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Abstract 

Background 

This paper reports on a systematic literature review dealt with the importance of health care provider in the 

quality of emergency obstetric care in health center level in developing countries and in reduction of maternal 

and child health.  

Methods: A systematic search of research which was conducted before 2015, based on the following key words 

"quality of emergency obstetric care" OR” emergency obstetric care AND "quality health care at health center 

level in developing countries OR quality care at health center level in developing countries ". Research papers 

were analyzed according to component of structure and process. 

Results: This review leads for the following main conclusions: (1) poor skill of health care provider to manage 

emergency obstetric (2) Absence of essential equipments and essential drug (3) Health care provider shortages 

 

INTRODUCTION 

Worldwide 250,000–280,000 women die during pregnancy and childbirth every year and an estimated 6.55 

million children die under the age of five. Approximately 15% of expected births worldwide will result in life-

threatening complications during pregnancy, delivery, or the post partum period (1&2). 

Almost 99% all maternal, newborn, and child deaths occurs in developing country, unquestionably, 

appropriate interventions along with appropriate health resources in these countries have significant potential for 

reducing the burden of maternal and child mortalities. Although substantial progress has been made towards 

achieving the Millennium Development Goals (MDGs) 4 and 5, the rates of decline in maternal, newborn and 

under-five mortality remain insufficient to achieve these goals by 2015 (3&4). 

The fifth Millennium Development Goal is to reduce maternal mortality by 75% between 1990 and 

2015. Recent evaluations show that progress has been especially slow in sub-Saharan Africa because of 

weakened health systems, poor quality of care, inadequate human resources, financial barriers to care and 

insufficient political commitment (5). 

Emergency Obstetric and Neonatal Care (EmONC) is a cost effective priority intervention to reduce 

maternal and neonatal morbidity and mortality in poor resource settings. Basic EmONC (EmONC) alone can 

avert 40% of intrapartum related neonatal deaths and a significant proportion of maternal mortality (3). 

Universal access to EmONC is considered essential to reduce maternal mortality and requires that all 

pregnant women and newborns with complications have rapid access to well-functioning facilities that include a 

broad range of service delivery types and settings (6&7). 

A recent study has shown there are too few health institutions providing EmONC to meet the UN 

standards of at least five (four basic and one comprehensive) EmONC institutions per 500,000 population. Only 

7% of deliveries took place in institutions, including only 3% in institutions that routinely provided all signal 

functions. Six percent of women with obstetric complications were treated in health institutions, whereas only 

one-half of these women were treated in fully functional comprehensive EmONC facilities (8). 

A set of seven key obstetric services, or “signal functions,” has been identified as critical to basic 

emergency obstetric and newborn care (EmONC): administration of Parentrale antibiotics; administration of 

parenteral anticonvulsants; administration of parenteral uetrotonic,  removal of retained products (manual 

vacuum aspiration); assisted vaginal delivery; manual removal of the placenta; and resuscitation of the newborn 

(9). 

So this review is made to overview the role of health care providers in accessing quality EmONC to 

improve the quality of maternal and new born health by collecting available evidence. And the goal is to 

encourage more studies on EmOC quality improvement that focus on the role of health care provider. 

 

Materials and methods 

A search of two electronic databases ISI Web of Science and MEDLINE were carried in early 2016.The 

following combination of keywords was used: "quality obstetric care" OR “emergency obstetric care “AND 

"quality care at health center level in developing countries”. 



Journal of Health, Medicine and Nursing                                                                                                                                          www.iiste.org 

ISSN 2422-8419     An International Peer-reviewed Journal 

Vol.25, 2016 

 

86 

Eligibility criteria for selecting articles were that they were either quantitative or qualitative studies on 

the quality of EmOC in developing countries at health center level. No restrictions on the term "quality" were 

established. Although there was no language restriction in the search criteria and studies carried out in developed 

countries or traditional birth attendants were not included. Then a narrative synthesis and a descriptive summary 

of the selected studies were carried out. As follows: systematic or narrative literature reviews; explanatory 

analytical studies; normative evaluation studies; and descriptive articles. 

 

Analytical framework 

Conceptualize EmOC into two dimensions of quality: structure and process (10, 11 &12). The concept of 

"quality of care" was defined in this study as the level at which health services increase the probability of the 

desired results for individuals and populations, according to the current state of knowledge (13). Structure 

includes material and human resources. Process includes technical and interpersonal aspects of care (11&12). 

This framework was modified and adapted to support the analysis of EmOC quality (14). 

The search for articles as well the selection of articles and their summaries and classification were 

finalized by the primary author. 

 

Results 
Of the 173 articles that met criteria, 31 were retained for further analysis.  Articles finally selected included three 

(4) literature reviews, nine explanatory analytical studies (9), seven descriptions of EmOC programs (7), eleven 

normative evaluations (11). 
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Figure1.  Analytical framework 
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1    STRUCTURAL  
   

  

REVIEW RESULTS 

 � Material Equipments  

Drugs  

Buildings  

Addressed in 11 studies 

 

 � Human resource ________________ Addressed in 9 studies 

2   PROCESS   

 � Clinical skill aspect 

(competency) 

 Addressed in 7 studies 

� Interpersonal aspects of care  Addressed in 3 studies  

 

Table1. Review methodology and quantitative overviews. 
 

Material resources 

Adequate availability of infrastructure is a crucial prerequisite for effective EmONC services delivery. It is 

extremely difficult for health care provider to offer quality services without physical space (rooms), beds for 

patients and source of electricity and running water. Similarly, functional mode of transport and communication 

systems is essential for timely and quick referral of emergency patients to a next higher level of health care 

facility (7).Key interventions that were most often absent included assisted vaginal delivery and manual removal 

of the placenta. Among the explanations offered for these clinical deficiencies were limited task delegation to 

peripheral sector staff, inadequacy of equipment and the absence of a well-equipped unit (15).  

Study in Somalia stated that 50% of the MCH did not have designated physical space available to carry 

out delivery services. The building was too small for BEmONC facility. In one of the MCH, the delivery 

services, ANC clinic and general OPD are all housed in one room. The number of maternity beds and delivery 

are below the WHO standards (2004) for prenatal and postnatal care (30-32 for every 1000 deliveries) (16). 

Study in Tanzania stated Oxytocin, which is used for bleeding control, was found in very few facilities 

(28%); surprisingly, Ergometrine, which is now not recommended for bleeding control, was found to be present 

in seven (39%) facilities. Despite its importance in the initial stabilization of women who experience obstetric 

emergencies, IV infusions, Ringer lactate and normal saline were present in only half of the facilities (17). 

Study in Malawi stated that all the facilities did not have postnatal care monitoring equipment like 

sphygmomanometer and thermo meters in their maternity departments. In addition, guide- lines and teaching 

aids for postnatal care were not avail-able in all the facilities (18). 

 

Health care provider  

Even when the best combinations are identified, many obstacles must still be overcome. Among them is the 

inadequacy of health care provider in developing countries. In the health sector in general, and in maternal health 

in particular, health care professionals are at the heart of the success of EmONC interventions. The performance 

of any health system, and thus the improvement of a population's health, depends on the productivity, 

competence, availability and responsiveness of health professionals (19). The intrapartum health centre strategy 

aims at ensuring deliveries in health centers with midwives and their assistants. These qualified personnel are 

able to provide adequate essential obstetric care to women. However, they must also be able to detect 

complications and handle them, either by giving basic EmONC or by referring the most complicated cases to 

well-equipped hospitals for complete EmONC (18). 

 

HealthCare provider availability 

There is a critical shortage of health-care providers in Africa; the World Health Organization (WHO) reported 

that 36 of the 57 countries facing chronic human resource shortages in the health sector are in SSA and that only 

2.6 and 12.0/10,000 of physicians and nursing/midwifery personnel, respectively, are in Africa compared to 33.1 

physicians and 80.5 nurses/midwives per 10,000 people in the European region. This shortage of skilled birth 

attendants is even more severe in rural compared to urban areas (20). 

Study in Addis Ababa stated the ratio of midwives to 100 expected births were 0.26 in 2008 and 10.3 in 

2013 (21). 

The selected studies mention several threats, such as turnover, abandonment of public structures that 

affect the availability of health care provider for EmOC. They point out that these staff shortages weaken the 

quality of care by increasing professionals' workloads and patients' waiting times (20). 
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Health care provider competency 

Health care provider competency influences the quality of care. As shown in a skill and knowledge evaluation in 

Addis Ababa, Benin, Ecuador, Jamaica and Rwanda, EmONC professionals scored only 50% in the required 

skills.  

Knowledge was evaluated using multiple-choice questions and skills, by tests on anatomical models 

(21). Health care provider competency also influences users' perceptions of the quality of care. This is reported 

in Tanzania in 2003, where the low rate of utilization of health centers providing EmOC is partially due to the 

poor perception of quality of care. This bad perception is the consequence of shortfalls in skilled professionals. 

Therefore strongly recommend implementing skill-based training approaches supported by regular clinical 

supervision, as tried by several teams .Among the reasons suggested for this gap in theoretical knowledge and 

skills are inadequate training methods, insufficient practice of learned procedures due to lack of equipment 

inability to delegate tasks and large variations in clinical protocols (17). 

 

Technical aspects of care by health care provider 

The overall evaluation of professional skills, together with the quality of equipment, and human resources, 

shows interdependency among all these aspects of good quality EmOC (22). Indeed, some EmOC interventions 

depend on the availability of specific equipment like forceps and vacuums. In such cases, the absence of 

equipment can decrease the probability of accomplishing these functions. 

 

Discussion 

In maternal health as well in the health care sector overall as reported by historical analyses, professionalization 

of midwives is among the successful health care provider strategies that have contributed to reducing maternal 

mortality in developed countries (23). This review confirms the importance of health care provider in EmOC 

services. This review leads to three main conclusions: (1) skill gap of health care provider to manage emergency 

obstetric (2) Absence of essential equipments and essential drug (3) Health care provider shortages. 

1. Skill gap of health care provider 

Globally, efforts to reduce deaths among women from complications related to pregnancy and childbirth have 

been less successful than other areas of human development – with the result that having a child remains among 

the most serious health risks for women. The lack of skilled personnel contributed significantly to the high 

burden of maternal deaths in Africa. A focus on these factors is critical to Africa’s vision of ending preventable 

maternal deaths by 2030 (24). Furthermore, providing birth attendants with simple equipment and training is a 

low tech, low-cost opportunity to prevent neonatal deaths.  

Providers skilled in emergency obstetric and newborn care (EmONC) services are essential, particularly 

in countries with a high burden of maternal and newborn mortality. One of the contributing factors to Africa's 

high maternal mortality is the low utilization of skilled birth attendance. The lack of skilled birth attendants 

contributes to more than 2 million maternal, stillbirth and newborn deaths each year worldwide. Some other 

aspects of EmOC staff performance that have rarely been examined, such as organizational stability and staff 

productivity, should also be analyzed .Staff performance in greater depth, and particularly their executive 

competence, which is scarcely documented in the selected studies (25). 

2.  Absence of essential equipments and essential drug 

Adequate availability of infrastructure is a crucial prerequisite for effective MNH services delivery. It is 

extremely difficult for health care provider to offer quality services without physical space (rooms), beds for 

patients and source of electricity and running water. Similarly, functional mode of transport and communication 

systems is essential for timely and quick referral of emergency patients to a next higher level of health care 

facility (7).  

Bearing in mind, on the one hand, ethical and logistical constraints, and on the other, the extent to 

which staff performance depends on material and human resources existing theoretical models and robust 

research designs should, with valid instruments, make it possible to evaluate and analyses the executive 

competence of EmOC personnel (26). 

3. Health care provider shortages 

Even when the best combinations are identified, many obstacles must still be overcome. Among them is the 

inadequacy of health care provider in developing countries. In the health sector in general, and in maternal health 

in particular, health care professionals are at the heart of the success of EmONC interventions. There is a critical 

shortage of health-care providers in Africa; the World Health Organization (WHO) reported that 36 of the 57 

countries facing chronic human resource shortages in the health sector are in SSA and that only 2.6 and 

12.0/10,000 of physicians and nursing/midwifery personnel, respectively, are in Africa compared to 33.1 

physicians and 80.5 nurses/midwives per 10,000 people in the European region. This shortage of skilled birth 

attendants is even more severe in rural compared to urban areas (20).Taking these factors into account when 

trying to improve the availability of EmOC personnel remain a formidable challenge. While still trying to 
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address EmOC staff shortages, the quantitative objectives of health policies should be revisited, updated and 

adapted to changing contexts.  

Most studies continue to refer to the original WHO standards, for which the basis of calculation is now 

being questioned. New standards are estimated at 20 midwives, or equivalent staff, and health centers of 60 to 80 

beds in a district of 120 0000 inhabitants. This staff distribution would depend on the population's dispersal: 

either nine or 10 midwife in a hospital and the rest in the health centers of the district, or one midwife per village, 

with intensification of the referral system. These new standards, although better adapted because they take into 

account population size, needs and existing health structures, are nevertheless still based on a normative 

approach, and the validity of these normative references is being called into question (27). 

 

Conclusion 

Health care providers are the key component in all the dimensions of EmOC services and determine their quality. 

This review demonstrates that impacts of health care provider incompetency and shortage as well absence of 

essential materials and drugs on the production of good-quality EmOC. Overcoming this problem into 

consideration would help to improve the quality of EmOC. Providing EmOC to health care provider and by 

transferring skills for those who don’t take the training and by giving orientation for those mangers as well stake 

holders regarding the concept of EmONC so that it help to addressee the availability of essential equipments and 

drugs at health center levels so that significantly important to reducing maternal and infant mortality and, thereby, 

to achieving the fourth and fifth Millennium Development Goals. 

 

STRENGTHS AND LIMITATIONS 

As possible a published literature-based study were incorporated but unpublished studies, and books are missed 

as well which is only focus in developing country.  

 

Competing interests 

The authors declare that they have no competing interests. 

 

Acknowledgements 

First of all I would like to thank the supreme Lord for helping me to attain such a success, and also I would like 

to express my deepest gratitude and heartfelt respect to my wife Lulit Tenaye and to Dilla university Referral 

Hospital and health science college staffs for their great help . 

 

References 

1. WHO: Trends in maternal mortality: 1990 to 2010. Geneva, Switzerland: WHO, UNICEF, UNFPA and the 

World Bank estimates; 2012. 

2. United Nations Children’s Fund: Levels and trends in child mortality 2012: Estimates developed by the UN 

Inter-agency Group for Child Morality Estimation. UNICEF, WHO, The World Bank and UN population 

division; 2012. 

3. Sines E, Tinker A, Ruben J: The maternal-newborn-child health continuum of care:  c collective effort to 

save lives. March 2006. Save the Children and Population Reference Bureau   Washington, DC; 2006 

[www.prb.org/ pdf06/snl-contofcare_eng.pdf]. 

4. Bayer A: Executive summary: maternal mortality and morbidity; Population resource center. January 2001. . 

2001 [www.prcdc.org/files/ Maternal_Mortality.pdf].) 

5. WHO: Make every Mother and Child Count. Geneva: World Health Organization; 2005. 

6. World Health Organization, International Confederation of Midwives, International federation of 

Gynecology and Obstetrics. Making pregnancy safer: the critical role of the skilled attendant. A joint 

statement by WHO, ICM and FIGO. Geneva: WHO  

http://www.who.int/maternal_child_adolescent/documents/9241591692/en/. Accessed April 3, 2014. 

7. Campbell OM, GrahamWJ, Lancet Maternal Survival Series steering group. Strategies for reducing 

maternal mortality: getting on with what works. Lancet 2006; 368(9543):1284–99.) 

8. Admasu K, Haile-Mariam A, Bailey P: Indicators for availability, utilization, and quality of emergency 

obstetric care in Ethiopia, 2008. Int J Gynaecol Obstet 2011, 115(1):101–105. 

9. World Health Organization, UNFPA, UNICEF, AMDD. Monitoring emergency obstetric care: a handbook. 

Geneva: WHO; 2009 http://whqlibdoc.who.int/publications/ 2009/9789241547734_eng.pdf?ua=1. Accessed 

April 3, 2014.). 

10. Campbell SM, Roland MO, Buetow SA: Defining quality of care. Social Science & Medicine 2000, 

51:1611-1625. 

11. Chin MH, Muramatsu N: What is the quality of quality of medical care measures? Rashomon-like relativism 

and real-world applications. Perspectives in Biology and Medicine 2003, 46:5-20. 



Journal of Health, Medicine and Nursing                                                                                                                                          www.iiste.org 

ISSN 2422-8419     An International Peer-reviewed Journal 

Vol.25, 2016 

 

90 

12. Donabedian A: The quality of care – How can it be assessed? (Reprinted from JAMA, vol 260, pg 1743–

1748, 1988). Archives of Pathology & Laboratory Medicine 1997, 121:1145-1150. 

13. Mainz J: Defining and classifying clinical indicators for quality improvement. International Journal for 

Quality in Health Care 2003, 15:523-530. 

14. Morestin F: Développement d'un instrument d'évaluation de la disponibilité et de la qualité des soins 

obstétricaux dans les structures sanitaires de district du Burkina Faso. Université de Montréal Santé 

communautaire 2007. 

15. Gerein N, Green A, Pearson S, Gerein N, Green A, Pearson S: The implications of shortages of health 

professionals for maternal health in sub-saharan Africa. Reproductive Health Matters 2006, 14:40-50. 

16. Campbell OMR, Graham WJ: Maternal survival 2 – Strategies for reducing maternal mortality: getting on 

with what works. Lancet 2006, 368:1284-1299 

17. Olsen OE, Ndeki S, Norheim OF: Human resources for emergency obstetric care in Northen Tanzania: 

distribution of quantity or quality? Human Resources for Health 2005, 3: 

18. Rogo KO, Oucho J, Mwalali P: Maternal mortality. In Disease and Mortality in Sub-Saharan Africa. 2nd 

edition. Edited by Jamison DT, Feachem RG, Makgoba MW, Bos ER, Baingana FK, Hofman KJ, Rogo KO. 

Washington DC: World Bank; 2006. 

19. WHO: Working together for health. Geneva: World Health Organisation; 2006. 

20. Rigoli F, Dussault G: The interface between health sector reform and human resources in health. Human 

Resources for Health 2003, 1:9 

21. Campbell OM, Graham WJ, Lancet Maternal Survival Series steering g: Strategies for reducing maternal 

mortality: getting on with what works. Lancet 2006, 368:1284–1299. Mbaruku et al. Human Resources for 

Health 2014, 12:38 Page 8 of 9 http://www.human-resources-health.com/content/12/1/38 

22. UNICEF: Levels & Trends in Child Mortality: Estimates Developed by the UN Inter-agency Group of Child 

Mortality Estimation. World Health Organization, the World Bank, United Nations; 2012. 

23. Saizonou J, De Brouwere V, Vangeenderhuysen C, Dramaix-Wilmet M, Buekens P, Dujardin B: [Audit of 

the quality of treatment of "near miss" patients in referral maternities in Southern Benin]. Sante 2006, 16:33-

42. 

24. Amdd Working Group on Indicators: Program note: using UN process indicators to assess needs in 

emergency obstetric services: Benin and Chad. Int J Gynaecol Obstet 2004, 86(1):110-120. discussion 109 

25. UNICEF. Levels and Trends in Child Mortality Report 2014. 2014.) 

26. World Health Organization, UNFPA, UNICEF, AMDD. Monitoring emergency obstetric care: a handbook. 

Geneva: WHO; 2009 http://whqlibdoc.who.int/publications/ 2009/9789241547734_eng.pdf?ua=1. 

Accessed April 3, 2014.). 

27. WHO: Make every Mother and Child Count. Geneva: World Health Organization; 2005. 

 

 

 

 


