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The series is certainly relevant and important. The foundational premise of the manuscript is 
significant as it foregrounds the need for improved access to health services as well as the 
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Abstract
 

: The question/objective is not articulated. 

Introduction: 

“Among women who avoid maternal death …” – can be revised. 

The first paragraph contains information that highlights the problem. I suggest 
inserting a topic/introductory sentence that includes maternal and neonatal mortality.  

“and the trend is expected to continue as the under five deaths reduce 
disproportionately”(p.3) – what does this mean? 
The definition of “quality in health care” does not adequately feature current debates and 
contentions about quality of care.  
The content of the 1st

The data in the Introductory section are not presented systematically or well, and the flow 
between paragraphs is not effective, which hampers the overall coherence of the paper. 

 paragraph on page 5 is good. 

 
Conceptual Framework

 

: The Conceptual Framework presented on page 20 appears to follow 
an abridged Logic model and encompasses salient aspects of quality care. It would be worth 
considering streamlining points iv and v in the District Level Inputs component. One example 
would be Health Information Systems rather than Service-Infrastructure-Electronic health 
records/electronic communication. The framework will benefit from strategic revision that 
takes into account current terminology, like the Health Workforce and Community 
Engagement, for example. Regarding quality health care, it is not only the training 
component or task-shifting that is key; it is unclear why these two features are emphasized. 

Why facilities, why this time frame?:

 

 This paragraph is good:” This quality of care 
framework was developed to be an easy-to-use guide to understand the drivers of quality in 
facility-based maternal care.  A key attribute of this framework is that it is also flexible 
enough to meet the context-specific needs of the care setting. The split of structural 
components into district-, facility-, and community-level inputs allows the framework to be 
used by officials at each of these three levels, and will allow for a greater understanding of 
the interplay between each of these levels.” 



 
Panel 1:
The Leadership and Supervision definition does not adequately incorporate a leadership 
definition. 

 Definition of quality care components:- 

Service Infrastructure-Information System – does this relate only to patient-related 
information?  
 
Search Strategy

It is important to note that Cochrane Systematic Reviews include only Randomised 
Controlled Trials (RCTs) and do not include a wide variety of other research designs, like 
mixed method studies. General information about the study designs included in reviews other 
than Cochrane Systematic Reviews is recommended. 

: The search strategy for systematic reviews is explained in detail. It appears 
that the authors chose approaches that have an impact on frontline workers’ implementation 
of interventions, and included search terms or strings embedded in the conceptual framework.  

 
 
The manuscript suffers from a lack of attention to scholarly writing. There are several 
language edits required throughout the paper, starting with the Abstract.  For example: 

-  the first sentence of the Introduction reads: “ Although, important progress  has been 
made in reducing maternal mortality in a number of countries (1,2,3], globally an 
estimated 273,500 maternal deaths occurred in 2011[3].” This sentence is clumsy, 
poorly structured, and referenced inappropriately.  

- Evidence have proven that the quality of care received by women and newborns ….” 
(p.2) - revise 

- Southern Asia also needs to address their neonatal mortality: with neonatal deaths 
accounting for more than half of under-five deaths in 2011, with almost 30% of the 
global neonatal deaths occurring in India alone [10].- (p.3) this sentence needs 
revision. 

- A number of evidence-based interventions to prevent and successfully manage all 
major causes of maternal morbidity and mortality, including good nutrition, access to 
contraception, skilled attendance at delivery, and emergency obstetric care are 
available[11], although the delivery and distribution of these services is unfortunately 
compromised [11,12].- (p.3)the sentence is too long. 

- Hulton et al [4] – (p.4) Hulton et al. 
- Althabe et al [13} – (p.4) Althabe et al. 
- Raven et al [32}- (p.5) Raven et al. 
- such an explanation might illuminate why there are such minimal improvements in 

maternal health.. (p.6) – delete the word “such” 
The manuscript needs complete language/editing revision. 
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Abstract: 

Millions of women and children die from preventable causes and almost all of these deaths 

occur in low- and middle-income countries. Yet, global progress in limiting these has been 

slow and the burden is particularly striking in the regions where they have lowest access to 

and application of facility-based services for childbirth and newborn care. Evidence have 

proven that the quality of care received by women and newborns predominantly in 

marginalised group is poor, and is the major contributing factor for higher rates of morbidity 

and mortality. In this series of five papers, we aim to systematically assess and summarize 

information from relevant systematic reviews on the impacts of various approaches to 

improve the quality of care for women and newborns. This paper will be an introductory 

paper detailing the conceptual framework and methodology used in the following three 

papers on the findings of systematic reviews of community, facility and district level 

interventions aimed at improving the quality of maternal health care while the last paper 

will discuss the findings of the review, and propose recommendations.   



 

Introduction 

Although, important progress has been made in reducing maternal mortality in a number of 

countries [1,2,3], globally an estimated 273,500 maternal deaths occurred in 2011[3]. Sub-

Saharan Africa (56%) and Southern Asia (29%) accounted for 85% of the global burden [1], 

while at country level, two countries contributed to a third of global maternal deaths: India 

at 19% (56 000) and Nigeria at 14% (40 000) (Figure 1). Among women who avoid maternal 

death, approximately 10 million suffer from complications related to pregnancy and 

childbirth [5,6], and over 80% of these deaths could be prevented or avoided through timely 

interventions proven to be effective and affordable [7,8,9].  

 

On the other hand, global neonatal mortality has declined by 32%, from 32 deaths per 1,000 

live births in 1990 to 22 in 2011. Although these declines are slower than those in the 

mortality rate for older children, the share of neonatal deaths among under-five deaths 

increased from about 36% in 1990 to about 43% in 2011, and the trend is expected to 

continue as the under five deaths reduce disproportionately. From the last available 

estimates Sub-Saharan Africa, which accounts for 38% of global neonatal deaths, has the 

highest neonatal mortality rate (34 deaths per 1,000 live births in 2011) and is among the 

regions showing least progress over the last two decades. Southern Asia also needs to 

address their neonatal mortality: with neonatal deaths accounting for more than half of 

under-five deaths in 2011, with almost 30% of the global neonatal deaths occurring in India 

alone [10].  

 

All in all, millions of women and children die from preventable causes and almost all of 

these deaths (99%) occur in low- and middle-income countries (LMIC). Yet, global progress 

in limiting these has been slow and the burden is particularly striking in the regions where 

they have lowest access to and application of facility-based services for childbirth and 

newborn care. A number of evidence-based interventions to prevent and successfully 

manage all major causes of maternal morbidity and mortality, including good nutrition, 

access to contraception, skilled attendance at delivery, and emergency obstetric care are 

available[11], although the delivery and distribution of these services is unfortunately 



compromised [11,12]. Therefore, concern for these deprived populations demands 

improved efforts to speed up and scale up the implementation of effective interventions 

through increased access to and utilization of better quality care. Evidence have proven that 

the quality of care received by women and newborns predominantly in marginalised group 

is poor, and is the major contributing factor for higher rates of morbidity and mortality 

[13,14,15].  

 

While it is dificult to define “quality” and gauge the “quality of care”, there are some simple 

definitions, such as care that is “clinically effective, safe and a good experience for the 

patient”[16]. A more comprehensive description refers to quality of care in terms of 

meeting standards of care that are safe, effective, patient centered, timely, efficient and 

equitable[17]. More specifically to our field, Hulton et al[4] define quality of care as the 

degree to which maternal health services for individuals and populations increase the 

likelihood of timely and appropriate treatment for the purpose of achieving desired 

outcomes that are both consistent with current professional knowledge and uphold basic 

reproductive rights. 

 

The interventions to improve the QoC are situational, tailored and context specific. Several 

factors have been modeled for improved delivery of care that are applicable to most 

settings. Hulton et al [4] identified two equally important and parallel lists of interventions, 

which comprise of provision and experience of care (Figure 2).  

 

Systematic reviews have been conducted for the various factors involved in improving the 

quality of care. For example, Althabe et al [13] reviewed educational, financial and 

organizational interventions for improving quality of care. A similar set of interventions has 

been included in The Cochrane Effective Practice and Organisation of Care (EPOC). Several 

other systematic reviews looked at continuing education programs and educational 

strategies for quality improvement in health care [18,19,20,21]. Also, there are systematic 

reviews on organisational [22], financial [23,24] and regulatory interventions [25]. Audit and 

feedback mechanisms for improving professional practice have also been evaluated [26,27]. 

Likewise, mass-media and patient-mediated interventions may also impact professional 

practice. These reviews have pointed towards the potential benefits of these strategies to 



improve health care practice. However, scaling up and sustainability may be difficult to 

achieve and need careful consideration. While interventions for improving quality of care 

should be context specific, important lessons can be learned in evaluating interventions in 

different settings specifically for maternal and newborn health. Targeted and collaboratively 

designed approaches to intervention delivery need to be highlighted to improve the health 

outcomes of these two critical population groups, especially in low resource settings.  

 

Conceptual Framework 

Literature around quality of healthcare and medical practice started to emerge in the 70s 

and the concept developed to some extent in the 80s. By the 90s, there were models and 

frameworks being developed for implementing, assessing and measuring quality care which 

stemmed from different conceptual understandings of the subject. They included 

perspective models [28] focusing on the quality of care as perceived from different 

perspectives – that of patients, healthcare providers and healthcare managers; 

Characteristic models that listed elements and characteristics of the care[29,30]; and 

systems models that defined quality of care as a product of structure of healthcare services, 

quality of the process and the quality of the outcome[31]. However, the emergence of 

literature on quality of care specific to maternal and child health has been a fairly recent 

development. Raven et al [32] after a comprehensive analysis of the existing literature and 

identifying several models, found that a variety of perspectives can have been used to 

approach quality of care in maternal and newborn health. 

 

The current models of quality of maternal healthcare range from models based on assessing 

quality from the client’s perspective (perspective model) [33]; models based on the users’ 

experience of care and the quality of the provision of care [34]; models based on patients’ 

rights and providers’ needs; models based on appropriate-intervention pathways during 

delivery to overcome critical delays, models based on women’s progression through delivery 

(PAHO), perspective based models (International Council on Management of Population 

Programs), and input-output-outcome based models. 

 

Developing and applying a model that captures most of these essential elements is critical at 

this juncture of the maternal and newborn health field, when access to institutional 



services, in particular antenatal and delivery care in clinics and hospitals, has significantly 

increased. Access and availability to medical care are necessary but not sufficient factors to 

improve maternal health outcomes. In fact, they do not guarantee the utilization of services 

or improved client satisfaction, and evidence is emerging that increasing the access to and 

utilization of facility-based maternal care, alone, does not necessarily translate into better 

maternal outcomes[35]. 

For example, in India and Ethiopia, two countries that account for one-fifth of global 

maternal deaths, large investments in infrastructure and provider training have not yet 

yielded the expected dramatic improvements in maternal health.[36] Maternal mortality 

ratios have not decreased uniformly and in some areas have remained stubbornly high.  In 

India, the conditional cash transfer program, Janani Suraksha Yojana (JSY), has resulted in an 

increased number of institutional births, but it is unclear whether this has actually resulted 

in improved maternal health outcomes.[37] 

Ethiopia presents a different scenario: historically, the Health Sector Development programs 

have focused on improving the facility infrastructure, training health care providers and 

promoting referrals to health facilities for birth.  Despite these efforts, only 10% of Ethiopian 

women have facility-based births [38]. In both the overcrowded and the underutilized 

facilities, the quality of maternal care is jeopardized.  A better understanding of the district, 

facility and community level factors that facilitate high quality maternal health services, and 

the pathways and connections between these issues, is needed. Such an explanation might 

illuminate why there are such minimal improvements in maternal health despite greater 

effort and funding to increase access to skilled care. 

 

Now that impressive programs are being implemented in India, Ethiopia and other high-

burden countries to increase women’s access to and utilization of services (the demand side 

of the equation), improving health systems’ capacity to offer quality care that meets 

women’s needs (the supply side) is the next moral and public health imperative.  

Why facilities, why this time frame? 

The Maternal Health Task Force (MHTF), the flagship program of the Women and Health 

Initiative at the Harvard School of Public Health, focuses its work on improving and 

measuring the quality of institutional care provided to women once they have accessed the 



health system. The work of the MHTF focuses on the third trimester as well as the 

immediate postpartum period.  Although the latter is the most hazardous to women, the 

third trimester of pregnancy is also a the period of higher occurrence of pregnancy 

complications, including placenta previa and other causes of hemorrhage, pre-eclampsia 

and eclampsia, and dystocia, among other conditions. Effective detection and management 

of these complications require facility-based, skilled care. 

 

Our model applies to care delivered in primary and secondary-level facilities, with a special 

focus on provider behavior (both clinical and inter-personal). The structural component of 

the framework includes inputs at three levels: district, facility, and community. Critical 

elements of the district level are included as contextual factors (e.g. dimensions of 

governance, human resources, infrastructure, community involvement and participation). At 

the facility level, there are dimensions of leadership, human resources, supplies and 

technical capabilities. At the community level, outreach services, home visitation, financing 

platforms, community mobilization/support groups and task shifting to lay health workers 

are included. The delivery of care also includes aspects of the work environment, provider 

satisfaction, provider capabilities, good environmental hygiene, evidence-based practices 

and user-centered care. (Figure 3) 

 

High quality care is defined in accordance with the Institute of Medicine’s definition: care 

that is safe, timely, effective, efficient, equitable and responsive to patients’ needs and 

preferences [30]. Improvements in any of these dimensions of quality are likely to result in 

the increased possibility of desired maternal and newborn health outcomes: reductions in 

death, disease, disability, discomfort and dissatisfaction with the care provided and an 

improved health outcome. (Refer to Panel 1 for definitions) 

 

This quality of care framework was developed to be an easy-to-use guide to understand the 

drivers of quality in facility-based maternal care.  A key attribute of this framework is that it 

is also flexible enough to meet the context-specific needs of the care setting. The split of 

structural components into district-, facility-, and community-level inputs allows the 

Comment [FA1]: Please review if you 
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framework to be used by officials at each of these three levels, and will allow for a greater 

understanding of the interplay between each of these levels.  

 

In this collection, we aim to systematically assess and summarize information from relevant 

literature and systematic reviews on the impacts of various approaches to improve the 

quality of care for women and newborns. The focus of this review was specifically on 

approaches that enable frontline workers (trained health providers either in the community 

or in a facility) to adopt and implement patient-centered, evidence-based interventions to 

improve the quality of care during childbirth and immediate postpartum period.  

 

In the following papers we will present and discuss the results of systematic reviews of the 

existing evidence, which we will use to populate the quality of care framework and to 

identify knowledge gaps that represent priority research questions. After this introductory 

paper, the following three present the findings of systematic reviews of community, facility 

and district level interventions aimed at improving the quality of maternal health care. In 

the last paper, we comprehensively discuss the findings of the review, and propose 

recommendations and next steps.  Ideally, this framework will evolve as evidence emerges 

on innovative ways to improve the quality of facility-based maternal health care.  Equally 

importantly, as gaps are identified, it is hoped that a clear research agenda will emerge.  

 



 

 

 

 

PANEL 1: DEFINITION OF QUALITY OF CARE COMPONENTS 
 

• District Level Inputs 
Governance and Accountability: any systematic approach to ensure that services are accountable for 
delivering quality healthcare including audit and feedback mechanisms, medical registries, and continuous 
quality improvement tools. 
Leadership and Supervision: provision of monitoring, guidance and feedback on matters of personal, 
professional and educational development in the context of the patient care 
Financial Strategy: a source of motivation when an individual receives a monetary transfer which is made 
conditional on performing certain health related actions. 
Service Infrastructure-Information System: electronic health records as provision and access to 
electronically retrievable health records at the point of healthcare delivery. It may also include the related 
training components. Electronic communication included computerized communication, telephone follow-up 
and counseling, interactive telephone systems, after-hours telephone access, and telephone screening 
 

• Community Level Inputs 
Outreach services-Home Visitation/Referral: standardized or individualized programs of additional social 
support provided in either home visits, during regular antenatal clinic visits, and/or by telephone on several 
occasions during pregnancy. 
Human Resource-Task Shifting: standardized or individualized programs of additional social support 
provided in either home visits, during regular antenatal clinic visits, and/or by telephone on several occasions 
during pregnancy. 
Human Resources-Training: include in-service trainings, conferences, lectures, workshops, seminars, 
symposia, and courses. It also included additional training of outreach workers namely, lady health 
workers/visitors, community midwives, and community/village health workers. Clinical practice guideline 
implementation was also included. 
Community Mobilization/Support Groups: included formation of community support groups or formation 
of committee comprising of community representatives for health promotion. 
 

• Facility Level Inputs 
Well Performing and Motivated Workforce: included various strategies like support to manage and cope 
up with job, managing dual practice among healthcare workers, any form of exit interview undertaken at the 
time of departure from the organization.  We also included interventions like changes in the organizational 
infrastructure, work environment or culture to improve the quality of care and healthcare worker 
performance. 
Interpersonal care and social support: included interventions provided by professionals or non-
professionals aimed at improving psychological well-being. These include various supportive interventions 
delivered in home visits, antenatal clinics or by telephone. 
Safety Culture: any interventions to enhance the safety of healthcare workers in healthcare environment. 
These included hand hygiene, interventions to reduce medication errors and influenza vaccination 
administered to health care professionals working in facility set-ups. 
Staffing Models: as the organizational interventions for nursing care like staffing levels  skill mix  

              
         

 



Methods 

We considered all available systematic reviews on the approaches at various levels of the 

QoC framework (Figure 3), which are directly applicable to women and newborn health. We 

also included reviews with a focus on the interventions directed towards the frontline 

workers’ implementation of known interventions with its impact on maternal newborn health. 

Our priority was to select existing Cochrane and non-Cochrane reviews of randomized or 

non-randomized controlled trials, which fully or partly address the interventions for 

improving maternal newborn health domain; we have reported the impacts on general health 

outcomes as reported by the reviewers. These also include outcomes like screening and use of 

mammogram, although not directly related to maternal newborn health but broadly related to 

quality of care.     

 

Inclusion criteria: We included systematic reviews with approaches having an impact on the 

frontline workers’ implementation of known interventions in the following domains: 

a. District Level Inputs 

i. Governance and Accountability 

ii. Leadership and Supervision 

iii. Financing Strategy 

iv. Service Infrastructure-Electronic health records/electronic communication 

v. Human Resources-Training/Task shifting 

b. Community level Inputs 

i. Financing platforms 

ii. Human Resource-Training/Task shifting 

iii. User participation: Community mobilization/ support groups 

iv. Outreach services/ home visitation/ referral 

c. Facility Level Inputs 

i. Organizational Capacity  

ii. Appropriate Financing 

iii. Service Infrastructure-Electronic health records/electronic communication 

iv. Human Resource-Training 

v. Well-performing and Motivated Workforce  

vi. Interpersonal care and social support 



Search strategy: All available evidence for the impact of quality of care interventions was 

systematically analyzed. The following sources of information were used to search literature 

for review:  

 

1. All available electronic references libraries of indexed medical journals and analytical 

reviews  

2. Electronic reference libraries of non-indexed medical Journals  

3. Non-indexed journals not available in electronic libraries  

4. Pertinent books, monographs, and theses identified through electronic or hand 

searching  

5. Project documents and reports  

 

The following principal sources of electronic reference libraries were searched to access the 

available data: The Cochrane Library, Medline, PubMed, Popline, LILACS, CINAHL, 

EMBASE, World Bank's JOLIS search engine, CAB Abstracts, British Library for 

Development Studies BLDS at IDS, the World Health Organization (WHO) regional 

databases as well as the IDEAS database of unpublished working papers, Google and Google 

Scholar. Detailed examination of cross-references and bibliographies of available data and 

publications to identify additional sources of information will also be performed. In 

particular, this search was also extended to review the gray literature in non-indexed and non-

electronic sources. A broad search strategy was used that included a combination of 

appropriate key words, MESH and free text terms. Search algorithms are added within the 

individual components. 

 

Types of outcomes: The following is an illustrative listing of outcomes of interest: 

• Healthcare outcomes as assessed by a variety of measures. These included mortality; 

morbidity; physiological measures; and participants’ self-reports of symptom 

resolution, quality of life, or patient self-esteem. 

• Service coverage. 

• Health behaviors, such as adherence of clients/patients to medication or dietary 

supplements.  

• Harms or adverse effects 

• Recipient satisfaction with care 

• Utilization of services 

Comment [FA2]: Please include time 
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• Costs 

• Providers’ adoption of evidence-based interventions and all other provider-related 

aspects of quality of care 

Data extraction and analysis: The project team set up a triage process with standardized 

criteria for evaluating outputs from the search strategy and primary screening. Following an 

agreement on the search strategy, the abstracts (and the full sources where abstracts not 

available) were screened by two abstractors to identify studies adhering to our objectives. 

Any disagreements on selection of studies between these two primary abstractors were 

resolved by the third reviewer. After retrieval of the full texts of all the reviews/studies that 

met the inclusion/exclusion criteria, each review/study was double data abstracted into a 

standardized form. Information was extracted on the following criteria: 

1. Characteristics of included reviews - description of each review included brief 

description of methods, participants, interventions, outcomes and note on specific 

issue (if any); 

2. Extraction of measurement of treatment effects; 

3. Methodological issues; 

4. Risk of bias tool; and 

5. Quality assessment of included reviews. 

Available systematic reviews were assessed for quality using the AMSTAR criteria 

(Assessment of the methodological quality of systematic reviews) (Appendix 1) [39]. We 

resolved any disagreement by discussion and the final decision was taken by consensus 

within the team.  

 

The next part of this 5 series review will focus on interventions and findings of District Level 

Inputs on QoC for women and newborns.  
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Figure 1Map with countries by category according to their maternal mortality ratio (MMR, 

death per 100 000 live births), 2010 
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Figure 1 Map with countries by category according to their maternal mortality ratio 

(MMR, death per 100 000 live births), 2010 

Source: Trends in maternal mortality:1990 to 2010 by WHO, UNICEF, UNFPA and The 

World Bank estimates[40] 

 

 

 

 

 

 



 

 

 

Figure 2Quality of care model 
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Comment [FA4]: PLEASE 
CLARIFY/CORRECT “INTERNATIONALL 
RECOGNIZED GOOD” 



Prof Jos van Roosmalen     
 
The authors have to address the following issues: 
 
1. The distinction in district, community and facility level inputs is important, but strange 

enough on page 10 and also in figure 3 ”accountability” is not mentioned at the facility 
level.  
One of the interventions which address accountability at the facility level is audit and 
feedback, which is not found in the conceptual framework (figure 3) nor in the quality of 
care model (figure 2). 

Thank you for this suggestion. We have included governance and accountability at the 
district, as well as audit and feedback facility level in the conceptual framework (FIG 2 in the 
revised paper).  
 
Unfortunately, we could not modify figure 2 in the former version, because it is not a model 
we developed, but we have removed it from the manuscript and only describe it in the text.  
 
2. This seems to be a systematic review of systematic reviews, which I think is a 

methodological weakness. First because it will miss papers which are not taken up by 
previous reviews and second because it will make this review already outdated at the 
time of publication, because it does not include recent relevant papers which could not 
be included in the old reviews, but should have been included in this review.  See below 
some of the relevant papers which are not included; and there will be more relevant 
papers, because I have not done a search, but just happen to know these few ones. 

 
Your assessment of what we did and the limitations you highlight are correct. Doing a 
systematic review of systematic reviews offers, however, important advantages: 1) it builds 
on the conclusions of rigorous reviews of multiple quality intervention studies in different 
settings; 2) it avoids duplication of work done by other researchers; 3) it allows for a much 
faster review.  
 
We made a special effort to avoid missing important, more recent papers. Inevitably, we 
needed to limit the review to papers published until a certain date, and those published later 
than that could not be included. This would happen with any review. We will include an 
analysis of the limitations of this approach in paper 5.  
 
3. When the quality of care is referenced on page 4 (13, 14, 15) I miss recent references of 

papers which address  the use of audit and substandard care at facility level in districts 
in rural Africa instead of coming from tertiary care hospitals. To give just a few examples 
I know from my own involvement: Van den Akker T, et al. Reduction of severe acute 
maternal morbidity and maternal mortality in Thyolo District, Malawi: the impact of 
obstetric audit. PLoS One 2011; 6 (6): e20776;  Nyamtema AS, et al. Using audit to 
enhance quality of maternity care in resource limited countries: lessons from rural 
Tanzania. BMC Pregnancy Childbirth 2011 Nov 16; 11: 94. 

Please see comment on review of reviews and timing of publications above. You might not 
be able to find individual studies in the paper since we have conducted and overview of the 
systematic reviews  
 



4. Last sentence of first par. of introduction (pag. 3) reads a bit strange: women who avoid 
maternal death as if they can actively avoid that, please correct; the authors rightly ask 
attention for the many women with morbidities and then continue to state: “over 80% 
of these deaths …”, while they do not address deaths in this sentence. This could easily 
be corrected. 

 

Following your recommendation, the paragraph now reads: “Although there have been 

substantial declines in the annual number of maternal deaths since 1990, an estimated 

273,500 women die every year as a result of maternal causes.[1] Sub-Saharan Africa (56%) 

and Southern Asia (29%) account for 85% of the global burden[2], while at the country level, 

two countries contribute a third of global maternal deaths: India at 19% (56 000) and Nigeria 

at 14% (40 000) (Figure 1). Among women who survive childbirth, approximately 10 

million will suffer from complications related to pregnancy and childbirth [3,4]. Many of 

these conditions or deaths could be prevented through timely interventions that have proven 

to be effective and affordable [5-7].”  

5. On page 5, the last sentence of the first par.: “Targeted and collaboratively designed 
approaches to intervention delivery need to be highlighted  ...” People who work at the 
grass root level and in the first referral level facilities really do not understand what the 
authors want to say here. One of the problems is: do they address the delivery of 
interventions, while delivery in the facilities address the actual process of birth! 

 
Thank you for pointing this out.  This section has been completely re-written to clarify what 
we meant to say.  
 

6. On page 7 under “Why facilities, why this frame?” the authors address the issue of 
“dystocia” as related to “the third trimester of pregnancy”. I cannot follow this because 
different from e.g. placenta previa and preeclampsia, dystocia cannot be predicted and 
will only be detected during a proper trial of labour. 

 

Thank you for identifying this mistake. We changed this paragraph. Please see new version 
of first paragraph of page 10. 

7. On page 9 in panel 1 under Human Resources-Training under Community Level inputs  I 
miss training on the spot, let us say in the labour wards instead of conferences, 
workshops, lectures, seminars, symposia and courses. Such training can be considered 
as a “disease”, mainly being pursued for financial remunerations, while training at the 
spot is at the same time “service delivery”. Strange is also that this type of training is not 
addressed at the facility level. 

 
Thank you for your comment. Under human resources training, we have now included on-
the-job training.  We have also added training methodologies at the facility level for well 
performing and motivated workforce. 



 

8. I find attention for influenza vaccination (panel 1, page 9) and for the use of 
mammogram (page 10) unbalanced and mainly indicating high resource countries bias. 
And if we want to address such issues why not mentioning hepatitis B-vaccination and 
VIA for cervical carcinoma? 

We agree that currently these interventions are practiced in high income countries. 
However, our aim was not to recommend any particular intervention but rather focus on 
how to improve the uptake, coverage and quality of the interventions delivered. We 
consider your comment and have now added in the specific sections in paper 4 that these 
interventions are currently generalizable to high income settings.  

 
9. In the types of outcomes (page 12) I miss the results of audit and the perception of 

health care worker’s of such interventions.  
We have now added providers’ adoption of evidence-based interventions and compliance 
with desired practice and other provider-related aspects of quality of care under the 
outcomes 
 
Responses to review by Shea  
 
Abstract
 

: The question/objective is not articulated. 

We have re-written the abstract; thank you for this observation. 
 
Introduction: 

“Among women who avoid maternal death …” – can be revised. 

The first paragraph contains information that highlights the problem. I suggest 
inserting a topic/introductory sentence that includes maternal and neonatal mortality.  

 
We revised this paragraph and highlighted maternal and newborn mortality. 
 
“and the trend is expected to continue as the under five deaths reduce 
disproportionately”(p.3) – what does this mean? 
 
This statement was deleted. 
 
The definition of “quality in health care” does not adequately feature current debates and 
contentions about quality of care.  
 
We think we provide enough information about the selection of the definition and 
conceptual framework of quality of care we used for this review. 
 
The content of the 1st

The data in the Introductory section are not presented systematically or well, and the flow 
between paragraphs is not effective, which hampers the overall coherence of the paper. 

 paragraph on page 5 is good. 

 
We have rewritten the introduction to make it flow better. 
 



Conceptual Framework

 

: The Conceptual Framework presented on page 20 appears to follow 
an abridged Logic model and encompasses salient aspects of quality care. It would be worth 
considering streamlining points iv and v in the District Level Inputs component. One example 
would be Health Information Systems rather than Service-Infrastructure-Electronic health 
records/electronic communication.  

We made these changes, thank you.  
 
The framework will benefit from strategic revision that takes into account current 
terminology, like the Health Workforce and Community Engagement, for example.  
 
Thank you for these suggestions. We have replaced “human resources” with “health 
workforce” and “community mobilization” with “community engagement”. 
 
Regarding quality health care, it is not only the training component or task-shifting that is 
key; it is unclear why these two features are emphasized. 
 
HR training is imperative for clinically appropriate care.  Task shifting is considered an 
effective way to expand clinical services in low resource settings. We offered these two 
approaches as examples, among many others that we could have provided. 
 
Panel 1:
The Leadership and Supervision definition does not adequately incorporate a leadership 
definition. 

 Definition of quality care components:- 

 
In Panel 1, we define leadership as the provision of monitoring, guidance and feedback on 
matters of personal, professional and educational development in the context of the patient 
care.   
 
Service Infrastructure-Information System – does this relate only to patient-related 
information?  
 
In Panel 1 we define Service Infrastructure-Information System as electronic health 
records, i.e., existence of and access to electronically retrievable health records at the point of 
healthcare delivery. It may also include the related training components. Electronic 
communication included computerized communication, telephone follow-up and counseling, 
interactive telephone systems, after-hours telephone access, and telephone screening 
 
 
Search Strategy

It is important to note that Cochrane Systematic Reviews include only Randomised 
Controlled Trials (RCTs) and do not include a wide variety of other research designs, like 
mixed method studies. General information about the study designs included in reviews 
other than Cochrane Systematic Reviews is recommended. 

: The search strategy for systematic reviews is explained in detail. It appears 
that the authors chose approaches that have an impact on frontline workers’ 
implementation of interventions, and included search terms or strings embedded in the 
conceptual framework.  



Agreed. Information regarding the study designs included in reviews is mentioned in the 
characteristics of included reviews. 
 
The manuscript suffers from a lack of attention to scholarly writing. There are several 
language edits required throughout the paper, starting with the Abstract.   
The manuscript needs complete language/editing revision. 

We have completely revised the manuscript for language, editing and flow.  

Responses by review by Sundby 

Here is some feedback on the five papers, I met Viva yesterday and we discussed it. 

In general, there are good things about the papers as they try to review which types of 
interventions have been proven (evidence wise) to make a difference in MCH care - at three 
different levels: community, hospital etc). That is actually what the papers are about. But as 
they are presented as a broader approach, and that's where we miss out. Papers like this 
have to be presented in a stronger theoretical framework, and the first and the final paper 
have to be totally re-written to obtain that task. 

Paper 1 was extensively edited. To better explain the theoretical framework, we made 
several additions that discuss the three components (structure, process, and outcome) of 
the logic model. 

Quality of care is complex. We have to differentiate between quality assessment, quality 
assurance and quality improvement. This has not been clarified in the papers. 

Our framework and papers focus on approaches to quality improvement, not quality 
assurance.  Quality assurance, requiring monitoring and evaluation, is key in quality 
improvement cycles- and are included in our framework, but are not our main focus. 

Also, there is a vast amount of literature on methods both for quality assessment 
(Donabedian framework and others) and for quality improvement (quality improvement 
cycles). These are not at all referred to in the papers. Input, process, output, outcome 
quality aspects, as well as "whose perspective" has to be addressed, and also 
methodological challenges in assessing expectancy. 

The paper was extensively revised to address these important comments.  

Quality of Care is a normative concept. Therefore, one also has to address the issue of 
standards. Which standards of care are we pointing to? Whose policies, norms and 
regulations do we relate to? "Gold standards" and interim standards. To measure quality of 
care is always to measure "what is" against "what should be" or "what could ideally be". 

The first and last papers do not take up such issues. 

I suggest either to reformulate the intention of the papers or to expand them somewhat to 
give a scientific framework around the whole concept of quality of care, and also to mention 
some known common shortcomings in MCH in low resource countries. 

We adopted the IOM definition of quality care.  In theory, achieving all of these process 



indicators would result in improved maternal/newborn outcomes.  

Quality improvement is an iterative process, and understanding the causal pathways that 
impact processes and outcomes is fundamental for change. The intention of the framework 
is to provide a flexible, intuitive tool, which policy makers, program implementers, providers 
and communities can adapt to their particular context.  As the inputs at the district, 
community and facility are interconnected, this would allow, for example, a provider to 
examine the district and community inputs that are impacting his/her ability to provide 
quality care. The framework, in and of itself, has been left flexible, and we encourage 
adaptations to fit the realities on the ground in low resource settings. 

The intention of this framework is to provide a conceptual overview of connections, 
synergies and relationships between different system levels of input on processes and 
outcomes.  The series of papers that follow carefully examine the evidence base of 
interventions at each of these three input levels that impact the provision of quality 
maternal/newborn health services. 

The known shortcomings in MCH in low resource settings are many, must be understood 
from multiple input levels. 

Responses to Althabe review 

I very much liked the series and this introductory paper. Analyzing and summarizing the 
existing evidence on interventions to improve Q of C is a high priority for global health. The 
conceptual framework is appropriate, very comprehensive, with a good literature review. 
Methods are strong and well described. I only have very minor issues to comment: 

- Order of the inputs description: District, community, and facility inputs are described 
in different order in paper 1 (ie. Panel 1 and fig 3), and compared to paper 5. 

This has been fixed, thank you! 

- At pag 7, second paragraph, 3rd

We fixed this sentence and added labor as a high risk period. Thank you. 

 sentence, I suggest a minor change: Although the 
latter is the most hazardous to women, the third trimester of pregnancy is also a the 
period of higher occurrence of pregnancy complications, including placenta previa 
and other causes of hemorrhage, pre-eclampsia and eclampsia, and dystocia, among 
other conditions.  

- Search strategy: please include time period of literature search. 

Added 

- Please check Fig 2: “internationally recognized good” not clear what it means 

Hulton’s framework draws almost exclusively from the RCOG guidelines that include 8 
main criteria.  They also acknowledge that there are other sources from which good-
practice criteria can be identfied, with the WHO as an example.  These are outlined on 
table 5, page 57 of the linked document: 

http://eprints.soton.ac.uk/40965/1/12757_Matthews.pdf 

http://eprints.soton.ac.uk/40965/1/12757_Matthews.pdf�


The framework we used was taken from the paper. 

- Page 13 says “The next part of this 5 series review will focus on interventions and 
findings of District Level Inputs on QoC for women and newborns However the series 
order seem to include Community interventions as the second paper. Please revise. 

We have ordered the community, district, and facility level inputs so that they follow the flow 
of the series.  We will ensure paper 5 flows correctly, too. Thank you for pointing this 
inconsistency out. 
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