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Background
The period from birth to 28 days is the most vulnerable for 
child survival. Globally, 2.4 million newborns died in 2019, 
comprising 47% of under-5 mortality.1 Causes included pre-
term complications, intrapartum-related events, sepsis, men-
ingitis, congenital problems, and other causes.2 Almost 80% 
of newborn deaths occurred in sub-Saharan Africa and 
Southern Asia.3 Ethiopia’s estimated neonatal mortality is 29 
deaths per 1000 live births.4 An estimated 10% of all new-
borns were preterm, and 20% were low birth weight (LBW).4 
With evidence-based, cost-effective care during and after 
delivery, most newborns born at 32 to 37 weeks gestation can 
survive even without neonatal intensive care.5,6 In lower- and 
middle-income countries, neonatal intensive care units vary 
in infrastructure and quality of care, affecting newborn 

survival.7,8 Skilled newborn care using evidence-based prac-
tices respectfully in a supportive environment can end pre-
ventable maternal and newborn morbidity and mortality.9

High-quality care, integral to the right to health, equity, and 
the preservation of dignity for women, newborns, and children, 
requires appropriate use of effective clinical and non-clinical 
interventions, strengthened health infrastructure, optimum 
skills, and positive provider attitude.9 Quality of care includes: 
availability of equipment, supplies, guidelines, and protocols; 
knowledge, skills, training, experiences, and motivation of 
health workers; supportive supervision; and client satisfaction 
with the care provided. The WHO quality standards are organ-
ized into 3 domains: provision of care, experience of care, and 
cross-cutting (Table 1).10,11

Ethiopia’s Federal Ministry of Health (FMOH) has 
introduced hospital guidelines to improve the quality of gov-
ernment hospitals that began in 2006 with the Ethiopian 
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Hospital Management Initiative.12 The most recent 
Ethiopian Hospital Services Transformation Guidelines 
released in 2016 build on and expand previous guidelines to 
include maternal, neonatal, and child health services,12 but 
the quality of newborn health care has not maintained pace 
with health service expansion.

Most of the quality measures assessed by existing quanti-
tative tools relate to input measures and availability of physi-
cal resources, and leave important gaps in measuring 
experience of care.13,14 Previous research from low-income 
countries has been focused on assessments of health system 
readiness to deliver newborn care, but assessments of the 
quality of newborn care are incomplete in scope.15-17 The 
goal of this narrative research study was to describe quality of 
care for preterm, LBW, and sick newborns using qualitative 
methods, across the public health care system levels in 3 
regions in Ethiopia.

Methods
Study design

As part of a multi-site qualitative study, we conducted qualita-
tive interviews and focus groups from December 2017 to 
February 2018 in Addis Ababa, Amhara, and Oromia regions of 
Ethiopia. All participants’ demographic data were collected via 
questionnaire. Qualitative data were collected from individuals 

in the government health care system as follows: (1) health 
facility-based obstetric/newborn care providers including health 
extension workers (HEWs) (hereafter “providers”): focus group 
discussions (FGDs) and in-depth interviews (IDIs); (2) public 
health care system administrators (hereafter “administrators”): 
key informant interviews (KIIs); and (3) recently delivered 
women; mothers of preterm, LBW and sick newborns (hereaf-
ter RDW): IDIs.

We utilized O’brien’s Standards for Reporting Qualitative 
Research as a guide for our work and our reporting.18 Verbal 
informed consent was provided by all participants prior to their 
enrollment. Participants were allowed to terminate the inter-
views at any time and informed that non-participation would 
not result in any penalties.

Ethiopia’s FMOH partnered with the USAID-funded 
Every Preemie—SCALE project/Global Alliance to Prevent 
Prematurity and Stillbirth (GAPPS) and St. Paul’s Hospital 
Millennium Medical College in Addis Ababa to study current 
services and programs across all tiers of the public health care 
system. The research team was comprised of medical doctors, 
public health professionals, an anthropologist, and local data 
collectors. Data collectors were experienced conducting inter-
views and FGDs and were supervised by master degree level 
study administrators. They were trained in qualitative data 
collection and use of all study tools prior to starting their work. 
Data collectors were not previously known to interviewees.

Table 1. Summary of WHO quality of care standards.

DOMAIn QUALITy STAnDARD DESCRIPTIOn Of QUALITy STAnDARD

Provision of care Evidence-based practices Every woman and newborn receive routine, evidence-based care and 
management of complications during labor, childbirth, and the early postnatal 
period, according to WHO guidelines.

Actionable information systems The health information system enables use of data to ensure early, 
appropriate action to improve the care of every woman and newborn.

functional referral systems Every woman and newborn with condition(s) that cannot be dealt with 
effectively with the available resources is appropriately referred.

Experience of care Effective communication Communication with women and their families is effective and responds to 
their needs and preferences.

Respect and preservation of dignity Women and newborns receive care with respect and preservation of their 
dignity. Respectful care preserves women’s dignity, privacy, confidentiality, 
and freedom from mistreatment—physical/sexual/verbal abuse, 
discrimination, neglect, detainment, extortion, or denial of services—at any 
time and in any facility.

Emotional support of families Every woman and her family are provided with emotional support that is 
sensitive to their needs and strengthens the woman’s and family’s capability.

Cross-cutting Competent and motivated human 
resources

for every woman and newborn, competent, motivated staff are consistently 
available to provide routine care and manage complications.

Essential physical resources The health facility has an appropriate physical environment, with adequate 
water, sanitation and energy supplies, medicines, supplies, and equipment 
for routine maternal and newborn care and management of complications.

Abbreviation: WHO, World Health Organization.
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Study sites

Ethiopia is the second most populated African country, with a 
2018 population estimate of 107 million.19 Our selection of 
regional sites represented semi-pastoral agrarian, settled agrar-
ian, and urban communities of Ethiopia. Table 2 shows regional 
characteristics.

Working with the Ethiopian Federal Ministry of Health, 
we considered other ongoing research, health infrastructure, 
size of population, civil security, and federal priorities when 
choosing 65 facilities in settings that were broadly representa-
tive of local contexts (Table 3).

Recruitment and sampling

We used purposive sampling for recruitment. A sample of staff 
and clients participated at each tier of the public health care 
system from health facilities, including health post (HP), 
health center (HC), and primary, general, and specialized hos-
pitals in each region. Participant eligibility criteria varied by 
study tool for a total of 103 participants.

IDIs. All eligible RDW at secondary and tertiary hospitals in 
Addis Ababa and at HPs, HCs and primary hospitals in Amhara 

were recruited. Eligibility criteria: (1) Delivered small (ie, pre-
term, LBW, intrauterine growth restriction, or small for gesta-
tional age births) or sick newborn within any tier study facility 
in the government health system; (2) resided in the study catch-
ment areas; (3) spoke Amharic, English, or Oromiffa; and (4) If 
<18 years of age, obtained parental or guardian consent. RDW 
were identified from delivery and discharge registers at tertiary, 
secondary, and primary hospitals and from health centers and 
health posts. RDW were interviewed at their home or facility 
depending on the convenience of the RDW. A total of 22 RDW 
completed the IDI (Table 2).

IDIs were also conducted with 21 HEWs using the pro-
vider FGD instrument in Amharic (Table 2). Eligibility crite-
ria: (1) currently working in a study facility with 6 months 
experience; and (2) currently providing maternal/newborn care.

KIIs. A subset of HPs and HCs, and all public primary, sec-
ondary and tertiary hospitals (Addis Ababa, Amhara, Oromia) 
were included. All clinical, nursing, and administrative leads at 
the study health facilities involved in pregnancy, labor, and 
delivery/obstetrics and gynecological, postnatal, and newborn 
care services at the facility were recruited. A total of 37 partici-
pated in Amharic or Oromiffa (Table 2).

Table 2. Characteristics of study regions.a

CHARACTERISTICS nATIOnAL ADDIS 
ABABA

AMHARA OROMIA

Demographic indicators

 Proportion urban population, %b 16.2 100.0 12.3 12.4

 Total fertility rate, no. of children per woman 4.6 1.8 3.7 5.4

 Proportion of women who are literate, % 42.0 87.8 44.9 37.3

 Proportion of women who own/use bank account, % 15.1 53.6 20.9 8.4

 Proportion of women who own/use a mobile phone, % 27.3 87.0 21.2 23.3

 Proportion of men who are engaged in agriculture, % 71 1 62 41

Mortality rates

 Under-5 mortality, no. per 1000 live births 67 39 85 79

 Infant mortality, no. per 1000 live births 48 28 67 60

 neonatal mortality, no. per 1000 live births) 29 18 47 37

Maternal and child health services indicators

 Physician to population ratioc 1:36 158 1:3056 1:58 567 1:76 075

 Proportion of pregnant women who received antenatal care from a skilled provider, % 28.0 96.8 67.1 50.7

 Proportion of deliveries in health facility, % 26.0 96.6 27.1 18.8

 Proportion of women with a postnatal checkup in first 2 days after birth, % 17.0 55.4 21.9 11.8

 Proportion of children (ages 12-23 mo) who received all basic vaccinations by 12 mo, % 22.0 81.6 39.9 24.3

aData from the Ethiopia Demographic and Health Survey 2016, except as denoted in footnote b and c.4
b2007 Ethiopian national Census.20

cnational Human Resources for Health Strategic Plan for Ethiopia 2016-2025.21
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FGDs. All eligible clinical, nursing, midwifery staff (at HCs 
and hospitals), and HEWs (at HPs) were recruited. Eligibility 
criteria: (1) currently working in a study facility with 6 months 
experience; and (2) currently providing maternal/newborn care. 
A total of 96 participated in 23 FGDs (Table 2).

Interview data were reviewed from all 3 study regions weekly 
during data collection by 2 study investigators until data saturation 
was reached (indicated by thematic repetition within subsamples).

Data tools

We designed a short demographic questionnaire to collect data 
on age, parity, marital status, education and profession. Semi-
structured qualitative IDI, KII, and FGD guides were developed 
using a multi-step process to assess standards in the World Health 
Organization (WHO) quality maternal and newborn care frame-
work10 that conceptualizes quality maternal and newborn care by 
identifying 8 domains: (1) Evidence-based practices, (2) 
Actionable information systems, (3) Functional referral systems, 
(4) Effective communications, (5) Respect and preservation of 
dignity, (6) Emotional support, (7) Competent motivated human 
resources, and (8) Essential physical resources available (see 
Figure 1). Our 3 tools were initially designed and questions cre-
ated based on the WHO framework, then pre-tested with RDW, 
providers, and administrators by trained data collectors. The tools 
were then adjusted for clarity and functionality22 to gather data to 
inform how and why the system needed improvements based on 
the WHO framework and from the perspectives of 3 actors inte-
gral to the process: mothers, providers, and administrators. With 
respect to protocols and guidelines, we asked providers and 
administrators about the existence and use of protocols/guide-
lines and requested they show the materials for verification.

Data management

Recording, transcribing, and translation. Demographic question-
naires were administered orally immediately preceding each  
IDI/KII and on paper for FGDs, recorded on a tablet or log 
sheet, then uploaded into Excel software for simple descriptive 
analyses. Qualitative IDIs, KIIs, and FGDs were recorded digi-
tally then transcribed and translated. Recordings were transcribed 
into the local written language by experienced transcriptionists 
and were subsequently translated into English by professional 
translators. A third team member spot-checked for accuracy. 
During recruitment and data collection, participants were 
assigned identification numbers which were subsequently linked 
to data. No names were attached to recordings or transcripts. No 
personal identifying information is associated with any quotes in 
this or any other publications from the project. We include quote 
identifiers as follows: source (IDI, KII, FGD), facility level 
(HP = health post, HC = health center, HOSP = hospital), and 
interviewee (RDW = recently delivered woman, HCP = health 
care provider, FA = facility administrator).

Analysis

Demographic questionnaire responses were analyzed using 
Excel. Qualitative data were analyzed in NVivo23 Version 12 
using thematic analysis with an iteratively developed code-
book derived from study goals, tools, data, and the conceptual 
framework. Each transcript was coded by 1 member of a mul-
tiple coder team of study investigators (medical doctors, pub-
lic health professionals, and an anthropologist) with periodic 
reconciliation (every fifth transcript) during which 2 coders 
coded the same transcript to check for coding consistency 
between coders and accuracy/usability of the codebook. Each 

Table 3. number of study sites and number of participants completing interviews or focus group discussions.

ADDIS ABABA, nO. AMHARA, nO. OROMIA, nO. TOTAL, nO.

Study sites

 Health post 0 13 14 27

 Health center 21 8 3 32

 Primary hospital 0 1 1 2

 Secondary hospital 1 n/A 1 2

 Tertiary hospital 2 n/A n/A 2

Study instrument completed

 In-depth interview, Recently delivered women 18 4 0a 22

 In-depth interview, Health extension workers 4 8 9 21

 focus group discussion, Providers 10 9 4 23

 Key informant interview, facility administrators 12 14 11 37

Abbreviation: n/A, non-applicable.
aRecently delivered women in Oromia could not be included in the study due to geography and limited study resources.



Jebessa et al 5

code report was synthesized by 1 team member using a sys-
tematic approach in which annotated comments were sum-
marized into a table of theme domains and subdomains with 
associated quotes. These tables were then interpreted, using 
the WHO framework as a guide. Triangulation between IDI, 
KII, and FGD further enhanced validity.

Informed consent and ethical approval

Individual participants were informed that participation was 
voluntary and there were no benefits nor consequences to 
participating. No financial incentives were provided to par-
ticipants. Data collectors provided aural or written consent 
forms to RDW per their literacy level; all participants signed 
consent forms in their preferred language. All participating 
offices and institutions submitted letters of support. The 
Institutional Review Boards of the St. Paul’s Hospital 

Millennium Medical College, Addis Ababa, Ethiopia (IRB 
No. PM23/111), and Project Concern International (IRB 
No. 25) approved this study.

Results
Description of sample
All RDWs were from Addis Ababa, Amhara Region, and 
Oromia Region. The largest proportion of RDWs were from 
Addis Ababa, 20 to 29 years, primiparous, and married. The 
number of facility administrators who participated in the KIIs 
were proportionate across the 3 regions, 66.7% were 20 to 
29 years old, and 40.5% were head nurses. For providers partici-
pating in the FGDs and IDIs, 61.5% of providers were from 
Addis Ababa, 81.3% were 20 to 29, 74.0% were from HCs, 
60.0% had 2 to 5 years of experience, 92.0% had diplomas or 
bachelor degrees, and 4.2% were medical doctors.

Figure 1. World Health Organization (WHO) framework for the quality of maternal and newborn health.
Reproduced from Standards for Improving Quality of Maternal and Newborn Care in Health Facilities.10
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Qualitative f indings

Facilities did not meet WHO standards of care, primarily in pro-
vision of care (evidence-based practices, actionable information 
systems, functional referral system, competent and motivated 
human resources, and essential physical resources). In other areas 
primarily in experience of care, meeting standards varied by facility 
or staff member (effective communication, respectful care, emo-
tional support) (Table 4).

Provision of care

Evidence-based practices
Availability and use of protocols and guidelines. Most par-

ticipants noted that relevant protocols and guidelines were 
not available despite providing care for preterm, LBW, and 
sick newborns. Specifically, kangaroo mother care (KMC), 
LBW, and neonatal care protocols were missing, particularly 
at HCs.

Table 4. Themes and sub-themes from thematic analysis of responses.

THEMES AnD SUB-THEMES

Provision of care themes

 Evidence-based practices

  Low availability of, and adherence to, protocols and guidelines

 Actionable information systems

  Medical records absent for outpatient children; confidentiality not protected

  Routine care not adequately documented

 functional referral system

  Referrals necessary for sophisticated care beyond initial facility capacities

  Poor referral communication

  Referrals complicated by transportation deficits

Experience of care themes

 Effective communication between provider and patient

  Some patients satisfied with provider guidance, for example, breastfeeding, danger signs

  Variability in degree to which providers were transparent and supportive to patients

  Permission and informed consent not consistent

 Respectful care and preservation of dignity

  focus on parent-newborn unity and parent involvement not consistent across facilities

  no consistent policy/practice on parent-newborn unity

  Respect for family members varied by facility and staff member; impacted by high patient load

 Emotional support of families

  Staff support provided to emotional RDW varied by facility and by individual staff

Cross-cutting themes

 Competent and motivated human resources

  Shortages of trained staff and specialists

  Under-incentivized and overworked staff

  Variable staff supervision

 Essential physical resources

  Deficits in equipment/supplies, medication, space, water, electricity, infrastructure at all facility levels

Emergent theme affecting experience of care

 financial insecurity

  Parents’ perception of cost for transport, services, medication resulted in delays or refusals
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Even with available guidelines, lack of space, equipment, 
supplies, trained professionals, and high patient load limited 
adherence. As one participant described: “Based on the guide-
line, one baby should stay in one incubator, but due to a short-
age of materials we put even three preterm babies in one 
incubator. We put up to six babies for phototherapy” (KII-
HOSP-FA). Guideline recommendations and the reality of 
practicing medicine in an under-resourced setting did not 
align. For example: “The guideline says women should stay in 
the health facility for 24 hours after giving birth, but it is dif-
ficult to implement this because there are not enough beds” 
(KII-HC-FA).

Despite these challenges, some providers reported using 
guidelines (including for basic emergency obstetric and newborn 
care and Integrated Management of Childhood Illness 
[IMNCI]), but content was limited regarding the special care of 
preterm, LBW, and sick newborns. Physicians appeared to be 
primary users of guidelines, and especially for asphyxia, resusci-
tation, referral procedures, NICU care, jaundice, and diarrhea.

Actionable information systems
Medical record handling and confidentiality. Medical records 

need to be available for prompt, good-quality medical care, but 
according to participants, priority was not given to outpatient 
children; the absence of medical records could result in medical 
order and prescription errors: “If the file is lost, how can you 
treat him? How can you know what medication he has taken?” 
(FGD-HC-HCP). This failure was attributed to no coordi-
nation between staff. Providers said records were accessible to 
personnel from other units or departments within the facility, 
and not on a strictly “need to know” policy.

Routine care documented. Teams used guideline checklists, 
cards, and the facility health information system for document-
ing care and auditing mortality data, but handover of patients 
and referrals often relied solely on verbal transmission of infor-
mation. Reasons included lack of coordination and fragmen-
tation across different units in the documentation process, no 
standard referral forms at HP, and a lack of process for record-
ing detailed information.

Functional referral systems
Recognized need for referral. An effective referral system was 

seen by respondents across the sample as critical for success-
ful care of preterm, LBW, and sick newborns for 3 primary 
reasons:

•• Newborns required sophisticated hospital care: HEWs 
direct parents to take newborns directly from home to 
hospital for care and medication when the newborn was 
perceived as needing secondary or tertiary care.

•• Inadequate medical care at HC: HC staff advised KMC/
skin-to-skin contact and placement under radiant heater 
(if available), then referred to the hospital.

•• Nonexistent medical care at HP: HPs lack even the most 
rudimentary equipment, space, and supplies for care of 
fragile newborns: “We only have one scale to check the 
weight of the newborns. The lack of [equipment in] 
these facilities is a big obstacle in implementing the reg-
ulations” (KII-HP-FA).

Participants clearly stated that HEWs worked most closely 
with the community at the grassroots level, serving as the pri-
mary referral link to higher-level facilities: “HEWs make home 
visits to women who gave birth in their community, and use 
this visit to identify sick newborns. Then they link the cases to 
the health center. If there were low birth weight cases or any 
birth defect, they would be referred directly to [a specialty] 
hospital” (FGD-HC-HCP).

Post-discharge follow-up care of mothers and newborns 
should function via the HEW program; however, most provid-
ers noted that there was little or no hospital feedback commu-
nication with HEWs about discharge. Participants reported 
that HCs provided feedback to HEWs in person, by phone, or 
at catchment HC meetings, although hospitals failed to do so.

Transportation problems in referral system. The referral sys-
tem was plagued by transportation problems (lack of vehicles, 
expenses, traffic jams), resulting in serious delays and poor out-
comes for preterm, LBW, and sick newborns. In one particu-
larly harrowing example, a respondent reported that a RDW 
unable to access transportation arrived at the hospital with her 
dead baby 2 days after her referral was initiated.

In Addis Ababa, government-supported, no-cost ambu-
lances were reported to be readily available and HCs were near 
hospitals; transportation and ambulance problems were mini-
mal. Problems were reported from the majority of health facili-
ties outside of Addis Ababa: a shortage or complete absence of 
no-cost ambulances in remote districts, delays, equipment/oxy-
gen/medication shortages in ambulances, provider absences in 
ambulances. Ambulances were often understood to be only for 
RDW and not for newborns even if originally or administra-
tively intended for both.

Ambulance orders were expected to come through hospital 
liaison officers or district health offices, not through providers or 
HC level officers. As a result, drivers failed to respond when pro-
viders called them directly. Other delays occurred when recipient 
hospital personnel denied referral requests (in contradiction to 
guidelines); as one facility administrator explained, “When we 
refer children there is one tradition practiced that the baby will 
not be referred if all investigations are not done. The baby may 
wait until some investigation is done” (KII-HOSP-FA). Delays 
resulted in unintended home delivery and also in newborn death.

Experience of care

Effective communication between providers and parents. Partici-
pants reported that providers communicated to RDW and 
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their families regarding breastfeeding, temperature regulation, 
newborn condition, danger signs, and referral decisions.

RDW’s satisfaction varied as exemplified by 2 excerpts: 
“After he was admitted here they told me he will be all right 
and will get a good follow-up. They also told me not to worry 
about the care given here and it would be dangerous for him if 
I take him away to home. They are the ones who advised and 
helped me to cope” (IDI-RDW); and “My baby was admitted 
for 10 days without informing me why, so I am not happy with 
this too. I am very sad” (IDI-RDW).

Facility administrators reported that both informed consent 
and parental permission were consistently obtained before pro-
vision of newborn care, except in the case of some minor pro-
cedures and medications. Across the sample, providers and 
administrators agreed that informed consent was necessary, 
and parents were informed prior to procedures. But several 
RDW reported their newborns were treated without their 
informed consent because providers did not respect mothers’ 
choices. When RDW were not informed by providers, parental 
involvement in newborn care became limited.

Respectful care and preservation of dignity
Parent-newborn unity and parent involvement. Barriers to 

parent-newborn unity during inpatient care appeared to vary 
between providers and health facilities. Depending on facility, 
RDW or both parents or larger families could access preterm, 
LBW, and sick newborns. Access might be restricted due to: 
space restrictions, few/no parent beds, infection risk, or no 
policy promoting unity. Social factors could also impact paren-
tal participation in newborn care including: parents’ inability 
to pay for transportation and housing to accompany newborn 
to hospital, household domestic responsibilities, beliefs that 
unbaptized small newborns may be destined to die and are not 
yet full members of a family, and maternal health condition.

Participants noted a lack of policy on parent-newborn unity, 
and variation in practices between facilities. With the excep-
tion of fathers providing skin-to-skin contact, generally, fathers’ 
access to preterm, LBW, and sick newborns was restricted 
depending on the infant’s condition, number of visitors and 
time of visit. When the infant was in critical condition or the 
RDW was absent, fathers may have had more access. RDW 
access was universally prioritized over fathers or other family 
caregivers: “No one other than the mother is allowed to enter 
[the NICU]; even logically it is not good to allow other persons 
to enter because they cannot do anything. The service is pro-
vided by providers and the mother should follow her baby in 
nearby place” (FGD-HOSP-HCP).

Respect to family members caring for newborns. Some RDW 
felt respected and relieved during facility treatment, whereas 
others felt strongly that they were disrespected and even refused 
care. Patients at hospitals and HCs reported experiencing dis-
respect from doctors, nurses, or medical records room workers 
(who refused to provide information). While some providers 

attributed disrespect to a lack of supervision, others reported 
that providers became aggressive or loud for the “comfort of 
the baby” or because caregivers had created problems.

Facility staff perceptions reflected a nuanced recognition of 
the challenging environment where newborns received care. 
Administrators recognized that some aggressive providers 
responded with a “poor approach” when parents asked for 
something. This was thought to occur especially at HCs and 
hospitals with a high patient load.

Emotional support of families. According to RDW, parents 
experienced severe crises requiring emotional support, includ-
ing: fear-induced crying, inability to control emotions, worry 
prior to treatment, extended stay in health facility, stress and 
loneliness, concern about newborn’s outcome, and hopelessness 
from hearing poor outcome. Administrators, too, recognized 
that parents were emotional due to referral and awareness of 
their newborn’s compromised health status.

Recognizing the necessity of emotional support, advice, 
information, and assistance, some RDW and providers reported 
that staff supported mothers, while others said providers failed to 
inform parents about newborns’ condition or provide emotional 
support. As one RDW described, “After delivery they didn’t tell 
me what happened to my baby for two days. He [the provider] 
didn’t even respond when I asked him” (IDI-RDW).

Cross-cutting themes affecting provision and 
experience of care

Competent and motivated human resources. Preterm, LBW, and 
sick newborns’ vulnerability for morbidity or death require 
adequate staffing, but limits to human resources inhibited 
quality of care. One provider captured this well: “Each baby 
needs continuous care; it is not like adults that you can give 
care at some time interval. So there should be constant provid-
ers and the number of providers need to be increased; one pro-
vider is needed for one baby if they are critically sick; if possible 
one nurse should assign for one baby” (FGD-HOSP-HCP).

Participants from most but not all health care facilities 
reported shortages of trained staff, neonatologists nationally, and 
night-duty staff, which resulted in understaffed units and over-
worked providers compounded by a lack of adequately skilled 
providers. Participants pointed out the need for trained neonatal 
nurses and physicians: “There should be at least one fully trained 
neonatal nurse in each facility; if we ensure this definitely we can 
minimize neonatal death. We have trained in neonatal resuscita-
tion in three days but this is not enough to give quality service” 
(FGD-HC-HCP). Providers need practical training on medical 
equipment used to care for sick newborns.

Participants noted that lack of incentives and work overload 
decreased staff motivation, and in some settings administrators 
did not motivate staff. One RDW observed, “When your baby 
gets sick, you become surprised and go to get help, then they 
respond, ‘I am not on duty, wait for someone.’ How can 
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someone say this while your baby is between life and death?” 
(IDI-RDW).

Supervision and leadership appeared to vary widely from 
facilities with no supportive supervision, for example, “All of us 
in NICU are not trained and there is no supervisor. I make best 
effort to care for the babies and he does his best too. . . .there is 
no one who says ‘Do this, don’t do that, follow the protocol’” 
(FGD-HC-HCP) to others where internal monitoring by 
immediate supervisors improved quality of care: “Our boss is a 
listener and problem solver; she is progressively working to 
improve the NICU in [areas of ] material, infection prevention, 
and quality improvement” (FGD-HOSP-HCP).

Quality improvement was an ongoing focus in some facilities 
where leadership recognized the need for change. Participants 
reported ongoing efforts to improve data collection and manage-
ment: “There are improvements regarding recordkeeping of 
maternal and newborn health. So we have now established a 
committee to improve documentation. . . . Currently we are 
working in this manner to improve the quality” (FGD-HOSP-
HCP). The largest number of providers used consultation when 
they faced difficult cases and needed assistance.

Essential physical resources. Participants reported widespread 
barriers to vital resources including: medical equipment and 
supplies, medication, physical space, water and electricity, and 
infrastructure. While there were exceptions, the vast majority 
of responses catalogued deficits (Table 5).

Additional emergent theme affecting experience of 
care

Implications of f inancial insecurity. In this setting, economic 
insecurity critically affected parents’ experience during care and 
care-seeking for preterm, LBW, and sick newborns. Many oth-
ers reported that having to pay for newborn transport added to 
parents’ stress; “When the parents are told to take their preterm 
or low birth weight babies to the hospital they might not have 
money in hand. . . .They would say ‘I do not have money to 
pay for motor bike’ or ‘I would not get any benefit by going 
there’ and decide not to come” (FGD-HP-HCP). Further-
more, some parents believed care required payment and thus 
opted out. Providers reported that the longer the hospital stay, 
the bigger the financial consideration: “Depending on their 
income status, they think of the financial implications they may 
have from the day of admission to discharge and decide not to 
come to hospital” (FGD-HP-HCP).

Some parents made choices to delay or forgo care for pre-
term newborns that were perceived as unlikely to survive. 
According to providers, parents’ perceptions were based on lack 
of awareness of free services or the reality that shortages of 
supplies required them to pay for what would otherwise be free 
and medications could be expensive, especially in rural areas. 
Some parents refused providers’ orders to purchase drugs not 
available in the facility. In some cases, sympathetic providers 

pooled their own money to purchase newborn care supplies 
and donated blood for newborn treatment.

Recommendations to improve quality of health care for preterm, 
LBW, and sick babies. Recommendations of participants can be 
divided into 3 domains mentioned by all levels of providers:

•• Provide for the availability and dissemination of guide-
lines and protocols, adequate number of trained and 
motivated staff, and adequate medical materials and 
equipment. “If we have the guideline it will make every 
performance very easy. The second one is availability of 
trained [staff ] because everything is nothing without 
trained personnel. Machines and technologies are also 
important to improve the quality” (KII-HC-FA).

•• Prioritize services for care of preterm, LBW, and sick new-
borns in particular, by FMOH and regional health bureaus, 
health care administrators, and supervisors. According to 
some participants, MCH services are given attention, but 
services for RDW are prioritized over services for new-
borns; newborn deaths receive less attention than mater-
nal deaths, except for data: “I have not seen newborn cases 
given attention by supervisors other than requesting data 
for reporting purposes” (FGD-HC-HCP).

•• Eliminate user fees for newborn care and postnatal care: 
“Newborn care should be free of charge; we heard this is 
the [official] rule but it is not yet implemented at health 
centers and hospitals, because we don’t have the guideline 
in written form” (KII-HC-FA).

Discussion
Previous research from low income countries is focused on quan-
titative assessments of health system readiness to deliver new-
born care, but assessments of the quality of newborn care are 
incomplete in scope.7–9 The quality measures assessed by existing 
tools relate to input measures and availability of physical 
resources, and leave important gaps in measuring experience of 
care.24,25 While there is a broad choice of indicators for monitor-
ing the quality of care, these indicators lack demonstrated valid-
ity and may not provide actionable information. They often refer 
to particular continuum phases and levels within the healthcare 
system.26 The consensus is that measurement of performance is 
essential to support improvement and accountability. However, 
this has unleashed a multitude of uncoordinated and often 
duplicative measurement and reporting initiatives.27 The 
Commission on High Quality Health Systems has raised more 
questions than it could answer with existing data. Some of the 
most pressing are how to comparably measure patient experience 
and outcomes across primary and secondary care platforms and 
over time, how to govern and manage systems that prize and 
reward excellence, and what it will cost to improve and sustain a 
high quality health system.28

The WHO framework for quality, equity, and dignity pro-
vides a comprehensive scope of standards including appropriate 
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Table 5. Essential physical resource issues reported by study participants.

PROBLEMS COnSEQUEnCES

Medical equipment and supplies

  Shortage of medical oxygen. Sharing of oxygen tube from one newborn to another.

“Because of [the] critical shortage of oxygen, sometimes they take 
the oxygen tube from one newborn [and give it to another who] 
needs critical intervention” (fGD-HOSP-HCP).

  Shortage of necessary equipment. Employment of bioengineer to fabricate equipment or borrowing 
equipment from other hospitals.

  no diapers or baby clothes. Staff collect money from each other to purchase.

  Shortage of lab materials and reagents. Interruptions to critical medical services.

  no equipment like glucometer, newborn intranasal prongs, only 
training.

Loss of life. “We have shortages of materials, like prong [of the] 
appropriate size for preterm [babies]. . . . Sometimes we don’t have 
glucometer for a baby [with] hypoglycemia” (KII-HOSP-fA).

  Very common shortages of radiant warmers, beds, incubators, 
gloves, manual suction, X-ray, ultrasound, phototherapy machine.

Interruptions of service and care; loss of life.

  food available for RDW of KMC infants but not of nICU infants. RDW must go hungry or provide own food.

Medication

  Lack of intravenous drugs for neonatal seizures. Must use oral drugs, which delay response.

  frequent medication stockouts. Regular follow-up required.

  Shortage of first drugs for sick newborns prior to referral. Must transport from health center and health post without 
administering drugs; RDW must purchase drugs.

  Inadequate supply of vaccines. Though vaccines are supposed to be free, providers successfully 
charge women; dearth of supply creates opportunity for corruption.

  Expiration of medication. “Currently we don’t have medication. All medicines, including 
amoxicillin, have expired. We urgently need them” (KII-HP-fA).

Physical space

  Lack of newborn beds. Preterm, LBW, and sick newborns must share beds; infirmity or loss 
of life.

  Hospital nICUs lack clean, separate space, and rooms. neonates must share space, risking infection; staff cannot provide 
proper care.

“What we see is that [the] room size is small, but they admit a high 
number of newborns. Because of this, all kinds of neonates are 
admitted in a single room” (fGD-HOSP-HCP).

  KMC rooms poorly equipped (no shower, limited food). RDW cannot bathe or eat unless they leave the facility.

  no beds or space for RDW with newborns in the nICU. RDW sleep in chair or latrine or on the ground outside the hospital. 
“Parents are not allowed to sleep in this corridor, so they sleep on 
the ground. . . . Imagine how difficult to sleep on a ceramic floor after 
a day of labor” (KII-HOSP-fA).

Water and electricity

  Interruptions in water supply or complete absence of water. Substandard hand washing, unsanitary latrines, absence of showers 
in facilities. Inadequate infection prevention and control practices.

  Power interruptions or complete absence of power. Inability to provide service, interruptions in water (due to lack of 
power for pump).

  Some urban facilities have generators. Provides some relief but does not forestall water interruptions.

Infrastructure

  Poor or inadequate roads, transportation, and phones, especially 
at the health center and health post levels.

Influences referral functionality, potential factor in choice of place of 
care.

Abbreviations: fGD, focus group discussion; HOSP, hospital; HP, health post; KII, key informant interview; KMC, kangaroo mother care; LBW, low birth weight; nICU, 
neonatal intensive care unit; RDW, recently delivered women.



Jebessa et al 11

provision and experience of care at each facility level.10 In 
December 2020, WHO released standards that identify a set of 
process indicators for monitoring the quality of care for small 
and sick newborns at health facilities.11 The advantage of pro-
cess indicators is that they are more sensitive to differences in 
quality of care and they are direct measures of quality.29 Existing 
widely-used monitoring tools for measuring quality rely on 
quantitative methods, dependent on hundreds of indicators, and 
assess only some of the WHO standards. Qualitative methods 
for the assessment of processes of care are a practical alternative 
to qualitative methods for the monitoring of the quality of care 
in facilities.

Using qualitative methods to collect and analyze data based 
on the WHO framework10 we were able to assess provision and 
experience of care across levels of the Ethiopian primary health 
care system in 3 regions, and identify actionable interventions. 
Additionally, flexible qualitative methods allowed us to identify 
an emergent themes outside the content of the WHO frame-
work: family financial insecurity. This approach revealed per-
spectives of patients, health care providers and facility 
administrators to assess what is actually happening in facilities. 
A better understanding of Ethiopia’s current public health care 
system as it relates to preterm, LBW, and sick newborns and 
their parents enables the identification of key intervention 
areas for this particularly vulnerable group.

Provision of care

Using qualitative methods, this study found that protocols and 
guidelines for the care of preterm, LBW, and sick newborns 
were not available in many of the study facilities, and even 
when available respondents reported they were often not fol-
lowed. Barriers to parent-newborn unity during inpatient care 
persist. Most providers reported little or no communication 
with caregivers following hospital discharge. Human resource 
challenges such as shortage of skilled staff, motivation and 
willingness, lack of supervision, and poor leadership inhibited 
quality of care. In recent assessment of knowledge of providers 
in Ethiopia, providers scored substantially better on routine 
intrapartum and newborn care than on care for newborn and 
maternal complications.30 The widespread need for competent 
providers of adequate number to achieve staffing norms to 
ensure quality newborn care in low- and middle-income 
countries has been highlighted by WHO and others.31,32 
Providers ability to provide quality care is further limited by 
participants report of widespread shortages of equipment and 
supplies, medication, physical space, water, electricity, and 
infrastructure. Previous assessments of the referral system for 
preterm, LBW and sick newborns have called for a need for 
government investment in newborn referral systems and 
standardizing referral communications.33 Perceptions of qual-
ity of provision of care seemed generally congruent across pro-
viders and patients.

Experience of care

According to our findings, RDW were prioritized over fathers 
or other family members in accessing newborns receiving care 
in facilities, but access was restricted due to space shortages, no 
parent beds, service disturbance, risk of infection, and no policy 
promoting unity. The right care needs to be offered at the right 
time, in the right place, and delivered in a manner that respects, 
protects, and promotes human rights. Family-centered care 
should be participatory and respectful; it should provide moth-
ers and fathers with dignity at a time when they are most vul-
nerable.34 Some RDW mentioned that staff recognized the 
importance of counseling and emotional support, providing 
information to parents to reduce worry. But others said that 
providers failed to inform parents about the condition of pre-
term, LBW, and sick newborns and did not provide emotional 
support. Qualitative case study research in South Africa con-
firms that positive communication between mothers and pro-
viders in neonatal units improves mothers’ parenting confidence 
and the mother-newborn bond.35 All health care providers 
should understand that emotional support is an essential com-
ponent of the experience of care.34 Unlike with provision of 
care, the quality of experience of care showed more varied per-
ceptions between providers and patients. For example, provid-
ers and administrators claimed that parents were informed 
prior to a child receiving a medical procedure but RDWs 
reported newborns were treated without informed consent. 
Similarly, while some RDW caring for newborns felt respected 
by providers, others felt disrespected and had been refused care. 
Reasons for such disrespect varied from blaming the caregiver 
parent to provider stress.

Emergent themes

Economic insecurity was a critical factor affecting parents’ expe-
rience and access to facility care. Fee structures (based on family 
ability to pay for newborn care) needed to be developed, tested 
and implemented to ensure that any charges are affordable to 
families. Since only 62% of mothers had received antenatal care 
during their pregnancy and nearly 3-quarters of deliveries 
occurred at home in 2016,3 home visits by HEWs to identify 
preterm, LBW, and sick newborns should be encouraged,

Most preterm, LBW and sick newborns can survive and thrive 
if they have access to good-quality health care, including admis-
sion to a hospital or other health facility when necessary.7,36,37 
Health care providers and systems need to monitor and ensure 
that all newborns receive high-quality, evidence-based, equitable, 
and respectful care that is safe, well organized, accessible, ade-
quately resourced, efficient, timely, and people-centered.7,10

Limitations

Limitations to the study were as follows: (1) Study sites were 
located across 3 regions, but cannot be assumed to be 
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representative of the whole country; (2) Participants may not 
be representative of all clinicians and patients; (3) In Oromia, 
the geography and isolation of RDW, combined with research 
resources, prohibited completion of RDW IDIs. Information 
obtained from interviews regarding guidelines was not verified 
by observation. We did not assess the actual content of proto-
cols and guidelines; it was beyond the scope of the study and 
our available resources. These limitations were not likely to 
have affected the results because we utilized several approaches 
to ensure scientific rigor: triangulation of method (IDI, FG, 
KII) and of sample (providers, administrators, RDW; HP, HC, 
Hospital), employing trained data collectors and checking for 
data saturation or sufficiency.

Conclusions
Using qualitative methods to collect and analyze data we were 
able to assess quality of care across levels of the Ethiopian pri-
mary health care system in 3 regions, and identify actionable 
interventions. The quality of care for preterm, LBW, and sick 
newborns in Ethiopia is compromised, and perceived differ-
ently by mothers, health care providers and facility administra-
tors. Improving quality of care requires attention to health 
system capacity, structure, and resources as well as the experi-
ence of care and the processes that deliver care.

This study has gone beyond quantitative indicators by pro-
viding qualitative evidence for the need to address key process 
issues for the delivery of quality mother-newborn health care 
in Ethiopia. Substantial resources are already dedicated to pro-
viding infrastructure, equipment, and skilled human resources 
to care for preterm newborns in higher-level referral centers in 
Ethiopia. Further scale-up and development is needed but 
would require additional investment in infrastructure, equip-
ment, and human resource capacity within these specialized 
care settings. Strengthening the quality of safe and effective 
interventions to address preterm birth, LBW, and severe illness 
remain a priority. An actionable national strategy with dedi-
cated resources to provide high-quality and effective services is 
needed to improve outcomes.
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