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Introduction: The health and wellbeing of small and sick newborns and their
families can be enhanced through family systems care (FSC) along the care
continuum. FSC encompasses a broader approach than family-centered care.
FSC identifies individual and family strengths while acknowledging illness-
related suffering and providing expertise to help soften it through relational
family systemic interventions. Contextual factors of the targeted healthcare
setting need to be understood to implement FSC. This study aims to assess
healthcare professionals’ perceptions of health system features that may
influence the successful context-adapted implementation of FSC into the care
continuum for small and sick newborns and their families in the Ghanaian
healthcare setting.
Methods: Cross-sectional data were collected from 143 healthcare
professionals, comprising nurses, midwives, and physicians who provide
maternal and newborn care at a secondary facility and 13 primary health
facilities in the Hohoe Municipality, Ghana. The Context Assessment for
Community Health (COACH) instrument, employing Likert scales ranging from
1 to 5 and including questions on training history, was used to collect data on
FSC through self-administered interviews. Data were analyzed using
descriptive statistics with STATA.
Results: While 48.9% of healthcare professionals reported never receiving any
didactic or school-based training, the majority (96.5%) indicated a need for in-
service training in FSC. From the highest score of 5, the COACH dimension for
organizational resources had the lowest score (2.8). Community engagement,
commitment to work, monitoring services for action, and informal payment
reported scores between 3.7 and 3.9. The highest scores were reported for
the leadership and work culture dimensions, at 4.1 and 4.2, respectively.
Among the different units of the care continuum, the largest variations were
observed in the subdimensions of organizational resources (2.5–3.4) and
informal payment (3.6–4.4).
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Conclusion: The COACH tool provided contextual guidance for developing
training strategies to implement a contextually appropriate FSC program in
Ghana, which is likely to be adaptable and relevant in other low- and middle-
income countries. Healthcare professionals perceive themselves as committed,
with a favorable work culture and a positive perception toward their leaders, but
they report limited resources and challenges in accessing knowledge sources.
These findings indicate a readiness for FSC training along the continuum of care
in the perinatal period.

KEYWORDS

context assessment, continuum of care, family-centered care, Ghana, maternal and
neonatal care, implementation science, small and sick newborns
1 Introduction

Every year, nearly 30 million small or sick newborns are at risk

of dying or experiencing disability; almost all (98%) neonatal

deaths occur in low- and middle-income countries (LMICs) (1).

“Small newborns” weigh <2,500 g at birth, including preterm and

low-birth-weight newborns, while “sick newborns” have medical

or surgical conditions (2).

Family members of small and sick newborns are at high risk of

facing long-term psychosocial hardships, which can impede the

neurodevelopmental, social, and cognitive growth of their

offspring (3–5). Small and sick newborns require resources that

economically burden families and governments in LMICs,

straining healthcare systems and national budgets in both the

short and long term (5–7). The high disease burden has caused

the World Health Organization (WHO) to identify care for small

and sick newborns as a global priority (2, 8).

Ensuring access to high-quality, nurturing healthcare across a

structured continuum of care (CoC) that links hospitals, primary

care, and communities with home care is a necessity to improve

newborn health and family wellbeing. Nurturing care for

newborns must start during pregnancy. The WHO recommends

at least eight informative and supportive antenatal contacts (9).

Nurturing care should be continued during intrapartum and

postnatal care in healthcare facilities or hospitals and later at

home (3, 10). However, in Ghana and many LMICs, families

are often inadequately involved in healthcare services along the

CoC (11–13).

Family-centered care (FCC) is a widely recognized approach

in maternal, newborn, and child health that involves the family

in patient care by implementing policies such as open visiting

hours, family participation in bedside care, and improved

communication. While family-centered care acknowledges the

importance of the family, its implementation in the healthcare

system is often inconsistent, and its adoption remains unclear in

many settings (14, 15).

Family systems care (FSC) builds upon the principles of FCC

but adopts a broader, systemic approach. FSC actively involves

families in caring for their small and sick newborns from the

onset of pregnancy through birth and postnatal care. Differing

from FCC, which primarily focuses on policies within healthcare
02
settings, FSC also integrates a societal structure into the CoC,

emphasizing the interaction and reciprocity between multiple

systems, including the family, society, and the healthcare system

(16). Grounded in six theoretical foundations—postmodernism,

systems theory, cybernetics, communication and change theory,

and the biology of cognition—FSC provides a structured

framework to guide healthcare professionals (17–20). It employs

the Calgary Family Models, both the assessment model (CFAM)

and the intervention model (CFIM), to identify individual and

family strengths while addressing illness-related suffering through

systemic interventions (17, 21).

By focusing on cognitive, emotional, and behavioral domains,

FSC supports families and healthcare professionals in a targeted,

sustainable care approach that extends beyond the hospital

setting (14, 17). It aims at providing sustained

neurodevelopmental and nurturing care, particularly for small

and sick newborns (10, 17, 22). Furthermore, FSC delivers an

avenue for newborns and their families to receive respectful care

and acknowledges their human rights, addressing a global

concern in this respect highlighted by Isaacs (23) and Rosa-

Mangeret et al. (24).

However, the FSC concept has not yet been tailored to

resource-limited settings and collectivistic societies, such as

Ghana (15, 22, 25, 26), nor has it been adopted along the CoC

(27). To improve the health and wellbeing of small and sick

newborns and their families, FSC needs to include health

professionals in an evidence-based and locally adapted context

(8). It is, therefore, unavoidable to understand the contextual

factors of the targeted healthcare setting. Only then can an FSC

program be planned and implemented; it needs to anticipate

potential challenges when integrating into a team, department, or

organization (28, 29).

Our study had two objectives: first, to determine the training

history in FSC of healthcare professionals that provide maternal

and newborn healthcare along the CoC at both hospital and

primary (community) care levels, and second, within the same

Hohoe Municipality of Ghana, to evaluate perceptions of the

healthcare professionals of local health system building blocks

that may influence the implementation of an FSC program in the

CoC for pregnant women, small and sick newborns, and

their families.
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2 Materials and methods

2.1 Study design

An online cross-sectional survey was performed between June

2023 and August 2023.
2.2 Study settings

The study was conducted in the Hohoe Municipality, situated

in the Volta Region of Ghana. The majority of the population

engages in crop and livestock farming and petty trading (30, 31).

The municipality has a secondary-level referral hospital (regional

level II hospital) where advanced care is possible. Primary care

services in the municipality are delivered through two

approaches: (1) eight health centers and clinics and (2) five

community-based health planning and services (CHPS) zones,

each equipped with a dedicated health facility structure known as

a CHPS compound.

The regional level II hospital serves over 200,000 inhabitants. It

provides antenatal care, basic and emergency obstetric services, and

essential newborn care. It includes a post-delivery ward and

neonatal intensive care unit (NICU) for small and sick

newborns. The wards are staffed by general nurses, a couple of

specialist pediatric nurses, midwives, pediatricians, obstetricians/

gynecologists, house officers, and other general physicians. The

newly established telecommunication unit at the Volta Regional

Hospital coordinates referrals between the various care units. The

hospital also has a recovery ward for postsurgical care of women

who have undergone cesarean sections. The public health and

nutrition unit (PHNU) located in the hospital offers child

welfare clinic services, such as growth monitoring, vaccinations,

and nutrition counseling. In addition, it sometimes acts as a

liaison between the NICU and primary care facilities (32). CHPS

and health centers provide basic maternal, child, and neonatal

healthcare, along with adult healthcare services. Neonatal care

includes breastfeeding support, growth monitoring, vaccinations,

management of minor ailments, and referrals to higher-level

facilities (33). The CHPS and health centers are run by

community health nurses and enrolled nurses who typically

receive a shorter education compared to general nurses. The

team is occasionally complemented by midwives, physician

assistants, and community volunteers.
2.3 Participants and eligibility criteria

Healthcare professionals working with pregnant or laboring

women and/or small and sick newborns and their families were

included in the study. Nurses, midwives, physician assistants, and

physicians of all levels were eligible. The study participants

worked either at the antenatal care clinic, labor ward, recovery

ward, postnatal ward, neonatal intensive care unit, and the public

health and nutrition unit of hospitals or at one of the 13 primary
Frontiers in Health Services 03
care facilities. Students undergoing basic vocational training in

healthcare were excluded from the survey. Although community

health volunteers play a role in the maternal and newborn care

continuum in Ghana, we chose not to include them in this study

because our planned FSC training was designed specifically for

healthcare professionals with formal training. In Ghana,

community health volunteers do not receive training in FCC or

FSC and would, therefore, be unable to answer all survey

questions. In addition, financial and logistical constraints

prevented us from including lay personnel in this survey.
2.4 Study size

The sample size was estimated with a population census

approach following Israeli (34). Since the population was small,

we decided to use the entire population. At the time of the

study, 208 healthcare professionals were working across various

units, from the hospital to the primary care level.
2.5 Data collection instruments

In brief, data collection was based on four validated scales.

Here, we report on the Context Assessment for Community

Health (COACH) instrument (35) and additional questions

related to training history (36). The other three scales, which

investigated implementation outcomes and healthcare

professionals’ attitudes and skills toward family systems care, will

be reported separately.

To quantitatively assess contextual factors, Bergström et al. (35)

developed the COACH instrument, a validated, theory-based tool

to evaluate healthcare contexts in LMICs. The COACH

instrument is based on the interconnected building blocks of the

WHO and the context dimension of the “Integrated Promoting

Action on Research Implementation in Health Services”

(I-PARIHS) framework (35, 37).

The I-PARIHS framework focuses on contextual factors

(28, 38), including local characteristics such as leadership style,

culture, past experience with change, mechanisms for embedding

change, and routine methods of providing feedback on

performance (38, 39).

The COACH instrument is suitable for nurses, midwives, and

physicians at both hospital and community levels and serves

three functions: (1) enhancing opportunities to act on locally

identified shortcomings of the health system to increase

effectiveness; (2) structuring the planning, adaptation, and

promotion of implementation strategies in the local context; and

(3) linking contextual characteristics to outcome indicators of

healthcare interventions (35).
2.6 Training history in FSC

Questions on training history were adapted from Baumann

et al. (36). In our survey, we treated the terms “family-centered”
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(FCC) and “family systems care” (FSC) as equivalent, although FSC

extends beyond the scope of FCC (14). We made this choice to

minimize potential confusion, as study participants were

somewhat familiar with the concept of FCC but unlikely able to

differentiate it from FSC.
2.7 COACH questionnaire on healthcare
systems context

The validated COACH instrument consists of 49 questions across

eight dimensions (Table 1). The original English version of the

COACH instrument was used with permission from the author

(35). The questions were minimally adapted to fit our context. For

instance, the original “Members of the unit approach clients with

respect” was transformed to “Members of the unit approach

pregnant women/small or sick babies and their families with respect.”

Participants were asked to rate their level of agreement using a

five-point Likert scale for all items, except for items in the sources

of knowledge dimension, where the 0–1 scale was used. The scoring

of dimensions ranged from 1, denoting “strongly disagree,” to 5,

denoting “strongly agree.” For the subdimension informal

payment, the first six items were reverse-scored. For the

dimension sources of knowledge, scores were assigned as follows:
TABLE 1 Definitions of COACH dimension.

Dimension subdimension Definitiona

Organizational resources
Human resources, space, communication
and transport, medicine and equipment,
financing

The availability of recourses that allow
an organization (unit) to adapt
successfully to internal and external
pressures

Community engagement The mutual communication,
deliberation, and activities that occur
between community members and an
organization (unit)

Monitoring services for action The process of using locally derived
data to assess performance and plan
how to improve outcomes in an
organization (unit)

Commitment to work The individual’s identification with and
involvement in a particular organization
(unit)

Work culture
Culture of learning and change, culture of
responsibility

The way “we do things” in an
organization (unit) reflects a supportive
work culture

Leadership The actions of a formal leader in an
organization (unit) to influence change
and excellence in practice achieved
through clarity and engagement

Informal payment
Informal payment, nepotism,
accountability

Payments or benefits given to individual
(s) in an organization (unit), which are
made outside the officially accepted
arrangement, to acquire an advantage
or service

Sources of knowledge The availability and use of sources of
knowledge in an organization (unit) to
facilitate best practice

aUnit refers to the ward in the hospital or the primary care level facility where the

respondent works.
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0 denoting “not available, never/rarely,” 0.5 denoting

“occasionally,” and 1 denoting “frequently/always.”

The data collection instrument was pretested in a different

municipality within the Volta Region of Ghana, involving

hospital and community-experienced healthcare professionals.

Based on their responses, we added an explanatory introduction

to our context analysis.
2.8 Data processing and statistical analysis

Data were collected using Kobo Collect (Kobo Collect, 2023), an

open-source program for collecting survey data. The questionnaire

was self-administered. Hospital and district management provided

us with the contacts of the in-charges (supervisors) of the different

care units. An online survey link was shared with these in-charges

at both the hospital and primary care levels, who then

disseminated it to eligible participants of the various work units

through existing WhatsApp groups.

Data were downloaded from Kobo Collect into a single master file

(Microsoft Excel 2016) and de-identified, with socio-demographic

variables aggregated to prevent re-identification. Stata Version 17

was used for analysis. The data were individually checked for

consistency and appropriateness. Descriptive statistics such as

means, standard deviations, frequencies, and proportions were used

to analyze data. We report demographics using frequencies and

proportions. The overall results for dimensions and subdimensions

were largely dichotomized into strong agreement and agreement vs.

disagreement, strong disagreement, or neutral.

The COACH dimensions for each unit of care and combined

across the care continuum are reported as means with

corresponding standard deviation (SD). Cronbach’s α, a measure

of reliability and internal consistency, was calculated for the eight

dimensions.
2.9 Ethical considerations

Ethical clearance was obtained from the Ghana Health Service

Ethical Review Committee (GHS-ERC 027/03/23). The Volta

Regional Hospital Management and the Hohoe Municipal Health

Directorate granted permission to conduct the study. The study

adhered to the Declaration of Helsinki (40). Study information

was provided via the online survey link, and participants gave

informed consent online prior to participation. The survey was

conducted confidentially. While some demographic information

was collected, no personally identifiable data were recorded or

linked to individual responses. All data were stored securely.
3 Results

3.1 Socio-demographic characteristics

A total of 208 healthcare professionals were deemed

eligible at the time of data collection. One hundred forty-three
frontiersin.org
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TABLE 2 Health responders’ demographics along the continuum of care [N (%)].

Variable Group Overall ANC Labor
ward

Recovery
ward

NICU Postnatal
ward

PHNU Health
centers

CHPS

N= 143 N= 10 N= 17 N= 2 N= 17 N= 9 N = 8 N= 54 N = 26
Age (years) 20–29 36 (25.2) 2 (20.0) 1 (5.9) 0 (0.0) 4 (23.5) 3 (33.3) 1 (12.5) 20 (37.0) 5 (19.2)

30–39 96 (67.1) 7 (70.0) 15 (88.2) 2 (100) 13 (76.5) 5 (55.7) 6 (75.0) 29 (53.7) 19 (73.1)

≥40 11 (7.7) 1 (10.0) 1 (5.9) 0 (0.0) 0 (0.0) 1 (11.1) 1 (12.5) 5 (9.3) 2 (7.7)

Gender Female 115 (80.4) 10 (100) 16 (94.1) 2 (100) 11 (64.7) 8 (88.9) 7 (87.5) 42 (77.8) 19 (73.1)

Profession CHN 38 (26.6) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 4 (50.0) 17 (31.5) 17 (65.4)

General
nurse

30 (21.0) 0 (0.0) 0 (0.0) 2 (100.0) 11 (64.7) 1 (11.1) 0 (0.0) 14 (25.9) 2 (7.7)

Enrolled
nurse

16 (11.2) 3 (30.0) 0 (0.0) 0 (0.0) 2 (11.8) 0 (0.0) 3 (37.5) 5 (9.3) 3 (11.5)

Pediatric
nurse

3 (2.1) 0 (0.0) 0 (0.0) 0 (0.0) 3 (17.7) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)

Midwife 51 (35.7) 7 (70.0) 16 (94.1) 0 (0.0) 0 (0.0) 8 (88.9) 1 (12.5) 16 (29.6) 3 (11.5)

Medical
staffa

5 (3.5) 0 (0.0) 1 (5.9) 0 (0.0) 1 (5.9) 0 (0.0) 0 (0.0) 2 (3.7) 1 (3.8)

Education Certificate 47 (32.4) 0 (0.0) 0 (0.0) 0 (0.0) 3 (17.7) 1 (11.1) 3 (37.5) 20 (37.7) 19 (73.1)

Diploma 69 (48.6) 6 (60.0) 9 (52.9) 1 (50.0) 10 (58.8) 6 (66.7) 3 (37.5) 28 (52.8) 6 (23.1)

Bachelor 21 (14.8) 1 (10.0) 7 (41.2) 1 (50.0) 2 (11.8) 2 (22.2) 2 (25.0) 5 (9.4) 1 (3.8)

Master’s 3 (2.1) 2 (20.0) 0 (0.0) 0 (0.0) 1 (5.9) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)

Other 3 (2.1) 1 (10.0) 1 (5.9) 0 (0.0) 1 (5.9) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)

Work experience
(years)

0–3 101 (70.6) 10
(100.0)

8 (47.1) 2 (100.0) 13 (76.5) 6 (66.7) 3 (37.5) 40 (74.1) 19 (73.1)

4–9 37 (25.9) 0 (0.0) 8 (47.1) 0 (0.0) 4 (23.5) 3 (33.3) 5 (62.5) 11 (20.4) 6 (23.1)

10+ 5 (3.5) 0 (0.0) 1 (5.9) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 3 (5.5) 1 (3.8)

ANC, antenatal care; CHN, community health nurse; NICU, neonatal intensive care unit; PHNU, public health and nutrition unit; CHPS, community-based health planning and services.
aMedical staff included two general physicians, two physician assistants, and one medical assistant.
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healthcare professionals participated in the study (68.8%

response rate). Among the respondents were pediatric nurses

(2.1%), general nurses (21%), midwives (35.7%), medical

assistants (0.7%), physician assistants (0.7%), and general

physicians (1.4%). The majority of healthcare professionals

were women (80.4%), about 67.1% were aged between 30 and

39 years, and most had either a diploma (48.6%) or a

certificate (32.4%). Few had a bachelor’s degree (14.8%), and

only 2.1% had a master’s degree. In addition, 70.6% had less

than 4 years of work experience in their specific unit of

care (Table 2).
3.2 Family systems care training—history

About half (48.9%) of the healthcare professionals had

participated in didactic or school-based training on family

systems care: 30.8% in the previous year and 20.3% prior to

that. The majority (76.9%) had never participated in long-

term (>1-month course) training on family systems care, and

74.8% had never received on-the-job training or

supervision. Only 12.6% had long-term training in the

previous year, while 10.5% had done so earlier. The need for

training in family systems care was affirmed by 96.5% of

participants (Table 3).
Frontiers in Health Services 05
3.3 Overall description of the eight
dimensions and subdimensions

3.3.1 Organizational resources
Human resources were deemed sufficient in numbers and

adequacy of training and skills to complete all requested tasks by

55.2% of healthcare professionals. Two-thirds (60.8%) agreed that

there were enough staff with the right training and skills to do

their job in the best possible way, 40.6% agreed to have sufficient

space to provide healthcare services in their units, and 61.5%

reported adequate access to communication tools (e.g., telephones

or radios). Also, 44.8% of healthcare professionals reported

disposing of enough medicine; 44.7% agreed that their unit had

enough functional medical equipment, such as a thermometer and

pulse oximeter, about half (55.2%) agreed to have enough

disposables, such as syringes, needles, and gloves; and 44.7%

reported that they received additional resources such as medicine

when the workload increased. However, 69.9% disagreed with

having easy access to transport and/or fuel needed to provide

healthcare. Regarding financing, 66.5% disagreed that their unit

received funding according to an established financial plan.

3.3.2 Community engagement
The majority of healthcare professionals reported asking

community members about the quality of healthcare services

(72.7%), listening to their replies to this question (83.2%), and
frontiersin.org

https://doi.org/10.3389/frhs.2025.1383292
https://www.frontiersin.org/journals/health-services
https://www.frontiersin.org/


TABLE 3 Training history in family systems (centered) care along the continuum of care [N (%)].

Variable Overall ANC Labor
ward

Recovery
ward

NICU Postnatal
ward

PHNU Health
centers

CHPS

N= 143 N= 10 N= 17 N= 2 N= 17 N= 9 N= 8 N= 54 N = 26

Have you received didactic or school-based training on family systems (centered) care?
No, never 70 (48.9) 4 (40.0) 5 (29.4) 0 (0.0) 8 (47.1) 3 (33.3) 4 (50.0) 28 (51.8) 18 (69.2)

Yes, before the past
year

29 (20.3) 2 (20.0) 5 (29.4) 0 (0.0) 7 (41.2) 0 (0.0) 0 (0.0) 10 (18.5) 5 (19.2)

Yes, in the past year 44 (30.8) 4 (40.0) 7 (41.2) 2 (100) 2 (11.7) 6 (66.7) 4 (50.0) 16 (29.6) 3 (11.5)

Have you received a structured long-term (>1-month course) training on family systems (centered) care?
No, never 110 (76.9) 7 (70.9) 12 (70.6) 2 (100.0) 10 (58.8) 8 (88.9) 5 (62.5) 46 (85.2) 20 (76.9)

Yes, before the past
year

15 (10.5) 2 (20.0) 3 (17.6) 0 (0.0) 4 (23.5) 0 (0.0) 1 (12.5) 3 (5.5) 2 (7.7)

Yes, in the past year 18 (12.6) 1 (10.0) 2 (11.8) 0 (0.0) 3 9 (17.8) 1 (11.1) 2 (25.0) 5 (9.3) 4 (15.4)

Have you received on-the-job training, in-service training, or supervision on family system (centered) care?
No, never 107 (74.8) 5 (50.0) 12 (70.6) 2 (100.0) 15 (88.2) 6 (66.7) 4 (50.0) 44 (81.5) 19 (73.1)

Yes, before the past
year

11 (7.7) 2 (20.0) 2 (11.8) 0 (0.0) 1 (5.9) 0 (0.0) 1 (12.5) 2 (3.7) 3 (11.5)

Yes, in the past year 25 (17.5) 3 (30.0) 3 (17.6) 0 (0.0) 1 (5.9) 3 (33.3) 3 (37.5) 8 (14.8) 4 (15.4)

Do you feel there is a need for additional training on family system (centered) care
Yes 138 (96.5) 10 (100.0) 17 (100.0) 2 (100.0) 17 (100.0) 8 (88.9) 8 (100.0) 52 (96.3) 24 (92.3)

ANC, antenatal care; NICU, neonatal intensive care unit; PHNU, public health and nutrition unit; CHPS, community-based health planning and services.
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holding community meetings to discuss health matters (59.4%). In

addition, 72.0% reported encouraging community members and

72.4% encouraging other organizations to improve healthcare.
3.3.3 Monitoring services for action
A majority of healthcare professionals (83.9%) agreed that they

received regular updates on their unit’s performance based on data,

and 81.8% reported that this information/data was regularly

discussed during formal, scheduled meetings. Also, 86.0% agreed

to use locally collected data to make plans to improve health

outcomes in their units. Regular monitoring activities were

reported by 85.3% to be done by comparing the unit’s work with

its action plan, and 85.3% of respondents acknowledged that

their units benchmarked with national or international guidelines.
3.3.4 Commitment to work
Regarding commitment to work, 80.4% agreed that they were

proud to work in their unit, 66.4% reported being satisfied to

work in their unit, and 81.8% felt encouraged to perform at

their best.
3.3.5 Work culture
Regarding work culture, 94.4% of healthcare workers were

willing to adopt new healthcare practices based on guidelines and

recommendations, 81.1% agreed their unit helped them in

improving and developing personal skills, and 91.6% felt

encouraged to seek new information on healthcare practices.

Also, 95.8% agreed their unit worked for the wellbeing of clients/

patients, and 92.3% felt personally responsible for improving

healthcare services.
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3.3.6 Leadership
Among respondents, 85.3% reported trusting their unit leader

and 83.2% reported that their leader handles stressful situations

calmly. Also, 85.3% answered that their leader actively listens,

acknowledges, and then responds to requests and concerns; a

majority also noted that their leader effectively resolves conflicts

(83.9%), encourages the introduction of new ideas and practices

(88.8%), and takes initiatives tomake things happen in the unit (75.5%).
3.3.7 Informal payment
Most healthcare professionals disagreed (94.6%) that clients/

patients were always required to make informal payments for

access to healthcare, and 93.7% denied that treatment started

earlier when such informal payments were made. Most

professionals (96.5%) opposed the sale of medicines or equipment

to clients/patients when these items were meant to be free.

Healthcare professionals also disagreed that healthcare services

were prioritized for friends and family (95.1%) and similarly

disagreed that jobs or other benefits were provided to friends and

family first (93.7%). Healthcare professionals reported that efforts

were made to stop informal payments for appropriate healthcare

services (60.2%) and to ask for informal payments (62.9%).
3.3.8 Sources of knowledge
Most healthcare professionals (83.2%) acknowledged the

availability of clinical practice guidelines in their field of practice

(maternal and newborn care, including the care of high-risk

pregnancies and deliveries and care of small and sick newborns).

Out of the 87.4% who had received in-service training,

workshops, or courses, 35.2% participated never or rarely (0–5

times a month), 40.0% participated occasionally (6–10 times a

month), and 24.8% participated frequently or always (11 or more
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per month). However, only 37.1% of the 143 respondents had

access to the Internet at their workplace (Table 4).
3.4 Description of the COACH
subdimensions across units along the
care continuum

Table 5 presents the mean and standard deviations for the

subdimension across units.

(1) The organizational resources dimension had a mean score of

2.8, indicating that healthcare professionals disagreed on

sufficient resources. In the recovery ward, PHNU, and

health centers, the scores were 3.4, 3.0, and 3.0, respectively,

suggesting a neutral view.

(2) For community engagement, the mean score was 3.7,

indicating that healthcare professionals were more favorable

than neutral about the commitment of their units toward

community involvement. The highest scores were observed

at the primary care level, with a score of 4.1 in the health

centers and 3.9 in the CHPS compounds.

(3) Monitoring services for action received an overall mean score

of 3.9, suggesting that healthcare professionals agree that

health institutions use locally driven data to evaluate health

units’ performance and provide action plans for maternal

and newborn care. The lowest scores, each at 3.6, were

reported in the ANC and labor ward, while the highest

scores, at 4.2, were observed in the NICU and PHNU.

(4) For commitment to work, the mean score was 3.7, indicating

that healthcare professionals were committed to their work.

The recovery ward had the highest score of 4.5, whereas the

other units scored between 3.5 and 4.1.

(5) Work culture had a mean score of 4.2, suggesting a positive

attitude toward learning and change and a high feeling of

responsibility. There were only small variations across the CoC,

with the highest scores in the recovery ward (4.6) and health

centers (4.4) and the lowest scores in the ANC and CHPS (3.9).

(6) The leadership dimension had a mean score of 4.1, indicating

agreement with their current leadership across the care

continuum. The lowest score was reported at the CHPS level (3.6).

(7) Informal payments had a mean score of 3.9, suggesting that

healthcare professionals were critical to elements of informal

payments comprising nepotism and accountability. Across

the care continuum, the PHNU and the ANC scored the

lowest, at 3.6 and 3.8, respectively.

(8) For source of knowledge, the mean score on a scale from 0 to 1

was 0.7.
3.5 Internal reliability of the COACH
questionnaire

Overall, the COACH instrument showed a very good to high

internal consistency (Cronbach’s α range: 0.713–0.793), with all

dimensions exceeding the accepted standard for satisfactory
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internal reliability of >0.70. The source of knowledge dimension

had the highest Cronbach’s α estimate (0.793), while the

monitoring services for action dimension had the lowest (0.713)

estimate (Table 6).
4 Discussion

This study had two objectives: to map the contextual factors

influencing care for families of small and sick newborns along

the care continuum in the Hohoe Municipality of Ghana and to

determine the training history of healthcare professionals in

family-centered or FSC.

For training history, the main finding was that half of the

healthcare professionals along the care continuum for small and

sick newborns had received school-based training in FSC and

that an overwhelming majority expressed the need for increased

and/or continuous training. A general lack of multidisciplinary

training opportunities in maternal and neonatal care in LMICs

has been reported by Bolan et al. (41). The lack of training

opportunities in FSC has also been demonstrated in Ghana and

similar settings despite its high potential to improve maternal

and pediatric care (42–44).

The COACH instrument allowed a detailed mapping of the

FSC components along the continuum of care. Five of the eight

dimensions had a high mean score, indicating context features

supportive of change. However, organizational resources

(dimension 1) scored low and showed the highest variability

between the different units of care, pointing out insufficient

resources to adequately perform required tasks. Unreliable or

non-functional resources for maternal and newborn care have

been reported by several other studies in East Africa (45, 46),

Southern Africa (47), and sub-Saharan Africa in a systematic

review (48). Unsurprisingly, the lack of resources in CHPS has

been reported frequently (32, 49, 50). Unreliable resources

present an undeniable barrier to the implementation of evidence-

based interventions (51). Yet, in a cross-sectional multinational

study involving 4,300 health facilities, some healthcare

professionals continued to provide substandard care despite the

availability of resources such as amenities, equipment,

medications, and evidence-based guidelines (46). Transportation

and fuel appear to be critical elements, although not all units

across the continuum of care may have the same reasons.

Hospital-based units rely on ambulance services for referrals, a

known bottleneck in the Hohoe municipality (32) and other

parts of Ghana (52). At the primary care level, the lack of

transportation limits healthcare professionals from conducting

home visits (50).

The scores for community engagement (dimension 2) were

slightly higher at the primary care level (health centers and

CHPS) than at the hospital level, possibly due to closer

community involvement at this care level. The importance of

strong community engagement has been highlighted by Elsey

et al. (50), who recommended continuous support, as

community involvement is declining and at risk of reverting to a

more traditional health post-operation mode (53).
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TABLE 4 Descriptive values of dimensions and subdimensions of the COACH questionnaire (N = 143).

Dimension and subdimension Mean Median Strongly
disagree
n (%)

Disagree
n (%)

Neutral
n (%)

Agree
n (%)

Strongly
agree
n (%)

(1) Organizational resources

Human resources
This facility has enough workers with the right training and skills
to do everything that needs to be done

3.21 4.00 12 (8.4) 41 (28.7) 11 (7.7) 62 (43.4) 17 (11.8)

This facility has enough workers with the right training and skills
to do their job in the best possible way

3.38 4.00 11 (7.7) 29 (20.3) 16 (11.2) 68 (47.5) 19 (13.3)

Space
My unit has enough space to provide healthcare services 2.78 2.00 28 (19.6) 45 (31.4) 12 (8.4) 46 (32.2) 12 (8.4)

Communication and transport
My unit has access to the transport and fuel that are needed to
provide healthcare

2.18 2.00 49 (34.2) 51 (35.7) 13 (9.1) 27 (18.9) 3 (2.1)

My unit has access to the communication tools (e.g., telephones or
radios) that are needed to provide maternal and newborn
healthcare services

3.34 4.00 16 (11.2) 27 (18.9) 12 (8.4) 68 (47.5) 20 (14.0)

Financing
My unit receives money according to an established financial plan 2.25 2.00 44 (30.8) 51 (35.7) 20 (14.0) 24 (16.8) 4 (2.7)

My unit has money that we can decide how to use 1.83 2.00 66 (46.1) 51 (35.7) 13 (9.1) 10 (7.0) 3 (2.1)

Medicines and equipment
My unit has enough medicine to provide healthcare services 3.06 3.00 10 (6.9) 43 (30.1) 26 (18.2) 55 (38.5) 9 (6.3)

My unit has enough functional equipment, such as a thermometer
and pulse oximeter

2.97 3.00 18 (12.6) 48 (33.6) 13 (9.1) 47 (32.8) 17 (11.9)

My unit has enough disposable medical equipment, such as
syringes, needles, gloves

3.22 4.00 13 (9.1) 35 (24.5) 16 (11.2) 65 (45.4) 14 (9.8)

If the workload increases, my unit can get additional resources,
such as medicine

3.00 1.20 18 (12.6) 38 (26.6) 23 (16.1) 53 (37.1) 11 (7.6)

(2) Community engagement
In my unit, we ask community members what they think about the
healthcare service

3.63 4.00 8 (5.6) 18 (12.6) 13 (9.1) 83 (58.0) 21 (14.7)

In my unit, we listen to what community members think about the
healthcare service

3.91 4.00 2 (1.4) 9 (6.3) 13 (9.1) 94 (65.7) 25 (17.5)

In my unit, we have meetings with community members to discuss
health matters

3.46 4.00 12 (8.4) 22 (15.4) 24 (16.8) 59 (41.2) 26 (18.2)

In my unit, we encourage community members to contribute to
improving the health

3.76 4.00 6 (4.2) 15 (10.5) 19 (13.3) 70 (48.9) 33 (23.1)

In my unit, we encourage other organizations to contribute to
improving the health

3.67 4.00 6 (4.2) 16 (11.3) 20 (14.1) 76 (53.5) 24 (16.9)

Dimension
Subdimension Question

Mean Median Strongly
disagree n (%)

Disagree
n (%)

Neutral
n (%)

Agree
n (%)

Strongly
agree n (%)

(3) Monitoring services for action
I receive regular updates about my unit’s performance
based on information/data

3.97 4.00 4 (2.8) 6 (4.2) 13 (9.1) 86 (60.1) 34 (23.8)

My unit discusses information/data from our unit in a
regular, formal way, such as in regularly scheduled
meetings

3.89 4.00 5 (3.5) 9 (6.3) 12 (8.4) 87 (60.8) 30 (21.0)

My unit regularly uses unit information/data to make
plans for improving its health

3.99 4.00 6 (4.2) 5 (3.5) 9 (6.3) 87 (60.8) 36 (25.2)

My unit regularly monitors its work by comparing it
with the unit’s action plans

4.04 4.00 4 (2.8) 4 (2.8) 13 (9.1) 82 (57.3) 40 (28.0)

My unit regularly compares its work with national or
other guidelines

4.00 4.00 5 (3.5) 4 (2.8) 12 (8.4) 86 (60.1) 36 (25.2)

(4) Commitment to work
I am proud to work in this unit 3.96 4.00 4 (2.8) 10 (7.0) 14 (9.8) 74 (51.7) 41 (28.7)

I am satisfied to work in this unit 3.56 4.00 9 (6.3) 20 (14.0) 19 (13.3) 71 (49.6) 24 (16.8)

I feel encouraged to do my very best at work. 4.05 4.00 5 (3.5) 6 (4.2) 15 (10.5) 67 (46.8) 50 (35.0)

(5) Work culture

Culture of learning and change
My unit is willing to use new healthcare practices, such
as guidelines and recommendations

3.96 4.00 2 (1.4) 3 (2.1) 3 (2.1) 79 (55.2) 56 (39.2)

(Continued)
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TABLE 4 Continued

Dimension
Subdimension Question

Mean Median Strongly
disagree n (%)

Disagree
n (%)

Neutral
n (%)

Agree
n (%)

Strongly
agree n (%)

My unit helps me to improve and develop my skills 3.97 4.00 5 (3.5) 7 (4.9) 15 (10.5) 76 (53.1) 40 (28.0)

I am encouraged to seek new information on healthcare
practices.

4.11 4.00 4 (2.8) 2 (1.4) 6 (4.2) 92 (64.3) 39 (27.3)

Culture of responsibility
My unit works for the good of the clients 4.32 4.00 4 (2.8) 0 (0) 2 (1.4) 77 (53.8) 60 (42.0)

Members of the unit feel personally responsible for
improving healthcare service

4.21 4.00 4 (2.8) 2 (1.4) 5 (3.5) 81 (56.6) 51 (35.7)

Members of the unit approach clients with respect 4.32 4.00 4 (2.8) 0 (0) 2 (1.4) 77 (53.8) 60 (42.0)

(6) Leadership
I trust the unit leader 4.12 4.00 1 (0.7) 5 (3.5) 15 (10.5) 76 (53.1) 46 (32.2)

The leader handles stressful situations calmly 4.09 4.00 1 (0.7) 6 (4.2) 17 (11.9) 74 (51.7) 45 (31.5)

The leader actively listens, acknowledges, and then
responds to requests and concerns

4.09 4.00 4 (2.8) 4 (2.8) 13 (9.1) 75 (52.4) 47 (32.9)

The leader effectively resolves any conflicts that arise 4.04 4.00 3 (2.1) 7 (4.9) 13 (9.1) 78 (54.5) 42 (29.4)

The leader encourages the introduction of new ideas
and practices

4.13 4.00 3 (2.1) 4 (2.8) 9 (6.3) 81 (56.6) 46 (32.2)

The leader makes things happen 3.85 4.00 6 (4.2) 8 (5.6) 21 (14.7) 74 (51.7) 34 (23.8)

(7) Informal payment

Informal payment
Clients must always give informal payments to health
workers to access healthcare

4.62 5.0 104 (72.7) 32 (22.4) 2 (1.4) 3 (2.1) 2 (1.4)

Clients are treated more quickly when they make
informal payments to health worker

4.61 5.0 101 (70.6) 33 (23.1) 5 (3.5) 3 (2.1) 1 (0.7)

Medicines or equipment that should be available for free
to clients have been sold in my unit

4.71 5.0 110 (76.9) 28 (19.6) 3 (2.1) 1 (0.7) 1 (0.7)

Health workers are sometimes absent from work,
earning money at other places

4.64 5.0 105 (73.4) 31 (21.7) 2 (1.4) 4 (2.8) 1 (0.7)

Nepotism
Health workers in my unit give healthcare services to
friends and family first

4.56 5.0 93 (65.0) 43 (30.1) 2 (1.4) 4 (2.8) 1 (0.7)

Health workers in my unit give jobs or other benefits to
friends and family first

4.58 5.0 98 (68.5) 36 (25.2) 4 (2.8) 4 (2.8) 1 (0.7)

Accountability
Efforts are made to stop clients from providing informal
payment to get appropriate healthcare services

3.28 4.0 30 (20.9) 14 (9.8) 13 (9.1) 57 (39.9) 29 (20.3)

Efforts are made to stop health workers from asking
clients for informal payment

3.34 4.0 28 (19.6) 15 (10.5) 10 (7.0) 59 (41.2) 31 (21.7)

Sources of knowledge

Non-scaled dimension Mean Median Yes
n (%)

Never/rarely
n (%)

Occasionally
n (%)

Frequently/always
n (%)

(8) Sources of knowledge
Clinical practice guidelines for maternal/newborn care 0.79 1.0 119 (83.2) 8 (6.7) 32 (26.9) 79 (66.4)

Other printed material for work (e.g., textbooks, journals) 0.69 1.0 103 (72.0) 15 (14.6) 33 (32.0 55 (53.4)

In-service training/workshops/courses available 0.38 0.5 125 (87.4) 44 (35.2) 50 (40.0) 31 (24.8)

Internet available to you at your unit 0.81 1.0 53 (37.1) 5 (9.4) 10 (18.9) 38 (71.7)

Electronic decision support (e.g., mobile, phone, application) 0.83 1.0 97 (67.8) 9 (9.3) 14 (14.4) 74 (76.3)

Schuler et al. 10.3389/frhs.2025.1383292
The high scores for monitoring services for action (dimension 3)

across the care continuum suggest general satisfaction of healthcare

professionals with up-to-date performance data and comparison

with national or other guidelines. This contrasts with recent

reports from Ghana and Malawi, where healthcare professionals

were often unaware of national and international action plans, and

maternal and newborn health guidelines were poorly translated

into practice (32, 54). However, insufficient awareness of

guidelines may paradoxically contribute to higher scores, as
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healthcare professionals may believe in knowing guidelines without

having in-depth knowledge—or even the existence—of relevant

guidelines. Adequate dissemination of guidelines and tracking their

translation into practice, therefore, remain important

educational targets.

Healthcare professionals reported that locally collected data

were available in Ghana (55) and that the quality of maternal

and newborn care data was sufficient for use in daily health

decision-making.
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TABLE 5 Overall mean ± SD and by unit for the COACH subdimensions across units along the care continuum.

Scales Overall ANC Labor
ward

Recovery
ward

NICU Postnatal
ward

PHNU Health
centers

CHPS

N= 143 N = 10 N = 17 N= 2 N= 17 N= 9 N = 8 N = 54 N = 26
(1) Organizational resources 2.8 ± 0.7 2.8 ± 0.6 2.5 ± 0.5 3.4 ± 0.3 2.8 ± 0.7 2.7 ± 0.3 3.0 ± 0.8 3.0 ± 0.7 2.7 ± 0.5

Human resources 3.3 ± 1.1 3.0 ± 1.1 2.1 ± 0.9 4. 0 ± 0.0 3.1 ± 1.2 2.7 ± 1.0 3.7 ± 1.0 3.8 ± 0.9 3.3 ± 1.2

Space 2.8 ± 1.3 2.8 ± 1.4 3.1 ± 1.4 2.5 ± 0.7 3.1 ± 1.3 1.9 ± 0.9 2.0 ± 1.1 3.1 ± 1.2 2.4 ± 1.5

Communication and transport 2.8 ± 0.9 2.7 ± 0.9 3.1 ± 0.8 3.6 ± 0.4 2.9 ± 0.9 3.2 ± 0.9 2.8 ± 1.2 2.6 ± 1.0 2.3 ± 0.8

Financing 2.4 ± 1.0 2.2 ± 0.9 1.4 ± 0.6 2.0 ± 0.9 1.6 ± 0.8 1.4 ± 0.5 2.4 ± 1.2 2.4 ± 1.0 2.0 ± 0.8

Medicines and equipment 3.1 ± 0.9 3.0 ± 0.6 2.9 ± 0.9 3.7 ± 0.4 3.0 ± 0.6 3.2 ± 0.7 3.5 ± 0.9 3.1 ± 0.9 2.9 ± 0.7

(2) Community engagement 3.7 ± 0.8 3.2 ± 0.6 3.2 ± 0.7 2.9 ± 0.1 3.2 ± 0.8 3.2 ± 0.6 3.6 ± 0.7 4.1 ± 0.6 3.9 ± 0.8

(3) Monitoring services for actions 3.9 ± 0.8 3.6 ± 0.9 3.6 ± 0.8 4.1 ± 0.9 4.2 ± 0.5 4.0 ± 0.9 4.2 ± 0.7 4.1 ± 0.6 3.8 ± 0.9

(4) Commitment to work 3.7 ± 0.9 3.7 ± 0.7 3.5 ± 1.1 4.5 ± 0.2 3.9 ± 0.8 3.5 ± 1.1 4.1 ± 0.7 4.1 ± 0.8 3.7 ± 0.8

(5) Work culture 4.2 ± 0.7 3.9 ± 1.1 4.0 ± 0.8 4.6 ± 0.6 4.3 ± 0.5 4.3 ± 0.4 4.3 ± 0.7 4.4 ± 0.5 3.9 ± 0.8

Culture of learning and change 4.1 ± 0.7 3.9 ± 1.0 3.9 ± 0.8 4.5 ± 0.7 4.3 ± 0.5 4.2 ± 0.5 4.3 ± 0.7 4.2 ± 0.6 3.8 ± 0.8

Culture of responsibility 4.3 ± 0.7 3.9 ± 1.1 4.1 ± 0.9 4.7 ± 0.5 4.4 ± 0.4 4.5 ± 0.4 4.3 ± 0.7 0.5 ± 0.5 3.9 ± 0.9

(6) Leadership 4.1 ± 0.7 4.0 ± 0.7 3.9 ± 0.8 4.5 ± 0.7 4.3 ± 0.4 4.3 ± 0.5 4.2 ± 0.6 4.2 ± 0.8 3.6 ± 0.8

(7) Informal payment 3.9 ± 0.5 3.8 ± 0.7 3.9 ± 0.7 4.4 ± 0.2 4.2 ± 0.4 3.9 ± 0.3 3.6 ± 0.4 4.0 ± 0.5 3.9 ± 0.6

Accountability 3.3 ± 1.4 3.0 ± 1.5 3.2 ± 1.4 4.5 ± 0.7 3.6 ± 1.4 2.9 ± 1.3 3.0 ± 1.1 3.6 ± 1.4 2.9 ± 1.4

Informal payment 4.5 ± 0.8 4.5 ± 0.9 4.5 ± 0.9 5.0 ± 0.7 4.9 ± 0.2 4.4 ± 0.7 4.0 ± 0.5 4.5 ± 0.8 4.3 ± 0.9

Nepotism 4.6 ± 0.7 4.5 ± 0.9 4.5 ± 0.7 5.0 ± 0.7 4.9 ± 0.2 4.6 ± 0.6 4.1 ± 0.6 4.5 ± 0.7 4.5 ± 0.9

(8) Sources of knowledge
(scale 0 to 1)

0.7 ± 0.3 0.6 ± 0.3 0.7 ± 0.2 0.7 ± 0.3 0.8 ± 0.2 0.6 ± 0.3 0.6 ± 0.1 0.8 ± 0.2 0.5 ± 0.3

ANC, antenatal care; NICU, neonatal intensive care unit; PHNU, public health and nutrition unit; CHPS, community-based health planning and services.

Likert scales 0–5, except for item (8).

TABLE 6 Cronbach’s α estimates for the different COACH dimensions.

Dimension Items Score range Cronbach’s α
Organizational resources 11 1–5 0.780

Community engagement 5 1–5 0.762

Monitoring services for action 5 1–5 0.713

Commitment to work 3 1–5 0.721

Work culture 6 1–5 0.719

Leadership 6 1–5 0.744

Informal payment 8 1–5 0.787

Sources of knowledge 5 0–1 0.793

Schuler et al. 10.3389/frhs.2025.1383292
Commitment to work (dimension 4) varied along the care

continuum, with the lowest scores observed in the ANC, labor,

and postnatal wards and CHPS compounds. Commitment to

work was reportedly undermined by low salaries, poorly

equipped facilities, insufficient human resources, and emotionally

challenging situations, particularly within maternal healthcare

(56, 57). We and others have recently provided evidence from

Ghana suggesting that commitment to work in maternal and

newborn care can be positively influenced by supportive

supervision and leadership (32, 57).

Poor teamwork and work culture have been generally

associated with difficulties in implementing change (35, 58). In

this regard, our high overall score for work culture (dimension 5)

is promising for implementing new interventions into the care

continuum. Given the variations in work culture across different

care units, we will have to pay particular attention to some

specific wards, such as ANC and CHPS, when implementing our

future FSC program.

The leadership dimension (dimension 6) has scored high

across the care continuum. The lowest score in the CHPS
Frontiers in Health Services 10
compounds may have resulted from the specific leadership

structure at the community level. In any case, evidence suggests

that high leadership engagement and mentoring are favorable for

the implementation of new evidence-based maternal and

newborn care (59) and family-focused care (60).

Compared to studies from Rwanda (36) and Mozambique (47),

the informal payment dimension (dimension 7), which represents

corruption, scored slightly lower in our survey and showed greater

variation between different units. Although social desirability

might still have played a role in our study in that responders

chose to provide answers they believe are acceptable, the online

format of our survey may have warranted better anonymity,

facilitating honest answers. In Ghana, two other recent studies

also reported informal payments in the healthcare system

(61, 62). Dalaba et al. (62) even reported that informal payments

were the main non-medical costs for families during childbirth.

The low scores for knowledge sources (dimension 8) and the

request for FSC training confirm our earlier findings that

healthcare professionals and managers acknowledge a lack of in-

service training and courses, especially at the primary care level

(32). A multi-country analysis found that, beyond limited access

to evidence-based guidelines and information, factors such as

lack of awareness of this evidence, outdated training curricula,

and unavailable hands-on training also hinder the use of

evidence-based information (63).

To our knowledge, this is the first study to apply the COACH

questionnaire in a West African country and the first to use the

instrument to assess maternal and newborn health across the

care continuum. We did not face any unexpected challenges and

observed a low Cronbach’s α in the knowledge dimension, as

reported previously (36, 47). We, therefore, can confirm good
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overall validity of the COACH instrument and its applicability

in LMICs.
4.1 Limitations

The understanding of the concept of family systems care and

family-centered care might vary between participants and thus

influence their responses. In addition, the annual reshuffling of

staff, which is more common in the hospital context, most likely

influences responses from these sectors. Finally, the low numbers

of respondents in some units may have made the answers more

subject to individual opinions. However, we believe that the

validated COACH instrument proved effective and reflects

current real-life conditions by providing a snapshot of the local

health system features through the perspectives of their

healthcare professionals. Due to the study design and constraints,

particularly the long duration of the survey, some healthcare

professionals may have refused to participate. However, we did

not collect the reasons for refusal.
4.2 Implications of findings

Our findings pinpoint essential elements for long-term capacity

building to strengthen the FSC approach in the Hohoe Municipality

of Ghana, with its final goal to improve the health of small and sick

newborns and their families along the continuum of care—from

antenatal to community-based services. Using the COACH

instrument, we identified the following priorities: (1) to further

detail context dimensions with low scores, high variability, and

potential bias, for instance, through focus groups and interviews;

(2) to improve family systems care features to fit the specific

context by targeting identified weaknesses in collaboration with

health professionals and family members; and (3) to monitor

implementation of family systems care along the care continuum

with a standardized tool. The next step will be to develop a

formalized qualitative interview guide based on our findings. The

aim is to standardize interviews with healthcare professionals

across the care continuum for families with small and sick

newborns to further strengthen quantitative findings.

The COACH instrument proved suitable for assessing the

healthcare context prior to implementing new interventions,

and it was adapted with easy and demonstrated high internal

reliability in our LMIC context. As the COACH instrument is

used for the first time in West Africa for maternal and

newborn care across the CoC, confirmation studies should be

performed. We believe that the COACH instrument is

transferable to other LMIC countries. A French translation

could confirm our findings and support implementation efforts

in Francophone LMICs.

The thorough context assessment aligns with the recent

national health policy of Ghana (64), which aims to strengthen

family and social support, and may thus be used by policymakers

to scale up at the national level.
Frontiers in Health Services 11
5 Conclusion

The COACH instrument provided contextual guidance for the

development of training strategies to implement a context-adapted

family systems care program in Ghana that is most likely to be

adaptable and relevant in other LMICs. The contextual dimensions

explored in relation to family systems care identified domains of

strengths and weaknesses of the local Ghanaian health system.

Healthcare professionals reported a high overall commitment to

work and had a favorable work culture and supportive leadership

while acknowledging challenges with resources and access to

knowledge sources. These findings indicate a readiness for FSC

training along the continuum of care in the perinatal period.
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