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Abstract

The quality of immediate postpartum care (QoPPC) provided by midwives is a life-
threatening factor influencing maternal and newborn health outcomes. This study evaluated
QoPPC at governmental Gaza Strip (GS) hospitals. The study focused on midwives’
perceptions regarding maternal and newborn care within the first six hours after birth. The
study explored key domains, newborn care, and midwifery practices. Additionally, the
satisfaction of mothers with postpartum services was also studied. A cross-sectional study
design included 72 midwives (census) and 335 postpartum mothers (random) from Helou
International Hospital, Patient Friends Hospital, and Assahaba Medical Complex, Gaza,
Palestine. Data was collected using structured questionnaires targeting midwives and
mothers. A pilot study was conducted to examine the validity and reliability of the
questionnaires, and the alpha coefficient was 0.948 for the midwives' questionnaire and
0.920 for the mothers' questionnaire. Statistical analysis was conducted using the SPSS
program (version 25). Ethical approval was obtained from the Helsinki Committee and
administrative approval from. Findings indicated high overall perceptions of QoPPC among
midwives across all studied domains (88.6%). The highest-rated domain was midwives'
maternal care practices (89.0%), followed by newborn care (88.2%). The study found
significant differences in care quality across hospitals (P < 0.05). Still, no statistically
significant differences were observed based on academic qualifications, marital status, years
of experience, income, place of residence, or training received (P > 0.05). Additionally, a
strong positive correlation was observed between total postpartum care and newborn care (r
= 0.881, P < 0.001) and between total care. Mothers’ satisfaction with postpartum care
services was 81.25%. Statistical analysis revealed no statistically significant differences in
satisfaction levels based on socio-demographic characteristics (P > 0.05). The study revealed
high quality of postpartum care provided by midwives and high satisfaction of mothers with
the services they received at maternity hospitals in the GS. The study recommended the need
to enhance midwifery training to ensure continuous professional development.
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Chapter One

Introduction

1.1 Background

The immediate postpartum period (IPP) is important because accompanying this period are
several life-threatening complications (Esan et al., 2020). The fourth stage of labor is a
critical time in the birthing process because it can lead to a variety of life-threatening
problems. As a result, it is essential to provide midwives with comprehensive information
and training to manage the fourth stage of labor effectively. The healthcare team provides
the basis for preventing complications by offering physical, emotional, and informational
social support, with the latter strengthening guidelines that enable a woman to care for
herself and her child. (Engstrom & Cockerham, 2025). Midwives can give relevant
information and professional nursing care throughout the early (immediate) postpartum
period. Midwives must be alert and open-minded during this critical moment (Kebede et al.,
2021).

This ability necessitates midwives believe the first two hours following delivery are critical.
As a result, professional care for postpartum women and their families should be provided,
considering their values, backgrounds, environment, and dignity. Because childbirth is one
of the most sensitive times in a woman's life, the nurse's role during labor, delivery, and the
immediate postpartum period is unique. Midwives should focus on serving, protecting,
advocating for, and inspiring women during this time. Immediate postnatal care should
address the unique needs of both the mother and the baby, encompassing the prevention,
early identification, and treatment of potential problems and diseases, as well as support for
breastfeeding, birth spacing, immunization, maternal nutrition, and encouragement.
Midwives should deliver competent nursing care during the early (immediate) postpartum
period (Mokhtar et al., 2023).

This serious time requires midwives to be open-minded and patient. This skill set also
requires midwives to recognize that the first two hours after labour are of important concern.
Thus, they should provide skilled care to postpartum mothers and their relatives, considering
their beliefs, experiences, and environment and respecting their human rights and dignity
(World Health Organization, 2020).

Midwives play a vital role in monitoring the mother's status, assisting with procedures to
control bleeding, educating the mother about her condition, and supporting the mother and
her family (El-khawaga et al., 2019). As with any postpartum issues, ensure you provide



emotional support to the mother and family, explain all events and measures to reduce
anxiety and fear, and protect the family by informing them of the condition. Most maternity
midwives focus on assisting mothers during labor, remaining by the patient's side to support
both the mother and her newborn baby, offering encouragement, coaching, education, and
support (Okorie et al., 2025).

1.2 Problem Statement

Immediate postpartum care (IPPC) encompasses the baby's delivery within 24 hours of
delivery. It is part of the facility-based continuum of perinatal care for women and newborns
(WHO, 2022). It entails monitoring vital signs, assessing the maternal and newborn's
wellbeing, and educating the mother and her caregiver on self-care, newborn care, hygiene,
contraceptive use, postnatal danger signs, and when to return to the health facility. IPPC is
recognized as key in preventing, diagnosing, treating complications, and improving care
quality (Kikuchi et al., 2018). This is because most maternal and newborn morbidity and
mortality occur within this time frame. However, facility-based care during this period is
suboptimal despite its importance for women and newborns (Muwema et al., 2022).

Guidelines for clinical practice have been a focus of the WHO and the MoH over the past
two decades to improve the quality of care (QoC). These clinical guidelines for facility-
based immediate postpartum care include monitoring the mother and baby, providing health
education, conducting assessments at discharge, and offering advice on when to return to the
health facility (WHO, 2020).

The benefits of clinical guidelines in improving the quality of patient care and patient
outcomes have been documented in several countries. However, having practice guidelines
may not always translate into the provision of high-quality PPC or care based on the latest
evidence. Instead, they may sometimes overwhelm health workers when faced with
impractical guidelines, especially in low-resource settings (Sserwanja et al., 2022).

A recent study on the facility's readiness to provide IPPC showed that disseminating the
MoH guidelines and their adoption into facility policies was low. As per the MoH guidelines,
over half of the rural facilities assessed had no scores for the routine monitoring of mothers
and their newborns (Dey et al., 2021).

In GS, because of the ongoing war against the strip, access to health care has been worsened
by repeated displacement, inadequate living conditions, insecurity, poor nutrition, and many
health facilities have become out of service. The decimation of the infrastructure of health
centers created severe obstacles for pregnant women and women in labour, which affects the
quality of maternal care and the safety of the mothers and their offspring (Doctors without
Borders, 2024).

Implementation of evidence-based practice is crucial for improvements in IPPC. Nurses and
midwives play a vital role in ensuring that patient care is provided by the available evidence
and established patient care protocols. The guidelines for IPPC were intended to serve as a
guide for postpartum care provision for mothers and their newborns, thereby establishing
the minimum standard of care for all clients. To ensure that the guidelines are implemented,
an increased level of staff awareness of the guidelines, the availability of trained staff,
mentorship, and support from supervisors must be in place. Additionally, hindrances such



as the cost considerations and the motivation of the intended users of the guidelines need to
be addressed (Kimiaeimehr et al., 2019).

Midwives are pivotal in providing this care, particularly in contexts with limited healthcare
resources and ongoing socio-political challenges. However, there is a lack of comprehensive
data on the effectiveness and quality of the care midwives provide during this crucial period.
This study aims to evaluate the quality of immediate postpartum care provided by midwives
at selected hospitals in the GS, identifying gaps and areas for improvement to enhance

maternal and neonatal health outcomes.
1.3 Justification of the study

IPPC for a mother and newborn baby involves ensuring the mother's and fetus's general well-
being, assessing vital signs, and examining the newborn using APGAR scoring.
Furthermore, assessing uterine contraction, any vaginal tears/discharge, ability to urinate and
defecate, assessing sign postnatal depression, and any other assessments are required. The
purpose of providing immediate care is to enable early assessments and treatment to be
initiated, and to provide health workers with the opportunity to advise and counsel on
breastfeeding and newborn care. To ensure that mothers and babies have received this vital
care, WHO recommended that, all women need to be monitored as well as cared for in the
facility where they gave birth for at least 24 hours following vaginal delivery (WHO, 2022).

All women need to be monitored and cared for in the facility where they gave birth for at
least 24 hours following vaginal delivery to ensure that mothers and babies have received
this vital care, as recommended (WHO, 2022). A recent survey conducted in 77 countries
found that approximately 63% of countries reported disruptions in PPC in general (United
Nations, 2020).

The primary objective of the Sustainable Development Goals (SDGS) was to reduce
maternal mortality to less than 70 per 100,000 live births by the end of 2030. Implementing
IPPC guidelines in the maternity ward and enhancing salary and education opportunities for
healthcare providers (HCPS) will significantly improve HCPS' adherence to IPPC guidelines
(WHO, 2020).

Improving the quality of immediate postpartum care is crucial for reducing maternal and
neonatal morbidity and mortality. This period is crucial for the mother and the newborn, and
high-quality care can significantly impact their health outcomes. Midwives are vital in
providing postpartum care, especially in regions with limited healthcare resources.
Evaluating their practices and identifying areas for improvement can enhance the overall
quality of care provided. By identifying gaps and deficiencies in postpartum care, the study
can inform policy changes and training programs to enhance healthcare delivery in the Gaza
Strip and Understanding the current state of postpartum care can facilitate the more effective
allocation of resources, ensuring that hospitals and healthcare providers have the necessary
tools and support to deliver optimal care.

1.4 General objective
The general objective is to evaluate the quality of immediate postpartum care midwives

provide and mothers' satisfaction with the health services provided at selected hospitals in
the Gaza Strip.



1.5 Specific objectives

1. To investigate the quality of care delivered to newborns within the first six hours after
birth.

To identify the quality of practicing maternal care within the first six hours after birth.
To investigate the relationship between the quality of immediate postpartum care and
specific sociodemographic characteristics of midwives.

To assess mothers' satisfaction level with the quality of services after childbirth.

To identify the differences in mothers' satisfaction with the quality of postpartum care
related to sociodemographic factors of mothers.

wn
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1.6 Research questions

1. What is the quality of care provided to the newborn in the first six hours after birth?

2. What is the quality of practicing maternal care within the first six hours after birth?

3. Is there a significant association between the quality of immediate postpartum care
and sociodemographic factors of midwives?

4. What is the mothers' satisfaction level with the quality of services after childbirth?

5. Are there statistically significant differences in mothers' satisfaction with the quality
of postpartum care related to sociodemographic factors of mothers?

1.7 Definition of terms

1.7.1 Theoretical definitions
Quality of care

Care that provides comprehensive coverage, including access to quality essential healthcare
services and safe, effective, affordable, and quality essential medicines and vaccines for all
(WHO, 2020).

Immediate postpartum care

Defined as the period beginning immediately after the baby's birth to 6 to 24 hours (WHO,
2020). The IPPC includes skin-to-skin contact, APGAR score, drying clamping period, the
period in which the fetus is born, complete delivery of the placenta, and follow-up of the
newborn and mother for 6 hours.

Midwife

Skilled, knowledgeable, and compassionate care for childbearing women, newborn infants,
and their families across the continuum, from pre-pregnancy through birth, postpartum, and
the early weeks of life (WHO, 2019).

1.7.2 Operational definitions

Quality of postpartum care

Quality of postpartum care is operationally defined as the delivery of maternal and newborn

health services after childbirth that meet established clinical standards, are free from
preventable harm, respect women's rights, and result in improved maternal and neonatal

4



outcomes, as assessed through adherence to care protocols, patient satisfaction, and
outcome-based indicators.

In this study, the quality of postpartum care is measured by the total score obtained on the
midwives' questionnaire.

Immediate postpartum care

Operationally, immediate postpartum care is defined as clinical assessments and
interventions administered to the mother and newborn from birth up to 6 hours postpartum.
This includes monitoring maternal vital signs, assessing vaginal bleeding and uterine
contraction, promoting skin-to-skin contact, and conducting newborn screening and thermal
protection measures.

In this study, immediate postpartum care is measured by the total score obtained on the
midwives' questionnaire domain.

Midwife

Any qualified nurse-midwife with a valid midwifery license works full-time in a maternity
hospital in the Gaza Strip.

1.8 Context of the study

1.8.1 Demographic characteristics

In 2020, the population of Palestinians in the State of Palestine, according to estimates from
the Palestinian Central Bureau of Statistics (PCBS), reached 5,101,152 individuals,
comprising approximately 2.59 million males and 2.50 million females. Meanwhile, the
population of the West Bank (WB) reached approximately 3.05 million individuals,
accounting for 59.9% of the total population of Palestine, including 1.55 million males and
1.49 million females. In the same year, the population of the GS reached approximately 2.04
million individuals, accounting for 40.1% of the total population of Palestine, including
approximately 1.03 million males and 1.01 million females (PCBS, 2021).

1.8.1 Socio-economic context

Movement and access restrictions, violent attacks, and the slow pace of post-conflict
reconstruction continue to degrade economic conditions in GS, the smaller of the two areas
comprising the Palestinian territories. Israeli controls became more restrictive. At the socio-
economic level, conditions are terrible. Poverty and food insecurity are growing, as is a
reliance on foreign aid. Unemployment continues to increase among youth and adults;
according to PCBS (2022), the unemployment rate among participants in the labor force (15
years and older) in 2022 was approximately 24%, compared to 26.4% in 2021. On the other
hand, the total underemployment rate reached 31%, according to the revised standards of the
International Labor Organization. There is still a significant disparity in the unemployment
rate between the WB and the GS, which reached 45% in the GS compared to 13% in the
WB. Regarding gender, the unemployment rate for females was 40% compared to 20% for
males in Palestine (PCBS, 2021). One of the highest in the world, according to the World
Bank, about 410,000 families are living under the poverty line in GS, and almost 80% of



Palestinians in GS depend on humanitarian assistance for survival, with no means to access
education, health, clothing, and shelter (UNDP, 2020).

1.8.2 Healthcare system
Al Helou International Hospital

The Helou International Specialist Hospital is a private hospital in northwest Gaza City,
managed by Dr. Tharwat Yousef Helou. The clinic was founded in 1995 and opened as a
hospital in 2017, spanning an area of 600 square meters and with a clinical capacity in 2022
of six beds. Since early 2023, the hospital has received referrals from the Ministry of Health
for patients who require hematology and oncology chemotherapy. The hospital offers several
specialized services, the most important of which are oncology treatment and transplants in
the infertility and IVVF clinic.

In 2013, the hospital announced the "Charity and Procreation for Allah Almighty" campaign
and sponsored treatment, fertilization, and embryo transplants for 500 cases. That same year,
the hospital implanted embryos for eight wives of prisoners in occupation prisons in response
to a campaign by the Hussam Foundation for Prisoners and Liberators and the mothers of
prisoners. Similar campaigns that provided free fertility treatments have been held, including
the "We, with God's help, care for you" campaign in 2018, and the free fertility campaign in
2022 and 2023 (Institute of Palestine Studies, 2025).

Al-Sahaba medical complex

Al-Sahaba Medical Complex is a non-profit charitable organization founded in Gaza,
Palestine, in 1424 AH, 2004 AD. It has obtained a license from the Ministry of Interior with
No. [7319] and a license from the Ministry of Health No. (2009).

The complex was established to revive a command from Allah to cover the private aspects
of Muslim women, especially during parturition. Al-Sahaba Medical Complex is the first
hospital of its kind in Palestine. It holds a special character: "Female patients’ treatment with
Female staff,"” where the management provided a distinguished female staff of doctors,
nurses, midwives, and workers.

The patients are from the women's category and must enter the women's section. The nature
that prevails in the transactions will overtake it with a feminist character, and with the grace
of Allah, the idea of the complex met with great response and great success
(www.alsahaba.ps, 2025).

Al-Awda Hospital

Al-Awda Hospital is a non-governmental civil hospital, located in Nuseirat refugee camp in
al-Wusta governorate. It was established as a primary health care center in 1989 and later
developed into a hospital in 2022. The hospital has a medical staff of around 141, including
60 doctors and medical specialists. The hospital is managed by Al-Awda Health and
Community Association (formerly the Union of Health Work Committees), which seeks to
achieve community health empowerment and promote comprehensive health through
primary health care programs, secondary and tertiary health care programs, and protection
of women and children. Al-Awda Health and Community Association is a Palestinian non-
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governmental organization that aims to improve the health situation in the West Bank and
Gaza Strip. Founded on the initiative of volunteers working in the health sector in 1985, the
Union of Health Work Committees worked in the context of the First Intifada, and their work
continued to be politicized through the provision of relief and emergency services. These
committees were established as part of the mass frameworks that strengthened Palestinian
steadfastness and resistance to the occupation, before the arrival of the Palestinian Authority
in the late 1990s. Since then, Al-Awda Association has moved towards more professional
health work without losing its status as a mass organization.

Al-Awda Hospital - Nuseirat was built as part of a collaboration between the Al-Awda
Health and Community Association and the Palestinian Welfare Association. The Arab Fund
and the Big Heart funded the hospital's solar energy system. In December 2022, the hospital's
management decided to allocate an additional budget for constructing an additional five-
story building and continues seeking funding within the institutional networking framework
(Institute of Palestine Studies, 2025).



Chapter Two

Conceptual framework and literature review

2.1 Conceptual framework

Sociodemographic characteristics of midwives

Hospital, Age, Academic degree, Marital status, Experience, Monthly
income, Place of residence, Number of children in the family, received
special training, number of training courses received, working shift, number
of cases handled daily

Mothers' satisfaction

Midwives practicing Qual Ity of i rzzf\ll\i/sgshealth
maternal care within the immediate
first six hours postp artum
after birth care Care provided to the
new-born for the first six

hours after birth

Sociodemographic characteristics of mothers

Age, Hospital, Level of education, Marital status, Number of births, Number
of pregnancies, Work status, Place of birth

Figure (2.1): Diagram of conceptual framework (self-developed)

The framework emphasizes a holistic and integrated approach to quality of IPPC by
addressing multiple dimensions critical to the health and well-being of mothers and

newborns during the immediate PP period. This approach addresses immediate newborn and
maternal care and maternal satisfaction.



1. Immediate maternal care: This includes physical health activities such as monitoring
for postpartum hemorrhage, blood pressure irregularities, infections, or other
complications. It also includes emotional support by providing psychological
reassurance and support to mitigate postpartum stress or anxiety. Additionally,
breastfeeding support from the midwife can help mothers learn proper breastfeeding
techniques.

2. Immediate newborn care: This includes essential practices such as immediate skin-to-
skin contact, delayed cord clamping, initiation of breastfeeding within the first hour,
thermal protection, and prophylactic medications. It is also important to be ready for
emergencies and provide timely resuscitation or other interventions in case of
complications such as asphyxia or low birth weight. Additionally, monitoring and
assessing vital signs (e.g., breathing, temperature, and heart rate) are crucial for promptly
detecting and addressing complications.

3. Maternal satisfaction: Mothers' satisfaction with health services is integral to QoC.
Mothers must be respected, ensuring dignity, privacy, and culturally appropriate care and
support.

Respect maternal preferences and involve family members in the care process where
appropriate. Additionally, provide clear and compassionate explanations about the mother’s
and baby’s conditions and care plans. Counsel on signs of danger (e.g., excessive bleeding,
newborn feeding difficulties) and when to seek help. Encouraging bonding through
uninterrupted time for skin-to-skin contact and exclusive breastfeeding.

2.2 Literature review

2.2.1 Introduction

PPC plays a crucial role in childbirth, and midwives ensure high-quality care for both the
mother and baby from birth through six weeks postpartum (Pindani et al., 2020). After
delivery, the mother may experience generalized physical fatigue immediately after delivery,
the pulse rate may be elevated a few hours after childbirth due to excitement or pain and
usually normalizes on the second day. The blood pressure could be elevated due to pain or
excitement, but is generally in the normal range; a significant decrease (> 20% below
baseline) in blood pressure could be a sign of postpartum hemorrhage or septic shock
(Chauhan & Tadi, 2020). Therefore, midwives should pay special attention to the care
provided during this period to prevent or reduce the risk of adverse outcomes.

The postpartum period (PP) remains a critical concern, as approximately 800 women die
every day from preventable pregnancy- and childbirth-related complications, with 95% of
these deaths occurring in developing countries. More than 60% of maternal deaths take place
during this period, with around 45% occurring within the first 24 hours after delivery (WHO,
2022).

Since the year 2000, global maternal and neonatal mortality rates (MMR) have declined
significantly, currently standing at 211 maternal deaths per 100,000 live births and 18
neonatal deaths per 1,000 live births (Hug et al., 2019). Although this progress is
encouraging, it remains insufficient to meet the SDGs, which aim to reduce maternal
mortality to 70 per 100,000 live births and neonatal mortality to 12 per 1,000 live births by
2030 (United Nations, 2020). Over the past decade, efforts to improve maternal healthcare
have focused on strengthening the continuum of care during pregnancy and childbirth by



increasing access to skilled antenatal care and facility-based deliveries. The maternity
continuum of care (MCC) is an integral component of universal health coverage and a crucial
strategy for reducing maternal and neonatal mortality. Despite its importance, MCC
coverage remains low in low- and middle-income countries (LMICs) with the highest
maternal and neonatal mortality (Mihret et al., 2025). Despite significant progress achieved
through the Millennium Development Goals and notable reductions in maternal and child
mortality rates, neonatal mortality remains a persistent challenge. Maternal and neonatal
morbidity and mortality levels are still unacceptably high, and opportunities to enhance
maternal well-being and improve newborn care have yet to be fully leveraged (WHO, 2022).

2.2.2 The postpartum period

The PP, also known as the fourth stage of labor, is a crucial phase in the childbirth process,
as it poses risks for various life-threatening complications. This period is important for both
short-term and long-term health and well-being for a woman and her newborn. Therefore,
the interprofessional health team should provide comprehensive postpartum care for the
mother (Lopez-Gonzalez & Kopparapu, 2022).

One of the key objectives of the WHO within the SDGs is to reduce the MMR to fewer than
70 deaths per 100,000 live births by 2030. To support this goal, the WHO recently updated
its global guidelines on postpartum care (PPC) for mothers and newborns, emphasizing the
importance of timely care—particularly within the first 24 hours after birth for all mothers
and babies, regardless of the place of delivery—as well as follow-up assessments before
hospital discharge. These guidelines focus on low-resource settings in low- and middle-
income countries (LMICs) (WHO, 2016).

The PP period is critical for both the mother and newborn, as it significantly impacts their
long-term health and well-being. During this time, women undergo numerous physical,
psychological, and social adjustments, including recovery from childbirth, hormonal
changes, and learning how to care for and feed their newborn. The first 24 hours following
delivery present a heightened risk of maternal complications, such as postpartum
hemorrhage (PPH) and sepsis, which can lead to severe morbidity and mortality if not
properly managed (Clarke-Deelder et al., 2023).

While some postpartum complications may be unavoidable, early detection and timely
intervention can significantly lower the risk of severe health outcomes (Borovac-Pinheiro et
al., 2021). Despite the critical role of immediate postpartum care (IPPC) in preventing
maternal and neonatal morbidity and mortality, it often receives far less attention than quality
care during labor and delivery. Providing high-quality PPC is essential, ensuring that
mothers and newborns are closely monitored for signs of complications from birth until
discharge (Clarke-Deelder et al., 2023).

2.2.3 Immediate postpartum care

IPPC extends from delivery to six hours after birth and is vital to the perinatal care continuum
for mothers and newborns. This care includes monitoring vital signs, evaluating the health
and well-being of the mother and newborn, and offering health education to the mother and
her caregiver. Key topics addressed include self-care, newborn care, hygiene, identifying
postnatal danger signs, and understanding when to seek further medical assistance. IPPC is
recognized as a critical factor in preventing, diagnosing, and managing complications and
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enhancing the Qoc. This is especially significant because a large proportion of maternal and
neonatal morbidity and mortality occurs during this time frame (Namutebi et al., 2021).

The first few hours after childbirth are considered a high-risk period for both the mother and
the newborn, with many deaths occurring during or shortly after delivery. The immediate
postpartum phase is a crucial window for maternal and infant health, as the majority of
maternal and infant deaths take place during this period (WHO, 2022). Therefore, | think
that delivering high-quality care to both the mother and newborn after birth is essential for
preventing postpartum complications and reducing neonatal and maternal morbidity and
mortality.

Maternity midwives are crucial in monitoring the mother's condition, assisting with
procedures to manage bleeding, educating the mother about her health status, and providing
ongoing care to her and her family. Beyond addressing postpartum concerns, midwives are
tasked with offering emotional support to the mother and her family, explaining all
procedures and events, and taking measures to reduce anxiety and fear. They also inform the
family about the mother's condition (Ali & Ghafel, 2022).

High-quality PPC prevents adverse maternal and neonatal outcomes and helps first-time
mothers adjust to motherhood. Adverse events (AEs) refer to medical treatment outcomes
that do not meet established standards of care, resulting in temporary or permanent patient
harm. Unplanned AES during labour and delivery can have significant repercussions in the
early postpartum period, affecting physical recovery and emotional well-being. Most
maternal and neonatal AEs occur during this critical time (Wickramasinghe et al., 2019).
Therefore, delivering evidence-based, high-quality PPC is essential to promoting a smooth
and complication-free recovery for both mother and newborn.

2.2.4 Quality of postpartum care

QoC is a central focus in health systems to improve patient health outcomes sustainably.
WHO defines quality maternal and newborn health (MNH) care as “the extent to which
maternal and newborn health services increase the likelihood of timely and appropriate care
to achieve desired outcomes, consistent with current professional knowledge, while
considering the preferences and aspirations of individual women and their families” (WHO,
2018). This highlights the intricate relationship between expected health outcomes and the
quality of healthcare provided. Evidence strongly suggests that maintaining high QoC and
expanding access to healthcare facilities are essential for reducing maternal and neonatal
mortality and morbidity (Biswas et al., 2019).

Postpartum care services are a critical component of the continuum of care for maternal,
neonatal, and child health, playing a pivotal role in achieving the SDGs related to
reproductive, maternal, and child health. These goals include reducing maternal mortality
rates (MMR) and eliminating preventable neonatal deaths (WHO, 2022). Despite the vital
importance of the postpartum period for the survival of both mothers and newborns, PPC
remains one of the most neglected interventions in the maternal and child health continuum
(Sacks & Langlois, 2016). Inadequate access to quality PPC leads to poor health outcomes
for mothers and newborns (WHO, 2022). Early intervention during the postpartum period
has the potential to save lives and promote the adoption of healthy behaviors. Previous
studies estimate that achieving 90% coverage of quality PPC in sub-Saharan Africa could
prevent approximately 10-27% of all neonatal deaths in the region (Zhao et al., 2023).
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The most recent reports indicate that the median coverage of PPC for mothers in low- and
middle-income countries (LMICs) is 45%. Additionally, Zhao et al. (2023) found that
41.42% of mothers received quality maternal PPC, while 42.34% received quality neonatal
PPC. To reduce mortality and improve the health and survival of mothers and newborns
during the postnatal period, efforts to enhance PPC must go beyond simply increasing
coverage and focus on improving the QoC.

High-quality PPC is essential for preventing and early detecting many potential causes of
obstetric complications and neonatal deaths, such as neonatal hypothermia and maternal
anemia. Previous studies have highlighted disparities in the quality of postpartum care
(QoPPC) during the immediate postpartum period. For instance, Ali & Ghafel (2022) found
that 94% of nurse-midwives demonstrated fair practice in IPPC. Similarly, Ronnie et al.
(2023) reported that the availability of family planning, immunisation, and nutritional
counselling services was associated with a positive perception of the QoPNC.

In LICs with limited resources, the QoPPC is often poor. Pindani et al. (2020) found that
midwives frequently did not adhere to reproductive health standards during client
examinations. Specifically, 52.2% of midwives inspected perineal wounds, 66.7% checked
neonatal vital signs, 62.2% checked maternal vital signs, and only 30.4% examined lochia
drainage. Additionally, most midwives (91.3%) did not assess the mother's emotional state.
In Bangladesh, a study on the quality and coverage of maternal PPC found that both were
low. Key factors influencing the utilization of Qoppc included socio-demographic factors,
pregnancy complications, type of birth attendant, delivery method, and financial readiness
(Priyanka et al., 2024).

Postpartum care is a critical component of the childbearing process, and midwives are
responsible for providing high-quality care to both the mother and baby from birth through
six weeks postpartum. However, in low-resource settings, the quality of care for mothers and
newborns is often substandard. Pindani et al. (2020) found that midwives” adherence to client
monitoring practices fell below the 80% threshold. Specifically, less than 52.2% of midwives
inspected perineal wounds, 66.7% checked neonatal vital signs, 62.2% checked maternal
vital signs, and only 30.4% examined lochia drainage. Additionally, most midwives (91.3%)
did not assess the mother’s emotional state. While midwives covered various topics during
health education and counselling, some critical areas, such as immunizations, were often
neglected.

A systematic review by Zhao et al. (2023) identified essential components of effective PPC,
including breastfeeding support, immediate examination of mothers and newborns, skin-to-
skin care for neonates at birth, counselling on danger signs for mothers and babies,
immunizations, and other services. To ensure comprehensive care during the postpartum
period, the WHO recommends regular assessments of vaginal bleeding, fundal height,
uterine tone, temperature, blood pressure, and heart rate within the first 24 hours. Screening
for postpartum mental health issues, advising on physical exercise, counselling on family
planning, breastfeeding support, and hygiene education are key elements of postnatal care
(WHO, 2022).

Tappis et al. (2023) assessed maternity care quality in private hospitals in Iraq. Their findings
revealed that all the hospitals included in the study had skilled healthcare personnel available
on-site or on-call 24/7. Additionally, these hospitals were well-equipped with the necessary
personnel, medical equipment, medications, and supplies to provide high-quality antenatal,
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intrapartum, and essential newborn care. Many facilities also had specialized units and
resources to care for small and sick newborns. However, despite having the necessary
resources for basic and advanced care, gaps were identified in the knowledge and
implementation of high-impact yet straightforward interventions, such as skin-to-skin
thermal care and early breastfeeding support, which require minimal or no additional
resources.

Early PPC refers to maternal and child healthcare services from delivery to the first week
postpartum. It includes promoting health and offering advice on contraception,
immunization, breastfeeding, and nutrition (Sserwanja et al., 2021).

Several factors influence the utilization of PPC. Dona et al. (2022) investigated the factors
influencing early PPC service utilization among postpartum women in Ethiopia and found
that the prevalence of early PPC utilisation was 45.5%. The most utilized services were
physical examinations (37%) and family planning (31%). Factors significantly associated
with early PPC utilization included having formal education, receiving antenatal care,
delivering in a healthcare facility, and receiving advice from healthcare providers.

A pooled analysis by Zhao et al. (2023) identified the factors most strongly associated with
the QoPPC. These included delivery by skilled birth attendants (SBA), attending four or
more antenatal care (ANC) visits, and institutional delivery. Similar associations were found
for quality newborn care, except for institutional delivery. Additionally, Tsegaye et al.
(2021) investigated the prevalence and factors associated with IPPC utilization in Ethiopia.
The study found that only 6.3% of women utilized IPPC services. Factors positively
associated with IPPC utilization included living in urban areas, higher education levels,
regular radio listening, better economic status, having fewer than six children, and being
informed about pregnancy complications.

The PP period is often the most neglected phase for providing quality PPC services.
Globally, the IPP accounts for over 45% of maternal deaths and more than 40% of neonatal
deaths, with the majority occurring in LMICs (Sharrow et al., 2020). Therefore, proper
implementation of PPC guidelines is crucial to reducing preventable maternal and neonatal
morbidity and mortality. Bune et al. (2023) assessed the implementation of IPPC guidelines
among healthcare providers in public health facilities in Ethiopia. The study found that only
44.4% of HCPs implemented IPPC guidelines well. Factors significantly associated with
better implementation included receiving basic emergency obstetric and newborn care
training, working in tertiary-level hospitals, and accessing maternal and newborn care
guidelines in their facilities.

Several factors have been identified as contributing to the late initiation of IPPC among
postnatal women, with variations observed between rural and urban areas (Ndugga et al.,
2020). Studies emphasize that timing PPC initiation is crucial for ensuring a continuum of
care and improving health outcomes for both mothers and children. In developing countries,
factors influencing IPPC attendance include the availability, accessibility, and quality of
health services and demographic characteristics such as socioeconomic status, knowledge of
the importance of IPPC, previous pregnancy experiences, and cultural beliefs (Konje et al.,
2021). For instance, a study conducted in Dodoma, Tanzania, found that only 41.7% of
postnatal mothers initiated care within the first seven days (Lwelamira et al., 2015).
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Additionally, Hussen et al. (2023) reported an increase in the percentage of women receiving
immediate postnatal checks, rising from 6.4% in 2011 to 16.3% in 2016 and further to 33.4%
in 2019. Factors positively associated with IPPC utilization included attending four or more
antenatal care (ANC) visits and undergoing cesarean delivery. Similarly, Panga et al. (2024)
found that a lack of awareness about the appropriate timing for IPPC visits and the
recommended number of postnatal visits contributed to delays in care. Many postnatal
women perceived the PP period as a normal condition that did not require medical attention,
leading to the belief that IPPC visits were unnecessary unless they were unwell. Other
barriers included long waiting times, transportation costs, and negative attitudes of
healthcare providers, all of which were reported as significant reasons for late PPC
attendance.

In GS, a quasi-experimental (pre-test, intervention, post-test) study was carried out by Abu
Kwaik (2025). The study examined the effectiveness of a training program on improving
midwives' knowledge and practice of IPPC. The study involved 76 midwives from Al
Emaraty Maternity Hospital in Rafah. The results showed a statistically significant increase
in midwives' knowledge about IPPC after the education program (m= 0.98) compared to
before the educational program (m=0.93). Also, there was a statistically significant increase
in participants’ knowledge about care provided to the mothers and babies after one hour
post-delivery, after the education program (m= 0.98) compared to knowledge before the
educational program (m= 0.90). Moreover, there was a statistically significant increase in
participants’ knowledge about health education and discharge planning after the education
program (m= 0.99) compared to before (m= 0.88). In addition, there was a statistically
significant improvement in participants’ practice about immediate postnatal care after the
education program (m= 1.95) compared to practice before the educational program (m=
1.74). Also, there was a statistically significant improvement in participants’ practice about
care provided to the mothers and babies after one hour post-delivery, after the education
program (m= 1.97) compared to practice before the educational program (m= 1.68). There
was a statistically significant improvement in participants’ practice about health education
and discharge planning after the education program (m= 1.96) compared to practice before
the educational program (m= 1.69). There were statistically no significant differences in
knowledge and practice score before and after the education program related to age, level of
education, marital status, years of experience, income, and previous training. The study
concluded that the education program successfully enhanced midwives' knowledge and
practice in various aspects of postnatal care, contributing to improved maternal and newborn
health outcomes.

Another cross-sectional study was conducted in GS. The study involved 200 pregnant
women were selected by a convenience sampling method from 4 governmental hospitals in
the GS is providing postnatal care. The study participants rated the postnatal services they
received as high-quality care. High mean scores were achieved for all study domains. The
“quality of postnatal care provided by midwives” received the highest Mean+SD score of
4.16%0.60, followed by the domain “quality of postnatal baby care” with a Mean+SD score
of 3.89+0.85. The other two domains of “quality of provided health education” and “quality
of provided communication and psychological support” received the lowest mean scores of
3.81 with standard deviations of 0.90 and 0.80, respectively. Patient-perceived postnatal care
quality was not affected by many variables, such as age, parity, and gravidity. It was only
affected by the subjects’ level of education (P=0.001) and the place of delivery (Alkasseh et
al., 2020).
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2.2.5 Maternal satisfaction with postpartum care

Healthcare services are responsible for providing adequate care for women during the PP
period. Designing effective interventions based on practical, community-accepted activities
tailored to the PP period is crucial to maximizing engagement and improving outcomes
(Bawazir, 2023). Women's satisfaction has gained significant attention in medical literature
and is a key indicator of the QoC.

In this context, Al-Hussainy et al. (2022) assessed women's satisfaction with PPC and found
that 68% perceived the care provided as high quality. High scores were reported for
assurance (mean = 4.39), tangible aspects (mean = 4.22), and reliability (mean = 3.93), while
responsiveness and empathy were rated as moderate. Overall, satisfaction with postnatal care
was above average. Women were highly satisfied with the value and preference dimension
(mean = 4.76) and comfort and care (mean = 3.77). However, they were moderately satisfied
with communication skills (mean = 3.34), orientation (mean = 3.07), and information
provision (mean = 3.02), and less satisfied with the dimension of postpartum care (mean =
2.73). The gap between the expected and perceived quality of maternity care was reported
at -1.27, with a significant positive relationship between care quality and women's
satisfaction.

Maternal satisfaction with medical and healthcare services is a key indicator of the QoC and
is crucial in monitoring healthcare service delivery. Assessing mothers' satisfaction with
healthcare services is fundamental to health policy development and contributes
significantly to improving service quality. Additionally, satisfaction provides valuable
insights for enhancing care, as psychological and mental well-being indirectly influence
healthcare effectiveness.

Research conducted by Sandall et al. (2024) found that women who received midwifery
continuity of care were less likely to undergo cesarean sections and instrumental births and
had a lower likelihood of episiotomy. They were more likely to have spontaneous vaginal
births and report positive birth experiences. However, the certainty of some findings varied
due to potential biases, inconsistencies, and imprecision in specific estimates.

Additionally, mothers’ perceptions of the QoC significantly influenced their level of
satisfaction. It is believed that dissatisfied mothers may choose not to return to the same
facility for future care. In this context, Wickramasinghe et al. (2019) assessed the Qoppc and
found that scores ranged from 48 to 115, with a median of 108, representing 93.9% of the
total possible score (IQR: 96-114). Over 90% of mothers rated interpersonal care, technical
care, and information provision as good or very good. However, lower ratings were observed
for facilities and cleanliness, with only 81.1% rating the cleanliness of toilets as good or very
good. Satisfaction levels for space and available facilities were slightly higher, at 88.0% and
88.8%, respectively. IPPC satisfaction is considered a critical outcome of healthcare systems
and influences the likelihood of mothers utilizing future healthcare services. A study by
Bekele et al. (2022) assessed IPPC satisfaction and associated factors among Ethiopian
women who had recently given birth. The findings indicated an overall satisfaction rate of
60.9%. Factors positively associated with higher satisfaction included multiparity, attending
four or more ANC visits, satisfaction with delivery care, receiving friendly care, and having
a companion present during childbirth.
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Maternal and newborn health outcomes remain a significant global concern, particularly in
LMICs, where MMR and preventable newborn deaths are high. Despite the critical role of
PPC in improving these outcomes, the quality of care is often substandard, leading to low
mothers' satisfaction with the provided care (Ojenda et al., 2023). Factors contributing to
low PPC attendance in underserved areas include low maternal education, young maternal
age, rural residence, home births, unemployment, limited media exposure, and lack of ANC
visits (Tessema et al., 2020; Dickson et al., 2023).

Respectful care, including woman-centred care, informed choice, and kindness from HCPS,
has been emphasised as a key factor influencing PPC utilisation in LMICS. A study in
Malawi found that negative experiences with HCPs during ANC can reduce postnatal care
attendance (Nyondo-Mipando et al., 2023). Additionally, Ojenda et al. (2023) identified
three broad categories of factors affecting the provision of high-quality PPC services:

- Difficulty achieving high attendance, which includes long waiting times, low
awareness among women, and out-of-pocket payments.

- Lack of basic resources, encompassing shortages of HCPs, inadequate facilities, and
insufficient medical equipment.

- Inadequate care routines, characterised by the absence of standardised guidelines
and ineffective information-sharing practices.

Several reasons contribute to late PPC attendance. Panga and Mosha (2024) found that a
major barrier was a lack of awareness about the appropriate timing for early PPC visits and
the recommended number of visits. Many postnatal women perceived the postpartum period
as a normal condition that did not require medical attention, leading to the belief that early
postnatal care was unnecessary unless they were unwell. Other barriers included long
waiting times, transportation costs, and negative attitudes of healthcare providers.

The WHO (2022) recommends that postnatal mothers be observed for at least 24 hours after
childbirth and receive care in a health facility. Mothers should have a health facility checkup
for home births within 24 hours. Nuwabaine et al. (2024) investigated the prevalence and
determinants of PPC quality in Kenya. They found that only 39% of mothers received all
essential PPC components within the first two days after childbirth. Factors positively
associated with QoPPC included being 35-49 years, making joint decisions about healthcare,
receiving high-quality antenatal care, having a first childbirth between ages 30-34,
delivering via cesarean section, giving birth in public health facilities, and experiencing
quality intrapartum care. Conversely, mothers who gave birth to female children and those
who reported not being consistently respected during their hospital stay were less likely to
receive QoPPC.

2.2.6 Summary

Midwives play a crucial role in optimizing the provision of IPPC to mothers and newborns.
Midwives can optimize the quality of IPPC by implementing several activities, such as
immediate skin-to-skin contact immediately after birth, which helps improve bonding,
regulate the newborn's temperature, and stabilize the newborn's heart rate. Also, encourage
early breastfeeding after birth. In addition, close monitoring of the mother and her baby,
including vital signs, hemorrhage and signs of shock, is necessary. Moreover, midwives can
play a role in promoting maternal comfort and pain relief. Privacy is another important aspect
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of QoC. Therefore, the midwife should always maintain the mother's privacy during their
hospital stay.

Additionally, effective communication, respect, and accurate documentation of care
provided to both mother and newborn are crucial for enhancing the exchange of information
between midwives and mothers and among midwives themselves.

Finally, planning for discharge is another aspect of QoPPC. The midwife can assess the
mother and her newborn to evaluate their readiness for discharge. Ensure that both the
mother and her baby are ready for discharge and provide information on accessing PPC and
when to seek help if abnormalities arise after discharge.

By emphasizing these activities, midwives can provide comprehensive, individualized, and

effective care to both mothers and newborns in the immediate PP, promoting positive health
outcomes for both.

17



Chapter Three
Materials and Methods

This chapter outlines the materials and methods employed to address the research questions.
It begins with an overview of the study design, study setting, study population, study period,
sample, sampling method, and eligibility criteria used for subject selection. It also provides
questionnaire development, measuring its validity and reliability, data collection, piloting,
and analysis, concluding with ethical and administrative considerations.

3.1 Study design

The design of this study is descriptive and cross-sectional. It is suitable to examine the
QoPPC provided by midwives. A cross-sectional study looks at data simultaneously (Polit
& Beck, 2020).

3.2 Study setting

This study was conducted in the Gaza Strip hospitals affected by the war: Helou International
Hospital, Patient Friends Hospital, and Assahaba Medical Complex.

3.3 Population of the study

The population consisted of all midwives working in the studied hospitals and all the women
who delivered during normal vaginal delivery in the hospital.

3.4 Sample size and sampling process

The study sample consisted of two groups: the first group comprised 72 full-time midwives
working in the selected hospitals (census sample). The second group consisted of 335
mothers who delivered to the hospitals under study. They were selected randomly from the
mothers who delivered during the data collection period and agreed to participate in the
study.

3.5 Period of the study

The study was carried out from November 2024 to March 2025.
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3.6 Eligibility criteria
3.6.1 Inclusion criteria

- Midwives working full-time for at least 6 months in the selected maternity hospitals.
- Women who delivered normally in assigned hospitals during the data collection period.
- Read and write

3.6.2 Exclusion criteria

- Midwives who are working part-time or are volunteer midwives.
- Women who delivered by cesarean section or delivered in other hospitals.

3.7 Instruments of the study
The researcher prepared two self-administered questionnaires:

- The first one is designed for midwives and assesses the quality of care midwives provide
in the immediate postpartum period, covering the study objectives.

- The second questionnaire is designed for mothers, assessing women's satisfaction with
the care provided to them and their babies after birth.

The questionnaires were translated into Arabic to facilitate the study participants'
understanding. A consent form was attached to each questionnaire to obtain an agreement to
participate in the study (Annex 1).

3.7.1 Description of the study instruments
3.7.1.1 The questionnaire for midwives

The questionnaire consisted of the following domains: (Annex 2).
First domain: Sociodemographic characteristics and work-related information.
Second domain: Care provided to the newborn for the first six hours after birth (33 items).

Third domain: Midwives practicing maternal care within the first six hours after birth (23
items).

Response to items of the questionnaire was according to a 5-point Likert scale as follows:

Strongly agree Agree Neutral Disagree Strongly disagree

5 4 3 2 1

3.7.1.2 The questionnaire for mothers
First domain: Sociodemographic factors. (Annexe 3)
Second domain: Mothers' satisfaction with the quality of provided services (21 items).

Response to items of the questionnaire was according to a 5-point Likert scale as follows:

Always Often Sometimes Rarely Never
4 3 2 1 0
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3.8 Pilot study

Before commencing the actual data collection, a pilot study was conducted with 10% of the
total sample of mothers (30 participants), while for midwives, the pilot study was conducted
with 10 participants only. The pilot's study served multiple purposes within the research.
Firstly, it assessed the effectiveness and suitability of the study instrument to ensure its
adequacy for the main study. Second, it provided an opportunity to evaluate the participants'
comprehension of the questionnaire's questions, ensuring clarity and understanding. Lastly,
the pilot study aimed to identify and address any potential issues or challenges that could
arise during the data collection phase, thereby enhancing the quality and smoothness of the
research process. The pilot study questionnaires were included in the overall sample, as no
changes had been made to the questionnaire.

3.8.1 Face validity

The questionnaire was distributed to a panel of experts to assess its
appropriateness and clarity (Annex 4). Their comments were considered when
modifying the questionnaire.

3.8.2 Reliability of the instrument

The reliability of an instrument is the degree of consistency with which it
measures the attribute it is intended to measure. The researcher used two
methods: Cronbach's alpha and the split-half method.

1. Cronbach alpha method

Table (3.1): Reliability of the questionnaire items

No. Domains l\_lo. of Cronbach's
item Alpha
Midwives’ questionnaire
D1 E:Ia;:ﬁ is provided to the newborn for the first six hours after 33 0.966
D2 | Midwives practicing maternal care within the first 6 hours 23 0963
after birth '
Total 56 0.965
Mothers’ questionnaire
D1 | Mothers’ satisfaction level with the quality of services 21 0.920
provided to them in hospitals after childbirth

Table 3.1 displays the values of Cronbach's Alpha for each domain of the questionnaire
administered to the participants. The table illustrates the reliability of the domains, with a
Cronbach's Alpha value of 0.965 for the midwives' questionnaire and 0.920 for the mothers'
guestionnaire in the pilot sample, indicating good reliability for the entire questionnaire.

3.8.2 Internal Consistency
To assess internal consistency, the researcher computed the correlation between each item

and its corresponding domain. Table 3.4 displays the correlation of each item with the total
score of its corresponding domain for the midwives’ and mothers’ questionnaires. In all the
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items, the p-values were less than 0.05, indicating that the correlation was statistically
significant. This proved that all the items are consistent and valid in measuring the intended
attribute.

Table (3.2): Correlation of each item with the total score of its corresponding domain

Statistical test Statistical test Statistical test
Items Items Items
r | P-value r | P-value r | P-value
Midwives’ questionnaire Mothers’ questionnaire
D2: Care is provided to the | D3: Midwives practicing D1: Mothers’ satisfaction level
newborn for the first six maternal care within the with the quality of services
hours after birth first 6 hours after birth provided to them in hospitals

after childbirth

Q1.1 0.780 | 0.000* Q2.1 0.725 0.000* Q1.2 0.737 0.000*
Q1.2 0.792 0.000* Q2.2 0.782 0.000* Q1.3 0.780 0.000*
Q13 0.794 | 0.000* Q2.3 0.769 0.000* Q14 0.631 0.000*
Q14 0.709 0.000* Q2.4 0.868 0.000* Q15 0.759 0.000*
Q15 0.733 0.000* Q2.5 0.855 0.000* Q1.6 0.749 0.000*
Q1.6 0.903 0.000* Q2.6 0.902 0.000* Q1.7 0.763 0.000*
QL7 0.796 0.000* Q2.7 0.941 0.000* Q1.8 0.761 0.000*
Q1.8 0.792 0.000* Q2.8 0.937 0.000* Q1.9 0.772 0.000*
Q1.9 0.746 0.000* Q2.9 0.941 0.000* Q1.10 0.658 0.000*
Q1.10 | 0.907 0.000* Q2.10 | 0.929 0.000* Q111 0.744 0.000*
Q1.11 | 0.855 0.000* Q2.11 | 0.875 0.000* Q1.12 0.896 0.000*
Q1.12 | 0.848 0.000* Q2.12 | 0.847 0.000* Q1.13 0.744 0.000*
Q1.13 | 0.906 0.000* Q2.13 | 0.877 0.000* Q1.14 0.764 0.000*
Q1.14 | 0.775 0.000* Q2.14 | 0.972 0.000* Q1.15 0.902 0.000*
Q1.15 | 0.818 0.000* Q2.15 | 0.966 0.000* Q1.16 0.951 0.000*
Q1.16 | 0.843 0.000* Q2.16 | 0.948 0.000* Q1.17 0.898 0.000*
Q1.17 | 0.893 0.000* Q2.17 | 0.907 0.000* Q1.18 0.887 0.000*
Q1.18 | 0.843 0.000* Q2.18 | 0.817 0.000* Q1.19 0.963 0.000*
Q1.19 | 0.834 | 0.000* Q2.19 | 0.876 0.000* Q1.20 0.919 0.000*
Q1.20 | 0.821 0.000* Q2.20 | 0.888 0.000* Q1.21 0.930 0.000*
Q1.21 | 0.839 0.000* Q2.21 | 0.828 0.000*
Q1.22 | 0.797 0.000* Q2.22 | 0.768 0.000*
Q1.23 | 0.865 0.000* Q2.23 | 0.793 0.000*
Q1.24 | 0.878 0.000*
Q1.25 | 0.843 0.000* Total
Q1.26 | 0.828 0.000* D1 0.881 0.000*
Q1.27 | 0.841 0.000* D2 0.813 0.000*
Q1.28 | 0.760 | 0.000*
Q1.29 | 0.808 0.000*
Q1.30 | 0.730 | 0.000*
Q1.31 | 0.869 0.000*
Q1.32 | 0.854 | 0.000*
Q1.33 | 0.818 0.000*

3.9 Data collection procedure
The researcher collected data at three hospitals, with trained assistants assisting in data

collection at each hospital under the researcher's supervision. The estimated time to fill out
each questionnaire was 10 to 15 minutes.
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All questionnaire forms were prepared, organized, and assigned serial numbers to ensure the
required information was available. This systematic approach helped maintain the integrity
and completeness of the data.

The researcher gave all the participants sufficient time to respond to the questions and
encouraged them to be honest in their answers. The purpose of the questionnaire was to
explain the topic to the participants before obtaining their consent. The researcher clarified
any unclear information to ensure accurate and comprehensive responses.

3.10 Data entry and statistical analysis

The data from the questionnaires was entered into the computer using the SPSS program
(version 25) for statistical analysis. The results were expressed as descriptive statistics,
including frequencies, means, and percentages, which were used to illustrate sample
characteristics. Inferential statistics, including independent sample t-tests and One-way
ANOVA, were used to identify differences in the level of quality related to
sociodemographic factors. The Pearson correlation test was also employed to determine the
relationship between the study variables.

3.11 Ethical and administrative considerations

The researcher ensured that all ethical considerations were adhered to in this study to ensure
proper research conduct. Before conducting this study, administrative approval was obtained
from Al-Quds University. An official letter from the MoH was obtained to conduct the study.
(Annex 5). All women participating in the study received a thorough explanation of the study
and its purpose before data collection began. Furthermore, participation in the study was
voluntary. Each participant was assured that the information provided would be confidential
and used solely for research.

3.12 Limitations of the study

The exclusion of some hospitals from the study due to the war circumstances may limit the
generalizability of the results to the broader population.
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Chapter Four

Results

This chapter presents the study's results and analyses its objectives statistically. The findings
highlighted the socio-demographic characteristics of the participants and various domains of
postpartum care. Statistical analyses included descriptive and inferential statistics,
independent t-tests, one-way ANOVA, and the Pearson correlation test.

4.1 Midwives' perception about the quality of immediate postpartum care provided

to mothers and newborns

4.1.1 Socio-demographic characteristics of midwives

Table (4.1): Socio-demographic data of midwives

Socio-demographic data Categories N % Mean+SD
Hospital Helou International Hospital 19 |126.4%
Patient Friends Hospital 17 123.6%
Assahaba Medical Complex-
Gaza, Palestine 21 |29.2%
Al-Awda Hospital 15 [20.8%
Age groups (years) 30 or less 25 [34.7%| 34.04+8.40
30-35 27 |37.5%
More than 35 20 |27.8%
Academic degree Diploma 10 |13.9%
Bachelor’s degree 55 [76.4%
Postgraduate studies 7 19.7%
Marital status Single 23 |31.9%
Married 46 |63.9%
Divorced/widow 3 142%
Number of years of experience |5 or less 32 144.4% 8.24+7.17
in maternity 6-10 22 130.6%
departments/hospitals More than 10 18 [25.0%
Monthly income Less than 1000 NIS* 15 120.8% | 1231.46+692.91
1000 — 1500 NIS 46 |63.9%
More than 1500 NIS 11 [15.3%
Place of residence: Gaza Central Gaza 65 [90.3%
Mid Zone 7 19.7%
South Gaza 0 | 0.0%
Number of children in the 0 (No children) 26 | 36.1% 2.17+2.1
family 1-3 26 |36.1%
More than 30 20 |27.8%

*NIS= New Israeli Shekel
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Table 4.1 showed that the most participants were from Assahaba Medical Complex-Gaza,
Palestine, 21 (29.2%). Concerning age group, 27 (37.5%) of participants were 30-35 years.
Most participants, 55 (76.4%), have a bachelors. Most participants, 46 (63.9%), were
married, and 32 (44%) had experience of 5 years or less. The majority, 46 (63.9%), earned
a monthly income of 1000 - 1500. Most participants, 65 (90.3%), resided in Central. The
largest group had either no children or 1-3 children (36.1%).

4.1.2 Work status of midwives

Table (4.2): Work-related information of midwives

Work status Categories N| % Mean+SD
Have you received special training in Yes 61|84.7%
maternal and newborn care after childbirth? | No 11[15.3%
Working shifts Straight morning 21(29.2%
Mlxe_d shlf_ts (morning, 51170.8%
evening, night)
Place of residence Central Gaza 65/90.3%
Mid Zone 7 19.7%
South Gaza 0 10.0%
Number of training courses related to 2 or less 34 147.2%
maternity and childcare More than 2 38152.8%
Number of cases handled daily 20 or less 38]52.8% | 26.58+18.53
More than 20 34147.2%

Table 4.2 indicated that the majority of participants 61 (84.7%) received special training in
maternal and newborn care after childbirth, 51 (70.8%) worked mixed shifts (morning,
evening, night), 65 (90.3%) live in central Gaza, 38 (52.8%) attended more than two training
courses, and 34 (47.2%) handled more than 20 cases daily.
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4.1.3 Level of care provided to the newborn in the first six hours after birth

Table (4.3-A): Level of care provided to the newborn in the first six hours after birth

Care is provided to the newborn Strongl . Strongl %

for the fl?rst six hours after birth. Disagge)é Disagree Neutral Agree agrege ’ Mean SD Mean Rank
Q1 The newborn is placed on the N 0 0 2 32 38 4.5 0.55 90 8
mother's belly, and | make sure % 0.0% 0.0% 2.8% 44.4% 52.8%
she is in good condition
Q2 The mother is sure to hold the N 0 0 2 30 40 4,52 0.55 90.4 5
newborn correctly % 0.0% 0.0% 2.8% 41.7% 55.5%
Q3 The EENC policy is applied,and | N 0 1 6 34 31 4.31 0.68 86.2 24
its importance for the mother and % 0.0% 1.4% 8.3% 47.2% 43.1%
newborn is explained
Q4 The newborn is placed close to N 0 3 8 29 32 4.25 0.81 85 27
the mother's belly or chest for 90 % 0.0% 4.2% 11.1% 40.3% 44.4%
minutes unless there is any
impediment to that
Q5 The mother and newborn are kept | N 0 3 11 28 30 4.18 0.84 83.6 29
in the delivery room for 90 minutes % 0.0% 4.2% 15.3% 38.9% 41.6%
after birth for observation
Q6 The correct procedures are N 0 0 3 30 39 4.5 0.58 90 8
followed to resuscitate the newborn if | % 0.0% 0.0% 4.2% 41.7% 54.1%
he does not breathe or scream after
30 seconds of birth
Q7 The nursery doctor is called for N 0 0 2 26 44 4.58 0.55 91.6 1
the newborn if | notice any % 0.0% 0.0% 2.8% 36.1% 61.1%
abnormalities
Q8 My hands are washed beforeand | N 0 0 6 32 34 4.38 0.64 87.6 23
after any procedure | do with the % 0.0% 0.0% 8.3% 44.4% 47.3%
mother
Q9 The place is kept as clean as N 0 0 4 31 37 4.45 0.6 89 15
possible % 0.0% 0.0% 5.6% 43.1% 51.3%
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Table (4.3-B): Level of care provided to the newborn in the first six hours after birth

Care is provided to the newborn for the first six hours St_rongly Disagree | Neutral | Agree Strongly Mean | SD % Rank

after birth. Disagree agree Mean

Q10 The patient's privacy is maintained as much as N 0 1 3 31 37 444 | 0.64| 88.8 16

possible % 0.0% 1.4% 4.2% | 43.1% 51.3%

Q11 Preventive methods are followed in dealing with N 1 0 4 29 38 443 | 0.72| 88.6 18

cases if they are infected with infectious diseases % 1.4% 0.0% 5.6% | 40.3% 52.7%

Q12 The newborn's warmth and airway safety are N 0 0 2 27 43 456 | 055| 91.2 2

maintained, and the color is monitored. Breathing and % 0.0% 0.0% 2.8% | 37.5% 59.7%

movements

Q13 The newborn's identification bracelet is checked N 1 0 5 29 37 44 |0.74 88 21

every shift and before leaving (Color according to gender, | % 1.4% 0.0% 6.9% | 40.3% 51.4%

placed on the wrist, details)

Q14 The newborn's urine is monitored N 1 4 14 24 29 4.05 | 0.97 81 33
% 1.4% 5.6% 19.4% | 33.3% 40.3%

Q15 The midwife confirms the newborn's gender N 0 0 3 28 41 452 | 058 | 904 5
% 0.0% 0.0% 4.2% | 38.9% 56.9%

Q16 The newborn's spine is checked for safety N 0 1 4 31 36 441 | 0.66 | 88.2 19
% 0.0% 1.4% 56% | 43.0% 50.0%

Q17 The benefits of breastfeeding are explained to the N 0 0 2 30 40 452 1055 904 5

mother, and its importance is stated % 0.0% 0.0% 2.8% | 41.6% 55.6%

Q18 Mothers are helped and encouraged to breastfeed N 0 0 4 28 40 4.5 0.6 90 8

within a third of an hour after birth % 0.0% 0.0% 56% | 38.8% 55.6%

Q19 The mother is directed to wear her clothes after birth | N 0 0 4 34 34 441 | 059 | 88.2 19
% 0.0% 0.0% 56% | 47.2% 47.2%

Q20 The hygiene protocol and maintaining the stitches N 0 0 6 31 35 44 | 0.64 88 21

after birth are explained % 0.0% 0.0% 8.3% |43.1% 48.6%

Q21 The mother is given sufficient information about the | N 0 0 3 34 35 444 | 0.57| 88.8 16

danger signs for her and the newborn % 0.0% 0.0% 4.2% | 47.2% 48.6%

Q22 The mother is encouraged to carry the newbornand | N 0 0 3 32 37 447 | 058 | 894 14

pay attention to her % 0.0% 0.0% 4.2% | 44.4% 51.4%
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Table (4.3-C): Level of care provided to the newborn in the first six hours after birth

Care |s_ provided to the newborn for the first six hours St_rongly Disagree | Neutral | Agree Strongly Mean | SD % Rank
after birth. Disagree agree Mean
Q23 The midwives in the postpartum department are N 1 0 5 35 31 431 | 0.72| 86.2 24
informed and asked about their readiness to receive the % 1.4% 0.0% 6.9% | 48.6% 43.1%
mother and her child, and to transfer them
Q24 The midwife gives the newborn a vitamin K injection | N 0 0 4 25 43 454 | 0.6 | 9038 4
after birth % 0.0% 0.0% 56% | 34.7% 59.7%
Q25 The ABGAR Score is checked for the first minute N 0 0 2 33 37 448 | 055 | 89.6 13
and then after 5 minutes % 0.0% 0.0% 2.8% | 45.8% 51.4%
Q26 The midwife takes the child to the nursery to give the | N 0 1 4 25 42 45 |0.67 90 8
vaccination if the mother is infected with Hepatitis B % 0.0% 1.4% 5.6% | 34.7% 58.3%
Q27 The midwife measures the weight of the newborn N 0 0 2 27 43 456 | 055 | 91.2 2
after birth and records it in the file % 0.0% 0.0% 2.8% | 37.5% 59.7%
Q28 The midwife measures the length of the newbornand | N 1 3 9 26 33 42 091 84 28
records it in the file % 1.4% 4.2% 12.5% | 36.1% 45.8%
Q29 The midwife measures the circumference of the N 1 3 9 28 31 418 | 0.9 83.6 29
newborn’s head and records it in the file % 1.4% 4.2% 12.5% | 38.8% 43.1%
Q30 The midwife measures the circumference of the N 1 3 14 23 31 411 | 095 | 822 32
newborn’s chest and records it in the file % 1.4% 4.2% 19.4% | 31.9% 43.1%
Q31 Everything you did is recorded in the memo N 0 0 2 32 38 45 | 0.55 90 8

% 0.0% 0.0% 2.8% | 44.4% 52.8%
Q32 Sufficient time is provided to listen to the mother’s N 0 0 9 35 28 426 | 0.67| 852 26
concerns or inquiries % 0.0% 0.0% 12.5% | 48.6% 38.9%
Q33 The newborn's vital signs (temperature, heart rate, N 1 3 9 28 31 418 | 0.9 | 836 29
respiratory rate, and oxygen saturation) are assessed and % 1.4% 4.2% 12.5% | 38.8% 43.1%
documented accurately after birth.

Total 441 | 048 | 88.2
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Table 4.3 A,B,C shows that, the highest ranked item was number (7), ""The nursery doctor is
called for the newborn if | notice any abnormalities,” with a percentage mean of 91.6%,
followed by item number (12), "The newborn's warmth and airway safety are maintained
and the color is monitored, breathing and movements,” and item number (27), "The midwife
measures the weight of the newborn after birth and records it in the file,” both with a
percentage mean of 91.2%. While the lowest item was number (14), "The newborn's urine
is monitored,” with a percentage mean of 81.0%, followed by item number (30), "The
midwife measures the circumference of the newborn’s chest and records it in the file," with
a percentage mean of 82.2%. The overall mean score was 4.41, with a mean percentage of
88.2%, indicating a high level of care provided to the newborns.
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4.1.4 Level of midwives practicing maternal care within the first 6 hours after birth

Table (4.4-A): Level of midwives practicing maternal care within the first 6 hours after birth

Midwi\_/es practicing maternal care within the first 6 hours St_rongly Disagree | Neutral | Agree Strongly Mean | SD % Rank
after birth Disagree agree Mean

Q1 The midwife measures the safe transfer policy for the mother | N 1 1 7 32 31 426 | 0.8 | 85.2 23
and her newborn from the delivery room to the postpartum | % 1.4% 1.4% 9.7% | 44.4% | 43.1%

department after 90 minutes of birth using a wheelchair

Q2 The midwife applies the policy of handing over and receiving | N 0 2 7 32 31 427 10.75| 854 22
cases using the ISBAR form % 0.0% 2.8% 9.7% [444% | 43.1%

Q3 The midwife informs the mother of the transfer of the | N 0 1 2 33 36 444 | 0.62 | 88.8 15
newborn to the nursery if necessary % 0.0% 1.4% 2.8% |458% | 50.0%

Q4 The midwife informs the mother of the department to which | N 0 1 4 31 36 441 | 0.66 | 88.2 17
the baby is to be transferred % 0.0% 1.4% 5.6% |43.0% | 50.0%

Q5 The midwife takes vital signs every hour during the four | N 0 0 2 31 39 451 | 055 90.2 7
hours after the first hour after birth % 0.0% 0.0% 2.8% |43.0% | 54.2%

Q6 The midwife informs the doctor of any abnormal signs inthe | N 0 0 2 34 36 447 | 055 | 89.4 11
vital signs % 0.0% 0.0% 2.8% | 47.2% | 50.0%

Q7 The midwife massages the uterus and assesses its contraction | N 0 0 2 28 42 455 |055| 91 1
or relaxation % 0.0% 0.0% 2.8% |38.9% | 58.3%

Q8 The midwife assesses the amount of blood coming outof the | N 0 0 2 30 40 452 | 055 904 3
vagina after birth every hour for 4 hours after birth % 0.0% 0.0% 28% |41.6% | 55.6%

Q9 The mother is provided with sufficient information aboutthe | N 0 0 3 35 34 443 | 0.57 | 88.6 16
danger signs to look out for herself and the newborn. % 0.0% 0.0% 4.2% | 48.6% | 47.2%

Q10 The midwife monitors bleeding every hour during the first | N 0 0 3 28 41 452 | 058 | 904 3
6 hours after birth. % 0.0% 0.0% 42% |38.9% | 56.9%

Q11 The midwife encourages going to the bathroom and | N 0 0 3 32 37 447 1058 | 894 9
emptying the bladder every hour during the first 6 hours after | % 0.0% 0.0% 42% |444% | 51.4%

birth.

Q12 The midwife encourages mothers to empty their bladders | N 0 2 6 28 36 436 | 0.75| 87.2 21
for the first time in the postpartum department with a reminder. | % 0.0% 2.8% 8.3% |38.9% | 50.0%
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Table (4.4-B): Level of midwives practicing maternal care within the first 6 hours after birth

—— — — e 5

gggg:vt:\ilfshpract|C|ng maternal care within the first 6 hours gtlggggg Disagree | Neutral | Agree Sggopegely Mean | SD Mg?a ] Rank

Q13 The midwife checks for vaginal stitches, if any. N 0 0 6 30 36 441 | 0.64 | 88.2 18
% 0.0% 0.0% 83% |41.7% | 50.0%

Q14 The midwife ensures safe breastfeeding. N 0 0 3 33 36 445 1057 ] 89 13
% 0.0% 0.0% 4.2% | 45.8% | 50.0%

Q15 The midwife ensures that the uterus is in its natural place N 0 0 2 30 40 452 1055 904 3

after birth by massaging it. % 0.0% 0.0% 28% |41.6% | 55.6%

Q16 The midwife monitors signs of bleeding every quarter of N 0 0 3 29 40 451 1058 90.2 6

an hour during the first hour after birth. % 0.0% 0.0% 4.2% | 40.2% | 55.6%

Q17 The midwife encourages mothers to use the bathroom and N 0 0 3 32 37 447 1058 | 894 11

empty their bladders every quarter of an hour during the first % 0.0% 0.0% 42% | 444% | 51.4%

hour after birth.

Q18 The midwife discusses self-care and hygiene with the N 0 1 3 36 32 437 1063 | 874 20

mother, especially around the perineum, including care of any % 0.0% 1.4% 4.2% | 50.0% | 44.4%

stitches, mobility, and the importance of drinking fluids and

maintaining a healthy diet.

Q19 The midwife encourages the mother to hold the newborn N 0 0 1 33 38 451 | 053] 90.2 7

and pay attention to her. % 0.0% 0.0% 1.4% | 45.8% | 52.8%

Q20 The midwife informs the midwives in the postpartum N 0 0 1 38 33 4.44 | 052 | 88.8 14

department and inquiries about their readiness to receive the % 0.0% 0.0% 1.4% | 52.8% | 45.8%

mother and her baby for transfer.

Q21 The midwife records everything she has done in the N 0 0 2 29 41 454 1055 90.8 2

memao. % 0.0% 0.0% 2.8% |40.3% | 56.9%

Q22 The midwife provides psychological support to the mother | N 0 0 4 37 31 437 1059 | 874 19

after birth. % 0.0% 0.0% 56% |51.3% | 43.1%

Q23 The midwife documents every procedure or any new N 0 0 3 32 37 4.47 1058 | 894 9

developments in the mother’s condition after birth in the % 0.0% 0.0% 42% |444% | 51.4%

mother's file.

Q11 The midwife encourages going to the bathroom and N 0 0 3 32 37 447 1058 | 894 9

emptying the bladder every hour during the first 6 hours after % 0.0% 0.0% 4.2% | 444% | 51.4%

birth.
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Table (4.4-C): Level of midwives practicing maternal care within the first 6 hours after birth

—— — — - 5
gfc;g:vngtshpract|CIng maternal care within the first 6 hours gtlggggr;g Disagree | Neutral | Agree S';rgpegely Mean | SD Mé)a ] Rank
Q12 The midwife encourages mothers to empty their bladders N 0 2 6 28 36 436 | 0.75| 87.2 21
for the first time in the postpartum department with a reminder. | % 0.0% 2.8% 8.3% |38.9% | 50.0%
Q13 The midwife checks for vaginal stitches, if any. N 0 0 6 30 36 441 | 0.64| 882 18
% 0.0% 0.0% 83% |41.7% | 50.0%
Q14 The midwife ensures safe breastfeeding. N 0 0 3 33 36 445 | 057 89 13
% 0.0% 0.0% 4.2% | 45.8% | 50.0%
Q15 The midwife ensures that the uterus is in its natural place N 0 0 2 30 40 452 1055 904 3
after birth by massaging it. % 0.0% 0.0% 28% | 41.6% | 55.6%
Q16 The midwife monitors signs of bleeding every quarter of an | N 0 0 3 29 40 451 | 058 90.2 6
hour during the first hour after birth. % 0.0% 0.0% 42% | 40.2% | 55.6%
Q17 The midwife encourages mothers to use the bathroom and N 0 0 3 32 37 447 1058 | 894 11
empty their bladders every quarter of an hour during the first % 0.0% 0.0% 42% | 44.4% | 51.4%
hour after birth.
Q18 The midwife discusses self-care and hygiene with the N 0 1 3 36 32 437 1063 874 20
mother, especially around the perineum, including care of any % 0.0% 1.4% 4.2% | 50.0% | 44.4%
stitches, mobility, and the importance of drinking fluids and
maintaining a healthy diet.
Q19 The midwife encourages the mother to hold the newborn N 0 0 1 33 38 451 | 053] 90.2 7
and pay attention to her. % 0.0% 0.0% 14% |458% | 52.8%
Q20 The midwife informs the midwives in the postpartum N 0 0 1 38 33 444 1052 | 8838 14
department and inquiries about their readiness to receive the % 0.0% 0.0% 14% | 52.8% | 45.8%
mother and her baby for transfer.
Q21 The midwife records everything she has done in the memo. | N 0 0 2 29 41 454 | 055 90.8 2
% 0.0% 0.0% 2.8% | 40.3% | 56.9%
Q22 The midwife provides psychological support to the mother | N 0 0 4 37 31 437 1059 | 874 19
after birth. % 0.0% 0.0% 56% |51.3% | 43.1%
Q23 The midwife documents every procedure or any new N 0 0 3 32 37 447 1058 | 894 9
developments in the mother’s condition after birth in the % 0.0% 0.0% 42% |444% | 51.4%
mother's file.
Total 445 | 0.45| 89.0
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Table 4.4 A,B,C shows that, the highest ranked item was number (7), "The midwife
massages the uterus and assesses its contraction or relaxation,” with a percentage mean of
91.0%, followed by item number (21), "The midwife records everything she has done in the
memo," with a percentage mean of 90.8%. While the lowest item was number (1), "The
midwife measures the safe transfer policy for the mother and her newborn from the delivery
room to the postpartum department after 90 minutes of birth using a wheelchair,” with a
percentage mean of 85.2%, followed by item number (2), "The midwife applies the policy
of handing over and receiving cases using the ISBAR form," with a percentage mean of
85.4%. The overall mean score was 4.45 (89%), indicating a high level of maternal care

practice within the first 6 hours after birth.

4.1.5 Distribution of domains studied among the study participants

Table (4.5): Distribution of domains studied among the study participants

Domain Mean | SD I\/I;an t-test P~ | Rank

(i vale
D1 Care is provided for the newborn for the | 4.41 | 0.48 | 88.20 | 24.976 | 0.000" 2
first six hours after birth
D2 Midwives practicing maternal care within | 4.45 | 0.45 | 89.00 | 27.147 | 0.000" 1
the first 6 hours after birth

Total 443 | 0.47| 88.60 | 26.062 | 0.000"

*Significant at P<0.05; P>0 05  One sample t-test.

Table 4.5 summarizes the distribution of the studied domains among the study participants.
According to the results, the highest-ranked domain was D3, "Midwives practicing maternal
care within the first six hours after birth,” with a percentage mean of 89.0%, followed by
D2, "Care provided to the newborn for the first six hours after birth," with a percentage mean
of 88.2%. The total mean score was 4.43 (88.6%), which revealed a high quality of IPPC.

4.1.6 Mean differences of studied domains related to sociodemographic factors

Table (4.6-A): Mean difference of studied domains related to hospitals

Domains Hospitals N | Mean| SD F P- Post
value Hoc
D1 Care is Helou International 19 | 4.07 | 0.43 |5.915 | 0.001" Helou
provided to the | Hospital International
newborn for the | Patient Friends 17 | 455 | 0.44 Hospital <
first six hours Hospital others*
after birth. Assahaba Medical 21 | 4.44 | 0.46
Complex- Gaza,
Palestine
Al-Awda Hospital 15 | 464 | 041
Total 72 | 4.41 | 0.48
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Table (4.6-B): Mean difference of studied domains related to hospitals

Domains Hospitals N | Mean | SD F P- Post
value Hoc
D2 Midwives Helou International 19 | 4.16 | 0.41 | 4.158 | 0.009" Helou
practicing Hospital International
maternal care Patient Friends 17 | 459 | 0.42 Hospital <
within the first 6 | Hospital others*
hours after birth | Assahaba Medical 21 | 449 | 0.46
Complex- Gaza,
Palestine
Al-Awda Hospital 15| 4.60 | 0.42
Total 72 | 445 | 045
Total Helou International 19 | 4.09 | 0.28 | 7.676 | 0.000" Helou
Hospital International
Patient Friends 17 | 454 | 042 Hospital <
Hospital others*
Assahaba Medical 21 | 452 | 0.39
Complex- Gaza,
Palestine
Al-Awda Hospital 15| 458 | 0.33
Total 72 | 443 | 047

Significant at P<0.05;

One-way ANOVA.

Table 4.6 A,B presents the mean differences in the study domains between hospitals. The
ANOVA test reveals significant differences between hospitals in the average of all domains
studied (P < 0.05). The post hoc test showed that the average of Helou International Hospital
was statistically lower compared to other hospitals regarding care provided to the newborn
for the first six hours after birth domain, midwives practicing maternal care within the first
six hours after birth domain, and the domain as a total (P<0.05). In contrast, the statistical
test revealed no statistically significant differences among other hospitals in the study
domains (P > 0.05).

Table (4.7): Mean difference of studied domains related to age groups

Domain Age N Mean SD F P-value
D1 Care is provided to the | 30 or less 25 4.40 0.53 0.484 0.619
newborn for the first six 30-35 27 4.36 0.47
hours after birth. More than 35 20 4.50 0.43
Total 72 441 0.48
D2 Midwives practicing 30 or less 25 4.52 0.49 1.312 0.276
maternal care within the 30-35 27 4.34 0.44
first 6 hours after birth. More than 35 20 4.52 0.42
Total 72 4.45 0.45
Total 30 or less 25 4.43 0.45 0.276 0.759
30-35 27 4.38 0.37
More than 35 20 4.47 0.40
Total 72 4.43 0.47
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Table 4.7 presents the mean differences in the study domains between age groups. The
ANOVA test shows no statistically significant differences between age groups in the average
of the study domains, as care provided to the newborn for the first six hours after birth,
midwives practicing maternal care within the first six hours after birth, and the domain as a
whole (P>0.05).

Table (4.8): Mean difference of studied domains related to academic degree

Domain Academic degree N | Mean SD F P-value
D1 Care is provided Diploma 10 4.50 0.41 0.209 0.812
for the newborn for Bachelor’s degree 55 | 4.40 0.50
the first six hours after | Postgraduate studies 7 4.37 0.41
birth. Total 72 | 441 0.48
D2 Midwives Diploma 10 4.41 0.41 0.151 0.860
practicing maternal Bachelor’s degree 55 4.45 0.47
care within the first Postgraduate studies 7 4.53 0.45
six hours after birth Total 72 4.45 0.45
Total Diploma 10 | 4.38 0.41 0.213 0.809
Bachelor’s degree 55 4.44 0.41
Postgraduate studies 7 4.35 0.38
Total 72 | 443 0.47

Table 4.8 presents the mean differences in the study domains between academic degrees.
The ANOVA test shows no statistically significant differences between academic degree
groups in the average of the studied domains, such as care provided to the newborn for the
first six hours after birth, midwives practicing maternal care within the first six hours after
birth, and the domain as a total.

Table (4.9): Mean difference of studied domains related to marital status

Domain Marital status N Mean SD F P-value
D1 Care is Single 23 451 0.52 0.978 0.381
provided for the Married 46 4.38 0.47
newborn for the Divorced/widow 3 4,18 0.24
first six hours after | Total 72 4.41 0.48
birth.
D2 Midwives Single 23 4,58 0.43 1.481 0.234
practicing Married 46 4.39 0.46
maternal care Divorced/widow 3 4.42 0.46
within the first six | Total 72 4.45 0.45
hours after birth
Total Single 23 4.54 0.39 1.493 0.232
Married 46 4.38 0.41
Divorced/widow 3 4.27 0.28
Total 72 4.43 0.47

Table 4.9 shows the mean differences between marital status groups in the domains studied.
The ANOVA test showed no statistically significant differences between marital status
groups in the average domains studied domains, such as care provided to the newborn for
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the first six hours after birth, midwives practicing maternal care within the first six hours
after birth, and the domain (P>0.05).

Table (4.10): Mean difference of studied domains related to the number of years of
experience in maternity departments/hospitals

Number of years of
. experience in
Domain rﬁaternity N Mean SD F P-value
departments/hospitals
D1 Careis 5 or less 32 4.46 0.52 0.502 | 0.607
provided for the 6-10 22 4.33 0.43
newborn for the More than 10 18 4.42 0.47
first six hours after | Total 72 4.41 0.48
birth.
D2 Midwives 5 or less 32 4,53 0.43 0.870 | 0.424
practicing maternal | 6-10 22 4.36 0.48
care within the first | More than 10 18 4.43 0.45
six hours after birth | Total 72 4.45 0.45
Total 5 or less 32 4,51 0.40 1.469 | 0.237
6-10 22 4.34 0.38
More than 10 18 4.37 0.42
Total 72 4.43 0.47

Table 4.10 presents the mean differences

between years of experience in maternity

departments and hospitals in the study domains. The ANOVA test shows no statistically
significant differences between years of experience groups in the average of the studied
domains as care provided to the newborn for the first six hours after birth, midwives
practicing maternal care within the first six hours after birth, and the domain (P>0.05).

Table (4.11): Mean difference of studied domains related to income (NIS)

. Income P-
Domain (NIS) N | Mean | SD F value
D1 Care is provided for the newborn for the | Less than 15| 433 | .42 |1.027 | 0.363
first six hours after birth. 1000
1000-1500 |46 | 4.39 | 0.52
More than 11| 459 | 0.37
1500
Total 72| 441 1048
D2 Midwives practicing maternal care | Less than 15| 441 1.450 | 0.242
within the first six hours after birth. 1000 0.43
1000-1500 |46 | 4.41 | .48
More than 11| 466 | 0.31
1500
Total 72| 445 | 045
Total Less than 15| 4.34 | 0.41 | 1.040 | 0.359
1000
1000-1500 |46 | 4.42 | 0.42
More than 11| 457 | 0.34
1500
Total 72| 4.43 | 047
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Table 4.11 presents the mean differences in the study domains between income groups. The
ANOVA test shows no statistically significant differences between income groups in the
average of the study domains, such as care provided to the newborn for the first six hours
after birth, midwives practicing maternal care within the first six hours after birth, and the
domain as a whole (P>0.05).

Table (4.12): Mean difference of studied domains related to place of residence

Domains Place of N | Mean | SD t P-

residence value

D1 Care is provided to the newborn for the | Central Gaza | 65| 4.38 | 048 | -1.876 | 0.065
first six hours after birth. Mid Zone 7 | 473 |10.36

D2 Midwives practicing maternal care | Central Gaza | 65| 4.44 | 045 -0.584 | 0.561
within the first 6 hours after birth Mid Zone 7 | 455 | 051

Total Central Gaza | 65| 4.40 | 0.41| -1.406 | 0.164
Mid Zone 7 | 463 | 0.36

As presented in table 4.12, the t-test shows no statistically significant differences between
the place of residence groups in the average of the studied domains as care provided to the
newborn for the first six hours after birth domain midwives practicing maternal care within
the first six hours after birth domain, and the domain as a total (P>0.05).

Table (4.13): Mean difference of studied domains related to having received special training
in maternal and newborn care after childbirth

Domains Received N | Mean | SD t P-

training value

D1 Care is provided to the newborn for the | Y©S 61| 4.44 10.49 | 1.196 | 0.236
first six hours after birth No 11| 4.25 | 0.43

D2 Midwives practicing maternal care | Y€S 61| 448 | 0471362 0177
within the first six hours after birth No 11| 4.28 | 0.35

Total Yes 61| 445 | 041 |1.045| 0.300
No 11| 4.31 | 0.38

Table 4.13 presents the meaning differences in the study domains between individuals who
received special training in maternal and newborn care after childbirth and those who did
not. The t-test shows no statistically significant differences between groups in the average
of the studied domains, as care provided to the newborn for the first six hours after birth
domain, midwives practicing maternal care within the first six hours after birth domain, and
the domain as a total (P>0.05).
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Table (4.14): Mean difference of study domains related to work system (shifts)

Domains Work system N | Mean | SD t P-
(shifts) value
) . ermanent morning : : -0. .
D1 Care is provided to the P ! 21| 435 | 058 | -0.633 | 0.528
newborn for the first six hours Differ(_ent shifts_ 51| 443 | 0.44
after birth (morning, evening,
night)
D2 Midwives practicing Permanent morning 21| 444 | 0.46 | -0.170 | 0.866
maternal care within the first 6 | Different shifts 51| 446 | 045
hours after birth (morning, evening,
night)
Total Permanent morning 21| 436 | 0.43 | -0.886 | 0.379
Different shifts 51| 445 | 0.40
morning, evening,
( ) .
night)

Table 4.14 presents the mean differences between work systems (shifts) in the study
domains. The t-test showed no significant differences between work system groups in the
average of the studied domains, as care provided to the newborn for the first six hours after
birth domain, midwives practicing maternal care within the first six hours after birth domain,
and the domain as a total (P>0.05).

4.1.7 Correlation between study domains among the study participants

Table (4.15): Correlation between the study domains among the study participants

Domain D1 D2
D1 Care is provided for the newborn for the first six |R
hours after birth P-value -
D2 Midwives practicing maternal care within the first | R 0.565
six hours after birth P-value 0.000 -
Total R 0.881 0.813
P-value 0.000" 0.000"

r: Pearson correlation & * indicates a statistically significant difference at P<0.05.

Table 4.15 presents the correlation analysis between the studied domains: care provided to
the newborn in the first six hours after birth, and midwives' practice of maternal care within
the first six hours after birth. The results illustrate a significant positive correlation between
all studied domains (P < 0.05) and the highest correlation was observed between total care
and care provided to the newborn in the first six hours after birth (r = 0.881, P < 0.001),
Additionally, a strong positive correlation was found between total care and midwives
practicing maternal care (r = 0.813, P < 0.001). In contrast, the correlation between
midwives’ practice care provided to the newborn (r = 0.565, P < 0.001) was moderate but
still statistically significant.
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4.2 Mothers' satisfaction with the quality of care provided after childbirth
4.2.1 Socio-demographic characteristics of mothers

Table (4.16): Socio-demographic data of participants

Socio-demographic data Categories N %
Age groups 25 years or less 163 48.7%
26-30 years 102 30.4%
More than 30 years 70 20.9%
Hospital AL Helou International Hospital 27 8.1%
Patient's Friend Benevolent Society 63 18.8%
Assahaba Medical Complex-Gaza, 195 58.2%
Palestine
Al-Awda Hospital 50 14.9%
Academic degree Secondary school or less 42 125
Diploma 127 37.9
Bachelor’s degree 160 47.8
Postgraduate studies 6 1.8
Marital status Married 333 99.4
Divorced/widow 2 0.6
Number of births 2 or less 149 44.5%
3-4 143 42.7%
More than 4 43 12.8%
Number of pregnancies 2 or less 98 29.3%
3-4 150 44.8%
More than 4 87 26.0%
Does the mother work (as an Yes 43 12.8%
employee) No 292 87.2%
Place of birth: Gaza Central Gaza 291 86.9%
Mid Zone 42 12.5%
Southern area 2 0.6%

The study employed a cross-sectional design and included 335 participants. Table 4.16
presents the socio-demographic data of the participants. The results indicate that the largest
age group was those aged 25 years or less (48.7%), followed by those aged 26-30 years
(30.4%), while the smallest category was participants older than 30 years (20.9%).
Regarding the hospital distribution, most participants were from the Assahaba Medical
Complex in Gaza, Palestine (58.2%), followed by the Patients' Friend Benevolent Society
(18.8%). In comparison, the lowest category was AL Helou International Hospital, with a
rate of 8.1%. In terms of academic qualifications, the majority held a bachelor's degree
(47.8%), followed by Diploma holders (37.9%), while the lowest percentage was for
participants with postgraduate studies (1.8%). Most participants were married (99.4%),
while divorced or widowed individuals accounted for only 0.6%. Regarding the number of
births, the largest category consisted of two or fewer births (44.5%), followed by those with
3-4 births (42.7%), while the smallest category had more than four births (12.8%). Similarly,
in terms of the number of pregnancies, the largest category was 3-4 pregnancies (44.8%),
followed by those with two or fewer pregnancies (29.3%), while the smallest category was
those with more than four pregnancies (26.0%). Concerning employment status, most
mothers were not employed (87.2%), while only a small percentage were employed (12.8%).
Regarding the place of birth, most participants were from Central Gaza (86.9%), followed
by the Mid Zone (12.5%), while the lowest percentage was from South Gaza (0.6%).
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4.2.2 Level of mothers’ satisfaction with the quality of services

Table (4.17-A): Level of mothers’ satisfaction with quality of services provided after childbirth

%

Mothers’ satisfaction level Never | Rarely | Sometimes | Often | Always | Mean | SD Mean Rank

Q1 The midwife introduces himself and his role in providing N 15 27 29 154 110 294 |1.06 | 73.50 21

health services % | 45% | 8.1% 8.7% | 46.0% | 32.7%

Q2 The midwife encourages the mother to inquire and provides N 2 8 51 174 100 3.08 | 0.77 | 77.00 19

her with the correct and necessary information % | 0.6% | 2.4% 15.2% 51.9% | 29.9%

Q3 The midwife maintains the mother’s privacy as much as N 1 2 10 146 176 3.47 | 0.61 | 86.75 2

possible % | 0.3% | 0.6% 3.0% | 43.6% | 52.5%

Q4 The midwife gives the mother painkillers after childbirth if she | N 23 10 11 142 149 3.14 | 1.09 | 78.50 17

requests it % | 6.9% | 3.0% 3.3% 42.4% | 44.4%

Q5 The midwife takes care of the mother in a room alone N 10 3 24 192 106 3.13 | 0.82 | 78.25 18
% | 3.0% | 0.9% 7.2% 57.3% | 31.6%

Q6 The midwife provides enough nursing care N 10 20 25 174 106 3.03 [ 094 | 75.75 20
% | 3.0% | 6.0% 7.5% 51.9% | 31.6%

Q7 The midwife deals with any complaint independently and N 4 4 33 176 118 319 | 0.75 | 79.75 14

quickly % | 1.2% | 1.2% 9.9% 52.5% | 35.2%

Q8 The midwife places the mother in a well-ventilated room N 2 2 24 186 121 3.25 | 0.66 | 81.25 9
% | 0.6% | 0.6% 7.2% 55.5% | 36.1%

Q9 The midwife takes complete care of you after birth N 2 0 12 159 162 3.42 | 0.62 | 85.50 4
% | 0.6% | 0.0% 3.6% 475% | 48.3%

Q10, I find that the place where the midwife places you after birth | 2 1 20 175 137 3.32 | 0.65 | 83.00 5

is suitable for you and clean % | 0.6% | 0.3% 6.0% 52.2% | 40.9%
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Table (4.17-B): Level of mothers’ satisfaction with quality of services provided after childbirth

0,
Mothers’ satisfaction level Never | Rarely | Sometimes | Often | Always | Mean | SD Mg(;m Rank
Q11 The midwife gives your health instructions about the safe and | N 10 2 27 169 127 3.19 | 0.84 | 79.75 13
correct way to breastfeed with a simple explanation to you about 3.0% | 0.6% 8.1% 50.4% | 37.9%
the risks you may face after birth %
Q12 The midwife measures your vital processes after birth N 2 0 12 153 168 3.44 | 0.62 | 86.00 3
% | 0.6% | 0.0% 3.6% 45.7% | 50.1%
Q13 The midwife places the mother on a clean and comfortable N 2 1 19 186 127 3.29 | 0.64 | 82.25 7
mattress % | 0.6% | 0.3% 5.7% 55.5% | 37.9%
Q14 The midwife listens and hears inquiries and questions N 8 4 23 165 135 3.23 | 0.82 | 80.75 10
% | 24% | 1.2% 6.9% 49.3% | 40.2%
Q15 The midwife gives your health instructions about the safe and | N 15 3 19 164 134 3.19 | 0.92 | 79.75 15
correct way to breastfeed % | 45% | 0.9% 5.6% | 49.0% | 40.0%
Q16 The midwife gives the mother instructions about the N 16 3 27 156 133 3.15 | 0.96 | 78.75 16
importance of continuing breastfeeding % | 4.8% | 0.9% 8.0% 46.6% | 39.7%
Q17 The baby is placed on his mother's chest immediately after N 19 2 10 128 176 3.31 | 099 | 82.75 6
birth to practice breastfeeding % | 5.7% | 0.6% 3.0% 38.2% | 52.5%
Q18 The midwife explains to the mother the importance of N 19 3 11 160 142 3.2 |0.98 | 80.00 12
personal hygiene and caring for the episiotomy % | 5.7% | 0.9% 3.2% 47.8% | 42.4%
Q19 The midwife provides advice to the mother before leaving N 17 2 17 152 147 3.22 | 0.96 | 80.50 11
about the diet % | 5.1% | 0.6% 5.1% | 45.3% | 43.9%
Q20 The midwife advises the mother on how to care for the N 16 3 18 133 165 3.27 | 0.96 | 81.75 8
newborn before leaving. % | 48% | 0.9% 5.4% | 39.6% | 49.3%
Q21 The baby is kept warm while with its mother. N 5 0 11 90 229 3.6 |0.69 | 90.00 1
% | 1.5% | 0.0% 3.3% 26.8% | 68.4%
Total 3.25 | 0.53 | 81.25
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Table 4.17-A and B summarize the distribution of study participants according to their
responses regarding satisfaction with the quality of services provided to them in hospitals
after childbirth. According to the results, the highest-rated item was item number 21, "The
baby is kept warm while with its mother,” with a percentage mean of 90.0%. This was
followed by item number 3, "The midwife maintains the mother’s privacy as much as
possible," with a percentage mean of 86.75%, and item number 12, "The midwife measures
your vital processes after birth," with a percentage mean of 86.0%. On the other hand, the
lowest-rated item was item number (1), "The midwife introduces himself and his role in
providing health services," with a percentage mean of 73.5%. This was followed by item
number (6), "The midwife provides a sufficient number of nurses,” with a percentage mean
of 75.75%. The overall satisfaction level had a mean percentage of 81.25%.

4.2.3 Differences in mothers’ satisfaction with the quality of services provided after
childbirth attributed to sociodemographic factors

Table (4.18): Differences in mothers’ satisfaction with quality of services related to
sociodemographic factors

MOthersl eflztIISfamon Statistical Analysis
Factor Categories N p-
Mean | SD | %Mean t F value

Age groups | 25 or less 163 | 3.24 | 056 | 81.00 0.291 | 0.748

26-30 102 | 3.23 | 0.55| 80.75

More than 30 70 | 3.29 | 0.37| 8225
Hospital AL Helou International | 27 | 3.31 | 0.50 | 82.75 0.429 | 0.732

Hospital

Patient's Friend 63 | 3.25 |0.27 | 81.25

Benevolent Society

AssAHABA Medical 195 | 3.25 | 054 | 81.25

Complex- Gaza,

Palestine

Al-Awda Hospital 50 | 3.18 | 0.70 | 79.50
Academic | Secondary school or 42 | 3.15 1 0.81| 78.75 1.419 | 0.237
degree less

Diploma 127 | 331 | b1 | 8275

Bachelor’s degree 160 | 3.22 | 40| 80.50

Postgraduate studies 6 3.09 | 11| 77.25
Marital Married 333 | 3.25 | 053] 81.25 0.170 0.865
status Divorced/widow 2 3.31 | 0.37 | 8275
Number of | 2 or less 149 | 3.22 | 051 | 80.50 0.873 | 0.418
births 3-4 143 | 3.29 | 057 | 82.25

More than 4 43 | 319 1043 | 79.75
Number of | 2 or less 98 | 3.17 | 0.50 | 79.25 2.004 | 0.136
pregnancies | 3-4 150 | 3.31 | 48| 8275

More than 4 87 | 323 | 61| 80.75
Does the Yes 43 | 3.23 | 049 | 80.75 | -0.247 0.805
mother No 292 | 3.25 | 0.53| 81.25
work
(employee)
Place of Central Gaza 291 | 325 | 053 | 81.25 0.215 | 0.807
birth Gaza | Mid Zone 42 | 3.23 | 051 ] 80.75

South Gaza 2 3.02 1 0.03] 7550

*Significant at P<0.05; P>0 05: Not significant; N: number of subjects; SD: standard deviation; F: One-way ANOVA &
t: independent t test.
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Table 4.18 presents the mean differences in the mothers’ satisfaction level with the quality
of services provided in hospitals after childbirth, based on socio-demographic factors. The
results from the ANOVA and t-tests indicate that there were no statistically significant
differences in satisfaction levels across all examined socio-demographic variables mention
socio-demographic variables such as age groups, hospital, academic degree, marital status,
number of births, number of pregnancies, does the mother work (employee), place of birth
Gaza (P > 0.05).
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Chapter Five

Discussion

This chapter presents an in-depth discussion of the results, which were compared with
previous studies and available literature.

5.1.1 Care provided to the newborn for the first six hours after birth

The results showed a high mean percentage for perceptions of newborn care. This result was
consistent with previous studies that indicate effective newborn care is crucial for ensuring
early health stability. Emergency response, safety monitoring, and documentation were the
highest proportions, while observations such as urine monitoring and chest circumference
measurement were the lowest proportions (Mokhtar et al., 2023; Begum et al., 2022).
Rodrigues Monteiro et al. (2023) emphasized that immediate care practices, including
monitoring and professional intervention, contribute significantly to newborn well-being.

In my opinion, quality care in the first six hours is critical in reducing neonatal morbidity
and mortality. The high overall mean percentage for perceptions of newborn care in the first
six hours after birth indicates that the care provided during this crucial immediate postnatal
period is generally perceived as effective, timely, and appropriate by those involved
midwives. This result reflected good practice adherence. It suggested that essential newborn
care protocols such as thermal protection, early breastfeeding initiation, monitoring of vital
signs, and hygienic practices are likely being followed consistently. This result is
encouraging as it validates midwives' efforts and encourages continued adherence to
newborn care standards.

5.1.2 Maternal care within the first 6 hours after birth

The results showed a high mean percentage for perceptions of midwifery care. Previous
studies indicate that midwifery care practices play a good role in postnatal maternal care
(Nyagah, 2020). Esan et al. (2020) and Taneja et al. (2021) reported that proper
documentation and postpartum monitoring significantly enhance the quality and safety of
maternal care services.

Conversely, lower results obtained by Pindani et al. (2020) showed that percentages reported
by midwives regarding client monitoring varied and were below the 80% threshold.
Midwives did not always follow the reproductive health standards on client examination, so
that less than 75% of midwives inspected perineal wounds (52.2%), checked vital signs of
neonate (66.7%) and mother (62.2%), and inspected lochia drainage (30.4%). Most
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midwives (91.3%) never assessed the mother's emotional state. In addition, the results of Ali
et al. (2022) showed that the vast majority of nurse-midwives expressed fair level of
practices in IPP care, and poor practices was in items such as washing hands before contact
with mothers, immediate assessment at birth; a complete clinical examination around one
hour after birth and again before discharge, monitor and record mother vital signs during
first hour after birth, educate the mother about breastfeeding, and encourage the mother to
initiate breast feeding within 30 min. after birth.

From the researcher’s point of view, the first six hours postpartum involve physical recovery
(e.g., uterine monitoring, bleeding control, pain management), emotional reassurance, and
support. High perception scores suggest that midwives are addressing these aspects well.
High midwifery care within the first six hours after birth reflects positively on maternal care
quality, attentiveness, and responsiveness during a critical recovery period. This suggests
that midwives effectively meet postpartum women's immediate physical and emotional
needs, which is essential for maternal wellbeing and early bonding with the newborn. This
finding underscores the value of skilled, woman-centred midwifery care and its role in
ensuring a safe and positive postpartum experience. It also provides a strong foundation for
continued investment in midwifery training, support systems, and staffing to sustain high
standards.

5.1.3 Association between quality of immediate postpartum care and
sociodemographic factors

The results showed significant differences between hospitals in the average of QoPPC. Some
previous studies showed differences in Qoppc between hospitals, which were attributed to
hospital-specific factors affecting maternal and neonatal care. Also, these studies reported
that institutional policies and healthcare provider practices influence these variations in
neonatal care quality (Mortensen et al., 2019).

The significant differences between hospitals in the average quality of immediate QoPPC
suggest that institutional factors are crucial in shaping the quality of care women receive,
more than individual sociodemographic characteristics. This may imply variability in
hospital practices. This finding shifts the focus from individual-level interventions (based on
sociodemographics) to system-level improvements, potentially having a broader and
sustainable impact on maternal care quality. Therefore, focus must be directed towards
inconsistencies in protocols between different hospitals, staff training, resources, or
management priorities that directly impact care quality.

The current study also indicated no statistically significant differences between age groups
regarding QoPPC. These results differ from those of Mollart et al. (2025), who found that
standardized midwifery care models lead to consistent birth outcomes across different age
groups and that midwifery care and newborn care practices varied according to age group.
Whereas Arba and Zana (2020) and Nove et al. (2021) reported that experience and training
may have a greater influence on maternal and newborn care than age alone, they also showed
that age did not play a significant role in the variations in the QoPPC.

The researcher believes that the absence of significant differences in the average QoPPC
based on midwives' age suggests that midwives across all age groups deliver care at a
comparable quality level. This could indicate that midwives are committed to professional
standards, patient-centred care, and consistency in care delivery regardless of a midwife's
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age. This finding supports the idea that ongoing professional development and institutional
guidelines may be more influential in maintaining care quality than individual characteristics
like age.

In addition, this study's results indicated no statistically significant differences in Qoppc
related to the academic degree of the study participants. Similar results were obtained by
Engstrom and Cockerham (2025), who found no association between the qualification of
health care providers and the quality of care. Also, the results of Sendo et al. (2025) reflected
that academic degree alone does not affect the level of practice, and that practical experience
and training may have a greater influence on maternal and newborn care. In contrast, these
results differ from the results of Escuriet et al. (2025), which indicated that midwifery care
and newborn care practices were perceived differently based on academic qualifications and
educational background.

Moreover, this study's results indicated no statistically significant differences in QoPPC
related to marital status. This result was inconsistent with the results of Jolivet et al. (2025),
which demonstrated that marital status influences maternal and newborn care and outcomes.
Alanazy and Aljohani (2025) and Heidarian et al. (2025) showed that experience, training,
and workplace factors may impact maternal and newborn care more than marital status
alone.

This result suggests that midwives maintain a consistent care standard in the postpartum
period regardless of marital status. That is a positive finding, as it points to the
professionalism of the workforce and potentially to the effectiveness of training, guidelines,
and institutional protocols that guide postpartum care delivery.

Also, the current study's results indicated no statistically significant differences in QoPPC
related to years of experience. This result was inconsistent with the results of Gordon et al.
(2025), which demonstrated that experience in maternal health settings significantly impacts
the Qoc and decision-making processes. In addition, Chen et al. (2023) and Cardona-Arias
et al. (2024) showed that other factors, such as training, institutional support, and continuous
education, may impact maternal and newborn care more than years of experience alone.

This result suggests that when midwives enter the workforce, they are generally well-
prepared to provide competent care and that institutional systems help maintain care quality
across different experience levels. It also indicated that less experienced midwives can
deliver postpartum care at a quality comparable to that of their more experienced
counterparts. That could reflect the strength of pre-service education and training programs,
clinical guidelines and protocols, and supportive supervision and mentoring practices.

The current study's results indicated no statistically significant differences in immediate care
for the mother related to income. This result differs from the results of Nove et al. (2024),
which showed that income levels and financial stability could impact the quality of
midwifery care. While Kumar et al. (2023) reported that barriers related to income and
economic conditions may not be solely influenced by midwives' ability to provide optimal
care, they also suggested that training and institutional support may have a greater impact
on maternal and newborn care than income alone.
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This result may reflect a strong sense of professional responsibility and ethical standards
among midwives, where income disparities do not influence the quality of care they provide.
Regardless of what they earn, midwives still consistently deliver a consistent level of
immediate postpartum care.

The results also indicated no statistically significant differences in QoPPC attributed to the
place of residency. In this regard, Cummins et al. (2024) demonstrated that midwifery
services, when structured within an evidence-based framework, can help bridge care quality
gaps across different residential areas. They also suggested that institutional policies and
healthcare models may influence maternal and newborn care more than the place of
residence alone. In contrast, the results of Musaddiq (2023) illustrated that the place of
residence can influence access to maternal healthcare and the availability of midwifery
services, particularly in rural and urban settings.

This result suggests that midwives provide consistent postpartum care regardless of whether
they live in the city or other rural areas. That points to a strong, standardized approach to
training, practice, and care expectations across different geographic settings.

The results also indicated no statistically significant differences in QoPPC between those
who received special training in maternal and newborn care after childbirth and those who
did not. Stoodley et al. (2023) and Norris et al. (2024) found that receiving training did not
significantly influence the QoPPC, and they emphasized the role of academic study, such as
specialist diplomas, in advancing midwifery practices; they also suggested that institutional
policies and on-the-job experience may have a greater influence on maternal and newborn
care than training alone. On the other hand, the results of Mwakawanga et al. (2023) reflected
that specialized training enhances midwives' competencies and improves maternal and
newborn care outcomes. In addition, the results of Abu Kwaik (2025) indicated significant
improvement in midwives' practice about immediate postnatal care after the education
program (m= 1.95) compared to practice before the educational program (m= 1.74). There
was a statistically significant improvement in participants’ practice about care provided to
the mothers and babies after one hour post-delivery, after the education program (m= 1.97)
compared to practice before the educational program (m= 1.68).

This result may reflect that pre-service education and on-the-job experience provide a strong
enough foundation that additional training does not create a noticeable difference, at least
not in measurable outcomes related to immediate postpartum care. Also, the content,
delivery method, or duration of the special training might not have been sufficiently
impactful, or it may not have been practically applied in the clinical setting. Sometimes
training programs are more theoretical than hands-on, which limits their effect on real-world
practice.

The current study indicated no statistically significant differences in QoPPC related to work
shifts. This result was inconsistent with the results of Anjur and Darmstadt (2023), which
revealed that shift-based work systems can affect the quality of maternal and newborn care
due to variations in staff availability, workload distribution, and fatigue levels. Additionally,
Jullien and Carai (2023) reported that healthcare inefficiencies, including work shift
arrangements, can contribute to variations in patient care. They also concluded that
standardized protocols and hospital management strategies may influence maternal and
newborn care more than shift structures alone.
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Moreover, Ojendal et al. (2023) revealed that factors affecting providing high-quality
postpartum care services could be divided into three generic categories. Difficulty achieving
high attendance comprised three subcategories: long waiting times, low awareness among
women, and out-of-pocket payment. Lack of basic resources also comprised three
subcategories: shortage of healthcare providers, lack of adequate space, and inadequate
medical equipment. Insufficient care routines comprised two subcategories: lack of
guidelines and deficient chain of information. In addition, Bune et al. (2023) reported that
some factors influence the ability to provide quality IPPC, including receiving basic
emergency obstetrics and newborn care training, and the availability of maternal and
newborn care guidelines in the hospital.

This finding suggests that midwives maintain a consistent standard of care across different
shifts, which reflects professionalism and dedication regardless of the time of day. It also
implies that the structure of postpartum care processes is resilient, even during potentially
more challenging night shifts. While shift timing might not influence measurable care
quality, night shifts are often associated with fatigue, stress, and reduced alertness. These
factors might not have been visible in the study's outcome measures but could affect long-
term performance or well-being.

5.1.4 Correlation between studied domains among the study participants

The results of the current study indicated a statistically significant positive correlation
between care provided to the newborn in the first six hours after birth and midwives' practice
of maternal care within the first six hours after birth.

These results agreed with the results of Turan and Derya (2021), who found that midwifery
care directly impacts maternal and neonatal outcomes, enhancing both postpartum care and
maternal attachment. Whereas Liu et al. (2021) and Bagheri et al. (2021) emphasized that
midwife-led care models improve patient satisfaction and overall maternal and newborn
care, they also suggested that an integrated approach to midwifery practices can strengthen
care continuity and improve health outcomes. They demonstrated that all maternal and
newborn care aspects are interconnected, reinforcing the importance of a holistic approach
to midwifery services.

The correlation points to a comprehensive, integrated approach to care, where attention to
the mother’s needs is naturally linked with attentiveness to the newborn and the
professionalism of the midwives. Also, this result revealed that rather than fragmented or
task-focused care, this relationship implies a well-functioning care environment, where
midwives are likely following standard procedures and prioritizing maternal and newborn
health together.

5.2 Mothers' satisfaction with the quality of postpartum care

5.2.1 Level of mothers’ satisfaction with the quality of services provided to them

The results showed that the overall satisfaction level was high. Mothers were highly satisfied
with keeping their babies warm, maintaining privacy, and assessing and following up after
birth. These results were approximately the results of Al-Hussainy et al. (2021), which
indicated that the mothers were generally satisfied with the postnatal care and overall
maternity care provided in the King Khalid Hospital, and the results of Amu and Nyarko
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(2019) found moderate satisfaction with IPPC. Also, the results of Ahmadinezhad et al.
(2021) revealed that mothers had a good perception about postnatal care provided by health
center staff, and the results of Bekele et al. (2022) concluded that mothers' satisfaction with
IPPC was moderate (60.9%).

In contrast, the results of this study disagreed with those of Nuwabaine et al. (2024), which
found that less than half of the mothers were satisfied with the quality of postnatal care, and
Aboagye etal. (2022), which found that less than half of the mothers had skin-to-skin contact
with their babies.

Eshetu et al. (2025) reported that enhancing communication and staffing can further optimize
postnatal care experiences. In addition, Kidane et al. (2023) emphasized the significance of
maternal satisfaction in assessing the quality of postnatal healthcare in maternity hospitals.

In my opinion, the high overall level of mothers’ satisfaction with the service quality
indicates that the care experience was positive, respectful, and responsive to mothers' needs.
Satisfaction is a key indicator of not just how services are delivered, but how they are
perceived by recipients, making it a vital component of quality assessment in maternal care.
When the mothers reported satisfaction with their care, the health services met their
expectations. Also, high satisfaction levels often suggest that mothers felt heard, supported,
and safe during a vulnerable period, factors that are critical for emotional wellbeing and trust
in the healthcare system.

The researcher believes that a high satisfaction level is a strong endorsement of the service
delivery system. It suggests that the healthcare team effectively supports maternal care needs
and provides a positive environment for recovery and transition into motherhood.
Maintaining this high standard while proactively seeking feedback and areas for
improvement will be key to sustaining and enhancing service quality over time.

5.2.2 Association between mothers' satisfaction with health services and socio-
demographic factors

There were statistically no significant differences in satisfaction levels across all examined
socio-demographic variables (age groups, hospitals, academic degrees, marital status,
number of births, number of pregnancies, employment status, or place of birth). These results
agreed with the results of Okorie et al. (2025), which demonstrated that maternal satisfaction
with hospital services after childbirth was consistent across different socio-demographic
groups. Also, Barman and Bhuyan (2024) found no statistically significant differences in
mothers' satisfaction with care related to socio-demographic factors. In addition, the results
of Nuwabaine et al. (2024) found that older women aged 35 - 49 years, those who made
decisions to seek health care jointly, women who received quality antenatal care, older
women aged 30 - 34 years at the time of their first childbirth, those who gave birth through
cesarean section birth, those who gave birth at public health facilities, and those who
received quality intrapartum care were more likely to be satisfied with QoPPC. Skin-to-skin
contact with the newborn indicates mothers' satisfaction with the services they receive
immediately after birth. Factors that contributed to the higher prevalence of skin-to-skin
contact included male newborns, being the first baby for the mother, low birth weight babies,
those who delivered through normal delivery, and babies who were not twins (Aboagye et
al., 2022).
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The absence of statistically significant differences in satisfaction levels across socio-
demographic variables suggests that other factors may influence satisfaction more than
individual or background characteristics. Factors such as interpersonal interactions, quality
of care, expectations, attitudes, and waiting time may be more influential in determining
satisfaction than demographic characteristics.
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Chapter Six

Conclusion and Recommendations

6.1 Conclusion

The study included 72 midwives and 335 mothers from three maternity hospitals in GS. The
result indicated high quality of newborn care immediately after birth (88.2%). The results
reflected high maternal care practice within the first six hours after birth (89%). There were
significant differences in the quality of immediate postpartum care between hospitals. In
contrast, no significant differences existed in other factors (age, marital status, level of
education, experience, income, previous training). There was a statistically significant
relationship between care provided to the newborn and care provided in the first six hours
after birth. Mothers expressed high satisfaction with the overall health services they received
during their hospital stay (81.25%). There were no statistically significant differences in
mothers' satisfaction with health services related to their age, hospital, level of education,
marital status, number of births, number of pregnancies, work status, and place of birth. In
general, the study reflected high quality of immediate postpartum care provided to mothers,
and mothers reported high satisfaction with the services they received. The findings highlight
the strengths of postpartum care while identifying key areas for enhancement, emphasizing
the need for improved communication and staffing in maternal healthcare services.

6.2 Recommendations
Based on the study results, the researcher recommended the following:
Recommendation for midwives:

1. Midwives from different hospitals should receive unified training programs to ensure
consistency in postpartum care provided to mothers.

2. There is a need to encourage effective communication and emotional support for
mothers postpartum.

3. Midwives should give the mother adequate information about the danger signs for her
and the newborn.

4. Midwives should monitor bleeding for all mothers every hour during the first 6 hours
after birth.

5. Midwives should focus on educating and encouraging early breastfeeding as soon as
possible.
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Recommendation for policymakers:

1.

2.

The Ministry of Health should implement a unified protocol and guidelines for
immediate postpartum care in all governmental and private maternity hospitals.
Allocate resources for regular workshops and training programs to ensure midwives
remain updated on best practices in postpartum care.

Establish a steering committee to set plans and monitor the quality of postpartum
care and maternal services in all the maternity departments.

To ensure safe and quality care in maternity hospitals, a key that determines the
number of midwives according to workload should be adopted.

6.3 Suggestions for further studies

1.

2.

Conduct further studies involving all the maternity hospitals to gain a broader vision
and the ability to generalize the results.

Conduct comparative studies to identify differences in postpartum care quality
between governmental and private hospitals.

Conduct qualitative studies to gain deeper insights into mothers’ experiences and
satisfaction with postpartum care, which will inform patient-centred improvements.
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Annexes

Annexe (1): Consent form
| am the researcher / Sohier Marouf, enrolled in the Maternal and Child Health Program.

I am conducting a study on the quality of immediate care provided to mothers and newborns
after birth in the Gaza Strip's maternity hospitals.

Could you please complete the attached questionnaire honestly? Your answers will be
crucial to accomplishing this research.

The information collected will be confidential and used only for scientific research purposes.
Participation in the study is voluntary.

Thank you for your cooperation <<«

Sohier Nael Abdelrahman Marouf
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Annexe (2): Quality of immediate postpartum care (Midwives' Questionnaire —

English version)

Part I: Socio-demographic data of participants

Socio-demographic data

Categories

Hospital

[J Helou International Hospital

[J Patient Friends Hospital

[ AssAHABA Medical Complex- Gaza, Palestine

[J Al-Awda Hospital

Age groups (years) (1 30 or less

1 30-35

[J More than 35
Academic degree (] Diploma

[] Bachelor’s degree

(] Postgraduate studies

departments/hospitals

Marital status [ Single

(] Married

(] Divorced/widow
Number of years of experience | 5 or less
in maternity ] 6-10

(1 More than 10

Monthly income (NIS)

[J Less than 1000

(] 1000-1500

[J More than 1500

Place of residence: Gaza

[J Central Gaza

J Mid Zone

[J South Gaza

Number of children in the family

[J 0 (No children)

01-3

[0 More than 30

61




Part I1: Work status of participants

Work status

Categories

Have you received special training in
maternal and newborn care after childbirth?

0 Yes

[0 No

Work system (shifts)

[J Permanent morning

[ Different shifts (morning, evening, night)

Place of residence: Gaza

(] Central Gaza

[1 Mid Zone

[1 South Gaza
Number of training courses related to [12or less
maternity and childcare 1 More than 2
Number of cases handled daily [1 20 or less

[J More than 20

Part 111 (A): The level of care provided to the newborn for the first six hours after birth

The level of care provided to the
newborn for the first six hours after
birth.

Strongly
Disagree

Strongly

Neutral agree

Disagree Agree

Q1 The newborn is placed on the
mother's belly, and | make sure she
is in good condition.

Q2 The mother is sure to hold the
newborn correctly.

Q3 The EENC policy is applied,
explaining its importance for the
mother and newborn.

Q4 The newborn is placed close to the
mother's belly or chest for 90
minutes unless there is any
impediment to that.

Q5 The mother and newborn are kept in
the delivery room for 90 minutes
after birth for observation.

Q6 The correct procedures are followed
to resuscitate the newborn if he does
not breathe or scream after 30
seconds of birth

Q7 The nursery doctor is called for the
newborn if | notice any
abnormalities.

Q8 My hands are washed before and
after any procedure | do with the
mother.

Q9 The place is kept as clean as possible.

Q10 The patient's privacy is maintained
as much as possible
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Q11 Preventive methods are followed in
dealing with cases if they are
infected with infectious diseases

Q12 The newborn's warmth and airway
safety are maintained, and the color
is monitored. Breathing and
movements

Q13 The newborn's identification
bracelet is checked every shift and
before leaving (Color according to
gender, placed on the wrist, details)

Q14 The newborn's urine is monitored

Q15 The midwife confirms the
newborn's gender

Q16 The newborn's spine is checked for
safety

Q17 The benefits of breastfeeding are
explained to the mother, and its
importance is stated

Q18 Mothers are helped and encouraged
to breastfeed a third of an hour after
birth

Q19 The mother is directed to wear her
clothes after birth

Q20 The hygiene protocol and
maintaining the stitches after birth
are explained

Q21 The mother is given sufficient
information about the danger signs
for her and the newborn

Q22 The mother is encouraged to carry
the newborn and pay attention to her

Q23 The midwives in the postpartum
department are informed and asked
about their readiness to receive the
mother and her child, and to transfer
them

Q24 The midwife gives the newborn a
vitamin K injection after birth

Q25 The ABGAR Score is checked for
the first minute and then after 5
minutes

Q26 The midwife takes the child to the
nursery to give the vaccination if the
mother is infected with Hepatitis B

Q27 The midwife measures the weight of
the newborn after birth and records
it in the file

Q28 The midwife measures the length of
the newborn and records it in the file

Q29 The midwife measures the
circumference of the newborn’s
head and records it in the file
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Q30 The midwife measures the
circumference of the newborn’s
chest and records it in the file

Q31 Everything you did is recorded in
the memo

Q32 Sufficient time is provided to listen
to the mother’s concerns or inquiries

Q33 The newborn's vital signs
(temperature, heart rate, respiratory
rate, and oxygen saturation) are
assessed and documented accurately
after birth.

Part 111 (B): The level of midwives practicing maternal care within the first 6 hours after birth

The level of midwives practicing
maternal care within the first six
hours after birth

St_rongly Disagree | Neutral | Agree Strongly
Disagree agree

Q1 The midwife measures the safe
transfer policy for the mother and
her newborn from the delivery
room to the postpartum
department after 90 minutes of
birth using a wheelchair.

Q2 The midwife applies the policy of
handing over and receiving cases
using the ISBAR form.

Q3 The midwife informs the mother of
the transfer of the newborn to the
nursery if necessary.

Q4 The midwife informs the mother of
the department to which the baby
will be transferred.

Q5 The midwife takes vital signs every
hour during the four hours after
the first hour after birth.

Q6 The midwife informs the doctor of
any abnormal signs in the vital
signs.

Q7 The midwife massages the uterus
and assesses its contraction or
relaxation.

Q8 The midwife assesses the amount of
blood coming out of the vagina
after birth every hour for 4 hours
after birth.

Q9 The mother is provided with
sufficient information about the
danger signs to look out for herself
and the newborn.

Q10 The midwife monitors bleeding
every hour during the first 6 hours
after birth.
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Q11 The midwife encourages going to
the bathroom and emptying the
bladder every hour during the first
6 hours after birth.

Q12 The midwife encourages mothers
to empty their bladders for the first
time in the postpartum department
with a reminder.

Q13 The midwife checks for vaginal
stitches, if any.

Q14 The midwife ensures safe
breastfeeding.

Q15 The midwife ensures that the
uterus is in its natural place after
birth by massaging it.

Q16 The midwife monitors signs of
bleeding every quarter of an hour
during the first hour after birth.

Q17 The midwife encourages mothers
to use the bathroom and empty
their bladders every quarter of an
hour during the first hour after
birth.

Q18 The midwife discusses self-care
and hygiene with the mother,
especially around the perineum.
This includes care of any stitches,
mobility, and the importance of
drinking fluids and maintaining a
healthy diet.

Q19 The midwife encourages the
mother to hold the newborn and
pay attention to her.

Q20 The midwife informs the
midwives in the postpartum
department and inquires about
their readiness to receive the
mother and her baby for transfer.

Q21 The midwife records everything
she has done in the memo.

Q22 The midwife provides
psychological support to the
mother after birth.

Q23 The midwife documents well
every procedure and any new
developments in the mother’s
condition after birth.
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Annexe (3): Satisfaction with quality of services after childbirth (Mothers'
Questionnaire)

A questionnaire to assess the mothers’ satisfaction level with the quality of services provided
to them in hospitals after childbirth

Dear Mrs., Assalam Alaikum, God's mercy and blessings .....

| am the researcher / Soheir Marouf, enrolled in the Master's degree program of nursing
Maternal and Child Health, where I am conducting a study on the quality of immediate
postpartum care provided to the mother and newborn after childbirth in the Gaza Strip from
the point of view of midwives in maternity departments.

Your answer to the questions in the questionnaire will be of great importance in completing
this research.

The information in the questionnaire will be strictly confidential and used for scientific
research purposes only, and you are free to participate or not.

Thank you for your cooperation <<«
Researcher

Soheir Marouf
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Part I: Socio-demographic data of participants

Factor Categories
Age groups [1 25 or less
1 26-30
] More than 30
Hospital [0 AL Helou International Hospital

(] Patient's Friend Benevolent Society

[J Assahaba Medical Complex- Gaza, Palestine

[ Al-Awda Hospital

Academic degree

[1 Secondary school or less

1 Diploma

[J Bachelor’s degree

(] Postgraduate studies

Marital status

[J Married

[J Divorced/widow

Number of births

(] 2 or less

[ 3-4

[J More than 4

Number of pregnancies

(] 2 or less

[ 3-4

[J More than 4

Does the mother work (as an employee)

[J Yes

[J No

Place of birth: Gaza

[J Central Gaza

(1 Mid Zone

[J South Gaza
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Part II: Mothers’ satisfaction with the quality of services provided after childbirth

Mothers’ satisfaction level

Never

Rarely

Sometimes

Often

Always

Q1 The midwife introduces himself and his role in
providing health services.

Q2 The midwife encourages the mother to inquire
and provides her with the correct and necessary
information.

Q3 The midwife maintains the mother’s privacy as
much as possible.

Q4 The midwife gives the mother painkillers after
childbirth if she requests it.

Q5 The midwife takes care of the mother in a room
alone.

Q6 The midwife provides enough nursing.

Q7 The midwife deals with any complaint
independently and quickly.

Q8 The midwife places the mother in a well-
ventilated room.

Q9 The midwife takes complete care of you after
birth.

Q10 I find that the place where the midwife places
you after birth is suitable for you and clean

Q11 The midwife gives you health instructions about
the safe and correct way to breastfeed, with a
simple explanation to you about the risks you
may face after birth

Q12 The midwife measures your vital processes after
birth

Q13 The midwife places the mother on a clean and
comfortable mattress

Q14 The midwife listens and hears inquiries and
guestions

Q15 The midwife gives your health instructions
about the safe and correct way to breastfeed

Q16 The midwife gives the mother instructions about
the importance of continuing breastfeeding

Q17 The baby is placed on his mother's chest
immediately after birth to practice breastfeeding

Q18 The midwife explains to the mother the
importance of personal hygiene and caring for
the episiotomy

Q19 The midwife provides advice to the mother
before leaving about the diet

Q20 The midwife advises the mother before leaving
about caring for the newborn.

Q21 The baby is kept warm while with its mother.
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Annexe (4): Experts Committee

Dr. Ali al Khateeb

College University of Applied Sciences

Dr. Ayman Abu Mustafa

Ministry of Health

Dr. Ayda Khadir

Ministry of Health
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Annex (5): Approval to conduct the study
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Annex (6): Approval to Ministry of Health
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