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ABSTRACT

This study was conducted to assess quality of postna-
tal care that midwives provide to women seeking
postnatal servicesin health facilitiesin Dedza district,
the central region of Malawi. The study design was
descriptive cross sectional and utilized quantitative
data collection and analysis method to determine
structural, process and outcome components of post-
natal care in two facilities that offer emergency ob-
stetric and neonatal care and five that offer basic
emergency obstetric and neonatal care. All 60 mid-
wives who were providing postnatal care during the
time of study in the district were interviewed using a
structured questionnaire. In addition, the midwives
actual practice was observed and compared to a
standard checklist on postnatal care practice which
was developed by the Malawi Ministry of Health.
Data wer e analyzed using SPSS version 16.0. Results
show that structure for providing postnatal counsel-
ing services was inappropriate and inadequate. Fur-
thermore, the contents of postnatal services were be-
low reproductive health standards because the clients
were neither monitored nor examined physically on
discharge. On average, all the seven facilities scored
48% on postnatal services rendered which is far be-
low the recommended 80% according to the Repro-
ductive Health Standards. There is a need to provide
basic infrastructurein all the basic emergency obstet-
ric and neonatal care facilities. In addition, refresher
training courses for midwives in maternal and neo-
natal health with emphasis on postnatal care are re-
commended. There is also a need to restructure the
maternal and neonatal health departments in the fa-
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cilities so that the postnatal care units become stand-
alone priority sites to improve the quality of the post-
natal care servicesrendered.

Keywords. Quality Postnatal Care; Reproductive Health
Standards; Postnatal Care Structure; Process and
Outcome; Maternal and Neonatal Health; Postnatal Care
Standards

1. INTRODUCTION

Postnatal period is a six-week interval between birth of a
new born and the return of the reproductive organs to
their normal non pregnant state [1]. Postnatal period is a
vulnerable time because most maternal and new born
deaths occur during this period [2]. Globally, over
500,000 women die of child birth every year with over
90% of the deaths occurring in the developing countries
[3]. Annual maternal mortality rates in the developed
countries such as the United Kingdom and United States
of America are estimated at 8 and 16 per 100,000 live
births respectively [4]. In some African countries such as
South Africa, maternal mortality rate is estimated at 237
per 100,000 live births, while in the Sub Sahara African
countries the rates are over 400 per 100,000 live hirths
[4]. In Malawi, the maternal mortality is estimated at 675
per 100,000 live births [5].

Postnatal care (PNC) is the most neglected area in the
health care delivery system despite being very important
time for the provision of interventions that are vital to the
health of both the mother and the new born [6]. Conse-
quently, serious complications which account for two
thirds of all maternal and neonatal deaths occur during
the postnatal period [6]. In Malawi, 60% of the maternal
deaths occur during the postpartum period, of which 70%
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occur during the first week and 30% within 2 weeks afer
delivery [7]. To reduce these deaths, the Government of
Malawi formulated a Roadmap for the Reduction of
Maternal and Neonatal mortality. The roadmap recom-
mends that all women who deliver in a health facility
should receive a postnatal health checkup within the first
24 hours after delivery. In addition, all women who
deliver outside a hedlth facility should be referred to a
health facility for postnatal check up within 12 hours of
delivery [8]. The Malawi Ministry of Health reported
that 97% of al facilities in the country provided post-
natal care services but 93% of the maternal deaths occur-
red in the facilities with 69% of them occurring after the
women had already delivered. Traditionally, the strate-
gies to reduce maternal and neonatal mortality have fo-
cused on pregnancy and delivery periods with minimal
attention given to postnatal period. Consequently post-
partum sepsis and hemorrhage account for 18 and 34%
respectively of all maternal deaths in Malawi [9]. The
contributing factors to deaths in the postpartum period for
the hospital deliveries suggest that there may be sub-
standard care being offered to women during the manage-
ment of postpartum complications [10].

Dedza is one of the districts in Malawi with high ma-
ternal mortality rates. According to the unpublished
Maternal and Neonatal Report for the district in 20009,
there were 13 maternal deaths with 11 of them occurring
during the postnatal period. The district had also 266
women that developed child birth complications with 42
of them developing postpartum hemorrhage, 66 with
sepsis and 158 pregnancy induced hypertension. In addi-
tion, 138 neonates had sepsis and 58 had asphyxia. The
district records these statistics despite the fact that it has
two Emergency Obstetric and Neonatal Care (EmONC)
and 7 Basic Emergency Obstetric and Neonatal Care
(BEMONC) facilities. In addition, the EmMONC and
BEMONC facilities are staffed with midwives that are
trained to offer essential postpartum care and are also
equipped with extra human and material resources to
provide quality care services to clients. Despite the avai-
lability of extra resources and trained midwives, rate of
complications and deaths in the postpartum period in the
district is high even among women that are delivering in
the health facilities. This study therefore, aimed at as-
sessing the quality of care that is offered to postpartum
women at the EmONC and BEMONC facilities in the
district. Specifically the study assessed the three ele-
ments of Donabedian quality of care[11], which are struc-
ture, process and outcome.

2. METHODOLOGY
2.1. Design

The study design was descriptive cross sectional and
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utilized quantitative data collection and analysis method
to determine quality of postpartum care in sites that were
designated as EmoNC and BEmoNC health facilities in
Dedza district. The study was guided by Donabedian
theoretical framework on quality of health care [11]. The
structure component of the framework guided the ex-
amination of the setting in which PNC is provided. The
process examined activities involved in PNC service pro-
vision and the outcome evaluated the setting and con-
tents of PNC in line with the stipulated standards of care.

2.2. Setting

The study was conducted in Dedza District of the Central
Region of Malawi. The district shares boundaries with
four other districts and the Republic of Mozambique.
The total population in the district is 671,137, with
154,362 being women of childbearing age. The expected
number of deliveries per year is 33,000 [5]. The faci-
lities that were targeted for this study were those that
provide EMONC (Dedza district and Mua Mission
Hospitals). In addition, all the seven health centers which
provide BEmONC (Kasina, Mtendere, Bembeke, Golo-
moti, Kaphuka, Mtakataka and Lobi) were included in
the study.

2.3. Sample Size

All the two EmONC and seven BEmONC facilities in
the district were targeted. These facilities are manned by
a total of 140 midwives. During the study 60 midwives
(84% of the total number of midwives) were available on
duty and they all consented and participated in the study.

2.4. Inclusion and Exclusion Criteria

The study targeted all consenting midwives both Regis-
tered and Enrolled Midwives that were working in the
postnatal care of the EmMONC and BEmMONC facilitiesin
Dedza district. The study excluded facilities that were
not designated as EmMONC or BEmONC sites and mid-
wives who were working in facilities that were not des-
ignated as EmMONC and BEmMONC. In addition midwives
who were working in other sections of the facility other
than postnatal wards, students and Caucasian midwives
in Christian Healthcare Association of Malawi (CHAM)
ingtitutions that were working on specia programs were
excluded from the study.

2.5. Data Collection

Data was collected by the senior author, who is a Regis-
tered nurse-midwife. To prevent Hawthorne effect during
data collection, observations on practice were initialy
done before the midwives were interviewed. Hawthorne
effect refers to psychological response in which partici-
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pants of research change their behavior because they
know that they are being observed [13]. To prevent this
effect, al the study sites were visited and the researcher
worked with midwives for 3 days from morning to knock
off time. The midwives were observed as they provided
postnatal care to the clients. At each facility, observations
on the quality of postnatal care were done every day and
the service delivery practices were recorded to determine
the outcomes of postpartum care.

A structured questionnaire that was formulated based
WHO postnatal guidelines and Reproductive Health (RH)
standards of care was administered to the clients to de-
termine their knowledge of postnatal care which was
compared to their actua practice. A checklist was used to
collect data on the assessment of structure in terms of
availability of human and material resources, infrastruc-
ture and midwives knowledge on postnatal health as-
sessment, health education and counseling on postnatal
care concepts. Regarding the process of care, a checklist
was used to mark whether the midwives offered care in
accordance with the procedures as recommended in the
RH standard of care. The RH standards were checked
against actual practice based on observations on mid-
wives during the delivery of PNC services. The compo-
nents of care observed included client monitoring, phy-
sical examination, client education and counseling. The
outcome component was determined with the use of a20
criteria checklist derived from RH standards and WHO
guidelines which was used to measure availability of
basic infrastructure, materials and resources for provid-
ing postnatal care, and the education content that was
provided to women during postpartum care and at dis-
charge. A facility was supposed to score at least 80% on
the standard of care to be considered as providing quality
of RH carein which postnatal careis a component.

2.6. Data Analysis

Data was analysed using SPSS software version 16.0.
Descriptive statistics were computed for the structure and
process variables and the results are presented as fre-
guencies, means and percentages. Mean scores for the
outcome components of quality of care were computed
as percentages. The percentages were compared to the
cut off point of at least 80% for afacility to be deemed to
provide quality of care.

2.7. Ethical Considerations

The study was approval by College of Medicine Re-
search and Ethics Committee, which is the internal ethi-
cal review board for Kamuzu College of Nursing. The
District Health Officer for Dedza approved the study to
be conducted in the health facilities that are situated in
the district. All participants gave an informed consent
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before interviews were conducted. All other ethical is-
sues such as maintaining confidentiality and avoiding
harm were strictly observed during the study.

2.8. Limitations of the Study

The study was conducted in one district hence the results
may not be generalized to the whole country although the
trend is similar in most health facilities of the country.

2.9. TheFindings

2.9.1. Structure as Assessed by Availability of Human
Resour ces and Physical Infrastructure

1) Human resources

A total of 9 facilities were selected for the study out of
which 4 belonged to CHAM while the other 5 belonged
to the government and were administered through the
Ministry of Hedth (Table 1).The cadre of staff, mid-
wife-client ratio and the estimated number of deliveries
per year isshownin Table 1.

Most of the midwives (68.3%) were nurse-midwife
technicians and the registered nurse-midwives were few
(6.7%). Only two facilities had registered midwives
showing that most of the facilities lacked appropriate
skill mix of professional and technician nurse midwives.
The lowest midwife-client ratio (1:105) was recorded at
Masina Health Center while the highest (1:668) was
recorded at Bembeke health center. Both health centers
were CHAM facilities. The participants years of ex-
perience ranged from 1 to 15 with a mean of 4 years.
Majority of midwives (60%) acquired their midwifery
qualification more than five years prior to the study
whilst 32% qualified as practicing nurses three to four
years prior to the study.At the health centers, the mid-
wives were responsible for managing the whole mater-
nity wing comprising the antenatal, labor and delivery
and postnatal wards.

2) Physical Infrastructure

The two EmONC facilities (Dedza district and Mua
mission) hospitals had special examination rooms for
postnatal care and all the BEmMONC facilities (health
centers) had improvised space within their labor wards
for physical examination. When the impoverished rooms
were engaged with other activities, the postnatal women
were discharged without any examination.

3) Essential Equipment, Drugs and Guidelines

All the facilities did not have postnatal care moni-
toring 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. However, al the facilities had
essential drugs such as panado and iron tablets. Cord
clamps were also available in all the facilities.
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Table 1. The selected health facilities by ownership type, cadre of staff, midwife-client ratio and annua expected number of
deliveriesin EMNOC and BEmONC health facilities in Dedza district.

Cadre of staff

Fagili Tvoe Midwife/Client
ty yP Enrolled Nurse/midwife Regisered . Annual ratio
Nurse/midwife technician Nurse/midwife deliveries
Christian Headlthcare .
Mtendere Association of Malawi 0 5 1 6 2.639 1:440
Golomoti Government 0 2 0 2 1.017 1:509
Mtakataka Government 1 2 0 3 915 1:305
Christian Headlthcare .
Mua Association of Malawi 3 4 0 7 4.560 1:651
Lobi Government 2 1 0 3 1.255 1:418
Kaphuka Government 1 2 0 3 969 1:323
. Christian Healthcare X
Kasina Association of Malawi 4 7 0 11 1.159 1:105
Dedza Government 4 14 3 21 8.549 1:407
Christian Healthcare .
Bembeke Association of Malawi 0 4 0 4 2.670 1:668
Total 15 (25%) 41 (68.3%) 4 (6.7%) 60

2.9.2. Process Attributes of Quality Postnatal Care

1) Supervision

During the past 6 months prior to the study, 81% of
the midwives had not been visited by their supervisors.
Only 17% of the participants were visited once and 2%
were visited twice during the last six months prior to the
study. The results imply that the participants who were
mostly technicians lacked supervision from the profes-
sional nurses.

2) Client Monitoring

There were disparities between midwives responses

during interview and what they did during actual practice.

During the interviews, 62% of the midwives reported
that they monitored mothers conditions at least once
during the fourth stage of labor, whilst 13% stated that
they monitored the mothers twice. The remaining 25%
admitted that they monitored women soon after delivery
due to pressure of work. However, during observation on
actual practice, none of the midwives assessed women
during the first hour of delivery. Furthermore, none of
the women was checked when being transferred from the
labor ward to the postnatal ward. The only women that
were assessed soon after delivery were those who pre-
sented with a risk condition such as postpartum hemorr-
hage or anemia.

3) Client Examination

Client examination was not done according to the RH
standards. The standards stipulate that women are sup-
posed to stay in the hospital for observation at least 72
hours after delivery. However, actua practice in the
health facilities showed that in the CHAM facilities post-
natal women were observed for 48 hours after delivery
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whilst government facilities kept them for 24 or few
hours. Regarding midwives knowledge on examination
times for the clients, 57% of midwives stated that
examination of both women and neonates was supposed
to be done only on discharge, whilst 3.3% stated that it
was supposed to be done only when a client present with
a complaint. Observation on practice showed that CHAM
facilities were checking vital signs at least once a day
because they employed support personnel for this task.
However, in al government facilities, 63% of the mid-
wives discharged mothers without checking for vital
signs on the women and their neonates. A full head to toe
examination as a physical assessment to ascertain fithess
for a woman and her neonate before discharge was
performed by only 22% of the midwives. Another 48%
of midwives just examined the uterine involution and
conducted perineal inspection. The rest of the midwives
(30%) did not perform any postnatal examination to
women and neonates on discharge.

4) Health Education and Counselling

Midwives imparted partial information through group
education and counselling on various child birth concepts.
Maternal and neonatal danger signs were tackled by 69%
of the midwives. The mgjority of midwives (98%) coun-
selled women on exclusive breast feeding and its bene-
fitswhilst all of them (100%) taught women about infec-
tion prevention practices which included cord care, per-
sonal hygiene and nutrition practices. Family planning
was tackled by 98% of the midwives however, midwives
in CHAM facilities offered scanty information on family
planning because the Roman Catholic Church which is
their mother denomination does not approve the use of
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modern contraceptive methods by their followers. No
midwife was observed teaching women on postnatal ex-
ercises (Keggd's exercises) despite the fact that 66% of
midwives mentioned during the interviews that the topic
is taught to the mother during postnatal education and
counsalling.

5) Outcome Attributes of Quality of Postpartum Care

All the facilities scored below 80% showing that the
quality of postnatal care offered to clientsin the EmMONC
and BEmONC hedlth facilities in Dedza was poor and
below standard (Table 2). Highest scores of 70% were
obtained from two facilities, Kasina and Mtendere which
are both CHAM facilities. For the government facilities,
Dedza district hospital obtained the highest score of
55%.

The major reasons for poor scoring on WHO guide-
lines and RH standards were that the midwives were not
available on full time basis at the postnatal ward because
they were also involved in providing other health ser-
vices within the same facility. All the health facilities
lacked equipment and infrastructure for providing post-
natal care hence the services of the midwives did not
meet the required standard of care.

3. DISCUSSION
3.1. Structural Quality Attributes

The results show that midwives in this study offered sub-
standard postpartum care to mothers and their neonates.
The midwives combined postnatal care with other ser-
vices within the health facilities which made them com-
promise the quality of postnatal care. Due to pressure of
work vital sign check on the women that delivered nor-
mally were skipped and they only performed routine
check-up on women that presented with a risk factor or
complaint. The Maawi Ministry of Health [12] reported
that heavy workload in most government health facilities

hindered the provision of quality health care according to
the recommended standard of care.Similar results are re-
ported in Australia, where a review of postnatal care
revealed that the services were provided in very busy
environments thus compromising the quality of care [13].
When midwives have to provide care in busy environ-
ments, the challenge they face is to prioritize some areas
of hedlth care over others. In this study, the other health
services including labor and delivery were given first
priority over postnatal care. Consequently, postnatal units
received less attention which included human and ma
terial resource alocation.Another study by Kabene, et al.,
[14] reported that increased staff work overload led to
low quality and productivity of health services, increased
waiting times and use of personnel without required
skillsto perform critical interventions.

Results in this study aso show that the facilities did
not have appropriate infrastructure for the provision of
quality postnatal care. As a result, even when midwives
were available, lack of appropriate infrastructure hind-
ered the provision of standard postpartum care to clients.
Mgawadere [15] also reported that lack of proper struc-
tures for providing maternal and neonatal health services
contributed to poor or partial service provision to clients
and hence compromised the quality of care. Resources
were inadequate for providing quality postnatal care,
especially monitoring equipment, though drugs were
available. These results agree with those reported by
Rosy [16] in which the quality of maternal and neonatal
health in most public health facilities was affected by
lack of necessary equipment and resources.Similarly in
Malawi, a study by Banda and Dzilankulani [17] aso
reported that most government health facilitiesin Malawi
lacked necessary equipment and supplies for quality
maternal care services. Resources pose a challenge to
provide appropriate care to clients despite the fact that it
isthe basic right of every woman and neonate to have the

Table 2. Health facility scores according to the Standard of Postnatal care.

Facility Name Facility type Score (%)
Bembeke Christian Healthcare Association of Malawi health Center 45
Dedza Government District Hospital 55
Kaphuka Government Health Center 45
Lobi Government Health Center 40
Kasina Christian Healthcare Association of Malawi health Center 70
Mua Christian Healthcare Association of Malawi health Center 50
Mtakataka Government Health Center 35
Golomoti Government Health Center 35
Mtendere Christian Healthcare Association of Malawi health Center 70
Copyright © 2013 SciRes. OPEN ACCESS
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best available care that enables them go through pre-
gnancy and childbirth in good health. Thereistherefore a
need for adequate resources to be available in the post-
natal wards because availability of supplies and essential
medicines in maternal and neonatal health is an indicator
of successful service implementation towards achieving
MDGs 4 and 5 [18].

3.2. PNC Service Provision (Process Quality
Attributes)

3.2.1. Supervision and Guidelines

Staff supervision in this study was not done frequently as
stipulated in the standards. Supervision is an essentia
element in the improvement of provider performance
because it facilitates the use of guidelines and service
standards [19]. It was observed that the majority of mid-
wives attained their qualifications over five years ago.
According to JHPIEGO [20] pre-service education con-
centrates on acquisition of knowledge, but fails to pro-
vide the students with the skills for proficiency. Hence
staff supervision by more experienced midwives could

have improved the quality of care the midwives provided.

Studies in Australia [21] show that supervision provides
midwives with an opportunity to improve patient care in
relation to maintaining standards of care. In addition,
supervision provides an avenue for midwives to demon-
strate active support for each other as professional col-
leagues, hence leads to staff motivation.

3.2.2. Guideline on Client Monitoring Immediately
after Ddlivery

Midwives in this study did not follow stipulated guide-
lines in the management of postpartum women. The
midwives did not monitor mothers and neonates during
the first hour of delivery (4™ stage of labour). Schindler
[22] described this period as a distinct phase of labour
with its own normal pattern and peculiar aberrations. It is
atime of potential physical crisis for the mother as many
questions are raised whether her uterus will normally
clamp down, or blood pressure and all other systems will
stabilize.Midwifery care is very vita in the postpartum
because it promotes healing and the process of involution
and provides emotional support. The care also prevents
postpartum complications and assists in establishing
successful lactation as it promotes responsible parent-
hood [23]. Therefore women need to be properly moni-
tored and managed during the first 48 hours of delivery
to optimize both maternal and neonatal outcomes.

3.2.3. Guideline on Client Examination in Hospital
and on Discharge

Midwives in this study were aware of the need to ex-

mine the clients on discharge however in actual practice

they did not conduct the examinations. It was observed

that the midwives prioritized the provision of labor and
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delivery services to client examination on women who
were being discharged from their facilities. Similar re-
sults were reported in Cameroon and Zimbabwe where
nursing care offered during labour was average but poor
during postpartum [24,25]. The first 48 hours after deliv-
ery are critical because of the need to monitor vital signs
which are an important indicator of adverse changes.

Staff attitude also contributed to the substandard qual-
ity of postnatal care in this study. According to the an-
nua expected number of deliveries and the highest mid-
wife-client ratio of 1 to 668 per annum which transates
to 2 postpartum women per midwife per day, the mid-
wives could have managed to check vital signs on all the
clients. Some studies have shown that midwives were
able to offer quality postnatal care even when there was
staff shortage. A study conducted in Northern Botswana
found that despite critical shortage of health profession-
als, midwives checked vital signs and fully examined
women prior to discharge [26]. Hence there is a heed to
change the midwives' attitudes in Dedza district so that
quality postnatal careis provided.

3.2.4. Health Education and Counsdling in the
Postpartum

Findings show that midwives conducted health educa-
tion and counseling on child birth concepts using group
education approach. With this approach, the midwives
did not fully cover al the topics. Consequently indivi-
dual information needs were not considered and the
women were denied their right to knowledge. When wo-
men know the potential causes of obstetric complications,
they can take preventive measures which can in turn
reduce the high rates of maternal and neonatal mortality
and morbidity. The results that individual information
needs of women were not met agree with those reported
by Nikiema et al., [27] and, Malata and Chirwa, [28]. In
these studies results show that Malawi had the highest
percentage of unmet needs for child birth information.
The emphasis on ensuring that al postpartum women
fully understand child birth information is one of the
essential elements in maternal and neonatal health as
stipulated in the Road map to accel eratethe reduction of
maternal and neonatal mortality rate [29], but the reality
is that the information is not being transmitted to the
intended target beneficiaries.

3.3. Outcomes Quality Assessment

The results of service evaluation demonstrated that all
mothers and their neonates received postnatal care ser-
vices which were below standard. These results could be
attributed to inadequacy of resources and the fact that
midwives were also serving other wards and departments
of the hospital which affected their prioritization of ser-
vices. During discussions the midwives agreed that post-
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natal care and units were indeed neglected areas due to
priorities given to other units such as the labor and deli-
very wards. Rawlins, et al. [30] evaluated service quality
in all health facilities for performance and quality impro-
vement in Malawi, and results show that that quality of

maternal and neonatal health care was low in al facilities.

The study results further showed that the availability of
performance quality improvement intervention did not
necessarily trandate into service provision in line with
the stipulated standards. The designation of EmMONC and
BEmMONC facilities in the country was to ensure quality
maternal and neonatal care, however, the situation is that
the quality of care is substandard in these designated
facilities. These results agree with those reported by
Leight et al. [31] that almost twice the minimum number
of recommended EmONC facilities existed in Malawi
but only 2% of the facilities met the basic requirements
for the provision of quality maternal and neonatal care.

4. CONCLUSION

The postnatal care that was provided in the EmONC and
BEmMONC facilities in Dedza district was substandard.
Infrastructure in the health facilities was inappropriate
because the facilities used improvised rooms for postna
tal care. Human and material resources were inadequate
for provision of comprehensive and quality postnatal
care in all the facilities. The midwives combined their
postnatal care with services of other departments within
the facilities and the essential chemicals and supplies
were in adequate. The process of service provision which
entails client monitoring and examination was not in line
with the Ministry of Health standards in Malawi due to
lack of essential equipment. Process of client education
and counseling did not meet individual client information
needs because midwives used group education and skip-
ped some topics which could have assisted some women
asindividuals. There is a need to strengthen the EmONC
and BEMOCN facilities in Dedza so that they provide
quality postnatal services to improve the maternal and
neonatal outcomes. There is a need to provide basic in-
frastructure in all the basic emergency obstetric and neo-
natal care facilities. In addition, refresher training cour-
ses for midwives in maternal and neonatal health with
emphasis on postnatal care are recommended. There is
also a need to restructure the maternal and neonatal
health departments in the facilities so that the postnatal
care units become stand-alone priority sites to improve
the quality of the postnatal care services rendered.
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