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Abstract

Background: Even though, the world has made significant progress in reducing maternal and
newborn mortality today, there are still far too many preventable and treatable maternal and
newborn deaths globally. It is estimated that about six out of ten newborn problems and fifty
percent of maternal mortality in developing countries are due to poor quality of care. However,
in Ethiopia study on quality of intrapartum and newborn care is limited. Thus, the purpose of this
study was to assess the quality of intrapartum and newborn care in public health facilities of
Wolkite town in terms of three quality dimensions.

Objectives: To assess the level of quality of intrapartum and newborn care in public health
facilities of Welkite town, Southern Ethiopia, 2023.

Methods: A facility-based cross-sectional study design was employed from March to April 2023
in 5 public health facilities for facility audit, among 342 mothers for exit interview and 185
mothers for observation. Consecutive random sampling method was applied. Data were collected
by using document review, observation, and exit interview. Data was entered, coded and cleaned
using Epidata version 4 and exported to Stata version 14 and SPSS version 25 for analysis.
Descriptive and summary statistics were computed. Binary logistic regression was performed
and variables which had p-values of <0.25 were selected and included in multivariable logistic
regression analysis. Finally adjusted odds ratios with 95% confidence intervals and p-values <
0.05 were considered significant independent predictors of quality of intrapartum care.

Result: The study revealed that the quality of intrapartum care in input and process components
were 60% and 35.1% respectively. While, the quality of output as measured by maternal
satisfaction was 42%, and 69.7% of newborns received good quality of care. Maternal education
(AOR: 9.97, 95%CI: 1.52, 25.56), ANC visit (AOR: 6.32, 95%CI: 2.86, 14.00), transportation
(AOR: 0.26, 95%CI: 0.15, 0.48) and process quality (AOR: 2.32, 95%CI: 1.27, 4.24) were
independent predictors of maternal satisfaction with quality of intrapartum care.

Conclusion and Recommendations: The quality of intrapartum and newborn care in the study
area was minimal. Thus, efforts should be made by the government for improving facilities
capacity and performance of health care providers in order to improve the quality of intrapartum
and newborn care.

Key Words: Quality, Intrapartum and newborn care, public health facilities, Southern Ethiopia



Chapter 1 Introduction

1.2 Background

Quality of care is the degree to which maternal health services for people and populations must
raise the likelihood of prompt and acceptable treatment for the aim of achieving desired results
that are both in line with current professional knowledge and uphold basic reproductive rights
(1). The World Health Organization outlined quality of maternal and neonatal health care as “the
extent to that maternal and neonatal health services increase the chance of timely, acceptable
take care for the aim of attaining desired outcomes (2). Satisfactory quality of care needs
acceptable use of competent clinical and non-clinical interventions, strengthened health care
infrastructure and optimum skills and perspective of health care providers, leading to improved

health outcomes and positive experience of women and providers (1, 3).

The period around childbirth is the most crucial for saving the high number of maternal and
neonatal lives and averting stillbirths (4). Improvement of the standard of preventive and curative
care, and take care for management of complications throughout this essential period could have
the largest impact on maternal, fetal and newborn survival and well-being (5). The findings of
evidence-based interventions study to mothers and their newborns in eighty one countries within
the year 2020 indicate that if high-quality health systems might effectively deliver, there would
be an estimated 28% decrease in maternal deaths, 28% decrease in infant deaths, and 22% fewer

stillbirths compared to scenario without any amendment or improvement in quality of care (5).

Evidence clearly indicates that unless the quality of service is maintained, simply expanding the
number of facilities will not be enough to reduce maternal and new-born mortality and morbidity
(6). The result of care for women and neonates around the time of birth in health institution
reflects the evidence-based practices used and the general quality of services provided. The
quality of care depends on the physical infrastructure, human resources, knowledge, skills and
capability to deal with both normal pregnancies and complications that need prompt life-saving
interventions. Rising the standard of care in health institution is widely acknowledged as being
of most importance in the effort to lower preventable mortality and morbidity among mothers

and babies (7). Data from developing countries show massive variability in maternal mortality in



health-care facilities, suggesting inconsistent quality of care (8). Additionally, a strong

relationship exists between inadequate intrapartum care and maternal and neonatal death (8).

The problem of ensuring consistent quality is greatest in sub-Saharan Africa and South Asia,
where mortality is highest and health systems are least developed (9). Numerous studies have
demonstrated that poor maternal and newborn care, particularly for marginalized groups, is
prevalent in developing nations and contributes to the high rates of maternal and neonatal death
(10, 11). In spite of the fact that access to basic and emergency obstetrical and infant care has
improved in Ethiopia, efforts have also been made to reduce financial obstacles to care, including
the provision of free health services and the formation of community-based health insurance.
However, in many instances, the expansion of health services has not been matched by an
improvement in quality at the point of care, and pregnancy and delivery care are still not used to
their full potential (11). With half of women now getting delivery service in health facilities,
significant progress has been made in lowering the chance of death from complications during
child birth. However, care quality at institution remains a challenge and these problems are made
worse by the health system struggles to both meet the demand for routine quality healthcare and

the frequent need to respond to drought, conflict or disease outbreaks, including COVID-19 (12).

Maternal and neonatal mortality remains high in Ethiopia, with poor quality of intrapartum and
newborn care limits further progress (11). In 2016, Ethiopia adapted World health organization
standard for rising quality of maternity and newborn healthcare in health institution and
developed a health sector quality transformation that aids in national quality strategy (NQS)
implementation (16), (13). There are humerous methods for consistently measuring the process
of various maternal and new born health (MNH) care (10). Since, the standard of care is the
most powerful factor of facility based childbirth; Ethiopia’s healthcare strategy gives attention to
quality service(14). Hence, this study intends to assess the quality of intrapartum and new born

care and their predictors in public health care facilities of Wolkite town.



1.2 Statement of problems

Even though, the world has made significant progress in reducing maternal and newborn
mortality today, there are still far too many preventable and treatable maternal and newborn
deaths globally (3). Each year, more than 295,000 women die of due to complications of
pregnancy and delivery, and estimated 2.4 million children died within their first month of life
(15), 94% of these deaths occur in developing nations and sub-Saharan Africa (3, 15). There is
strong evidence showing that the high amount of maternal death is happened around childbirth
and immediate postpartum period (16).

Over the past decade to scale back adverse outcomes for maternal and newborns an oversized
effort are directed at increasing experienced birth attendance and resulted in higher rates of births
in health facilities (6). However, with increasing utilization of health services, additional evitable
maternal and perinatal mortality and morbidity have occurred at those health facilities. A skilled
birth attendant and health facility delivery will improve maternal and newborn outcomes only if
they encompass the implementation of proven effective interventions needed to prevent or

manage major causes of mothers and newborn morbidity and mortality (6).

In spite of exceptional achievements in reductions of maternal and new born mortalities
throughout the last decades, Ethiopia continues to have a high estimated rate of mothers and new
born deaths as well as stillbirths. In Ethiopia about 12,000 mothers die every year, out of this
85% of the deaths are due to direct obstetric complications (17). Most of those losses are
believed to be preventable with high-quality, evidence-based interventions delivered before and
throughout pregnancy, during labour and birthing, and within the critical hours and days after
birth (16, 18)).

Ethiopia has among the highest mortality rates in the world for both mothers and new born
(401/100,000 live births and 33/1000 live births, respectively (19). In Ethiopia as FMoH report
in 2017, 49% of reported maternal deaths occurred after women found at health facilities. 14% of
those maternal mortality were from shortage of supplies and instrument, 11% t in patient
management delay at the facility, 6% to care providers error and mismanagement, and 28% to
referral delays from different facilities (20). Therefore, increasing access to, and utilization of,
maternal care alone is insufficient to enhance maternal health outcomes (21). The level of care a

woman receives across ANC, intrapartum care, and PNC affects the health of mother and her



child and her chance of seeking care in the future (21), (22). According to estimates, in less
developed nations, about six out of ten neonatal problems and fifty percent of maternal deaths
are due to inadequate quality of care (21). Hence, Achieving high-quality, effective, safe,
people-centered, timely, equitable, integrated, and efficient care is crucial to advancing women’s

and neonates’ health outcomes (23, 24).

Despite the Ethiopian FMoH tries to improve the health facility based labour and delivery care as
a key priority the provision at health facilities limits pregnant women to access skilled birth
attendance due to inadequate quality care in the facility (25, 26). More women globally give
birth in health institution than ever before, however this has not always change into valuable
gains in survival rates for mothers and babies (2). The lives of over 3 million mothers and babies
may well be saved every year with high coverage of quality prenatal care and take care for small
and unwell babies (27). According to a study that evaluated the standard care of maternal and
new-born care in Ethiopia in 2021, the majority of health institutions failed to meet the national
MNH quality of care requirements (21). Only 15.6%, 9.3%, and 10.7% of health facilities that
met the standard care for MNH and satisfied the expected input, process, and output maternal

and neonatal health care quality requirements, respectively (11)

Ethiopia needs to quickly enhance the quality of maternal and neonatal healthcare to meet the
2030 Sustainable Development Goals (SDGs) aim of reducing the global newborn mortality rates
to less than 12/1,000 live births and the global maternal mortality ratio to less than 70/100,000
live births (28). There is a global push to encourage facility deliveries, but unless this is
accompanied by parallel improvements in care quality, it may not result in a decrease in mothers
and infant mortality (4). Inadequate quality of care in health facilities, specifically in low-
resource nations, show a neglected agenda and is highly acknowledged as a major contributing
factor to persistent high levels of preventable maternal and newborn morbidity and mortality
(29). Closing the gaps in quality of care will be essential to the achievement of the worldwide

commitment towards Universal Health Coverage (UHC) (28).

The lack of pertinent and reliable data is one of the biggest challenges facing initiatives to
address the quality of care in low- and middle-income nations (29). There are few studies have

been conducted in Ethiopia on quality of intrapartum and newborn care. Specifically, there is not


https://www.who.int/data/gho/indicator-metadata-registry/imr-details/institutional-birth

any study conducted at the study area. Some studies have tried to assess the quality of perinatal
care in structural outcome, and client perspective components of standard of care in Ethiopia
(30). Majority of the available studies mostly focused on client satisfaction (31), and a few
studies tried to assess the quality of child birth care using the 3 aspects of quality measurement
(32). However, the relationship between maternal satisfaction and the quality of the input and
process of the intrapartum care was not evaluated in the previous studies. Additionally, there was
no enough published studies on overall quality of intrapartum care in the study area since,
maternal and newborn mortality are high in Ethiopia including the study setting. Therefore, the
purpose of this study is to fill the above gap by assessing the quality of intrapartum and newborn
care in terms of input, process and output quality measurements and their association based on
WHO standard in line with Ethiopian NQS (2).

1.3 Significance of Study

In order to decrease maternal and newborn mortality and morbidity, it is essential to provide
high-quality care during the intrapartum period. This study assess to the level of quality of
intrapartum and newborn care and its associated factors in public health facilities of Wolkite
town, Southern Ethiopia.

As a result, the finding of this study will add to the existing body of knowledge on general
quality of intrapartum and new born care in Ethiopia. Furthermore, the results of this study will
also give essential information and a comprehensive picture about the standard of care for
mothers and newborns to interested parties (policymakers, FMoH and other corned bodies) for
evidence-based decision-making in the implementation, improving standard of perinatal care
provision and scale back maternal and new born death in Ethiopia. In addition, it also benefits

future researchers, who will use this research as a reference for different or further studies.



Chapter 2 Literature review

2.1 Overview of concepts and definitions of quality of intrapartum and newborn Care

Quality is a complex notion that may be defined from a number of angles, thus there is no single
definition that is agreed upon by everyone (1, 33). Quality is defined by the Institute of Medicine
(IOM) as “the extent to which health services for individuals and populations increase the chance
of desired health outcomes and are consistent with current professional knowledge.” Quality is
more clearly defined as “care that is measurably safe, of the highest standard, evidence-based,
uniformly delivered, with appropriate utilization of resources and services” by Dlugacz, Restifo,
and Greenwood (2004) within the same framework. According to the Donabedian model, quality
is defined and described in terms of 3 major aspects the structure (materials, infrastructure, and
human resources), process (adherence to standard care throughout intrapartum and postpartum
periods), and outcome (maternal satisfaction with the service’s accessibility and use of
emergency obstetric and newborn care (34). Supported on this, to maximize the likelihood of
desired health outcomes, quality care should be complete, safe, effective, timely, efficient, and

acceptable by the user and it should also be congruent with current professional knowledge (1).

The procedure for enhancing the quality of care in a health institution involves two steps. First,
the facility must have the necessary infrastructure, tools, medications, and staff members to
provide care. Second, delivering high-quality treatment necessitates putting a number of quality-
improvement strategies into practice (35, 36). The likelihood that the desired individual and
facility results will be realized is increased by the framework of eight quality care domains for
pregnant women and newborns in facilities (1). This framework can be used to assess the

characteristics or dimensions of standard of care in numerous sectors of the health system (2).
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Figure 1 WHO framework for the quality of maternal and newborn care, 2016(2)

2.2 Empirical review of overall quality of intrapartum and new born care

To reduce preventable women’s and infants death and improve their health outcome , all mothers
and new born should have access to high-quality of childbirth care (37).The three aspects of
quality care are important when only good structure enhance the chance of good process and
good process improve the likelihood of good outcome (34). However, in most of the low and
middle-income nations, the general quality of child birth care was low (38). Study in Bangladesh
on quality of maternal and newborn care show that general quality of care scores was moderate
for each district hospital (54.8%), and mother and child welfare center (56.1%)(39). Study
conducted in Ethiopia on access to quality maternal healthcare services show that only 36%
43% and 21% women received quality ANC, intrapartum, and PNC, respectively (21).
According to other study conducted in Northern Ethiopia, the quality of intrapartum care was
generally 6.3% and 54.06% (32, 40) and for input, process, and output, the mean value of quality

of care for women and newborns was 62%, 43%, and 48%, respectively (11). In other way study



in Wolayta Zone, Southern Ethiopia show that the mean input, process, and output emergency
obstetric and newborn care qualities were 74.2, 69.4, and 79.6%, respectively (41)

Study conducted in Tigray revealed that only 29.2% of mothers received good quality
intrapartum care. More than half, 67.6% of newborns received good quality newborn care during
delivery and the immediate postpartum period (30). The finding of study in North Achefer and
Jabi Tehinan District, show that, only 27.3% and 13% of mothers received good quality of

intrapartum care respectively (42, 43).

2.2.1 Input quality

Providing a standard of care for a woman during intrapartum period is essential intervention to
reduce treatable and preventable mortality and morbidity among mothers and their infant’s (33).
A study done in low-income nations demonstrates that there is poor quality and limited ability of
health facilities to offer routine care for women and newborns. The studies revealed that good
quality of care in structure aspect in Ethiopia, Uttar Pradesh and Nigeria were 43%, 39% and
25% respectively (44). To provide quality health care in health institution infrastructure,
equipment, drugs, and supplies, and human resources (skilled care providers) should be fulfilled
(32, 45). In Bangladesh Quality of infrastructure of health facilities was poor and only 57.1%
and 52.7% district hospitals, maternity and child welfare centers were met all items of

infrastructure respectively (46).

According to study conducted in Zanzibar out of 5 hospitals only 3 are fulfilled the minimum
standards of the skilled health care provider (47) and study in Ethiopia show quality of care in
aspect of infrastructure, availability of equipment, and essential drugs of input component
indicate that only 28% of the health facilities had all infrastructure inputs available (11). Study
in Tanzania and Kenya show that only 7% and 18 % of facility had water assesibilty respectively
(48). In Ethiopia only 66% of the facilities had water availability (11). Other study Jabi Tehinan
district indicate that only 49% of mothers having asses to good quality of human and material

resources (43).

Essential drugs and Medical materials are another important thing for quality childbirth care, as
study in Nigeria some common medication including Azithromycin, Nifedipine, Dexamethasone
and Misoprostol availability rate was low with 10.48, 25.20, 21.94 and 17.06%, respectively (49)
and in Ethiopia 72, 31 and 97% had Magnesium sulphate (MgSO4), calcium gluconate, and



oxytocin in the delivery rooms respectively (11). Only 50% of the hospitals have incubators in
Kenya (50) and other study in Nigeria reveals that 56.7% vacuum extractor, 53.3% partograph,
93.3% functional blood pressure measurement apparatuses and 23.3% have oxygen available in
health institution respectively (51). Study in Ethiopia show that 38% and 44% of them health
facilities had artificial manual breathing unit bags and face masks for neonatal (11). Study
conducted in different regions of Ethiopia revealed that only 11.1% and 6.3% of health facilities

had infection prevention material and supplies (40) (52)

2.2.2 Process quality

Developing detailed and written standards of care is crucial for good quality of care at the time
of childbirth (1). As study in Malawi adherence to clinical standards was poor specifically to
manage complication during pregnancy and child birth (53). Study conducted in limited-resource
settings show that the compliance with essential practices was insufficient at all the four pause
points (6). In Burkina Faso, only 7.96% of care providers involved the use of sterile gloves for
vaginal examinations, while in Cote d’Ivoire; only 6.71% washing hands before the examination
(6). Other study in Bangladesh show that the quality of care score was for infection prevention
(64.3%), sick newborn care (54.1%) and spontaneous vaginal delivery (SVD) (52.6%) and
postnatal care (PNC) (19.0%) (39).

Another study in Uganda shows that 45% and 55% of the facilities missed more than 1-2 signal
function of basic obstetric care. Specifically, partograph use is the most frequently missed
function (54). In Ghana 18% (55) and In Ethiopia only 31.25% health facilities met process
quality care (32). Study in Ethiopia in Wolayta zone show that only 40.8% of mothers received
the standard care (41). According to WHO recommendation proper Partograph utilization is very
important throughout labour and delivery to prevent and manage obstetric complications that
happen during labour (1). Various studies were conducted in different regions of Ethiopia
revealed that partograph properly used with only 10.1%, 25%, 23.8% of the facilities
respectively (52, 56, 57)

Appropriate pain management, the option of a companion throughout labour and childbirth,
choice of birth position, friendly and respectful care, polite interaction among the mothers and

care workers, skin to skin contact and breastfeeding, and the care for mother and newborn in a



health institution are all components of quality intrapartum care (1, 58). Study in Kenya,
Bangladesh and Ethiopia showed that only 29%, 39% and 13.8% of mothers were allowed
companionship during childbirth respectively (59), (60, 61). Other study in Jabi Tehinan district,
indicate that only 45%, 31%, and 25% of women having assess to good quality of respect,
dignity, and equity; emotional support; and cognition respectively (43). Only 6.3% of mothers in
Malawi and 20% of mothers in Ethiopia in health institutions were offered options for the
delivery position (62, 63). Another Study carried out in Tigray, revealed that only 47.2% of
mothers and newborns experienced friendly care throughout in delivery care (30).

2.2.3 Outcome Quality in terms of maternal satisfaction
Satisfaction with intrapartum care is a various concept encompasses satisfaction with personal
control, with the physical environment of the delivery ward, and with the standard of care (64)
and is influenced by interactions between health care providers and their clients, care provision,
the physical environment, accessibility of infrastructures (65). Maternal satisfaction is indicating
the overall quality of care and the provision of good-quality maternal health care, leading to
higher levels of client satisfaction (65). However, the level of satisfaction among laboring
women in African nations is insufficient; in South Africa, only 51.9% of mothers expressed
satisfaction with delivery care (66). In other hand a research conducted in Rwanda indicates that

overall 88.75% of mothers were satisfied (67).

Study in Malaysia indicates that only 21.2% of mothers were satisfied with the intrapartum care
(68). The interpersonal care part had the greatest level of satisfaction (36.1%), followed by the
physical birth environment (34.3%), while the information and decision-making aspect had the
minimum level of satisfaction (27.7%) (68) . Other studies on mothers satisfaction in Ethiopia,
observed that the level of client satisfaction on intrapartum care were different from region to
region; in Addis Ababa 19% (69), Gondar 31.3% (70), Hawasa 63% (71) and Gamo-Gofa zone
90.2% (72). Additionally, Only (28.2%) of women in a North Shoa Ethiopia reported being
satisfied with their intrapartum care (73).

Generally, as the WHO recommendation, evaluating maternal satisfaction during intrapartum,

period is essential to improve the quality and efficiency of the health care setting (74).
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2.2.4 Quality of Newborn care

According to study conducted on newborn care right after birth in health institution across 6
sub-Saharan African countries indicate that only 45% of newborns were placed skin-to-skin right
after birth (75). In Kenya 57% new born having received skin to-skin contact after delivery (76).
Study in Ethiopia show that only 38% of newborns received vitamin K, and 35% of newborns
had skin-to skin contact with their mothers and breastfed within 1 hr. after delivery, only 46% of
babies were given Tetracycle (TTC) eye ointment (11). Other study conducted in West Guiji,
Ethiopia show that quality of newborn care was low area. As the study only 17.9% newborns
received good quality care and in all components of essential newborn care with Preparedness
for the birth (54.2%), infant assessment care (56.2%), neonatal resuscitation (55.15%), Initiation

of breastfeeding (57.71%), routine procedures and prophylaxis (58.33%) (77).

2.3 Factors associated with quality of intrapartum care

Quality of intrapartum care and their determinants may vary in the availability of facilities
structure and system (78). The level of health facilities, availability of infrastructure, human
resource and clinical guideline for maternal and neonatal care are one of institutional structure
factors affecting quality of intrapartum care (79, 80). Institution with good in structure, maternal
and neonatal clinical guidelines, and having maternity waiting areas were more likely to give
better quality than counterparts (78). Different study reveals that quality of care is affected by
level of health institution. The study in Burkina Faso show that the overall mean quality scores
were consistently higher in referral hospitals at all pause points than low level health facility (6).
In Ethiopia hospital practice of basic emergency obstetric, newborn signal function and
laboratory service are higher than in the health center (81).

Other study in Ethiopia also indicate that wealthier, Living in urban, educated women and >4
ANC visits were more likely to experienced good quality of intrapartum care. Younger mothers
were more likely to get quality of intrapartum care, but were less likely to get quality of PNC
than mothers aged 20-49 (21, 82). Care providers who had partograph, basic intrapartum care
and infant care training are use partograph more properly than their counterparts (83).

Study conducted in Wolayta Zone, Ethiopia show that women’s educational status and age were
independent predictors of intrapartum quality care (41). On the other hand, shortage of provider,
incompetency, lack of training, and experience of healthcare workers affect quality care. Other

study conducted in Tigray revealed that the factors that affecting of quality of intrapartum and
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newborn care were the appropriate use of partograph, friendly mothers and infant care and more
than 2 years working experience (30, 42). Another research evaluated the quality of intrapartum
care received by women at health centers in Ethiopia in Jabi Tehinan district indicate that
Mothers from rural areas and mothers who did not use ANC care for recently born children were

found more likely to experience good quality of intrapartum care (43).

2.4 Determinant of Maternal Satisfaction with quality of intrapartum care

Client satisfaction is multidimensional nature and associated with technical and interpersonal
aspects of quality of care including accessibility, waiting time, environmental condition, provider
skills, and equipment (65). According to a study conducted in Rwanda, great mother satisfaction
was connected with clients' privacy and letting them participate in decision-making (67). As
study in West Gojjam, Ethiopia Maternal educational status was shown to be significantly and
negatively correlated with the degree of women's satisfaction with intrapartum care, Participants
with illiterate were more likely to be satisfied with intrapartum than those with a diploma or
above (84), this study revealed that those who came to the hospital by ambulance, participants
who thought that care providers were respectful were more likely to satisfy than counterpart(84).
Study Kenya show that mothers who got encouragement and reassurance by care providers were
more likely to be satisfied with intrapartum care (85).

According to a study conducted in Debre Markos and Wolayta, having a birth plan in health
institution, rural in residence, waiting times, having a history of ANC contact, and eating enough
food are all significantly related to mothers being satisfied with the childbirth care (31, 86).
According to a study conducted in North Shoa Ethiopia, the number of antenatal care visits,
intended pregnancy status, duration of labor, and intrapartum care were all related to women
satisfaction (73). Mothers from rural residence and Mothers who had attended ANC visit four
and above in their current pregnancy were more likely satisfied with the overall intrapartum care
provided compared to their counterpart (73). As study in Gondar a chance of satisfaction for
women who had chance to talk with care providers and women who had pain management were
more likely to be satisfied with intrapartum care (87).

Generally, process aspect of quality care is the main dominant determinant of maternal

satisfaction in developing nations (88).
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Literature Summary

This chapter focused on a review of literature on the quality of intrapartum and newborn care
based on the Donabedian framework quality assessment aspects. According to the model,
information about the quality of care is drawn from three components: the three components of
quality care are the input, process and outcome. Therefore, this chapter reviewed literature on the
quality of intrapartum in terms of input, processes (client-provider interaction) during the service
and output in terms of maternal satisfaction and finally describes the overall quality of
intrapartum and newborn care. All three elements are interlinked to bring quality of intrapartum
and new born care. Hence, this chapter assessed the quality intrapartum and newborn care at
public health facilities including input, process and outcome components and factors that affect
quality of care including the relationship of maternal satisfaction with input and process

components of intrapartum care quality.
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2.5 Conceptual Framework
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Figure 2 Conceptual Frame work adapted from WHO and other similar studies of study
on Quality of intrapartum and new born care at public health facility Wolkite town,

southern Ethiopia, 2023(2, 30)
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Chapter 3 Objectives

3.1 General objective
To assess the level of quality of intrapartum and newborn care in public health facilities of
Wolkite town, Southern Ethiopia, 2023

3.2 Specific objectives

» To describe level of quality of intrapartum care in perspective of the input in public
health facilities of Wolkite town, Southern Ethiopia, 2023

»> To determine prevalence of quality intrapartum care in process aspect in public health
facilities of Wolkite town, Southern Ethiopia, 2023

» To measure the level of maternal satisfaction with quality of intrapartum care in public
health facilities of Wolkite town, Southern Ethiopia, 2023

» To determine the level of quality newborn care in public health facilities of Wolkite
town, Southern Ethiopia, 2023

» To identify factors associated with maternal satisfaction on quality of intrapartum care in
public health facilities of Wolkite town, Southern Ethiopia, 2023
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Chapter 4 Methodology

4.1 Study setting and period

Wolkite town is the administrative center of the Gurage zone and the town is located at latitude
and longitude of 8017'N37047'E and an elevation between 1910 and 1935 m above sea). Wolkite
town is located 155 km west of capital city of the country, Addis Ababa. The town has three sub-
cities and six kebeles. According to Wolkite town administration health office, the total
population expected to be 61,309. Out of the total population 31,268 (51%) are females and the
rest 30,041 are males. The numbers of women who are in child bearing age group (15-49) are
13,568; from this 2128 are pregnant and expected deliveries. There are three government health

centers, one specialized hospital, one primary hospital and 11 private clinics in the town.
The study was conducted from March to April 2023 in public health facilities of Wolkite town.

4.2 Study design: A facility-based cross-sectional study design was employed in public health
facilities of Wolkite town to assess quality of intrapartum and new born care.

4.3 Populations

Source population
e For input component all public health facilities in Wolkite town data
collection period were included.
e For process and output component all mothers who gave birth at public
health facilities of Wolkite town during data collection period
Study population
e The study population for input dimension was all public health facilities
which give delivery service in Wolkite town during data collection period
e For process and output component all mothers who gave birth at public health

facilities of Wolkite town during the period of data collection
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4.4 Eligible criteria
Inclusion Criteria
e Mothers who gave birth by spontaneous vaginal delivery for observational study during
the period of data collection
e Mothers who gave birth at the selected health facilities of Wolkite town and admitted in
the postnatal ward during the period of data collection.
Exclusion criteria
e Those mothers who gave birth with operative deliveries for observational study during
the period of data collection.

e Mothers with complications during childbirth at the period of data collection

4.5 Sample size determinations
¢ For the quality of input dimension all 5 public health facilities were included in study
area.
% The sample size for observation to address for process component was calculated
using a single population proportion formula by using 95% CI and 5% degree of
precision, P= 12.6% (89) Proportion of recent study on client—provider interaction

observations during intrapartum care obtain respectful maternal care.

(Zvc/z)2 p(1—-p)
- =

Where n desired sample size, zay, critical value at 95% CI (1.96), p Proportion of on client—

provider interaction observations during intrapartum obtain respectful maternal care and d

degree of precision. By considering 10% non-response rate 185 mothers and new born included
for observation as dimension of process.

¢ For outcome component the sample size was calculated for overall maternal satisfaction

by using single population proportion formula and for different factors by two population

proportion formula with assumptions of 5% precision, 95% confidence level and 10%

non-response rate. Sample size was calculated using EPI info version 7 and then the

maximum calculated sample size was 342 (including 10% non-response rate).
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Table 1 Sample size determination for outcome component objective of study on quality of
intrapartum and new born care at public health facility Wolkite town, southern Ethiopia,

2023
Characteristics Magnitude Sample Considering Final Reference
size 10% non- sample size
response
Overall Maternal sat. With 28.2% 311 31 342 (73)
quality of intrapartum
Maternal satisfaction with 83.9% 208 21 229 (90)
delivery care
Maternal satisfaction with 80% 246 25 271 (91)
delivery care
Quality of newborn care 17.9% 226 23 249 (77)
Privacy (p1=82.5% 206 21 227 (92)
p2=64.3%)
Waiting time (p1=72.7% 190 19 209 (91)
p2=89.6%)

The sample size for this study was determined by comparing the five computations and choosing

the one with the largest sample size. As a result, 342 mothers were recruited in the study. The

number of study participants from each maternity ward was allocated proportionally using the

formula, n1= (no/N) Where, no= sample size in the maternity room N = number of mothers at a

maternity room in each selected health facilities.

4.6 Sampling technique and procedure

% For input component all public health facilities in the study setting were included.

¢ By considering assumption of delivery attendance is random, for process component

(observation) consecutive random sampling method was applied in the selected health

facilities and the study participant was allocated proportionally and then the data collector

observed the client-provider interaction while they attended labour and delivery starting

from active first stage labour up to immediate postpartum care in the selected public
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health facilities. During the data collection, non-participatory observation takes place
sequentially until the predetermined sample size was obtained. To minimize observation
bias, the first three observations were excluded from the data.

For quality of output component consecutive random sampling technique was used to
select the study units.

The calculated sample size was distributed to the health centers and hospitals using
proportional to size upon the number of delivery service given 3 month before data
collection. For observation as quality of process dimension sample size was
proportionally allocated as Atat primary Hospital (ATPH) =86, Wolkite university
specialized hospital (WKUSH) =46, Welkite health center (WKHC) =27, Edgetber health
center (EBHC) =18 and Gubre health center (GHC) =7. For quality of outcome
dimension sample size was allocated proportionally as the following figure.

19



Public health institutions in Wolkite town
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Figure 3 Schematic presentation of the sampling procedure for study on Quality of
intrapartum and new born care at public health facility Wolkite town, southern Ethiopia,
2023
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4.7 Study Variables

Dependent Variables

% Maternal satisfaction with quality of intrapartum care

Independent Variables

Maternal related: Age of mothers, level of education, economic status, marital status,

residence, ANC follow up, parity and mode of delivery

Physical and human related: Availability of skilled care provider, type of institution,
infrastructures, functional Diagnostic service, availability of transportation and distance from HF

Interpersonal process related: Privacy, respectful, information provision politely, support &
involve family members
Health professional related: Profession, sex and experience

Technical process related; Adherence to established standard care

4.8 Operational definition

Input quality: was measured using 40 items adopted from the WHO standards and other studies
that similar to the national guidelines. Include availability of basic equipments, infrastructure and
essential drugs. Thus, input quality was measured as good quality if scored >75% of the input

quality score (30).

Process quality: Process quality is measured using 92 appropriate items taken from the WHO
guidelines and other studies which are consistent to the national guideline items included
activities during the examination of mothers at admission, care during the various stages of
labour (first, second, third), and the immediate postpartum period and infection prevention
practice. Then, process quality was measured as good process quality if they scored >75% of

process criteria (30)

Output quality: was measured by satisfactions of mothers gained during intrapartum. It is the
care level gained that increases the chance of future consumption of maternal healthcare service.
21 items were adapted from WHO service availability and readiness assessment for exit
interview (1, 13). That who were satisfied in > 75% of the items was categorized as satisfied

those who are satisfied in less than 75% of the items was classified as unsatisfied (30).
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Overall Quality of intrapartum care: Intrapartum leveled as good quality by combining input,
process, and output if it scored at least >75% of the items in all three components attended to
measure the respective quality components. The resulting quality indices, that were weighted
averages of indicators, expected to fall within O to 100 percent. The final average score
calculated as composite quality indices were used to describe the overall level of intrapartum
quality (30, 40).

Quality of newborn care: was measured using 11 items adopted from the WHO standards
similar to the national guidelines. This is part of the intrapartum quality care. If they scored
>75% of the items considered as received good quality care (30).

Friendly mother and newborn care: was measured using 9 items. Good friendly care was
measured if they scored >75% of friendly care criteria. This is part of the intrapartum quality
care (30).

Completeness of partograph: measured using 14 items adopted from a WHO component of a
partograph. Completeness was assessed if >80% of the 14 items were filled correctly in the

partograph to be categorized as a complete partograph (30).

4.9 Data collection Instrument and procedure

To assess the quality of intrapartum and newborn care the data was collected by using Focal
person interview, observation, document review and exit interview. A data collection tool
adapted from a similar study and WHO standard was used to collect all the necessary variables
(2, 11, 30, 42). The questioner was in line with the objective of the study and multiple data
collection instruments were used during the data collection period. Facility inventory checklist is
used for assessing the input component to interview the head of the facility and experienced
maternity about the availability of equipment, drug, and supplies at the time of data collection
period. Observation checklist was used for client—provider interaction during childbirth care

starting from admission in labour ward till immediate post-partum period.

Women’s exit interview was used for the outcome dimension by preparing a structured face-to-
face interview questionnaire that are adopted from WHO service availability and readiness
assessment (1, 13). There were two BSc public health professional as supervisors and seven BSc

midwives as data collectors who were working in health facilities other than the study area.
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The data collectors properly dressed and have an adequate number of the unfilled questionnaire
and the consented/permission latter of the maternity ward should be at hand before starting the
survey. The data collectors explained the purpose of the study for both the mother and healthcare
professional who attended the labour and delivery. Verbal consent was obtained from both the
mother and healthcare professionals before starting data collection. First, the data collector
identified of availability of basic resource for the provision of intrapartum and new born care
using observation and interviewing head of the institution, a focal person of labor and delivery at
the facilities. Second, the data collector stayed in the delivery room without interfering with the
care being provided to mothers and newborns and observed the entire labor; the way of history
taking, physical examination, diagnosis, women-friendly care (interpersonal and technical
aspects) through observation of the active phase of the first stage of labor, and then continuous
observation of the second, third, newborn care and immediate postpartum period and the
document about partographs usage was reviewed. Third, exit interview was conducted by using
structured questionnaire after the mothers had completed their service in order to assess the
overall satisfaction of women with intrapartum care who gave birth at the facility during the data
collection period.

4. 10 Data processing and analysis plan

To assess quality of intrapartum and its predictors both descriptive and inferential statistic was
used. Data were checked for completeness, then cleaned, edited, coded and entered into Epidata
version 4 and exported to Stata version 14 and SPSS version 25 for analysis. Before the data
analysis, the data was screened for missing and data entry errors using the frequency distribution
of the variables and observation of the entered data. Suspected errors were validated against the
raw data and the necessary corrections were made. Descriptive and summary statistics was
computed. Binary logistic regression was performed to identify determinant of maternal
satisfaction with quality of intrapartum care. Variables which had p-values of <0.25 in the
bivariate analysis outcome were selected and include in multivariable regression analysis. Finally
adjusted odds ratios with 95% confidence intervals and p-values < 0.05 was considered
significant independent factors of maternal satisfaction with quality of intrapartum and newborn
care. Model fitness was checked by Hosmer and Lemeshow (p-value = 0.772) by randomly
inserting some of the variables whether the measured items correctly explained the dependent

variable (maternal satisfaction with quality of intrapartum care).
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4.11 Data Quality Assurance

To enhance the quality of the data, the data collectors and supervisor were trained for two days
on the objective and methodology of the research and data collection approach. The data was
collected at the time of the mother’s facility exit in a silent room. The questionnaires were
translated into the local languages Amharic in order to increase the response rate. Then a
questioner developed in Amharic was back translated into English to insure the validity of the
question. Regular supervision, meeting was made daily and any problems raised during data
collection were solved immediately. Pre testing of the questioner was performed on 5% of the
sample and in Agena primary hospital which was not be included in the actual study, and the
questioner were modified based on the result of the pretest study. To check the internal
consistency of the questionnaires Cronbach’s alpha test was performed (a coefficients = 0.904).
All the questionnaires and data were checked for completeness and accuracy before, during, and

after data collection and double data entry were used to avoid data entry error.

4.12 Ethical Consideration

The ethical issues was considered throughout the study by considering the basic ethical research
principles like (Informed consent, confidentiality, Beneficence/non malificence and justice) and
summit to the ethical review committee of AAU for approval of this research. Ethical clearance
was obtained from Addis Ababa University, College of Health Science, School of Public Health,
and a permission letter to carry out the study was obtained from Gurage zone health bureau. All
study participants has been given detailed information about the aims and methods of the study
prior to the interview (which was attached as an information sheet) and informed verbal consent

to participate in the current study was obtained.

The study was expected to have minimal risk as the patients share their personal information.
Minimization and alleviation of such anticipated risks were seriously considered, and
assessments and interviews were conducted in a private place to maintain the confidentiality and
privacy of the participants. And most importantly, a close and harmonious relationship was
established ahead of the interview between the respondent and the interviewer.
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4.13 Dissemination plan

The finding of this study will submitted and presented to Addis Ababa University College of
Health Science, School of Public Health, department of health system management and policy.
The result will also, disseminated through publication in peer-reviewed, reputable journals and
will be presented at local or international conferences. The results will also be submitted to
respective health institutions: Gurage zone health bureau and town health office, regional and
federal health bureaus, the Ethiopian National quality agency, FMOH and other concerned
bodies working on Maternal and neonatal care.
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Chapter 5 Result

5.1 Socio-demographic characteristics of mothers

In this study, 342 mothers who delivered in five selected health facilities were included making a
response rate of 98.2%. More than half of the participants were within the age range of 25-34
years old with mean age of 27.1 (SD+4.4) years. The majority 282 (83.9%) of respondents were
Gurage by their ethnicity, and almost all 317 (94.3%) were married, and 137 (40.8%) were
housewife. Of the total interviewed, (48.2%) attended primary school of 1-8 grades (Table: 2).

Table 2 Socio-demographic characteristics of mothers for exit interview in public health
facility Wolkite town Southern Ethiopia, 2023(N=336)

Variables Frequency Percentage
Age
15-24 90 26.8
25-34 226 67.2
35-49 20 6.0
Residence
Rural 146 43.5
Urban 190 56.5
Marital status
Single 8 24
Married 317 94.3
Divorced 6 1.8
Widowed 5 1.5
Ethnicity
Gurage 282 83.9
Amhara 18 5.4
Oromo 23 6.8
Other 13 3.9
Religion
Orthodox 148 44
Muslim 139 41.4
Protestant 34 10.1
Others 15 4.0
Education Status
Unable to read and write 34 10.1
Read and write 42 12.5
Primary 1-8 162 48.2
Secondary 9-12 70 20.8
College/University 28 8.3
Occupational Status
Student 17 5.1
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Daily labour 6 1.8
Private 69 20.5

Employer 47 14.0

Farmer 60 17.9

Housewife 137 40.8
Economic status

500-1500 95 28.2

1501-5000 190 56.5

>5001 48 14.3
Family Members

1-4 123 36.6

5-7 170 50.6

>7 43 12.8

5.2 Obstetric and ANC characteristics of mother participated in an exit interview

About 157 (46.7%) of mothers reported that their first birth was when they were older than 21
years. Twenty eight (8.3%) of mothers had a history of abortion. Majority 300 (89.3%) of
respondents; current pregnancy was planned and 328 (97.6%) of mothers had ANC service for
the current pregnancy. Among mothers attended ANC 128 (38.9%) of mothers had four ANC
visits. Regarding mode of delivery, spontaneous vaginal delivery was the most common mode of
delivery 256 (76.2%). Among all respondents almost most of the mothers 277 (82.4%) preferred
this health institutions. Regarding transport, majority of mothers 164 (48.8%) was used self-
transport to arrive at health facilities for childbirth services and a few mothers 21 (6.25%) arrived
on foot (Table: 3)

Table 3 Obstetric, ANC and delivery characteristics of mother participated in an exit
interview in public health facilities of Wolkite town, Southern Ethiopia, 2023 (N=336)

Variables Frequency Percentage

Age at first marriage

<21 years 218 64.9
>=21 years 118 35.1
Age at first birth
<2lyears 157 46.7
>=21] years 179 53.3
Number of pregnancy
1-2 pregnancy 120 35.7
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>6 pregnancy 51 15.2

1-2 134 40.4

>=6 45 135

1 140 41.7

History of abortion

No 308 91.7

N
[T

1 abortion 75.0

Previous Institutional
deliver

No

a1
(op]

16.7

Yes 300 89.3
N 3 107
Current pregnancy ANC
follow-up

No 8 24

Less than 4 times 115 35.0

More than 4 times 86 26.1

Health center 157 46.9

Both HC and Hospital 128 38.2

Mode of deliver

CS 42 12.5
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5.3. Input quality

Among five health facility, twenty focal health professionals were interviewed and verification
by observation was done to assess input quality. Accordingly, only three (60%) of health facility
scored >75 % of input quality items and they had been considered as having a good input quality.
All facilities have electric power whereas only 2 (40%) of health facility with a stand by back-up
automatic generator which starts within 5 minutes. However, only 40% of the health facilities
have an adequate water supply. Functional basic laboratory tests (blood group, Hct, WBC count
and Rh test,) were available only in one (20%) health facility. Regarding human resource all
skilled healthcare professionals working in the delivery room and included in this study did not
receive refresher training on managing obstetric complication and only one facility have at least
one Skill birth attendant trained to manage neonatal resuscitation. In addition, most of the health

facilities lack towels to dry and wrap baby after delivery.

Oxytocin, TTC eye ointment and Vitamin K are available in all health facilities. Functional
movable delivery light available in only 2 (40%) of health facilities and only one (20%) health
facility have functional toilet with shower service. Among studied health facilities only one

health center and two hospitals give all BEmONC and CEmONC signal function respectively.

Table 4:- Availability of Infrastructure, Human Resource, Drugs and Supplies for quality
of input dimension in public health facilities of Wolkite town, 2023 (N=5)

Input quality variables Available
Infrastructures indicators Yes (%)
Clean water source and supply available 2 40%
Reliable electricity available 5 100%
Means of communication available all times even not locked 2 40%
24 hour service available 5 100%
Functioning transport facilities(Ambulance) available 4 80%
At least three rooms available for maternity service 5 100%
Functional refrigerator for storage of drugs and vaccines available 4 80%
Mother toilet with shower service available 1 20%
Basic equipments and supplies in the delivery room
Functional Blood pressure apparatus available 5 100%
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Functional Oral or axillary Thermometer available
Functional Stethoscope available
Functional Fetal stethoscope available
Functional Baby weighing scales available
Sterilizers (autoclave or dry oven) available
Antiseptics (soap, chlorine solution, alcohol, iodine)
Container for infection prevention (decontamination container,
safety box, covered contaminated waste bin) available
Functional movable delivery light available
Functional Vacuum extractor available
Essential obstetric equipments (absolute minimum equipments
for delivery)
Two sterilized delivery sets (cord scissors, cord tie, two artery
forceps) available
Episiotomy set (catgut, one tissue forceps, one needle holder, one
scissor/blade)Available
Consumable supplies
IV set and Cannula available
Folly catheter available
Blank partograph available
HIV test kit available
IV fluid (normal saline) available
Emergency drugs for maternal care available
Oxytocin drug available
Antibiotics (at least Ampicillin, Gentamicin and Metronidazole)
available
Anticonvulsant drugs (at least Magnesium sulfate(MgSo4)) available
Antihypertensive drug (Hydralazine) available
Essential Newborn care equipments and drugs
Newborn resuscitation materials (at least Bag and mask, mucus

extractors, mask)available
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At least two towel to dry and warp baby after delivery available
Functional incubator (enough light or radiant warmer) available
Vitamin K available
Tetracycline (TTC) eye ointment available
Functioning Laboratory service
Basic blood test available (Hgb or Hct, WBC count, ABO blood
group and Rh test)
Malaria and HIV tests, Urine analysis like protein urea available
Human resource for maternity service available
At least three midwife available at Health Center or at least 13
midwives at hospital
Skilled birth attendance(SBAS) readiness (available and properly
dressed at delivery room)
All SBAs in the facility trained to manage obstetric complication
At least one SBA in the facility trained to manage neonatal

resuscitation

a1 o1 NN

|

40%

40%

100%

100%

20%

60%

100%

60%

0%
20%

5.4. Process quality

In this study 185 deliveries were observed and overall only 35.1% (95% CI: 28.3%, 41.9%) of

mothers received good (standard clinical care) during delivery process. During labour admission,

first stage, second stage, third stage of labour and during immediate postpartum period
51(27.3%), 64(34.6%), 141 (76.2%), 153(82.7%) and 91 (49.2%) of mothers received good

quality of care respectively. Regarding Friendly Maternal and newborn care overall 107 (57.8%)

95% CI (50.4%, 65%) of mothers and newborns received Friendly Maternal and newborn care

during labour and delivery. Additionally, the finding of this study revealed that only 73 (39.5%)

95% CI (32.4%, 46.9%) of partographs were completely and properly recorded during progress

of labour.
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Table 5 Quality of process aspect in public health facilities of Wolkite town, Southern

Ethiopia (N=185)

Indicators Frequency (%)
First stage of labour Yes (%) No (%)
Takes mother temperature 45(24.3) 140(75.7)
Takes mother pulse 83(44.9) 102(55.1)
Measures mother blood pressure 140(75.7) 45(24.3)
Determines mother respiratory rate 55(29.7) 130(70.3)
Measures mother fundal height 133(71.9) 52(28.1)
Evaluates uterine contractions (frequency and duration over a 137(74.1) 48(25.9)
10- minute period)
Auscultates fetal heart rate (FHR) 185(100) 0
Allow preferred birthing partner 54(29.2) 131(70.8)
Adopt preferred position to mother during labour 107(57.8) 78(42.20
Ensure privacy during labour 75(40.5) 110(59.5)
During physical examination
Puts sterile gloves on both hands 86(46.5) 99(53.5
Gloves are removed after being immersed in 0.5% chlorine 0 185(100)
solution and placed in a leak- proof container
Records all information on the clinical records 108(58.4) 77(41.6)
Start partograph to follow progress of labour 121(65.4) 64(34.6)
Infection prevention practice of providers
Cleanse the vulva with antiseptic solution before performing 0 185(100)
vaginal examination
Performs limited vaginal examination (e.g. every four hours 119(64.3) 66(35.9)
or indicated)
Uses sterile gloves when performing vaginal examination or 126(68.1) 59(31.9)
when in contact with body fluids
Rupture of membranes is not performed routinely 132(71.4) 53(28.6)
Preparation to assist the birth
Prior to delivery, washes hands with running water and soap 31(16.8) 154(83.2)
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for 10-15 seconds and dries an individual clean towel or

allows hands to air dry

Puts sterile double gloves on hands 151(81.6)
At least once encourage woman to walk around 142(76.8)
At least once encourage the woman to change position 107(57.80)

according to the desire and comfort
At least once encourage the woman to take light food or drink 137(74.1)

fluid in labour

Allow the woman to have her preference companion at labour 91(49.2)
room

Emotional support to woman during labour and delivery 144(77.8)
At least once encourages her to empty her bladder 134(72.4)

Immediate postpartum period
Make sure that the woman is comfortable (clean, hydrated and 60(32.4)

warmly covered)

Monitor vaginal bleeding 177(95.7)
Bladder distension 89(48.1)
Monitor Uterine contraction 126(68.10
Monitor Pulse 77(41.6)
Monitor Consciousness 119(64.3)
Assists the woman with breastfeeding 82(44.3)
Records the information on the women’s clinical record and 121(65.4)

reports any abnormalities

34(18.4)
43(23.1)
78(42.2)

48(25.9)

99(50.8)

41(22.2)
51(27.6)

125(67.6)

8(4.3)
96(51.9)
59(31.9)
108(58.4)
66(35.7)
103(55.7)
64(34.6)
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Percent of good quality of intrapartum care during process
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Figure 4 Percent of good quality care from Admission to immediate postpartum period in
public health facility of Wolkite town, southern Ethiopia, 2023



5.4.1 Quality of Newborn care

According to the WHO quality standards, the experience of newborn care was assessed. The
findings of this study show that overall quality of newborn care was 69.7% with 95% CI (62.6%,
76.3%). In this study almost all 172 (93%) of newborns started breastfeed within one 1 hour.
Vitamin K and TTC were administered for 164 (88.6%) and 174 (94.1%) of newborns
respectively. Additionally, only 71 (38.4%) of the newborns were passed to the mothers for skin-

to-skin contact on the breast.

Quality of newborn care

m Good quality
m poor quality

Figure 5 Quality of newborn care in public health facilities of Wolkite town, Southern
Ethiopia, 2023

5.5 Output dimension (Maternal Satisfaction with intrapartum care)

The overall proportion of women who were satisfied with intrapartum care in this study was 141
(42%) with 95% ClI:(36.6%-47.4%). The proportion of maternal satisfaction with institution
structure aspect, informative aspect of care, interpersonal aspect of care and the technical aspect
of care were 78.5%, 70.1%, 63% and 64.2% respectively (Table 6).
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Table 6 Maternal satisfaction with quality of intrapartum care in public health facilities of

Wolkite town, 2023 (N=336)

Output quality measurement items Satisfied (%)  Dissatisfied
(%)
Maternal satisfaction with institution structure aspect
There was functional triage system of the facility starting 260 77.4% 76 22.6%
from the get
Get the card immediately while arriving the health facility 298 88.7% 38 11.3%
without any difficulty and delay
Get the delivery room easily starting from the get 271  80.7% 65 19.3%
Get bed immediately while arriving at delivery room 318 94.6% 18 5.4%
waiting time is fair 249 741% 87 25.9%
Lab tests available in the health facility 274 815% 62 18.5%
All ordered/prescribed drugs and materials are available inthe 294  87.5% 42 12.5%
health facilities for labour and delivery purpose
Deliver room was clean 255  759% 81 24.1%
In the delivery room get toilet shower and hand wash sink 156 46.4% 180 53.6%
Maternal satisfaction on informative aspect of care
Get appropriate  counseling about breast feeding, 268 79.8% 68 20.2%
immunization, family planning, danger sign and hygiene
before discharged from health facilities
Mother gets proper answer for her question 290 86.3% 46 13.7%
Get informed consent before any procedure 149  443% 187 55.7%
Maternal satisfaction on interpersonal aspect of care
Health care provides properly introduced their name, duties 94  28.0% 242 72.0%
and responsibilities during labour and delivery
Immediately while arriving the health facility examined by 314 935% 22 6.5%
healthcare professional
Get Privacy during labour and delivery in the delivery room 220 655% 116 34.5%
Mother gets respect and dignity through- out labour and 274 815% 62 18.5%
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delivery services
Get permission to be visited by my preference family

members in the delivery room

Maternal satisfaction on the technical aspect of care
Respect Delivery Position (got the permission of for my
choice for labour and delivery)

Get anti pain during labour and after delivery to relive the
pain
Recommend for other to come to the health facility for

delivery service

157

192

240

277

46.7% 179
57.1% 144
71.4% 96
824% 59

53.3%

42.9%

28.6%

17.6%

Overall maternal satisfaction with quality of intrapartum care

m Satisfied
m Dissatisfied

Figure: 6. Overall maternal satisfaction with quality of intrapartum and newborn care in

public health facilities of Wolkite town, 2023
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Generally, the quality of intrapartum care in input and process components were 60% and 35.1%
respectively. Whereas, the quality of the output component as measured maternal by maternal
satisfaction with intrapartum care was 42%. The overall quality of intrapartum in public health
facilities of Wolkite town was 42.54%. This was calculated after assigning the relative weight of
indicators for input (26%), for process (60%) and for outcome (14%) and the percent of those

fulfilling the minimum requirement were considered and calculated.

Level of quality of intrapartum care
20% 64.9%
60% cqo
60% 50670 >/.467%
-
50% o 42% 42.54
40% -5 35.10
m Good quality
30% - .
’ = Poor quality
20% -
10% -
0% . . . . -
Input Process  Outcome  Overall
quality

Figure 7 Quality of intrapartum care in input, process and output dimension in public
health facilities of Wolkite town Southern Ethiopia, 2023

5.6 Predicors of maternal satisfaction with quality of intrapartum care

Bivariate regression analysis

The relationship between the independent variables and the outcome variables was analyzed
using logistic regression model. In bivariate analysis respondent age, occupational status, number
of family members and number of pregnancy were associated with maternal satisfaction on
quality of intrapartum care at p value <0.25.Moreover variables such as residence, educational
status income, number of ANC, transportation, type of health facilities, process quality and input

38



quality were associated with maternal satisfaction with quality of intrapartum care at p value

<0.05 in bivariate analysis.
Multilevel regression analysis

Variables with p value <0.25 on bivariate analysis and meet model assumption were selected and
sent for multivariable regression analysis. Therefore, respondent age, occupational status,
number of family members, number of pregnancy, residence, educational status income, number
of ANC, transportation, type of health facilities, process quality and input quality were fulfilled
the above criteria and interred into multivariate model. From that socio-demographic (maternal
education), obstetric (ANC visit) and institution related factors (transportation and process
quality) were significantly associated with overall maternal satisfaction with quality of
intrapartum care at p value <0.05. Accordingly, the odd of satisfaction for women who were
unable to read and write, were ten times more likely to be satisfied than those who were attended
college/University (AOR: 9.97, 95%CI: 1.52, 25.56).

Among the obstetric characteristic, the odds of satisfaction among mothers who had more than 4
ANC visits were 6 times more likely than those who were had less than 4 ANC visit (AOR: 6.32,
95%CI: 2.86, 14.00) and the odds of satisfaction among mother who had 4 ANC visit were four
times more likely than those who were less than 4 ANC visit (AOR: 4.81 95% ClI: 2.32, 9.96).
Additionally, the odds of satisfaction among mothers who used public transport for reaching the
health facilities was 74% less likely than those who used ambulance (AOR: 0.26, 95%CI: 0.15,
0.48) and the odds of satisfaction among mothers who were reaching the health facilities on foot
were 95% less likely than those who used ambulance (AOR: 0.05, 95% CI: 0.004, 0.54). The
odds of process quality (provider competence) were two times (AOR: 2.32, 95%Cl: 1.27, 4.24)
higher among those compared to counterparts (Table 7).
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Table 7 Binary and Multilevel logistic regression model of maternal (Socio-demographic,

obstetric) and Institutional related factors associated with Mothers Satisfaction with

intrapartum care in public health facilities of Wolkite town, 2023(N=336)

Variables  Satisfied Dissatisfied COR (C1 95%) AOR (95%Cl) P Value
(%) (%)
Residence
Rural 85(58%) 61(42%) 3.33(2.12,5.25) 0.14(0.82,4.02) 0.141
Urban 56(30%) 134(70%) 1* 1*
Age
15-24 28(31.1%) 62(68.9%) 1*
25-34 104(46%) 122(54%) 1.888((1.22, 3.17) 1.39(0.66, 2.67) 0.426
35-49 9(45%) 11(55%) 1.81(0.68, 4.86) 2.80(0.71, 11.07) 0.142
Educational
Status
Unableto  24(70.6%) 10(29.4%)  14.4(3.96,18.32) 9.97(1.52,25.56)* 0.017
read *
& write
Read and 20(47.6%) 22(52.4%) 5.46(1.61, 18.7) 3.54 (0.59, 20.96) 0.164
write
Gradel-8 76(46.9%) 86(53.1%) 5.30 (1.76,15.97) 3.85(0.86, 17.22) 0.078
Grade 9-12  17(24.3%) 53(75.7%) 1.93 (0.59,6.33) 2.22 (0.53,9.32) 0.277
College/Un  5(14.3%) 23(85.7%) 1* 1*
iversity
Occupation
Student 6(17.6%)  14(82.4%) 1* 1*
Private 15(20.8%) 57(79.2%) 1.19 (0.30,4.71) 0.88(0.16,4.76) 0.883
Employer 12(25.5%) 35(74.5%) 1.60(0.39,6.55) 2.17 (0.36,12.94) 0.395
Farmer 29(48.3%) 31(51.7%) 4.37 (1.14, 16.77) 1.12(0.19, 6.44) 0.895
Housewife  79(57.7%) 58(42.3%) 6.36 (1.75,23.14) 2.89 (0.56,14.77) 0.203
Income
500-1500 28(29.55) 67(70.5%) 1* 1*
1501-5000 87(45.8) 103(54.2) 2.02 (1.19,3.42) 1.810(0.920,3.559) 0.086
>5001 24(50%) 24(50%) 2.39 (1.17, 4.90) 2.88 (1.12, 7.40 0.062
Number
of ANC
Follow up
<4 Visit 26(22.6%) 89(77.4%) 1* 1*
=4 visit 61(47.7%) 67(52.3%) 3.17(1.78, 5.44) 4.81(2.32,9.96)** 0.000
>4 Visit 49(57%) 37(43%) 4.533(2.46,8.35) 6.32(2.86,14.00)** 0.000
No. of
family
members
1-4 42(34.1%) 81(65.9%) 0.28 (0.13,0.58) 1.37(0.38, 5.00) 0.631
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5-7 71(41.8%) 99(58.2%) 0.38 (0.19, 0.77) 0.96(0.300, 3.08) 0.946
>7 28(65.1%) 15(34.9%) 1* 1*
No. of
pregnancy
1-2 41(34.2%) 79(65.8%) 0.39(0.20, 0.77) 0.44 (0.14, 1.35) 0.150
3-5 71(43%) 94(57%) 0.57 (0.30, 1.08) 0.61 (0.21, 1.74) 0.354
>=6 29(56.9%) 22(43.15) 1* 1*
Transport
Ambulance  91(65.5%)  48(34.5%) 1* 1*
Public 49(26.9%)  126(73.1%) 0.19(0.12, 0.31) 0.26(0.15, 0.48)** 0.000
Transport
On foot 7(33.3%) 14 (66.7%) 0.03(0.005,0.29) 0.05(0.004,0.54)** 0.014
Type of
Health
facility
Health 39(40.6%) 57(59.4%) 1* 1*
center
Primary 84(53.5%) 73(46.5%) 1.68(1.01, 2.8) 0.290 (0.05, 1.72) 0.173
Hospital
Referral 18(21.7%) 65(78.3%) 0.40 (0.21,0.79) 0.14 (0.05, 0.38) 0.080
Hospital
Input
quality
Poor 12(25%) 36 (75%) 1* 1*
Quality
Good 129(45%) 158(55%) 2.45(1.22, 4.90) 2.29 (0.94, 5.65) 0.070
quality
Process
quality
Poor 51 (30.9%)  114(69.1%) 1*
Quality
Good 90(52.6%) 81(47.9%) 2.48(1.59, 3.88) 2.32(1.27, 4.24)** 0.004
quality

N.B. 1* (reference group), ** Significant at P<0.05, Cl=confidence interval, COR (Crude Odd

Ratio), AOR (Adjusted Odd Ratios)
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Chapter 6 Discussion

The finding of this study indicates that some institutions met the requirements to give high-
quality care based on the standards of care in one dimension but not in others. This study show
that none of the skilled healthcare professionals have received the capacity building to manage
obstetric complication training in all health institutions and only in one (20%) facility skilled
birth attendant were trained to manage neonatal resustation to provide quality care, which is
consistent with study conducted in Addis Ababa, none of skilled birth attendant had completed
all components of CEMONC training (92). The similarity in the governing health system may be
contributing factors.

In this study only 3(60%) of the health facilities met the necessary structure aspect standard that
was comparable with a study conducted in Bangladesh only 57.1% and 52.7% district hospitals,
maternity and child welfare centers were met all items of infrastructure respectively (46). This
study also consistent with study done in Zanzibar out of 5 hospitals only 60% are fulfilled the
minimum standards of the skilled health care provider (47). The argument is based on the fact
that all of the above nations are African nations with comparable economic prospects to the
region under investigation. This shows that infrastructure is influenced by the economy of the
countries. Whereas, higher than study in Ethiopia Jabi Tehinan district indicate that only 49% of
mothers having asses to good quality of human and material resources (43).

In this study, almost all facilities have electric power in the delivery ward but, only 40% of the
facility did have water accessibility in delivery wards like study in Nigeria only 38% of facilities
had running water near the delivery ward (51). But, higher than Study in Tanzania and Kenya
show that only 7% and 18 % of facility had water accessibility respectively (48). Such variation
may occur as a result of the system's strength and the focus on healthcare service. This study also
indicate that 80% and all facilities are fulfilled Magnesium sulphate (MgSO4) and oxytocin like
study in other part of Ethiopia 72% and 97% of health facilities had Magnesium sulphate
(MgS04) and oxytocin in the delivery rooms respectively (11). In this study only 40% and 80%
of facilities had functional incubator and, a bag and mask for newborn resuscitation respectively,
like study in Kenya only 50% and 80% of the hospitals had incubators and bag/mask for

newborn resuscitation (50).
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Concerning Antibiotic and anticonvulsant drugs 80% of health facilities have fulfilled medicine
supplies, whereas a study in Arbaminch six (66.6%) facilities met drug for clients (93). The
geographical location of the health institution may have an impact on their effectiveness, as well
as an unequal distribution of equipment, supplies, supporting supervision, and clinical
mentorship. In this study 4 (80%) health facilities had functional transport that is higher than
study conducted in Arbaminch in which out of nine hospitals only two hospitals have ambulance
(93). Studies conducted in Uganda and Nigeria reported only 46% and 31.2% of the facilities
have a functional ambulance for delivery services respectively (49, 54). In this study, 2 (40%) of
health facilities had towel for drying and covering the baby immediately after childbirth. This
finding was in line with another study conducted in southern Ethiopia where 45.6% of mother
dried their baby with prepared towel (94). A study conducted in six sub-Saharan African
countries revealed that the largest gap to give newborn care were lack of towels for drying the
baby (75).

Developing detailed and written standards of care is crucial for good quality of care at the time
of childbirth and the process aspect is actual intrapartum care between provider and client
interaction (32). In this study only 35.1% (95% CI:28.3%,41.9%) of mothers received good
quality care during childbirth process which was consistent with study conducted in Northern
part of Ethiopia in which only 31.25% health facilities met process quality care (32). The
similarity in the governing health system, the low levels of health professional’s skill and the
comparably poor health infrastructure could all be contributing factors. On the other hand the
finding is higher than study in Ghana in that only 18% of health facilities met process quality
care (55) and lower than study in Ethiopia in Wolayta zone in which only 40.8% of mothers
received the standard care (41). The incompetence of the health care experts and an insufficient
quantity of health care professionals are two of the key causes of poor processes in a quality
domain (33).

Lack of adherence to recommended infection prevention procedures puts healthcare
professionals, clients and the general public at greater risk of contracting infection, illness and
leads to low quality of care. In this study infection prevention practices such as hand washing

before physical examination performed only for 8.1% of mothers and before delivery only for
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31 (16.8%) of mothers like study in Cote d'lvoire, only 6.71% caregivers washing hands before
the examination (6). This study show that Proper gloving on both hands before vaginal
examination was practiced only for 46.5% mothers which is higher than study in Burkina Faso
where 7.96% of care providers used sterile gloves for vaginal examinations (6). This may be

caused by the different types of facilities included and the lack of skilled care providers.

One of the issues found in this study was the improper use of partograph during labor and
delivery. In this study proper partograph utilization was 39.5% (95% CI. 32.4%, 46.9%) which
was higher than various studies conducted in different regions of Ethiopia where 10.1%, 25%,
23.8% of the facilities used partograph properly (52, 56, 57). Failing to use or improperly
employing a partograph might postpone treatment in case of prolonged labor and result in
complications such as obstructed labor, ruptured uterus, bleeding, fetal death, and infection of
both mothers and infants. The result of this study show that only 29.2% of mothers were allowed
companionship during delivery that was higher than a study in Arbaminch town (13.8%),
Ethiopia and this finding is similar with study findings in Kenya and Bangladesh where only
29% and 39% of mothers respectively, were allowed companionship during childbirth (59-61).

This finding's similarity may be attributable to the actual level of quality of delivery care.

In this study 57.8% of mothers were offered options for the delivery position which was higher
than studies in other part of Ethiopia and Malawi in which only 20% and 6.3% of mothers in
health institutions were offered options for the delivery position respectively (62, 63). The result
of this study showed that only 57.8% (95% CI. 50.4%, 65%) of mothers and newborns
experienced friendly care throughout delivery and the immediate postpartum period. This finding
is higher than study carried out in Tigray, that revealed only 47.2% of mothers and newborns
experienced friendly care throughout delivery (30). This may have an impact on future prenatal,
delivery, and postpartum maternal health service consumption as well as the lowering of mother

and infant mortality.

In this study the overall immediate postnatal care for the women and their newborns before
discharge from the health facilities were only 49.2% (95%CI: 42.2%, 56.2%), that was higher
than a study done in Wolaita Zone (34.9%) southern Ethiopia (93). The findings underline that

women and newborns were receiving low-quality care. The reported discrepancy is related to the
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scope of the studies, study sites, and the components of quality measurement indices. Since,
postpartum hemorrhage is a danger that all new delivered mothers face, the WHO postnatal
guidelines recommend that all postpartum women have a routine screening for vaginal bleeding,
uterine contraction, temperature, and pulse rate during the first 24 hours (27). In this study only
68.1% of mothers were checked for uterine contraction. This suggests that care providers are
missing procedures, underperforming, or neglecting to provide care for mothers within
immediate postpartum period. However the finding was higher than other study conducted in
Tigray region primary hospitals 45.5% (95). This variation could be attributed to the different
study setting. Because, our study included referral hospitals, the care providers may have more

experience and awareness to check most of the time.

The overall newborn quality of care in this study was 69.7% (95% CI; 62.6%, 76.3%). The
finding is almost similar with a study in Tigray in that 67.6% of newborns received good quality
of newborn care (30). It is higher than study conducted in West Guji which showed that the
good quality of essential newborn care was only 17.9% (77). This discrepancy in the outcome
may be caused by differences in the measuring criteria used to determine the quality of newborn

care, the type of health institutions, the study sample employed, and the study setting.

According to this study ensured the baby in skin to skin contact with mother was 38.4% like
study in other different regions in Ethiopia show that only 35% of newborns had skin-to skin
contact with their mothers (11). Whereas, lower than study conducted in Kenya in that 57% new
born received skin to-skin contact after childbirth (76). Even though they have received capacity-
building training and are aware of the benefits of skin-to-skin contact, most healthcare
professionals have not implemented behavioral changes to comply with the criteria, which could
be the cause of this mismatch. The finding of this study show that start breastfeeding within 1
hour was good practice which was 93% that was higher than study in Nepal 65.5% (96) and in
Nigeria 34.7 % (51) and in Kenya 76% (76). This discrepancy may be due to by the system
support to provide quality of newborn care in the study area and level of awareness of the

professionals on benefit of breastfeeding.
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Maternal satisfaction is reflects the overall quality care and the provision of good-quality
maternal health care leading to maximum levels of client satisfaction (65). An important factor in
preventing the death of mothers and babies is providing high-quality of maternal and neonatal
care. Therefore, if the lives of women and newborns are saved as a result of this issue, mothers
are satisfied with the care provided by health institutions. In this study the overall good output
quality care as measured by maternal satisfaction with quality of intrapartum care was only 42%
with 95% CI: (36.6%,47.4%) that was higher than studies in different part of Ethiopia: Addis
Ababa 19% (69), Gondar 31.3% (70), North Shoa Ethiopia (28.2%) (73) and in Malaysia 21.2%
(68). This variation may be because of a real difference in quality of care provided, expectation
of mothers or the type of health institutions. However, this finding is lower than studies in other
different parts of Ethiopia: Hawasa 63% (71) and Gamo-Gofa zone 90.2% (72) and in South
Africa (51.9%) (66). The difference in study settings could be the reason of this variance. Our
study setting is only public health facilities whereas other included private health facilities. As a
result, in contrast to private healthcare facilities and health centers, majority of the public health

facilities, particularly referral hospitals are overburdened and struggling to give quality care.

In both bivariate and multilevel model analysis in this study transport to arrive health facilities,
having antenatal care contact, maternal education and good process quality had a significant
association with maternal satisfaction with intrapartum care. The findings of this study show that
illiterate mothers have more satisfaction than the literate ones. The odd of satisfaction for women
who were unable to read and write, were ten times more likely than those who were attended
college/University (AOR: 9.97, 95%CI: 1.52, 25.56). Due to their high expectations for high-
quality care, educated mothers may have been less satisfied with their intrapartum care. Since
educational level increases awareness of the mother towards quality of child birth care increases
their expectation becomes rise and unsatisfied with a minimum compromise to the care. This
finding was comparable with a study conducted in West Gojjam, Ethiopia participants with no
formal education were more likely to be satisfied with delivery care than those with a diploma or
above (97). This was also supported by a study in mid-western Nepal which showed that mothers

who were non-educated was 2.71 times more likely satisfied than those who were educated (96)

Regarding obstetric characteristic, the odds of satisfaction among mothers who had more than 4
ANC visits were 6 times more likely than those who were had less than 4 ANC visit (AOR: 6.32,
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95%Cl: 2.86, 14.00), this is supported by study conducted in Debre Markos and Wolayta, having
more a history of ANC follow-up are significantly related to mothers being satisfied with the
intrapartum care (31, 86). Also, study conducted in North Shoa Ethiopia show that Mothers who
had attended ANC visit four and above in their current pregnancy were more likely satisfied

with the overall intrapartum care provided compared to their counterpart (73).

Additionally, the odds of satisfaction among mothers who used public transport to go to health
facilities was 74% less likely than those who used ambulance (AOR: 0.26, 95%CI: 0.15, 0.48)
and the odds of satisfaction among mothers who were reaching the health facility on foot were
95% less likely than those who used ambulance (AOR: 0.05, 95% CI: 0.004,0.54). This finding
was in line with a study conducted in West Gojjam, Ethiopia those who came to the health
facility by ambulance were more likely to satisfy than counterpart (84). This finding might be
related to the cost services. Since, the greatest obstacle for maternal health service was

transportation issue, especially for institutional delivery service in developing nations.

The finding of this study also, show that the odds of process quality (provider competence) were
two times higher than among those compared to counterparts (AOR: 2.32, 95%Cl: 1.27, 4.24).
This finding is supported by a study in Kenya that showed mothers who got encouragement and
reassurance by midwives and doctors were more likely to be satisfied with intrapartum care (85).
Also A study in Gondar Ethiopia also indicated that satisfaction of women who had an
opportunity to talk to health care providers and women who had pain management were more
likely to be satisfied with intrapartum care (87). This is because providing standard care during
childbirth is crucial for ensuring the pleasure of mothers, since processes encompass all aspects

of intrapartum care.
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Chapter 7 Strength and Limitation of the study

7.1 Strength of the study

>

Conducting this quality of intrapartum and newborn care at public health facilities of
Wolkite town Southern Ethiopia was a great learning curve for the researcher. It was a
good learning opportunity for research methodology and the existing situation of quality
intrapartum and newborn care in the study area.

This study attempted to evaluate various aspects of quality; including availability of basic
infrastructure, essential medications and instrument, competence of providers (process)
and maternal satisfaction.

In this study different approaches (Interview, observation, chart and register reviews)
were used for specific purpose.

The study included all of the public health facilities in Wolkite town; to make them
representative of the findings.

The use of the three aspects of quality (input, process, and outcome) and their association

was the most advantageous aspect of this study.

7.2 Limitation of the study

>

This study's limitation is the possibility of observer bias among data collectors and the
Hawthorne effect. However, during the prolonged period of observation, it is challenging
for the medical staff to uphold their artificial standards of behavior. As a result, any
behavioral change is likely to last throughout childbirth, and to reduce this impact, the
first observation was tried to exclude from each skilled attendant.

The observation aspect of this study didn’t include caesarian section deliveries

The majority of laboring women arrive at the facility after the first stage is completed at
home, which necessitates extending the data collecting time in order to recruit enough
participants to meet our sample size. Additionally, it can be challenging to observe the
second stage of lobar when some laboring mothers elect to have a cesarean section.
Another limitation of this study is the difficulty in avoiding the possibility of social
desirability bias, particularly interviews of mothers who were admitted to the postnatal
ward, which raises the chance of responding a more desirable response. To reduce these

bias respondents had total anonymity and confidentiality throughout the study.
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Chapter 8 Conclusion and Recommendations

8.1 Conclusion

The quality of intrapartum and newborn care in this study area was minimal. The study revealed

that the quality of intrapartum care input and process component were 60% and 35.1%

respectively. While, quality of the output as measured by maternal satisfaction with intrapartum

care was 42%, and 69.7% of newborns were received good quality of care. However, only 57.8%

of mothers and newborns were received a friendly care during childbirth. The finding indicated

that there is lack of trained health care providers, inaccessibility of water in delivery ward, poor

infection prevention practice and poor professional competence at the study area. Maternal

education, process quality (provider competence), ANC visit and transportation had significant

association with the maternal satisfaction on quality of intrapartum care.

8.2 Recommendations

>

The local and national health system should improve the infrastructure of public health
institutions including sustainable provision of medicines, basic supply and diagnostic
service, water and sanitary facilities required for maternal and newborn care and,
regular monitoring of health facility that contributes for the improvement of quality of
intrapartum and newborn care provided.

The care providers’ adherence to the standard procedures and guidelines should be
improved through training, supervision, and regular monitoring and evaluation.

The challenge related to transportation issues need a sustainable solution. To ensure
the continuity of care in the healthcare system, the government should continue and
scale up its current efforts to create a functional referral system through the
distribution of ambulance for health facilities.

By providing accountability based in-service counseling and practical training
healthcare professionals should improve their interpersonal skills and provide care in a
way that is fair, ethical, respectful, and client-friendly care manner.

It is preferable to implement the respectful maternity care to increase the women
satisfaction by supporting during delivery, consented care and non-abandonment of

care.
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Recommendations for further studies

» Studying maternal satisfaction by using data collection at home after delivery is
preferable for preventing the Hawthorne effect of data collection at the health
institutions level.

» Studying childbirth outcomes is essential to evaluate quality of intrapartum and
newborn care.

» Further study should be conducted to identify the care provider’s knowledge and their
perspective, community, referral related factors and health system factors that affect

the utilization of quality intrapartum and newborn care.
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Annex

Annex 1: Study information sheet

[Greetings] My name is I am here on behalf of Berhanu Semra, a

postgraduate student at Addis Ababa University, College of Health Science, and department of
Health system management for partial fulfillment of his master's degree, he is here to conduct a
study on the “Quality of intrapartum and new born care in public health facility Wolkite town
Southern Ethiopia".

You are kindly invited to participate in this important study that aims to generate crucial
evidence on quality of maternal and new born service provision during child birth and measure
adherence of healthcare provider to standard care during child birth process for those who are
working at maternity unit. The output of the study will have both direct and indirect benefit to
you, as you and your families will use the services in the future

This study requires your full cooperation and active involvement. Participation in this study is

entirely voluntary and you are free not to participate in the study and free to withdraw from the

study at any time without explaining your reason. You are free to answer any question you feel

comfortable with and you can avoid or skip questions that are too personal or of no interest to

you. There is no penalty, reprisal, or loss of benefit for not participating or for withdrawing

from study.

There will be minimal risk if you engage in this study as you will be providing us your personal
information. However, any personal information you offer will be kept anonymous and
confidential. In addition, all replies will be stored on a password-protected device. If you agree to

participate, | will conduct a 20-30- minute interview with you and observation is unlimited.

There will be no direct benefit or compensation to you at the end of the interview, but your
response will be critical for this study. At the end of the study, the aggregated findings will be
communicated with the participants and key stakeholders. The reports will also be published in
scientific journals. Nonetheless, confidentiality will be maintained in all published and written

materials emerging from the study.
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Do you have any questions? If you have any questions or concerns about the study, contact
Berhanu Semra, the Principal Investigator (mobile number: +251926943642 email:

brishsem@gmail.com).

Annex 2: Oral Consent form

I have heard all the information stated above about the study as it was read to me by the data collector. |
fully understand the purpose, benefit, and risk of the study, and | have freely decided to participate or not

to participate in this study.
Tic “X” on Agree if patient decided to participate or on disagree if not.

Agree | disagree STOP

Thank You for willingness to participate
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Questionnaires

Annex 3 Questionnaires for input component

Tools for Facility Based Survey

Zone Wereda

Kebele Health facility

Name

Code

PART I: Background information:

Instructions: Please complete the following questions based on discussions with facility

manager
101 | Sex of provider 1. Male 2. Female
102 | Howoldareyou? | . years
103. | What is your profession | ...
What is your position? 1. Medical director Qualification?
2. Head of the facility Qualification?
3. Maternity department head Qualification?
4. Maternity staff member Qualification?
5. Other (specify):
105. | For how long you have been | ......... Months............ years

working as a manager (head of
maternity) at this Facility
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Table 1: Checklist used in measuring input quality of intrapartum and new born in public

health facility Wolkite town in the southern Ethiopia

Input variables(yes/no question)

Response(Verify by observation)

Infrastructures indicators
1. Clean water source available 1. Yes 2. No
2. Reliable electricity available 1. Yes 2. No
3. Means of communication available all times even not 1. Yes 2. No
locked
4. 24 hour service available 1. Yes 2. No
5. Functioning transport facilities (Ambulance) available 1. Yes 2. No
6. At least three rooms available for maternity service 1. Yes 2. No
7. Functional refrigerator for storage of drugs and vaccines | 1. Yes 2. No
available
8. Mother toilet with shower service available 1. Yes 2. No
Basic equipments and supplies in the delivery room
1. Functional Blood pressure apparatus available 1. Yes 2. No
2. Functional Oral or axillary Thermometer available 1. Yes 2. No
3. Functional Stethoscope available 1. Yes 2. No
4. Functional Fetal stethoscope available 1. Yes 2. No
5. Functional Baby weighing scales available 1. Yes 2. No
6. Sterilizers (autoclave or dry oven) available 1. Yes 2. No
7. Personal protective equipments (at least mouth mask, 1. Yes 2. No
boots, delivery gown, apron,
sterile glove) available
8. Antiseptics (soap, chlorine solution, alcohol, iodine) 1. Yes 2. No
9. Container for infection prevention (decontamination 1. Yes 2. No
container, safety box, covered
contaminated waste bin) available
10. Functional movable delivery light available 1. Yes 2. No
11. Functional Vacuum extractor available 1. Yes 2. No
Essential obstetric equipments (absolute minimum equipments
for delivery)
1. Two sterilized delivery sets (cord scissors, cord tie, two | 1. Yes 2. No
artery forceps) available
2. Episiotomy set (catgut, one tissue forceps, one needle 1. Yes 2. No
holder, one scissor/blade)
Available
Consumable supplies
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1. 1V set and Cannula available 1. Yes 2. No
2. Folly catheter available 1. Yes 2. No
3. Blank partograph available 1. Yes 2. No
4. HIV test kit available 1. Yes 2.No
5. IV fluid (normal saline) available 1. Yes 2. No
Emergency drugs for maternal care available
1. Oxytocin drug available 1. Yes 2. No
2. Antibiotics (at least Ampicillin, Gentamicin and 1. Yes 2.No
Metronidazole) available
3. Anticonvulsant drugs (at least Magnesium 1. Yes 2. No
sulfate(MgSo4)) available
4. Antihypertensive drug (Hydralazine) available 1. Yes 2. No
Essential Newborn care equipments and drugs
1. Newborn resuscitation materials (at least Bag and 1. Yes 2. No
mask, mucus extractors, mask)available
2. At least two towel to dry and warp baby after delivery 1. Yes 2. No
available
3. Functional incubator (enough light or radiant warmer) 1. Yes 2. No
available
4. Vitamin K available 1. Yes 2. No
5. Tetracycline (TTC) eye ointment available 1. Yes 2. No
Functioning Laboratory service
1. Basic blood and Urine analysis test available (Hgb or 1. Yes 2. No
Hct, WBC count, ABO blood
group and Rh test, malaria and HIV tests, Urine analysis
like protein urea,
Human resource for maternity service available
2. At least three midwife available at Health Center or at 1. Yes 2. No
least 13 midwives at hospital
(adequacy of SBAS)
3. Skilled birth attendance(SBAS) readiness (available and | 1. Yes 2. No
properly dressed at delivery
room)
4. All SBAs in the facility trained to manage obstetric 1. Yes 2. No
complication
5. At least one SBA in the facility trained to manage 1. Yes 2. No

neonatal resuscitation

Facility Case Summary Form for EmMONC practice (Data extraction)
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B. Emergency Obstetric utilization past 3 months prior to study periods: using record review
Yes/noquestions using record review at health facility (n=5); total 9 items
1 |Parenteral antibiotics administered 1.Yes 2.No
2 |Parenteral oxytocin administered 1. Yes 2. No
3 |Parenteral anticonvulsants administered 1.Yes 2.No
4 |Manual removal of placenta done 1.Yes 2.No
5 |Removal of retained products (e.g., manual vacuum aspiration) done 1.Yes 2.No
6 |Assisted vaginal delivery (e.g., vacuum extraction, breech delivery) done 1.Yes 2.No
7 INewborn resuscitation done 1.Yes 2.No
8 |[Blood transfusion done 1.Yes 2.No
9 |Caesarian delivery (operative delivery) conducted 1.Yes 2.No

Current EmOC Status: (If yes to all questions 1-9, the facility
provides Comprehensive EmOC. If yes to Q1-7, but no to Q8
and/or Q9, the facility provides Basic EmOC. If NO to any of

1. Comprehensive EmOC
2. Basic EmOC
3. Non-EmOC

guestions Q1- 9, the facility is Non-EmOC.)

In the 12 months, how many obstetric caseswere
referred: (2014E.C)

To this facility & treated?

From this facility referred?

Thank you very much for your Cooperation!

Annex 4: Questionnaires for process Component

Instructions: Observe provider giving care to women in labour and/or delivery room in a given facility

Part I. Characteristic of healthcare professional

101 | Health care provider proffession to be observed 1.Midwife BSc 5. Health Officer
2. Midwife diploma| 6. Doctor
3. Nurse BSc 7. Student (MSc, MD)
4. Nurse diploma | 8. Other
102 | Sex of healthcare professional 1. Male 2. Female
103 | Working experience (if student fill <0”) Year
104 | Maritat status e,
105 | Observation takes place during 1. Day time 1. Working day (Monday -
2. Night time Friday)

2. Weekend  (Saturday &
Sunday)
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Table 1: Lists of variables used in measuring stages in Intrapartum and
immediate postpartum quality in public health facility Wolkite town southern
Ethiopia

Variables used to measure stage of quality intrapartum care: Observed
A. During Admission:

Provider greets the woman and her companion (if present) in a cordial manner Yes No
Provider responds to mother immediate needs (thirst, hunger, cold/hot, need to urinate, | Yes No
Provider ask mothers name Yes No
Provider ask her age Yes No
Provider ask about number of previous pregnancies/births Yes No
Provider ask any complications during labour and postpartum period Yes No
Provider ask other general medical problems Yes | No
Provider ask use of medications Yes No
Provider ask about her HIV status Yes No
Provider estimate gestational age using last menstrual period Yes No
Provider ask mothers how frequently labour are occurring Yes No
Provider ask if her membranes ruptured: when, what color and what smell it had Yes | No
Provider ask mothers whether she feels the baby’s movements Yes No
Provider ask mothers when the painful regular contractions began Yes | No
Provider ask mothers whether she has experienced vaginal bleeding, fever, severe Yes No
headaches, blurred vision, convulsion, or if any other problems the client is concerned

Provider performs HIV test if status unknown Yes No
Provider records the information on clinical history chart Yes No
Ensures privacy with screen or curtain to separate the women from others at least) Yes | No
during

Examination

Washes hands with running water and soap for 10-15 seconds and dries with an Yes No
individual

clean towel or allows hands to air dry

Explain each step Yes | No
At least one encourage the woman to ask questions Yes No
Respond to the woman/ companion questions politely and in respectful manner Yes No
B. First stage of labour:

Providers takes mother temperature Yes | No
Provider takes mother pulse Yes | No
Provider measures mother blood pressure Yes | No
Provider determines mother respiratory rate Yes | No
Provider measures mother fundal height Yes | No
Provider determines fetal lie and presentation Yes | No
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Abdomen

Provider identifies degree of decent by abdominal palpation (from five to zero fingers Yes | No
above
the pubis)
Provider evaluates uterine contractions (frequency and duration over a 10- minute Yes | No
period)
Provider Auscultates foetal heart rate (FHR) Yes | No
During physical examination, providers:
Puts sterile gloves on both hands Yes | No
Carefully inserts two fingers of the exam hand Yes | No
Assess cervical examination Yes | No
Gloves are removed after being immersed in 0.5% chlorine solution and placed in a leak-| Yes | No
proof container
Records all information on the clinical records Yes | No
Provider start partograph to follow progress of labour Yes | No
Infection prevention practice of providers:
Cleanse the vulva with antiseptic solution before performing vaginal examination Yes | No
Performs limited vaginal examination (e.g, every four hours or indicated) Yes | No
Uses sterile gloves when performing vaginal examination or when in contact with body] Yes | No
fluids
Rupture of membranes is not performed routinely Yes | No
Provider prepares to assist the birth:
Has the delivery pack and other essential material and ready to assist the delivery] Yes | No
(delivery
set, episiotomy set, newborn resuscitation set, glove, delivery gown, apron, mask)
Prior to delivery, washes hands with running water and soap for 10-15 seconds and dries Yes | No
an
individual clean towel or allows hands to air dry
Puts sterile double gloves on hands Yes | No
Provider:
At least once encourage woman to walk around Yes | No
At least once encourage the woman to change position according to the desire and Yes | No
comfort
At least once encourage the woman to take light food or drink fluid in labour Yes | No
Allow the woman to have her preference companion at labour room Yes No
Provide emotional support to woman during labour and delivery Yes No
At least once encourages her to empty her bladder Yes | No
C. Second stage of labour: provider
Holds the baby by the trunk and places the baby on a clean dry towel on the mother’s Yes | No
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Dries baby vigorously and changes wet towel for a clean dry one Yes | No
Ties or clamps cord when pulsations stop, or by 2-3 minutes after birth (no immediately] Yes | No
after

birth)

Cuts/clamps the umbilical cord using sterile scissors under gauze to prevent blood Yes | No
spurting

If the baby is breathing normally, passes the baby to mother for skin-to-skin contact on| Yes | No
breast

Note the time of birth and records on partograph or in other records Yes | No
D. Third stage of labour: provider,

Palpate the mother’s abdomen to rule-out the presence of a second baby Yes | No
Tells the woman that she will receive an injection and administers 10 1U of oxytocin IM| Yes | No
or 600 mcg misoprostol orally within 1 minute of delivery

Place the other hand on the women’s symphysis pubis (over the sterile towel) Yes | No
Maintain firm traction on the cord and waits for the uterus to contract Yes | No
Upon contraction, applies firm and sustained downward traction on the cord with counter| Yes | No
traction above the pubis to guard the uterus, until the placenta is expelled

If this maneuver does not provide immediate results, stops applying traction, holding the| Yes | No
cord and clamp until the next contraction

Repeats control cord traction during contraction while simultaneously applying counter | Yes | No
traction above pubis to guard uterus

With both hands, assists in the expulsion of the placenta by turning it over in the hands | Yes | No
without applying traction twisting the membranes

Massage the uterus with one hand one sterile cloth over the abdomen until it contracts Yes | No
firmly

Checks to see whether the placenta is complete (maternal and foetal sides, plus| Yes | No
membranes, lobs)

E. Immediate postpartum periods: provider,

Make sure that the woman is comfortable (clean, hydrated and warmly covered) Yes |No
Ensures that the baby is well covered Yes |No
Administer vitamin K to newborn Yes [No
Provides tetracycline eye ointment 1% prophylaxis to newborn Yes |No
Observe breast feeding initiated within the first hour after birth Yes |No
Weight the baby Yes |No
Discards the placenta in a leak-proof container with a plastic liner Yes |No
Disposes of medical waste (gauze, etc) in a plastic container with a plastic liner Yes |No
Puts the soiled linen in a leak-proof container Yes |No
Places all reusable instruments in a 0.5% chlorine solution for 10 minutes Yes |No
Disposes needle and siring in a puncture-resistance container, without removing, Yes [No
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recapping or breaking the needle

Gloves are removed after being immersed in 0.5% chlorine solution and placed in a leak Yes [No
proof Container

Washes hands with running water and soap for 10-15seconds and dries with an individual| Yes |No
clean towel or allows hands to air dry

Provider monitors the mother and newborn after birth:

Baby’s breathing condition and breastfeeding Yes | No
Vaginal bleeding Yes | No
Bladder distension Yes | No
Blood pressure Yes | No
Uterine contraction Yes | No
Pulse Yes | No
Consciousness Yes | No
Assists the woman with breastfeeding Yes | No
Asks the woman if she has urinated and encourages her to do so whenever she wishes Yes | No
Records the information on the women’s clinical record and reports any abnormalities Yes | No

Table 2: Lists of variables used in measuring quality of newborn care during immediate

patmquality in Wolkite public health facility southern Ethiopia

do the following after birth for the
newborns

Qno. | Observe whether skilled birth attendant Response (observed) | Remark

Skilled personnel:

1 Dries newborn baby vigorously and change wet | 1. Yes 2.No
towel immediately after birth

2 Evaluate breathing of newborn 1. Yes 2.No

3 Tie or clamp cord after 2-3 minute of birth 1. Yes 2. No

4 Ensure the baby is covered 1. Yes 2.No

5 Ensure the baby is in skin to skin contact with 1. Yes 2. No
mother
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6 keep newborn in the same room with mother 1. Yes 2. No
7 Ensure baby is start breastfeeding within 1 hour | 1. Yes 2. No
8 Administered TTC eye ointment 1. Yes 2. No
9 Administered vitamin K 1. Yes 2. No
10 Weight the newborn baby 1. Yes 2. No
11 Check newborn breathing and breast feeding 1. Yes 2.No

status every 15 minutes

Table 3: Lists of variables used in measuring friendly mother and newborn care in
public health facility Wolkite town southernEthiopia

Qno Observe whether skilled birth attendant Response (observed) | Remark
do thefollowing after birth to mother and
newborns
1 Ensure privacy during labour 1. Yes 2. No
2 No physical emotionally and verbally abused
3 Evidence based practice (eg. Limited vaginal 1. Yes 2. No
examination and no rupture of member
routinely)
4 Adopt preferred position to mother during labour
5 Allow fluid or light food during labour 1. Yes 2. No
6 Allow preferred birthing partner 1. Yes 2. No
7 Skin to skin mother baby care 1. Yes 2. No
8 Early breast feeding with in 1 hr 1. Yes 2. No
9 Affordable or free maternity care 1. Yes 2. No
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Table 4: List of questions used to measure completeness of partograph during the progress
oflabour

s.n The provider uses the partograph to monitor | Response Remar
0 labour: observe, whether the provider k
completes partographconsistently
A Records partograph information consistently
1 Records fetal heart rate every half hour 1.Yes |2.No
2 Records maternal pulse rate every half hour 1.Yes |2.No
3 Records strength and frequency of uterine| 1.Yes |2.No
contraction
every 30min
4 Records Blood pressure every four hours 1.Yes |2.No
5 Records temperature every four hours 1.Yes |2.No
6 Records vaginal examination every four hours 1.Yes |2.No
7 Records fetal descent/station every four hours 1.Yes |2.No
8 Records cervical dilatation and position every four | 1.Yes |2.No
hours
9 At every vaginal examination checks amniotic fluids | 1. Yes | 2. No
and
status of membrane
10 At every vaginal examination checks the degree of 1.Yes |2.No
Molding
B Records partograph information completely
11 Records client name, gravid and parity 1.Yes |2.No
12 Date and time of admission 1.Yes |2.No
13 Records time of rupture of membrane 1.Yes |2.No
14 Records all drugs, 1V fluids she is taking 1.Yes |2.No

Thank you very much for your cooperation!!!
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Annex: 5 Questionnaires for outcome component
Tools for Facility based survey to measure maternal satisfaction exit interview

Part I: socio demographic characteristics

Zone Woreda Kebele Name of health
facility

Name

Identification

Q101 Age |- yrs

Q102 Residence 1.rural 2. Urban

Q103 Religion Orthodox
Muslim
Protestant
Catholic other
5.other

Q104 Ethnicity Gurage
Amhara
Oromo

Other

Q105 Marital status Single
Married
Divorced
Widowed

other

grOMDEIRONMNEOR~ODNRE

Q106 Educational status reading and writing
2. Primary 1-8
Secondary 9-12

College/university

Student
Daily labour
Private
Employer
Farmer
House wife

Q107 Occupational status

U WNPREIRWONRE

Q108 Economic
status(monthly) | ..o birr

Q109 Family  economic
status(monthly)




Part Il Reproductive related

Q201 First marriage age
Q202 Number of pregnancy
Q203 First child birth age
Q204 Alive child birth
Q205 Current alive children
Q206 Children less than 5
years
Q207 Number of family
members
Q208 Abortion history 1. Yes 2.No ifyes
Q209 How many times
Q210 Will you have 1. Yes 2.No
additional children in
the future
Q211 If yes how many
Q212 Does deliver in health
facility previously
Q213 If yes how many
pregnancy
Part 111 current pregnancy related
SB23 For how many time Current pregnancy
SB24 Does pregnancy is planned
SB25 Do have ANC follow up for current birth
SB25 If yes for how many times
SB27 Type of health facility for ANC follow up 1. Health center
2. Hospital
3. Both
4. private clinic
SB28 Mode of current delivery 1. SVD
2. 2.CS
3. Instrumental
assisted
delivery
SB29 How come to this health facilities 1. | heard from
other mothers
2. Self
3. Refer from
HC
4. Refer from
other Hospital
5. Refer from
private clinic
SB30 Transportation 1. Ambulance
2. Self-transport
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3. On foot

Part 1IV. maternal satisfaction with
current service

SQ1 There was functional triage system of the 1. Strongly
facility starting from the get (Labouring disagree
mothers go directly to labour ward before 2. Disagree
any administrative procedure) 3. Neither

agree/disagree
4. Agree
5. strongly agree

SQ2 Mother gets proper answer for her question | 1. Strongly disagree
(give appropriate answer for her question | 2. Disagree
after listening ) 3. Neither

agree/disagree
4. Agree
5 . strongly agree

SQ3 Get informed consent before any procedure | 1. Strongly disagree

(about the advantage and disadvantage) 2. Disagree
3.Neither
agree/disagree
4, Agree
5. strongly agree

SQ4 Mother gets respect and dignity through- out | 1. Strongly disagree

labour and delivery services 2. Disagree
3.Neither
agree/disagree
4. Agree
5. strongly agree

SQ5 Get appropriate counseling about breast | 1. Strongly disagree
feeding, immunization, family planning, | 2. Disagree
danger sign and hygiene before discharged | 3.Neither
from hospital agree/disagree

4. Agree
5. strongly agree

SQ6 Health care provides properly introduced | 1. Strongly disagree
their name, duties and responsibilities during | 2. Disagree
labour and delivery 3.Neither

agree/disagree

4. Agree

5. strongly agree
SQ7 waiting time is fair 1. Strongly disagree

2. Disagree

3.Neither

agree/disagree

4. Agree

5. strongly agree
SQ8 Get the delivery room easily without | 1. Strongly disagree

difficulty starting from the get

2. Disagree
3. Neither
agree/disagree
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4, Agree
5. strongly agree

SQ9

In the delivery room | get toilet shower and
hand wash sink

1. Strongly disagree

2. Disagree

3. Neither
agree/disagree

4. Agree

5. strongly agree

SQ10

Deliver room was clean

1. Strongly disagree

2. Disagree

3. Neither
agree/disagree

4. Agree

5.strongly agree

SQ11

Get Privacy during labour and delivery in the
delivery room (during examination and child
birth)

1. Strongly disagree
2. Disagree
3.Neither
agree/disagree

4, Agree

5. strongly agree

SQ12

Respect Delivery Position( 1 got the
permission of for my choice for labour and
delivery)

1. Strongly disagree
2. Disagree
3.Neither
agree/disagree

4. Agree

5. strongly agree

SQ13

I get permission to be visited by my
preference family members in the delivery
room (Accompany)

1. Strongly disagree
2. Disagree
3.Neither
agree/disagree

4. Agree

5. strongly agree

SQ14

Get anti pain during labour and after delivery
to relive the pain

1. Strongly disagree
2. Disagree
3.Neither
agree/disagree

4. Agree

5. strongly agree

SQ15

Get the card immediately while arriving the
hospital without any difficulty and delay

1. Strongly disagree
2. Disagree
3.Neither
agree/disagree

4. Agree

5. strongly agree

SQ16

Immediately while arriving the hospital
examined by healthcare professional
(Full Hx is taken and All the necessary
examination/procedure is performed)

1. Strongly disagree
2. Disagree
3.Neither
agree/disagree

4. Agree

5. strongly agree

75




SQ17

Get bed immediately while arriving at
delivery room

1. Strongly disagree
2. Disagree
3.Neither
agree/disagree

4, Agree

5. strongly agree

SQ18

Lab tests available in the hospital (during
pregnancy or labour)

1. Strongly disagree
2. Disagree
3.Neither
agree/disagree

4, Agree

5. strongly agree

SQ19

All ordered/prescribed drugs and materials
are available in the hospital for labour and
delivery purpose ( glove ,fluid)

1. Strongly disagree
2. Disagree
3.Neither
agree/disagree

4. Agree

5. strongly agree

SQ20

Recommend for other to
come to the hospital for
delivery service

1. Strongly disagree
2. Disagree
3.Neither
agree/disagree

4, Agree

5. strongly agree

SQ21

| satisfied on overall service given in this
health facility

1. Strongly disagree
2. Disagree
3.Neither
agree/disagree

4. Agree

5. strongly agree

Thank you very much for your Cooperation!
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Annex 6: Amharic Version Questionnaires

POARATHFRPNTFANO-MFFONLTAY

NNAFE-LINAARINTALSG/ALTRTPA. N

PHUMGTFAATY:- SUMGH

NPATFAFPmAMMTPOA L AIAT T DLTATEANAY

YiiPHyam

ML PagRs PPIE RAT@-LAPATPFN PN TFANATLAMD-P DA EAIATN e Dt PATFETA
go e i)Y HNLATHIACATEANL P TA

RNy

LY EAMANANACAPTIPMEHANANT LML HTA
dP2ENLF

@B PUAMTAT SRS PATPIRIHD-AATAMTLINATIL 2
FNPFNHLUPATFANATT

FPOA LA TATIME STPATIALUMGFARZENTAMTN
A+ PP LCANPHEFA ATDTNARATF(10-20 L&)
NA+PCIRITOFREFPAGR

MEPYNFMANFNHLUMGFNTRA+TE DFATIOHLIT0E, PPARTRL I TATEAD 24 HNF 9P
PINTHPPLACAPTR LI NHANPTFAARTRRUNZANTP DA L ATAN o+ M P A LIPS T
®MI+MmPP+PTATU

T AMCIEPHMNPT0r:-

ALUMEHFPa AM YT B AMCIENAN ML FPHMN eI aRE L YT/ BN ah, M-$ &N
MOFRLIAFICNL Y FO-0PA PTANFNTAMTID-PIOIMP M5 Y8 FFRPHANAND-ADLE NG
AGFNINMPM MNP+, TN+ LMTTCA MPTPN T A PPO-ALTAGRE:

P+ 4 @00 -

KCAPNTVEO-TPAAFARLEATAMTPMS NN +OFPHMNPI- NS MOFTIRMIIRA,

1

BPTALTATIIAYE IR ATTMESPMMANNL FPANDTIPNTARL A
ON&.paRMAN ABN+DIP+MNPT M-

+Mde:-

QY TAO TGO+, BANATCLIRGIRLE N PAL ATDFNH N FF
NFO-P+MPAD-IAD-TRYIC LFAN

Berhanu Semre 0926943642

, E-mail: brishsem@gmail.com
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aang, p: A+ MmPetm PEPFOHAA N TATL 6 ANNATE TN RGP TR 0B

NtIN+eMM @-NFNAPREANPIC M-
PRI R
AYATLMESETT
CAAPTNAMTH
mBEmCATFAA
U
R N =TT Y | — meMAL FAARANTITIFO
- AR
am/BANANAIE : &C 7
p+&MMeAGD 4L *
H7 PL8 $NA PUNTFHANTR
nge
AP aPAL EUHLOAL

Q101

AL A/PTNYGARFNTFIOR?

Q@

Q102

panesong

1.71mC 2. htm

Q103

Uems+

1. PCT2RN 4. NTAN
2. ™OAP
3. TCENF T

5. AANALRIAR

Q104

Nl

1. AT
2.A70>
3. 4
4. AANALIAR

Q105

PINFUrF

4. 04T
5. AANARTAR

1. PAINF
2. .1NF
3. PP+NF

Q106

PTHIRUCTULF

1. MINNATOREPTMLFA4, 9-12n64

3. 1-8 h&d

2. WINNATPEREPTTA 5. DAE/RINCAEPRA(Y
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Q107 [ Ph&Us s 1. +46. PeINLHE
2. PANLT. NG
3. PEYNFHeML8. AANALIAR
4. ®YINFRLAFITPMS
5. PMFAONY
Q108 | PYF/PCAPPDLCINNATINANT IO PATREPNC
Q109 | PA+ANP@CINNATINTA T @ PATREPNC
n&aA -LAt: NITPALYIPFMANLE
Q201 |ATEaZPIHLNANLIMTALTRPATHING o
Q202 | PIPRARCAHNTINGP | e
Q203 | PaEARLPAS PIAMASAETRPATTING Qi
Q204 |N{OFTPOALFM-ALFEPCATTID
Q205 |ALINLPFATTALFANPT
Q206 |hAPNTaaTNFFPAAETFERDCATTID-
Q207 PRTANETC
Q208 M-CEFCPLOrPA 1. AP 2. PAPR..ARARPATPAUIDE
Q209 APNATRTPNATH
Q210 DLETTRTILAR AT LPTLLAI N 1AP 2. PAPR..OPANPATRNIOE
Q211 APNATTLNA
Q212 NLP+OALTFNOTPO-PA 1. AP 2. PAGR. MDAAPATRHUIDE
Q213 APNATETPRA
Q214 NMS+&IPNHUAENLTDARD-Par$ ik 1. hP2. PAGP 3, PAREDL PACIHS
Q215 APNAATTRZTHS

AFAYNT. CAUFIACTHTPTRANTTPME S

Q301

LUNTITT OCTIHTPID?

1. AP 2. PA9R
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Q302 ACTIHT -0 LINC?
Q303 AUTATOALD-AGPACIHTATTAINCGP? | 1. AP 2. PA9P
Q304 APNATRTPAALR+NFFADTNC?
Q305 PACOIHTATTALLLFHPFE > MS+@IDINC 1. MTMN.P 2. PATF4A
Q306 NP+3 @37 L70-AZP+HIAINF 1N+HE D CAPY L
2.NmALLPHLILNTEMCARM L
3. NPLMNIRT
307 MLAHUMT+ERIPATL T M, LhHUNEHNHUTEIPATIA N T AT SN AN @t
2. N&AIRCew,
3. hmAMNPLECTRCT
4. hAAPEYINPPATFALLCTECT
5. NIAPUNTRT+RIPLL L RCT
308 OLAHLUMSTTRIPNTCIALITHELIN | 1.NAYNTATN

7Cram.?

2.0 &N 7Cr
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