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Abstract 

Background: During 2019, neonatal conditions in Ethiopia accounted for 55% of under‑5 deaths, with 33 neonatal 
deaths occurring for every 1000 live births. More than 80% of all newborns deaths are caused by preventable and 
treatable conditions with available interventions. In Ethiopia, mortality rates for newborn babies have remained stub‑
bornly high over the decades.

Objective: This research aimed to assess the quality‑of‑service provision for newborns in the primary healthcare 
units in the North‑West of Ethiopia.

Methods: A cross‑sectional survey design was employed. Interviewer‑administered questionnaires were adminis‑
tered to 221 health workers and health extension workers, and health facility readiness assessment was done in 142 
health facilities including 3 Primary hospitals, 76 Health centres and 63 Health posts from April to July 2017. Data was 
entered into the EpiData 3.1, exported to SPSS and STATA for analysis. Descriptive and regression multivariate analysis 
was applied.

Results: Out of the 10 quality of newborn care variables, 8.7 [95%CI: 6.03–11.303], the highest mean was achieved 
by primary hospitals, followed by urban health centres with a 6.4 mean [95%CI:5.168–7.601]. However, nearly half of 
the rural health centres were providing quality of newborn care at the mean of 5.7 [95%CI: 5.152–6.18], and below 
half was provided by health posts, 4.5 [95%CI: 3.867–5.116]. From the seven emergency newborn care signal func‑
tions, primary hospitals had a higher mean score, 6.3 [95%CI: 6.007–7.325] and rural health centres had the lowest 
mean score, 2.3 [95%CI: 2.043–2.623]. The availability of essential equipment is also significantly associated with the 
quality of neonatal care provision in the health facilities (p < 0.05). Overall, the effectiveness of the neonatal healthcare 
services has a significant association with the health facility readiness score [95%CI: 0.134–0.768].

Conclusion: The quality of newborn care was high at the higher‑level health facilities and lower in the lower‑level 
health facilities such as rural health centres and health posts, where these facilities are an entry point to the health 
system and are expected to provide the essential newborn care services to the majority of the rural communities. In 
addition, the provision of emergency newborn care signal functions was critically low in rural health centres where 
these are referral receiving health facilities from health posts. Thus, rural health centres and health posts should be 
targeted to improve their readiness to provide the quality of services for newborns as per their expected level of care.
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Background
The first 28 days of life – the neonatal period – is the 
most vulnerable time for children under the age 5. At 
the global level, under-5 years of children face the high-
est risk of dying in their first month of life at,17 deaths 
per 1000 live births (LBs) in 2019 and the neonatal deaths 
accounted for 47% of global under-five deaths. About a 
third of all neonatal deaths occurring within the first day 
after birth, and close to three-quarters occurring within 
the first week of life [1]. In 2019, neonatal conditions in 
Ethiopia account for 55% of under-5 deaths, with 33 neo-
natal deaths occur for every 1000 LBs. Mortality rates 
for newborn babies have remained stubbornly high and 
about 109,000 newborns die every year in Ethiopia [1, 
2]. More than 80% of all newborn deaths are caused by 
preventable and treatable conditions with available inter-
ventions [3, 4]. In Ethiopia, in 2017, the most common 
causes of newborn death are intrapartum related events 
(birth asphyxia & birth trauma) (30%), preterm birth 
complications (26%), sepsis & tetanus (18%), pneumonia 
(8%), diarrhoea (1%), congenital abnormalities (11%) and 
other conditions (7%) [5].

In addition, quality of care is not offered for newborns 
and mothers who are already visiting the health system. 
Too many mothers and newborns miss out on key inter-
ventions that can save their lives [6]. The assessment 
done on newborn care in four countries [7] reported that 
within primary healthcare and referral level health facili-
ties, the newborn care services provision is found to be 
in poor quality; and this poor quality is exacerbated by 
deficient competency by health professionals. In the first 
level healthcare service provision and referral level, the 
quality of newborn care is generally substandard; and the 
limited knowledge and skills among providers contrib-
uted to poor quality of newborn care [7].

In Ethiopia, in 2019, 48% of births occurred in the 
health facilities and only 35% of newborns received post-
natal care (PNC) check-up within 48 h after birth [2]. In 
this country, there is a wide regional difference in neona-
tal mortality, where neonatal mortality rates range from 
a low level of 21 per 1000 live births in Addis Ababa (the 
capital city of Ethiopia) to a high rate of 54 per 1000 live 
births in the Amhara region. Before reaching the age of 
1 month, 17% more newborn infants die in the Amhara 
region than in the nation [8]. To fast-track the reduction 
of deaths in under-5 years, prioritizing newborn condi-
tions is very crucial for Ethiopia.

Objective
This research aimed to assess the quality of service provi-
sion for newborns in the primary healthcare units in the 
North-West of Ethiopia.

Methods
Study design and setting
A cross-sectional survey design [9, 10] was employed to 
assess the quality of newborn care in the primary health 
care units (PHCUs) of West Gojjam zone, North-West 
of Ethiopia. West Gojjam is one of the 11 administra-
tion zones in the Amhara regional state, with 2,463,004 
estimated total population for 2015, consisting of fifteen 
districts (woredas). In 2017, the zone has three primary 
hospitals (PHs), 91 health centres (HCs) and 373 health 
posts (HPs). Since there were only three primary hospi-
tals, all were included in the study. The Ethiopian health 
care delivery system is organised into three tier systems. 
At the bottom of the health system, the primary health 
care delivery encompasses health posts, health centres 
and primary hospitals. The health post provides service 
to a population of 3000 to 5000, health centre that pro-
vides service to an estimated population of 15,000 to 
25,000, and primary hospital also provides services to 
about 100,000 catchment population [11, 12]. Maternity 
care (antenatal care, delivery, and postnatal care), and 
newborn care services through the newborn corner, inte-
grated management of newborn and childhood illnesses 
(IMNCI), and essential newborn care are key compo-
nents of services provided at the health centres and pri-
mary hospitals. In addition, newborn intestine care unit 
level one and emergency surgery (including Caesarean 
sections and blood transfusions) are available at the pri-
mary hospitals. In addition, antenatal care, postnatal 
care, integrated community case management (iCCM) of 
common childhood illnesses and community based new-
born sepsis management are the responsibility of Health 
Extension Workers at community level in the health post 
or Kebele (the lowest administrative unit, with 5000 pop-
ulation) [11–13].

Study population
The targeted population was all health workers in PHs 
and HCs who were working in maternity ward (delivery 
and early post-natal) and under-five clinics and all health 
extension workers (HEWs) who were working in the HPs 
in selected heath facilities in all the fifteen woredas (Dis-
tricts) of the administrative zone.

Inclusion and exclusion criteria
All functional PHCUs and all health workers (HWs) and 
HEWs working maternity & early postnatal care ward and 
under-five clinic/outpatient department were included in 
the selected woredas. However, PHCUs which were not 
functional for various reasons and professionals who 
didn’t work in maternal and newborn health services 
were excluded.
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Sample size determination and sampling procedure
StatCalcEpi info version 7 statistical software was used 
to calculate the sample size. The PHCUs/HCs were the 
study units and the following assumptions were consid-
ered to calculate the sample size: ninety-one PHCUs as 
a total population size; prevalence is considered as 50% 
the reason that no similar study was done so far; confi-
dence limits is 5%; confidence level is 95%; design effect is 
1 and clusters is considered as 1 to obtain the final sam-
ple of 71 PHCUs (71 HCs and 71 HPs). Having all the list 
of PHCUs from the zone and confirmed by the respective 
woredas, the PHCUs were selected by a simple random 
sampling technique. In addition, one HP was selected by 
same methods with the available HPs from each selected 
PHCU catchment’s. From the selected PHCU, two health 
workers in PH and HC who were working in maternity 
ward (delivery and early post-natal) and under-five clinic 
and one HEW who was working in the HP were selected 
(Fig. 1).

Data collection tool
The questionnaire was composed of three major parts, 
including background and health facility identification, 
maternity unit (antenatal care, delivery, and postnatal 
care and neonatal health services and management of sick 
neonates in under-five clinics. Overall, this questionnaire 
was used to solicit information from a sample of health 
service providers on their qualification, position, train-
ing, experience and supervision they received, and a set 
of service specific knowledge questions, case scenarios 
to capture correct practices on resuscitation, immediate 
newborn care of stabilized baby, thermal care, immedi-
ate care of very low birth weight and breastfeeding advice 
were included. In addition, to collecting information on 

general facility readiness, focusing on maternal and new-
born health such as facility infrastructure (electricity, 
water), staffing, availability of basic supplies and equip-
ment, medicines and commodities, infection prevention, 
and laboratory diagnostic under- different subtitles. The 
questioner was designed for both interview and observa-
tion to confirm the availability of the requested items.

Data collection
From April to June 2017, questionnaires were admin-
istered by the trained data collectors at 221 HWs and 
HEWs in 142 health facilities including 3 PHs, 76 HCs 
and 63 HPs; two health workers per PH and HC and one 
HEW per HP. All the 15 woredas in the West Gojjam zone 
were represented by the selected health facilities. The 
questionnaire was composed of questions that require 
observation and verification by checking the availabil-
ity and functionality of essential maternal and newborn 
supplies, equipment, medicines, and documents in the 
health facility. There were also questions that were check-
ing the knowledge and practice of the healthcare provid-
ers that inquired, avoiding probing/seeing from the list of 
options. As a result, the researchers employed an inter-
viewer-administered questionnaire with a combination of 
interviews of the health care providers and observation & 
verification for the health facility assessment.

Clinical scenario to assess the quality of essential newborn 
care
Among the health workers (HWs) who were working in 
the maternity ward in the primary hospitals and health 
centres, and health posts who might imminent labour, 
a clinical case scenario was offered to understand the 
quality of newborn resuscitation when they are facing a 

Fig. 1 Participants follow chart
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similar scenario in their respective health facilities. HWs 
were asked about the type of services they perform if 
they are facing a woman in labour at their facility with 
the foetal heart rate being more than 160 beat per min-
ute, on examination, her cervix is fully dilated, and the 
baby’s head is on the perineum. Preparing the mother 
for immediate delivery and resuscitating the baby was 
spontaneously mentioned by 100 (80.6%) and 62 (50%) 
of HWs respectively. The scenario was continued as if the 
baby is delivered and with normal weight, but baby does 
not cry after delivery. The HWs were asked about the ser-
vices provided if the baby is not crying.

From the above clinical scenario, 13 actions from the 
three domains including actions for resuscitation, fol-
low-up care after resuscitation and thermal care were 
expected as a spontaneous response by the respondents. 
Each main domain had 5, 3 and 5 actions respectively. 
Each main category had a total score of 10; and all the 
three domains had a total sum score of 30. Each response 
was given a different score out of a 10-point ranging from 
1.16 up to 4.34 as per its importance for each domain. 
The questions and the score given for each action was 
used from the research done in Ghana [14].

Data quality control
The survey questionnaire is adapted from newborn ser-
vices rapid health facility assessment tool [15], to evaluate 
the quality & access at primary health care level [16], ser-
vice availability readiness assessment manual [17], rapid 
health facility assessment for core maternal, neonatal, 
and child health services at the primary level [18] and a 
health facility assessment tool for the quality of newborn 
care in rural Ghana [14]. Ten experienced health pro-
fessionals in neonatal and child health services, at least 
first degree in nursing or health officers and who speak 
Amharic (the local language) were selected, trained and 
deployed in the field. Two days of training was provided 
for field workers and the questionnaire was pre-tested in 
two PHCUs which were not included in the study results.

Operational definitions
Neonate/Newborn
An infant between 0 and 28 days old [19, 20].

Quality of service
The provision of services to the newborns as per the 
standard to improve desired health outcomes [21].

Primary health care unit
The lower level health care delivery functions in the 
primary health care that comprises five satellite health 
posts, one health centre and primary hospital [22].

Factors
Variables that cause, influence or determine to offer qual-
ity of service provision to newborns [19].

Low birth weight
If the weight of the newborn is between 1500 and 2500 g 
[23].

Very low birth weight
If the weight of the newborn is less than 1500 g [23].

Tracer essential medicines, equipment and supplies relevant 
for post‑delivery newborn, and maternal &  newborn  care 
Seventeen and thirteen tracer functional essential equip-
ment and supplies were selected for Primary hospitals, 
HCs, and HPs respectively to compute the mean per-
centage availability at each health facility. The follow-
ing thirteen common essential equipment and supplies 
for all kinds of health facilities were selected, including 
newborn bag and masks (two sizes of neonatal masks), 
resuscitation table with health sources, infant/baby 
weighing scales, sink with soap or hand disinfectant for 
hand washing, towel for drying babies, cord ties, cord 
clamps, blood pressure machine (sphygmomanometer), 
fetoscopes, surgical gloves, graduated cup to measure 
expressed breastmilk, suction machine or nasal aspira-
tors, and thermometers. In addition, four equipment 
including oxygen concentrators, cylinder, radiant warmer 
and vacuum extractors for delivery were included in the 
tracer equipment and supplies for PHs and HCs.

Tracer medicines for maternal and newborn health: 
the following ten tracer medicines were selected from 
Primary hospitals and Health centres including inject-
able oxytocics, ampicillin, gentamicin (20 mg/2 ml or 
80 mg/2 m), anticonvulsant (magnesium sulphate or 
diazepam), dexamethasone, and vitamin K (phytometh-
adione), intravenous (IV) fluids with infusion sets, amox-
icillin (dispersible tablet or syrup), nevirapine, and small 
size syringe and needles. On the other hand, only three 
tracer essential medicines including amoxicillin, gen-
tamicin injection and small syringe and needles were 
selected at health posts level to compute the mean per-
centage score.

Variables definitions
Dependent variable
The quality of newborn care service provision outcome 
variable was constructed from the five variables index, 
including the essential newborn care, care provided for 
low-birth-weight babies, monitoring postnatal care, sig-
nal functions for emergency newborn care, and newborn 
death audit. All five variables index included in the qual-
ity of newborn care (QNC) service provision are not on 
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the same scale, and it was given equal weights and recali-
brated to the range between zero and 10, with the highest 
score indicating better QNC service at a different level of 
health facilities.

The effectiveness of the neonatal health care services 
in the primary health care units’ composite index score 
was defined and measured by a composite index of qual-
ity of newborn care service provision, quality of sick 
young infants’ case management, and service utilization 
of sick young infants in the health facilities. All variables 
were given equal weights and recalibrated into a range 
between zero and 10 [24] with a higher score showing 
a better effectiveness of neonatal health care services. 
Cronbach’s alphas were also calculated to assess the 
internal reliability of the 11-health facility readiness items 
in measuring the underlying construct of the effective-
ness of the neonatal health care services. It is expressed 
as a number between 0 and 1; and internal consistency 
The Cronbach’s alpha for the 11 facility readiness items 
was 0.5 which less than 0.7 from the acceptable value of 
alpha value [25].

Independent variables
Total number of skilled birth attendants available in the 
health facilities, percent of health workers received new-
born health training in the last 1 year, percent availabil-
ity of basic amenities in the health facilities, percent of 
essential equipment available in health facilities, percent 
of essential drugs available in health facilities, number of 
laboratory tests available in the health facilities, essen-
tial newborn care clinical scenario score, quality of care 
for very low birth weight babies’ clinical scenario score, 
overall newborn care knowledge of health providers 
managing sick children and newborns, percent of referral 
communication and percent of health facilities received 
supportive supervision in the last 3 months.

Ethics approval and consent to participate
This study was conducted under the ethical principles of 
the Declaration of Helsinki. The study was approved by 
the Research and Ethics Committee from the Department 
of Health Studies, University of South Africa (UNISA) 
(Ref no: HSHDC/489/2015). The Amhara regional health 
bureau and West Gojjam Zone provided permission to 
conduct the study. Furthermore, the directors of PHs 
and HCs, and heads of the HPs also offered permission 
to conduct the study. Written informed consent was 
obtained from the study participants before the inter-
view. Information on the study’s purpose, procedures, 
risks, burdens and benefits, as well as confidentiality and 
voluntariness of participation was provided to all poten-
tial participants as part of the informed consent process. 
Privacy and confidentiality of information provided by 

each participant were maintained throughout the study, 
and which were used exclusively for statistical purposes, 
were assured at all times. In addition, names and other 
specific addresses were not recorded and reported.

Data analysis
Data was entered into the EpiData  3.1, exported to the 
Statistical Package for Social Science (SPSS Windows 
version 23) and STATA version 15 for analysis. Descrip-
tive and regression multivariate analysis were applied 
to have a comprehensive description of the quantitative 
data and statistical relationship or association of vari-
ables. The analysis was presented in a table format with 
numbers, percentage, frequencies, means, p-value and 
confidence interval. A p-value of less than 0.05, was con-
sidered as major test value. In most of the variables, a 
mean was used to report the findings with a 95% confi-
dence interval (CI).

Results
Socio‑demographic characteristics
Out of the total 142 surveyed health facilities in the West 
Gojjam zone, 63 (44.4%) were rural health centres and 63 
(44.4%) health posts (HPs) (Table 1).

Fifty-six (40.6%) of interviewed health providers in 
the maternity units had midwife diplomas or degrees, 
while HEWs accounted for 63 (45.7%). Similarly, of the 
total health providers interviewed in under-five clinics, 
63 (44.4%) were HEWs, followed by nurses 51 (35.9%) 
(Table 2).

Emergency newborn care (EmNeC)
Emergency newborn care (EmNeC) was assessed by ask-
ing the seven signal functions including neonatal resus-
citation with a bag and mask, kangaroo mother care 
(KMC) for premature or very low birth weight, injectable 
antibiotics for neonatal sepsis, corticosteroids in preterm 
labour, intravenous fluids for newborns, and bag and 
mask newborn resuscitation.

The highest score was for newborn resuscitation with 
bag and mask with 56 (71.8%) for primary hospitals and 
health centres and followed by injectable antibiotics for 

Table 1 Distribution of surveyed facilities in the West Gojjam 
Zone

Health facility type Frequency (N = 142) Percent

Primary hospitals (PHs) 3 2

Urban health centres (UHCs) 13 9.2

Rural health centres (RHCs) 63 44.4

Health posts (HPs) 63 44.4

Total health facilities 142
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newborn sepsis with 85 (61.6%) of the health facilities 
including the HPs. However, corticosteroid for preterm 
labour was only practiced in 5 (6.5%) HCs and PHs. It 
is also the lowest score in all signal functions. Likewise, 
only 6 (7.7%) of HCs and PHs were administered intra-
venous fluids for the newborn and 41 (30%) of health 
facilities, including HPs were teaching mothers to express 
breast milk and feed with a small cup/spoon if the new-
born is unable to feed. As per the report of 11 (18.3%) 
HPs, injectable antibiotics for the management of new-
born sepsis were not practiced because of the lack of 
cases.

The seven signal functions used to compute the mean 
provision of EmNEC signal functions in the last 6 
months. Primary hospitals had a higher mean score, 6.3 
[95%CI: 6.007–7.325] and Rural health centres had the 
lowest mean score, 2.3 [95%CI: 2.043–2.623] in the pro-
vision of EmNeC signal functions in the last 6 months 
before the survey (Fig. 2).

Essential immediate newborn care practices
Health workers from primary hospitals and health 
centres were asked about the experience of essential 

newborn care practices, including breastfeeding, apply-
ing antibiotics in the eye, bathing, cord care, and weigh-
ing the baby. The application of chlorohexidine in the 
umbilical cord and putting the baby on the breast within 
1 h of delivery were reported by 28 (35.4%) and 34 (43%) 
of health facilities respectively (Table 3).

However, the rest of the essential and immediate new-
born care services availability, including putting the baby 
on the abdomen of the mother once the baby is delivered, 
delaying bathing the baby for thermal protection, apply-
ing antibiotics in the eyes, and taking the weight of the 
baby was reported to be more than 90%. In addition, 4 
(6.3%) of rural health centres were also applying Gentian 
violet to the umbilical cord.

Care for very small/low birth weight babies
Among the six-lifesaving care for very small or low 
birth weight babies such as observation of babies for at 
least 1 day, kept the babies in the health facilities longer 
than usual, placed the babies in the incubator or radi-
ant heater, kept the baby in the kangaroo mother care 
(KMC), and delayed first bath for the least 24 h, 110 
(79.1%) of health facilities, including HPs delayed the first 

Table 2 Profile of interviewed health providers in the maternity units and under‑five clinics in 142 PHs and HCs, and HPs by type of 
qualification and percent distribution

Background characteristics Maternity units Under‑five clinics

Frequency (N = 138) Percent Frequency (N = 142) Percent

Nurse all types (degree & diploma) 12 8.7 51 35.9

Midwife all types (degree & diploma) 56 40.6 5 3.5

Health Officer 7 5 22 15.5

HEWs 63 45.7 63 44.4

Medical doctor 1 0.7

Fig. 2 Provision of emergency newborn care signal functions in the last 6 months
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bath for the baby for at least 24 h and followed keeping 
the baby in KMC 102 (74.5%). The least performed care 
among the respondents from PHs and HCs was placing 
the baby in the radiant heater or warmer at 35 (45.5%).

The percentage mean score for the care of very small 
or low-birth-weight babies was also analysed against the 
level of care from the six actions for PHs and HCs from 
the six expected actions; and only three recommended 

actions including observation of babies for at least 1 day, 
kept the baby in the KMC and delayed the first bath for 
the least 24 h were used to compute the percentage mean 
score for the care of low-birth-weight babies in the HPs.

Figure  3 shows that, 83.3 [95%CI: 50.384–116.28] of 
the PHs practiced the recommend actions for the care of 
low-birth-weight babies; on the contrary, only half of the 

Table 3 Availability of the immediate essential newborn care services in health facilities

Variable Frequency Percent

The baby put in the mother abdomen once the baby is delivered
 Primary hospitals (N = 3) 3 100

 Urban health centres (N = 13) 13 100

 Rural health centres (N = 63) 63 100

 All health facilities (N = 79) 79 100

First put the baby in the breast immediately after delivery
 Primary hospitals (N = 3) 1 33.3

 Urban health centres (N = 13) 7 53.8

 Rural health centres (N = 63) 35 55.6

 All health facilities (N = 79) 43 54.4

First put the baby on the breast within one hour of delivery
 Primary hospitals (N = 3) 2 66.7

 Urban health centres (N = 13) 6 46.2

 Rural health centres (N = 63) 26 41.3

 All health facilities (N = 79) 34 43

Apply antibiotics in the infant’s eye
 Primary hospitals (N = 3) 3 100

 Urban health centres (N = 13) 13 100

 Rural health centres (N = 63) 63 100

 All health facilities (N = 79) 79 100

Bath after 24 h
 Primary hospitals (N = 3) 3 100

 Urban health centres (N = 13) 13 100

 Rural health centres (N = 63) 57 90.4

 All health facilities (N = 79) 73 92.4

Nothing applied in the cord/dry cord care
 Primary hospitals (N = 3) 1 33

 Urban health centres (N = 13) 9 69

 Rural health centres (N = 63) 37 58.7

 All health facilities (N = 79) 47 59.5

Apply chlorhexidine (CHX jell) the umbilical cord of the baby
 Primary hospitals (N = 3) 2 66.7

 Urban health centres (N = 13) 4 30.7

 Rural health centres (N = 63) 22 34.9

 All health facilities (N = 79) 28 35.4

The weight of the baby is always monitored
 Primary hospitals (N = 3) 3 100

 Urban health centres (N = 13) 12 92.3

 Rural health centres (N = 63) 61 96.8

 All health facilities N = 79) 76 96.2
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HPs practiced actions for the care of low-birth-weight 
babies (50.8 [95%CI: 43.510–58.076].

Quality of essential newborn care: actions for resuscitation, 
follow‑up and thermal care for newborns
As shown in Fig.  4A, in the first domain of live-saving 
newborn resuscitation, HPs had a mean score below 4 
and Rural health centres scored slightly higher than 6. On 
the other hand, Primary hospitals had achieved a higher 
score, above 8, followed by Urban health centres with 
a score of less than 8. Also, for immediate actions after 
resuscitation of the newborn, HPs had the lowest mean 
score, slightly higher than 4 (Fig. 4B). All levels of health 
facilities achieved the lowest score than the rest of the 
two domains, with the mean score of less than 4 (Fig. 4C). 
Considering the five and three key resuscitation actions 
and follow-up care to save the lives of the newborns, and 
the five key actions to improve the quality of thermal care 
of the newborns, the mean score from the total 30 was 
computed for each health facility types. In line with this, 
among the four types of level of care, Primary hospitals 
had the highest mean score, 20.2 [95%CI: 17.076–23.377] 
and HPs had the lowest mean score, 9.9 [95%CI: 8.164–
11.629]. Like Primary hospitals, 18.7 [95%CI: 16.783–
20.658] and 15.9 [95%CI: 17.076–23.377] had the mean 
score for Urban health centres and Rural health centres 
respectively. It indicates that the mean score for quality of 
newborn care in the domains of newborn resuscitation, 
follow-up care after resuscitation and thermal care for 
newborns ranged below 10 for HPs and about 20 for PHs 
(Fig. 4 - Total score).

Among the total score of essential newborn care, PHs 
had the highest mean score, 20.2 [95%CI: 17.076–23.377] 
and HPs had the lowest mean score, 9.9 [95%CI: 8.164–
11.629] (Fig. 4 - Total score).

Availability of essential equipment for post‑delivery 
newborn care
Based on the assessment done to know the availability 
of basic newborn care equipment and supplies in the 
health facilities, bag & masks and nasal suction and/or 

aspirators were available in 96 (70.6%) of health facili-
ties including HPs. Out of the 58 HPs, only 20 (34.5%) 
possessed the newborn bag and mask. However, oxygen 
concentrators/cylinders were only available in 13 (16.5%) 
PHs and HCs; and only 6 (7.6%) health facilities had 
functional oxygen concentrators/cylinders. In line with 
this, only 5 (7.9%) of the Rural health centres had oxygen 
concentrators/cylinders, and only 1 (1.6%) had functional 
equipment.

Regarding keeping the thermal care of the newborn 
immediately after delivery, the availability of towels for 
drying babies and hats or caps for head coverings was 
only available in 3.7 and 1.5% of health facilities includ-
ing health posts. The majority of assessed health facilities 
didn’t possess the supplies for keeping the thermal care of 
the baby. Despite all Primary hospitals and Urban health 
centres having radiant warmers in their respective health 
facilities, radiant warmers were available in only 28 
(44.4%) of Rural health centres and 23 (36.5%) had func-
tional equipment to provide the intended service. Simi-
larly, an incubator was available in two out of the three 
assessed Primary hospitals.

Likewise, functional thermometer, baby scale and 
blood pressure machine (sphygmomanometer) were 
available in 129 (94.9%), 126 (92.6%) and 111 (81.6%) of 
Primary hospitals, Urban health centres, Rural health 
centres and HPs respectively. Nevertheless, cup to meas-
ure breast milk to care for very low birth weight and 
feeding problems for newborns was only available in 14 
(10.3%) of health facilities including health posts.

As shown in the Fig.  5, the highest, 82.3 [95%CI: 
80.076–93.256] mean percentage score of functional 
essential tracer equipment and supplies were avail-
able in PHs; on the other hand, the lowest mean per-
centage score was documented for HPs at 36.3 [95%CI: 
32.099–40.427].

Availability of essential medicines for newborn 
and maternal health linked to newborn survival
For the management of neonatal sepsis, at least one valid 
doses of injectable ampicillin and injectable gentamicin 

Fig. 3 Percentage mean score for carrying of low birth weights babies
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(80 mg/2 ml) were available in 73 (93.6%) of health facili-
ties excluding health posts. For the same purpose, inject-
able gentamicin (20 mg/2 ml), oral amoxicillin dispersible 
tablet and syrup were available in 39 (28.5%), 100 (73%) 

and 91 (65.55) Primary hospitals, Urban health centres, 
Rural health centres and HPs respectively. The injectable 
diazepam for the management of convulsions and inject-
able dexamethasone/corticosteroids to prevent breathing 

Fig. 4 Essential newborn care scores by type of health facility. The lines in the box plots show the range of score, while the box captures the range 
of the middle 50%

Fig. 5 Percentage mean score for tracer essential equipment and supplies in health facilities
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problems for newborns during preterm deliveries were 
available in 55 (69.6%) and 33 (41.8%) of health facilities 
excluding HPs.

Thus, a mean percentage score of 86.7 ([95%CI: 
80.076–93.256], and 81.5 [95%CI: 78.497–84.579] of 
essential tracer medicines were available at Primary hos-
pitals and Urban health centres respectively. On the con-
trary, the Rural health centres were less equipped with 
essential medicines with a mean percentage score of 74.8 
[95%CI: 70.137–79.386]. While a 70-percentage mean 

of HPs [95%CI: 61.661–79.079] were equipped with the 
tracer essential medicines.

Quality of newborn care service provision
Based on the five variables index included in the quality 
of newborn care (QNC) service provision, 8.7 [95%CI: 
6.03–11.303], the highest mean QNC score was achieved 
by Primary hospitals followed by Urban health centres 
with a 6.4 mean [95%CI:5.168–7.601]. However, nearly 
half of the Rural health centres were providing QNC 

Fig. 6 Quality of Newborn Care Score. The lines in the box plots show the range of scores, while the box captures the range of the middle 50%

Table 4 Association between facility readiness indicators and quality of newborn care provision

* P value < 0.05

Independent variable Coefficient p‑value 95% LCI 95% UCI

Total number of skilled birth attendants available in the health facilities 0.025 0.097 −0.005 0.055

Percent of health workers received newborn health training in the last one year −0.003 0.659 −0.015 0.010

Percent availability of basic amenities in the health facilities 0.017 0.087 −0.003 0.036

Percent of essential equipment available in health facilities 0.037 0.047* 0.000 0.074

Percent of essential drugs available in health facilities −0.007 0.571 −0.033 0.018

Number of Laboratory tests available in the health facilities 0.272 0.124 −0.077 0.620

Essential newborn care clinical scenario score 0.100 0.062 −0.005 0.205

Quality of care for very low birth weight babies’ clinical scenario score 0.055 0.369 −0.067 0.177

Overall newborn care knowledge of health providers managing sick children and 
newborns (with score range zero to 10)

0.122 0.422 −0.179 0.423

Percent of referral communication 0.014 0.195 −0.007 0.035

Percent of health facilities received supportive supervision in the last 3 months 0.132 0.762 −0.736 1.000

cons −2.646 0.111 −5.916 0.624
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(5.7 [95%CI: 5.152–6.18], and below half of QNC was 
provided by HPs (4.5 [95%CI: 3.867–5.116]. This shows 
that the QNC given was high at the higher-level health 
facilities and lower in the lower level of health facilities 
(Fig. 6).

As shown in Table  4, the multiple regression analysis 
shows that, from the below 11 listed and computed facil-
ity readiness indicators (independent variables), only 
availability of essential equipment is significantly asso-
ciated with the QNC provision in the health facilities 
(p < 0.05).

Effectiveness of the neonatal healthcare services
Overall, the effectiveness of the newborn care services in 
the primary health care ranged between zero and ten, for 
every unit increase of the facility readiness score, there 
was a corresponding average of 0.45 percentage points 
[95%CI: 0.134–0.768] increase in the effectiveness of the 
newborn care services. This implies that the effectiveness 
of the neonatal health care services has a statistically sig-
nificant association with the health facilitates readiness 
score (p < 0.05) (Fig. 7).

Discussion
This study has shown that the quality of neonatal health-
care provision is low to moderate in the primary health-
care units. Especially, Health posts and Rural health 
centres offered a lower quality of essential newborn care. 

Likewise, the provision of the EmNeC signal functions to 
save the lives of the sick young infants in the rural health 
centres was critically low and was relatively better pro-
vided in the Primary Hospitals. Overall, the availability 
of essential equipment has an impact on the quality of 
neonatal care provision in the health facilities, and health 
facility readiness is contributing to the effectiveness of 
neonatal healthcare services provision.

Newborn health care delivery across the continuum of 
care in primary health care differs due to the readiness 
of health facilities with human resources, infrastructure, 
medicines and equipment, and others. As a result, the 
level of care for newborns differs from primary hospital 
to health centre and health posts. In this study, the com-
parison of health facilities was done based on what was 
expected at each level of care.

Regarding the performance of the seven EmNeC sig-
nal functions, in the study done in Ethiopia [26], among 
health facilities that were assessed in the Amhara region, 
76% performed newborn resuscitation with bag and 
mask, and 51% performed KMC for small babies in the 
last 3 months prior to the survey. Antibiotics for neo-
natal sepsis and antibiotics for preterm premature rup-
ture of membranes were performed in the 39 and 42% 
health facilities. Another study done in Ethiopia also 
revealed that neonatal resuscitation was available in 59% 
of health facilities in Amhara region, followed by KMC 
for premature/very small babies, antibiotics for preterm 

Fig. 7 The cross‑sectional association between effectiveness of newborn care and facility readiness score
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or prolonged premature rupture of membranes, and 
injectable antibiotics for neonatal sepsis were available in 
45, 33 and 30% of health facilities in the Amhara region 
respectively [27]. In agreement with the existing evi-
dence, this study showed that the highest score was for 
newborn resuscitation with a bag and mask with 71.8% 
and followed by injectable antibiotics for newborn sepsis 
with 61.6% of the health facilities. In addition, the corti-
costeroid for preterm labour was only performed in 6.5% 
of health facilities (HCs and PHs). It is also the lowest 
score in all EmNeC signal functions. Likewise, only 7.7% 
of health facilities administered intravenous fluids for 
newborns.

Overall, the likelihood of getting EmNeC signal func-
tions to save the lives of the sick young infants in the 
Rural health centres in the West Gojjam Zone was criti-
cally low and were better provided in PHs. This is sup-
ported by the existing evidences, only 3% of health 
facilities in the Amhara region, Ethiopia were providing 
fully EmNeC signal functions, and there were no fully 
EmNeC facilities in rural areas and no health centres 
were provided fully EmNeC at national level [28] and the 
mean availability of EmNeC signal functions was 30% of 
health facilities in Amhara region [29]). This is also sup-
ported by the assessment done in health facility capac-
ity to provide newborn care in the five countries [30], 
hospitals and facilities in urban areas were in a better 
position in both service availability and readiness; how-
ever, the readiness and availability of essential newborn 
care services in the rural areas facilities were reported 
as a substantial equity gap for people accessing lower-
level health. Similarly, in the two studies done in India, 
the district hospitals were slightly better equipped to 
provide quality maternal and newborn care in terms of 
infrastructure, equipment and supplies by comparison to 
primary health centres [31] and the higher facilities were 
better equipped to provide delivery and newborn care 
among the public primary health facilities [32].

Research results by Vesel et al. on the quality of new-
born care in rural Ghana [14] highlights that lower level 
facilities achieved only low-to-moderate scores for new-
born resuscitation, immediate care after resuscitation 
and thermal care for the newborns and provided overall 
low quality of essential newborn care. Consistently with 
the evidence, this study shows that the mean score for 
quality of newborn care with the domains of 30 new-
born resuscitation, follow-up care after resuscitation 
and thermal care for newborns actions ranged below 10 
for Health posts, 15.9 for Rural health centres, 18.7 for 
Urban health centres and about 20 for Primary hospitals. 
This implies that the lower-level health facilities includ-
ing Health posts and Rural health centres had a lower 
quality essential newborn care.

The service availability and readiness assessment in the 
Amhara region, Ethiopia showed that, neonatal bags and 
masks, and infant weighing scales were found in 46 and 
90% of health facilities [29]. In consistent with the exist-
ing evidence, in this study, bag & masks and nasal suc-
tion and/or aspirators were available in 70.6% of health 
facilities including HPs. According to the United Nations 
(UN) commission, resuscitation devices for newborn 
asphyxia are among the 13 life-saving commodities [33].

Regarding keeping the thermal care of the newborn 
immediately after delivery, the availability of towels for 
drying babies and hats or caps for head covering were 
only available in 3.7 and 1.5% of health facilities includ-
ing HPs; which is lower than the EmONC assessment 
done in 2016 in Ethiopia. In addition, 82.3 mean percent-
age score of functional essential equipment and supplies 
were available in Primary hospitals; followed by 72.4 in 
Urban health centres. Only 61.9 percentage score of 
tracer essential equipment and supplies were available in 
the Rural health centres. Overall, HPs and Rural health 
centres were facing a shortage of essential equipment and 
supplies to provide key intended services for mothers and 
newborns.

Conclusion
In this study, the Rural health centres and Health posts 
provide sub-optimal or low-quality neonatal health-
care services. Thus, these facilities should be targeted to 
improve their readiness to provide the quality of new-
born services as per their level of care. In addition, the 
availability of essential equipment and health facility 
readiness are significantly associated with the quality 
of neonatal care provision and the effectiveness of the 
neonatal healthcare services respectively. Therefore, the 
primary healthcare units should be assessed regularly 
for their readiness and fulfill the missing component to 
ensure the quality of newborn care services as per their 
level of care.

Limitation of the study
Because of the resource limitation, to assess the quality 
of newborn care service provision, case observation was 
not done and the neonatal healthcare provision from the 
women and family perspective was not included as part 
of this study.

Abbreviations
CI: Confidence Interval; EmNeC: Emergency Newborn Care; HCs: Health Cen‑
tres; HEWs: Health Extension Workers; HWs: Health Workers; KMC: Kangaroo 
Mother Care; LBs: Live Births; PHCUs: Primary Health Care Units; PHs: Primary 
Hospitals; PNC: Postnatal Care; QNC: Quality of Newborn Care; RHCs: Rural 
Health Centres; UHCs: Urban Health Centres.



Page 13 of 14Birhanu and Mathibe‑Neke  BMC Pediatrics          (2022) 22:203  

Acknowledgements
The authors would like to thank UNISA for approving the ethical clearance. In 
addition, we would like to thank data collectors and study participants.

Authors’ contributions
The authors declare their responsibility for the following tasks (according to 
their initials). Bizuhan Gelaw Birhanu (BGB), Johanna Mmabojalwa Mathibe‑
Neke (JMM): BGB has designed the study and involved in the data collection, 
supervision, data processing & analyzing; and drafting the manuscript. JMM 
has reviewed the research design & data collection tools and supported the 
interpretation and analysis, as well reviewing the manuscript. All the authors 
have critically reviewed and approved the manuscript. The research was previ‑
ously formed part of a PhD at the University of South Africa.

Funding
The authors declare that there is no funding source.

Availability of data and materials
Full data set and materials pertaining to this study can be obtained from the 
correspondent author on a reasonable request.

Declarations

Ethics approval and consent to participate
This study was conducted under the ethical principles of the Declaration of 
Helsinki. The study was approved by the Research and Ethics Committee from 
the Department of Health Studies, University of South Africa (UNISA) (Ref no: 
HSHDC/489/2015). The Amhara regional health bureau and West Gojjam Zone 
provided permission to conduct the study. Furthermore, the directors of PHs 
and HCs, and heads of the HPs also offered permission to conduct the study. 
Written informed consent was obtained from the study participants before 
the interview. Information on the study’s purpose, procedures, risks, burdens 
and benefits, as well as confidentiality and voluntariness of participation was 
provided to all potential participants as part of the informed consent process. 
Privacy and confidentiality of information provided by each participant were 
maintained throughout the study, and which were used exclusively for statisti‑
cal purposes, were assured at all times. In addition, names and other specific 
addresses were not recorded and reported.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Community Newborn and Child Health Specialist, UNICEF Ethiopia Country 
Office, Addis Ababa, Ethiopia. 2 Department of Health Studies, College 
of Human Sciences, University of South Africa (UNISA), Pretoria, South Africa. 

Received: 13 April 2021   Accepted: 30 March 2022

References
 1. UNIGME: Levels & trends in child mortality: report 2020, estimates 

developed by the United Nations inter‑agency Group for Child Mortality 
Estimation. 2020.

 2. Ethiopian Public Health Institute(EPHI)[Ethiopia], ICF: Ethiopia Mini demo‑
graphic and health survey 2019: key indicators. 2019.

 3. WHO, UNICEF. Every newborn: an action plan to end preventable deaths. 
Geneva: World Health Organization; 2014.

 4. UNICEF. Committing to child survival: a promise renewed. In:  eSocialS‑
ciences; 2015.

 5. Healthy Newborn Network (HNN): Newborn and perinatal health COVID‑
19 resources. https:// www. healt hynew bornn etwork. org/ resou rces/? 
keywo rd= newbo rn+ & type= & issue_ id= & count ry_ id= 9& langu age= & 
dater ange= & sort= relev ance (Accessed 22 Mar 2021).

 6. UNICEF: Committing to child survival:a promise renewed,progress report 
2014. 2014.

 7. Duysburgh E, Kerstens B, Diaz M, Fardhdiani V, Reyes KAV, Phommachanh 
K, et al. Newborn care in Indonesia, Lao People’s Democratic Republic 
and the Philippines: a comprehensive needs assessment. BMC Pediatr. 
2014;14(1):1–10.

 8. Central Statistical Agency [Ethiopia], ICF Internationa: Ethiopia demo‑
graphic and health survey 2011. 2012.

 9. Clow KE, James KE. Sampling procedures. In: Clow KE, James KE, editors. 
Essentials of marketing research: Putting research into practice; 2014. p. 
224–52.

 10. Wagner C, Kawulich B, Garner M. EBOOK. Doing social research: a global 
context. McGraw‑Hill Higher Education; 2012.

 11. Ministry of Health Ethiopia(MOH): Health sector tranformaion plan II ( 
2020/2021–2024/25). 2021.

 12. Federal Ministery of Health (FMoH): National strategy for newborn and 
child survival in Ethiopia ( 2015/16–2019/20). 2015.

 13. Federal Ministry of Health (FMoH): Community based newborn care 
implementation plan. 2013.

 14. Vesel L, Manu A, Lohela TJ, Gabrysch S, Okyere E, Ten Asbroek AH, et al. 
Quality of newborn care: a health facility assessment in rural Ghana using 
survey, vignette and surveillance data. BMJ Open. 2013;3(5):e002326.

 15. Network HN: Newborn services rapid health facility assessment tool, 
2016. 2012. Availabe from: http:// www. healt hynew bornn etwork. org/ 
resou rce/ newbo rn‑ servi ces‑ rapid‑ health‑ facil ityas sessm ent.

 16. USAID MEASURE Evaluation: Rapid health facility assessment tool to 
enhance quality & access at primary health care level 2008.

 17. World Health Organization (WHO). Service availability and readiness 
assessment (SARA): an annual monitoring system for service delivery: 
reference manual. World Health Organization; 2013.

 18. MACRO. A rapid health facility assessment (R‑HFA) for core maternal, neo‑
natal, and child health services at the primary level. 2007. https:// www. 
mchip. net/ techn ical‑ resou rce/ the‑ rapid‑ health‑ facil ity‑ asses sment‑r‑ hfa/ 
(Accessed 21 Jul 2015).

 19. Turnbull J, Lea D, Parkinson D, Phillips P, Francis B, Webb S, et al. Oxford 
advanced learner’s dictionary: International Student’s Edition. Oxford: 
Oxford University Press; 2010.

 20. World Health Organization(WHO): Guideline: Managing possible serious 
bacterial infection in young infants when referral is not feasible. 2015.

 21. Organization WH: Standards for improving quality of maternal and new‑
born care in health facilities. 2016.

 22. Ministry of Health Ethiopia( MoH): Realizing universal health coverage 
through primary health care: a roadmap for optimizing the Ethiopian 
health extension program, 2020–2035. 2020.

 23. Ministry of Health Ethiopia(MOH): Integrated management of newborn 
and childhood illness (IMNCI) chart booklet for health workers 2021.

 24. Tiruneh GT, Karim AM, Avan BI, Zemichael NF, Wereta TG, Wickremasin‑
ghe D, et al. The effect of implementation strength of basic emergency 
obstetric and newborn care (BEmONC) on facility deliveries and the 
met need for BEmONC at the primary health care level in Ethiopia. BMC 
Pregnancy Childbirth. 2018;18(1):1–11.

 25. Tavakol M, Dennick R. Making sense of Cronbach’s alpha. Int J Med Educ. 
2011;2:53.

 26. Ethiopian Public Health Institute(EPHI) EMoHM, Columbia Univer‑
sity Mailman School of Public Health‑Averting maternal death and 
disability(AMDD): Ethiopian emergency obstetric and newborn care 
(EmONC) assessment final report. 2016.

 27. Ethiopian public health institute(EPHI) EMoHM, World Health 
Organization(WHO): Ethiopian services availability and readiness assess‑
ment summary report. 2016.

 28. Ethiopian Ministry of Health (MoH), Ethiopian Public Health Institute ( 
EPHI), Columbia University Mailman School of Public Health‑Averting 
maternal death and disability (AMDD): Ethiopian emergency obstetric 
and newborn care (EmONC) assessment final report. 2016.

 29. Ethiopian Public Health Institute (EPHI ), Federal Ministry of Health 
(FMoH), World Health Organization (WHO): Ethiopia service availability 
and readiness assessment 2016 summary report 2017.

 30. Winter R, Yourkavitch J, Wang W, Mallick L. Assessment of health facility 
capacity to provide newborn care in Bangladesh, Haiti, Malawi, Senegal, 
and Tanzania. J Global Health. 2017;7(2):020509.

https://www.healthynewbornnetwork.org/resources/?keyword=newborn+&type=&issue_id=&country_id=9&language=&daterange=&sort=relevance
https://www.healthynewbornnetwork.org/resources/?keyword=newborn+&type=&issue_id=&country_id=9&language=&daterange=&sort=relevance
https://www.healthynewbornnetwork.org/resources/?keyword=newborn+&type=&issue_id=&country_id=9&language=&daterange=&sort=relevance
http://www.healthynewbornnetwork.org/resource/newborn-services-rapid-health-facilityassessment
http://www.healthynewbornnetwork.org/resource/newborn-services-rapid-health-facilityassessment
https://www.mchip.net/technical-resource/the-rapid-health-facility-assessment-r-hfa/
https://www.mchip.net/technical-resource/the-rapid-health-facility-assessment-r-hfa/


Page 14 of 14Birhanu and Mathibe‑Neke  BMC Pediatrics          (2022) 22:203 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 31. Kaur J, Franzen SRP, Newton‑Lewis T, Murphy G. Readiness of public 
health facilities to provide quality maternal and newborn care across 
the state of Bihar, India: a cross‑sectional study of district hospitals and 
primary health centres. BMJ Open. 2019;9(7):e028370.

 32. Sachan D, Kumar D, Gangwar A, Jain PK, Kumar S, Shukla SK, et al. Are the 
labour rooms of primary healthcare facilities capable of providing basic 
delivery and newborn services? A cross‑sectional study. J Fam Med Prim 
Care. 2021;10(10):3688.

 33. Pronyk PM, Nemser B, Maliqi B, Springstubb N, Sera D, Karimov R, et al. 
The UN Commission on life saving commodities 3 years on: global 
progress update and results of a multicountry assessment. Lancet Glob 
Health. 2016;4(4):e276–86.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	The quality of service provision to newborns in the primary healthcare, West Gojjam zone, North-West of Ethiopia: a cross-sectional survey
	Abstract 
	Background: 
	Objective: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Objective
	Methods
	Study design and setting
	Study population
	Inclusion and exclusion criteria
	Sample size determination and sampling procedure
	Data collection tool
	Data collection
	Clinical scenario to assess the quality of essential newborn care
	Data quality control
	Operational definitions
	NeonateNewborn
	Quality of service
	Primary health care unit
	Factors
	Low birth weight
	Very low birth weight
	Tracer essential medicines, equipment and supplies relevant for post-delivery newborn, and maternal &  newborn  care 

	Variables definitions
	Dependent variable
	Independent variables

	Ethics approval and consent to participate
	Data analysis

	Results
	Socio-demographic characteristics
	Emergency newborn care (EmNeC)
	Essential immediate newborn care practices
	Care for very smalllow birth weight babies
	Quality of essential newborn care: actions for resuscitation, follow-up and thermal care for newborns
	Availability of essential equipment for post-delivery newborn care
	Availability of essential medicines for newborn and maternal health linked to newborn survival
	Quality of newborn care service provision
	Effectiveness of the neonatal healthcare services

	Discussion
	Conclusion
	Limitation of the study

	Acknowledgements
	References


