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ABSTRACT 

The rate of maternal mortality in the recent time is so alarming due to weak health systems, poor 

doctor-patient relationship, and non-existence of e-health management system to efficiently 

maintain, handle the patient’s record and schedule appointments for pregnant women from the 

first to last trimester which will reduce unnecessary waiting line that causes stress to both the 

patient and doctors. This study aims at facilitating the maternal care delivery at Federal Medical 

Center, Yola by, first determines the factors that influence the quality care through doctor-patient 

relationship. An empirical method (quantitative and qualitative) was used for this research and 

the target population consisted of pregnant women aged between 18-50 years and above to 50 

years. Data was gathered from administering questionnaires that explored the perception of both 

doctor and patient relationships. One-to-one interviews, focal group, meetings, and personal 

observations were also made. Over three weeks, an average of 40 interviews was conducted on 

every Tuesday and Thursdays during the biweekly antenatal clinic. The mean age of doctors who 

participated was 36 years (Standard deviation = 0.828), with 80 percent males and 20 percent 

females who have been practicing in the hospital for 10 years or less in the hospital.  Most of the 

doctors’ orientations (80 percent) were towards doctor-centered care, including paternalism, 

which assumes that the doctor is the expert and the patient only needs to cooperate. About 40 

percent of doctors do not always have time to explore their patients’ ideas and concerns, which 

do not support a partnership model. The majority of doctors and patients who participated (46.7 

percent and 43.3 percent, respectively), believe that the communication barrier affects their 

relationships. As a solution to barriers identified, a software Maternal Care Management System 

(www.fmc-hms.com.ng) was designed and implemented using PHP and MySQL database 

solution that have centralized domain for smooth operation which, if effectively adopted and 

implemented can be integrated into the entire operation of the hospital. The E-health 

management system will improve the productivity as well simplify operation that will positively 

impact the efficiency and quality of maternal care in obstetrics and Gynecology unit at the FMC. 

 

 

http://www.fmc-hms.com.ng/
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CHAPTER ONE 

INTRODUCTION 

This chapter presents a brief background of the study, research problem, the aim and 

objectives of the study, the research questions, expected contribution of the study and the 

chapter disposition. 

 

1.1 BACKGROUND OF THE STUDY 

Maternal care, according to the World Health Organization (WHO) refers to the health of 

women during pregnancy, childbirth and the postpartum period. Studies have been identified 

worldwide that, About 830 women die annually from pregnancy or childbirth related complic

ations around the world every day (Alkema et al., 2016). Thus, maternal care practice has 

proven to be a fertile ground for the use of Information and Communications Technology 

(ICT) (Lindberg et al., 2013).   

The doctor-patient relationship is essential to maternity care practice and is vital for high-

quality healthcare delivery, especially in diagnosis and treatment.  This relationship forms 

one of the bases of existing medical ethics (Asamu and Matthias, 2015). Beyond the 

counseling rooms, for example, in the hospital ward, the doctor‑patient relationship is more 

than just two people collaborating.  Similarly, when someone is sick, other individuals are 

involved. These include patients’ relatives and neighbors, rescue authorities, medical 

attendants, nurses, common laborers and others, such as hospital directors, insurance 

agencies/health care administration associations, and the government.  

Previously in Nigeria, studies on the doctor-patient relationship borders focused mainly 

on patients’ satisfaction (Iliyasu et al., 2010). In the Western world, the orientations medical 

doctors bring into the encounters (Simon and Shuman, 2007) are not what influence the 

doctor-patient relationship, i.e. whether it is the attitude of patience, the doctor’s belief or 

orientation regarding his/her code of conduct. The health care delivery is facing significant 

challenges in developing countries, and thus the application of Information Communication 

Technology is becoming progressively more important. Health is amongst the most essential 

and important things in human life.  

Most medical schools provide basic training to students before they are sent to the 

hospitals to maintain a professional relationship with patients, respect patients’ privacy, and 

uphold the patients’ dignity. In the Western world, the orientations medical doctors bring into 

the encounters are not what influence the doctor-patient relationship, i.e. whether it is the 
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attitude of patients, the doctor’s belief, or orientation regarding his/her code of conduct.  The 

health care delivery is facing significant challenges in developing countries, and thus the 

application of Information Communications Technology (ICT) is becoming progressively 

important.  Health is amongst the most essential and important things in human life (Angeluci 

et al., 2016).  

The health sector in developing nations in the recent years has shown remarkable 

improvement in the utilization of information systems on an approach and philosophy, which 

has brought more achievement. The interactions between patients and doctors using 

electronic instruments for health-related purposes have been characterized extensively as e-

Health.  Therefore, e-Health is viewed as the most suitable system to enhance the quality and 

security of human services with the utilization of the most recent data and correspondence 

innovation to address the issues of health care delivery, patients, specialists, therapeutic 

services suppliers and so on. The e-Health exercises are getting to be regular and can enhance 

the human services segment in both developed and developing nations (Healy, 2008). 

This research was in two phases. In the first phase, a questionnaire was employed to 

gather data to understand the doctor’s orientation and the factors that affect the doctor-patient 

relationship at FMC, Yola, with a focus on the department of obstetrics and gynecology 

(O&G). In the second phase, a web-based system, the maternal care Management System 

(MCMS) was deployed to tackle the main challenges suggested by the result of the first 

phase. Nevertheless, due to the failures in IS projects, Actor Network Theory as a research 

tool was used in this context to highlight the organizational, financial, cultural, and 

technological consideration that should be taken into consideration when planning to 

implement such a system like MCMS in the hospital setting (Cucciniello et al., 2015) 

 

1.2 STATEMENT OF THE RESEARCH PROBLEM 

One of the objectives of a quality maternal health care is to have a conducive center for the 

pregnant women, by having a central Maternal Care Management System (MCMS) that can 

link patient record to all other units connected to the maternal care such as the doctors, 

nurses, receptionist, laboratory, billing and pharmacy etc. To efficiently maintain and handle 

the patient’s record and schedule appointments for pregnant women from the first to last 

trimester which will reduce unnecessary waiting time which can be avoided. But due to the 

weak health system, maternal and child health care status in Nigeria is among the worst in 

Africa (Uneke et al., 2014). All the patient details, doctor availability details, test results and 
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patient’s prescriptions by the doctor should be accessible by both the doctor and the patients 

for easy communication. However, there is no such system that performs these functions at 

the obstetrics and gynecology unit of FMC, Yola electronically, as all are still maintained 

manually by the receptionist.  

 The doctor-patient relationship is very crucial in the maternal care delivery and also 

required in dealing with the pregnant women due to their nature. However, for the purpose of 

this research, certain factors which are often responsible for the poor relationship between the 

doctors and the pregnant women are looking into.  

These factors are widely recognized as a major barrier in providing maternity care service

and good relationship include improper time management, which often result to long waiting 

period or delay in seeking medical care as well as self-medication, and the communication 

difficulties due to language differences between health care professionals and patients which 

is widely recognized as one the challenges in maternal health care and this has often lead to a 

doctor centered care consultations which is categorized by the Parsonian model and 

paternalistic method (Degni et al., 2012).  

If pregnant women have to be admitted, the existing system needs to check the 

availability of the bed which consumes lots of time if done manually. These are the main 

disadvantages of the existing systems that are overcome in the present study. 

The variation in the doctor-patient relationship cannot be totally explained in terms of the 

patient’s medical condition, because doctors’ and patients’ expectations, as well as the 

structural context of the consultation, greatly influence this relationship. Thus, this present 

study envisages studying the doctor-patient relationship that exists, the Obstetrics and 

Gynecology Unit of Federal Medical Centre Yola (FMCY) and exploring how e-health can 

be integrated into the system to improve the existing doctor-patient relationship limitations.   

Nevertheless, introducing the e-Health system in Nigerian hospitals has been a challenging 

task due to many factors such as getting financial support from government or appropriate 

agency, the electricity and inadequate facilities. Hence this study was supported using the 

Actor Network Theory (ANT) to explain the integration of the HMS at FMC. ANT captures 

the multiple realities of both human and non-human actor networks to improve the 

effectiveness of hospital management system. It also helps in reducing the challenges faced 

during conducting research of this nature. 

However, it is very important to maintain efficient software to handle the entire 

mentioned barriers for a robust and quality maternal care free of stress, At present, there is no 
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such system for performing e-health activities in FMC, Yola, and the focus of this case study 

thus was spurred on to assess and actualize E-health framework in the O&G, FMC, Yola after 

investigating the limitations of the existing doctor-patient relationship at the Obstetrics and 

Gynecology Unit.  

 The research problems are therefore: 

i. E-heath such as Maternal Care Management System in Obstetrics and Gynecology 

unit of the Federal Medical Center (FMC) Yola is nonexistence, which always leads 

to improper handling of patient records; hence result to poor maternal care and 

maternal mortality rate as identified by M. Bukar et, al 2013. 

ii. Improve and permitting complex connection between the doctors, specialist, medical 

care takers and the patients by ensuring proper time management, which would 

mitigate over-crowded situation Seckin (2010).  

iii. Appointment reminders would be helpful for the pregnant women, due to their 

vulnerable stages, which often make them to be forgetful. 

In an adequate health care system, the above would be applicable; these are the gaps, this 

study intends to address. 

 

1.3 RESEARCH AIMS AND OBJECTIVES 

     AIM: 

The primary purpose of this study is to tackle the complexities in maternal care at Federal 

Medical Center, Yola using E-health solutions.  

 

     OBJECTIVES: 

i. To identify factors affecting maternal care using doctor-patient relationship as the 

case study at FMC, Yola. 

ii. Based on the factor, provide an e - health solution to it. 

 

1.4    RESEARCH QUESTIONS 

         The following questions were explored in this study: 

i. What are the factors affecting maternal care service delivery at FMC, Yola?  

ii. How can e-health help in tackling the complexities observed, in order to improve the 

maternal care service delivery at FMC, Yola? 
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1.5    EXPECTED CONTRIBUTION TO KNOWLEDGE 

The outcome of this research would influence the usage of MCMS in O&G care at FMC 

Yola and if effectively used, other units of the hospital as well as hospitals in the North-

Eastern part of Nigeria can adopt it. The results from this study can also guide doctors, 

medical directors, health experts and information system developed in the usage of E-health 

in the appraisal, planning, and execution of HMS frameworks in their health care services. 

The findings are relevant to the ultimate goal of the arrangement, plan, usage, and 

suggestions for e-Healthcare applications in the FMC. 

 

1.6     STRUCTURE OF THE THESIS 

This study is reported in five chapters.   

Chapter one presents a brief foundation to the study, which expounds the requirement for 

the study, the statements of research and the aims of the study.   

Chapter two focuses on the literature reviews on some pertinent research in the field of 

study, description of the models/theories applicable to this research.  

Chapter three presents the methods and procedures utilized in this study, the settings of 

the study, assesses profiles of the study population, the study area, the method used 

(administering of questionnaire) in the data collection and the Actor Network Theory which 

was used as a research tool in this context. 

Chapter four present the findings and interpretations of the study as related to 

speculations and theories on the subject using quantitative & qualitative method as well Actor 

Network Theory for analyzing the HMS implementation.  

Chapter five summarizes the study, exhibits the general review discoveries, provides 

the study’s analyses, and makes suggestions for further research.
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CHAPTER TWO 

LITERATURE REVIEW 

This chapter focuses on some pertinent research in the field of study, description of the 

studies reviewed, the related models and theoretical frameworks applicable to this research.   

2.1 THE DOCTOR-PATIENT RELATIONSHIP 

The effectiveness of doctors’ inappropriate conduct in the doctor-patient relationship has 

been related to the attitudes, beliefs, and orientations they brought into the system (Chan and 

Azman, 2012). Most medical schools initially train students before they are sent to the 

hospitals to maintain a professional relationship with patients, respect patients’ privacy, and 

uphold the dignity of patients. Regarding the outcome of treatment, the doctor-patient 

relationship tends to have a little, but statistically significant effect on the results of health 

care (Kelly et al., 2014). The doctor-patient relationship is essential to healthcare practice and 

is vital to high-quality healthcare delivery in diagnosis and treatment. This relationship forms 

the basis of existing medical ethics (Asamu and Matthias, 2015). Doctors can develop a 

particular consulting style and not vary this method significantly about the patient’s 

problems. Those doctors who use a patient-centered style is known to be the most flexible 

and they show the greatest capability to respond to differences in the needs of patients or the 

conditions of the consultation.   

Doctor-Patient Relationship Frameworks 

In health economics, the doctor-patient relationship is assumed to be an agency, as the 

principal-agent framework emphasizes the information asymmetry between the doctor and 

the patient. This framework states that the doctor who acts as the agent maximizes the patient 

who serves as the principal utility. The doctor usually has information on the patient's health 

status and the available treatments. Meanwhile, the patient has more knowledge about how 

the available treatments fit with his/her lifestyle. The patient also has particular beliefs about 

medication and illness. These preferences are communicated to the doctor by the patient, 

while the doctor then acts as an agent for the patient. The principal-agent theory model has 

been used extensively in health economics due to its conceptual simplicity. However, this 

model has its criticisms and limitations (Kelly et al., 2014). .  

Empirical evidence given by Goto et al. (2015) has shown that the patient and the doctor 

bring different agendas to consultation and that the doctor is very often unable to understand 

the patient needs. As long as these needs are not met, the outcomes of the consultation remain 
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unsatisfactory, and patients may not adhere to what the doctor recommends. The perfect 

agency model may be unrealistic in practice since both the doctor’s and the patient’s needs 

have other constraints to be considered. These constraints include administrative constraints, 

time issues, personal benefits, and costs. Theoretical models exist in medical sociology that 

explain the doctor patient relationship about decision making. These are shared decision, pate

rnalism, consumerism, and informed decision-making models (Chandra et al., 2013).  

Paternalism 

Paternalism is the usual model of the doctor-patient relationship. In this model, the doctor 

who serves as an expert diagnoses the patient and then decides on the course of action. The 

patient thus has no active involvement in the decision-making process (Chandra et al., 2013).  

Coulter (2002) avoids the term ‘paternalistic’ and calls this model ‘professional choice', 

arguing that it may be appropriate under some circumstances for the doctor to make decisions 

without the patient being actively involved. This patient’s role in paternalism makes the 

model related to that of a perfect agency in health economics.  

Shared decision model 

The shared decision model according to Charles et al. (1999), argues that shared decision 

making should exhibit four specific characteristics to be effective: 

i. Both the physician and the patient are, to some extent, involved in the treatment 

decision making process. Both share information. 

ii. Both the patient and the doctor participate in the decision-making process by 

expressing treatment preferences. 

iii. A treatment decision is made, and both the physician and the patient agree on the 

treatment to be adopted (Stavropoulou, 2012). 

The patient and the doctor are both active members in the decision-making process in this 

framework. 

Informed decision-making model 

The informed decision-making model is often compared with the shared decision-making 

model. Both models reflect indicate a reaction to the model of paternalism. Meanwhile, 

Stavropoulou, (2012) reported that there are essential differences between the two models.  

These differences are mainly concerned with the information exchange. In the shared 

decision-making model, both the doctor and the patient exchange information, the doctor 

depends primarily on the therapeutic level, and the patient depends more on the personal 

level, such as experience and preferences (Stavropoulou, 2012). Contrary to shared decision-
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making model, which is two-sided, in the informed decision-making model the information is 

usually one-sided. In this model, the doctor supplies the information regarding medical 

aspects of the patient (Stavropoulou, 2012). 

 

2.2 RECORD KEEPING IN HEALTHCARE DELIVERY 

There are two important methods of keeping medical records of patients in any medical 

center: Paper Based Record (PBR) and Electronic Medical Record (EMR). Firstly, medical 

record frameworks helps in the aggregation of information assemble over the span of a 

patient direction, which thus make an 'outside memory' for some time later, be it paper-based 

or electronic (Veinot et al., 2010). 

2.2.1 Paper-based record keeping in health care delivery 

The medical services industry has used paper-based record framework for keeping patient 

medical information for decades (Scott, 2006). Even though paper-based record keeping has 

helped the health service sector in managing data and information from ancient times to date, 

Coeira (2003) observe that paper-based records characteristically represent some physical and 

educational hitches that make it inappropriate for health care delivery. Hence, as indicated by 

numerous researchers, the paper-based framework alone is no longer sufficient, and they 

legitimize this notion by referring to different difficulties associated with paper record 

keeping such as accessibility, productivity and security. Study shown that Nigeria has the 

highest maternal mortality ration in the word of which the North Eastern region of Nigeria 

has the highest in Nigeria (Bukar et al., 2013). According to Bukar et al., most of these deaths 

occurred was as a result of delay in obtaining information about the patient (Lack of proper 

information System) which this study intends to address.  

 

Trouble in accessing and sharing medical history of patients 

Paper-based record framework makes it difficult for healthcare experts in divers and 

distant places to access previous medical information of patients for legal conclusion or 

treatment administration. Paper-based medical information of patients can be passed on with 

the use of fax machine, phone, discussion, and even using messenger administrations or 

through the post. Nevertheless, these methods of transmitting information have the potential 

for the misreading or misunderstanding of information, loss of information and deferral 

(INSTITUTE FOR MEDICATION PRACTICES, ISMP, 2000). In situations where health 

experts in disparate locations get hold of past restorative information of patients, it is valued 
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that accommodating the medical information could be, in any case, unthinkable (Coeira, 

2003). As indicated by Coeira (2003), unique understandings are some of the time given to 

vague restorative records from the medical information, which regularly varies among 

experts because of obscurity or despicable spelling of a medical language.  

Wrong organization of patient records 

Paper-based records pose a high risk of relegating incorrect codes or images to medical 

documents, which, to a significant degree, makes it hard to find these same records later.  The 

recovery of the restorative document from a heap of medical records as indicated by Wills 

(2011) can be overwhelming and tedious. These uncalled for arrangements of medical 

records obstruct access to information and information sharing for appropriate healthcare 

supply.  

With paper-based records, little is done about restriction on who sees paper records or 

entirely preventing unapproved individuals from accessing the restorative records of a 

patient.  Medical records of patients can be accessed with no hints of who accessed them or 

when it was gotten to or replicated. Accordingly, patients, particularly those with certain 

illnesses or individuals who have trusted their specialists, risk, harms like loss of occupation, 

shame at home or work, alienation and the failure to try and get a protection scope if anyone 

lays hands on their medical data (Wills, 2011). 

 

2.2.2 Electronic Medical Record 

An Electronic Medical Record (EMR) is the patient’s record that is stored and is 

retrievable by electronic means. The point of medical records is to go about as a vault of the 

doctor's perception and investigation of the patient Ludwick and Doucette (2009). Medical 

records typically contain related information about the patient, information from physical 

examination and other assessment carried out on the patient. 

Accordingly, EMR can be characterized as “carefully put away healthcare information 

around an individual's lifetime with the reason for supporting congruity of care, training and 

guaranteeing privacy in all circumstances” (Wickramasinghe and Geisler, 2007).  

Information might be embedded into the EMR straight by the patient, doctor, or some 

other supplier or by a progression of various systems (Bose, 2003).  Ludwick and Doucette 

(2009) in their broad survey of writing on the appropriation of EMRs crosswise over seven 

western economies have noticed that doctors still have remarkable uncertainty on the effect 

of EMRs on “protection and tolerance security”. Another critical element that represses the 
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selection of EMRs is the absence of institutionalization, which makes obstructions for putting 

away of EMRs in a focal area and after that, sharing it crosswise over various limits 

(Ludwick and Doucette, 2009, Nowinski et al. (2007) have noticed that the usage and 

utilization of EMRs have the likely-hood to affect the healthcare conveyance handle in 

various courses.  

For instance, the way the doctors and medical attendants cooperate with the patient, 

holding up time in confirmation, and release forms. Their examination demonstrates that the 

more patient fulfillment in the process diminishes, the more EMRs is being executed.  

Margalit et al. (2006) led an observational review in Israel to learn the impact of EMRs on 

persistent doctor correspondence and concluded that doctor utilization of PCs could adversely 

influence understanding focused practice by decreasing discourse, especially in the 

psychosocial and enthusiastic domain. A comparative review done by McGrath et al. (2007) 

to discover the impact of EMRs on nonverbal correspondence between the patient and the 

doctor found that it could be unmistakably said whether the doctor's utilization of EMRs had 

any negative effect on the patient-doctor relationship.  However, it creates "breakpoints" 

amid discussions. 

 

2.3 THE DOCTOR-PATIENT RELATIONSHIP AND INFORMATION ACCESS IN THE 

INTERNET AGE 

Logical and specialized information, by and large, combined with the increase in the 

instructional level of the populace, has made a class of patients who look for information on 

the ailment, medicines, side effects, and expenses of hospitalization and treatment. Besides, 

there has been an expansion in information accessibility and access in the field of medical 

services, significantly through the Internet (Garbin et al., 2008). The fundamental element 

that separates the Internet from other media is the amount of information sources and the 

effective position of the client. This information gotten through the Internet adjusts or 

meddles with the doctor-patient relationship (Garbin, 2008).  

Specialists are no longer the sole holders of preeminent learning; rather, progressively 

very much educated patients (Kim and Kim, 2009) are currently addressing them. Individuals 

can now utilize the Internet to gather information on their protestations or on infections, they 

know they have, and they can do this before setting off for consultation. It is evaluated that 

half of the patients going to the specialist's office now bring information from the Internet.  
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2.4 COMMITMENT OF ICT IN THE MEDICAL FIELD 

In an unpredictable universe shaped by different and differentiated associations, ICTs 

have turned out to be aggressively instrumental in driving and situating, any association, 

frequently changing the truth and quintessence of the business itself. Given the immense 

potential, associations are driving tools to improve and utilize ICTs, either through the 

advancement of inside works or by initiating changes at the business level. In this way, 

benefiting from ICT improvements with the goal to end up distinctly more dynamic and 

better, met all requirements to develop in the light of market changes (IOM, 2012).  

As an immediate impetus for change in the way works is performed, information 

innovations also assume a key part in the medical segment. Overall, the approach of the 

Internet has driven this industry to abuse ICTs with a specific goal to enhance quiet care in 

the doctor's facilities, increase the business viability of organizations, and enhance 

correspondence between the different players in the segment.  

Seckin (2010) suggested that ICT improves and permits complex connections between 

specialists, medical caretakers, patients and their offices. Adjorlolo & Ellingsen, (2013) 

propose that when ICT is connected to medical practice, it delivers an adjustment in methods, 

which results in a more compelling last item.  According to Obasola et al. (2015), there is a 

need to move the use of ICT for maternal and child health care from pilot initiatives to 

interventions which involves all stakeholders on a sub-regional scale. These interventions 

should also be an adopted and integrated approach that takes care of the information needs of 

every stage along the continuum care.  

 

2.4.1 Information securing and sharing through e-health management system 

The normal single doctor-patient relationship is moving towards a circumstance where 

the medical services are conveyed by a group of social insurance experts wherein each 

represent considerable authority in only a part of health care. Such a domain requires the 

catching and sharing of clinical information relating to a patient between the diverse care 

suppliers.  

An EMR is the patient’s record that is stored and is retrievable by electronic means. The 

point of medical records is to go about as a vault of the doctor's perception and investigation 

of the patient. Medical records typically contain related information about the patient, 

information from physical examination and other assessments carried out on the patient.  
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Accordingly, EMR can be characterized as "carefully put away healthcare information 

around an individual's lifetime with the reason for supporting congruity of care, training and 

guaranteeing privacy in all circumstances" (Lakovidis, 1998). Information might be 

embedded into the EMR straight by the patient, doctor, or some other supplier or by a 

progression of various systems (Bose, 2003). Ludwick and Doucette (2009) in their broad 

survey of writing on the appropriation of EMRs crosswise over seven western economies 

have noticed that doctors still have noteworthy uncertainty on the effect of EMRs on 

“protection and tolerance security”.   

Another critical element that represses the selection of EMRs is the absence of 

institutionalization, which makes obstructions for putting away of EMRs in a focal area and 

after that, sharing it crosswise over various limits (Ludwick and Doucette, 2009, 

Wickramasinghe and Geisler, 2007).  

Nowinski et al. (2007) have noticed that the usage and utilization of EMRs are likely to 

affect the healthcare conveyance handle in various courses. For instance, the way the doctors 

and medical attendants cooperate with the patient, holding up time in confirmation, and 

release forms. Their examination demonstrates that the more patient fulfillment in the process 

diminishes, the more EMRs is being executed. Margalit et al. (2006) led an observational 

review in Israel to learn the impact of EMRs on persistent doctor correspondence and 

concluded that doctor utilization of PCs could adversely influence understanding focused 

practice by decreasing discourse, especially in the psychosocial and enthusiastic domain. A 

comparative review done by McGrath et al. (2007) to discover the impact of EMRs on 

nonverbal correspondence between the patient and the doctor found that it could be 

unmistakably said whether the doctor's utilization of EMRs had any negative effect on the 

patient-doctor relationship. However, it creates "breakpoints" amid discussions. 

 

2.5  E-HEALTH IN HEALTHCARE DELIVERY USING ANT 

The study on the introducing e-health strategies to enhance maternal care in rural 

Tanzania (Nyamtema et al., 2017). The article describes best practice, opportunity and 

obstacles in implementing e-health of maternal care in extremely remote and rural Tanzania. 

The authors installed audio teleconference, Tele- consultation for obstetric emergency, and 

online e-learning system in ten rural healthcare centers and a regional care center in Tanzania 

to support the E-health as an opportunity for improving maternal care. The authors suggest 
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that the quality maternal care could be possible with the knowledge and a skill as both plays a 

vital role in E-health management system. 

In a review of E-health intervention for maternal and child health in sub-Sahara Africa by 

Obasola et al., (2015) the study explored the influence of maternal child health practice in 

Sub-Sahara Africa. The study suggests and recommends the need to move the application of 

E-health for maternal child health care from pilot initiatives to intervention by involving all 

the stakeholders. Also the authors suggest the adoption of an integrated approach that can 

handle the information needs at every phase.   

Also Cucciniello et al., (2015) study on understanding the key factors affecting electronic 

medical record implementation examined the interaction of sociological technological factors 

in the implementation of EMR by a major hospital. The study uses documentary analysis, 

interview and observation and drawing on ANT as the qualitative thematic analysis. This 

study highlighted some factors such as cultural, financial, organization that should be taken 

into consideration when planning strategies for the EMR implementation in the hospital 

settings. Cresswell et al., (2010) suggest that ANT can be helpful in investigating technology 

implementation in healthcare settings. The authors outlined how ANT approach can be 

usefully informed, evaluate researcher on the implementation of IT in the health can setting 

and has given recommendations on how this can be conceptualized. 

 

2.6 THEORETICAL FRAMEWORK FOR MATERNAL CARE HOSPITAL MANAGEME-

NT SYSTEM (MCMS) 

This section describes the Actor Network Theory (ANT) and their use in Hospital 

Management System (HMS).  

2.6.1 Actor Network Theory (ANT) 

Actor Network Theory (ANT) seeks to conceptualize the relationship between technology 

and societies. This conceptualization has engaged outstanding quality in research, including 

information system frameworks, since it gives innovations to the socio-specialized nature of 

information systems (Cucciniello et al., 2015). ANT is viewed as an approach by social 

science researchers to examine the social and specialized parts that integrate individuals, 

organizations, and technology - all enmeshed in a system (Cucciniello et al., 2015; Cresswell 

et al., 2012).  

ANT posits that the main method for ensuring order and proficiency in an organization 

like the Federal Medical Center, Yola lies in the capacity of the organization to set up 
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systems that will shape social connections inside that organization (Cresswell et al., 2010).  

However, ANT also sees Information Infrastructure such as MCMS as both an actor in the 

organization as well as a device for setting up a system that links other participants as shown 

in Fig 2.1. The different networks and actors involved in the analysis were illustrated and 

highlighted as follows: human actors (in blue and light blue), organizational actors (black 

frame), and technological actors (in orange). Along these lines, the actor in a system 

comprises human and non-human components that are heterogeneous to the degree that they 

are dealt with similarly and are even given the aggregate name of crossbreed (Rodríguez-

Giralt, 2011). The assumption of ANT as shown in (Fig. 2.1) is that, any removal or added 

network of an actor regardless of its position, as it in the case when technology is being 

introduced into an organization, this may affect the functioning of the whole network. 

 

Fig. 2.1 The relationships of Actors in a network 

 

In support of its introduction of IT (information technology) by and large, and e-health 

specifically, into medicinal services benefit conveyance is that by enhancing the methods for 
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getting to and sharing data crosswise over social insurance frameworks and moving far from 

pen, paper and human memory towards another condition, where key stakeholders (for 

example: service providers, consumers, government agencies and healthcare managers) can 

dependably and safely share data electronically, it will be conceivable to acknowledge huge 

enhancements in health  outcome and quality of care (Muhammad et al., 2012), help with cost 

investment funds, enhance understanding contribution and deliver useable optional 

information for additionally research and preparing (Car et al., 2008). Be that as it may, such 

a change isn't a clear suggestion, particularly given the mind boggling and multifaceted 

condition of medicinal services benefit conveyance also the innate complexities of social 

insurance operations (Cresswell et al., 2010). Moreover, it is a direct result of the intricate 

and dynamic nature of human services that makes the employments of innovation intervened 

coordinated efforts in medical services both one of a kind and testing. 

Understanding the actor network  

The Actor system is recognized through the fundamental "choosing" of human and non-

human members into a system through the procedures of exchange and interpretation 

(Rodríguez-Giralt, 2011). It is through their game plan with each other that on-screen 

characters shape a performing artist network. This game plan is proficient through the 

interpretation of interests and the enrollment of on-screen characters into the system.  

Interpreting includes demonstrating how an entertainer's unbiased advantages may get the 

chance to be particularly balanced.  

On actor system, a system recursively creates and repeats itself, and depends on the 

dynamic upkeep of its rearrangements or "punctualization" for it is gone before with 

presence. The term 'organize', regardless of customary employments of the word, does not 

propose any settled thing, yet rather portrays a component, adequately moving intrigue of 

performing artists. A system gets to be distinctly solid, not entirely inferable from a structure 

where each point is at the crossing point of two systems: 'one that it rearranges and another 

that streamlines it'. As adequately pointed out, Actor systems are steadily made and 

reproduced.  The point here is not whether the actants of a system are social or specific, but 

rather which affiliations are more grounded and which are weaker. An important aspect of 

ANT is the issue of compelling. It is thought particularly that power is influenced by the 

creation and the era of a system of heterogeneous actants. The possibility of the drive is better 

illustrated utilizing the human science of interpretation. From an ANT point of view, material 

relics are noteworthy in the organizing of these relations. Actor-network theory is 
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irreversible, which refers to how much in a particular circumstance, it is difficult to retreat to 

a point where conceivable elective outcomes exist.  It is much of the time the consequence of 

the inscription of interests into mechanical relics, whereby those interests end up being 

progressively difficult to change (Mahring et al., 2004).    

In spite of the fact that ANT and the sociology of translation have turned out to be 

noticeable streams of research on information system (IS) innovations, few of these models 

could distinguish between the designer's beliefs, the user, and the developing ancient rarity.  

As of late, a few researchers have relied on performing actor network theory as a basis for 

studying the complex transformative processes of current information technologies (Arif et 

al., 2017; Cresswell et al., 2012; Unnitan and Tatnall, 2014). A specific interest of this 

approach is the authors' endeavor to dismiss the subject-protest distinction. Moreover, their 

hypothetical lens was ready to uncover the interdependencies amongst actors and how 

processes of inscription, enrollment, and confining constrained information technology 

advancement. Nevertheless, their unique model overemphasizes the part of designers and 

neglects the user in these processes.  

Cost savings, secondary use of data, improved quality and safety of health care, greater 

patient involvement amongst others are the key benefits of E-health management system (Car 

et al., 2008). These benefits have led to increasing investments in the EHR system. However, 

implementation of Information Technology (IT) in a large scale in healthcare has been faced 

with various challenges. These challenges include poor fit between users and systems, 

technical problems, and non-compliance by staff (Creswell and Sheikh, 2009). In spite the 

need to improve the chances of successful implementations by evaluation of these systems, 

there is minimum guidance on how the evaluations can be conceptualized methologically. 

This method relates to both the ontological and epistemological assumptions, but also to 

the obtained methodology and methods. Thus, obtainable efforts frequently lack theoretical 

dynamism. Socio-technical lenses are gradually more seen as the most suitable 

methodological approach to studying the EHR systems implementation (Darko-Yawson and 

Ellingsen, 2016). The importance of studying the impact of the social setting on technical 

aspects and the impact of the technology on the organization, as well as the complex inter-

relationship between the two is highlighted.   

This study attempts to use Actor-Network Theory (ANT) approach to address the 

complicated question of how practical challenges can be overcome. In doing so, the most 

radical assumption of ANT is that things (such as technologies) are “actors” and thus, they 
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have the potential to change and reconcile social relationships (Arif et al., 2017). ANT has 

often been used to study various innovations in healthcare settings and beyond. The use of 

ANT results in important approach, especially about using the active role of technological 

innovations in putting in place social processes in complicated environments (Berg et al., 

1998). A significant advantage of actor-network theory is its capacity to embrace 

transformation and change because it is based on the regrouping and the formation of new 

objects and new networks (Arif et al., 2017; Thapa, 2011). 

The second advantage of this theory is that it offers a non-dualistic approach to 

technology. ANT recognizes that all actors, be they human or non-human, have a role in 

social processes rather than “merely props for social action” (Dankert, 2011). This theory was 

selected for this study because of its ability to encompass transformation and change, which 

makes it particularly useful in the noisy healthcare environment. Thus, ANT provided a 

unique way to view this work and was particularly helpful in organizing and reporting on the 

extensive amount of materials and interviews analyzed for this project. The need for a more 

sophisticated view of relationships between humans and objects as technologies become ever 

more complex as the increasing scale of computerization of modern health care is 

highlighted. In this context, ANT has stimulated academic debate with its radical approach to 

conceptualizing agency and the relationships between humans and objects.  

This study has stated how ANT can be easily used to evaluate research on the 

implementation of IT in the medical setting and has given some recommendations on how to 

conceptualize this. A summary of the contributions offered and challenges associated with 

the ANT approach as related to our ongoing research is given in Table 2.1. 

Table 2.1: Valuable contributions on the use of ANT (Creswell et al., 2010) 

Key note 

 

Important contributions of this 

concept 

Inference for our study The study if not 

informed by ANT 

Translation  A detailed approach is used to 

know the difficulty of different 

forces involved when artifacts 

are initiated in a new context - 

this can be used to inform 

sampling considerations 

An insight into how the designed soft

ware is integrated into the healthcare 

system 

It might be 

tempted to 

neglect the 

context of the 

design and look at 

the adoption 

context in 

seclusion 
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Active role of 

Objects 

This concept can help in 

knowing how objects can 

actively change established 

practices by controlling the way 

human actors are related 

The software is seen as effectively 

changing the way care is given 

rather than being a moderately passive 

piece of equipment 

Software may be 

seen as passive, w

hich could lead to 

undermining its 

impact 

Generalized 

Symmetry 

Can help investigators to resist 

imposing a priority differences 

between actors 

Helps to recognize that objects can 

create unpredictable outputs and have 

agency 

Prior assumptions 

of dualism betwee

n humans and 

objects may distor

t the analysis 

Changing 

nature and 

flux of reality 

Power, social effect and 

relationship are tools for 

exploring how the 

complex relationships 

Between the actors and its 

effects come about through mov

ements in the network 

It helps to conceptualize how change 

is a context and process dependent 

A firm view of 

reality may be si

mple and cover 

the difficulty of 

change 

 

Translation 

Translation as described by Angeluci and Cacavallo (2016) is the process of aligning the 

interests of a various set of actors with the interests of the main actor. The creations of an 

actor-network consist of certain translation steps also known as moments of translation. 

These translation processes are regarded as the foundation for a network’s stability. The 

translation processes are the problematization, interessment, enrollment, and mobilization.  

Several actors in an organization may be involved in a diverse process of translation, with 

each having its unique outcome and characteristics. 

Moments of translation 

An actor in a network is independent and can refuse to accept influence from other actors. 

A network does not exist when an actor is not encouraged. For a network to exist the actors is 

encouraged to show their ability to act and also involve in the network. This encouragement 

involves a series of collective moments known as the translation process. Every one of the 

actors may have an independent or similar interest. The translation of the independent 

Table 2.1 (continued) 
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interests can bring about an establishment of a stable network. As a result of the negotiations 

of common interest existing between various actors, goals can be shifted from one actor to 

another (Callon, 1986). This further result in the transformation of networks; when a new 

technology is adopted by organizations, the organization goes through moments of 

translation. The moments of translation continues as the organization presents the new 

technology to the external stakeholders who may have an interest in adopting the technology 

(Fig 2.2).   

 

Figure 2.2. Four moments of the translation (Rhodes, 2009) 

Problematization 

The stage of problematization is where the main actor decides to make a change in the 

way things are done by showing their interests and sharing it with the possible actors that 

may have similar interest or develop alliances with other actors with the same objectives 

(Mpazanje et al., 2013). The Obligatory Passage Point (OPP) is a part of the problematization 

phase, which refers to a situation that has to occur in order for every actor to meet their 

ascribed interests by the main actor (Arif et al., 2017). 
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Interessment 

At the interessment stage, the main actor tries to impose its identity on the other actors 

who are already part of the alliance (Arif et al., 2017). The actors that were identified in the 

problematization phase are exposed during the interessment phase. The interessment 

strategies exposed to the actors on this stage may involve some persuasion, compromise, and 

seduction to get the actors interested in their proposed rules. Since heterogeneous 

environment is supported by ANT, the actors may not adhere to similar interessment strategy 

and may have different levels of interest, for instance, human actors may respond differently 

to an interessment strategy aimed at non-human actor. 

Enrollment 

In enrollment, which is the third stage of the translation phase, the actors accept their 

proposed or imposed roles by the main actor and start aligning their interests with those of the 

main actor’s (Arif et al., 2017; Callon, 1986).  The success of the enrollment process depends 

on the ability of the main actor to make the other actors pass through a series of strategies that 

will lead to the acceptance of the other actors being part of the network. An inscription 

usually takes place each time an actor accepts a role, which leads to the next phase of 

translation. 

Inscription 

Sarker et al.(2006) argued that inscription often occurs during the enrollment stage.  

Inscription in the case of ANT, is to protect the interests of the main actor. These artifacts 

include databases, images, text, and branding. The inscription also refers to as any process 

that entails a material substance being changed into a clear form (Blok and Jensen, 2011). 

This may include directions, in the form of images, or text, graphs, to a stop sign indicating 

that a vehicle should reduce its speed and stop before proceeding or food menu that is printed 

on a piece of paper or or to a venue. 

Mobilization 

Mobilization is the final stage of translation. The main actor during mobilization tries to 

influence other actors to act in accordance to what has been agreed on and therefore 

maintaining the course of action (Broer, et al. 2010). Mobilization is done to stabilize the 

network and maintain relationships as the main actor has to convince the actors that their 

interests are still the same and controversy does not exist at this stage if there is support from 

the actors (Mähring et al., 2004).   
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CHAPTER THREE 

RESEARCH METHODOLOGY AND SYSTEM DESIGN 

This chapter presents the research background, methods and procedures used for this 

study, justification of the method used, sampling method/sample size, strategy used, setting 

of the study location, selection method, data collection method, ethics and safety, access to 

the location and system design profiles and the Actor Network Theory which was used as a 

research tool in this context. 

3.1 RESEARCH BACKGROUND  

The study area was selected because it is the biggest hospital in Adamawa State, Nigeria.  

As a Federal Government hospital, the effective execution of the HMS indicates the 

possibility of its replication in other hospitals in the state and the nation at large.  

Subsequently, we will describe how the methodology used in gathering and processing the 

information helped in answering the research questions. This part will also focus on the guide

lines for the implementation of e-health at the Federal Medical Centre, Yola. In order to 

identify the problems of the maternity care system in the Obstetrics and Gynecology (O&G) 

units a field survey was carried out and similar data was collected using questionnaires from 

both doctors and patients to understand the existing style and relationship. However, a 

Hospital Management System (HMS) was designed, and this was accomplished by assessing 

the organization before the appropriation and usage of the system. Details of the methods 

used in accomplishing these objectives are presented in this chapter. 

 

3.2 RESEARCH METHOD  

This research was conducted in two phases. In the first phase, a questionnaire which was 

designed in both English and Hausa (ref. Appendix B) was employed to gather data to 

understand factors that affect the doctor-patient relationship from doctors, and patients at the 

FMC, Yola, with a focus on obstetrics and gynecology (O&G) doctors and their patients. In 

the second phase, a portal-based system (MCMS) was developed to tackle the challenges 

observed (ref. Appendix for few interfaces) using PHP programming language and 

scheduling SMS was done through CRON on Linux. The software utility is a time base job 

scheduler in Unix-like computer operating systems. CRON was used to schedule jobs 

(commands or shell scripts) to run periodically at fixed times, dates or interval. 

This application was later deployed to http://fmc-hms.com.ng  and can be accessed with 

different accounts and credentials such as: 

http://fmc-hms.com.ng/
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Account Type: Doctor 

Username: doctor@doctor.com 

Password: 123456 (This can be changed after the first login). 

  An empirical study was conducted to understand the usual doctor-patient relationship style 

in FMC, Yola, with a focus on pregnant women and the factors that influence this style. This 

method is a qualitative and quantitative method. The qualitative methods were in the form of 

semi-structured interviews and focus group discussions, while the quantitative method was 

carried out through a questionnaire survey. The questionnaire also included a qualitative 

section where respondents (15 doctors and 110 patients) were asked to describe what 

influenced their preference of doctor-patient style.  

The questionnaire was anonymous; the contents included ethical and professional 

attitudes, behavior, and the perceived source of the survey (doctors’ regulatory body), gender, 

age, and the doctors’ year of experience. The responses were inputted into a database (SPSS 

version 17), while all interviews and observations were recorded and written out for analyses. 

The Actor Network Theory was however used as a guide to the design and analysis of HMS. 

 

Justification for the Methodology 

This is one of the few studies on the executing of huge information system frameworks 

Maternal Care Management System (MCMS) for obstetrics and gynecology (O&G) in 

FMCY, Adamawa State. It is thus required to uncover the difficulties, advantages, and effects 

of an actualized e-Health record using FMC, Yola, as a case study in Adamawa State, and 

how such discoveries connect to the findings of different reviews led in other developed 

countries. This study is likewise committed to investigate record keeping at O&G section of 

FMC, Yola. It will add to the learning about the organization and usage of e-health records in 

developing nations, which is noticed to be restricted in Nigeria due to many factors such as 

inadequate e-facilities. Like any ICT systems, various difficulties have been related to the 

execution of electronic medical health records (EMR) systems in developing nations. Some 

of these incorporate but are not restricted to: poor media transmission foundation, constrained 

infrastructural and monetary assets (Kifle et al., 2008), authoritative and human elements, for 

example, inadequate preparation, trouble in utilizing, and delayed working time (Kamadjeu et 

al., 2005). In spite of the level of difficulty arising from changes among the states of 

mailto:doctor@doctor.com
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execution, this research will uncover the advantages and challenges of the electronic medical 

framework implementation in healthcare in the FMC setting.   

 

3.3 SAMPLING METHOD AND SAMPLE SIZE 

There is the need for sampling in order to guarantee the possibility of high accuracy in 

any research. Sampling supports a case in an evocative way by aiding the collection of 

detailed data or information (Saunders et al., 2012). This study, hence adopted the purposive 

and convenient non-probability sampling techniques in the selection of respondents to 

represent the population of the study. The sample size was however determined by the 

principle of saturations. As a quantitative and qualitative study, the principle of saturation 

was used to reduce repetitiveness of respondents’ responses and the collection of large 

responses that does not add up to what had been collected (Mason, 2010).  

 

3.4  RESEARCH STRATEGY 

Researchers in information systems usually dwell on qualitative research methods; 

although some studies adopt the quantitative or the triangulation approach, which combines 

both quantitative and qualitative research approaches. However, this study adopted a triangul

ation research design with an interpretive case study approach in the conduct of the study. 

ANT theory was used to analyze the hospital data.  

 

3.5 SETTING/LOCATION OF THE STUDY 

This study was carried out in the Obstetrics and Gynecology wing of the Federal Medical 

Center Yola (FCMY), Adamawa State, Nigeria (Fig. 3.1). FCMY is a multi-specialist 

hospital located in Yola, the capital city of Adamawa State. It was established after an 

agreement dated 12
th

 August 1998 and signed between the Adamawa State Government and 

Federal Ministry of Health, for the latter to take over the Yola Specialist Hospital, Yola, 

which was a 550-bed facility. This agreement became effective on 15 May 1999 with the 

commencement of full medical services and it was to continue serving as a referral facility to 

other public and private hospitals in the state. FMCY later relocated to its permanent site and 

commenced services on July 3, 2006, with a 200-bed capacity. 
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Figure 3.1: Front view of the Federal Medical Center, Yola 

 

3.6   SELECTION OF RESPONDENTS 

The doctor and patients were selected in the light of the experimental content at the beginning 

of this study to evaluate the factors that influence their relationships.  Others actors who were 

involved, in the designing phase (second phase), include the administrators, receptionist, 

laboratory, pharmacy and accountant which will have direct access to the system.  

 

3.7 DATA COLLECTION METHODS 

Given a time of six months in which the study was directed, the information was gathered 

in two phases in a traverse of two months. The first phase of the information gathering 

evaluated the doctor-patient relationship and the orientation the doctor brought into the 

system. During the designing phase, we gather data on the requirements from all the 

stakeholders, putting in mind the translation stages of ANT. 

 

3.8 ETHICS AND SAFETY 

The motivation behind the study is to evaluate the doctor-patient relation and to integrate 

an e-health system to better the maternal care delivery by introducing the usage of HMS at 

the hospital under study. The FCMY ethical research board assessed all parts of research 

recommendations and acknowledged accordingly. The proposition for the study was allowed 

institutional endorsement. What's more, the members of the study were sufficiently educated 

about the reason for the study and that cooperation in the study was willful as each participant 

gave their consent and they understand that they could pull back if necessary. The privacy of 

respondents was kept up by guaranteeing anonymity. 
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3.9 ACCESS TO THE RESEARCH AREA 

As distinguished from Golden-Biddle and Locke (1993), the reality of a research finding 

can be advocated by the researchers’ presence in the research setting and in addition the 

comprehension of the research setting as indicated by the individuals' development of the 

setting. This is to decrease the burden of the researchers' biases and 'underestimated' 

suppositions into the examined field. In the directness of this study consequently, the 

researcher was available in the studied territory for 2 months to collect information. The 

researcher had contact with the members of the examination area and directing the 

perceptions and interviews. The researcher also managed surveys and follow-up inquiries. A 

letter of introduction was written to the Chief Medical Director of Federal Medical Center, 

Yola, and this was approved by the Chair, Health Research Ethical Committee. The 

Administrator asked for a proposition to be sent via mail in order to talk about at an 

administrative meeting for the full endorsement from the house.  

A proposition was drafted with the assistance of the project supervisor and sent to the 

office of the Chief Medical Director for endorsement which was given by the 

administration of the hospital. A formal letter of introduction composed by project supervisor 

was taken to the office to legitimize the student-ship of the researcher and the primary reason 

for the study.   

 

3.10 SYSTEM ANALYSIS AND DESIGN 

In this segment, the system designing issues of line appointment system, which is one of 

the reasons for this study, were examined. The design approaches utilized, and additionally, 

the UML models of the system were considered. Patients can take appointment yet they need 

to login to the system. They can cross out and reset the appointment. They will get notice 

before 24 hours  before the appointment (via SMS and email) (Fig. 3.2).  
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Use Case Diagram for making appointments 

Actor: Patient 

 

 

 

 

 

 

 

 

 

 

Figure 3.2: Use Case Diagram for making appointments 

 

Use Case Diagram for Creating Schedule 

Actor: Doctor 

Doctors can set the calendar (Fig. 3.3). However, they need to login to the system.  They can 

see appointments, drop, and reset plan. 

  

 Figure 3.3: Use Case Diagram for Creating Schedule 

 

Use case diagram for blood donation system 

Blood donor can add blood information and search blood (Fig. 3.4). 
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Actor: Donor 

 

Figure 3.4: Use Case Diagram for blood donation system 

Use Case Diagram for administration 

Actor: Admin. Admin can Add/Edit/View doctors’ information and patients’ information, 

but they need to login to the system (Fig. 3.5). 

 

 

Figure 3.5: Use Case Diagram for administration/receptionist 
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Login/profile access process 

The login procedure for the enlisted clients and the administrator takes a similar strategy 

of making a session variable in PHP and afterward continuing that client's session when he is 

signed into his profile and lapsing that session when he logs out from his profile. The enlisted 

clients require their email address and the password that was sent to them in their email 

address. Utilizing that email address and password they can login to their profiles and work in 

the entrance utilizing some given benefits.  

The administrator needs to enter his client name and password that is as of now stored in 

the database. The session for every client begins or is made if the email address (or for the 

administrator client name) and secret word matches with the information put away in the 

database. With that session, containing the client gets to his profile and can roll out any 

improvements that are allowed by the framework. At the point when a client logs out the 

session terminates (ref. Fig. 3.6 for flow diagram). 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3.6: Data flow diagram of login and logout process 
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3.11 PATIENTS' ENROLLMENT PROCEDURE 

The patients' enrollment procedure is a parallel procedure with the appointment setting 

process with doctors. Amid the appointment setting process, patients are expected to round 

out a shape with their essential data. This information is put away in a table as impermanent 

information until the patient fixes an appointment with a doctor. On the off chance that the 

patient effectively schedules an appointment with a doctor the information is exchanged to 

another table and the impermanent information put away to avoid deletion. A haphazardly 

created watchword for the entrance account and a serial number, which is produced while 

making an appointment, is sent to the patients' email address. As this procedure is parallel to 

the appointment settling process with the doctor, it is talking about further in the Fixing 

appointments with doctors under the appointment administration handle area (Fig.3.7). 

 

Figure 3.7: Data flow diagram of patients’ registration process 

 

3.11.1 Donors' enlistment procedure 

The donors' enlistment procedures is the most basic enrollment, prepare and takes after a 

straightforward method for rounding out an enrollment shape and affirming email address by 

clicking a haphazardly created passkey that is sent to the donors' email address. It is 

additionally executed utilizing two tables in the database. One for briefly holding information 
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till the email address is approved. After approval, the information is exchanged to another 

table that will hold donors' data in the framework.  

After effective affirmation, the enrolled donors get a haphazardly produced watchword 

for the entrance account. 

3.11.2  Appointment management process 

The appointment administration process is the most imperative element of the framework. 

It involves three individual procedures whose usages are examined as it takes after.  

3.11.3  Planning timing of appointments with doctors 

The individual doctors in their profile set the appointment timings. The system gives an 

interface for choosing the days and time for a comparing day to set appointment timing for 

that day. In this system, the appointment timing is set remembering the times of the week and 

planning timing for a specific day. By choosing a day or various days and entering time for 

that day or days in the predefined design, the appointment timings for that doctor are planned 

when the doctor presses submit.  

A different table in the database is utilized for actualizing this element. In that table, the 

appointment timings are embedded comparing to the identity of the doctor who entered the 

information. That identity is followed, utilizing session variable in PHP. The patients amid 

settling appointment with the doctors see this timetable.  

3.11.4 Setting appointment with the doctors by patients 

As mentioned earlier, this procedure is the continuation of the patients' enlistment 

procedure. After entering his fundamental data, the patient would need to pick a doctor 

classification, e.g. cardiology, surgery and so on to choose a doctor with the picked 

specialization for settling appointment with him/her. Once the patient picks the class and 

presses next, he is diverted to a page where he can see the doctors' profiles. On the off chance 

that he establishes a doctor with whom he needs to make an appointment, he can pick a 

planning from the doctor's timetable and settle appointment in that planning for a specific 

date.  When he effectively picks a date, he gets a serial number and secret key for entrance 

account in his email address that he gave amid the enlistment. Once the patient is enrolled to 

the entryway, she can then settle appointments from his profile by just picking a favored 

doctor and choosing a date.  The enrolled patients can see their forthcoming appointments 

from their profiles.  

Essentially, in the wake of setting an appointment, the old patients additionally get an 

email/text message with a serial number for that specific date's appointment (Fig 3.8) 
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Figure 3.8: Appointment fixing process by patients 

3.11.5 Rescheduling appointments with doctors 

The framework in addition permits doctors to reschedule their appointment timing. The 

doctors can include new day and timing, refresh old planning or scratch off appointments for 

specific days and they can likewise expel existing planning from the calendar.  

For each refresh made in the timetable by the doctors the patients who had an 

appointment with them would get a notice in their email address expressing the way of the 

refresh made by the doctor.  They can check their entryway record to see the advised change 

(Fig. 3.9). 
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Figure 3.9:  Data flow diagram of rescheduling appointment 

 

3.11.6 Record maintenance process 

The patients' records are produced in the framework when the specialist enters patients' 

solution while they come to visit the specialist. This procedure is a straightforward approach 

of entering information about the patient or the guest by the specialist who attends to the 

patient. For actualizing this procedure the PHP variable is utilized as an imperative 

component which followed the patient's id and makes isolate session in the session of the 

continuous specialist's profile who is embedding the records. Subsequently, toward the end, 

we have two arrangements of information: one is the patients’ information that is recorded by 

the specialist who is recording the patient information. This information is put away in both 

the specialist's and the patient's profiles for further reference (Fig 3.10). 
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Figure 3.10: Data flow diagram of patient’s record maintenance process 

3.12  DATA ANALYSIS STRATEGY  

Analyzing qualitative information as indicated by Biggam (2011) is "not a straight 

movement and requires an iterative way to deal with catching and comprehension subjects 

and examples". Robson (2011) likewise argued that, examining qualitative information 

requires the "unmistakable thinking on the investigator" keeping in mind the end goal to 

make the significant and helpful introduction of information produced. This is predominantly 

because qualitative information includes the examining of words as stories or records from 

respondents.  

To break down the information created for this study, meetings and polls utilized as a part 

of the study were organized by topics to mirror the primary goals of the study and help the 

simple examination of information interpreted. The subjects, which are an arrangement of 

between related points all coordinated at the general assessment of the HMS, echoes the 

ranges ascended in the survey of writings and mirrors the targets of the study.  

The information created from the study was thus broken down in the light of the subjects 

that incorporate an initial appraisal made, usability and user fulfillment and impact of the 

HMS on social insurance conveyance. The qualitative information investigation in Miles and 
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Huberman (1994) as referred to in Robson (2011) was embraced in examining the 

information produced from the study field. Information investigation was started by first 

allotting names or codes to the words, sections, or expressions of enthusiasm from the 

information deciphered from the meetings, perceptions, and the information from the open-

ended pulls. Once more, remarks and additional reflections, which are typically alluded to as 

"notices" were added to the names. The information gathered were then engaged in little 

arrangements of speculation by recognizing comparative expressions, designs, subjects, 

grouping and connections between the different expressions, passages or words to shape a 

kind of system of information consistency.  The arrangements of speculation were then 

connected to a formalized assortment of learning as hypotheses and written works.  

 

3.13  REFLECTION ON THE STUDY APPROACH 

The effective execution of information technology in the healthcare delivery is for the 

most part impacted by organizational, individual, and innovative elements. An assessment of 

such system is in this way prescribed by different studies to help diminish the effect of these 

elements on the executed system because of this study, the actualized system at FMC, Yola.  

To accomplish this objective, an interpretive contextual investigation, which empowers 

the researcher to assemble information from the members' perspective, was received in the 

study. This approach was most appropriate for the study because of its capacity to uncover 

the member's social development in utilizing the system and the apparent advantage of the 

system. 
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CHAPTER FOUR 

RESEARCH FINDINGS AND INTERPRETATIONS 

This chapter explores the discoveries and the understanding of the information gathered 

with the support of open-ended questionnaires (written in English and Hausa), meetings, 

perceptions, and observations. As previously specified, in the first phase of this study 

information was gathered from doctors, pregnant women, and women with gyno-related 

issues. In the second phase, testing and implantation were carried out and information was 

gathered from the HMS users such as system administrators and other direct clients of the 

executed HMS to ascertain the accuracy and functionality of the system.  

The information gathered is exhibited in three sub-areas. The primary sub-segment 

displays the case study, that is, it describes the doctor patient relationship and the factors that 

influence the relationship. Testing and implementation of HMS system actualizes in the healt

hcare delivery and the explanations behind its usage, while the third sub-area displays the 

discoveries from the open ended questionnaires, interviews, and the observations. The conclu

ding part of this section consolidates the discoveries from the meetings and other information 

accumulation strategies while recognizing the varieties in the reactions from the users of the 

system and the system administrators as related to support models. 

 

 

4.1 EXPERIMENTAL RESULTS ON DOCTOR-PATIENT RELATIONSHIP  

The study population of this research involved pregnant women from the age of 18-50 

years and above. Data was gathered from administering questionnaires that explored the 

perception of both doctors and patient relationship. One-on-one interviews and personal 

observations were also made. An average of 40 interviews was conducted on Tuesdays and 

Thursdays during the ante-natal days, while other days were for those with women-related 

issues; this was done in 3 weeks.   

The mean age of doctor-participants was 34 years (Standard deviation=0.828), with 80 

percent males and 20 percent females who have been practicing for 10 years or less (Table 

4.1 and Table 4.2 respectively).  Most of the doctors’ orientations (80 percent) were towards 

doctors-centered care (Table 4.3).  
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Table 4.1 Descriptive Statistics For Doctors 

Description N Mean Std. Deviation 

Sex 15 - 0.414 

Are you an Obstetrics and Gynecology doctor? 15 - 0.352 

What is your work experience? 15 5.67 0.915 

Marital Status 15 - 0.507 

Age (yrs) 15 34 0.828 

 

Table 4.2  Sex of the doctors 

 

Description Frequency Percent Valid Percent Cumulative Percent 

Male 12 80.0 80.0 80.0 

Female 3 20.0 20.0 100.0 

Total 15 100.0 100.0 - 

 

About 40 percent of doctors do not always have time to explore their patients’ ideas and 

concerns (Table 4.3). 

 

Table 4.3: Frequency table for the doctors’ responses 

STATEMENTS Frequency STD 

 A SA N D SD  

Doctor-patient relationship is a skill that is taught  8 6 1 

 

0 

 

    0 0.640 

Doctor-patient relationship is a skill that is inborn 2 0 3       8     2 1.187 

Doctor-patient relationship is a skill that is important in 

the treatment of Obstetrics and Gynecology patients 

4 11 0 0     0 0.458 

Different specialties require different types of doctor-

patient relationships  

5 2 1 7 

 

     0 1.397 

The Doctor-patient relationship should be taught in 

medical schools 

6 0 0 0 9 0.507 

I don’t always have time to explore the patient’s ideas, 

concerns, and expectations 

4 0 1 6 4 1.595 

continued on page no 37 

Table 4.3 (continued) 
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The patient should always have the final say when 

deciding treatment options  

5 4 0 5 1 1.457 

Having a genuine concern from doctors towards patient 

is important 

3 1

2 

0 0 0 0.414 

I try to establish the same kind of relationship with all 

my patients 

7 5 1 0 0 1.060 

Religion and cultural humility affect my relationship 

with my patients 

5 1 2 7 0 1.387 

It is always necessary to be partnering with my patients 

in treating them 

6 6 1 2 0 1.033 

Communication barrier affects my relationship with 

patients 

7 3 2 3 0 1.223 

I think training in communication should be an 

important skill at medical school 

8 6 0 1 0 0.828 

Patients prefer self-medication to visiting doctors  8 0 5 1 1 1.356 

Doctor-patient relationship training improves how 

doctors relate to their patients 

5 9 1 0 0 0.594 

The doctor-patient relationship should be the same 

regardless of specialty 

6 5 2 2 0 1.069 

I always explore the patient’s ideas, concerns, and 

expectations 

8 4 2 1 0 0.961 

The doctor should always have the final say when 

deciding treatment options 

1 1 9 4 0 1.000 

It is not always possible to involve patients in medical 

decisions  

2 0 2 7 4 1.280 

Doctors and patients should always work together in 

the treatment of patients 

6 9 0 0 

 

0 0.507 

Patients are becoming increasingly demanding of their 

doctors  

1

0 

1 2 2 0 1.163 

Doctors have ultimate responsibility for their patients’ 

health  

6 5 1 2 1 1.302 

Patients should be more knowledgeable about their 

illness 

7 3 1 7 1 1.424 

*A: Agree, SA: Strongly agree, N: Neutral, D: Disagree, SD: Strongly disagree, and STD: 

Standard deviation 

continued on page no 38 
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Among the doctors and patients interviewed, about 53.3 and 32.3 percent, respectively, 

agreed that the patient prefers self-medication (Figure 4.1). This again was found to be a 

challenge. 

 

Figure 4.1: Frequency chart of showing patient prefer self-medication 

Fifty-four patients agreed that a doctor-patient relationship depends on doctor’s specialties, as 

different specialties require different types of doctor-patient relationship. Eighteen also 

strongly agreed with the statement, eight disagreed, one strongly disagreed with the 

statement, while eight were neutral (Fig 4.2). 
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Figure 4.2: Frequency chart on effect of specialty on doctor-patient relationship 

 

The majority of doctors participants and patients (46.7 percent and 43.3 percent, 

respectively), believe that communication barrier affects their relationships (Fig. 4.3). 

 

Figure 4.3: Frequency chart of incorporation of communication in doctors’ training 

 

About 46.7 percent and 45.6 percent respectively of both doctors and patients disagreed with 

the fact that religion and cultural humility affect doctor-patient relationships (Table 4.3 and 

4.4, respectively). 
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4.2  GENERAL (DOCTORS’ AND PATIENTS’) RESPONSES 

There were two types of doctor-patient relationships as reported by Ferguson and Candib 

(2002); they are doctor-centered and patients-centered. The influence on the doctor-patient 

relationship was used to study the type of doctor-patient relationship that is dominant at the 

FMC, Yola. About 110 patients and 17 doctors, out of which 15 (12 males and three females) 

were in O&G, were administered the questionnaire and interviewed.  The patients and the 

doctors were invited to indicate how they “strongly agree,” “agree,” “disagree,” “strongly 

disagree” with or are neutral to the questions asked. The Krupat et al. (2000) categorization 

of low (doctor-centered with a mean score of ≤4.75), high (patient-centered with a mean 

score ≥5.00) and moderate (between >4.57 and <5.00) were used to categorize the types of 

doctor-patient relationships observed in this study. 

Amongst the patients, only an average of 90 valid responses was obtained from the 

questionnaire. Among those valid interviewees, about 78 frequently visit FMC, while the 

remaining 13 seldom visit the Center.  Out of the patients who visited the O&G, only about 

69 were pregnant, while another 21 were there to see the doctors for other women related 

issues.  About 75 of the women met were married and the remaining 14 were single. The 

highest number of the women were age 26-33yrs (51), followed by 18-25 (23), 34-40 (13), 

41-50 (2) and > 50 (1). 

The result indicates that the doctor-patient relationship is a skill that is taught as most of 

the patients (54) agreed to the statement, followed by 18 who strongly agreed.  Six of the 

patients neither agreed nor disagreed with the statement; 10 others disagreed, while one 

strongly disagreed.  Most patients, however, agreed that a doctor-patient relationship is 

inborn, as they perceive it to be a talent that an individual can exhibit, which eventually 

reflect on his/her profession. About 20 patients strongly agreed to this, 16, and three 

disagreed and strongly disagreed, respectively, while the other 13 patients were neutral 

(Table 4.4). 

The highest frequency 43 agreed that the doctor-patient relationship is an important skill 

in the treatment of the patient. Hence, it should be taken seriously in the medical schools.  

About 40 patients strongly agreed with this statement. However, one patient disagreed and 

five neutral responses were received. Fifty-four patients agreed that a doctor-patient 

relationship depends on doctor’s specialties, as different specialties require different types of 
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doctor-patient relationship. Eighteen also strongly agreed with the statement, eight disagreed, 

one strongly disagreed with the statement, while eight were neutral (Table 4.4). 

 

Table 4.4: Frequency table for the doctors’ responses 

 

STATEMENTS Frequency M

ean 

S

TD 

 A SA N D SD 
  

Doctor patient relationship is a skill that is taught 54 18 6 10 1 1.72 1.076 

Doctor patient relationship is a skill that is inborn 34 20 13 16 3 2.23 1.253 

Do you think Doctor-patient relationship is a skill that is 

important in the treatment of patients?  

43 40 5 1 0 1.60 0.652 

Different specialties require different types of doctor-

patient relationship 

54 18 8 8 1 1.70 1.038 

Do you think Doctor - patient relationship should be 

taught in Medical School? 

50 31 4 4 1 1.61 0.857 

Doctors don’t always have time to explore the patient’s 

ideas, concerns and expectations 

34 16 11 23 3 2.37 1.330 

The patient should always have the final say when 

deciding among treatment options 

31 11 6 32 9 2.74 1.496 

Communication barrier affects my relationship with my 

doctor 

39 19 4 20 7 2.29 1.424 

Religion and cultural humility affect my relationship 

with my patients 

21 11 4 41 13 3.16 1.445 

It is always necessary for doctors being partners with 

patients in treating them 

56 22 5 5 1 1.57 0.916 

Do you agree to a male doctor treating in O&G 

patients? 

47 22 9 9 1 1.81 1.060 

Doctors never have any relationship with their patients 14 6 10 42 13 3.40 1.302 

Doctors always involve patients in medical decisions 57 3 12 13 4 1.92 1.333 

When I go for medical care, they are careful to check 

everything when treating and examining me 

57 20 3 6 3 1.63 1.059 

Patients prefer self-medication  than visiting doctors 29 11 8 37 4 2.73 1.404 

continued on page no 42 



 

42 

 

I understand my illness better after seeing my doctor 39 25 3 14 7 2.15 1.352 

My doctor was interested in me as a person and not just 

my illness 

30 7 11 25 12 2.79 1.528 

Doctor-patient relationship training improves how 

doctors relate to their patients 

58 23 4 2 0 1.43 0.693 

The doctor-patient relationship should be the same 

regardless of specialty 

52 16 8 11 0 2.23 4.628 

Doctors always explore the patient’s ideas, concerns 

and expectations 

40 13 1

5 

17 2 2.17 1.269 

The doctor should always have the final say when 

deciding among treatment options 

50 18 7 11 1 1.79 1.112 

My doctor allows me to tell him/her my story 37 22 5 20 2 2.16 1.273 

Doctors try to have different kinds of relationships with 

different patients 

42 9 12 20 4 2.25 1.383 

Sometimes, doctors make me wonder if their diagnosis 

is correct 

46 10 12 17 2 2.07 1.292 

It is not always possible to involve patients in medical 

decisions 

40 6 7 1 6 2.26 1.402 

Doctors and patients should always work together in the 

treatment of patients 

44 4 4 1 3 1.94 1.207 

I think that the basic principles of communication are 

the same for all levels of training in Medical Schools 

46 17 6 8 0 1.95 1.200 

Patients are becoming increasingly demanding of their 

doctors 

52 21 6 8 0 1.66 0.962 

Doctors have ultimate responsibility for their patients’ 

health 

47 30 4 5 2 1.69 0.963 

Patients should be more knowledgeable about their 

illness 

43 35 3 5 1 1.69 0.880 

*A: Agree, SA: Strongly agree, N: Neutral, D: Disagree, SD: Strongly disagree, M: mean 

and STD: Standard deviation 

 

From the discussion with the patients, more than 50 agreed that it is better to include 

doctor-patient relationship into the medical school curriculum, if it has not been in the system 

previously (Fig. 4.3). This is because the way doctors relate to their patients greatly affects 

the outcome of the patient’s treatment and healing process. Thirty-one strongly agreed to this, 

Table 4.4 (continued) 
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four disagreed, four were neutral, and one strongly disagreed. It was obtained from the 

patients that doctors do not always have time to explore the patients’ ideas, concern, and 

expectations always. The majority of doctors participants and patients (46.7 percent and 43.3 

percent, respectively), believe that communication barrier affects their relationships (Fig. 

4.3). 

 

 

Figure 4.3: Frequency chart of incorporation of communication in doctors’ training 

 

Thirty-four (34) of the patients agreed, and 16 of them strongly agreed that it is better for 

doctors to find time to explore patients’ ideas and concerns. This is because, often, the 

doctors end up carrying out procedures without putting into consideration the patients’ 

concerns. Although 23 patients disagreed with this statement, three patients strongly 

disagreed, while 11 were neutral. The mean value of this result falls under the low category, 

which indicates a doctor-centered relation Krupta et al. (2000). 

A higher number of patients (32) disagreed with the idea of allowing patients to have the 

final say in the treatment options as this could lead to many casualties.  If patients are allowed 

to have an option, it may eventually lead to loss of life. Meanwhile, about 31 patients agreed 

to allow patients to have the final say. Eleven patients strongly agreed, nine strongly 

disagreed, and six were neutral (Table 4.4).  

From this study, communication barrier was observed to be a major influence on the 

doctor-patient relationship at FMC, Yola, (Fig. 4.4). The highest percentage 44 percent (39 

patients) interviewed agreed that communication barrier greatly affects their relationship with 
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their doctors. Most of the patients speak Fulfulde, while some of the doctors speak Hausa and 

English, therefore leading to miscommunication between them. About 21 percent (19 

patients) strongly agreed to this issue, which indicates that there is a serious need to solve the 

problem of miscommunication for effective doctor-patient relationships.  

 

Figure 4.4: Communication barrier effects on doctor-patient relationship 

 

It was also perceived that religious and cultural humility does not affect the relationship 

between doctors and their patients at FMC Yola. Although, a few instances of such exist, but 

not very serious. This is because 41 patients disagreed with the statement that “religion and 

cultural humility do affect doctor-patient relationships,” while 21 patients agreed to the 

statements.  Thirteen patients strongly disagreed, 11 strongly agreed while four were neutral 

(Fig. 4.5).  

In some cultures or religions, male OB/GYNs are not allowed to treat pregnant women.  

However, the results from this study showed that neither cultural humility nor religion affects 

doctor-patient relationships. This belief confirmed from results from knowing if patients 

agree or disagree with making male OB/GYNs treat pregnant women. Most of the responses 

strongly agreed that gender has no effect on the treatment of pregnant women, whether it is 

female or male OB/GYNs. Nine disagreed, nine were neutral, and one strongly disagreed that 

it is not ideal for a male OB/GYNs doctor to treat a pregnant woman (Fig. 4.5).  
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Figure 4.5: Effects of gender, religion, and cultural humility on doctor-patient relationship 

 

In Table 4.4, 50 patients agreed, while 22 strongly agreed that it is always a necessity for 

doctors to be partners with their patients in treating them, as this will enable easy treatment 

options and make their healing process faster. Five patients disagreed; five were neutral, 

while one strongly disagreed with having doctors partner with patients for an effective 

relationship and in treatment. Fifty-seven patients agreed that doctors always involved 

patients in medical decisions and were careful to check their patients when treatment was 

being administered. Three strongly agreed with the latter. Thirteen disagreed with the former, 

six disagreed with the latter, while four and three strongly disagreed to the former and latter, 

respectively. 

Thirty-seven patients said they would rather go to the clinic than self-medicate.  

However, 29 prefer to do self-medication because of the long queue; they usually encounter 

and lack of sufficient doctors. Eight patients were neutral, and four strongly prefer the clinic 

to self-medication.  

It is important to know if the OB/GYNs treating the pregnant women listen to them 

expressing themselves or just hear a bit of what they have to say and then decides on that.  It 

was observed that most patients (37) agreed that the doctors do listen to them, while 20 said 

theirs do not listen. Twenty-two strongly agreed with doctors listening, two strongly 

disagreed to doctors listening, while five were neutral on this (Table 4.4).  
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According to the patients, patients are increasingly demanding of their doctors. Fifty-two 

(52) patients agreed to it, 21 strongly agreed, eight disagreed while six were neutral. This 

increase leads to more patients to limited doctors, which limit some patients from seen the 

doctor at the earliest time and convenience. The knowledge a patient has on his/her illness 

can have an effect on the doctor-patient relationship. Forty-three and 35 patients agreed and 

strongly agreed, respectively, that patients should be knowledgeable about their illness. Three 

disagreed, one strongly disagreed, and three were neutral. Patients believe that doctors often 

decide on the appropriate course of action, 55 agreed to this while 17 disagreed. The mean 

value also indicates a doctor-centered relationship (Table 4.4).  

 

4.3  DOCTORS’ RESPONSES 

Doctor’s Experience 

Table 4.2 shows the frequencies of the doctors’ responses, the mean values, and the 

standard deviation of the results. About ten of the doctors interviewed had between one and 

five years working experience as OB /GYNs doctors, while three have 6 to 10 years of 

experience the remaining two have 11-20 years of experience. This result shows that the 

OB/GYNs section of the FMC lacks experienced doctors. This result also is one of the factors 

that influence the doctor-patient relationship since the upcoming doctors could have a great 

lesson from the older ones in the job.  Six of the doctors are married while the remaining nine 

are single. The doctors between the ages of 26 and 33 years have the highest frequency of 

nine, while ages 34 to 40 years, have three, 41 to 50 years of age have two and the 18-25 

years of age has only one. This result shows that young doctors are dominant at FMC and it 

indicates the reason for the small amount of working experience. Eight of the doctors 

interviewed agreed that a doctor-patient relationship is a skill to be taught, six strongly agreed 

with this statement, while one was neutral. 

Importance of  doctor-patients relationship.  

Eleven (11) doctors strongly agreed that a doctor-patients relationship is a skill that is 

important in the treatment of patients in the OB/GYNs unit of Federal Medical Center Yola, 

while four (4) agreed with this statement as well. This shows a strongly held belief of 

OB/GYNs doctors in this type of relationship, as they see the relationship as a good healing 

strategy for their patients. In order to ascertain if the specialties required different types of 

doctor-patient relationships, seven doctors who responded to the survey disagreed with this 

statement, five agreed, while two strongly disagreed and one was neutral.  
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Exploration of patients’ idea during the consultation. 

Four of the doctors strongly agreed that they do not always have time to explore the 

patients’ ideas, concerns and expectations, the reasons for this were further explained during 

the oral interview, that the ratio of patients to doctors is high. So the doctors always work to 

save time in order to get through all their patients. This leads them to have insufficient time 

with their patients. Five agreed with the statement that they do not give time to explore their 

patients’ concerns, while five disagreed. This result shows that the inadequate number of 

doctors and other facilities largely affects the doctor-patient relationship.   

The higher frequency of about twelve doctors interviewed strongly agreed that a genuine 

concern from doctors towards patients is important while three agreed.  Five doctors agreed 

and five disagreed that the patients should always have the final say when deciding among 

the treatment options, while four strongly agreed and one strongly disagreed that such 

decision may lead to casualty. A question was asked in order to establish if the doctors do 

have the same kind of relationship with their patients, seven agreed to this fact, five strongly 

agreed, two disagreed, while one was neutral. 

Religion or cultural humility as barrier 

Similar to the observation made from the patients’ responses, the responses of the doctors 

showed, that religion or cultural humility does not affect the doctor-patient relationship in 

FMC, Yola, as only five agreed with the statement that “Religion and cultural humility affect 

my relationship with my patients,” seven disagreed and one strongly agreed while the 

remaining two were neutral. Six doctors out of fifteen strongly agreed that it is a necessity for 

doctors to be partners with their patients, six also agreed to this statement while two 

disagreed and one was neutral.  

Communication as barrier 

 From this study, communication barrier was observed to be a major influence on the 

doctor-patient relationships at the FMC, Yola. Similar to the patients’ responses, the highest 

percentage frequency of seven (46.7 %) of the doctors interviewed, agreed that 

communication barrier greatly affects their relationship with their patients.   

As earlier mentioned, most of the patients speak Fulfulde, while the doctors speak Hausa 

and English. This challenge makes the doctors often need interpreters to be able to 

understand their patients. Eight of the doctors interviewed strongly agreed that training in 

communication should be an important skill in the medical school, another six agreed, and 

only one disagreed.   
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Self-medication as a barrier 

Among the doctors, eight agreed to the fact that most patients prefer self-medication than 

visiting doctors, five were neutral, and only one disagreed, which indicate that there is a 

serious need to solve this problem since self-medication often cause child mortality and 

abortion of early pregnancy. Nine out of 15 doctors strongly agreed that doctor-patient 

relationship training could improve how the doctors relate to their patients, while five agreed, 

and only one was neutral. 

Five doctors strongly agreed that the relationship with patients should be the same 

regardless of specialty while six agreed, two disagreed, and two were neutral. Eight out of 15 

doctors agreed that it is ideal for a doctor always to explore their patient's ideas, concerns and 

expectations, however, four strongly agreed, while two neutral and one disagree. A frequency 

of nine doctors disagreed with the idea of doctors having the final say when deciding among 

the treatment options, four strongly agreed, one neutral and one strongly disagreed. A 

frequency of seven doctors among doctors, disagreed that it is always not possible to involve 

patients in the medical decision as it may lead to casualty or loss of life, four strongly 

disagreed, two neutral and two agreed to this statement.  

Share decision during consultation  

A frequency of nine out of 15 doctors interviewed, agreed that doctors and patients 

should always work together in the treatment of patients, while six agreed. There was no 

disagreement or neutral to this statement. Five among doctors interviewed, strongly agreed to 

have ultimate responsibility for their patients’ health while six agreed, two disagreed and one 

neutral. The patient should be more knowledgeable about his/her health; seven out of 15 

doctors interviewed agreed, three strongly agreed, while one was neutral. 

The result indicates that the higher the patient is frequently demanding the services of 

doctors the higher the queue in the hospital; this is due to lack of sufficient doctors and 

inadequate scheduling.  Two disagreed and one was neutral.  This result also is a challenge 

that must be looked into and proffer solution. Despite the positive responses of the doctors, 

following the Krupat et al. (2000), the mean values were in the low range indicating the 

doctor-centered relationship. However, some of the mean values were about four (The doctor 

should always have the final say when deciding among the treatment options) and the highest 

4.07 (Communication skills training in Vocational Training Scheme will improve doctor-

patient relation). The observation made in the study (doctor-centered relationship) was 

similar to that reported by Abiola et al. (2014) in Kano, Nigeria. This observation could be 
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because of similar training most of the doctors went through. These similar findings are 

different from the Malaysian specialist care (Krupta et al., 2000) and the American primary 

care (Chan and Azman, 2012) which both reporting mean scores were in the moderately low. 

The high number of patients to a limited number of doctors compared with these two 

countries may also be responsible for the observation made in this present study. 

 

4.4 MODEL FOR DOCTOR-PATIENT RELATIONSHIP 

4.4.1 Guided Decision-Making 

Out of the 15 doctors interviewed, 10 agreed to guide their patients towards the 

appropriate course of action. This relationship follows the guided decision-making 

framework in the doctor-patient relationship. Unlike paternalism, this framework does not 

consider the doctors as openly dictating a treatment plan for their patient, rather they guide or 

influence the decision made by their patient.  

Four doctors said that they usually tell their patients, which option they would 

recommend. There are different ways to encourage a patient to make a particular decision.  

When entry different treatment options the doctor might emphasize on their preferred option, 

by putting it first on the list, by saying that a particular option is a common option in such 

case, or by using a different tone of voice. The most common strategy for encouraging a 

preferred option was for the doctor to state which option they would suggest was chosen.  

Meanwhile, two doctors said that this approach is not ideal, thus, agreeing to patients 

demanding a particular course of action.  

Often patients view the doctors as a demi-god, which may result in patients being more 

willing to accept the doctor’s suggestions. As the paternalism framework is linked with the 

past and seen as generally undesirable, the guided decision-making and paternalism are seen 

as a difference of expression as in guided decision-making the patients take more of 

responsibility for their health and are more aware. Even though the doctors guide their 

patients in the decision-making, paternalism framework was evident in this work, which is an 

old pattern of doctor-patient relationship (Coulter, 2002). 

4.4.2 Partnerlism  

The partnerlism is the framework that is most drawn upon by the doctors.  As paternalism 

is linked to the past, the partnership is linked to the present. Most of the doctors related 

partnership to current practice. For instance, a doctor described it as what is being done these 

days in contrast to the paternalistic approach of the past. An important part of partnership 
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framework is the need to listen. About 12 doctors emphasized the importance of listening in a 

doctor-patient relationship, which is doctors should be able to listen to everything the patient 

says, and no matter how related it is to their health issue, it is also important for the patients 

to listen to the doctors.  

The doctors said that in any decision-making, the patient has to be informed and ensure 

they agree with the course of action before it is done. A patient who was involved in health 

decisions would be more likely to report when faced with any challenge such as side effects 

to their doctor and discuss alternative treatment. The advantage of the partnership framework 

is shared responsibility between the doctor and the patient. Involving the patient in some 

decision making enables the patient to take up on a role, and it placed responsibility on the 

patient to determine his/her health. 

 

4.4.3 Shared Decision Model 

Gionfriddo et al. (2013) model, suggested four specific characteristics for shared 

decision-making to be effective. According to the authors, the physician and patient are, to 

some extent, involved in the treatment decision-making process. Secondly, the two parties 

share information and both take steps to participate in the decision-making process by 

expressing the treatment preferences. Lastly, a treatment decision is reached and both the 

doctor and the patient agree on the treatment to be adopted. 

In this work, the outcome of the study showed few doctors interviewed supported the 

shared decision model. In shared decision model, both the patient and the doctor are active 

members in the decision-making process such as induction of labor, in healthy pregnant 

women. The overuse of induction to speed up the birth process has been linked to an increase 

in cesarean births and preterm (Moore, 2016). The results obtained are in agreement with 

Stevenson et al. (2000). The report by Stevenson et al. (2000) stated their research showed 

little evidence that both patients and doctors participate in the consultation as described in the 

shared decision model. Table 4.5 presents the summary of each model.  
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Table 4.5 Table of conclusion of each model 

 

 

 

 

 

 

 

 

 

 

4.5 ANALYTIC APPROACH USING ANT 

The Actor-Network Theory (ANT) was embraced to supports this study in order to decide 

the relationship between information system and organization issues (Arif et al., 2017; Ahn, 

2016; Attieh et al., 2014; Thorvaldsen and Annie, 2014; Ranerup, 2012, Shin, 2016). Actor-

Network Theory is a structured and methodical approach to consider the foundation 

encompassing mechanical accomplishments. It allocates agency to both human and non-

human characters as previously stated.   

The data extracted from the interviews as well as observation during the data collection 

were coded and descriptively in a hieratical order such as the stakeholders, setting, stages of 

implementation were looking at the results of a literature review. Also following the analysis 

with references to the stages described in ANT theory. For instance, using this theory gives 

an insight and description to the building of network around the MCMS as a non-human actor 

by exploring how actors are connected within the heterogonous system. ANT in this context  

gives a successful stage to evaluate and unwind an arrangement of a hazardous arrangement 

of express and certain suppositions produced using the administration point of view on 

information systems. It does not just furnish a language with reference to Information 

Infrastructure; it likewise gives a comprehension of the connections between data innovation 

and its different utilizations.  

Subsequently, this study gets its motivation from Lee and endeavors to comprehend not 

just the usage of Maternal Care Management System at FMC, Yola, but additionally, how the 

MCMS is molded to reshape the patient-doctor relationship. In achieving this aim, the idea of 

Model  Conclusion of doctor-patient relation model 

     

Guided Decision Making  One way doctor-patient medical All This 

relationship follows the guided decision-making 

framework in the doctor-patient relationship 

Partnerlistic A patient who was involved in health decisions 

would be more likely to report when facing with 

any challenge such as side effects to their doctor 

and discuss alternative treatment.  

Share –decision making A treatment decision is reached and both the doctor 

and the patient agree on the treatment to be adopted 
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using ANT is viewed as the most appropriate means as ANT gives an interpretative system of 

examination. 

As an Actor-Network, the MCMS in FMC, Yola, comprised of different social and 

specialized performers that assume particular parts inside a system, which the MCMS itself 

builds up.  In this vein, the exercises of an actor (both human and non-human) are fictional 

inside a system; however, not as acting autonomously (Thapa et al., 2011). Therefore, setting 

up the MCMS framework and guaranteeing its adequacy requests the recognition of an actor 

that can directly or by implication, influence the continuation of the system.  In this manner, 

ANT offers a language for clarifying the solid specialized and non-specialized instruments 

that go into the building and the utilization of Information System in the hospital. Actor-

network theory helped to describe the building of a network around the MCMS as a non-

human actor by exploring how the problematization of a poor hospital information system 

and the doctor-patient relationship led to interessment and into the overlapping of enrollment 

and mobilization is articulated as described below:  

 

4.5.1 Problematization 

The O&G at FMC Yola lacks integrated information system which enables ease of data 

exchange between the receptionist, doctors, midwives, laboratories, pharmacies and the 

billing departments. The situation was marked by the resulting issues such as limited 

functionality when registering at the counter, ordering tests results, bed spacing availability 

during admission as the processes still paper-based, scheduling for consultation, and the long 

queue during ante-natal sections.  

4.5.2 Interessement 

The HMS solution is seen as non-human super actor Interessement which represents the 

second moment of translation, and it involves a process of convincing other actors to accept 

the definition of the focal actor. The different actor is the various reasons why an information 

system is needed in O&G department. These reasons include the need for ease of information 

within the O&G department, to improve value for end users, (receptionists, Lab 

technologists, doctors and midwives), and to integrate information from different systems.  

4.5.3 Enrollment and mobilization 

In this study, the success of the problematization and interessment phases, which illustrate 

the relevance of a participative approach in the doctor-patient relationship, had a significant 

influence on the enrollment and mobilization phases. In the enrollment phase, different actors 
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agree on the identities and roles given to them as actions, while new roles were defined to 

result to system implementation with the O&G department. The implementation of the 

system was structured to start with registration, followed by doctors’ scheduling, SMS 

application interface and transfer of results from the laboratories. Doctors were selected for 

testing of the system so as to analyze how the system worked in different scenarios. During 

the mobilization stage, i.e. when the network starts to work as one and to produce some 

effects in the O&G department, the doctors tried to understand the role of the system within 

the O&G department and how it will affect the conditions at work.  

 

4.6 SOFTWARE TESTING/IMPLEMENTATION 

The testing and implementation were only possible with few doctors (15) and a few other 

actors, such as pharmacy, administrative assistant (receptionist), the laboratory as well as 

accounting department who are stakeholders in implementing this software. Each unit was 

tested to verify that it meets its specific action. This exercise proves the correction of the 

software application. Three different approaches can be used to demonstrate that the codes 

are correct: The software was tested to check reliability, strength and efficiency using test 

based purely on structure, and function. 
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CHAPTER FIVE 

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

 

5.1    SUMMARY 

It is universally accepted that poor maternal care or non-attendance to antenatal care is 

associated with high rate of maternal mortality, hence the implementation of Maternal Care 

Management System which was deployed for tackling the complexity which often leads to 

poor or no care in the O&G of FMCY would not only give an opportunity to the hospital to 

improve their patient care, but can also improve the profitability of the organization. Hospital 

administrators would be able to significantly improve the operational control and thus 

streamline operations as well minimize the mortality, death rate due to the negligence of 

patients (pregnant women) in attending their ante-natal sessions. This designed HMS would 

improve the response time to the demands of patient care since it can automate the process of 

collecting, collating, and retrieving patient information and sends a reminder to the patient 

about their meeting with their doctor via SMS/Email. 

5.2 CONCLUSIONS  

The results from both patients and doctors’ responses showed that communication barrier 

is the major challenge influencing the relationship between doctor and patient at FMC, Yola.  

All the mean values (in figure 4.4 obtained showed the doctor-patient relation at FMC, Yola, 

to be a doctor-centered. The ratio of doctor to patient in FMC, Yola, limits the good 

interaction between the doctors and their patients, which also leads to the patient believing in 

self-medication rather than visiting the hospital. 

Three of the doctor-patients relationship model: partnership, paternalism, and guided 

decision-making frameworks were evident in the scoping interviews conducted at the FMC, 

Yola. The above model reflects differences in control within the doctor-patient relationship. 

For paternalism, the doctor has control during the consultation and other decisions made 

within it. At the other extreme, guided decision making allows the doctors to guide the 

patients in the course of action as they have greater control, though not as much as in 

paternalism. In the partnership framework, on the other hand, both the doctor and patient 

contribute within the consultation and make decisions together. In some cases, clinical 

framework decisions are made based upon the clinical evidence rather than according to the 

doctor’s or patient’s plan.  
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The development processes and stages of Hospital Management System with the 

integration of SMS based Appointment Management System were carried based on the 

outcome of the factors affecting the doctor-patients relationship at FMC, Yola. To develop 

the project, the system development life cycle was put into consideration from preliminary 

investigation to implementation. To document the software development process, the case 

modeling tool was used. Case modeling is a diagramming method used for modeling system 

requirements, analysis, design, and CRON for SMS API.  

The software was developed using PHP programming language and MySQL database.  

PHP was used as the Interface design; tools and a MySQL back-end tool were used to create 

the database. The interface component developed will retrieve data from the database and 

will manipulate according to the business needs. The users will be able to communicate with 

the database through the front-end interface, which has been designed and easy to understand. 

ANT theory was used for analysis because it can play a significant role in understanding  the 

importance of change and the organic nature of the modification process within organization. 

It is specifically helpful in providing insights into how networks are developed, maintained, 

and transformed to achieve the goals of those who join the set-up. The results indicate that it 

is legitimate to interpret the system as a strong non-human super actor within a heterogeneous 

network of actors, and to describe the processes of stakeholder engagement, alignment and 

activation with reference to the phases of problematization, interessment, enrollment and 

mobilization. This may be helpful for managers seeking to implement such programs by 

indicating what to expect at the different stages, how to recognize the role of the system as 

part of an interacting social network and how to leverage these insights to help align the goals 

and actions of the stakeholders around the technology, for more rapid adoption and more 

effective impact. 

 

5.2 RECOMMENDATIONS  

According to this study, communication is one of the highest barriers causing the poor 

relationship between the doctors and the patients in Federal Medical Center, Yola which this 

study is unable to address using MCMS. It is therefore recommended first, that further study 

to look into how technology can be used to handle the language barrier in Federal Medical 

Center, Yola as there could be a human error while adapting the human interpreter earlier 

recommended. Grant should be obtained from the State Government, Federal Government or 

any NGOs’ such as USAID to enable them to provide all the necessary facilities to support 
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the full implementation of this system for effectiveness, and organize training  for the users 

on the use of the software. It is recommended also, that future study to carry out an 

evaluation on the impact of MCSM from the patients’ and doctors’ perception. This would 

help articulate whether or not the proposed benefits of the implemented MCMS are actually 

realized. 

 

5.3     SCOPE AND LIMITATION OF THE STUDY 

This project aimed at finding the factors affecting the maternal care center at the 

Obstetrics and Gynecology unit of FMC, Yola from doctor - patient relationship perspectives, 

and to improve the shortcomings observed (communication barrier, scheduling and record 

keeping) using E-health porter base solution.  The goal was to adequately integrate all efforts 

to ensure the successful design and implementation of the HMS, which must result in 

accuracy, cost cutting, and efficient management. However, after the completion of this 

software, the functionality and accuracy test of the system development, as well as 

implementation was only possible with few doctors and other actors such as pharmacy, 

administrative assistant (receptionist), the laboratory as well as accounting department who 

were stakeholders in implementing this software. Furthermore, due to lack of financial 

constraint in getting all the necessary facilities such as Internet connectivity and computer 

systems at FMC, the software has not been fully implemented for evaluation.  
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Appendix A2:   Admin’s Dashboard 

 

 

Appendix A3:   Doctor’s Dashboard 
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APPENDIX B: QUESTIONAIRES 

Appendix B1: Doctor’s copy 

 

DOCTOR’S COPY 

 

A QUESTIONAIRE ON VIEWS OF THE DOCTOR-PATIENT RELATIONSHIP 

PHASE 1 
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There are three (3) sections in this questionnaire, please tick this box below if you have 

given your concept: 

 

SECTION A: For each of the pairs of statements below, please indicate the degree to which 

you agree or disagree with one or other of the statements by ticking (      )   the checklist. 

Please note that there is no right or wrong answers.  

 

SEX:   Male                                 Female 

 

 

MARITAL STATUS: Married  Single       Divorced       Widow 

 

AGE:      18-25YRS        26-33YRS            34-40YRS                   41-50YRS           50 - Above 

 

 

STATEMENTS Agree Strongly 

Agree 

Neutral Disagree Strongly 

Disagree 

Doctor patients relationship, is a skill that is 

taught  

   

 

 

 

 

 

Doctor patients relationship, is a skill that is 

inborn 

     

Doctor-patient relationship is a skill that is 

important in the treatment Obstetrics and 

Gynaecology patients 

     

Different specialties require different types of 

doctor-patient relationship  

    

 

 

 

Doctor- patient relationship should be taught in 

Medical School 

     

I don’t always have time to explore the 

patient’s ideas, concerns and expectations 

     



 

68 

 

The patient should always have the final say 

when deciding between treatment options  

     

Having a genuine concern from Doctors towards 

patient is important 

     

I try to establish the same kind of relationship 

with all my patients  

    

 

 

 

It is always necessary to be partners with my 

patients in treating them  

   

 

 

 

 

 

I always involve patients in medical decisions   

 

 

 

 

 

 

 

I think training in communication should be an 

important skills at medical school 

     

Patients prefer self-medication  than visiting 

doctors  

     

Doctor-patient relationship training improves 

how doctors relate to their patients 

 

     

The doctor-patient relationship should be the 

same regardless of specialty 

     

I always explore the patient’s ideas concerns and 

expectations 

     

The doctor should always have the final say when 

deciding between treatment options 

     

I try to have different kinds of relationships with 

different patients 

     

It is not always possible to involve patients in 

medical decisions  
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Doctors and patients should always work together 

on the treatment of patient 

     

I think that the basic principles of communication 

are the same for all levels of training  

     

Doctors have ultimate responsibility for their 

patients’ health  

     

Patient should be more knowledgeable about their 

illness 

     

 

SECTION B: LEARNING TO DEVELOP RELATIONSHIPS WITH PATIENTS 

  

The table below lists ways in which you may have learned to develop relationships with 

patients. For each item, please indicate whether: you learnt a great deal, a moderate amount 

or very little; this type of training did not cover building relationships with patients; or you 

have not received this type of training.  

  

Ways in which you may have learnt 

to develop relationships with patients 

I learnt a 

great 

deal 

 

I learnt a 

moderate 

amount 

 

I learnt 

very 

little 

 

It didn’t 

cover 

relationships 

with patients 

 

I’ve not 

had this 

training 

 

Communication skills training at 

medical school  

     

Communication skills training as a  

House Officer or Foundation trainee  

     

Communication skills training in 

Vocational Training Scheme  

     

Reading text books      
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My own experience with patients   

 

   

Observing the practice of senior 

colleagues  

     

 

Do you have any further comments about the ways in which you have learnt to develop 

relationships with patients? 

 

 

 

 

DECISION-MAKING  

Please think about your most recent consultation with a patient and particularly think 

about how decisions were made in that consultation. Which of the statements below reflect 

how decisions were made in that consultation? (More than one statement may apply to 

different points of the consultation. Please ticks all that apply).  

  

 I decided on the appropriate course of action 

 I guided the patient towards the appropriate course of action 

 The patient demanded a particular course of action from me and I agreed 

 The patient and I discussed options and agreed on the appropriate course of  

 action together 

 The course of action was decided solely by clinical indications 

 Other (please describe): 
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Appendix C:  Consent Letter 

 

 

 

CONSENT FORM 

 

American University OF Nigeria (AUN) 

 

Study Title: Tackling Complexities In Maternal Care Using E-Helath Solution 

(A Case Study Of Doctor-Patient Relationship At Federal Medical Center, Yola) 

 

Principal Investigator: OLAYIDE TOLULOPE EZEKIEL 

Principal Investigator’s Department: School of Information Technology and Computing  

 

Introduction 

I am a student at the American University of Nigeria, in the School of  Information 

Technology and Computing. I am conducting a study, in which I invite you to take part. This 

form has important information about the reason for doing this study, what we will ask you to 

do if you decide to be in this study, and the way we would like to use information about you if 

you choose to be in the study.   

 

Purpose of the Study 
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The main objective of this thesis is to investigate the prevailing factors that influence the 

O&G doctor-patient relationship in the Federal medical center, Yola and to establish an e-Health 

system to help solve the challenges..  

 

Description of Procedures 

If you are willing, I will be asking you some questions about your background, including 

personal questions about your age, marital status, and your view on doctor-patient 

relationship. Your total expected time commitment for this study would be between 15 to 20 

min at most. 

 

Voluntary Nature of Participation 

Participation in this study is voluntary. If you agree to participate, if you feel 

uncomfortable about any question asked, you are free not to answer and skip the question. If 

at any time and for any reason, you would prefer not to participate in this study, you are free 

to stop. There is no penalty for withdrawing or stopping.  

 

Privacy and Confidentiality 

Your name will not be recorded, and your responses will be confidential. We will not 

include any information that will make it possible to identify you in any report we might 

publish. No published results will identify you, and your name will not be associated with the 

findings. Only myself, my supervisor, and the AUN Institutional Review Board (IRB) will 

have access to data. All records from this study will be kept confidential. Research records 

will be stored securely in a locked cabinet and/or on password-protected computers. The 

results of this study may be published or presented at professional meetings, but the identities 

of all research participants will remain anonymous.  

Potential Benefits 

Please note that there would be no form of compensation for participating in this study. 

This research will educate the participant on how to build a good relationship as well, giving 

them and orientation on how technology can be used in bridging the gap in a doctor - patient 

relationship.  

 

Potential Risks 



 

73 

 

The potential risk of taking part in this study involves the sharing of potentially sensitive 

information about yourself such as your age, and marital status as well as your experience 

with your doctors.  

 

Interpreters 

Please note that, there will be other volunteers who have signed a confidentiality 

agreement form and legally cannot disclose any information who are willing to help in 

interpreting  the questionnaire in Hausa for the sake of those who cannot read or write. 

 

Opportunity to Ask Questions 

If you have any questions about this research, please ask me now. 

 

Contact Information 

If you have questions at a later time, you can contact me via e-mail: 

olayide.babalola@aun.edu.ng  or phone call: 07031516044. If you would like to speak with 

someone besides me about the research, or if you have any questions or concerns about your 

rights as a participant in research, you may contact the AUN Institutional Review Board at 

irb@aun.edu.ng.  

Your signature on this form means that: 

 You understand the information given to you in this form. 

 You have been able to ask the researcher questions and state any concerns. 

 The researcher has responded to your questions and concerns. 

 You believe you understand the research study and the potential benefits and risks 

that are involved. 

 

 

Statement of Consent 

I give my voluntary consent to take part in this study.  I will be given a copy of this 

consent document for my records. 

 

 

____________________________________________________      ___________________________ 

mailto:olayide.babalola@aun.edu.ng
mailto:irb@aun.edu.ng
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     Subject’s Signature                                                             Date 

 

 

___________________________________________________      ___________________________ 

    Person Obtaining Consent’s Signature                                Date 

 

 

 

 

 

Appendix D: Patient Copy 

 

 

There are three (3) sections in this questionnaire, please tick this box below if you have 

given your concept: 

 

 

SECTION A: For each of the pairs of statements below, please indicate the degree to which 

you agree or disagree with one or other of the statements by ticking (      )   the checklist. 

Please note that there are no right or wrong answers.  

 

Do you visit Federal Medical Centre (FMC) Yola for treatment?      YES                     No 

 

Are you a pregnant woman? YES                      NO 

 

Do you visit the obstetrics and gynecology doctor for treatment? Yes or No 

 

SEX:   Male   Female 

 

 

MARITAL STATUS:      Married  Single                 Divorced              Widow 

 

AGE:     18-25YRS           26-33YRS            34-40YRS     41-50YRS           50 - Above 
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STATEMENTS A

gree 

Stro

ngly 

Agree 

Neu

tral 

Disa

gree 

Stro

ngly 

Disagree 

Doctor patients relationship, is a skill that is 

taught  

   

 

 

 

 

 

Doctor patients relationship, is a skill that is 

inborn 

     

Do you think doctor-patient relationship is a 

skill that is important in the treatment of 

patients 

     

Different specialties require different types 

of doctor-patient relationship  

    

 

 

 

Do you think doctor- patient relationship 

should be taught in Medical School 

     

Doctors don’t always have time to explore 

the patient’s ideas, concerns and expectations 

     

The patient should always have the final say 

when deciding between treatment options  

     

Communication barrier affects my 

relationship with my doctor 

     

Religion and cultural humility affect my 

relationship with my doctor 

     

Having a genuine concern from Doctors 

towards patient is important 

     

It is always necessary for doctors to be 

partners with their patients in treating them  

   

 

 

 

 

 

 

 

Do you agree to a male doctor treating in 

O&G patients? 
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Doctors never have any relationship with 

their patients 

 

 

 

 

 

 

 

 

 

 

Doctors always involve patients in medical 

decisions 

  

 

 

 

 

 

 

 

when I go for medical care, they are careful 

to check everything when treating and 

examine me 

     

Patients prefer self-medication  than visiting 

doctors  

     

I understand my illness better after seeing 

my doctor 

     

My doctor was interested in me as a person 

and not just my illness 

     

Doctor-patient relationship training improves 

how doctors relate to their patients 

     

The doctor-patient relationship should be the 

same regardless of specialty 

     

Doctors always explore the patient’s ideas, 

concerns and expectations 

     

The doctor should always have the final say 

when deciding between treatment options 

     

My doctor allow me to tell him/her my story      

Doctors try to have different kinds of 

relationships with different patients 

     

Sometimes doctors make me wonder if their 

diagnosis is correct 
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SECTION B: DECISION-MAKING  

Please think about your most recent consultation with a doctor and particularly think 

about how decisions were made in that consultation. Which of the statements below reflects 

how decisions were made in that consultation? (More than one statement may apply to 

different points of the consultation. Please ticks all that apply).  

 Doctor decided on the appropriate course of action 

 Doctor guided the patient towards the appropriate course of action 

 The patient demanded a particular course of action from the doctor and the 

 doctor agreed 

 The patient and the doctor discussed options and agreed on the appropriate 

 course of action together 

 The course of action was decided solely by clinical indications 

 Other (please describe): 

 

 

 

 

 

 

It is not always possible to involve patients 

in medical decisions  

     

Doctors and patients should always work 

together on the treatment of patient 

     

I think that the basic principles of 

communication are the same for all levels of 

training in Medical School 

     

Patients are becoming increasingly 

demanding of their doctors  

     

Doctors have ultimate responsibility for their 

patients’ health  
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Do you have any further comments about the ways in which you have learnt to develop 

relationships with doctors? 

 

 

Do you have some doubt about the ability and the ways in which doctor treats patients in 

FMC? 

 

 


