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Abstract: Despite decades of training health workers in communication, complaints from clients and
communities about poor health worker attitudes abound. This was found to be so in Zambia where the
More Mobilizing Access to Maternal Health Services in Zambia (MORE MAMaZ) program was trying
to ensure the inclusion of under-supported women in a community-based maternal and newborn
health program in five intervention districts. Under-supported women suffer a disproportionate
burden of child mortality and are poor users of health services. An exploratory small-scale qualitative
survey involving nurses from training schools and health facilities found that nurses knew how to
communicate well, but were selective with whom and in what circumstances they did this. In general,
those who received the worst communication were under-supported and had low confidence—the
very people who needed the best communication. An experiential training program was started
to help health workers reflect on the reasons for their poor communication. The training was
evaluated after 14 months using semi-structured interviews and focus group discussions with
staff at participating health facilities. The results showed improved inclusion of under-supported
women but also increased attendance generally for ante-natal clinics, deliveries and under-five clinics.
Another outcome was improved communication between, and a sense of job satisfaction among,
the health workers themselves. The program demonstrated an effective way to improve the inclusion
and involvement of the least-supported women and girls. There are important lessons for other
health programs that aim to operationalize the goals of the Global Strategy for Women’s, Children’s
and Adolescent’s Health, which include an emphasis on reaching every woman.

Keywords: health communication; reaching every woman; social inclusion; universal health coverage;
Zambia; maternal and newborn health; training; health workers

1. Introduction

Concerns about poor health worker communication are reflected in the recent call for respectful
maternity care as part of the bid to improve maternal health [1,2]. Another important policy orientation
is the current global commitment to reaching every woman, child and adolescent, ensuring that scarce
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health resources are targeted to where they are needed the most [3]. Against this backdrop, it is
important to consider how health worker communication and the availability of respectful care
facilitate or undermine efforts to reach the least-supported women and girls.

It is widely understood that women who feel they are not respected or supported by their families
or communities are less likely to care for themselves or their children—partly as a result of the lack
of support, but also because of associated depression, anxiety and frustration [4–8]. They are also
less likely to communicate well, and to remain silent or unquestioning when confronted with people
who they perceive to be more powerful. This has important implications for health care access and a
patient’s capacity to effectively communicate their needs or act on treatment and other advice when
seeking health care. A recent study in northern Nigeria was pivotal in exposing the relationship
between the burden of mortality and women’s lack of social support and voice, with important
implications for health programs that are concerned with targeting resources to where they are needed
the most [9].

In 2014, the Government of Zambia requested that an intervention to improve communication
for nurses and other front-line health workers be included in a maternal and newborn health
program called More Mobilizing Access to Maternal Health Services in Zambia (MORE MAMaZ).
Operational from 2014 to 2016, the program was primarily a demand-side intervention focused
on improving maternal and newborn health care access. Integrating the learning from the earlier
study in Nigeria, the program placed significant emphasis on reaching the least-supported women in
intervention communities. The request from the Ministry of Health (MOH) to design and implement
a communications training intervention targeted to health workers was appropriate in a context
where negative health worker attitudes were known to undermine community confidence in health
services [10].

The communication training was implemented as a pilot and within an operations research
framework with the intention of generating evidence to inform policy. The overall research objective
was to assess the impact of the training on health workers’ awareness of how a lack of individual
social support can be a key factor driving the skewed burden of ill-health. It also focused on health
workers’ attitudes towards and capacity and willingness to support under-supported women in their
catchment communities. Other objectives were to assess the impact of the training on the relationships
between health workers within a health facility and on the linkages between health facilities and
communities. This paper describes the development and implementation of the communications
training and assesses its effectiveness in changing health workers’ understanding of the need to
provide respectful care to all patients, whatever their background or situation.

2. Methods

In Zambia, the immediate impetus to train nurses and other front-line health workers in
communication skills in the MORE MAMaZ intervention sites arose from persistent complaints from
community members and health managers concerning the poor attitudes of health workers to clinic
attenders. The concern was that this gap in the quality of care would impact negatively on the demand
creation efforts that were underway at community level. Before beginning the training intervention,
an effectiveness review of current communication training programs and a perspectives survey
with health care workers were conducted. It was found that the Zambian nurse training program
emphasized communication theory and practical applications similar to other programs around
the world without taking into account the possibility that communication can be selective [11–13].
The underpinning assumptions were that not all health workers communicated badly; and those that
did, communicated badly with all of their clients. However, there were no long-term evaluations of
program effectiveness. Conversely, the pilot survey with Zambian healthcare workers found that while
they knew how to communicate well, they applied these skills selectively. These findings challenged
some long-standing assumptions about health worker communication skills.
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2.1. Development of Communication Training

The understanding gained from the survey of nurse communication practices was used to plan
a three-day training of health staff working in 64 health facilities in the program’s five intervention
districts. The districts were Chama district in Muchinga Province; Mkushi, Serenje and Chitambo
districts in Central Province; and Mongu district in Western Province. Curricula for core trainers
(District Health Management Team (DHMT) members and nurse tutors) and for step-down training
were devised with nurse tutors and Zambian consultants. The step-down training was designed to be
delivered in two stages: first, a training of selected front-line health workers in participating health
facilities, and, second, an orientation by the latter of other health workers in the facility, and also of
Community Health Volunteers (CHVs) and other community members. The second group received a
one-day step-down training. The training of CHVs and community members was important not only
to help with the local identification of the least-supported women, but also to encourage those women
to attend health services and to join groups. It also helped to better integrate the social inclusion work
of the CHVs with that of the clinic-based health workers.

The program used an experiential training approach in which health workers reviewed themselves
and developed insights into why they chose to communicate badly in some instances, whilst
communicating well in others. The idea was that they would then be able to review how to manage
and control the factors that led to instances of poor communication in their work setting. A starting
point for reflection and discussion was the notion that the very people with whom health workers
were most likely to communicate badly were those most likely to suffer ill health, or to have children
who suffered ill health. The results of the nurse survey indicated that the use of general categories
for targeting (e.g., ‘poverty’ or ‘lack of education’) was less useful than having an understanding of a
client’s social situation at home. In other words, health workers needed to understand more about
the underlying factors that led to a client presenting as poorly dressed, unwilling to communicate
or shy. Health workers were also encouraged to think about the impact of poor communication on
patients and on their colleagues—a topic not generally covered in formal health worker communication
training. The need to improve communication between staff had not featured among the concerns
cited by district health managers. This appeared to be a neglected area in supervision and management
systems generally. The essential steps in the three-day training were:

• Reviewing the links between clinic use, mortality, deliveries and the support given to women.
• Exploring how social situations affect health.
• Analyzing why communication goes wrong with some people.
• Reflecting on how to guard against the temptation to be rude or dismissive.
• How to manage poor communication in the health facility as a team.
• Strategies for working with communities to promote the involvement of the least-supported

women and girls through inclusive policies and participation in groups.

2.2. Training Evaluation

An evaluation of the training was undertaken in November 2015, 14 months after the first
training input. The evaluation included 61 percent of participating health facilities (20 of 33 health
facilities) in three of the five program districts: Chitambo, Serenje and Mkushi, all in Central Province.
The evaluation was conducted with the full participation and involvement of the respective DHMTs.

Due to the staggered nature of the step-down training, health center staff, CHVs and community
members received their training between seven and 12 months prior to the evaluation. A total of
20 health centers participated in the evaluation (eight in Chitambo, four in Serenje and eight in
Mkushi). Semi-structured interviews were conducted with staff at the health centers, members of the
DHMTs and the trainers. Focus group discussions were also carried out with CHVs and community
representatives who were members of Neighborhood Health Committees. In each district, two teams
of three interviewers conducted the interviews. A member of the DHMT was included on the interview
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team to improve relevance. In the health centers, 35 staff who had been trained (or oriented by other
staff) were interviewed in addition to 22 CHVs. For 19 of the 20 health centers, a selection of community
members (10–12 in each group) was also interviewed.

The interview questionnaires were designed separately for core trainers, health facility staff,
CHVs, and community members. Each questionnaire had two components. The first set of questions
was asked directly of interview respondents. These were fully open-ended to prevent bias towards a
positive response. The answers were analyzed and coded by the evaluator for the main categories of
response in relation to changes in communication, focus on under-supported women and changes
in community support of the under-supported. The second set of questions was answered by the
interviewer directly after the interview. These allowed the interviewer to check whether specific
aspects of the training or experience had been mentioned, were implicit in the answers given by
a respondent, or not mentioned. The answers were then appropriately coded. For this category
of questions, the interviewer’s answers were checked against the respondent’s answers at the data
analysis stage.

The teams of interviewers were given a one-day orientation on how to ask open-ended questions
without giving any intimation of an expected answer. They also learnt how to assess what was
implied in an answer, how to probe for fuller answers without directing them, and how to use the
questionnaires. At the end of every day of interviewing, each team met to review the answers, and to
provide their own feedback on what they had seen and heard.

Data was entered into Excel spreadsheets. Coded data was analyzed using the SPSS statistical
package. A wide selection of the interviewee responses was provided in the evaluation. In order to
contextualize the findings, the training evaluation examined in detail the government health statistics
for each of the clinics visited, and compared these with areas where no training had taken place.
For each area, the answers from the different types of respondents were cross-checked for consistency
(e.g., the responses of clinic staff were checked against the perceptions of community members and
CHVs).

The DHMTs from all intervention districts were invited to perform their own assessments of the
training intervention before the evaluation. They were also invited to present these, together with
their recommendations for future work, in a dissemination workshop involving donors, government
representatives and other organizations.

Ethical approval was obtained as part of the overall approval given by the Zambian Ministry of
Health for the operations research study as a whole.

There were few methodological limitations to the measurement of the impact of communications
training to staff in clinics as the correlation between the answers of different staff (interviewed
separately) at any particular clinic was very high. The clinics had been given no previous warning of
the evaluation team visits, nor of the types of questions they would be asked. However, a failure to
separate CHVs from other community representatives during focus group discussions meant that it
was difficult to avoid positive bias in the answers as there was a tendency for the CHVs to answer in
advance of others. This was dealt with by asking community members to answer first. However, this
was not always successful.

3. Results

Thirteen core trainers were trained in September 2014. The core trainers trained 71 front-line
health workers during September and October 2014. Over the next six months, front-line health
workers oriented other health staff in their facility. The training was then extended to CHVs and other
community representatives in the catchment area of participating health facilities. All training inputs
were completed by April 2015.

The evaluation found that the communication training intervention was perceived to be successful
in all but one health facility (a hospital outpatient clinic where staff turnover was very high) in
relation to the improvement of communication in terms of: staff–staff relationships in health centers;
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communication between staff and their clients in general; a stronger, more nuanced and supportive
focus on under-supported women in clinics; and improved linkages between health center staff,
volunteers, community workers and communities. These improvements were described at every level
(by DHMTs, health center staff, CHVs, community leaders and other representatives).

Almost all trainees who had received the three-day version of the training described how
transformative the process had been for them as individuals. In general, they reported that it
changed the way in which they understood people and approached their work. The majority of
respondents amongst the clinic staff mentioned specifically that the training impacted them personally
and significantly in terms of their understanding of why they communicated badly only with some
people, and the realization that it was important to hide their frustrations from clients. In terms of
improved communication within facility teams, one health worker explained:

“The training has helped very much. It gave us an opportunity to think together as a team. Now
people are happy to go to any staff rather than preferring to see only one. The way people interact, if
we’re not on good terms, the client suffers. So we talk together.”

Health workers reported that reviewing their experiences with other staff made
communication easier.

Sensitivity to the social factors that affected women’s and girls’ health seeking behavior
and responsiveness to treatment advice was also reported as having increased. As one health
worker argued:

“Before the training we did not bother to pay attention to the reasons for women’s circumstances, like
looking dirty, unkempt and late for clinic. After the training we became more aware—we began to pay
attention to these people to identify their situation better.”

Overall, the general feedback from health workers was that the three-day communications training
made their work more satisfactory and valued.

The communication training had a complementary and strengthening effect on the program
overall. The work carried out by the program’s District Program Officers, who were embedded within
the District Health Offices together with the District Mother and Child Health Coordinators, was seen to
be invaluable in this regard. In many health facilities (with the backing of the DHMTs), health workers
reported increased access to services by single pregnant women over and above that already achieved
by the program. Although at first many clinic staff were wary of accepting pregnant women who
had no partner because of the strong local antipathy to pregnancy outside of marriage, the awareness
given by the training helped considerably in their acceptance of such women. In addition, clinic staff
reported that, as a result of the training, they made more effort to improve the extent to which men
accompanied such women to the health center. This resulted from their probing of women’s social
situations and the fact that they then took time to find and interview partners (in instances where they
had obtained the client’s consent).

Almost all the health facilities involved in the evaluation reported that attendance increased
as a result of the training. It was reported that within the general increase in clinic attendance for
institutional delivery, antenatal care and family planning services attendance by under-supported
women also increased, as well as their attendance at general out-patients and under-five clinics.

The evaluation also identified a general increase in awareness of, and sensitivity to, the needs of
under-supported women in the program intervention communities. Specific examples of improved
support for women were given by 58 percent of community respondents. CHVs reported that their
increased understanding of problems in their communication had further improved their ability to
work with, assess and support the families of under-supported women.

Staff at the majority of the clinics reported that their training encouraged them to increase their
probing of clients when they appeared to lack confidence, or when a client communicated badly.
They reported that this encouraged many more women to talk frankly about their situations at home.
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They felt, in turn, that they were able to provide better advice to the women, and felt that this translated
into a greater willingness to attend clinics, and better relations with the communities on social matters.
It was reported in several of the health facilities that increased probing also helped women to talk
about intimate partner violence. Although health staff were supposed to refer these cases to the police,
after the training they reported that they spent more time counseling women, trying to interview
domestic partners, and suggesting other forms of community support for the women.

4. Discussion

Much of the training given to health workers to date has been based on the assumption that
health workers do not necessarily know how to communicate well, and that explaining the principles
of communication will make them better communicators. The training intervention developed by
MORE MAMaZ in Zambia was an attempt to approach the improvement of communication by other
means—notably through internalization of the fact that people already know how to communicate
well but choose when, and with whom, they communicate badly. The major success of the training
was improved control of communication by health workers. This resulted not only from greater
awareness of their choices, but also from the understanding that they could receive support from
colleagues when trying to improve communication. The particular route chosen for this orientation
was through demonstration of the impact of poor communication on those most likely to need good
communication—notably the least supported women and girls in communities, those less likely to
frequent health services as a result of that poor communication, and those most likely to neglect
themselves and their children, and to suffer the highest mortality of their children.

Many of the headline results of the training evaluation were confirmed by the program’s statistical
endline household survey, which was carried out in five intervention districts in 2016. The endline
survey found that 73 percent of women and 70 percent of men in intervention communities were
aware of efforts to include socially excluded women and girls in maternal and newborn health group
activities. This was considerably more than in control sites (51 percent women and 61 percent of
men) [14]. The endline survey also confirmed that intimate partner violence was perceived to have
decreased across the program sites by 89 percent of male and 88 percent of female respondents [14].
The increase in facility attendance reported in the training evaluation was also confirmed. The endline
survey identified a 25 percent increase in institutional delivery (from 64 percent to 89 percent),
a 25 percent increase in antenatal care (ANC) attendance in the first trimester (from 37 percent
to 62 percent), and a 14 percent increase in use of modern family planning methods (from 24 percent to
38 percent) [14]. The increases in service uptake were expected in relation to ANC and institutional
deliveries, which had been major focal issues for the MORE MAMaZ program. Verbal reports by
clinic-based staff and CHVs made clear their strong belief that more under-supported women were
using health services as a result of the training. This appeared to be consistent with the evidence
from the endline survey that first-time clinic attendance had increased. However, the lack of a reliable
baseline that identified under-supported women separately from other women meant that there was no
completely objective system of measurement of the increased attendance by under-supported women.
It was also difficult to determine whether the work of CHVs, who had been trained by the program to
seek out socially excluded women and girls and include them in maternal and newborn health group
activities, or the work of health workers was more or less important in increasing facility attendance
by individuals perceived locally to be under-supported. What can be said, however, is that the training
intervention complemented other program activities to improve access by the least-supported women
and girls. It is also likely that the focus on under-supported women within the program more generally,
in combination with the communication training, increased the proportion of under-supported women
using health services. Such difficulties in attributing change to a single intervention that is part of a
broad-ranging, multi-focal program are not unusual, though they do point to the need to put in place
robust monitoring and evaluation systems for pilot initiatives such as these if the aim is to prove their
significance as an ‘innovation’.
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The three-day training provided to clinic staff had considerable impact. By contrast, the one-day
step-down training provided by clinic staff to colleagues and to CHVs and other community
representatives in catchment communities proved to be less effective. Whilst the step-down short
courses clearly improved communication, the short duration of such training and orientation inevitably
meant that full understanding of the complexity and reasons for the training was compromised.
The evaluation found that some of the beneficiaries of this shorter training showed a lack of
understanding of the term ‘under-supported’ in that they referred only to ‘those who don’t go to
clinics’, or to people who fell into categories such as ‘disabled, mentally ill, widows, orphans, or
women beaten by husbands’. Whilst it is true that such categories may include women who are
under-supported, individuals in these categories may also be well-supported, limiting their usefulness
as a means of targeting resources to where they are needed the most. These challenges reinforce the
importance of a longer orientation and subsequent reinforcement and follow-up. They also reflect
the more general challenges related to the effective provision of in-service training in contexts where
health facilities are affected by challenging staffing shortages.

A key feature of the MORE MAMaZ communication training was the reliance not so much on
individual training, but rather on the training of teams of staff at the health facilities. This enabled
mutual reinforcement and helped to increase staff morale, as health workers began to believe that their
supervisors listened to their ideas and concerns. It would be of great benefit if all health workers were
oriented in the same way in pre-service training. This is especially important in contexts where health
facilities operate in low-resource environments and are affected by high staff turnover.

Despite the clear benefits of the communications training intervention (such as better health
worker morale, greater trust in services, a positive impact on domestic social situations, better
balance between community services and clinic-based services), the problems facing the development,
establishment and maintenance of such an approach are the same as those faced by many health
systems. In Zambia, there are inadequate funds available for in-service training and for follow-up
supervision and management. Districts are highly dependent on taking advantage of externally funded
programs to do what little training they can provide. The majority of in-service training conducted
by District Health Teams is piggy-backed on to training funded by external donors. During the
implementation timeframe of MORE MAMaZ, despite considerable interest in, and support for,
the communications training within the respective DHMTs, none of the districts were able to provide
any additional support or expanded training other than that provided within the context of the
program itself. During the evaluation process however, possibilities for extending the training were
explored with the DHMTs. They also signaled their commitment to using their regular monitoring of
clinics and of staff through the staff appraisal process to embed some sort of follow-up of the training.
With just a few adjustments to existing staff monitoring mechanisms, they acknowledged that it should
be possible to establish some form of on-going assessment of the extent of good communication both
among health workers and between health workers and their clients.

The evaluation of the communication training revealed some side-effects that were not fully
expected. The increase in the number of women who were willing to talk about domestic social issues
in clinic consultations showed that it is possible to contribute through this route to on-going efforts to
reduce intimate partner violence. Listening to women and girls affected by violence and giving them
confidence to communicate about their problems is a first step, especially in cases where they lack
other opportunities to communicate about the difficulties they are facing.

The MORE MAMaZ communications training design was strongly influenced by a study that
investigated the relationship between child mortality and lack of support among women within the
context of a large health systems strengthening program focused on improving maternal, newborn
and child health in northern Nigeria between 2006 and 2014 [9]. Implemented in a context where
study populations were generally very poor, had few resources, similar employment opportunities,
and the overall culture within which the entire population operated, the study identified a skew of
child mortality where 20 percent of survey households had experienced 80 percent of the child deaths.
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This type of skew has been recognized by demographers for well over one hundred years [15–25].
However, the standard variables used in studies that have explored this skew (e.g., health service
availability, birth spacing, availability of services, poverty, education, resources, etc.) have failed to
provide sufficient explanation. Responding to this gap in understanding, the Nigeria study tested the
hypothesis that social variables relating to the support of women were important in determining the
skew of mortality. The hypothesis was that those women who felt least respected and supported by
their husbands or families would be the most likely to neglect themselves and their children. This was
found to be the case. Health seeking behavior, child mortality, and lack of delivery by trained midwives
were all strongly linked to the support the woman received from their husbands or families [9].
The Nigeria study strongly influenced the design of the communications training. Wider implications
of this approach are that health programs that aim to reach every woman, adolescent and child need
to disaggregate beyond poverty (and other standard variables such as level of education), and place
more emphasis on understanding the social factors that influence poor health. Perhaps one of the most
important implications is the need to move from a focus on individual women and children, towards
a focus on the family unit, as it is the situation of the family and its interactions that have the most
significant impact on the health (including the mental health) of each and every family member.

5. Conclusions

The impact of the MORE MAMaZ communications training intervention could be seen through
improved clinic attendance; improved relevance of clinical diagnosis, treatment, support and referral
of under-supported women; improved morale of staff and fewer complaints about staff; and a decrease
in intimate partner violence, with a concomitant improvement in the participation and voice of women
affected by violence. The fact that a short communications training stimulated Zambian health workers
to explore, try to understand and respond to clients’ social situations, indicates that it is possible to
operationalize the social determinants of health perspectives in clinical settings. The way in which
the communications training was perceived by health workers, DHMTs and community members to
have contributed to an increase in poorly-supported women and girls using maternal health services
is significant in a context where there is as yet inadequate understanding of how to effectively reach
the least-supported individuals. Further testing of the efficacy of this training is warranted in the
Zambian context, including in a pre-service training scenario. Should this approach to communications
training and inclusion of under-supported women prove to be useful in other contexts, it will provide
a valuable contribution to the goals of the Global Strategy for Women’s, Children’s and Adolescent’s
Health, with its emphasis on reaching every woman, adolescent and child.
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