 

2021 March – April  Data collection and analysis 

2021 April –August Data collection and analysis 

2021 July – November  Writing of the thesis with continuous review 
by supervisor(s) 

2021 November Technical and grammar editing 

2021 December Submission of thesis 
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Chapter three: Research methodology 

Chapter three discusses an in-depth description of the research design, research 

methodology, data collection and analysis that were used to describe the experiences 

of SBAs with informational continuity during ANC. 

Chapter four: Findings 

The discussion of findings of the study are described in this chapter and interpreted 

according to the themes and subthemes that emerged. 

Chapter five: Discussions, conclusions and recommendations 

Chapter five provides the discussion of findings as they are related to the study 

objectives. The researcher concludes the study and provides recommendations for 

practice and future research. 

1.13 SIGNIFICANCE OF THE STUDY 

Information continuity in ANC, will ensure that pregnant women do not receive 

fragmented care. The findings of this study may assist in better understanding of the 

process of informational continuity during ANC. This could lead to the development or 

improvement of policies on informational continuity which will allow for an improvement 

in coordination of care during ANC. Findings of the study may also assist in the 

inclusion of informational continuity in the curriculum for midwives.  

1.14 SUMMARY 

In this chapter, the researcher introduced the background, significance and 

importance of doing a research study on the experiences of skilled births attendants 

with informational continuity. The research problem, aim, objectives, research design 

and ethical considerations were outlined. The qualitative research approach and the 

descriptive phenomenological research design is described to be the most appropriate 

approach to achieve the aims and the objectives of this study. The study population 

and sampling are explained including the data collection and data analysis method. 

The ethical considerations are outlined, and the significance of the study was provided. 

In the following chapter, the researcher discusses the literature review relevant to this 

study.  
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1.15 CONCLUSION 

Maternal mortality remains high worldwide. Several measures to reduce maternal 

mortality have been published by the WHO. Informational continuity is one of the 

measures that may assist in reduction of maternal mortality by reducing duplication of 

services and fragmentation of care. Informational continuity also helps in coordination 

of care of pregnant women. In the following chapter, the researcher will review the 

literature relevant to this study. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 INTRODUCTION 

Chapter one described the background of the study, the problem statement as well as 

the rationale to the study. This chapter presents a critical summary of the literature 

relating to the experiences of SBAs on informational continuity during the ANC period. 

A literature review involves collecting, briefing, and discussing relevant data on the 

topic of interest (Polit & Beck, 2017:87). A literature review comprises of summarised 

information gathered from most recent published work by researchers, on a topic 

(Gray et al., 2017:120).  

A preliminary literature review was done prior to the research proposal, and it revealed 

that there were no published studies done in Lesotho on the experiences of SBAs on 

informational continuity during ANC. The researcher began the search for literature 

during the period from March 2020 to November 2021, to establish if there had been 

any studies done on the phenomenon.  

The literature review is discussed under the following headings as per Table 2.1 below: 

Table 2.1 The literature review 

Informational continuity Positive provider communication 

Collective memory approach 

Strengths of informational continuity 

Challenges of informational continuity 

Conceptual framework: Continuity and 
coordination of care 

Parallel coordination 

Sequential coordination 

System enablers for care coordination 

 ANC  Benefits of ANC 

Partner involvement during ANC 

Communication during ANC 

Delayed ANC first visit 

ANC records 

ANC guidelines and protocols 
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2.2 SEARCH METHODS 

Various databases were used to search for the journal articles and other publications 

related to the phenomenon. The databases searched included: PubMed, Ebscohost, 

Medline, Google Scholar, Stellenbosch University Library and information services. 

Information was searched mostly on publications within the past 10 years. There are 

a few articles that were more than 10 years old, as they had important historical 

information. 

2.2.1 Key words 

The key words used for searching were: 

● Informational continuity,  

● continuity of care,  

● antenatal care,  

● primary health care, and  

● coordination of care. 

2.3 INFORMATIONAL CONTINUITY 

Informational continuity is the sharing of patient’s health information to reduce 

duplication of services and fragmentation of care. (WHO, 2018:9). Andres, Cook, 

Spenceley, Wedel and Gelber (2016:116), defined the informational continuity as the 

utilisation of the patient’s health information, which includes past and current events; 

to provide adequate health care. Additionally, they proposed that the focus of 

informational continuity is on the sharing of the information among healthcare 

providers. WHO (2018:18) suggested that different approaches are required to 

achieve informational continuity to make it more effective. Additionally, the drivers for 

informational continuity are positive patient-provider communication, a collective 

memory approach, shared synchronised care records and standardised common 

clinical protocols.  

Informational continuity also enables the coordination of care for pregnant women 

within the health centre, known as parallel coordination; and between the health centre 

and the referral centre known as sequential coordination (WHO, 2018:19). 
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2.3.1 Positive patient-provider communication  

Communication between the SBAs and the pregnant women was described by the 

WHO (2018:18) as positive patient-provider communication. Moreover, during positive 

patient-provider communication, the SBAs are required to engage with the women 

during pregnancy to inform them on what care is required and why their care is 

changing. In addition, this will enable the SBAs to develop a better relationship and 

retrieve appropriate information that is necessary for the care of the women and allow 

them to participate actively in their care. The WHO (2015:4) encourages community 

involvement by mobilizing the community through information provision, as this would 

improve maternal and new-born health, through support given to pregnant women. 

Strobel, Arabena, Shultz, Kelaher, Eades and Chamberlain, (2017:2-3) revealed that 

coordination of care for pregnant women, through informational continuity, must 

consider the needs of culturally diverse, vulnerable women and actively engage the 

families of the pregnant women for sustainable continuation of care.  

A qualitative study was done to assess the role of family members in continuity of care. 

The family members assisted in the transfer of information and appreciated the 

information they got from health care providers. The information that the family or 

community received was on the danger signs of pregnancy and the true signs of 

labour. Providing this information to the family and the community contributes to 

continuity of care of pregnant women (Wong-Cornall, Parsons, Sheridan, Kenealy & 

Peckham, 2017:4). 

2.3.2 The collective memory approach 

The collective memory approach is defined by the WHO (2018:18) as information 

shared among providers and healthcare settings, in order to ensure a common 

understanding during the care of pregnant women. Informational continuity involves 

the sharing of information on prior events and current circumstances to make care 

appropriate for the individual and her current condition (Andres et al., 2016:116). 

Informational continuity makes information of pregnant women readily available to 

healthcare providers and pregnant women for their continuous care (Sandall, 2014:8). 

Hudson et al. (2019:342) asserted that the sharing of information between individuals, 

families and healthcare providers enhances coordination of care for patients and this 
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applies also to pregnant women. Informational continuity is important as the patient 

moves between healthcare providers and this makes paper-based records inadequate 

(Mostert-Phipps, Pottas & Korpela, 2012:330). Murray, McKinney, Holub and Jones 

(2019:9) asserted that care of the pregnant women is improved by an interdisciplinary 

approach, as SBAs work together with other healthcare providers. 

2.3.3 Strengths of informational continuity 

Haggert et al. (2013:1220) and Sellers (201:17) postulated that informational continuity 

allows full participation of the pregnant women and assists in identifying impending 

problems in time. Improved pregnancy outcomes and reduction in pregnancy 

complications such as preterm births and low birth weight are noticed when there is 

informational continuity and care coordination during ANC (Blumenshine, Egeter, 

Barclay, Cubin & Bravemen, 2010:264).  

In a qualitative study in Australia, Banfield, Gardner and McRae, Gillespie, Wells, and 

Yen (2013:34) asserted that if pregnant women would carry their case notes it could 

lead to improved informational continuity. Their study aimed to explore how 

informational continuity supported coordination and conditions that were required to 

support informational continuity. The study revealed that shared information in primary 

healthcare reduced unnecessary repetition and provided health professionals with the 

opportunity to access records of care from other providers (Banfield et al., 2013:10).  

In a cross-sectional descriptive study done in India on the impact of informational 

discontinuity on clinical decisions, the authors stated that informational continuity is 

one of the important components of continuity of care as it acts as a common thread 

that links care between healthcare providers or between healthcare events (Gowda, 

Kumar, Arya & Vikas, 2020:2). Furthermore, the authors indicated that laboratory 

results, previous case notes, diagnosis and treatment information was important for 

transfer of information and a lack of these would cause informational discontinuity 

which could have negative consequences. 

2.3.4 Challenges of informational continuity 

Liu, Wu and Chi (2017:9) did a quantitative study in Beijing, China on continuity of 

care. The aim of the study was to understand the relationship preferences of primary 
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care patients on continuity of care. In the study, a lack of informational continuity was 

noted as a serious matter of concern even in a system where there was almost 

complete transference of information, as medical errors were still occurring. The 

authors further revealed that there was a need to share information across 

communities and hospital facilities in China. However, this was still dependent on the 

choice of the patient. 

In Ghana, a qualitative study was done on continuity and fragmentation of care during 

ANC and delivery care. The aim of the study was to measure the level of continuity 

and fragmentation of care during ANC and childbirth in the Volta region of Ghana. The 

study revealed that fragmentation of care was very high, as women changed facilities 

from ANC to delivery (Dery, 2017:158). In South Africa, a descriptive cross sectional 

study design was done by determining the existing data to report on the performance 

of primary healthcare in South Africa (Bresick, Von Pressentin & Mash, 2019:111). 

The study revealed that unavailability of informational continuity led to a lack of 

coordination of care, as women ended up attending referral hospitals or paying for 

private healthcare, leading to fragmentation of care (Bresick et al., 2019:114). 

Inadequate sharing of information leads to poor reconciliation of medicines, duplication 

of investigations and avoidable hospital admissions (WHO, 2018:9).  

There are no published studies in Lesotho on informational continuity. 

2.4 CONCEPTUAL FRAMEWORK 

The WHO framework for integrated people-centred health services on continuity and 

coordination of care was used as the conceptual framework for this study (WHO, 

2018:19). The research objectives were aligned to the WHO framework. 

In this study, the researcher assumed that if there was informational continuity among 

SBAs, there would be effective continuity and coordination of care. Informational 

continuity is one of the various approaches on continuity of care developed by the 

WHO (WHO, 2018:17). Interpersonal continuity is the subjective experience of the 

caring relationship between a patient and his or her health care professional. 

Longitudinal continuity is a history of interaction with the same health care professional 

in a series of discrete episodes. Management continuity is the effective collaboration 

of teams across care boundaries to provide seamless care. Informational continuity is 
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the availability of clinical and psychosocial information at all encounters with 

professionals (WHO, 2018:17). Figure 2.1 below shows the WHO framework on 

integrated people-centred health services approaches and interventions for achieving 

continuity of care and care coordination (WHO, 2018:8). 

 

 

 

 

Figure 2.1 WHO Framework (WHO, 2018) with the research objectives 

2.4.1 Continuity of care 

The WHO (2018:9) in its framework on integrated people-centred health services, 

defined continuity of care, as “the extent to which a series of discrete healthcare events 

are experienced by people as coherent and interconnected over time and consistent 
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with their health needs and preferences.” With 94 percent of maternal deaths occurring 

in the low and lower middle-income countries, the WHO, revealed that most of those 

deaths could have been prevented (WHO, 2019:2). Continuity of care enables care 

coordination and promotes teamwork between multiple healthcare providers; and this 

could assist in reducing the maternal mortality rate (WHO, 2018:9). The WHO 

framework (2018:17), emphasised that for continuity and coordination of care to 

happen, informational continuity with subsequent parallel coordination, and sequential 

coordination system enablers for care, coordination should occur. 

Informational continuity is one of the four types of continuity that are interconnected 

with each other (WHO, 2018:17). With poor continuity, patients suffer fragmentation 

of care that is poorly integrated by different healthcare providers (WHO, 2018:9). 

Furthermore, poorly coordinated care of pregnant women may result in inadequate 

sharing of clinical information and duplication of investigations.  

2.4.2 Care coordination 

Care coordination is a proactive approach to bringing together healthcare 

professionals and providers to meet the needs of service users (WHO, 2018:17) and 

to ensure that they receive integrated person-centred care in all settings. Furthermore, 

the WHO (2018:20) described informational continuity as a primary facilitator of care 

coordination that could be parallel or sequential coordination of care; as well as system 

enablers for care coordination.  

2.4.3 Parallel coordination of care during ANC 

Parallel coordination of care was described by the WHO (2018:17) as the coordination 

of care of patients within the healthcare settings, which could be facilitated by 

communication and agreed sharing of responsibilities between healthcare providers.  

Parallel care coordination includes care provided by interdisciplinary teams, with 

specific care coordination roles. Care provided should be individualized; and tailored 

care plans should be implemented, which include self-management support and 

specialist support and training (WHO, 2018:19). Hudson et al. (2019:345) in their study 

on the impact of informational continuity postulated that coordination of care has been 

observed as being enhanced by sharing of information between individuals, families 
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and healthcare service providers. In the PHC settings, continuous sharing of 

information brings an extensive variety of benefits such as reduced hospital 

admissions and in the case of pregnant women, reduced hospital deliveries (Romaire, 

Haber, Wenskyn & McCall, 2014:1043). Gardner, Banfield, McRae, Gillespie and Yen 

(2014:3) developed a framework on informational continuity and proposed that 

informational continuity should operate in two dimensions in order to achieve 

coordination that is horizontal at the clinic level and vertical with referral centres.  

Murray and Mckinney (2014:21) proclaimed that midwives should collaborate with 

other healthcare providers in managing the women and the care of the infant. A 

qualitative study done in the Netherlands on informational continuity during transfer, 

revealed that shared information among healthcare providers motivated the women to 

take part in their own care (Van Stenus, Poorthuis, Boere-Boonekamp and Need 

(2020:3). Furthermore, the authors postulated that incompleteness and a gap in the 

flow of information was found in written as well as verbal information, and this resulted 

in a challenge for admitted patients.  

Wong-Cornall et al., (2017:4) did a qualitative study in New Zealand to study how 

family members supported the transfer of health information for patients in the PHC 

system. The study revealed that family members supported the transfer of information 

for continuity of care among healthcare providers and between healthcare events, by 

giving the history that the pregnant women did not reveal, and this contributed to the 

continuity of care. 

In this study parallel coordination comprised communication between the SBAs and 

the women during ANC and communication among SBAs and other healthcare 

providers. 

2.4.4 Sequential care coordination during ANC  

The WHO (2018:19) indicated that coordination and continuity should be guided by a 

wide range of interventions; among them was sequential coordination where there was 

planned coordination between levels of care and in different healthcare settings. 

Sequential coordination involves multidisciplinary teamwork between primary 

healthcare levels, with the referral hospitals and during specialist care. This involves 

cross‑sectoral care plans and discharge planning, technology systems to promote 
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information transfer, sharing of care among settings and specialist outreach to PHC 

settings (WHO, 2018:19). Haggerty et al. (2013:268) indicated that most professionals 

forget that every transition is a new experience for a patient who needs support to 

anticipate and understand the new environment and knows where to get help to avoid 

fragmentation of care. 

A qualitative study done in the Netherlands on what matters to women during transfer 

from PHC to secondary care showed that it was important to hand over medical care 

from primary to secondary (De Jonge, Stuijt, Eijike & Westerman, 2014:9). The study 

aimed to explore the experiences of these women who were transferred during 

pregnancy.  

The majority of these women appreciated that continuity of care in sequential 

coordination was important as the women who were referred during labour had a 

feeling of safety (De Jonge et al., 2014:10). However, three out of seventeen women 

who were interviewed felt that there was improper handover of information as nurses 

in the hospital were very busy. Van Stenus et al. (2020:7) revealed that tools and 

insufficient knowledge of protocols would affect the transfer of care of pregnant 

women. 

A qualitative study done in Ghana on continuity and fragmentation of care showed that 

for women who gave birth at the healthcare centres they were attending ANC ensured 

that there was continuity of care. Nonetheless, fragmentation and discontinuity were 

experienced by women who changed healthcare centres during ANC or who changed 

the place of childbirth (Dery, 2017:158).  

In this study, sequential coordination is communication among SBAs and other 

healthcare providers, which includes communication with referral hospitals. 

2.4.5 System enablers for coordination of care 

For effective continuity and coordination of care, the WHO (2018:19) described the 

system enablers for coordination of care as those that facilitate continuity of care. 

System enablers of coordination of care includes role clarification and agreements 

within and between sectors (e.g., accountability agreements, care pathways and 

protocols). Collaborative training and education of providers improves skills and 
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competence. Quality improvement tools that are used to assess and improve 

coordination and technology are system enablers for care coordination (WHO, 

2018:19). Technology is one of the system enablers as it facilitates the exchange of 

information. Role clarification is needed for the team at the PHC to offer continuity and 

coordination of care. Collaborative training and education of the staff at the PHC is 

needed to improve skills and sufficient competence for them to fulfil their roles (WHO, 

2018:22).  

Mostert-Phipps et al. (2012:326) wrote an article on improving continuity of care with 

the use of electronic records in a South African context. The authors claimed that 

electronic records could assist in improving informational continuity and quality of care 

by ensuring that there was updated information on a client at the point of care when 

needed. In this study, system enablers for coordination of care includes the use of 

records as a form of communication during ANC as well as the use of policies and 

guidelines. 

2.5 ANTENATAL CARE (ANC) 

Antenatal care is the care given to pregnant women from conception to childbirth to 

optimise the maternal and foetal health, as well as to monitor the progress of the 

pregnancy (Marshall, Raynor & Nolte, 2014:133). The WHO (2016:1) defines ANC as: 

“the provision of care to pregnant women and adolescent girls by skilled health 

professionals, in order to ensure optimum health for both mother and the unborn baby 

during pregnancy.” 

Antenatal care includes risk identification, prevention and management of pregnancy, 

related or concurrent diseases, health education and health promotion. The WHO 

(2016:101) recommends a minimum of eight antenatal visits to reduce perinatal 

mortality and improve the women’s experience of care.  

By increasing the antenatal contacts, perinatal deaths will be reduced by up to eight 

per 1000 births when compared to the previously recommended four contacts (WHO, 

2016:102). Furthermore, the WHO (2016:102), postulated that complications that are 

noted early, may improve the care of pregnant women as well as the likelihood that 

they will have a positive pregnancy outcome.  
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Table 2.2 below shows the contacts that are recommended by the WHO (2016:105) 

as well as the gestational age when the women should report to the healthcare centre. 

Table 2.2: Antenatal contacts 

Trimester Contact Weeks 

1st 1st As soon as the woman 
suspects she is pregnant 

up to 

12 weeks 

2nd 2nd 20 weeks 

3rd 26 weeks 

3rd 4th 30 weeks 

5th 34 weeks 

6th 

7th 

36 weeks 

38 weeks 

8th 40 weeks 

Adapted from the WHO (2016:105). Recommendations on antenatal are for a positive 

pregnancy experience. 

During the first antenatal contact the SBA collects a comprehensive history of the 

pregnant women, does a complete physical assessment including an abdominal 

examination and investigations to rule out syphilis and anaemia. Blood group and 

rhesus factor is also done. During the subsequent contacts, the SBA excludes any 

problems that the women might experience and does a physical and abdominal 

assessment to monitor foetal and maternal wellbeing. An ultrasound scan is done at 

12 weeks to estimate gestational age and at 20 weeks to detect any congenital 

abnormalities (Lesotho National ANC Guidelines, 2020:40-43).  

ANC is one of the services provided in the PHC settings of Lesotho. In the ANC clinics 

in Lesotho, the eight contact visits recommended by the WHO was implemented with 

the aim of improving the health and experience of ANC for pregnant women (Lesotho 

National ANC Guidelines, 2020:7). Moreover, Lesotho recommends that each woman 

should be treated with respect and given individualised person-centred care. These 

women should be given relevant and timely information; inclusive of psychosocial and 

emotional support (Lesotho National ANC Guidelines, 2020:11). In addition, the WHO 

(2016:105) indicated that increasing the number of contacts results in improved 
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assessment and communication, with pregnant women being led to early detection of 

complications; and thereby resulting in a reduction of mortality rates. 

Lesotho developed their new ANC guidelines in line with the WHO ANC guidelines for 

a positive pregnancy outcome (Lesotho Antenatal Guidelines, 2020:7). These 

guidelines stated that ANC is key to improving the health outcomes of both mother 

and baby. The provision of ANC services is done at all three levels of the Lesotho 

Healthcare system. Most pregnant women in Lesotho attend the PHC centres for ANC. 

The average ANC attendance of women at PHC centres at least once, in Lesotho from 

2015-2018 was 80 percent (Lesotho National ANC Guidelines, 2020:10-11).  Globally, 

during the period 2000 and 2017, there was a reduction in maternal mortality. 

However, 810 women were still dying daily, due to pregnancy and childbirth related 

complications (WHO, 2019:1). The WHO further defined global and national targets 

that at least by 2025, 90 percent of women should attend ANC at least four or more 

times whilst aiming at achieving the target of eight visits by 2030. 

2.5.1 Benefits of ANC 

The benefits of ANC were described by the WHO (2016:1) as reducing maternal and 

perinatal morbidity and mortality; both directly, through detection and treatment of 

pregnancy-related complications, and indirectly, through the identification of women 

and girls at increased risk of developing complications during labour and delivery and 

consequently referring them to an appropriate level of care.  The United Nations 

International Children’s fund [UNICEF], (2019:3) stated that women needed to attend 

ANC so that they are prepared for delivery and understand the warning signs during 

pregnancy. Furthermore, UNICEF stated that ANC is essential for the protection of the 

health of pregnant women. During ANC visits, the SBA has to make a comprehensive 

assessment of the women’s health, social status; access all relevant information and 

share it with relevant healthcare providers (Marshall et al., 2014:133).  

2.5.2 Partner involvement during ANC 

The WHO (2015:17) recommended that involvement of males during ANC through to 

post childbirth should be encouraged, as it facilitates improved self-care of women and 

the use of skilled care and timely reporting if there are any complications. Though 
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Lesotho encourages partner involvement, the SBA should have private time with the 

women to encourage disclosure in case the women are experiencing gender-based 

violence (Lesotho National ANC Guidelines, 2020:11). However, this accompaniment 

has to be by agreement of the women. 

Vermeulen, Miltenburg, Barras, Maselle, Van Elteren and Van Roosmalen (2016:1) 

did a mixed method study in Magu, a district of Tanzania on male involvement during 

ANC and proposed that male participation in ANC is important in improving positive 

maternal and new-born health outcomes. The aim of their study was to understand the 

perceptions, attitudes and behaviours of men regarding their role and involvement 

during pregnancy and ANC visits.  

Another qualitative study done in Mbeya, Tanzania, revealed that the prevalence of 

partner involvement during ANC was only 39 percent. Most of these males revealed 

that they were afraid of HIV testing, long queues and long waiting times (Kabanga, 

Chibwae, Basinda & Morona, 2019:5). However, despite encouraging partner 

involvement during the ANC period, males did not often accompany women to ANC 

visits (Vermeulen et al., 2016:2, Kabanga et al., 2019:5). There are no published 

studies on male accompaniment in Lesotho. 

2.5.3 Communication during ANC 

Antenatal care provides an opportunity for SBAs to communicate and support the 

pregnant women and their families, leading to an improved health outcome and 

increased usage of health services (WHO, 2016:1). Women centred care is 

encouraged during the first ANC contact with more time allocated for each pregnant 

woman, due to the volume of information that has to be exchanged in early pregnancy 

(Lesotho National ANC Guidelines, 2020:10). Furthermore, the SBA is encouraged to 

establish a rapport and a trust relationship with the pregnant women.  

In an article written by Al-Ateeq and Al-Rusaiess (2015:240) they purported that ANC 

provided an important opportunity for discussion between pregnant women and a 

health care provider about health behaviours during pregnancy and the identification 

of complications that may arise during pregnancy. The authors asserted that the goal 

of health education during the antenatal period is to offer information, education, 

reassurance and support, to address and treat minor problems of pregnancy, and to 
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provide effective screening during the pregnancy. This support given via health 

education was said to be important to pregnant women. Al-Ateeq and Al-Rusaiess 

(2015:240) stated that health education prepared pregnant women for childbirth. 

Murray et al., (2019:10) postulated that SBAs provide information to women and their 

families, so that these women are involved in decisions related to their care.  

Madula, Kalembo, Yu and Kaminga (2018:1) did a qualitative descriptive study in 

Malawi, with the aim of exploring the nature of communication in a maternity ward, as 

well as identifying the barriers and facilitators of provider-patient communication. 

Communication between healthcare providers and pregnant women was facilitated by 

good interaction, which required providers to treat women with warmth, sympathy and 

respect (Madula et al., 2015:7). However, the authors identified factors that inhibited 

healthcare provider-patient communication, which include healthcare provider’s verbal 

abuse of pregnant women, failure by healthcare providers to allow maternity clients to 

ask questions, linguistic barriers, poor quality of non-verbal communication and 

discrimination because of one’s HIV status.  

2.5.4 Delayed antenatal first visit  

A first visit is defined as attending an antenatal clinic for the first time at 12 weeks 

(WHO, 2016:105; Lesotho National ANC guidelines, 2020:12). Furthermore, early 

ANC enables early identification of risk factors, their treatment and prompt referral. 

Early ANC is important as SBAs will be able to deliver care and support as well as 

give information to the pregnant women within the first trimester. Despite this 

encouragement, the available evidence showed that early antenatal visits had 

increased to around 58.6 percent globally, although the coverage was much lower 

than was recommended by the WHO (Moller, Pertzold, Chou & Say, 2017:981). 

However, women still delay initiating ANC.  

In a qualitative study done in South Africa, it was revealed that the timing, of an 

antenatal first visit is influenced by the choice that the women make during pregnancy, 

starting from accepting the pregnancy itself, to acknowledging the need for ANC 

(Jinga, Mongwenyana, Moolla, Malete & Onoya, 2019:1009). A systemic survey on 

early ANC visits, noted that there was a difference of early ANC attendance between 

developed and undeveloped countries, with 85 percent of mothers in developed 
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countries starting their ANC in the early stages, whereas in the developing countries 

it was below 45 percent and less than 25 percent in sub-Saharan countries (Moller, et 

al., 2017:978). In a survey done in Lesotho only 41 percent of pregnant women had 

their first antenatal visit during the first trimester (Lesotho National Demographic 

Health Survey, 2014:123). 

In a qualitative study in Cameroon on reasons for delayed antenatal booking, it was 

noted that delayed booking was associated with cultural beliefs, travel costs and 

overcrowding at clinics. In addition, despite previous counselling by health providers, 

older women and women of higher parity were still found to be reporting late for ANC 

visits (Warri & George, 2020:9). Furthermore, Warri and George (2020) claimed that 

pregnant women lacked information on the ideal booking time, due to the 

ineffectiveness of health education programmes during ANC contacts. The delay in an 

ANC booking may be caused by previous experiences the pregnant women had had. 

Baron and Kaura (2021:116) indicated that prolonged time taken during a physical 

examination done during a first contact could increase waiting times. Additionally, 

Baron and Kaura stated that in both follow-up and booking appointments, the duplicate 

documentation increased the burden of work and extended the consultation times, 

thereby leading to a prolonged waiting time which could lead to a late antenatal 

booking with subsequent pregnancies.  

2.5.5 Antenatal care records 

Antenatal care records are the case notes of health visits that are documented on a 

card, journal or handbook which the pregnant women should carry to every health 

visit. This makes the women’s records readily available in case of referral or change 

of facility. ANC records are described by Lesotho National ANC guidelines (2020:36) 

as the LOR which is the women’s case record book. The LOR is used for history taking, 

examinations, recording investigations, tetanus toxoid immunisation and health 

education.  

The ANC registers are used to document findings in the LOR and are complemented 

with the tally sheet for management of information systems. All the information in the 

LOR is also recorded in the antenatal register and the E-register. The E-register is 

also used to track appointments for pregnant women. The other documents which are 
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used during the ANC are the outpatient record book (Bukana) which is used to record 

the screening results, HIV testing services (HTS) and the laboratory results. In the 

absence of the LOR, the SBAs use the Bukana by drawing lines so that they can 

document findings on examination. An appointment register is used by healthcare 

centres which do not have the E-register to track appointments for pregnant women. 

Kuursisto, Asikainen and Saranto (2019:670) revealed sources of information storage 

such as ANC registers, obstetric records and E-registers and these facilitate 

improvement in informational continuity and care coordination of pregnant women. 

2.6 GUIDELINES AND PROTOCOLS IN THE ANC SETTINGS 

2.6.1 WHO ANC guidelines for a positive pregnancy outcome  

In 2016, the WHO developed a guideline with recommendations to the ANC for a 

positive pregnancy outcome. The main aim of the guideline is capturing the complex 

nature of the issues surrounding ANC health care practices and delivery and to 

prioritise person-centred health and wellbeing of pregnant women. These guidelines 

state that women have to be seen at least eight times during ANC instead of the 

previous four (WHO, 2016:1). Lesotho adopted the WHO (2016) antenatal guidelines 

for a positive pregnancy outcome in 2020 and it is currently in use at the healthcare 

facilities (Lesotho National ANC Guidelines, 2020:7). 

Hlongwane, Bozkurt, Barreix, Pattinson, Gülmezoglu, Vannevel, and Tunçalp 

(2021:221) postulated that the disseminating of information on the updated ANC 

package is done to over 3,000 public health-care facilities throughout the country by 

the health ministry. This was revealed by the authors as they did a study on 

implementing ANC recommendations. Dissemination of these antenatal guidelines in 

Lesotho is done through workshops although there are no published research reports 

on this. The WHO, (2016:2) antenatal guidelines for positive pregnancy outcomes 

developed several recommendations which includes nutritional interventions, 

maternal and foetal assessment, preventive measures and health system 

interventions to improve the utilization and quality of ANC. Ngxongo, (2018:7) asserted 

that South Africa is using the basic antenatal care (BANC) approach which focuses on 

the quality rather than the quantity of the ANC visits and there is a booklet on this. The 

BANC was adopted from the WHOs focused ANC recommendations.  
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2.6.2 WHO maternal and new-born health guidelines 

In 2015, the WHO produced interventions for maternal and new-born health, to 

increase the contribution of the individual, family and community to maternal and new-

born health. The WHO also recommended the use of skilled care during pregnancy, 

intrapartum and postpartum. Furthermore, the purpose of the guideline was to inform 

countries on their policy formulation on maternal health (WHO, 2015:2). 

There were several recommendations towards improvement of maternal and new-

born health (MNH) comprising birth preparedness and complication readiness. These 

recommendations were done to increase the timely use of the facility by pregnant 

women so that obstetric and new-born complications were well managed. Male 

involvement was encouraged throughout pregnancy, childbirth and postpartum in 

order to facilitate and support improved self-care of the women, improved homecare 

of the new-born baby and improved use of a skilled healthcare worker (WHO, 

2015:17). The other recommendations were to promote the awareness of human, 

sexual and reproductive rights, and the right to access quality skilled health care, 

Companionship of choice at birth, provision of culturally accepted skilled maternity 

care, community mobilisation and community participation in programme planning and 

implementation, and community organized transport was also recommended (WHO, 

2015:7-8). Lesotho adopted these recommendations in 2015 and they are currently in 

use. 

2.6.3 WHO guideline on adolescent health care 

The WHO developed guidelines on adolescent health care in response to the need to 

improve health behaviours and attend to health conditions for adolescents (WHO, 

2017:1). The recommendations of the guidelines were to prevent and promote the 

health of adolescents as well as to manage adolescent health conditions. Lesotho 

National ANC Guidelines (2020:17) asserted that adolescents need special care, 

counselling and support to ensure optimum pregnancy outcomes during ANC. The 

Lesotho National ANC Guidelines (2020:17) further described that adolescents are 

likely to delay seeking ANC, not attend ANC, not comply with medication and 

treatment, experience mental health issues, be less motivated for self-care such as 

good nutrition and have poor maternal and/or foetal growth. The WHO quality of care 
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framework considers that adolescent-friendly services should be accessible, 

acceptable, appropriate, effective and equitable. By law, all services should be 

accessible to all adolescents. Adolescents should find a health service acceptable in 

that they are confident that their privacy and confidentiality is maintained. The service 

should be appropriate for their needs. It should be effective by providing the right 

service in the right way. All adolescents should be treated with equity and not judged 

(WHO, 2012:7). 

2.7 SUMMARY 

Informational continuity is a primary facilitator of care coordination that can be parallel 

or sequential coordination of care, as well as being system enablers for care 

coordination. The literature review discussed in this chapter revealed that 

continuity and coordination of care assists in the care of pregnant women during ANC. 

Coordination of care can be parallel within the PHC or sequential between the PHC 

and the referral centre. ANC is the care given to pregnant women to reduce maternal 

mortality and morbidity. Despite encouragement towards partner involvement to 

increase maternal and foetal outcomes, men tend not to accompany women to ANC 

sessions. Women are encouraged to report early for ANC so that complications are 

detected early; however, women still report late for the initial antenatal contact. The 

WHO has developed several guidelines and protocols to support maternal and new-

born as well as adolescent health. There are several records that are used during 

ANC, inclusive of the pregnant women’s handheld case notes.  

2.8 CONCLUSION 

The literature review revealed that informational continuity has numerous components 

that have to be adhered to, to ensure continuity of care within ANC. This will ensure 

that there will not be fragmentation of care of pregnant women and hence the maternal 

mortality and morbidity rate could decrease. 
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CHAPTER THREE 

RESEARCH DESIGN AND METHODOLOGY 

3.1 INTRODUCTION 

In Chapter one, the introduction to the study and its significance and rationale were 

discussed. The research problem and the research question, objectives, research 

design, methodology, ethical considerations and chapter outline were also outlined in 

Chapter one. Chapter two discussed the literature review on informational continuity, 

showing how it interacted with the other types of continuity; its benefits and challenges 

and how it affects coordination of care.  

The guidelines used during ANC were also discussed. Chapter three discusses in 

depth the research design, trustworthiness and methodology that were used to explore 

the experiences of SBAs with maintaining informational continuity during the antenatal 

period.  

3.2 AIM AND OBJECTIVES 

3.2.1 Aim of the study 

The purpose of the study was to explore the experiences of SBAs with informational 

continuity during the antenatal period within the primary healthcare settings in Lesotho. 

3.2.2 Objectives of the study  

The objectives of the study were: 

RO 1: To explore experiences of SBAs on communication with pregnant women 

during ANC.  

RO 2: To explore experiences of SBAs on communication among themselves and with 

other healthcare providers. 

RO 3: To explore the experiences of SBAs with the use of records as a form of 

communication during ANC. 

RO 4 : To explore the experiences of SBAs with protocols and guidelines during ANC. 
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3.3 STUDY SETTING 

A study setting is described as the research environment, which  includes the physical, 

social, and cultural site where the researcher conducts a study. For a 

phenomenological approach it is best to do the study in a natural setting (Gray et al., 

2017:62). The study setting for this research was three primary healthcare centres 

within the district of Maseru in Lesotho. Lesotho is a small, mountainous lower middle-

income country of 11,720 square miles, enclaved by the Republic of South Africa, with 

a population of around two million people (Health UNDP: online). Lesotho has ten 

districts: namely Maseru, Mafeteng, Quthing, Qacha’s Nek, Thaba Tseka, 

Mokhotlong, Berea, Butha Buthe, Mohale’s Hoek and Leribe.  

Lesotho has 286 health facilities, of which 265 are PHC facilities, 20 are hospitals 

which provide secondary health care and there is one tertiary hospital. The Christian 

Health Association of Lesotho (CHAL) is a non-governmental organization which 

manages 61 PHC centres, eight district hospitals and four teaching hospitals. The 

other facilities are managed by the government. CHAL is funded by the Government 

of Lesotho (GoL) but is managed independently (LDHS, 2014: 7). The PHC centres in 

Lesotho, provide ANC for pregnant women and assist in uncomplicated childbirth.  

This study was performed in the Maseru district, which is the capital city, and is divided 

into Maseru urban and Maseru rural. Maseru urban has a tertiary hospital with four 

filter clinics which can refer pregnant women directly to the tertiary hospital. There are 

13 PHC centres in Maseru urban. Maseru rural has two secondary health facilities 

which are the referral centres for the PHC centres. There are 20 primary health centres 

in Maseru rural (Health UNDP: online). Figure 3.2 below shows the PHC centres in 

Lesotho. The three study sites are shown by arrows. 

The research setting for this study was two urban PHC centres where there is high-

density attendance and one rural primary healthcare setting where there is low-density 

attendance of pregnant women. Table 3.1 below shows the number of antenatal 

attendances per health centre. 

Figure 3.1 below shows the districts of Lesotho. 
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Figure 3.1 Map showing Lesotho districts . Adapted from LDHS (2014:xxx) 
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Figure 3.2 Map showing health centres in Lesotho  

Adapted from Christian Health (2020:1) 

Table 3.1: Antenatal monthly attendance 

Centre No. of monthly attendance 

Rural PHC  ANC new booking 20 

Subsequent visits 80 

Urban PHC  ANC new booking 40 

Subsequent visits 280 

Urban PHC ANC new booking 90 

Subsequent visits 300 

Adapted from the ANC registers at the healthcare centres (2020). 

The urban PHC centres have a total of 18 SBAs and of these, five work permanently 

in the Mother and Child Health (MCH) clinics, which include ANC and labour, and 13 

work within the outpatients’ department in the healthcare centre. The rural PHC centre 

has three SBAs that rotate in the MCH and outpatient clinics within the PHC centre.  
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3.4 RESEARCH DESIGN 

Polit and Beck (2017:463) defined a research design as an overall plan or architectural 

backbone for obtaining answers to a research question. The research design guides 

the researcher in planning and implementing the study in a way to obtain valid results. 

A qualitative research design was used for this study. Qualitative research is a 

subjective approach which is used to describe life experiences and give meaning to 

the participants’ experience (Gray et al., 2017:62). A descriptive phenomenology 

approach was used for this study. 

Brink et al. (2018:105) describe a phenomenological approach as one which evaluates 

the “lived experiences” of participants. Phenomenology seeks to explore what the 

nature or meaning of a phenomenon is from the perspective of those who experience 

the phenomenon. The approach is divided into descriptive phenomenology which 

describes the experiences and interpretive phenomenology which is concerned with 

the interpretation of experiences (Matua & Van Der Wal, 2015:22-23). The descriptive 

phenomenological approach was used to gain a genuine reflection of the phenomenon 

being examined by exploring, analysing, and describing it while maintaining its 

richness, breadth and depth. A descriptive phenomenological approach was used for 

this research study since it is the most appropriate approach to achieve the aims and 

objectives of the study. It has allowed the SBAs to explain their experiences with 

informational continuity during the antenatal period in an individual in-depth semi-

structured interview. 

Phenomenology has two philosophical approaches, namely, Husserl’s descriptive 

approach, which emphasises the pure description of an experience and Heidegger’s 

interpretive approach, which focuses on interpretation or the meaning of an experience 

(Matua & Van Der Wal, 2015:23). An important component of descriptive 

phenomenology is Edmund Husserl’s philosophy of bracketing, that it is essential for 

the researcher to shed all prior personal knowledge, in order to grasp the essential 

lived experiences of those being studied. Furthermore, this means that the researcher 

must actively strip his or her consciousness of all prior knowledge, preconceived ideas 

and personal biases.  

This research was based on Husserl’s philosophy, which persisted in describing the 

experiences of the SBAs, based on their worldview and on setting aside all personal 
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beliefs using bracketing (Polit & Beck, 2017:471). In order to capture the lived 

experiences of the SBAs the researcher used bracketing, Polit and Beck (2017:471) 

described bracketing as the process of identifying and putting aside all previous 

knowledge and any ideas that a participant may have had about the phenomenon 

under study. The preconceived ideas that the researcher had were that SBAs were 

not communicating and documenting well at PHC centres. 

3.4.1 The research paradigm 

Creswell (2014:36) explained a paradigm as a basic set of beliefs that guide an action 

and are sometimes referred to as a world view. Brink et al., (2018:19) described a 

paradigm as a group of assumptions about basic kinds of entities in the world and how 

these entities interact and the methods to be employed to test these entities.  

Phenomenology is a discipline that is based on the naturalistic paradigm that 

presumes that reality is not fixed but based on individual and subjective experiences. 

This contradicts the positivist paradigm, which asserts that reality is ordered, logical 

and rationale.  

Constructivist research is focused on the understanding of human experience through 

qualitative data collection and analysis. The dynamic, holistic and individual aspect of 

human life is utilized to capture the whole experience. Constructivist research occurs 

in the natural setting of the participants over an extended period. Through an inductive 

process, the researcher integrates the information to illuminate the phenomenon. The 

findings of the research yielded a rich in-depth description of the real-life experiences 

of the participants (Polit & Beck, 2017:12). It is within the constructivist paradigm that 

the researcher acquired knowledge of the real-life experiences of the SBAs with 

informational continuity during ANC, within primary healthcare settings in Lesotho. 

3.5 POPULATION AND SAMPLING  

Population refers to a specific group of people which a research study focuses on 

(Grove et al., 2013:351). For this study, the population was SBAs at the PHC centres 

in Maseru district. These SBAs had attended to pregnant women during the antenatal 

period for at least two years. The researcher conducted the study at three PHC 

settings, one rural and two urban. 
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The SBAs who were working at the PHC centres comprised one nurse clinician or 

nursing officer who is the nurse in charge of the health centre and the midwives. A 

nurse clinician is someone who has studied and applied primary healthcare nursing 

as a post basic course. A nursing officer is a nurse who has completed any other post 

basic course and is promoted to the position of running a health centre. The rural 

healthcare centre had a clinician and two other midwives whereas the urban PHC 

centres had four other midwives besides the nurse in charge in the maternal child 

health (MCH) department (Muzeya, 2015:10). Sampling refers to the inclusion of all 

subjects who are eligible to be included in the study (Gray et al., 2017:330). The 

sampling method that was utilized in this study was purposive sampling. In a 

descriptive phenomenological approach, purposive sampling is used to select 

individuals to participate in the research study as he or she can provide abundant 

information (Grove et al., 2013:365). The researcher selected participants who had 

worked in the antenatal clinics with experience in in the flow of information within PHC 

settings. The sample included different genders, and other SBA categories such as 

midwives, nurse clinicians and nursing officers 

Creswell (2014:239) stated that in a qualitative study, the number of participants can 

range from three to ten. The researcher interviewed four SBAs at one urban primary 

PHC centre, two at the other urban PHC centres and three at the rural PHC centre. A 

total of nine participants were interviewed. The participants who were interviewed 

comprised two nurse clinicians, a nursing officer and six midwives. Data saturation 

was achieved at the sixth interview and the researcher continued until the ninth 

participant had been interviewed.  

3.5.1 Inclusion criteria 

Inclusion criteria describes the necessities required by the researcher that must exist 

for the elements or subjects to be included in the sample (Grove et al., 2013:353). The 

selection made is based on the researcher’s judgment regarding participants’ 

knowledge about the subject under investigation. For this study, the inclusion criteria 

required SBAs working at the PHC centres who were attending to women during their 

antenatal period. Participants were selected who had worked at the antenatal clinic for 

a period of two years or more, as they would then have sufficient knowledge of the 

phenomenon under study. 
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3.5.2 Exclusion criteria 

Grove et al. (2013:353) described an exclusion criterion as characteristics that can 

cause a person or an element to be excluded from the study sample. For this study, 

the exclusion criteria were:  

• SBAs who have not worked with ANC women for a period of two years. 

• SBAs who were not working in the antenatal clinic during the time of the study. 

3.6 DATA COLLECTION TOOL 

A data collection tool is an instrument that is used to collect data during research (Brink 

et al., 2018:44). The data collection method most appropriate for the descriptive 

phenomenological approach is individual in-depth interviews. Individual interviews are 

the most widely used method in qualitative research as they provide an opportunity for 

participants to share their personal experiences and perspectives. This supplies the 

researcher with meaningful detailed information to form an in-depth understanding of 

the lived experiences of the participants (Ritchie, Lewis, McNaughton, & Ormston, 

2014:181). The researcher used a semi structured interview guide to conduct in-depth 

interviews based on the research objectives.  

The interview guide was drawn up in English as it is the professional language used 

in Lesotho and is also used for documentation purposes in healthcare centres. In 

descriptive phenomenology, the first few minutes of an interview are crucial for 

establishing a relationship between the researcher and the participant, to ensure a 

successful in-depth interview (Ritchie et al., 2014:187).  First, introductory questions 

were used to establish a rapport and to encourage the participants to feel comfortable. 

The semi structured interview guide employed open ended questions and probes to 

explore the participant’s experiences in detail (Grove et al., 2013:271).  

3.6.1 Interview 

In descriptive studies, an interview is a face-to-face conversation between two 

individuals with the sole purpose of collecting relevant information (Brink et al., 

2018:143). In qualitative research interviews, data is produced as words (Grove et al., 

2013:271). The researcher used interviews as they have an advantage of eliciting in-
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depth information and accurate data that also offers an opportunity to probe the 

interviewee. Interviews allowed the researcher to control the line of questioning.  

Semi-structured interviews are defined as interactions or conversations between the 

researcher and the participants, where the researcher does not ask a set of fixed, 

predetermined questions (Grove et al., 2013:271). The researcher used a semi-

structured interview guide to perform individual in-depth interviews. An example of an 

interview guide is provided in Annexure E. The researcher was guided by the 

supervisor on how to do the interviews, and then had a few practice sessions at a 

nearby MCH department of the hospital.  

3.6.2 Interview guide questions 

The semi-structured interview guide included open-ended probing questions. The 

open-ended questions revealed the beliefs and experiences of the participant. An 

example of an open-ended question was, “What are your experiences with acquiring 

and sharing information from a pregnant woman?” The participant was then 

encouraged to respond.  

The researcher then asked probing questions to explore the participants experience 

in more detail. Probes are gestures or prompts made by a researcher during an 

interview to ascertain further information from him or her (Grove et al., 2013:272). 

Some examples of probes that were used are: 

Probes: 

● What information do you share about pregnant women? 

● How do pregnant women engage with SBAs? 

Using open-ended questions and probes allowed the researcher to gain extensive 

explicit data from the participants (Ritchie et al., 2014:190).  

3.7 PILOT INTERVIEW 

Two pilot interviews were conducted with two participants as per the inclusion criteria. 

The researcher did the first pilot interview on 27 March 2021. The pilot interview was 

reviewed by the study supervisors who provided feedback. The findings of the pilot 
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interview assisted in restructuring of the interview guide as the participants seemed 

not to understand the questions. An introductory question was also added which asked 

the participants to ‘tell me about yourself.’  

This question made the participants relax. The researcher also needed to sharpen her 

interview skills as guided by the supervisors. The researcher received further guidance 

from the supervisor and a second pilot interview was held on 8 April 2021. The findings 

of the second pilot interview were included in the main findings. 

3.8 TRUSTWORTHINESS 

Trustworthiness is the degree of assuring data quality (Brink et al., 2018:158). In 

qualitative studies trustworthiness is ensured by using Lincoln and Guba’s (1978) 

framework (Polit & Beck, 2017:559). The framework suggests four criteria, namely: 

credibility, dependability, confirmability and transferability. 

3.8.1 Credibility 

Credibility refers to the truthfulness of the data collected and the interpretation of that 

data (Brink et al., 2018:158). Polit and Beck (2017:559) described credibility as viewed 

by Lincoln and Guba (1985) as confidence in the actuality of data and its interpretation. 

The researcher applied bracketing, member-checking and peer debriefing to ensure 

credibility (Barusch, Gringeri & George, 2011:12). The researcher applied bracketing 

by consciously setting aside her preconceived ideas and assumptions of the 

phenomenon, to exclude previous knowledge and preconceptions and to focus on 

what the participants were describing during the semi-structured interviews (Chan, 

Fung & Chien, 2013:1). The process of bracketing allowed for the true lived 

experiences of the SBAs to be identified during the interviews. The researcher also 

kept a reflective journal after each interview, that assisted the researcher in her 

reflections on whether bracketing was successfully implemented during the interviews.  

Member checking is the process whereby the accuracy of the data is checked with the 

participant. This can occur during and after the interview (Brink et al., 2018:158). 

During the interviews, the researcher used probing questions and reflective 

questioning by rephrasing questions to clarify and confirm information provided by the 

participant (Brink et al., 2018:158). Probes were also used to obtain more detailed 
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data and reflective questioning allowed the researcher to return to information already 

mentioned by the participant and to obtain more information. After the interview, the 

audio recording of the interviews was transcribed verbatim (Barusch et al., 2011:13). 

The findings were taken back to the participants for verification and the participants 

agreed with them and did not remove or add any new information. 

Peer debriefing was achieved by reviewing interviews with the study supervisors 

(Brink, et al., 2018:158). The researcher and the study supervisors made use of co-

coding of four interviews when analysing the data. Coding is the process of breaking 

the data into sub-parts and labelling them representatively (Grove et al., 2013:281). 

3.8.2 Transferability 

Transferability refers to the extent to which findings of the study can be applicable in 

other settings (Polit & Beck, 2017:560). The researcher ensured transferability of the 

findings by providing a thick description of the phenomenon, using purposive sampling 

and continuously collecting data until data saturation was reached. 

The researcher ensured that all activities were described richly and intensively by 

referring to the research documentation reference. The researcher selected 

participants as per the inclusion criteria and used purposive sampling to ensure that 

the participants who were selected were able to provide abundant information. The 

researcher pursued data collection until data saturation was achieved, to ensure all 

relevant information was obtained in the research study. Data saturation was achieved 

at the sixth interview and the researcher continued with three more interviews after the 

data saturation had been reached. 

3.8.3 Dependability  

Dependability is described as the reliability of data acquired over time (Polit & Beck, 

2017:559). The researcher ensured dependability by making sure that all processes 

within the study and study methods were reported in detail. The interviews conducted 

with participants followed the same semi-structured interview guide. Dependability 

was further achieved by having the transcriptions reviewed and verified by the 

supervisors and the researcher (Cypress, 2017:258).  
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3.8.4 Confirmability 

Confirmability refers to the possibility of congruency of data in terms of correctness, 

significance or meaning (Brink et al., 2018:159). Bracketing was used to identify and 

set aside pre-existing ideas and information about the phenomenon, to ensure that the 

true lived experience of the participant was reflected in the data (Grove et al., 2013:60). 

The researcher also kept an audit trail of how themes and sub-themes were decided. 

The supervisors examined the process of data collection and analysis in order to 

confirm the accuracy of results. 

3.9 DATA COLLECTION 

Grove et al. (2013:45) pronounced data collection as a methodical way of collecting 

information in order to respond to the research question. The data collection was 

conducted in Maseru District in Lesotho at three PHC centres. Data was collected 

through semi-structured interviews performed by the researcher. The researcher is a 

midwife who is working as a clinical supervisor at one of the Nursing colleges in 

Lesotho. The researcher had no previous contact with the participants. The data 

collection was done from March 2021 to May 2021 after approval was obtained from 

the Stellenbosch University Health Research Ethics Committee (HREC) and the 

Lesotho ethics committee, as well as the Maseru district offices (see Annexure A & B).  

The researcher visited the various PHC facilities to introduce herself and provide 

information about the study. The researcher gave the three clearance letters to the 

nurse in charge before she could commence the interviews. On the first encounter, 

the researcher talked to the nurse in charge of the PHC centre so that they could book 

the appointment when the healthcare centre was less busy. The researcher introduced 

herself, showed the nurse in charge the ethical clearance and gave them copies for 

record keeping. Thereafter, the researcher would call the healthcare centre on the 

morning of the booked date to confirm whether they would continue with interviews on 

the agreed date. Some interviews would be rebooked if they could foresee that they 

would still be busy in the afternoon of the interview day. The researcher managed to 

interview one participant per day as the healthcare centres were less busy in the 

afternoons. On the day of the recruitment, the researcher introduced herself to the 

prospective participant and explained the research study, to allow the participants to 
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sign informed consent, before the interviews. The interviews were performed in a 

private room. 

The researcher initially had a casual conversation with the participant before starting 

the interview. The interview guide contained introductory questions that encouraged 

the participant to talk about her/himself. The introductory questions not only helped to 

make the participant comfortable and relaxed, but also further established rapport and 

a trust relationship. The participant was given time to read the information leaflet and 

ask questions about the study before signing the consent letter. Four of the 

participants in the urban PHC centres did not meet the criteria. Of those who met the 

inclusion criteria, all agreed to participate in the interview, and none withdrew. An 

appointment was scheduled with the other participants on another day. 

The researcher made appointments with the participants at the convenience of the 

participants. The interviews were held in a private consultation room. The researcher 

and the participant sat facing each other with a distance of at least one metre between 

them. The door was closed to ensure privacy and avoid distractions and disruptions. 

Complete distraction was impossible to obtain, as there would be a lot of noise from 

other employees and clients in the passage. The researcher requested the participants 

to switch off their cell phones during the interview to avoid further distractions. The 

participants completed the consent form and the demographic data before 

commencement of the interview. The participants were informed prior to the interview 

that the interview would be recorded, and that the researcher would take field notes. 

During the interview, the researcher was responding using nonverbal communication 

like a nod, with positive eye contact to allow the participant to be free and comfortable. 

Probing questions were asked when necessary and if there was a need for 

clarification.  

The interview process took between 40-60 minutes. The interview sessions were 

conducted in English. Any clarifications that were needed in the local language of 

Sesotho were provided by the researcher. The participants were also allowed to use 

the local language if they felt more comfortable to express themselves in it. The 

researcher provided refreshments, namely, water, cool drinks and individually packed 

snacks, to allow the participants to be relaxed during the interview, even though the 
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participants preferred water only during the interviews and would eat the snacks after 

the interview.  

Covid-19 prevention measures were put in place during data collection, based on the 

risk determination and mitigation framework for Lesotho, which was set on the purple 

colour at the time of data collection (Nacosec, 2021:5). Precautions were taken 

according to the colour coding of the framework. Prevention measures included in the 

framework were, sitting at least one meter away from the researcher during the 

interview, the wearing of face masks and/or a face shield by the participant and the 

researcher throughout the interview process. Hand hygiene and sanitisation was done 

at the gate before the researcher went into the healthcare centre. Further hand 

hygiene was done before and after the interviews for both the researcher and the 

participants (Nacosec,2021:25).  

The researcher was screened at the gate by the screeners before being allowed into 

the PHC centre. The researcher screened the participant before they started the 

interviews. A screening register was kept by the researcher (see Annexure G). None 

of the participants nor the researcher contracted Covid-19 during the period of data 

collection. 

3.10 DATA ANALYSIS 

Data analysis is the process of scrutinizing and giving meaning to the data collected 

(Polit & Beck, 2017:530). In a qualitative study, data analysis is done concurrently with 

data collection (Grove et al., 2013:280).  

Data analysis in qualitative research refers to the categorization and ordering of 

information in such a way as to make sense of the data and then writing a final report 

that is true and accurate. After categorising and making sense of the transcribed data, 

all efforts were exhausted to identify themes as they emerged (Cypress, 2017:258). 

Colaizzi’s (1978) seven step phenomenological method of data analysis was used to 

analyse the data (Morrow et al., 2015:643). This method was helpful as it allowed 

confirmation of results by going back to the study participants and helped the 

researcher put aside her own perceptions about the phenomenon (Polit & Beck, 

2017:541). 

The Colaizzi’s steps are:  
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1.  The audio recordings were immediately transcribed verbatim after the 

interview and the transcript was read and listened to in its entirety, to gain a 

sense of the whole.  

2. Significant statements were extracted from each transcript.  

3. Meanings were formulated as they emerged from the significant statements -

using significant insight.  

4. The formulated meanings were organised into clusters of themes. The clusters 

were validated by referring to the original transcript to ensure that no data had 

been ignored.  

5. The results were integrated into an exhaustive description of the topic being 

studied.  

6. The essential structure of the phenomenon was formulated.  

7. The descriptive findings were validated with the participants to confirm if the 

essential structure described their experiences (Morrow et al., 2015:644).  

Each of these steps is discussed in detail below. 

3.10.1 Transcription of all interviews then reading and re-reading (immersion 

into data) of transcriptions 

The first step in the Colaizzi’s method is familiarization, whereby the researcher reads 

the accounts of the participants several times (Morrow et al., 2015:644). This process 

was stated as immersion in the data by Gray et al. (2017:270).  

Transcription of interviews refers to the copying by writing down or typing of audio-

recorded interviews word for word (Gray et al., 2017:268). After each interview, the 

researcher listened to the audio recording. The researcher transcribed the audio 

recordings of the interviews soon after each interview was conducted, which further 

allowed her to become familiar with the data. The researcher listened and re-listened 

to the audios and made corrections on the transcriptions where she had missed 

something and to listen to the audio recordings to become immersed in the data. This 

assisted the researcher to acquire a sense of the participants’ experiences. The 

supervisors also listened to, read, and checked the transcriptions. 
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3.10.2 Significant statements were extracted from each transcript 

The researcher identified all significant statements and phrases that are of relevance 

to the experiences of the SBAs. The statements were highlighted in each transcription. 

The extracted statements were related to the study objectives. The statements gave 

rich descriptions of the experiences of SBAs with informational continuity. These are 

described as coding (Morrow et al., 2015:644).  

3.10.3 Meanings attached to significant statements 

The researcher identified relevant meanings to the phenomenon. This was attained 

by comparing the extracted statements and the individual participants’ transcripts to 

ensure that the essence and meaning were captured correctly. The meanings gave 

descriptions of the lived experiences of the SBAs.  

3.10.4 Statements categorized into clusters of themes 

Identification of similar meanings was done, and they were grouped together to form 

sub-themes. Four main themes and ten sub-themes were identified. The supervisors 

reviewed the themes and sub themes which emerged from the findings, hence the 

rigour of the study was increased. The researcher also referred to the research 

objectives to check if they had been addressed by the themes and the sub-themes.  

3.10.5 Exhaustive description 

The fifth step involved organising and gathering all the themes into an exhaustive 

description of the lived experiences of the participants. The themes were described in 

context using the sub-themes and formulated meanings to validate the description. 

The phenomenon was described by also using the participants’ verbatim quotations 

to substantiate the themes and the sub-themes extracted. The exhaustive description 

was portrayed in such a way that it allowed the reader to gain an understanding of the 

phenomenon under study. The description was then reviewed by the study supervisors 

for validation to ensure that the exhaustive description captured all the elements of the 

phenomenon, as described by the participants. This process was implemented to 

ensure that the content was vivid and that no aspects of the lived experiences were 

excluded from the description. 
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3.10.6 Essential structure of the phenomenon was formulated  

The fundamental structure of the phenomenon was formulated. The researcher 

condensed the exhaustive descriptions into a short dense statement that captured only 

the aspects that were essential to the structure of the phenomenon and removed any 

redundant descriptions. This was accomplished by implementing an iterative process 

of moving back and forth between the raw narratives, to formulate meanings, sub-

themes and main themes. The raw narrative clarified how the sub-themes were related 

to each other. This allowed the researcher to generate clear relationships between 

themes, sub-themes and formulated meanings. Any differences in the experiences 

were highlighted and included in the description. 

3.10.7 Validation of findings 

The last step involved seeking verification of the fundamental structure. The 

researcher returned to the participants for validation of the findings and asked them if 

all their experiences were captured. The researcher was able to perform this step by 

verifying whether she had captured all the experiences of the previous participant 

before interviewing the next one. Two of the participants were contacted 

telephonically. However, none of the participants changed the information provided 

during their interviews. 

3.11 SUMMARY 

A qualitative research approach with a descriptive phenomenological design was used 

to explore the experiences of SBAs on informational continuity during ANC. Nine SBAs 

participated in the study using individual in-depth interviews. The participants were 

purposively selected from the PHC centres in the Maseru district of Lesotho. The 

interviews were audiotaped in a consultation room at each health centre. The rights of 

the participants were protected by incorporating the ethical principles of protection of 

human rights of the Declaration of Helsinki of 2013 (World Medical Association 

Declaration of Helsinki, 2013:2191-2194). Written informed consent was obtained 

prior to doing the interviews. Covid-19 protocols were adhered to during the data 

collection. Rigour of the study was ensured by satisfying the four criteria of credibility, 

dependability, confirmability and transferability. The data was analysed concurrently 
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with the data collected. The data analysis was performed using Colaizzi’s (1978) 

method (Morrow et al., 2015:644).  

The next chapter will discuss the findings of the study.  
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CHAPTER FOUR 

RESEARCH FINDINGS 

4.1 INTRODUCTION 

This chapter presents the findings obtained from the data collected from SBAs working 

at PHC centres in the Maseru district of Lesotho.  

The aim of the study was to explore the experiences of SBAs with informational 

continuity during the ANC period at primary healthcare centres in Lesotho.  

SBAs who had worked in the Maternal and child health (MCH) clinics for a period of 

two years or more were interviewed at one rural and two urban healthcare centres. 

Nine participants, inclusive of one pilot interviewee who met the criteria were included 

in the interviews.  

Three of the participants were from the rural healthcare centre and six were from the 

two urban health centres. One of the urban healthcare centres had four participants 

who met the criteria whereas the other one only had two who met the criteria. Semi-

structured interviews were done and were recorded using a voice recorder.  

4.2 DEMOGRAPHIC DATA OF INTERVIEWEES  

A total of nine participants were interviewed. They comprised two males and seven 

females whose ages ranged between 30 and 53 years old. Eight of the participants 

were married with children and one was single with no children. Their total number of 

years in service ranged from five to 22 years.  

The number of years working in MCH ranged between three and twenty-two years. 

Two of the participants were Nurse Clinicians, one was a Nursing Officer and six were 

Registered Nurse midwives. 

Participant one: Was a female aged 34 years. She was married. She worked as a 

Registered Nurse Midwife at the rural healthcare centre. Her total number of years in 

service was ten years but she had worked in the mother and child health (MCH) 

department for four years. 
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Participant two: Was a male aged 53 years. He was married with four children. He 

worked as a registered nurse at the rural health centre. His total number of years in 

service was twenty-two years and he had worked in the MCH department for the full 

twenty-two years. 

Participant three: Was a female aged 46 years, married with three children. She was 

working at the healthcare centre as a nurse clinician. Her total number of years in 

service was seventeen years and she had worked in the MCH department for five 

years. 

Participant four: Was a female aged 39 years. She was married with one child. She 

worked at the urban healthcare centre as a nurse clinician. Her total number in service 

was fourteen years and she had worked in the MCH department for three years. 

Participant five: Was a female aged 37 years and she was single. She was working 

at the urban health centre as a Registered Nurse Midwife. Her total number of years 

in service was twelve years and she had worked in the MCH department for eight 

years. 

Participant six: Was a female aged 32 years, married with two children. She was 

working at the urban healthcare centre as a registered nurse midwife. Her total number 

of years in service were twelve and she had worked in the MCH department for the 

full twelve years. 

Participant seven: Was a male aged 30 years, married with two children. He was 

working at the urban healthcare centre as a Registered Nurse Midwife. His total 

number of years in service were five and he had worked in the MCH department for 

three years. 

Participant eight: Was a female aged 42 years. She was married with two children. 

She worked at the urban health care centre as a nursing officer. Her total number of 

years in service were seventeen and she had worked in the MCH department for nine 

years. 

Participant nine: Was a female aged 37 years, married with two children. She was 

working at the urban healthcare centre as a Registered Nurse Midwife. Her total 
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number of years in service were nine and she had worked in the MCH department for 

three years. 

4.3 THEMES EMERGING FROM INTERVIEWS ON EXPERIENCES OF SBAS  

Four themes emerged during data collection and analysis. They are:  

1. Skilled birth attendant (SBA) pregnant women communication,  

2. Healthcare provider communication,  

3. Documentation during ANC, and 

4. Protocols and guidelines during ANC.  

Some of the participants addressed the pregnant women as patients, some as clients. 

In this chapter the term pregnant women will be used.  

Table 4.1 below describes the themes and sub-themes and Table 4.2 describes the 

meanings formulated.  

Table 4.1: Themes and sub-themes  

Themes Sub-themes 

1. Skilled birth attendant 
(SBA) pregnant women 
communication 

● Information sharing with pregnant women 

● Family support companionship 

● Challenges with communication  

2.  Healthcare provider 
communication 

● Communication within the facility 

● Communication with the community 

● Communication between facilities 

3. Documentation during 
ANC 

● Communication documents used in ANC  

● Challenges with documentation 

4. Protocols and guidelines 
in ANC  

● Use of protocols and guidelines 

● Dissemination of protocols and guidelines  
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Table 4.2: Formulated meanings 

Sub-themes Formulated meanings 

Information sharing with 
pregnant women 

 

● Spend adequate time with the pregnant 
women 

● Build the confidence of the women 

● Provide individualised care and education 

● Provide the women with pre-pregnancy 
education 

● Prepare the women for future pregnancies 

● Provide antenatal education  

● Prepare the women for labour 

● Complete the antenatal information record  

● Perform physical examinations on the 
pregnant women 

● Perform physical examination to exclude 
physical abuse  

Family support-companionship 

 

● Involve family member when there is a 
problem 

● Communicate with partner if abnormalities 
noted 

● Provide education through pamphlets by 
village health workers 

● Encourage women to come with partners 

● Provide information of findings  

Challenges with communication ● Multitasking leads to prolonged waiting time 

● Prolonged waiting time leads to delayed 
booking with subsequent pregnancies 

● Failure to give information due to work 
overload 

● Complications due to delayed antenatal 
booking 

● Delayed antenatal booking due to lack of 
information 

● Provision of inadequate information by 
pregnant women 

● Provision of inaccurate information by 
pregnant women 

● Adolescents forget easily 

● Adolescents too shy to mix with older 
women 
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Communication within the facility 

 

● Assist in women management 

● Share information through documentation 

● Share information during meetings 

● Share information between providers 

● Agree on women management 

Communication with the 
community 

● Provide information in the community 

● Provide information at outreach  

● Provide education to village health workers 

● Provide information to women in the 
community 

Communication between 
facilities 

 

● Refer complicated cases 

● Consult in emergencies  

● Poor client feedback from referral hospital 

● Feedback from women 

Communication documents 
used in ANC 

● Use of multiple recording 

● Record in Bukana 

● Recording in LOR 

● Record findings in Antenatal register 

● Record in E-register 

● Use tally sheets for statistics 

●  

Challenges with documentation 

 

● Inaccurate information retrieval  

● Inadequate documentation gives wrong 
information 

● Increased workload affects documentation  

● Identifying documentation errors 

● Recording errors due to unavailability of 
LOR 

● Unavailability of information causing 
Inaccurate documentation 

● Documentation challenges 

● Multiple documenting hence increasing 
workload  

Use of protocols and guidelines ● Unavailability of clear protocols 

● Managing women using protocols 

● Managing women using guidelines 

Dissemination of protocols and 
guidelines 

● Acquire knowledge at workshops 

● Disseminate through meetings 
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4.3.1 Theme one: SBA pregnant women communication 

SBA pregnant women communication involves the exchange of information between 

the SBA and the pregnant women. This exchange of information makes the pregnant 

women become involved in their care. Involvement of pregnant women during ANC 

helps in the outcome of the pregnancy. Positive communication with pregnant women 

is vital during the ANC period, as this communication brings a positive relationship 

between the SBAs and the pregnant women. The positive relationship encourages the 

women to utilise the healthcare services. Three sub-themes emerged from the theme 

of SBAs involving women and communication.  

4.3.1.1 Information sharing with the pregnant women 

Women need to be supported by information during pregnancy. When women are 

supported with information pregnant women are able to experience a positive 

pregnancy outcome. All the participants stated that it was important to spend enough 

time with the pregnant women, giving them pregnancy related information. If the 

pregnant women are well equipped with information, their confidence is boosted, and 

a strong SBA women relationship is built. Building a good rapport with the women 

leads to a pregnant women centred approach and better pregnancy outcomes.  

“I have realised that they usually come. It is how much time you take with your 

pregnant woman elaborating on issues relating to her and see that you can 

actually win your pregnant woman and boost her confidence.” (Participant two). 

Individualising pregnant women care was considered as important as it led to better 

understanding and cooperation by the pregnant women. 

“We shouldn’t give it when they are all at once. But we should treat them as 

individualised patients.” (Participant six). 

“… the other thing that we need to do is to individualise care. Even though we 

give education to them as a group there is need to give individualised 

education.” (Participant five). 

Information sharing with pregnant women starts before they fall pregnant so these 

women are prepared for pregnancy. Pre-pregnancy education equips women with 

Stellenbosch University https://scholar.sun.ac.za



 
 

54 
 

knowledge, so that when they fall pregnant, they will report the pregnancy early as 

soon as they miss their periods.  

“Basically, I would say the antenatal period is a period which does not only start 

when a woman comes in pregnant but is a continuous care from when the 

patient is attending family planning. We start preparing them for future 

pregnancies during this time.” (Participant two). 

All the participants indicated that they shared information with the pregnant women in 

the form of health education.  

“So, when they come, the first thing we do is we start with health talk, we share 

to them about PMTCT, we also share about how to take care of themselves, 

the equipment they should prepare for the baby.” (Participant four). 

Supporting pregnant women during ANC, helps them psychologically as well as 

physically. Pregnant women were given information on the complications that may 

occur during pregnancy, so that when they experience these complications, they can 

quickly report to the PHC centre.  

“… So, after that we examine them, we give them health education about the 

complications of pregnancy, signs of labour, also the danger signs in pregnancy 

so that when they see these danger signs, they should come to the health 

centre.” (Participant seven). 

We give them health education on danger signs, true signs of labour and minor 

disorders, nutrition, and immunisations, but to be specific on tetanus toxoid.” 

(Participant eight). 

Obtaining histories from pregnant women is another way of communication between 

the SBAs and the pregnant women. This information assists in deciding the 

management of the pregnant women or the place of childbirth.  

“So, when they get here, I want to know all about them. I will ask them where 

they live, their name, their age and I will ask them about their family history. If 

in the family, they have anybody with hypertension, from the woman’s and the 

husband’s side. We will ask about DM (diabetes mellitus), epilepsy, asthma 
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because we believe that some of those diseases are genetic, they can have 

inherited them from their parents, so we have to prepare.” (Participant six). 

“You want to know the physical being of your client, which you get by not only 

examining but to know the medical history of your client. You also want to know 

the gynaecological history of your client and social habits. When I talk about 

social habits, I talk of alcohol abuse, or use of alcohol, smoking and you also 

ask about the previous pregnancies. You also want to know about the family 

history which can actually guide you with coming up with a proper management 

of the client.” (Participant two). 

Physical examination was another way of getting information about the pregnant 

women. They explained that physical examination helps them to exclude nutritional 

deficiencies, monitor the growth of the foetus and with maternal health.  

“… then we go for abdominal examination where we measure the height of 

fundus that will help us to estimate the gestational age especially in women 

who forgot when their last menstrual period.” (Participant five). 

One of the SBAs said that physical examinations may give them information that they 

were not given during history taking such as physical abuse. 

“Eee apart from that we also do our examination where we take that woman to 

the examination room. Then we might also get some history that she was 

hiding, for example if the woman was abused, we also observe if there are any 

signs of that.” (Participant seven). 

SBAs communicate with pregnant women through history taking and health education. 

Risk factors in pregnancy could be identified during history taking. 

4.3.1.2 Family support-companionship 

ANC is the time when pregnant women need a lot of support because of the 

physiological and psychological changes that are occurring in their bodies. During 

ANC, the family of a pregnant women should not be ignored as they offer support to 

her. Three of the participants indicated that they communicated with the family of the 

pregnant women, especially if there is a problem and they do this with the consent of 
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the women. This communication enables the family to continue giving support to the 

women when they are in their home environment. 

“If there are problems, we have to include the third person being the family 

member or the village health worker.” (Participant one). 

“We usually communicate with the partner or relative if we find any abnormality 

during our examination.” (Participant eight). 

Furthermore, communication with the village health worker was described by the SBAs 

as enabling support between the midwife and the family of pregnant women. 

“We have leaflets that talk about danger signs that are written in Sesotho. We 

give these leaflets to the village health workers to read to the pregnant women 

at home.” (Participant three).  

Pregnant women were encouraged to come with their partners during ANC. This was 

revealed as aiding in the support that pregnant women get during pregnancy at family 

level. Seven of the participants revealed that partner involvement or companionship is 

encouraged in the PHC centres, even though most people have not accepted it and 

some of the pregnant women have husbands who work out of the country. 

“… and we also advise them to come with their partners when they come for 

ANC so that while we are giving this woman health education the partner will 

be listening so that they know how to take care of this pregnant woman at 

home.” (Participant nine). 

“We encourage the women to come with their partner or any relative of their 

choice as some partners are in South Africa, so that we share with them the 

health of the woman.” (Participant five). 

Usually when the pregnant women come for ANC without companionship, the SBA 

communicates the findings of the examination to the pregnant women. However, there 

was no need to involve the relatives or companion if there is no abnormality detected.  

“… but under normal circumstances where there are no abnormalities, we take 

it like that, we just assess the patient and talk with the patient and that’s all.” 

(Participant eight). 
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Support for the pregnant women is given during ANC. The pregnant women are 

encouraged to bring their spouses or any other companion with during ANC. However, 

it was noted that the majority do not bring their partners as some work away from 

home. A family member or village health worker can be involved if the women have 

any complications for continued care in the community. 

4.3.1.3 Challenges with communication 

Challenges during ANC need to be overcome for the pregnant women to experience 

a positive pregnancy outcome. Both SBAs and pregnant women experienced some 

challenges during the provision of ANC. Some of these challenges are caused by 

multitasking by the SBAs. Multitasking is when a person performs more than one task 

at a time. The participants mentioned that they did not focus on pregnant women only.  

They also attend to other departments like outpatients, ART, MHC care as well as 

assisting women during childbirth. When a complication arises during a pregnancy 

during the ANC period, they referred the pregnant mother to the hospital. They 

indicated that multitasking led to prolonged waiting times for pregnant women.  

“At times when you are attending the ANC clients and a labouring woman 

arrives, you have to leave the pregnant woman and attend to her. This prolongs 

waiting time for the women” (Participant six). 

“When one working on OPD and the other nurse has referred the client to the 

hospital, so I have to see OPD and ANC clients” (Participant five). 

One participant revealed that prolonged waiting time during the first booking may lead 

to delayed ANC booking in future pregnancies. 

“I think these women delay to come for the initial visit because of the time that 

they take here …” (Participant two).  

It is very important to give information to the pregnant women regarding health, 

nutrition and others. However, the participants also said that they would sometimes 

fail to give important information or to do important duties due to increased workloads 

and multitasking.  
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“…. Sometimes you forget to give the information that you are supposed to give. 

Sometimes you even forget that they must go for the TT’s (tetanus toxoid 

vaccine) because they are getting TT vaccination.” (Participant four). 

“So, one other thing is that we can miss giving information because we have a 

shortage of midwives and pregnant women come in numbers in a day so the 

workload can make you forget some information.” (Participant eight). 

The participants explained that most of the antenatal pregnant women delayed coming 

for the initial ANC contact. The first antenatal visit should occur within the first trimester 

or as soon as the pregnant woman misses her menstruation period.  

“ee most of the pregnant women delay to come for the first visit they usually 

come when they are in the third trimester with complications.” (Participant 

seven). 

“Our challenge is about these pregnant women. Most of them come within the 

third trimester when we are expecting them within the first trimester and now, 

they will be coming with many complications which I think is caused by lack of 

information.” (Participant six). 

Some of the pregnant women lived far away from the clinic and would come late in 

their pregnancy because they had financial problems. 

“Ea mme we still have challenges about the pregnant women that stay far from 

clinic. They don’t come early most of them. Some will say I didn’t have money 

to come for ANC, it is only now that I have money to come so they miss the 

continuous health education.” (Participant three). 

Lack of information could have caused some pregnant women to delay coming for the 

initial antenatal booking.  

“I think most of them have very little information about pregnancy because you 

will see most of them come at the last trimester to the ANC clinic while we are 

expecting them to come within the first trimester, but they come within the third 

trimester and now they will be coming with many complications.” (Participant 

nine). 
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Inadequate or inaccurate information from pregnant women would lead to 

mismanagement of the women. 

“Some of these women do not give us all the information that we need, more 

especially their information related to their HIV status. They may have tested 

and started treatment and defaulted and when they come here, they come as 

new patients. Some of them don’t give us enough information about the 

number of pregnancies they have had.” (Participant eight). 

“Because sometimes the client does not give the accurate information even if 

they have been asked like you will be asking the gravida she will be saying 

gravida 2 whereas its gravida 3.” (Participant four). 

Women at the urban PHC centre sometimes changed the healthcare centre they went 

to without communicating with the SBAs. Therefore, clinic staff cannot follow up 

properly. 

“The other challenge can be that our clinic is in town and most of them are 

here in town just for work. They normally go to their relatives in the rural areas 

for delivery and they don’t report. So, we can’t follow them up.” (Participant 

six). 

Adolescent pregnant women could not grasp the health education they were given. 

They would forget it and needed to be reminded every time they came to the 

healthcare centre. Five of the participants noted that it was difficult to give information 

to adolescent pregnant women.  

“Most of the adolescent pregnant women do not have any information about 

pregnancy. If they are given any information during the first visit that same 

information needs to be repeated several times as they forget easily.” 

(Participant five).  

 “Hey! it is very hectic because sometimes you find out that when they come for 

the first visit, we give them information. When they come for the subsequent 

visit, they have forgotten because they are very young. So, you need to 

emphasise on the previous education every time they come.” (Participant four). 
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Six of the participants indicated that adolescents do not feel free if they are mixed-in 

with the elderly pregnant women which could affect their listening abilities and they do 

not ask questions. The other reason that was pointed out by participants at two of the 

PHC centres was that they had limited space to separate the adolescents from the 

other women. This made the adolescent pregnant women feel that they weren’t free 

during the health education sessions. 

 “I think the other challenge is that our clinic is very small, and the pregnant 

women are many and we ought to have an adolescent corner but there is no 

space for that. There we mix adolescents with adults here so these adolescents 

there are not free to be sitting with older pregnant women because they are 

already shy about their pregnancy when they are still young.” (Participant nine). 

“I wish we had a separate corner for the adolescents because they are so shy.” 

(Participant five). 

Several challenges were encountered during communication between the SBAs and 

pregnant women. The challenges included inaccurate histories from the women and 

the fact that the adolescent women were too shy to mix with older women and would 

not grasp the education they were given during the antenatal period. Multitasking and 

work overload were mentioned as reasons for not receiving information. 

4.3.2 Theme two: Healthcare provider communication 

Healthcare providers’ communication involves sharing of information with pregnant 

women within the health centre. At the PHC centres there should be sharing and 

recording of pregnant women’s information. Teamwork at a PHC centres is very 

important as it results in continuity of care for pregnant women, leading to a positive 

pregnancy outcome. 

Three sub-themes emerged, namely, communication processes within the facility, with 

the community and between facilities. A description of the flow of information from the 

time the pregnant women arrived at the healthcare centre until she went home was 

given by all the participants. This communication involved how healthcare providers 

were involved in the care of the pregnant women. Communication during ANC 

improved the management of the pregnant women. Communication could be done 
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within the facility, with the community and between the facilities they refer pregnant 

women to. 

4.3.2.1. Communication within the facility 

Communication is the exchange of information which can either be verbal, written or 

through the use of the media. All the participants indicated that they did not only 

depend on the information provided by the pregnant women. They also depended on 

the information provided by other healthcare providers that were working within the 

facility. Information sharing within the facility occurs among the SBAs, and with other 

healthcare providers; through meetings, documentation, and reports.  

Six of the participants indicated that they were always communicating among each 

other about pregnant women who have complications. This communication assists 

them with making decisions on the management of the pregnant women. Coordination 

and sharing of information during pregnancy is important for detection of complications 

as well as for prevention of maternal mortality.  

“So, the communication between midwives, maybe let’s say I am consulting 

the ANC, maybe one of the patients has a high blood pressure I will call my 

colleague so that we discuss the patient situation and come up with a possible 

solution.” (Participant six). 

“Whenever there is a woman with a complication you call another so that we 

agree before we refer her.” (Participant seven). 

The ANC register was another communication tool. They record all the information of 

the women including laboratory results in the register, so that the next person to see 

the pregnant women will have more information about her.  

“ee our communication is through the register. As we document the laboratory 

results so the next person will see or call the patient if she needs treatment.” 

(Participant seven).  

There is continuous care and communication with other healthcare providers at the 

healthcare centres. There is communication with nursing assistants, professional 

counsellors and screeners. Communication with other healthcare providers at the 

health centre is mostly done through documentation.  
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The screeners at the gate screen the pregnant women and record in the small 

outpatients’ booklet known as ‘Bukana’. 

“Ok during the visits, we have screeners, they screen the patients at the gate. 

They screen the patients for Covid-19 and tuberculosis (TB), and they 

document that in the Bukana.” (Participant eight). 

After offering HIV testing services (HTS), the professional counsellors record the 

results in the booklet and inform the SBA.  

Three of the participants indicated that if the result was negative, the result was written 

in the booklet whereas if it were positive the counsellor would inform the SBAs about 

what they had discussed with the pregnant woman and the SBAs would then reinforce 

the education given. 

“We send them to the HTS room where they will meet the counsellors, they will 

test them and document in the Bukana. But most of the time, the counsellors if 

the patient is HIV positive, they will take the patient to the midwife but if the 

patient is negative, they document in the Bukana.” (Participant two). 

The other mode of sharing information was through meetings. Information shared in 

the meetings could be feedback from workshops or it might be a discussion about 

problems encountered during ANC.  

Participants at all the healthcare centres indicated that meetings were held on a 

weekly basis. However, they all mentioned that they could have ad hoc meetings when 

there was anything that needed urgent attention.  

Four of the participants revealed that they could have meetings every morning among 

themselves, or when the need arose. 

 “Eee sharing of information here at MCH, we normally have weekly meetings 

here or sometimes we cannot even wait for the weekly meeting if maybe there 

is something alarming, we can meet at that time as midwives to discuss the 

matter.” (Participant five).  

Stellenbosch University https://scholar.sun.ac.za



 
 

63 
 

“Here at MCH we share information during our weekly meetings. At times if 

there is any emergency like a woman with severe PIH Pregnancy induced 

hypertension we call each other to assist in decision making.” (Participant one) 

4.3.2.2 Communication with the Community 

Successful care of pregnant women starts at the family and community level. 

Participants indicated that they communicated with the community mostly through 

health education sessions. The health education was given by either the SBAs, the 

village health workers or the lay counsellors.  

One of the participants indicated that they gave information in the community which 

they reinforced when the pregnant women came to the healthcare centre. The village 

health workers and the mothers to mothers lay counsellors also gave health education 

to the community. These village health workers were given information on what to 

teach the pregnant women at the healthcare centre. 

“Much as we share information by doing pitso’s health education in the 

community talking to pregnant women and women in general we should never 

assume that they know it all.” (Participant two). 

  “We also give the women education at the outreach.” (Participant seven). 

The pregnant women were followed up at home. The SBAs educated the village health 

workers who would continue with giving information, as well as supporting the 

pregnant women in the villages.  

The village health workers usually came to the health centre for monthly meetings. 

“So, when they come we normally emphasise the importance of the antenatal 

coming to the facility when they miss their period. So, theirs is to continue giving 

health education at home that every woman when they miss their period they 

have to come to the facility, especially if they are not on any contraceptives.” 

(Participant three). 

“We also have lay counsellors from mothers to mothers who give health 

education on PMTCT in the community.” (Participant six). 
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4.3.2.3 Communication between facilities 

The PHC centres manage pregnant women who have no complications. In the event 

of a complication the pregnant woman will be referred to the district or tertiary hospital. 

One of the urban health centres has a resident doctor whom they refer their pregnant 

women to.  

The referral process to the next level of care is the same for all health centres, as 

indicated by all the participants, except for one of the urban health centres who refer 

the pregnant women to the resident doctor who will in turn refer them to the hospital. 

Communication with the referral hospital is by use of a mobile phone. Communication 

before referral is important as advice is given on first line management, which will 

assist the SBAs to manage the pregnant women before there is deterioration of their 

condition or before referring the women. When transferring the pregnant women, they 

write a referral form, as well as recording in the women’s LOR.  

However, they can be given advice on how to manage the pregnant women at the 

health centre if the condition does not warrant referral to the hospital. The SBAs escort 

the women to the hospital where they sometimes hand the patient over to the midwife 

in the labour ward who in turn calls the doctor. 

“All pregnant women that we cannot manage we refer them there but before 

referring we have to contact the doctor on call and inform them that we are 

referring a pregnant woman from here. Sometimes they can even advise us on 

what to do and we find that at the end we don’t have to send the patient.” 

(Participant six). 

“So, when we arrive at the hospital we would have called the maternity ward or 

the doctor on call so that we find them prepared to receive the patient. So, when 

we arrive there we tell the history of the patient to the midwife who will call the 

doctor so after the admission of the patient we go back to our facility.” 

(Participant seven). 

Sometimes, poor feedback is received from the district hospital on the progress or the 

management that was done on the pregnant women. Feedback is important in the flow 

of information as it allows the SBAs to know if they managed the pregnant women 
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appropriately. Some participants mentioned that they had to call the hospital or take 

the mobile number of a pregnant women to enquire about the management or her 

progress. 

“Otherwise, the hospital do not call to give us feedback of the outcomes of the 

patient. So somehow it is a challenge because we also need to be appreciated 

when we have taken a good decision.” (Participant seven). 

“About the pregnant women we refer to hospital, sometimes we never get 

feedback of how they progressed but most of the time we meet them during six 

weeks’ postnatal clinic. Sometimes we see them when they come for OPD, for 

instance there is one we referred to the hospital, she miscarried but she didn’t 

come immediately after she was discharged, I only met her when she came for 

OPD here and I asked, what happened. She said ahh ‘Me I met problems there, 

I didn’t make it. That is how we get the feedback how we meet them.” 

(Participant three). 

Communication between the SBAs and other healthcare providers was continuous. 

Communication at the facility was mostly through documentation. Communication with 

the community was mostly through health education sessions that were provided by 

either the SBAs or the village health workers. Communication with the hospital was 

done via the telephone whereby the SBAs would call first before referring the women. 

4.3.3 Theme three: Documentation during ANC 

Documentation forms part of communication during ANC. Two sub-themes were 

identified, namely, communication documents during ANC and challenges with 

documentation. 

4.3.3.1 Communication documents used during ANC 

 Proper documentation guides the next person who will be managing the pregnant 

women. There are different types of documents used during ANC.  

These documents include Bukana, LORs, the Antenatal register, the appointment 

register, the E-register and tally sheets. 
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4.3.3.1.1 Bukana 

The pregnant women’s Bukana was the second record they used to record the 

investigations as well as to document findings if the LOR was out of stock. Bukana is 

a small booklet that is used by all adults for outpatient departments. During pregnancy, 

this booklet is used for screening, HTS, and to record the laboratory results. Before 

the pregnant women can go into the healthcare centre, screening for Covid-19 and 

tuberculosis is done at the gate and recorded in the Bukana.  

“… during the visits, we have screeners they screen the patients at the gate. 

They screen the patients for Covid-19 and TB, and they document that in the 

Bukana.” (Participant eight). 

“The screeners at the gate screen the pregnant woman for Covid-19 and 

tuberculosis and record the results in her outpatient’s booklet.” (Bukana). 

The professional counsellor records information in the pregnant women’s Bukana after 

HTS. The SBA will utilise the information recorded in the booklet during antenatal 

consultation of the pregnant women. 

“… then we send them for HIV testing and counselling. After testing the 

counsellor writes the tests in the Bukana.” (Participant five). 

4.3.3.1.2 The Lesotho obstetric record (LOR). 

The LOR is used to record all the information they get from the pregnant women during 

the first contact. At the first contact, the pregnant women are given the LOR, and it is 

then kept by the women and brought with them when they visit the PHC centre. The 

LOR is used from antenatal stage until the postnatal stage. All the consultations done 

during ANC are recorded in the LOR. After giving birth, the LOR is left at the health 

centre for subsequent postnatal care.  

“We have a Lesotho obstetric record which I think it contains all the information 

that is necessary to everyone that is going to assess the client. If that record is 

always there, I think everybody who is going to meet the client is going to have 

information. So even if I am not present at the moment and the client has been 

seen, the next time I see the patient with LOR I am going to get the information 

in the record.” (Participant one).  

Stellenbosch University https://scholar.sun.ac.za



 
 

67 
 

“So, ee during the clinic we have three kinds of registers. They are different 

because there is the LOR and manual ANC register together with the E-

registers. In these registers we record the same information inclusive of blood 

results.” (Participant four).  

The LOR is the major document that is used during ANC as it contains all the 

information concerning the ANC period.  

4.3.3.1.3 Antenatal Register 

The antenatal register is used to summarise all the information from the LOR. In the 

antenatal register there is a summary of all the findings from examinations, 

investigations, health education and treatment that was given to the pregnant women. 

All the participants indicated that they updated the e-register at every visit. 

“Ee we also apart from the LOR we have ANC register. So, on the register we 

write those women and also, they are updated at every visit. Or if she has some 

results that may come, and she is not there. So, we just write the results in the 

Register so that when we update her during subsequent visit we also update in 

the LOR. Apart from that we use the E-register this one is also used to help us 

to see if the women have missed the appointment. So, we also have the same 

information about that woman. It also contains the same information from the 

LOR” (Participant seven). 

“Then from the HTC counsellor we come to the documentation here, where I 

am using the ANC register. The information that I am going to fill in the ANC 

register is extracted from the obstetric record” (Participant two). 

4.3.3.1.4 E -register 

The E-register was also used as another form of documentation. The E-register was 

an electronic register that is recorded on a laptop. The information that was recorded 

in the LOR and the antenatal register was also recorded in the E-register. Two of the 

PHC centres had E-registers which are updated by the SBAs while one urban PHC 

centre did not have an E-Register. They also used the E-register to book subsequent 

antenatal contacts. 
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“Eee there isn’t much to say except that the information in the LOR in the 

manual register and in the E-register is the same because we record all their 

information.” (Participant one). 

“We also use the E-register to book subsequent appointments for pregnant 

mothers. We can trace them if they don’t come.” (Participant one). 

Participants on one of the urban PHC centres indicated that the E-register was used 

as a database and was connected to the Ministry of health. The E-register would also 

help the SBAs to trace missed appointments. The details of the pregnant women, who 

had missed an appointment, was given to the village health workers who were 

appointed to visit the pregnant women in the community and inform them to attend the 

clinic. 

4.3.3.1.5 Tally sheet 

A daily tally sheet was used by all the healthcare centres to monitor the daily 

attendances of the pregnant women. This was used for statistical purposes.  

“… then we also have the tally sheet. The tally sheet will also include if they 

have received supplements or not, whether she was tested for syphilis, and 

again we have the PMTCT register.” (Participant five). 

4.3.3.1.6 Manual appointment book 

One of the healthcare centres did not have an E-register. Therefore, they used the 

manual appointment book. This appointment book would help them to trace the 

missed appointments. 

“We also book our clients in the appointment book so that when they don’t 

come, we send the village health workers to trace them.” (Participant nine). 

They are different forms of communication documents used during ANC. Two of the 

PHC centres had E-registers which would act as a backup. They used the E-register 

to book appointments also. A manual appointment register was used where there was 

no E-register. The LOR was used as the major communication documentation during 

the antenatal period. Occasionally, the Bukana which was an outpatient booklet would 

be used if the LOR was out of stock, although it did not allow for capturing all the 

required information. 
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4.3.3.2 Challenges with documentation 

All SBAs indicated that they encountered various challenges during documentation 

which included inaccurate information from the pregnant women.  

 “And you find that some of them they do not give us the information that we 

require.” (Participant eight). 

The participants indicated that there was also a need for accurate information retrieval 

from the pregnant women as inaccurate information retrieval led to inaccurate 

documentation. If there was inaccurate documentation during the first visit, the next 

provider during subsequent visits would be misinformed.  

“So, if you are not accurate or you do not know exactly what you are asking 

you are going to record whatever the patient is saying”. Therefore, if you record 

anything that the patient will tell you the next provider may be misled by the 

information provided.” (Participant nine). 

The other challenge was incomplete documentation which the participants said would 

give the wrong information. Missing some of the important things during 

documentation may mislead the management of the pregnant women or give wrong 

information to the next provider who would be managing the pregnant women. 

Accurately documented information assists in the continuous management of the 

pregnant women. 

“The one challenge that we have as midwives is that some of us will be lazy to 

write you find them writing nothing abnormal detected under physical 

examination so that does not give us the information that we need.” (Participant 

eight). 

Increased workload was mentioned as another challenge in documentation as it led to 

incomplete documentation. Failure to document in detail might lead to omissions in 

the execution of care for the pregnant women. 

“… apart from that is that we are over held. In the facility we are short staffed 

and there is a lot of documentation. Increased workload affects us mme [Mrs.] 

Sometimes you find that you end up not doing correct documentation.” 

(Participant three). 
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Five of the participants revealed that some of the pregnant women may come once to 

the health centre and then do not report again on subsequent visits.  

This failure to follow up they said, may lead to improper documentation as the pregnant 

women will not report where they are going, although they had been told to do so. This 

resulted in gaps in the antenatal registers.  

“The other challenge can be that our clinic is in town and most of them are here 

in town just for work. But as their pregnancies advance, they normally go to 

their relatives in the rural areas. So, they don’t tell us when they are about to 

go home. We will be expecting them to come for revisits and you will not see 

them we usually see them once or twice only and then they will be gone 

because they want to go nearer to their parents so that they deliver whilst they 

are with them. So, our registers are left with gaps.” (Participant nine). 

“Ee the other challenge is that these women at times come once, and they 

disappear. We can’t write transfer out as we don’t know where they would have 

gone to. So, we are left with gaps in the registers.” (Participant seven).  

Errors in documentation may lead to unclear communication within or between 

facilities. Some of the participants said that at times they made errors during 

documentation for several reasons.  

One of the participants said if the error was identified they would always correct each 

other. 

“… sometimes you find out that you end up not doing correct documentation. 

Sometimes you forget to give the information that you are supposed to give.” 

(Participant four). 

Multiple documentation is important as it acts as backup so that if one record is missed 

the information is still readily available. However, multiple documentation was 

mentioned as a challenge. Nevertheless, the SBAs explained that multiple 

documentation could lead to important information regarding the pregnant women 

being omitted. The same information was recorded in the LOR, the ANC register and 

the E-register.  
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Apart from that they had tally sheets and an appointment book for health centres 

without the E-register. They also had the PMTCT register. 

“The challenges we have about the recording is that it takes much time because 

a woman who has come for a first visit there are so many things because you 

start by filling the obstetric register and it takes time to fill the obstetric record for 

one pregnant woman and then you do all the things like palpations then after that 

then you come to the register it will be ANC, it will be tally, it will be PMTCT then 

it will be appointment book”. (Participant eight). 

Multiple documentation would also lead to prolonged waiting time for the pregnant 

woman. Increased waiting time would in turn lead to booked women failing to return 

for subsequent visits. 

“I think it’s the waiting time here, there is a lot of documentation to do. if we are 

going to take over an hour or two attending to a client what would happen if we 

had ten clients that same day? It’s a challenge. Really the documentation would 

be one of the factors that our clients or referred patients delay to come and 

book here.” (Participant two).  

Multiple documentation was said to be taking most of their time. They would record in 

the LOR during history taking and examination. The findings were then recorded in the 

antenatal register and the E-register.  

“So first of all, while we are taking the history we document in the Lesotho 

obstetric record, then the tests are also recorded in the Bukana and then from 

there we have the ANC register where we record the names, the gestational 

age, the Hb of this woman, the HIV status, whether she is on ART or not, all 

that information” (Participant five). 

The participants said that the Bukana was also used as the second option if the LOR 

was out of stock. However, this booklet was said not to be accurate. During ANC, the 

information for the pregnant women was recorded in the LOR which guided the SBAs 

on what to ask and what to tell the pregnant women. It also allows for recording of 

findings on examination, investigations and the birth plan. They mentioned that the 

Bukana did not have the guided questions that were found in the LOR.  
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“So, if they are out of stock, we draw lines in the patient’s Bukana so that we 

can examine or assess the patient and write the information in the Bukana. It’s 

not always where the provider is not going to write all the information in the 

patient’s Bukana. But the LOR is the one which is correct or accurate for all the 

information necessary to be obtained from the pregnant women.” (Participant 

one). 

Inconsistent information affected the documentation. Monitoring the progress of the 

antenatal pregnant women was based on the information that was documented in the 

LOR. Four of the SBAs indicated that the pregnant women at times give inconsistent 

information.  

“From the patient to the service provider in the antenatal department. The flow 

of information is somehow accurate and somehow not accurate. Because 

sometimes the pregnant women does not give the accurate information even if 

they have been asked.” (Participant seven). 

The SBAs encountered several challenges during documentation. These included 

inaccurate information from the pregnant women that would lead to inaccurate 

documentation.  

The SBAs indicated that multiple documentation would lead to increased workload, as 

well as prolonged waiting time for pregnant women. A shortage of LOR would lead to 

the SBAs using the Bukana to record findings during contacts but sometimes, the 

Bukana would not capture all the information.  

4.3.4 Theme four: Protocols and guidelines for ANC 

Two sub-themes emerged from this theme, namely, the use of protocols and 

guidelines. Guidelines are recommendations that direct care within the health system 

whereas protocols provide information on the best care and management of pregnant 

women. Guidelines direct the SBAs on how to manage pregnant women on each 

antenatal contact.  

Protocols are a standard way of managing complications during pregnancy at the PHC 

centre before they can refer them to hospital. Lesotho developed standard antenatal 
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guidelines on the number of ANC contacts and management given during those 

contacts, which conformed with the WHO guidelines of 2016.  

These guidelines were developed at national level and disseminated through 

workshops. A representative at the clinics might attend the workshops and would give 

feedback to the rest of the SBAs at the healthcare centre. However, sometimes, the 

guidelines might not have been yet in use at the time of data collection.  

4.3.4.1 Use of protocols and guidelines 

Protocols were present at the healthcare centres. However, some of the participants 

were not sure if they had protocols at their health centres, as they had indicated that 

there were no clear protocols at the health centres.  

Protocols for management of most of the pregnant complications were included in the 

Lesotho antenatal guidelines. 

“No, we don’t have a specific protocol here at the health centre but usually when 

we have any abnormality, we do have phone numbers for the doctors that we 

refer to.” (Participant one). 

“The protocol is when we have a PIH patient, we then refer the patient to 

hospital and when she is having fits, we insert IV line and put magnesium 

sulphate in the IVI and refer patient to the hospital.” (Participant five). 

The ANC guidelines were in use, although some of the participants could not explain 

them. One of the participants clearly stated that they followed the ANC guidelines.  

Another participant was aware that the ANC guidelines they were using were the old 

ones and would soon be changed. 

“We have ANC guidelines. The guidelines tell us when to see the pregnant 

women. For example, we see them as soon as they miss their period and then 

they come back at 24-26 weeks then they come for 32 weeks and 36 weeks.” 

(Participant six). 

The new antenatal guidelines specified that pregnant women should have at least 

eight contacts. However, all PHC centres were still using registers for only capturing 

six antenatal visits.  
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“It is unfortunate that we are told that we are exiting into new strategy of ANC 

clients visits that are numbered to eight. That means in the past they had to 

come only four times.” (Participant three). 

The researcher observed that the guidelines and protocols were available at all health 

centres even though some participants were not aware of it. The guidelines and 

protocols were essential to assist the SBAs in managing the pregnant women during 

ANC. 

4.3.4.2 Dissemination of guidelines and protocols 

When new policies and guidelines are published by the government at national level, 

representatives from the PHC centres go for workshops to be trained on their 

implementation. A step-down training is then provided to the SBAs. 

“After coming back from the workshop, we need to give feedback of what you 

have been taught at the workshop, we make a meeting and discuss all that.” 

(Participant nine). 

“Usually when one goes to workshop you come and do a step-down training to 

the others who did not go.” (Participant eight). 

A representative of the SBAs would attend a workshop for dissemination of guidelines 

and then give a stepdown training to the other SBAs. 

 4.4 SUMMARY 

The findings that emerged from the experiences of the SBAs with informational 

continuity during ANC at PHC centres in Lesotho were presented in this chapter. The 

demographic details of the participants were outlined. 

 Four themes emerged from the findings, namely, SBA woman communication, team 

communication, documentation during ANC and protocols and guidelines.  
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Figure 4.1 Summary of themes and subthemes 

The findings revealed that during the initial contact there was a lot of communication 

between the SBAs and the pregnant women which included obtaining a history from 

the pregnant women and sharing the information with them. The participants revealed 

that work overloads and multitasking would hinder the SBAs from giving pregnant 

women enough information. Healthcare provider communication involved an SBAs 

communication with the community as well as communication between facilities. There 

was a poor feedback system from the hospitals. A lot of documentation was done 

during the ANC period. It was performed by SBAs as well as other healthcare providers 

who were working within the healthcare centre. The documentation was done in the 

LOR, Bukana, the ANC registers, the tally sheets and the appointment registers. 

Protocols and guidelines were present at the PHC centres. However, most of the 

participants were not aware of them as they were not given to them. 

4.5 CONCLUSION 

The findings of the study were described in this chapter. The experiences of SBAs 

with informational continuity were explained therein. In the next chapter, Chapter five, 
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the limitations of the study are outlined, with a discussion of each theme, as well as 

recommendations that emerged from the study; followed by the conclusions arrived at 

by the researcher. 
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CHAPTER FIVE 

DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS 

5.1 INTRODUCTION 

In Chapter four, the researcher described the findings regarding the experiences of 

SBAs with informational continuity during ANC at the PHC centres in Lesotho. In this 

chapter the researcher presents the discussion of the findings, the limitations of the 

study and the recommendations for the future. 

5.2 DISCUSSION 

Informational continuity refers to the utilisation of the patient’s health information, 

which includes past and current events, to provide adequate health care (Andres et 

al., 2016:116). In addition, this health information should move with the client within a 

healthcare centre; between different healthcare providers and between different levels 

of care.  

The aim of the study was to explore the experiences of SBAs with informational 

continuity during the ANC period. The study findings revealed four themes, which 

included;  

1. Skilled birth attendant women communication, 

2. Healthcare provider communication,  

3. Documentation during ANC, and  

4. Protocols and guidelines.  

The results of the study are discussed according to the objectives and the themes that 

emerged. 

5.2.1 Research objective one: Experiences of SBAs on communication with 

pregnant women during ANC. 

There is continuous communication between the SBAs and the pregnant women 

during the antenatal period. The midwife also supports the family and encourages 

companionship. However, some challenges were encountered during communication. 
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5.2.1.1. Information sharing with pregnant women 

The participants shared information with the pregnant women, either through history 

taken at the first visit or through health education. History taking helps the SBAs to 

acquire all the information about the pregnant women that is needed. The history that 

is collected from the pregnant women comprises biographic data, health history, past 

and present obstetric history, gynaecological history and medical history. They stated 

that biographic history helps them to know where the pregnant women come from, 

their religious beliefs and sources of income, so that if there are nutritional problems 

they can advise them accordingly. The WHO (2016:105) and the Lesotho ANC 

guidelines (2020:10) stated that a comprehensive history should be collected during 

the first contact with the pregnant women. 

Communication between the pregnant women and the midwife is enhanced through 

interaction during history taking. Participants revealed that time spent with the 

pregnant women discussing issues and concerns pertaining to the women, increased 

their self-confidence. The Lesotho antenatal guidelines (2020:10) specified that 

affording time to the pregnant women during the first ANC visit helped the pregnant 

women and the health provider to have a positive rapport. 

Information was also communicated to pregnant women through health education. 

The participants reported that during the first visit, health education was mostly given 

on the danger signs during pregnancy regarding the; nutrition, infant feeding, family 

planning, true signs of labour, PMTCT and hygiene. Health education was found to be 

very important during the first antenatal visits (Al-Ateeq & Al-Rusaiess, 2015:240). 

During subsequent visits, emphasis should be given on the health education given on 

the first visit, as well as educating the client on personal hygiene and the importance 

of postnatal care (UNICEF, 2019:2). Participants noted that during communication with 

a pregnant woman there was a need to take more time with her, so she could gain the 

trust of the SBA; which facilitated the woman coming back for subsequent ANC visits. 

Gaining the trust of a pregnant woman builds a positive patient provider 

communication (WHO, 2018:18). The WHO (2016:106) stated that improved 

communication during ANC visits led to a positive pregnancy outcome. 

The participants revealed that there was continued support during subsequent visits 

in the form of communication. Communication was mostly through health education to 
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a group or on a one-to-one basis. Health education during ANC is very important as it 

gives the women enough knowledge to handle self-care. If the pregnant women were 

empowered with knowledge, mortality and morbidity were prevented as they would be 

able to report early to the health centre. Al-Ateeq and Al-Rusaiess (2015:240) 

postulated that ANC provided an important opportunity for discussion between a 

pregnant woman and a health care provider about health behaviour during pregnancy, 

and about identifying complications that may arise during pregnancy. Consequently, 

she should report early. Giving person centred health information was noted as helping 

the pregnant women to be more comfortable and this led to positive pregnancy 

outcomes (Lesotho National ANC Guidelines, 2020:10). 

In the WHO framework for integrated people-centred health services on continuity and 

coordination of care it was specified that to ensure care coordination and subsequent 

information continuity, parallel coordination of care must occur. Parallel coordination 

of care was described by the WHO (2018:17) as the coordination of care of patients 

within the healthcare settings, which could be facilitated by communication. In this 

study parallel coordination was achieved by promoting communication between the 

SBAs and the pregnant women during ANC. Parallel coordination also occurred 

through communication among health care providers. Communication during ANC 

was provided during history taking, examination and providing health education to 

women. Information about the women was also discovered through investigations. 

5.2.1.2 Family support-companionship 

The participants revealed that they encouraged pregnant women to bring their 

partners to the ANC with them. If any complications arose with the pregnant women, 

support was provided to the family of the pregnant women through communication, so 

that they could in turn give continued support at home. The support given by the family 

helped with the care of the pregnant women at family level. The WHO (2015:3) 

supported the need for culturally appropriate health facilities during pregnancy, 

childbirth and in the postnatal period. Gardner et al (2014:3) revealed that coordination 

of care for pregnant women through informational continuity must consider the needs 

of culturally diverse, vulnerable women by actively engaging families of the pregnant 

women for the sustainable continuation of care. Family members appreciated the 

information they got from health providers, as it assisted with the continuity of care of 
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the pregnant women (Wong-Cornall et al., 2017:4). Murray et al. (2019:10) stated that 

SBAs should share decisions made with other healthcare providers. The WHO 

(2015:4) further stated that community involvement by mobilizing community members 

through information provision would improve maternal and new-born health, through 

support given to the pregnant women.  

The participants indicated that partner involvement was encouraged during the ANC 

period. Partner accompaniment was vital as it helped to improve the health of the 

mother and the unborn baby. Despite encouraging partner involvement during the 

ANC period; it was nevertheless revealed that most males did not accompany their 

women to ANC (Vermeulen et al., 2016:7). Kabanga et al. (2019:5) indicated that 

despite encouraging partner involvement during the ANC period, males did not often 

accompany their women to ANC. There are no published studies on male 

accompaniment in Lesotho. Additionally, the authors stated that companionship can 

be provided either by the partner of the pregnant women or any other relative, as it 

provides continued care of the pregnant women within the family. The WHO (2015:1) 

proposes male participation in ANC as important in improving positive maternal and 

new-born health outcomes.  

5.2.1.3 Challenges with communication 

During information sharing, participants indicated that it was challenging to share 

information with adolescents as they would easily forget, and this led to repetition 

during subsequent visits. The participants felt that, due to limited space, the 

adolescents’ ANC visits were combined with those of older women and that the 

adolescents were shy to communicate during health education. In a study done by 

Bwalya, Sitali, Baboo and Zulu (2018:124) on experiences of adolescence on ANC it 

was indicated that barriers to accessing health services by adolescents was due to the 

poor attitudes and behaviours of some older pregnant women. Furthermore, the 

authors postulated that a lack of specific rooms or spaces for adolescents, as well as 

inadequate privacy and confidentiality was another reason why adolescents were 

uncomfortable at healthcare centres. However, in the guidelines on preventing 

pregnancy and poor reproductive outcomes among adolescents in developing 

countries, the WHO (2011:1), aimed at reducing morbidity and mortality among 

pregnant adolescents by ensuring the optimum use of available resources, and giving 
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them special care (Lesotho National ANC Guidelines, 2020:17). The WHO (2011:86) 

advocated for adolescent-appropriate and targeted information to promote 

adolescents’ access to and use of skilled antenatal and childbirth care. 

Pregnant women sometimes changed their healthcare centre but did not inform the 

midwives. This sudden change of healthcare centres leads to inadequate transfer of 

information, fragmentation of care, poor continuity and could lead to gaps in the ANC 

registers. Essential information such as laboratory investigations would be missing, 

and this leads to duplication of work (WHO, 2018:9). Gowda et al. (2020:6) indicated 

that laboratory results, case notes, diagnosis and treatment were important as mothers 

moved between healthcare centres. Furthermore, Gowda et al. (2020) noted that the 

lack of information sometimes caused informational discontinuity which could have 

negative consequences for pregnant women.  

In Lesotho, these women always carry their LOR wherever they go which is supported 

by a study done in Australia which revealed that if women carried their antenatal case 

notes there would be improvement in the coordination of care and unnecessary 

repetition would be avoided when they changed settings (Banfield et al., 2013:34). 

Strobel et al. (2017:4) also supported that the carrying of case notes improved 

coordination and minimised the duplication of services. 

To ensure that potential complications were identified in early pregnancy and 

managed effectively, the WHO (2016:2) and Lesotho National ANC guidelines 

(2020:12) recommended early initiation for ANC as well as having at least eight 

contacts with healthcare professionals during pregnancy. However, the participants 

revealed that pregnant women were still reporting late for the first visit. The participants 

surmised that late antenatal booking could be due to lack of information. This was also 

revealed in Cameroon in a study looking at reasons for late antenatal bookings which 

revealed that pregnant women lacked information on the ideal booking time which 

could have been caused by ineffective health education programmes (Warri & George, 

2020:10). The participants also thought that late antenatal bookings could be due to 

an increased workload and the multitasking healthcare providers. This multitasking 

and increased workload may cause a prolonged waiting time. The participants at the 

rural PHC indicated that they did not work with pregnant women only. They also 

worked in other departments of the healthcare centre such as the outpatients’ 
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department and the ART clinic. If one of the SBAs attends to a pregnant woman on 

referral the remaining one will be overwhelmed with work. Baron and Kaura (2021:116) 

conducted a study in South Africa and indicated that prolonged time taken during 

physical examination during a first contact could increase waiting times. Furthermore, 

Baron and Kaura (2021) indicated that in both follow-up and booking appointments, 

the duplicate documentation increases the burden of work and extends consultation 

times; and this leads to prolonged waiting time which in turn, leads to late antenatal 

bookings in subsequent pregnancies.  

The SBA’s stated that some pregnant women indicated that they came from far -off 

places and therefore they did not have enough money to travel to the health centre. In 

South Africa it was revealed that the cost of attending a clinic visit, including travel 

cost, together with overcrowding at clinics were known to reduce early bookings for 

ANC throughout Africa (Jinga et al., 2019:70). Some of these pregnant women at the 

rural healthcare centres delay going for ANC due to having to travel long distances 

whereas mothers from urban areas would just stop coming to ANC which four of the 

participants felt was because they had gone to their parents. 

5.2.2 Research objective two: Communication of SBAs among themselves and 

with other healthcare providers 

Healthcare provider communication involves communication among SBAs and also 

with other healthcare providers who work at PHC centres. Healthcare provider 

communication was described by the WHO (2018:9) as part of its framework for 

person centred care as provider connectedness, which improves communication and 

cooperation among team members. This improves parallel coordination within the 

healthcare centre. 

5.2.2.1 Communication within the facility 

Communication was mostly achieved through documented information. If the LOR was 

recorded properly, the next SBAs would get the history of the pregnant women as well 

as findings on examination and utilise the recorded information. SBAs said they also 

shared information through the LOR. There was communication through meetings 

where they would give each other feedback from workshops as well as discuss the 

management of some complications before the referral of pregnant women.  
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All the SBAS revealed that they worked with other healthcare providers in the provision 

of care to pregnant women. Communication with other providers was also achieved 

through documentation in the Bukana. The screeners would document results for 

Covid-19, and TB. The counsellor would document results for HTS. However, the 

counsellors would also communicate with the SBAs if the result was HIV positive to 

pass on what they had discussed with the pregnant women. This communication 

between healthcare providers was described as parallel coordination by the WHO 

(2018:17). Additionally, the coordination of care of patients within healthcare settings 

could be facilitated by communication and agreed sharing of responsibilities between 

healthcare providers. The SBAs communicated among each other through meetings 

as well as through the LOR, the ANC register and the E-register. 

SBAs and other healthcare providers would at the end of the day have coordinated 

care of the pregnant women. The WHO (2018:20) encouraged teamwork of healthcare 

providers as this would bring coordination and continuity of care for pregnant women. 

The WHO framework also discussed communication within the healthcare providers 

as parallel coordination. In parallel coordination there is collaboration and sharing of 

responsibility among healthcare providers (WHO, 2018:17). In this study parallel 

coordination was also achieved through communication and coordination between the 

SBAs and the other healthcare providers. 

5.2.2.2 Communication within the community 

Communication with the community was mostly through health education which was 

given by SBAs, village health workers or lay counsellors. This health education would 

be on different pregnancy related topics. The village health workers were trained on 

the topics which they could educate the community. They would also encourage 

women to report to the clinic as soon as they missed their periods. They would also 

escort women who were coming for childbirth, especially at night.  

The WHO (2015:4) encourages community involvement by mobilizing women through 

information provision, as this would improve maternal and new-born health through 

the support given to the pregnant women. Furthermore, this education could be given 

by other lay providers like village health workers and mothers to mothers. 
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5.2.2.3 Communication between facilities 

Pregnant women who developed complications during ANC were transferred to 

hospital. Communication with the hospital was through mobile phones. Participants 

revealed that when they had to refer a pregnant woman, they would first hand over to 

the midwife who would in turn call the doctor. This was described as handing off care 

responsibilities between care providers of a similar capability (Van Stenus et al., 

2020:7). Furthermore, in their study in the Netherlands on transfers during pregnancy, 

childbirth and postnatal, they revealed that some of their participants kept track of their 

clients requesting for feedback whereas some let go of the client as soon as they 

transferred the pregnant woman.  

However, seven of the participants indicated that there was poor feedback of 

management of pregnant women from the referral hospital while Mostert-Phipps et al. 

(2012:327) supported this by saying that discharge letters were not sent at all or not 

received in time at the primary healthcare level, to provide informed healthcare.  

In the WHO framework for IPCH on continuity and coordination of care, sequential 

coordination was described as the planned handover of responsibility of care whereby 

there is a need for referral pathway processes (WHO, 2018:17-19). In this study, 

sequential coordination was obtained through calling the referral hospital before 

referring the pregnant women. The pregnant women would be escorted by the SBA 

during transfer to hospital. Coordination from the referral hospital to the primary health 

centre was not well achieved as the SBAs were not provided with feedback from the 

referral hospital. However, some of the SBAs would contact the referral hospital to 

obtain information about the care of the women who had been transferred. 

5.2.3 Research objective three: Documentation during ANC  

Documentation or recording is another form of sharing information. SBAs and other 

teams would share information through documentation. There are various tools that 

are used for documentation. 

5.2.3.1 Communication documents 

All the participants indicated that they used different types of documents for 

communication. The LOR was the major document that was used during ANC, as it 
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had all the information that was needed. The information obtained from the pregnant 

women was recorded in the LOR and then summarised in the ANC register and the 

E-register. If the LOR was out of stock, they would draw lines in the Bukana and write-

up the findings. The types of documents used during ANC were revealed by Kuursisto 

et al. (2019:670) as ANC registers, obstetric records and E-registers and they 

facilitated improvement in the informational continuity and care coordination of 

pregnant women. The participants indicated that the Bukana had no guided questions 

like the LOR had, and most of the women’s history would be lost if the LOR was out 

of stock. Lack of health information management systems like ANC cards or booklets 

and registers would impede the proper implementation of the antenatal guides (WHO, 

2016:120). 

The outpatient record book was also used for recording results for screening for 

COVID-19, TB, and HIV. All the healthcare providers working within the PHC had 

some form of documentation to complete. The screeners would write the results in the 

Bukana, and the counsellor would also write the HIV result in the Bukana. Storage of 

information was the same for all three health centres except that one of the health 

centres did not have an electronic register. The documents used were the Bukana, the 

LOR, the ANC register, tally sheets, the E-register, the PMTCT register and isoniazid 

prophylaxis. Mostert-Phipps et al. (2019:327-328) affirmed that by saying that there 

were different methods of collection and storage of information which could be 

electronic, paper-based protocols, or care plans. The SBAs communicate with each 

other as well as with other healthcare providers using the LOR and the client Bukana. 

The WHO (2018:11) averred that the coordination promoted teamwork between the 

healthcare providers. 

5.2.3.2 Challenges with documentation 

The absence of the LOR was revealed as posing difficulty during capturing of all the 

history and examination of the pregnant women. Mostly, the pen and paper 

documentation was still in use at the PHC centres. Olsen, Hellzén, Skotnes and 

Enmarker (2014:1) identified that incompleteness and a gap in the flow of information 

was found in written as well as verbal information and that this caused a challenge for 

admitted patients. This caused challenges when the pregnant women moved from one 

centre to another.  
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Gardner et al. (2014:592) postulated that the use of registers, best practice guidelines, 

electronic medical records and automated data extraction tools provided a backup for 

informational continuity. Furthermore, they asserted that outmoded methods of using 

pen and paper during inter-hospital or from PHC centres to the hospital were still being 

used and obstacles to the safe transition of information were identified as improper 

documentation by healthcare workers and caused a fear of disclosure by the pregnant 

women. 

Participants were of the view that multiple documentation was causing errors in 

documentation, as well as increasing their workload. Similar information was 

documented in the LOR, the antenatal register and the E-register. In an article on 

improving continuity of care through the use of electronic records in a South African 

perspective by Mostert-Phipps et al., (2012:236). It was revealed that, the utilisation 

of only paper-based records was not adequate on its own, and that additionally, 

multiple documentation provided backup. 

Participants also indicated that multitasking could also cause errors in documentation 

as well as increase workload and waiting times for pregnant women. They would 

attend to the antenatal women as well as assist in childbirth. When there is an 

emergency in the outpatient’s department, they would leave the pregnant women to 

attend to the emergency case. This was also noted by Douglas, Raban, Walter and 

Westbrook (2017:52) in their study in Singapore on the effects of multitasking. The 

authors indicated that multitasking can either be where one performs one task after 

the other or where one performs multiple tasks at the same time. Multitasking can lead 

to increased time for task completion and increased chances of error for at least one 

of the tasks. 

Increased workload was seen as another contribution to poor documentation by the 

participants. The pregnant women may be left during ANC for the SBAs to assist other 

patients or women giving childbirth and this may lead to the SBAs doing things 

hurriedly in order to reduce the waiting time for the pregnant women. This was 

supported by Mostert-Phipps et al. (2012:327) who postulated that an increased 

workload might make it increasingly difficult to use paper-based records for the 

patients as it contributed to human errors and insufficient documentation. 
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According to the WHO’s (2018:19) framework for IPCHS, system enablers for 

coordination included technology and quality improvement tools which were used to 

assess and improve coordination. That study showed that different documents were 

used as system enablers. These documents included the LOR, Bukana, the ANC 

register, tally sheets and appointment books. All these documents were used to 

communicate information about pregnant women. Technology was one way of 

communicating the pregnant women’s history and this technology was found to be 

best in the form of E-registers. However, there were problems encountered during 

documentation. Participants complained that multiple documentation took-up most of 

their time and led to prolonged waiting times for pregnant women. 

5.2.4 Research objective four: Protocols and guidelines 

5.2.4.1 Use of protocols and guidelines 

Lesotho developed their antenatal guidelines in line with the WHO (2016) antenatal 

guidelines (Lesotho National ANC guidelines, 2020:7). The Lesotho antenatal 

guidelines cover the essential ANC for all pregnant women. The guideline also offers 

protocols on basic management of pregnancy related complications. The knowledge 

of protocols and guidelines was limited among the participants. At the PHC centres 

there were protocols for management of different conditions such as vaginal bleeding 

and pyrexia in pregnancy.  

5.2.4.2 Dissemination of protocols and guidelines 

After the development of guidelines, representatives of the SBAs at the PHC centres 

are trained on how to use them. After training at a workshop, the SBAs then present 

step-down training to other colleagues.  

During the interviews, some participants indicated that they had no protocols although 

they could present management protocols of some obstetric complications when 

asked if they had any protocols that are used in ANC. During the data collection, the 

researcher noted that there was a gap in the knowledge of guidelines and protocols, 

which could be related to poor or complete lack of feedback from workshops. However, 

the guidelines presented the basic information which guides the SBAs to offer women 

centred ANC (Lesotho National ANC guidelines, 2020:10). 
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A South African study on Implementing ANC recommendations revealed that the 

health ministry was responsible for disseminating information on the updated ANC 

package to over 3,000 public health-care facilities throughout the country (Hlongwane 

et al., 2021:221). The WHO’s framework for IPCHS stated that collaborative training 

and education of the staff at the PHC is needed for them to improve skills and 

competence in order to fulfil their roles (WHO, 2018:19-20). In this study, collaborative 

training was offered during workshops. During these workshops, the SBAs are trained 

on how to implement the guidelines and step-down training was provided at the PHC, 

by the SBAs who attended the workshops. 

Amoakoh-Coleman, Klipstein-Grobusch, Agyepong, Kayode, Grobbee and Ansah, 

(2016:7) postulated that complete adherence to first antenatal guidelines resulted in 

reduced risk of delivery and neonatal complications. Moreover, guidelines can only 

lead to improved or quality care if they are translated into daily provider practice. 

However, in their study in Ghana, the authors revealed that provider adherence to the 

first antenatal guidelines was very low. The study was done to determine the effect of 

complete adherence to the first ANC guidelines on the risk of maternal and neonatal 

complications in low resource settings. 

5.3 PERSONAL REFLECTIONS 

Communication was done effectively at the PHC centres. There was communication 

among healthcare providers. SBAs could be having a negative attitude towards the E-

register as they said it took most of their time, as there were no data captures to assist 

with filling in the E-register.  

A laptop was used to complete the E-register. Personally, the researcher thinks that 

much as the SBAs say the E-register increases their workload it is very important as 

it is a good backup.  

The LOR allows the SBAs to take a detailed history from pregnant women. From the 

experience that the researcher got from doing the interviews, the researcher noticed 

that the SBAs do their work hurriedly, so that by lunchtime there is no one at the health 

centres. Due to this observation, the researcher noted that there could be errors in 

collecting the patient’s history or documentation because the SBAs were always in a 

hurry. The researcher felt that they could book appointments scheduled by means of 
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time, as the appointments only reflected dates. If appointments were scheduled by 

time the waiting time for pregnant women could also be reduced. 

5.4 LIMITATIONS TO THE STUDY 

Polit and Beck (2017:696) indicated that as the researcher indicated the limitations of 

the study, consideration was done when interpreting the findings. This therefore meant 

that the results were credible and could be used by other scientific communities. The 

study was qualitative in nature and thus only nine participants were interviewed.  

The aim of the study was not to generalise the findings, but to place the findings within 

the natural context of the phenomenon under investigation. Therefore, the results 

could not be generalised to other settings. The study was conducted at one rural and 

two urban PHC centres in one district in Lesotho. Therefore, although the results could 

not be generalized, they could be transferable to similar settings.  

Due to the Covid-19 regulations and because the researcher was in uniform, the 

researcher was allowed to enter healthcare centres. Some of the participants could 

have been intimidated by the presence of the researcher and therefore they failed to 

provide in-depth information about their experiences.  

This study was the first research study that the researcher had conducted. While 

conducting the pilot interviews, the researcher realised that she required more training 

on how to perform in-depth qualitative interviews.  

5.5 CONCLUSIONS 

There was two-way communication between the SBAs and the pregnant women, 

which was achieved through history taking, examination and investigations. Health 

education was given to the pregnant women. The pregnant women were encouraged 

to bring their partners to their spouse’s ANC but this did not happen.  

Challenges were found with SBA/mother communication as the women did not give 

accurate or complete information. Most of the pregnant women were not accompanied 

by anyone during ANC despite being encouraged to do so. Multitasking and work 

overloads hampered the SBAs from giving pregnant women enough information. 

Adolescents were not able to grasp the information that they were given and were shy 
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about mixing with older women as there was no space for adolescent corners. 

Communication between the SBAs and other healthcare providers was achieved 

mainly through documentation.  

Therefore, informational continuity was achieved by the use of the LOR, the Bukana 

and the E-register. However, if the patient lost both records and decided to change to 

another healthcare centre, fragmentation of care would occur and paper-based 

outcomes proved unreliable in health centres where there was no E-register.  

When information from the workshops was shared, there was uniformity in the 

healthcare centres as they held weekly meetings to exchange feedback. 

Unfortunately, if there was a prolonged delay before feedback was given, important 

information was sometimes forgotten when information was not written down. 

Pregnant women were referred to the hospital after phoning the hospital. However, 

sometimes, there was no feedback from the hospital on the outcome of pregnant 

women’s management unless the SBAs from the PHC centres called the hospitals.  

The LOR had all the information required during ANC. This information was later 

transferred to the ANC register, and the E-register whereupon it was loaded onto the 

Ministry of Health database. The E-register assisted with statistical analysis as well as 

with tracing those who defaulted on appointments, which acted as a backup. However, 

if the LOR was out of stock, not all the history would have been captured, and then 

the staff use the small Bukana which did not always capture all the necessary 

information. Lesotho used the antenatal guidelines that were based on the WHO’s 

(2016) antenatal guides for positive pregnancy outcomes. 

5.6 RECOMMENDATIONS 

Recommendations following this research study emanated from the research findings 

and from the literature reviewed. Six recommendations emanated from the study. The 

following table 5.1 describes the recommendations that were made. 
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Table 5.1: Recommendations 

Objectives Recommendation 

1. Communication between SBAs and pregnant 
women during ANC. 

1. Supply of adequate LOR 

2. Appointment system 

2. Communication between SBAs. 3. Referral policy 

4. Increased human resources 

3. Documentation - use of records as a form of 
communication during ANC. 

5. Use of E-records 

4. Use of protocols and guidelines 6. On-site training for all SBAs 

5.6.1 Recommendation one: Supply of adequate LOR 

The study found that the LOR was the major tool used during ANC. However, its 

absence sometimes led to inadequate histories being recorded. The participants 

indicated that the LOR had all the required information that they used during history 

taking, examination and health education, inclusive of investigations. Without the LOR, 

participants indicated that a lot of information could be missed. The researcher 

recommended that there should be a constant supply of LOR information at all 

healthcare centres.  

5.6.2 Recommendation two: Appointment system 

The study found that pregnant women delayed attending the health centre because of 

the prolonged waiting time there. The researcher recommended that healthcare 

centres could develop an appointment system by providing women with an 

appointment time. This would also eliminate crowding at the healthcare centres. Baron 

and Kaura (2021:127) recommended that an electronic appointment system would 

allow pregnant women to come at designated times. 

5.6.3 Recommendation three: Referral policy 

The study revealed that there was no clear referral system although all the healthcare 

centres could call the referral centres before transferring the pregnant women. The 

researcher identified that presently, there were no clear referral policies at the PHC 

centres. The policy should stipulate details of an efficient referral and feedback 
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system. There was a need for feedback from the hospital so that the referring SBAs 

would know how the women were managed. 

5.6.4 Recommendation four: Increase human resources 

The researcher stated that there was a shortage of SBAs when pregnant women were 

referred to hospital. There was a need to increase staff in the MCH departments so 

that when SBAs transfer a client the remaining staff should not experience a work 

overload which leads to long waiting times for pregnant women. 

5.6.5 Recommendation five: Use of E-records 

The study revealed that there was no electronic recording at healthcare centres. 

Electronic records would help with ensuring that a pregnant woman’s information will 

be available at any healthcare centre that pregnant woman visited. There was a need 

to introduce electronic medical records in all PHC centres, as well as at referral 

hospitals so that if the client changed institutions or was transferred or medical cards 

were lost, her information could be easily retrieved.  

5.6.6 Recommendation six: On-site training 

It was noted that the SBAs were not sure of the protocols although they were there at 

the healthcare centres. There was a need for onsite training instead of sending just 

one person for a workshop. This would ensure that the SBAs would be aware of the 

new guidelines and protocols.  

5.7 FURTHER RESEARCH 

The areas for future research that can be explored are: 

● Doing the same research on a larger scale, including more health centres and 

different districts. 

● There should be a qualitative study on how pregnant women experience 

informational continuity during pregnancy, intrapartum, postpartum and/or 

during referral. 

● A quantitative study could be done in Lesotho, to determine why partners do 

not attend ANC with pregnant women. 
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5.8 DISSEMINATION 

Copies of this study will be uploaded to the library of the University of Stellenbosch via 

SUNScholar. Copies of the findings will be provided to the Ministry of Health Lesotho, 

to the Maseru district offices and St. Barnabas, Ha Mofoka and Domiciliary health 

centres. The researcher will do a presentation of the study findings at selected PHC 

centres. It is the researcher’s intention to submit an article to an accredited peer-

reviewed journal for scholarly purposes. The researcher also aims to present the study 

on various platforms e.g., Stellenbosch University’s Research Day and at conferences.  

5.9 CONCLUSION 

This chapter concludes this study. The findings of the study were discussed in relation 

to the study objectives as well as the themes. The research question which sought to 

reveal the experiences of SBAs with informational continuity was answered. The 

findings demonstrated that informational continuity is important during ANC, as 

information from pregnant women is required at every encounter with health 

professionals. A gap in informational continuity can be overcome by the backing up of 

information by means of electronic records, which should be available at every health 

centre, so that information is kept even if the LOR is lost. There is a need to explore 

the relationship of informational continuity with other types of continuity within the 

PNHC centres in Lesotho. 
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ANNEXURE C: Participant information leaflet and declaration form of consent 

by participant (English and Sesotho translation) 

PARTCIPANT INFORMATION LEAFLET AND CONSENT FORM 

TITLE OF RESEARCH PROJECT: 

Experiences of skilled birth attendants with informational continuity during the antenatal 
period within Primary Health Care settings in Lesotho 

DETAILS OF PRINCIPAL INVESTIGATOR (PI): 

Title, first name, surname: Mrs Angelina Zhangazha Ethics reference number: 

Full postal address: Scott College of nursing, P. Bag 
Morija 190, Lesotho 

PI Contact number: +26 
658698715/69302019 

I would like to invite you to take part in a research project. Please take some time to 

read the information presented here, which will explain the details of this project. 

Please ask the researcher any questions about any part of this project that you do not 

fully understand. It is very important that you are completely satisfied that you clearly 

understand what this research entails and how you could be involved. Also, your 

participation is entirely voluntary, and you are free to decline to participate. In other 

words, you may choose to take part, or you may choose not to take part. Nothing bad 

will come of it if you say no: it will not affect you negatively in any way whatsoever. 

Refusal to participate will not result in any penalty. You are also free to withdraw from 

the study at any point, even if you do agree to take part initially. 

The Health Research Ethics Committee at Stellenbosch University has approved this 

study. The study will be conducted according to the ethical guidelines and principles 

of the International Declaration of Helsinki, the South African Guidelines for Good 

Clinical Practice (2006), the Medical Research Council (MRC) Ethical Guidelines for 

Research (2002), and the Department of Health Ethics in Health Research: Principles, 

Processes and Studies (2015). 

What is this research study all about? 

The purpose of this study is to explore the experiences of Skilled Birth Attendants 

(SBAs) with informational continuity, which is the flow and usage of information for 

pregnant women, within the primary healthcare centre, among the SBAs and other 

healthcare providers, with the community and the referral centre.  

Stellenbosch University https://scholar.sun.ac.za



 
 

103 
 

Where will the study be conducted? 

The study will be conducted at three primary healthcare facilities in Lesotho. Your 

health facility has been chosen as one of the health facilities. The SBAs who are 

working in the antenatal care department at your health centre will be involved. Two 

of the study sites are in Maseru Urban and 5five participants will be involved at each 

study site. One of the study sites is in Maseru rural and three participants will be 

interviewed at this site. The total number of participants is 13 for the three sites.  

What is the procedure? 

If you agree to take part in the study you will be required to sign a consent form, 

confirming that you agree to participate, and then answer the questions that I am going 

to ask you honestly without fear of victimisation. This activity is expected to take at 

least 45 to 60 minutes, depending on your responses. The interview will take place in 

one of the rooms at your primary healthcare centre where there are minimal 

disturbances. The interview process will be recorded using a voice recorder.  

The medium of communication will be English, and Sesotho will be used were 

clarification is needed. Covid-19 prevention strategies according to the Lesotho Risk 

determination and mitigation framework will be used during the interview process 

which involves; maintaining a social distance of at least one metre, the use of a face 

mask and face shield and hand hygiene and sanitisation. A record of screening during 

the interview days will be kept by the researcher.  

Why you are invited to participate? 

You are invited to participate as one of the Skilled Birth Attendants who has been 

working in the antenatal clinic of the primary health centre for the past two years. 

What are your responsibilities? 

After I have explained the purpose of the study, you are required to sign the consent 

form saying that you agree to be interviewed and then you will answer the questions 

that I am going to ask you. These questions will be about your experiences with the 

flow of information within the primary healthcare centre, community, as well as the 

referral centres. 
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Will you benefit from taking part in this research? 

There is no direct benefit to you as an individual. Your responses may lead to the 

development of guidelines or policies that guide the flow of information within the 

primary healthcare centres in Lesotho, thus you will benefit indirectly. 

Are there any risks involved in your taking part in this research? 

There are no risks involved in the study. Your responsibility is to answer the questions 

that you will be asked. If you feel uncomfortable about answering any questions, you 

are free to say so. 

If you do not agree to take part, what will happen? 

Participation in this study is voluntary, if you do not agree to take part in the study you 

will not be penalised, you only need to say so without stating your reasons 

Who will have access to your records? 

Strict confidentiality will be maintained. Your names and responses will be kept 

anonymous and code numbers will be used. The name of the institution will also not 

be published in the report.  

The researcher, the transcriber and the Supervisor (Prof Doreen K.M. Kaura, 

Stellenbosch University, South Africa) will have access to the recorded material, which 

will be destroyed after publication of the thesis.  

The electronic information will be kept with a password known only to the researcher 

and it will be deleted after publication of the thesis. Your identity will not be mentioned 

anywhere in the thesis; only code numbers will be used. 

Even though it is unlikely, what will happen if you get injured somehow because 

you took part in this research study? 

No risks nor injuries are anticipated during this study. However, if it happens that you 

become ill or emotionally stressed during the interview, Stellenbosch University will 

provide comprehensive no-fault insurance and will pay for any medical costs that 

came about because of your participation in the research study. You will not need to 

prove that the researcher was at fault. 
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Will you be paid to take part in this study and are there any costs involved? 

Participation in this study will be at your workplace, therefore you will not incur any 

expenses and there are no monetary benefits for participating in the study.  

Is there anything else that you should know or do? 

You can phone the Health Research Ethics Committee at 021 938 9677/9819 if there 

is anything that I did not explain to you, or if you have a complaint. You will receive a 

copy of this information and consent form for you to keep safe. 

Declaration by participant 

By signing below, I …………………………………...…………. agree to take part in a 

research study entitled (Experiences of skilled birth attendants with informational 

continuity during the antenatal period within the Primary Health Care settings in 

Lesotho). I agree to be contacted again by the researcher if there is need to validate 

data. 

I declare that: 

I have read this information and consent form, or it was read to me, and it is written in 

a language in which I am fluent and with which I am comfortable. 

I have had a chance to ask questions and I am satisfied that all my questions have 

been answered. 

I understand that taking part in this study is voluntary, and that I have not been 

pressurised to take part. 

I may choose to leave the study at any time and nothing bad will come of it – I will not 

be penalised or prejudiced in any way. 

Signed at (place) ......................…........……………... on (date) …………....…….. 2021.

    

Signature of participant…………………… Signature of witness………………………. 
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Declaration by investigator 

I Angelina Zhangazha……………………………………………...……… declare that: 

I explained the information in this document in a simple and clear manner to 

…………………………………... 

I encouraged him/her to ask questions and to take enough time to answer them. 

I am satisfied that he/she completely understands all aspects of the research, as 

discussed above. 

I did/did not use an interpreter.  

Signed at ......................…........……………. on (date) …………....……………… 2021.

   

Signature of investigator: …………………… Signature of witness: ………………… 
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ANNEXURE D: Sesotho translated participant information leaflet and consent 

form 

Tokomane ea nang le seabo ‘moho le tumello ea hae 

TITLE OF RESEARCH PROJECT/SEHLOOHO SA BOITHUTO 

Likateng tsa tseo bapepisi ba fetang ho tsona nakong ea tlhokomelo ea ‘ma le 
lesea nakong ea bokhachane litsing tsa mathomo tsa bophelo Lesotho.  

DETAILS OF PRINCIPAL INVESTIGATOR (PI)/LINTLHA TSA MOFUPUTSI  

Boemo, Lebitso, Fane: Mrs Angelina Zhangazha  Nomoro ea tsamaiso: 
S20/10/270 

Aterese ka botlalo: Scott College of nursing, P. 
Bag Morija 190, Lesotho 

Nomoro ea mofuputsi: +266 
58698715/69302019 

Ke lakatsa ho u memela ho ba karolo ea boithuto bona. Ke kopa u nke nako ho bala 

litaba tsena tse hlalosang likateng tsa boithuto bona. Ke kopa u botse mofuputsi potso 

e fe kappa e fe malebana le boithuto bona moo u sa utloisising. Ho bohlokoa hore u 

khotsofale ka ho phethahala hore u utloisisisa seo boithuto bona se buang ka sona le 

ka moo u ka bang le seabo ka teng. Seabo sa hau le sona ke boithaopo bo felletseng, 

‘me u lokolohile ho nyahlatsa ho fana ka maikutlo a hau ha u batla. Ka matsoe a mang, 

u ka khetha ho ba le seabo kappa che. Ha ho letho le lebe le tla u hlahela ha u re che, 

ha e tlo u ama hampe ka tsela ea mofuta u fe kapa u fe. Ho se be karolo ea boithuto 

bona ha hotlo etsa hore u ahloloe ka tsela efe kappa e fe. U lokolohile ho e ikhula 

boithutong bona nako eohle le ha u so lumetse ho nka karolo qalong. 

Komiti ea liphuputso litabeng tsa bophelo ea universithi ea Stellenbosch e ananetse 

boithuto bona ‘me bo tla etsoa ho ipapisitsoe le melao le melaoana ‘moho le 

litumellano tsa machaba litabeng tsa phano e tsoileng ea matsoho ea lits’ebeletso tsa 

bophelo; Declaration of Helnski, the South African Guidelines for Good Clinical 

Practice (2006), the Medical Research Council (MRC) Ethical Guidelines for Research 

(2002), and the Department of Health Ethics in Health Research: Principles, 

Processes and Studies (2015). 

What is this research study all about? / Boithuto bo mabapi le eng? 

Sepheo sa boithuto bona ke ho fumana maikutlo a bapepisi ka tlhokomelo ea ‘ma le 

lesea nakong ea bokhachane haholo ka phetisetsano ea tsebo kapa leseli malebana 

le bakhachane litsing tsa mathomo tsa bophelo kapa cliniki lipakeng tsa bapepisi, 
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basebeletsi ba tsa bophelo, sechaba le setsi sa bophelo seo mokhachane a ka 

romelloa ho sona. 

Where will the study be conducted? / Boithuto botlo etsetsoa kae? 

Boithuto bona bo tlo etsoa litsing tse tharo tsa mathomo tsa bophelo Lesotho. Setsi 

sa heno se khethiloe e le se seng sa litsi tseo. Basebetsi bao e leng karolo ea bapepisi 

ba sebetsang lefapheng la bokhachane ba tlo kenyelletsoa. Tse peli tsa libaka tsa 

boithuto bona li Maseru toropong ha batho ba bahlano ba tla hlongoa lipotso setsing 

ka setsing. E ‘ngoe ea libaka tsa boithuto e tla ba Maseru e maloting moo batho ba 

bararo ba tla hlongoa lipotso. Kakaretso ea batho ba tla ba le seabo boithutong bona 

ke leshome le metso e 13 libakeng tse tharo tse hloailoeng. 

What is the procedure? / tsela ea ts’ebetso e tlo ba e feng? 

Ha u lumela ho ba karolo ea boithuto bona u tla koptjoa ho tekena foromo eo u fanang 

ka tumello ea hau e be u ka araba lipotso tseo ke tla u botsa tsona ke sa u hobose 

kapa ho u khetholla. Puisano ena e tla nka bonyane metsotso e 45 ho isa ho e 60 ho 

latela hore na u araba joang. Puisano e tla etsetsoa ho e ‘ngoe ea liphapusi setsing 

sa heno sa bophelo moo ho seng ts’itiso e ngata e ka bang teng ‘me re tla sebelisa 

mochini o hatisang puisano ena. 

Re tla sebelisa puo ea Senyesemane ‘me moo ho hlokahalang re tla sebelisa puo ea 

Sesotho ho hlalosa. Puisano ena e tla etsoa ho ipapisitse le lipehelo le likhothaletso 

tsa thibelo ea covid 19 tse kenyelletsang ho sia sebaka sa methara lipakeng, ho 

sebelisa semonkoane le senyanyatsi. Bopaki ba ho hloekisoa ha sebaka sa puisano 

matsatsing ohle bo tla bolokoa ke mofuputsi. 

Why you are invited to participate? / Hobaneng o kopiloe ho ba le seabo? 

You are invited to participate as one of the Skilled Birth Attendant who has been 

working in the antenatal clinic of the primary health centre for the past two years. 

O kopiloe ho ba le seabo kaha u le e mong oa bapepisi ba ea sebelitseng lefapheng 

la bopepisi setsing sena sa mathomo sa bophelo lilemo tse peli tse fetileng. 
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What are your responsibilities? / Boikarabello bah au ke bo fe? 

Ka mora ho hlalosa sepheo sa boithuto bona, u koptjoa ho tekena tumello eo u 

lumelang hore u hlongoe lipotso u tsebe ho araba lipotso tseo ke tla u botsa. Lipotso 

tsena li tla ba malebana le maikutlo a hau ka tseo o liboneng le ho feta ho tsona 

phetisetsanong ea tsebo kapa litaba lipakeng tsa basebeletsi ba tsa bophelo, sechaba 

le litsi tsa bophelo. 

Will you benefit from taking part in this research? / Na u tla una molemo ka ho 

ba le seabo liphuputsong tse? 

Ha ho na meropotso eo u tla e una o le motho ka bo mong. Likarabo tsa hau ke tsona 

tse ka lebisang khahlong ea maano le lintlha tse tataisang phetisetsano ea litaba litsing 

tsa mathomo tsa bophelo Lesotho e leng moo u ka unang molemo le oena. 

Are there any risks involved in your taking part in this research? / Na ho na le 

kotsi e ka u hlahelang ha u ba le seabo liphuputsong tse? 

Ha ho kotsi e ka u hlahelang boithutong bona. Boikarabello ba hau ke ho araba lipotso 

tseo u tla li botsoa. Ha u utloa u sa khotsofalla ho araba lipotso u lokollohile ho hlalosa. 

If you do not agree to take part, what alternatives do you have? /Ha u sa lumele 

ho ba karolo ea boithuto bo u ka etsa joang? 

Ho ba le seabo boithutong bona ke boithaopo, haeba u sa batle ho ba le seabo u keke 

oa ahloloa, u lokela ho bolela feela u sa fane le ka mabaka. 

Who will have access to your records? / Ke mang ea tlo ba le likhatiso tse? 

Lekunutu le phethahetseng le tlo netefatsoa. Mabitso a hau le likarabo a keke a 

boleloa hore na ke a mang ‘me hotla sebelisoa linomoro. Lebitso la setsi le keke la 

boleloa le lona tlalehong. Mofuputsi, ea ngolang le tichere (Prof Doreen K. M. Kaura, 

Stellenbosch University, South Africa) ke bona batla ba le likhatiso tsena tse tla 

senngoa ka mora phatlalatso ea tokomane ea hau ea liphuputso (Thesis). Litaba tse 

tla beng li kentsoe ka marangrang li tla bolokoa ka nomoro ea lekunutu e tsejoang ke 

mofuputsi feela ‘me le tsona li tla hlakoloa ka mora ho lipuputso. Boitsebiso ba hau bo 

kaka ba boleloa kae kapa kae liphuputsong tsena ho tla sebelisoa linomoro feela. 

Stellenbosch University https://scholar.sun.ac.za



 
 

110 
 

Even though it is unlikely, what will happen if you get injured somehow because 

you took part in this research study? / Le ha e le ka menyetla e fokolang, ho tla 

etsahala eng ebang u ka tsoa kotsi ka tsela e fe kapa efe hobane u bile le seabo 

liphuputsong tse? 

Ha ho likotsi tse ka u hlahelang nakong ea boithuto bona, le ha ho le joalo, ha ho ka 

etsahala hore u kule kapa u be le khatello ea maikutlo nakong ea puisano, universithi 

ea Stellenbosch e tla fana ka mats’eliso le ho lefella lits’enyehelo tsohle tsa kalafo tse 

ka bakoang ke seabo sa hau boithutong bona. Ha u na hlokoa le bopaki ba hore 

mofuputsi o bile phoso. 

Will you be paid to take part in this study and are there any costs involved? / 

Na u tlo lefshoa hore ebe u bile karolo ea boithuto bo, na na ho na le 

lits’enyehelo? 

Seabo sa hau boithutong bona se tla ba mosebetsing oa hau, ka hona u keke oa kena 

lits’enyehelong tsa mofuta ofe kapa o fe ‘me ha ho le litsiane tse teng bakeng sa ho 

ba le seabo boithutong bona. Mofuputsi o tla u fa senomapholi le lijo tse bobebe 

nakong ea puisano. 

Is there anything else that you should know or do? / Na ho na le se seng seo u 

lakatsang ho setseba? 

U ka letsetsa komiti ea liphuputso tsa litaba tsa bophelo nomorong ea 021 938 

9677/9819 ebang ho na le seo ke sa u hlalosetsang kapa u na le tletlebo. U tla fumana 

kopi ea litaba tsena le foromo eo u lumelang ho ba karolo ea liphuputso tsena, u 

liboloke. 

Declaration by participant / Boitlamo ba ea nang le seabo 

Ka ho tekena mona, ‘na……………………., ke lumela ho ba karolo ea boithuto bona 

bo rehiloeng; seo bapepisi ba ithutileng sona malebana le phetisetso ea tsebo nakong 

ea bokhachane litsing tsa mathomo tsa bophelo Lesotho. Ke lumela hore nka bua le 

mofuputsi hape ebang ho na le tlhokahalo ea ho netefatsa litaba tseo re li buileng.  
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Ke tiisa hore: 

Ke balile litaba tsena hantle le foromo ea boitlamo, kapa ke e balletsoe ‘me e ngotsoe 

ka puo eo ke e utloisisang eo ke e tsebang. 

Ke bile le monyetla oa ho botsa lipotso ‘me ke khotsofetse hore lipotso tsohle tsaka li 

arabiloe 

Kea utloisisa hore ho ba le seabo boithutong bona ke boithaopo ‘me ha kea qobelloa 

ho ba karolo 

Nka khetha ho tlohela ho ba karolo ea boithuto bona nako eohle ‘me ha ho letho le 

lebe le tla ntlhahela, nke ke ka ahloloa ka tsela efe kapa efe. 

Sebaka......................…........……………... Letsatsi…………....………... 2021. 

Motekeno oa ka…………………… Tekeno ea Bopaki………………………. 

Boitlamo ba mofuputsi e moholo:  

‘Na Angelina Zhangazha ke le mofuputsi e moholo ke itlama hore: 

Ke hlalositse ………………………………………. litaba tse hlahang tokomane ena ka 

tsela e bobebe e hlakileng. 

Ke mo khothalelitse ho botsa lipotso’me ka ipha nako ea ho li araba. Ke khotsofetse 

hore o otlisitse likarolo tsohle tsa lipuputso tsena joalo ka ha re li qoqile ka hare 

tokomane ena. 

Ha kea sebelisa tokolo. 

Sebaka......................…........……………. Letsatsi …………....…………………... 2021. 

Tekeno ea mofuputsi e moholo: ……………………… Tekeno ea bopaki: ……………… 

  

Stellenbosch University https://scholar.sun.ac.za



 
 

112 
 

ANNEXURE E: Interview guide 

Demographic data 

Gender: 

Age: 

Marital status: 

Number of children: 

Designation: 

Number of years in service: 

Number of years in Maternal child health (MCH) department: 

 

RO 1:  To explore the experiences of SBAs with communication with pregnant 

women during the ANC within primary healthcare settings in Lesotho?  

Question one: Let’s talk about your experiences with acquiring and sharing 

information with pregnant women in the MCH department 

Probes:                                                                                         

o What information do you acquire and share about pregnant women? 

o How do pregnant women engage with SBAs? 

o Tell me more about your discussions with the pregnant women. 

 

RO 2:  To explore the experiences of SBAs with communication among 

themselves and other healthcare providers within the primary healthcare 

setting in Lesotho.  

Question:  Let’s talk about your experience with information sharing within 

yourselves and other healthcare providers.  

Probes:  

o How do you communicate information within the facility?  

o How do you share this information with other team members? 

o Tell me how you communicate with referral centres 

 

RO 3 To explore the experiences of SBAs with use of records as a form of 

communication, during the ANC within the primary healthcare settings in 

Lesotho.  
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Question: Let’s talk about your experience with records within your teams within the 

ANC 

Probe: 

o How do you keep the records of pregnant women? 

o which documents or records are shared at the facility? 

 

RO 4 To explore the experiences of SBAs with protocols and guidelines 

during ANC 

Question: can you tell me about protocols and guidelines during ANC 

Probes:  

o Are you using the protocols uniformly? 

o Can you tell me how you are using them? 

o Tellme more about the guidelines. 
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ANNEXURE F: Extract of transcribed interview 
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ANNEXURE G: Covid-19 screening tool 
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ANNEXURE H: Language editing certificates 
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ANNEXURE I: Translation letter 
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ANNEXURE J: Technical editing certificate 
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