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Background: Quality of intrapartum and newborn care is increasingly recognized internationally as a critical aspect of the unfinished maternal and newborn health agenda. Although the world has made significant progress in reducing maternal and newborn mortality, there are still far too many preventable and treatable maternal and newborn deaths globally. Poor-quality intrapartum and newborn care along with inadequate access to basic maternal and newborn healthcare services has contributed to high maternal and child mortality in low- and middle-income countries. However, there is not enough evidence describing the status quality of intrapartum and newborn care in Ethiopia, specifically in the study area. Thus, this study aims to assess the quality of intrapartum and newborn care in public health facilities of Wolkite town, Central Ethiopia.



Methods: A facility-based cross-sectional study design was conducted from March to April 2023 among five public health facilities, and observation of health service provision was employed among 185 mothers. A consecutive random sampling method was applied. Data were collected through document review, interview, health service provision observation, and health facility audit against the standard checklist. Quality of intrapartum and newborn care was measured using standard intrapartum and newborn care criteria. Thus, good-quality care was considered if the mother and newborn scored 75% or more of the intrapartum criteria during childbirth. Data were entered, coded, and cleaned using EpiData version 4 and exported to SPSS version 25 for analysis. Descriptive summary statistics including proportions, mean, and median were computed to describe study variables. Multivariable logistic regression analysis was performed to identify factors significantly associated with the outcome variable. Finally, adjusted odds ratios with 95% confidence intervals and p-values <0.05 were considered to declare the statistical significance level of a variable.



Result: The study revealed that the level of good quality of intrapartum and newborn care was 35.1% and 69.7%, respectively. Input quality (AOR = 4.52; 95% CI 1.31, 14.98), health workers with 5 or more years of experience (AOR = 7.23; 95% CI 1.49, 35.84), received on job training (AOR = 5.82; 95% CI 1.91, 13.61), and friendly maternal and newborn care (AOR = 6.89; 95% CI 1.34, 35.62) were significantly associated with quality of intrapartum care.



Conclusion: The quality of intrapartum care is found poor in the study area. Clients are not getting intrapartum care with state-of-the-art knowledge and current clinical best practices. Input quality, the experience of healthcare providers, friendly care, and continuous training were factors associated with the quality of intrapartum care. Improving the availability of essential inputs, enhancing the performance of healthcare providers through training, and continuous objective monitoring of the standard clinical practices are crucial to ensuring the quality of intrapartum care.
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Introduction

Intrapartum and newborn care represents the entire range of services offered to mothers and babies from the onset of labor to the period immediately after birth, which includes monitoring, managing complications, providing interventions, and ensuring a safe transition for the baby into neonatal life (1, 2). Quality of intrapartum and newborn care is increasingly recognized internationally as a critical aspect of the unfinished maternal and newborn health agenda (3). The World Health Organization recommends that every pregnant woman and newborn receives high-quality care throughout the intrapartum period, as the time around childbirth is the most critical for saving the maximum number of maternal and newborn lives (4).

Although maternal mortality has declined from 339 to 223 per 100,000 live births between 2000 and 2020 globally, there are still far too many preventable and treatable maternal and newborn deaths due to poor-quality intrapartum and newborn care in health facilities (5, 6). This number is far behind the Sustainable Development Goal (SDG) that aims to reduce maternal mortality ratio (MMR) to less than 70 per 100,000 live births and neonatal mortality to at least as low as 12 per 1,000 live births (7). Each year, more than 295,000 women die from complications of pregnancy and delivery, and an estimated 2.4 million children die within their first month of life (8), 94% of these deaths occur in low- and middle-income countries (LMIC) and sub-Saharan Africa (5, 8).

There is strong evidence showing that the highest magnitude of maternal death has happened around childbirth and the immediate postpartum period (9). Improvement in quality of care throughout the intrapartum period can have a significant impact on maternal and newborn survival and well-being (10). Enhancing the quality of intrapartum and newborn care can be achieved through ensuring access to skilled birth attendants with evidence-based practice and respectful care, creating a supportive environment, using effective clinical and non-clinical best practices, building healthcare infrastructure, and ensuring healthcare providers have optimum skills, knowledge, and positive attitude (11, 12).

The lives of over 3 million mothers and babies can be saved every year with high coverage of high-quality intrapartum and newborn care (13). According to the results of an evidence-based intervention study conducted in 2020 among 81 countries, the provision of good-quality healthcare could reduce maternal and infant mortality by 28% and stillbirths by 22% when compared to scenarios without any improvement in quality of care (10).

In sub-Saharan Africa, the quality of intrapartum care in public health facilities remains a challenge, and these problems are made worse by the health system’s struggles to meet both the demand for routine quality healthcare and the frequent need to respond to drought, conflict, and disease outbreak including COVID-19 (14). According to estimates, in low- and middle-income countries (LMIC), about six out of ten neonatal problems and 50% of maternal deaths are due to inadequate quality of intrapartum and newborn care (15). Hence, achieving high-quality, effective, safe, people-centered, timely, equitable, integrated, and efficient care is crucial to advancing women's and neonatal health outcomes (16, 17).

Despite remarkable progress in reducing the rate of maternal and newborn mortality over the last decades, Ethiopia still experiences one of the highest maternal and newborn mortality rates in the world which stood at 401 per 100,000 live births and 33 per 1,000 live births, respectively (18). According to the FMoH report, in Ethiopia in 2017, 49% of reported maternal deaths occurred after women were found at health facilities, 14% of that maternal mortality was due to a shortage of supplies and instruments, 11% due to patient management delay at the facility, 6% due to care providers error and mismanagement, and 28% due to referral delays from different facilities (19). Therefore, increasing access to and utilization of maternal care alone is insufficient to enhance maternal health outcomes (15).

A study conducted in 2021 assessed the standard of maternal and newborn care in Ethiopia, revealing that most health facilities did not comply with the national standards for maternal and newborn health (MNH) quality of care requirements (15). Only 15.6%, 9.3%, and 10.7% of health facilities met the standard care for MNH and fulfilled the expected input, process, and output maternal and neonatal healthcare quality criteria, respectively (11). In 2016, Ethiopia adopted the World Health Organization’s standard for raising the quality of maternity and newborn healthcare in health institutions and developed a health sector quality transformation that aids in national quality strategy (NQS) implementation (16, 20). There are numerous methods for consistently measuring the process of various maternal and newborn health (MNH) care (21).

According to the Donabedian model, quality is measured in terms of three major aspects, namely, 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) (22). Ethiopia's healthcare strategy has given due attention to the quality of health services recently (23). Therefore, generating rigorous evidence on the level of intrapartum quality of care will support the implementation of the national healthcare quality strategy.

One of the major obstacles to improving the quality of intrapartum and newborn care in low- and middle-income countries (LMIC) is the absence of relevant and reliable evidence (24). Although the quality of intrapartum care is essential for further improvement of maternal and neonatal health outcomes, there is not enough evidence about the status of the quality of intrapartum and newborn care in Ethiopia specifically in the study area.

The majority of the available studies mostly focused on survey-based client satisfaction (25–27), and few studies tried to assess the quality of intrapartum care through structure, process, and outcome of quality measurement (28). However, the relationship between the quality of the input and process of the intrapartum care was not evaluated in the previous studies. Therefore, the purpose of this study is to fill the knowledge gap by objectively assessing the quality of intrapartum and newborn care through survey and service provision observation methods. Furthermore, the association between the input and process quality of intrapartum care is examined in the current study.



Materials and methods


Study design, period, and setting

A facility-based cross-sectional study design was conducted from March to April 2023 in the public health facilities of Wolkite town. Wolkite town is the administrative center of the Gurage Zone in Central Ethiopia and is located 155 km west of the capital city of the country, Addis Ababa. The town has three sub-cities and six kebeles (small administrative units). According to Wolkite town’s administration health office, the total population is expected to be 61,309. Out of the total population, 31,268 (51%) are females, and the rest 30,041 are males. The number of women who are in the child-bearing age group (15–49) is 13,568; from this, 2,128 are pregnant and expecting deliveries. There are three government health centers, one specialized hospital, one primary hospital, and 11 private clinics in the town. In Ethiopia including the study setting there is a medical cost exemption for maternal health services consisting of antenatal care (ANC) and intrapartum care provision. However, clients may experience the cost of transportation and other associated expenses.


Populations and sample

All mothers who gave birth at public health facilities of Wolkite town were considered the source population. All mothers who gave birth at public health facilities of Wolkite town during the period of data collection were included in the study, while mothers who came for elective cesarean section delivery during the period of data collection period were excluded. Moreover, all public health facilities providing maternity services were included in the study. A total of 185 laboring mothers and skilled birth attendants from five health facilities were included in the study.

Sample size calculation for laboring mothers was determined by a single proportion of a finite population with a 95% confidence interval and marginal error (d) of 5% and by taking a 12.6% proportion (P) of respectful maternal care (29). Adding 10% to the non-response rate, a total of 185 mothers attending obstetric care were selected for the observation and document review. By considering the assumption of delivery attendance, a consecutive random sampling method was applied in the selected health facilities. The study participants were allocated proportionally to each health facility based on the number of delivery services provided in each health facility for 3 months prior to the study period.



Study variables


Dependent variable

Quality of intrapartum care is a composite variable measured using 92 items taken from the WHO guidelines, national guidelines (3, 30), and other studies that are consistent with the national guidelines. The included assessment of activities during the examination of mothers at admission, care during the various stages of labor (first, second, third), and the immediate postpartum period and infection prevention practice. The response of each item was rated 1 for “yes” and 0 for “no” by giving equal weight to all items. Then, the quality of intrapartum care was measured as good process quality if they scored ≥75% from process quality domain items (31).



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 health facilities), interpersonal process-related (privacy, respectful, information provision politely, support and involvement of family members), health professional-related (profession, sex, and experience), and technical process-related (adherence to established standard care).

Input quality was measured using 40 items adopted from the WHO standards and other studies that are consistent with the national guidelines (3). These include the availability of basic equipment, infrastructure, and essential drugs. The response of each item was rated 1 for “yes” and 0 for “no” by giving equal weight to all items. Thus, input quality was measured as good quality if they scored ≥75% of the input quality score (31).

Quality of newborn care was measured using 11 items adopted from the WHO standards similar to the national guidelines (3, 30). This is part of the intrapartum quality care. The response of each item was rated 1 for “yes” and 0 for “no” by giving equal weight to all items. If they scored ≥75% of the items, they are considered as receiving good quality care (31).

Friendly mother and newborn care was measured using nine items. The response of each item was rated 1 for “yes” and 0 for “no” by giving equal weight to all items. Good friendly care was measured if they scored ≥75% of friendly care criteria (3). This is part of the intrapartum quality care (31).

Comprehensive emergency obstetric and newborn care (CEMONC) is a set of key obstetrics services or signal functions for pregnant women and newborns that may experience fatal complications, such as severe bleeding, infection, prolonged or obstructed labor, eclampsia, and asphyxia in the newborn (32).

Completeness of the partograph was measured using 14 items. The response of each item was rated 1 for “yes” and 0 for “no” by giving equal weight to all items. Completeness was assessed if ≥80% of the 14 items were filled correctly in the partograph to be categorized as a complete partograph (31).

Knowledge of a skilled birth attendant (SBA) was measured using 17 items. Firstly, the responses for each item were coded as “1” if the response was correct, otherwise coded as “0.” Secondly, individual responses to each item was summed up. Finally, individuals who correctly responded ≥70% of the knowledge items were categorized as having “good knowledge”, otherwise coded as having “poor knowledge” (31).




Data collection tools

To assess the quality of intrapartum and newborn care, the data were collected by using observation, document review, structured interview guide, and facility audit. Data collection tools that were in line with national guidelines were adapted from different literature, and WHO standard was used to collect all the necessary data (3, 11, 31, 33). A facility inventory checklist was used to assess the input component to interview the head of the facility and experienced maternity about the availability of equipment, drugs, and supplies at the time of the data collection period to assess input quality care. An observation checklist was used to observe service provision during childbirth care starting from admission in the labor ward till the immediate postpartum period to assess the quality of intrapartum care, newborn care, and women- and newborn-friendly care. A structured interview guide was used to conduct interviews with SBAs to describe their experiences and knowledge level. A document review form was used to gather data from the mothers’ charts to assess the completeness of the partograph.



Data collection procedures

There were two BSc public health professionals as supervisors and seven BSc midwives as data collectors who were working in health facilities other than the study area. The data collectors were properly dressed and had an adequate number of unfilled questionnaires. Written informed consent and permission letters from the maternity ward were obtained prior to the survey. The data collectors explained the purpose of the study for both the mother and healthcare professional, and written informed consent was obtained from both before starting data collection. First, the data collector identified of availability of basic resources for the provision of intrapartum and newborn care using observation and interviewing the 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, including history taking, physical examination, diagnosis, and women-friendly care (interpersonal and technical aspects). The observation covered the active phase of the first stage of labor, followed by continuous observation of the second and third stages of labor, newborn care, and the immediate postpartum period. Additionally, the document about partograph usage was reviewed. To minimize observer bias between data collectors and the Hawthorne effect, the first three observations were excluded from the data analysis.



Data processing and analysis

To assess the quality of intrapartum and its predictors, both descriptive and inferential statistics were 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 were 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 necessary corrections were made. Descriptive and summary statistics were computed. Binary logistic regression was performed to identify determinants of maternal satisfaction with the quality of intrapartum care. Variables with p-values of ≤0.25 in the bivariate analysis outcome were selected and included in the multivariable regression analysis. Finally, adjusted odds ratios with 95% confidence intervals and p-values <0.05 were considered significant independent factors of maternal satisfaction with the quality of intrapartum and newborn care. Model fitness was checked using the Hosmer–Lemeshow test (p = 0.772) by randomly inserting some of the variables whether the measured items correctly explained the dependent variable (quality of intrapartum care).



Data quality assurance

To enhance the quality of the data, the data collectors and supervisors were trained for 2 days on the objective and methodology of the research and data collection approach. The questionnaires were translated into the local language Amharic to increase the response rate. Then a questionnaire developed in Amharic was back translated into English to ensure the validity of the question. Regular supervision and meeting were made daily, and any problems raised during data collection were solved immediately. Pre-testing of the questionnaire was performed on 5% of the sample in Agena primary hospital which was not included in the actual study, and the questionnaire was modified based on the result of the pretest study. To check the internal consistency of the questionnaires, Cronbach's α test was performed (α coefficients = 0.904). All the questionnaires and data were checked for completeness and accuracy before, during, and after data collection, and double data entry was used to avoid data entry errors.



Ethical consideration

The ethical issues were considered throughout the study by considering the basic ethical research principles. Ethical clearance was obtained from the institutional review board (IRB) of 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 were given detailed information about the aims and methods of the study prior to the interview and observation, and written informed consent was obtained to participate in the current study. Confidentiality of information and privacy of participants was assured, and a close and harmonious relationship was established.





Results


Sociodemographic characteristics

In this study, service provision sessions were observed for 185 mothers and healthcare professionals in charge of providing the services for these mothers. More than half of the mothers were within the age range of 25–34 years. The majority (83.9%) of respondents were Gurage by their ethnicity, and almost all 175 (94.5%) were married. Of the total mothers, 90 (48.6%) attended primary school. Regarding health professionals, more than half of the skilled birth attendants who gave the service were female 106 (57.3%), their work experience is within the range of 2–5 years 81 (43.7%), and 84 (45.4%) of deliveries were conducted by degree-level midwives (Table 1).


TABLE 1 Sociodemographic characteristics of mothers and healthcare professionals study on quality of intrapartum and newborn care in public health facility Wolkite town, Central Ethiopia, 2023 (N = 185).
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Availability of resources and infrastructure (input quality)

In the five health facilities, 20 focal health professionals were interviewed, and verification by observation was conducted to assess input quality. Accordingly, out of the five health facilities, only three scored ≥75% of input quality items and were considered as having a good input quality. All facilities have electric power whereas only two had a standby backup automatic generator which starts within 5 min. 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 health facility.

Regarding human resources, all skilled healthcare professionals working in the delivery room and included in this study did not receive refresher training on managing obstetric complications, and only one facility has at least one skilled birth attendant trained to provide neonatal resuscitation. In addition, most of the health facilities lack towels to dry and wrap babies after delivery. Only one health facility has a functional toilet with shower service. Among the studied health facilities, only one health center and two hospitals gave all BEmONC and CEmONC signal functions, respectively (Table 2).


TABLE 2 Availability of infrastructure, human resources, drugs, and supplies for quality of input dimension in public health facilities of Wolkite town, Central Ethiopia 2023 (N = 5).
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Quality of intrapartum care

In this study, 185 deliveries were observed, and only 35.1% (95% CI: 28.3%, 41.9%) of mothers received good-quality intrapartum care. During labor admission, first stage, second stage, and third stage of labor and during the immediate postpartum period, 51 (27.3%), 64 (34.6%), 141 (76.2%), 153 (82.7%), and 91 (49.2%) of mothers received good-quality care, respectively (Figure 1). In the current study, 107 (57.8%; 95% CI: 50.4%, 65%) of mothers and newborns received maternal- and newborn-friendly care during the intrapartum period. Additionally, the finding of this study revealed that only 73 (39.5%; 95% CI: 32.4%, 46.9%) laboring mothers' partographs were completely and properly recorded during the progress of labor (Table 3).


[image: Figure 1]
FIGURE 1
Proportion of good quality of intrapartum care in public health facilities of Wolkite town, Central Ethiopia, 2023.



TABLE 3 Quality of intrapartum care aspect in public health facilities of Wolkite town, Central Ethiopia, 2023 (N = 185).
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Quality of newborn care

According to the 2016 WHO quality standards, the experience of newborn care was assessed. The findings of this study show that the overall quality of newborn care was 69.7% with 95% CI (62.6%, 76.3%) (Figure 2). In this study, almost all 172 (93%) of newborns started breastfeed within one 1 h. Vitamin K and TTC were administered to 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.


[image: Figure 2]
FIGURE 2
Quality of newborn care in public health facilities of Wolkite town, Central Ethiopia, 2023.



Factors associated with quality of intrapartum care

By using both bivariate and multivariable logistic regression analysis, this study identified that input quality, experience of healthcare providers, training, and maternal- and newborn-friendly care were significantly associated with the quality of intrapartum care.

The odds of mothers who gave birth in health facilities with good quality in input component were 4.5 times more likely to get good-quality intrapartum care than those who gave birth in health facilities with poor input component (AOR = 4. 52 95% CI: 1.31, 14.98). Mothers who get care from health professionals with ≥5 years of experience were seven times more likely to get good overall quality intrapartum care than their counterparts (AOR = 7.23, 95% CI: 1.49, 35.84). Mothers who get friendly healthcare were seven times more likely to receive good overall quality intrapartum care than their counterparts (AOR = 6.89, 95% CI: 1.34, 35.62). In addition, mothers who received care from trained skilled birth attendants were six times more likely to get good overall quality intrapartum care than mothers who received care from professionals who did not get refresher training on intrapartum care (AOR = 5.82, 95% CI: 1.91, 13.61) (Table 4).


TABLE 4 Binary and multilevel logistic regression model of factors associated with good-quality intrapartum care in public health facilities Wolkite town, Central Ethiopia, 2023 (N = 185).
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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 shows that none of the skilled healthcare professionals have received the capacity building to manage obstetric complication training in all health institutions and that only one (20%) facility skilled birth attendant was trained to manage neonatal resuscitation to provide quality care, which is consistent with the findings of a study conducted in Addis Ababa, where none of the skilled birth attendants had completed all components of Comprehensive Emergency Obstetric and Newborn Care (CEMONC) training (34). The similarity in the governing health system could be a contributing factor.

In this study, three (60%) of the health facilities met the necessary input quality aspect, which was comparable with a study conducted in Bangladesh where only 57.1% and 52.7% of district hospitals and maternity and child welfare centers met all items of infrastructure, respectively (35). The finding of this study is also consistent with that of another study conducted in Zanzibar, where out of five hospitals, only 60% fulfilled the minimum standards of a skilled healthcare provider (36). 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. In contrast, a study in Jabi Tehinan district, Ethiopia, indicated that 49% of mothers had access to good-quality human and material resources (37).

In this study, only 40% of the facilities had water accessibility in delivery wards, similar to a study in Nigeria where only 38% of facilities had running water near the delivery ward (38). However, a study in Tanzania and Kenya showed that only 7% and 18% of facilities had water accessibility, respectively (39). In this study, only 40% and 80% of facilities had functional incubators and bags/masks for newborn resuscitation, respectively, similar to a study in Kenya, where only 50% and 80% of the hospitals had incubators and bags/masks for newborn resuscitation (40). Such variation could occur as a result of the system’s strength and the focus on healthcare service. In this study, only two (40%) health facilities provided towels for drying and covering the babies immediately after birth. This finding was in line with another study conducted in southern Ethiopia where 45.6% of mothers dried their babies with prepared towels (41). A study conducted in six sub-Saharan African countries revealed that the largest gap in newborn care was the lack of towels for drying the newborns (42), which is a basic action for preventing hypothermia.

Developing detailed and written standards of care is crucial for good-quality care at the time of childbirth, and the process aspect is actual intrapartum care between provider and client interaction (28). In this study, only 35.1% (95% CI: 28.3%, 41.9%) of mothers received good-quality intrapartum care, which was consistent with a study conducted in the northern part of Ethiopia in which only 31.25% of health facilities met process quality care (28). The similarity in the governing health system, the low levels of health professional's skills, and the comparably poor health infrastructure could be contributing factors. On the other hand, the finding is higher than that in a study in Ghana in which only 18% of health facilities met process quality care (43) and lower than that in a study in Ethiopia in the Wolayta zone in which only 40.8% of mothers received the standard care (44). The incompetence of the healthcare experts, an insufficient quantity of healthcare professionals, and the lack of quality monitoring could be causes of poor-quality intrapartum care (45).

The lack of adherence to recommended infection prevention procedures puts healthcare professionals, clients, and the general public at a greater risk of contracting infection and illness and leads to low-quality care. In this study, infection prevention practices, such as hand washing before physical examination, were performed only for 8.1% of mothers and only for 31 (16.8%) of mothers before delivery. This was similar to a study in Côte d'Ivoire where only 6.71% of caregivers practiced washing their hands before the examination (46). This study showed that proper gloving on both hands before vaginal examination was practiced only for 46.5% of mothers, which is higher than that in a study in Burkina Faso where 7.96% of care providers used sterile gloves for vaginal examinations (46). This could be caused by the different types of facilities including study settings and the lack of skilled care providers.

In this study, proper partograph utilization was 39.5% (95% CI: 32.4%, 46.9%), which was higher than that in various studies conducted in different regions of Ethiopia where 10.1%, 25%, and 23.8% of the facilities used partograph properly (28, 47, 48). This variation could be due to the availability of well-planned and executed programs, effectiveness of mentoring, supportive supervision, and commitment towards using partographs routinely for each laboring mother.

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 that in a study carried out in Tigray, which revealed that only 47.2% of mothers and newborns experienced friendly care throughout delivery (31). This could have an impact on future prenatal, delivery, and postpartum maternal health service consumption and reduce maternal and infant mortality. The result of this study showed that only 29.2% of mothers were allowed companionship during delivery, which was higher than that in a study in Arbaminch town (13.8%), Ethiopia, and this finding was similar to the findings of a study in Kenya and Bangladesh where only 29% and 39% of mothers were allowed companionship during childbirth, respectively (49–51). The closeness between these findings could be due to the actual quality of care that was delivered during childbirth.

In this study, the overall immediate postnatal care for the women and their newborns before discharge from the health facilities was only 49.2% (95% CI: 42.2%, 56.2%), which was higher than that in a study done in theWolaita zone (34.9%) in Southern Ethiopia (52). The reported discrepancy is related to the scope of the studies, study sites, and the components of quality measurement indices. Since, postpartum hemorrhage is a danger that all newly 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 h (13). 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 the immediate postpartum period. However, the finding was higher than that in another study conducted in Tigray region primary hospitals at 45.5% (53). This variation could be due to different study setting and study time. This indicates the need to have regular updating and auditing in the clinical areas to ensure the best standard care practices.

The overall newborn quality of care in this study was 69.7% (95% CI; 62.6%, 76.3%). The finding is almost similar to that of a study in Tigray in that 67.6% of newborns received good-quality newborn care (31). It is higher than that of a study conducted in West Guji which showed that the good-quality essential newborn care was only 17.9% (54). This discrepancy in the outcome could 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.

This study found that 38.4% of newborns were ensured skin-to-skin contact with their mothers, similar to a study in other regions of Ethiopia which showed that only 35% of newborns had skin-to-skin contact with their mothers (11). In contrast, this finding is lower than that in a study conducted in Kenya in which 57% of newborns received skin-to-skin contact with their mothers after childbirth (55). Although they 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.

This study found that input quality, training, health professional experience, and maternal- and newborn-friendly care were significant predictors of good-quality intrapartum and newborn care. The findings of this study show that health facilities with good input quality care provided better intrapartum and newborn care. Facilities with good infrastructure and other resources were more likely to provide better quality care than their counterparts (56). Healthcare providers who received training in partographs, basic emergency obstetric and infant care training, and proper training in evidence-based intrapartum care provided better intrapartum and newborn care than their counterparts. This finding is supported by a study conducted in another region of Ethiopia (57).

Additionally, this research showed that care provider's experience were independent predictors of observed intrapartum and newborn care quality. This finding was supported by a study conducted in Wolayta zone, Southern Ethiopia (44). The study indicated that maternal- and newborn-friendly care was also a significant predictor of observed service quality. This finding was in line with a study conducted in Tigray which revealed that mother- and infant-friendly care services was one of the independent predictors of quality intrapartum and newborn care (31, 33).



Strength and limitation of the study


Strength of the study

This study aimed to evaluate various aspects of quality, including the availability of basic infrastructure, essential medications and instruments, the competence of providers (process), and predictors of good-quality intrapartum care. Different approaches (interview, service provision observation, and document review) were used for specific purposes. The study included all of the public health facilities in Wolkite town to make them representative of the findings. The use of the two aspects of quality (input and process) and their association was the most advantageous aspect of this study.



Limitation of the study

A limitation of this study is the possibility of observer bias among data collectors and the Hawthorne effect. However, to reduce this impact, the first three observations from each skilled attendant were excluded. The observation aspect of this study did not include caesarian section deliveries. The majority of laboring women arrived at the facility after the first stage of labor had been completed at home, which necessitated extending the data collection period to recruit enough participants to meet the sample size. Additionally, it is difficult to observe the second stage of lobar when some laboring mothers elect to have a cesarean section. The application of multilevel analysis would have helped identify individual- and group-level factors associated with the quality of intrapartum care.




Conclusion

The quality of intrapartum and newborn care in this study area was suboptimal. Clients are not receiving intrapartum care with state-of-the-art knowledge and current clinical best practices. Input quality, training, health professional experience, and maternal- and newborn-friendly care were significant predictors of good-quality intrapartum and newborn care. The local and national health systems should focus on improving the infrastructure of public health institutions including the sustainable provision of medicines, basic supplies, diagnostic services, and water and sanitary facilities required for maternal and newborn care. Additionally, regular monitoring of health facilities is crucial to improve the quality of intrapartum and newborn care provided. Care providers' adherence to the standard procedures and guidelines should be improved through training, supervision, and regular monitoring and evaluation. It is also important to implement respectful maternity care to improve intrapartum care by supporting mothers during delivery, ensuring consented care, and preventing abandonment of care. Further studies should be conducted to identify additional factors affecting the utilization of quality intrapartum and newborn care.
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Training No 42 112 1 1
Yes 2 8 7.67 (3.18, 18.7) 5.82 (1.91, 13.61) 0.008

Knowledge Poor 20 90 675 (3.46, 13.8) 0.18 (001, 2.80) 0224
Good 45 30 1 1

Appropriate use of partograph No 2 94 0.16 (0.08, 0.32) 0,65 (0.04, 10.11) 0.759
Yes 4 2 1 1

Fiendly care No 18 57 1 1
Yes 47 63 236 (1.23, 4.53) 690 (1.34, 35.62) 0021

Maternal education Unable to read and write 6 14 0.19 (0.04, 0.86) 176 (0.09, 35.89) 0714
Read and write 5 20 0.19 (0.04, 0.79) 0.168 (001, 3.17) 0234
Primary (1-8) 2 65 029 (0.09, 0.94) 0.13 (001, 1.19) 0.70
Secondary (9-12) 2 13 133 (038, 4.67) 043 (0.04, 4.81) 0.495
College/university 8 6 q 1

Maternal resident Rural 24 63 053 (0.29, 0.98) 0.64 (0.18, 2.23) 0.486
Urban 4 57 1 1

ANC follow-up for current birth No 6 11 089 (0.13, 1.22) 0.07 (003, 1.58) 0.094
Yes 64 104 1 1

Input quality Poor 7 67 1 1
Good 62 7 12.11 (889, 38.87) 452 (131, 14.98) 0.000

Type of health facility Health center 13 4 254 (089, 7.77) 114 (013, 10.27) 0.909
Primary hospital 47 39 7.83 (347, 26.9) 9.87 (134, 25.49) 0.076
Referral hospital 6 39 1 1

Bid wilus Indicate alewdicanily saoctated fctoss.
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