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ABSTRACT 

Neonatal and maternal deaths are attributable to low quality of care, however, the 

deaths are preventable. In Ethiopia, the low neonatal survival rate contributes to more 

than 56% of under-5 deaths. The purpose of the study was to assess the quality of 

care for neonates admitted to the neonatal intensive care units (NICUs) in order to 

develop strategies to strengthen the quality of NICU care services. The study 

employed a parallel mixed methods design and was conducted in six NICUs of public 

hospitals in Central Ethiopia. A thematic analysis of the qualitative data was 

undertaken using ATLAS.ti 6.2. and quantitative data analysis was undertaken using 

SPSS Windows version 23. After separate analysis, the quantitative and qualitative 

results were integrated to address the research purpose.  

 

The results revealed that of the neonates admitted to NICUs, 83% of them survived 

while most (75%) of the deaths occurred within the first week of life. Neonates with 

low admission weight, perinatal asphyxia, and congenital malformation had a higher 

risk of death compared to neonates without these conditions. Limited access to 

training; designs and organization of NICU rooms; shortage of supplies and functional 

equipment were among the key factors affecting quality of care in the NICUs. 

 

The study revealed challenges with the provision of care, which were related to the 

healthcare workforce, the physical resources, and the experience of care provided in 

the study NICUs. Five strategies were developed to strengthen the quality of neonatal 

intensive care based on the findings of the study; which were to strengthen the 

technical capacity of the neonatal intensive care staff; improve professional risk 



 IV 

compensation benefit for the NICU staff; enhance the NICUs to provide high-quality 

neonatal intensive care; strengthen the availability of functional essential equipment, 

supplies, and medications that are needed for the provision of quality neonatal 

intensive care; and to pay special attention to sick neonates and neonates with low 

birth weight on admission, perinatal asphyxia, and congenital malformation in the 

neonatal intensive care process. The strategies could be used to improve service 

integration, strengthening the referral system, and improving the experience of 

mothers and families of neonates admitted in the NICUs. 

 

Keywords: Neonate; neonatal care services; neonatal intensive care unit; quality of 

care; strategies.  
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CHAPTER 1 

ORIENTATION TO THE STUDY 
 

1.1. INTRODUCTION 
 

Neonates who need intensive medical care are often put in a special area of the 

hospital called the neonatal intensive care unit (NICU). The NICU has advanced 

technology and trained healthcare professionals to give special care for the neonates 

that needs at most attention. Saving neonatal lives is among top priorities of the 

Government of Ethiopia as reflected in the Health Sector Transformation Plan II (HSTP 

II) (MOH 2021a: 48) and the Roadmap towards Maximizing Newborn and Child 

Survival and Well being by 2030 (MOH 2022:30). In line with this the government is 

implementing various high impact newborn care interventions at facility and 

community levels of which strengthening Neonatal Intensive Care Units (NICU) in 

hospitals is among the priority interventions. The priorities align to the provision of 

quality care. 

 

Quality of care is the degree to which health services for individuals and populations 

result in better desired health outcomes and is consistent with the current professional 

knowledge (World Health Organization (WHO) 2018: 4). According to UNICEF (2023) 

the neonatal period, which refers to the first one month in life, is the riskiest period in 

lifetime. Sick neonates are cared for in neonatal intensive care units (NICUs). The 

quality of neonatal intensive care is the extent to which the neonatal intensive care 

services provided to neonates admitted to neonatal intensive care units increase the 

likelihood of desired health outcomes and are consistent with current professional 

knowledge.  

 

1.2. BACKGROUND INFORMATION ABOUT THE RESEARCH 
PROBLEM 

 

This section provides a background on the global, regional and nation burden of 

neonatal problems. In 2020, 47% of the under-5 deaths occurred in the neonatal 

period globally with an increase from 40% in 1990. The increment in share of neonates 

in the under-5 death from 40% to 47% over time reflects the fact that the rate of 
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improvement in neonatal survival is slower compared to the improvement in survival 

of under-5 (UN IGME 2021:13,15). 

 

In 2020, global under-5 mortality was 37 per 1,000 live births (UN IGME 2021:13,15). 

However, the burden of neonatal is not evenly distributed across regions. In 2019, 17 

neonates died out of 1,000 live births globally compared to 27 and 28 deaths per 1,000 

live births in sub-Saharan Africa and Ethiopia respectively. Sub-Saharan Africa and 

Central and Southern Asia accounted for almost 80% of the global neonatal deaths in 

2019. Given the current trends, 90% of sub-Saharan Africa and Asian countries are 

expected to miss achieving the Sustainable Development Goal 3 target for neonatal 

mortality (UN IGME 2020: 8,18; UN IGME 2021:17).  

 

There is low coverage of skilled care during pregnancy, delivery, and early postnatal 

period and maternal nutritional status is poor which adversely affects maternal and 

neonatal outcomes. In 2019, among women aged 15-49 in the Oromia region in 

Ethiopia, who had a live birth before 5 years, only 41% (compared to the national 43%) 

of mothers received four or more antenatal care and 44% (compared to the national 

50%) of the deliveries were attended by skilled service providers. Only 41% of the 

deliveries happened in health facilities in the Oromia region (compared to the national 

48%) and 26.1% of the mothers had postnatal checks during the first 2 days after birth, 

compared to the national 34% (EPHI 2019:13, 14 & 20). A quarter (24%) of women 

aged 15-49 were anaemic in Ethiopia while 27% of women in the Oromia region were 

anaemic in 2016. In the same year, 73% and 77% of children were breastfed within 

the first hour of birth in Ethiopia and in the Oromia region respectively (Ethiopia Central 

Statistical Agency and ICF 2016: 204; 215). These statistics highlight the incidence of 

neonates who require special care due to related factors.The factors mentioned affect 

the health of the newborns and therefore contribute to the increase of neonates who 

need special care after delivery. These statistics highlight the incidence of neonates 

who require special care due to related factors. 

 

Ethiopia is among countries with low level of under-5 and neonatal survival. In 2020 

alone, 173, 000 and 127,000 children died in Ethiopia before celebrating their fifth and 

first birthdays respectively (UN IGME 2021:17.)  
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1.2.1 Factors and interventions that affect the survival of the neonates 

 

The health of the mother and the neonate is closely interlinked and risks and 

interventions that affect maternal and neonatal health and survival are broad and 

complex. The risk factors range from general distal factors such as socio-economic 

factors including poverty, absence of education and empowerment, low access to 

care, household air pollution to maternal and neonatal factors. Factors such as 

maternal nutrition, age, interpregnancy interval, infections, chronic diseases, 

pregnancy-induced disorders, and substance misuse are related to the survival of the 

mother and neonate.  Similarly, maternal, and the neonatal outcome is affected by 

intrapartum conditions such as the absence of obstetric care, breech delivery, post-

term pregnancy, preterm premature rupture of membranes, preterm labour, and 

unskilled delivery.  

 

Neonatal risk factors, including prematurity, intra-uterine growth retardation (IUGR), 

perinatal depression, meconium aspiration syndrome, kernicterus, hypothermia, 

congenital malformations, and neonatal infections are proximally related to neonatal 

outcome. Neonatal survival is affected by a range of interventions across the 

continuum of care. Quality interventions before, during, and between pregnancies; 

during labour and childbirth; and immediate care for every neonate and small and ill 

neonates (Bhutta, Das, Bahl, Lawn, Salam, et al 2014:349). Even though all the risk 

factors are interlinked, the focus of this study is on the risk factors and interventions 

that affect the outcome of small and ill neonates, and the quality of NICU service.  

 

1.2.2 Alignment of quality care with the national and global priorities 

 

According to World Health Organization (WHO 2020: 2), eight domains of standards 

need to be addressed in order to improve the quality of care for small and sick 

neonates in health facilities. These are: i) practices that are evidence-based; ii) 

information systems that are actionable; iii) referral systems that are functional and 

effective; iv) effective communication and meaningful participation; v) protection 

respect and fulfillment of newborn rights and preservation of dignity; vi) emotional, 

psycho-social, and developmental support; vii) competent, empathetic, motivated, 

multi-disciplinary staff; viii) essential physical resources for small and sick neonates.  
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Improving survival of the neonates is among key targets of the Ethiopia’s Health Sector 

Transformation Plan II (2020-2025) and the Roadmap towards Maximizing Newborn 

and Child Survival and Well being by 2030. Strengthening quality of the health care 

services is at the centre of the HSTP II and the 2021-2025 National Healthcare Quality 

and Safety Strategy of Ethiopia. Expansion of quality high-impact neonatal 

interventions across the three levels of care – the primary, secondary and tertiary level 

of care is among the key activities the government of Ethiopia has been undertaking. 

These interventions include establishing basic neonatal care units, also referred to as  

newborn corners at health centres and NICUs at hospitals.  

 

1.2.3 Neonatal intensive care units in Ethiopia. 

 

A Neonatal Intensive Care Unit (NICU) is a special unit in a hospital equipped with 

trained staff and medical equipment and supplies to provide specialized care to 

neonates that needs special attention. The NICUs differ in terms of the number and 

skill of human resources, the medical equipment and supplies as well as the spaces 

needed to provide the service. In the context of Ethiopia, there are three levels of NICU 

namely, Level I, II, and III NICUs. The ICUs are defined as follows:   

 

Level I NICU: This is a unit that is expected to provide basic neonatal care including 

essential newborn care, neonatal resuscitation, and provision of care for neonates 

born at 35 to 37 weeks gestation who are physiologically stable. It also provides 

stabilization care to neonates born at less than 35 weeks’ gestational age or ill until 

the neonates are referred to the next point of care (MOH 2021b: 9).  

  

Level II NICU: Level II units are those categories that are expected to render special 

care to neonates born at more than 32 weeks’ gestation and weighing more than 1,500 

grams; who have some physiologic immaturity such as apnea of prematurity, inability 

to maintain body temperature, or inability to take oral feedings; and who are 

moderately ill with problems that are expected to resolve rapidly and are not 

anticipated to need sub-specialty services on an urgent basis (MOH 2021b: 10). 

 

Level III NICUs: These are the NICUs with most advanced cares including provision 

of continuous life support and comprehensive care for extremely high-risk neonates 
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and those with complex and critical illnesses, including the provision of assisted 

ventilation or major surgery (MOH 2021b: 10). 

 

The Ministry of Health in Ethiopia is working towards expanding three levels of NICUs 

to level I, II, and III. Ideally, primary (district) hospitals are expected to have a minimum 

of level I NICU while general (regional) hospitals are expected to have at least a level 

II NICU. Specialized/referral hospitals are required to have level III NICUs. The 

difference between levels I and II is not clear at the moment. Therefore, for practical 

reasons, this study considers two NICU categories – level I/II Vs level III NICUs as 

explained by Ethiopia (MOH 2021b:9 -10).  

 

1.3. RESEARCH PROBLEM 
 

There is low coverage of skilled care during pregnancy, delivery, and early postnatal 

period. Maternal nutritional status is poor thereby adversely affecting maternal and 

neonatal outcomes. These contribute to admission of neonates in the ICUs to get 

specialised care. 

 

Ethiopia is among countries with a low neonatal survival rate in general. With 99,000 

annual neonatal death in 2019, the country was ranked fourth globally in terms of the 

number of neonatal deaths next to India, Nigeria, and Pakistan (UN IGME 2020: 43). 

Survival of neonates in the Oromia Region (96.3% of the live births) was below the 

national average (97.2% of the live births) in 2016 (Ethiopia Central Statistical Agency 

and ICF 2016: 124 & 125). Survival of neonates admitted to NICUs is as low as 80% 

(Desalew et al 2020: 5; Tiruneh, Birhanu, Seid, Workneh, et al 2021:156-157). 

 

Improving survival of the neonates is among the top national priorities. Ethiopia aspires 

to improve under-5 survival from the current 94.1% of live births to 95.6% and neonatal 

survival from the current rate to 97.9% of live births in 2025 (MOH 2021a:45). The 

country has been committed to achieving the Sustainable Development Goal targets 

for under-5 and neonatal mortality reduction (goal 3.2). Given the current number of 

the neonates in the under-5 death (56%) and very slow pace of improvement in 

neonatal survival, it is hardly feasible to achieve the national target and Sustainable 
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Development Goal target 3.2 without improving neonatal survival rate (UN IGME 2020: 

43).   

 

About 60% of neonatal conditions and 50% of maternal deaths in poor countries are 

attributable to poor quality services (WHO 2021). Interestingly, some causes of 

neonatal mortality such as prematurity and low birth weight, birth asphyxia and 

neonatal sepsis are preventable and treatable. Survival and health of neonates can 

be significantly improved by reaching high coverage of quality antenatal care, skilled 

care at birth, postnatal care for mother and baby, and care of small and sick neonates. 

High-quality NICU services play a key role in terms of care for small and sick neonates.  

Ethiopia is bearing a progressively high burden of neonatal problems. Even though it 

contributes to the majority of deaths among those under-5, neonatal mortality is poorly 

progressing in Ethiopia. Survival and development of the neonates are affected by 

multiple factors pertaining to the mother and the neonates. Ethiopia has been and is 

planning to make comprehensive efforts to improve the survival and wellbeing of 

neonates which has been reflected in different national policy documents including the 

Health Sector Transformation Plan and the National Roadmap towards Maximizing 

Newborn and Child Survival and Wellbeing by 2030. Even though Ethiopia is 

expanding different levels of NICUs across its public hospitals, there is not adequate 

evidence about the quality of care these NICUs provide to improve the survival of the 

neonate. This study focussed on the quality of care for neonates in the targeted NICUs 

with reference to WHO dimensions of standards (WHO 2020: 2).  

 

1.4. PURPOSE OF THE STUDY  

 
According to Sudheesh, Duggappa and Nethra (2016:24) a research purpose provides 

broader indication of what the researcher intends to achieve in the study. The purpose 

of this study was generated from the research problem and questions.  

The study sought to assess the quality of care for neonates admitted to NICU in order 

to develop a strategies to strengthen the quality of NICU services in Central Ethiopia. 
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1.4.1 Research objectives 

 
The aim of a research objective is to find out and expose different realities and facts 

(Mishra & Alok 2017:2). The objectives were designed to guide on the evidence that 

should be obtained to achieve the purpose of the study. This study aimed to address 

five objectives that were related to quality of neonatal intensive care in NICUs and 

were to:  

• determine survival rate among neonates admitted to NICUs of primary, general and 

university hospital NICUs in Central Ethiopia.  

• assess factors affecting survival of neonates admitted to the NICUs of the hospitals 

in Central Ethiopia.   

• explore the challenges related to the NICU services in Central Ethiopia.  

• describe quality of NICU service in Central Ethiopia. 

   

1.4.2 Research questions  
 
The research questions were generated from the problem statement and background 

information. All the research activities were geared towards answering the research 

questions which were as follows: 

 

• What is the survival rate among neonates admitted to NICUs of primary, general 

and university hospital NICUs in Central Ethiopia?  

• What are the factors affecting survival of neonates admitted to the NICUs of the 

primary, general and university hospital in Central Ethiopia?  

• What are the challenges related to NICU services in Central Ethiopia? 

• How is the quality of the NICU services in Central Ethiopia? 

 

1.5. SIGNIFICANCE OF THE STUDY 
 
This study intended to obtain evidence and develop strategies to strengthen the NICU 

services in the research areas. The results could contribute to improving the survival 

of neonates admitted to NICUs which would, in turn, contribute to achieving the 

regional and national targets; and sustainable development goal targets – to improve 

the survival of the neonates.  
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The study assessed the quality of care for neonates admitted to NICU and developed 

strategies to strengthen the quality of NICU services in Central Ethiopia. Therefore, 

the evidence generated by the study could have significant contribution to the existing 

body of knowledge in this area.  

 

The strategies developed by the study could be the key contribution to improving the 

survival of neonates admitted to NICUs. The results of the study could be helpful for 

evidence-based planning and intervention of key stakeholders working towards 

improving survival of the neonates in the study area and beyond. These stakeholders 

include hospitals with different level of NICUs; woreda health offices; zonal health 

departments; regional health bureaus; Ministry of Health – Ethiopia and local and 

international development partners. Therefore, the study could have meaningful 

contribution to strengthening the quality of care provided to neonates in the NICUs 

thereby contributing to improving survival of neonates admitted to NICUs.  

  

1.6. DEFINITIONS OF KEY TERMS  
 

This section provided definition of key terms that were used in the study. These 

definitions could help to understand the research components easily and clearly. 

Terms refer to words or expressions that have a precise meaning of the objects or 

people that fall within the topic of discussion. The terms in this study were specified to 

the reader to demarcate the study. The terms defined were selected because they 

form the fundamental words of concern in the topic under study. This emanated from 

the observation that they are closely knit together in the background and problem 

statement. Also, that they influenced the selection of the theoretical framework within 

which the research topic was investigated. The following definitions were adapted for 

this research:  

 

Health service: Any service (clinical or non-clinical) with the primary aim of 

contributing to improved health or the diagnosis, treatment and rehabilitation of sick 

people and not necessarily limited to medical or health-care services (Roberts 

1998:45).  

 

Infant: A child less than 1 year of age  (WHO 2020).  
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Infant mortality: The chance of death between birth and the first birthday (Ethiopia 

Central Statistical Agency and ICF 2016: 124).  

 

Infant survival:  The chance survival from birth to the first birthday (Ethiopia Central 

Statistical Agency and ICF 2016: 124). 

 

Neonate: An infant less than 28 days of age (WHO 2020).  

 

Neonatal survival: The chance of survival from birth to 28 days of age (Ethiopia 

Central Statistical Agency and ICF 2016: 124).  

 

Neonatal death: The chance of death within the first 28 days of age (Ethiopia Central 

Statistical Agency and ICF 2016: 124).  

 

Quality of care: Quality of health care is the extent to which the health-care service 

is capable of improving the desired health outcomes of the individual patient and the 

patient population to which it has been provided and is consistent with the current 

knowledge. Quality health care is expected to be safe, effective, timely, efficient, 

equitable, people-centred and integrated so that it will be able to satisfy this definition 

(WHO 2006: 9; WHO 2018:13W; HO 2020: 15).  

 

Quality of health service: Refers to the extent to which health services provided to 

individuals or the population can increase the likelihood of the desired health outcomes 

(The Primary Health Care Performance Initiative 2015-2022)  

 

Under-5 mortality: The chance of death between birth and the fifth birthday (Ethiopia 

Central Statistical Agency and ICF 2016: 124).   

 

Under-5 survivals: The chance of survival from birth to the fifth birthday (Ethiopia 

Central Statistical Agency and ICF 2016: 124). 
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1.7 THEORETICAL FOUNDATIONS OF THE STUDY 
 

The theoretical foundation of a study refers to the assumptions or sources of 

information that consist of commonly held beliefs and opinions developing from the 

researcher’s own observations or the researcher’s own world view. Since these beliefs 

and opinions reflect current understanding, they may change when new knowledge 

emerges.  Although they are not exclusive scientific activity, they can be used in the 

research study to give it scientific credibility (Brink, van der Walt & van Rensburg 2016: 

20). In this study, the researcher founded the study on assumptions based on a 

number of theoretical perspectives that influenced the way the study was pursued. 

 

Assumptions helped to define the nature of the study in relation to the researcher’s 

understanding of philosophical stances (meta-theoretical assumptions), reality about 

the phenomena and the world (ontology), the researcher’s understanding of that reality 

(epistemology), the researcher’s knowledge about the existing theories (theoretical 

assumptions), and what the researcher believed constitutes good science practice 

(methodological assumptions) as suggested by Botma, Greeff, Mulaudzi and Wright 

(2010:187). In this study, it was assumed that quality of care in the NICUs could 

improve the survival rate of neonates needing special care. Agin it was assumed that 

healthcare professionals would be aware of the NICU challenges that affect the lives 

of neonates by virtue of having worked for a period of a year and above in the units. 

 
Meta-theories: these theories constitute the philosophies of science, which the 

researcher relies upon to form a foundation for the study (Sousa 2010:8). The meta-

theories are worldviews or philosophical stances often referred to as paradigms for 

human inquiry. The researcher followed pragmatism. Following the direction of the 

qualitative paradigm therefore was the correct approach for exploring the challenges  

related to quality services in the neonatal intensive care units. 
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Ontological assumptions: Sousa (2010:8) explains that this ontological view 

suggests that the world is composed of observable phenomena needing to be 

discovered. The researcher believed that the situation of the targeted NICUs is unique 

within their own unique context. Thus, knowledge of the staff about their own units and 

the quality of care was the information that is not readily available. Once extracted, it 

could be expected to form a background for the type of support that needs to be in 

place or enhanced specifically for their units. Hence, the researcher believes in the 

appropriateness of the ontological perspective of the constructivist to give guidance 

towards achieving the purpose of the study. 

 

Theoretical assumptions: a selected theory in a research study forms a foundation 

upon which construction of all knowledge about the study flows. It supports the 

rationale for the study, the problem statement, the purpose, the significance and the 

research questions. Fitting the research problem into an existing theory therefore 

helped to make sense of the research findings. The theoretical framework is discussed 

in section 1.7.2.  

 

Methodological assumptions: According to Botma, Greeff, Mulaudzi& Wright 

(2010:188) methodological assumptions explain what the researcher believes good 

science practice to be. It involves the description of the procedures followed in the 

conduction of the study. In this study, the researcher based the methodology on the 

mixed methods approach. 

 

1.7.1 Research paradigm 
 
A paradigm is a way of understanding and studying the reality of the world (Rehman 

& Alharthi. 2021:H51). Meanwhile, Baran and Jones. (2016: 1) indicate that a research 

paradigm is a set of fundamental assumptions and beliefs of the world perception 

which provides a thinking framework for the researcher.  

 

This study employed pragmatism. Pragmatism allows the use of any logic, method, 

and methodologies that help to answer the research question for an intended purpose 

(Tashakkori, Johnson, & Tedlie 2021:65; Shan 2024:19). There are four interlinked 

research questions in this study. The primary focus of the study was to answer these 
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questions to comprehensively describe the quality of neonatal intensive care with the 

intention of developing strategies to improve the quality of neonatal intensive care in 

Central Ethiopia. Pragmatism as a phylosophycal foundation for mixed method, also 

offerered consideration of different data regardless of methodological and ontological 

considerations (Shan 2024: 24). 

 

1.7.2 Theoretical framework 
 
As presented Figure 1.1, the theoretical framework consists of eight domains of 

standards of care for small and sick neonates which can be categorized into there: a) 

provision of care; b) experience of care; and c) crosscutting domains. The domain of 

care focuses on ensuring provision of standardized care for the small and sick 

neonates. On the other hand, the domain of experience of care deals with the extent 

to which the family are recognized to actively participate and the neonates are 

respected, protected and supported. The crosscutting domain deals with consistent 

availability of competent, motivated, empathetic, multidisciplinary staff; and adequate 

and appropriate physical environment, with adequate medicines, medical supplies and 

equipment, energy supply, water, sanitation, and waste management, to provide care 

to the small and sick neonates (WHO 2020:13).  
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The theoretical framework guided the literature review, research tools development, 

data analysis, result presentation and development of the strategies for strengthening 

the quality of the NICU services. The framework for strategies to improve the quality 

of neonatal intensive care was adapted from Donabedian's model. This model guided 
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Figure 1. 1: Theoretical framework for improving the quality of care for small and sick 
newborns 
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the development of the strategies along with the above theoretical framework which is 

discussed in detail in chapter 5. 

 

1.8 INTRODUCTION TO RESEARCH METHODOLOGY AND 

DESIGN 
 
This section introduces the methods and designs which are explained in detail in 

Chapter 3. The study approach, design and scope are covered in this section. This 

study followed a mixed method approach. A mixed research method is a type of 

approach in which elements of qualitative and quantitative research approaches are 

combined to improve breadth and depth of understanding and corroboration 

(Schoonenboom & Johnson 2017:108). Generally, a mixed approach is known for 

considering multiple viewpoints, perspectives, positions, and standpoints. The mixed 

approach focused on answering practical questions together with assumptions about 

the nature of knowledge (Baran et al. 2016:1). A cross-sectional, exploratory, and 

descriptive parallel mixed approach where both quantitative and qualitative data were 

collected and analysed concurrently, and the data are integrated during the 

interpretation phase (Shorten & Smith.2017:74) was employed.  

 

The study was implemented in two phases. In Phase I there were 2 steps where 

quantitative and qualitative data were collected, analysed, interpreted, triangulated 

and the study report was produced. Phase II was the development of the strategies to 

strengthen NICU services based on the evidence generated in phase I. The two 

phases provided evidence in relation to the objectives of the study. The strategies 

were the outcome of the study. 

 

In terms of purpose, the scope of this study was limited to assessing the quality of care 

for neonates admitted to the NICUs in order to develop strategies to strengthen the 

quality of NICU services in Central Ethiopia. The study population was the NICU staff, 

the record of neonates, and the mothers of the neonates in the NICUs of six public 

hospitals in the East and West Shewa Zones of the Oromia Region of Ethiopia. The 

results of the study are expected to contribute to improving neonatal survival by 

strengthening the evidence base for the provision of quality NICU services and by 

developing strategies to strengthen the quality of the NICU services. The results of the 
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study would be generalizable to the six public hospitals in the East and West Shewa 

Zones of the Oromia region of Ethiopia. However, the evidence that were generated 

by the study and the strategies developed could be considered as important input in 

the planning and implementation of other NICU services in the country (Ethiopia) that 

operate in the similar context.   

 

Table 1.1: Summary of study objectives, approach and data collection methods 
per phase  
Phase Objectives Approach Data collection methods 

Phase 1 Determine survival rate 

among neonates admitted 

to NICUs  

Quantitative Analysis of records of neonates 

admitted to NICUs 

Assess factors affecting the  

survival of neonates 

admitted to the NICUs  

Quantitative Analysis of records of neonates 

admitted to NICUs 

Explore the challenges 

related to the NICU 

services 

Qual-Quant Semi-structured interviews, focus 

group discussions, and NICU 

status survey 

Describe the quality of 

NICU service  

 

Qual-Quant  Semi-structured interviews, 

focus group discussions, NICU 

status survey, and Analysis of 

records of neonates 

 Phase 

2 

Develop strategies to 

enhance the quality of 

NICU services 

Qual-Quant Delphi with experts 

 
 

1.9 STRUCTURE OF THE THESIS 
 
The thesis was structured into the following six consecutive chapters with each 

preceding chapter providing foundation to the chapter that followed it.  

Chapter 1: Orientation to the study 

Chapter 2: Literature review 

Chapter 3: Research design and methods 

Chapter 4: Analysis, presentation and description of the research findings 

Chapter 5: Development of strategies to improve neonatal intensive care unit services  

Chapter 6: Conclusion, recommendation, and limitation of the study 

Important relevant documents are annexed and indicated in-text in each relevant 

chapter.   
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1.10 SUMMARY OF CHAPTER 1 
 
The purpose of this chapter was to provide an overview of the study. The chapter 

established clear context of the study by providing the background of the study 

problem. This research sought to assess the quality of care for neonates admitted to 

NICU in Central Ethiopia and the chapter highlighted the global, regional, national, and 

sub-national background of the research problem. The research problem was also 

discussed in the chapter. Major factors and interventions that are related to the survival 

of the neonates were discussed. Different levels of Neonatal Intensive Care Unit 

(NICU) were also defined and expalined in the context of Ethiopia.  

 

The research purpose, objectives, and questions were described. The significance of 

the study was highlighted, and key terms were defined. The theoretical foundations 

and framework of the study were also discussed. The chapter further highlighted the 

introduction to methodology and design of the of the study. Finally, the structure of the 

thesis was outlined.  
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CHAPTER 2 

LITERATURE REVIEW 
 

2.1. INTRODUCTION  
 

Literature review is explained as a synthesis of the literature that describes what is 

known or has been studied regarding the particular research question or purpose 

(Rebar, Gersch, Macnee & McCabe 2011:206). In addition, Kumar (2011:32) indicates 

that literature review used in a study can help in making the subject of investigation to 

be understood better and shape the research problem so that it can be conceptualized 

clearly and precisely.  

 

The researcher did a narrative review of literature related to the research topic. The 

literature was from scientific journals; relevant international and national guidelines, 

strategies and standards; and books. Both online (digital) and offline (hard copy) 

sources were reviewed. The purpose of the review was to link the problem and findings 

of the research to the existing body of knowledge. The literature review in this study 

played a central role in connecting the findings of the study with the relevant existing 

body of knowledge. This made it more pertinent to the field of enquiry regarding quality 

of care in NICUs. It revealed the aspects of the subject of NICU and quality of care 

that have been examined by others, what they have found out about these aspects, 

what gaps they have identified and what suggestions they have made for the future 

research. All these discoveries helped to gain insight into this research questions. 

 

This chapter covers key points related to the burden of the neonatal problem and 

associated factors; causes and timing of neonatal death; the healthcare quality 

landscape and the quality of care of neonates admitted to NICU and major planned 

interventions to improve survival and development of the neonates. Searching for the 

published information involved the use of three engines, namely, the University of 

South Africa (UNISA) online library, Ethiopia government and Misitry of Health 

documents and the public online search, namely, the google scholarly search. The 

advantage of the UNISA online library was that it guided to the specific field of search 

such as ‘Health Studies, Public and Nursing Research’ in the case of this study. From 
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the specific field it then provided a variety of resources/sites for information such as, 

among other, the books, articles, and theses and dissertations to the researcher to 

reach the subject database with articles commonly used. The database sites included 

the academic research premier, health resource and CINHALL, and EBSCO host 

search. In order to obtain the relevant information, the researcher entered the key 

words that form the backbone of the research topic such as ‘neonatal intensive care 

unit’, ‘neonate’, ‘quality of care’ and ‘strategies’. The theoretical framework selected 

by the researcher for the study suggested more key words like ‘provision of care’ and 

‘experience of care’. 

 

2.2. THE BURDEN OF NEONATAL PROBLEM AND ASSOCIATED 

FACTORS  
 

There has been a 52% decline in under-5 mortality in the past 14 years (from 2005 to 

2019) while there was a 39% decrement in infant mortality during the same period. 

However, the decrement in neonatal mortality is noticeably slower compared to the 

under-5 and infant mortality – 15% decline in neonatal mortality over the 14 years. 

Both under-5 and infant mortality decreased between 2016 and 2019 by 12% and 2% 

respectively. In contrast, even though 56% of under-5 deaths and 76% of infant deaths 

are neonates, neonatal mortality increased from 29 deaths per 1,000 live births in 2016 

to 33 deaths per 1,000 in 2019 with 12% increment – as indicated in figureFigure 2.1 

(Ethiopian Public Health Institute and ICF 2021:48).   

 

 
Figure 2. 1: Trends in early childhood mortality rates – deaths per 1,000 live 
births 
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Even though the rate of mortality estimated by the UN Inter-agency Group for Child 

Mortality Estimation is slightly different from the standard and the mini-Demographic 

and Health Survey child mortality estimates, it revealed a slower decline in neonatal 

mortality in Ethiopia compared to under-5 and neonatal mortality. According to the 

report, under-5, infant and neonatal mortality decreased by 76%,71%, and 54% 

respectively in the past 30 years – between 1990 and 2020. Analysis of trends in the 

neonatal mortality over the past 5 years also revealed noticeable slower progress in 

the decline of the neonatal mortality (4%) compared to the under-5 (16%) and infant 

mortality – figure 2 (15%) (UN IGME 2017: 26, 27; UN IGME 2018: 32, 33; UN IGME 

2019: 38, 39; UN IGME 2020: 42, 43; UN IGME 2021: 44, 45). The statistics from 

different data sources presented above concur not only in revealing the low neonatal 

survival rate but also in confirming the increasing proportion of neonatal deaths among 

under-5 and infant deaths. It is also evident from the trend analysis that improvement 

in neonatal survival is very slow. The information provided builds a case for the 

assessment of neonatal services offered in Ethiopia. 

  

 

Figure 2. 2: Trends in early childhood mortality rates – deaths per 1,000 live 
births.  
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The relatively slower improvement in neonatal survival compared to the other children 

age group calls for researches to identify underlying and contributing factors to the 

neonatal survival. Poor quality of care is among the contributors to lower survival of 

neonates (WHO 2021). This literature revealed important gaps related to human 

resource, equipment, supplies, medications and service provisions which affected 

provision of neonatal intensive care to the expected standard of care. According to 

Ethiopian Public Health Institute and ICF 2021:47, the death of a child is in part 

dependent on the demographic and biological characteristics of their mothers. Sixty 

percent of infants in Ethiopia are at higher odds of dying from preventable risks, with 

39% falling in the single high-risk category, 21% falling into multiple high-risk 

categories while only 23% are not falling into any high-risk category (Ethiopian Public 

Health Institute and ICF 2021:49).     

 

Neonates of parents residing in rural areas are more prone to death (37 deaths per 

1,000 live births) compared to those living in urban (21 deaths per 1,000 live births). 

Neonates born to a mother less than 20 years old and mothers 30-39 years old are 

more likely to die (55 and 42 deaths per 1,000 live births respectively) compared to 

those born to mothers 20-29 years old (26 deaths per 1,000 live births).  Neonates in 

the first (49 deaths per 1,000 live births) and the seventh and above (44 deaths per 

1,000 live births) birth orders have a higher chance of death compared to 2-3 (30 

deaths per 1,000 live births) and 4-6 (29 deaths per 1,000 live births) birth orders. The 

previous birth interval of less than 2 years is associated with a higher neonatal 

mortality rate (56 deaths per 1,000 live births) compared to wider birth intervals 2, 3, 

and 4 years and above for which the neonatal deaths per 1,000 live births were 

reported to be 28, 19 and 18 respectively (Ethiopian Public Health Institute and ICF 

2021: 51-52). These statistics also indicate the need for neonatl care in specialised 

units.    

 

According to DHS (2016: 129), neonates with very small birth sizes are more prone to 

die (31 deaths per 1,000 live births) compared to those with have average or large 

birth size (27 deaths per 1,000 live births). The same survey report revealed the 

association of maternal education and wealth quintile with neonatal mortality with 

higher wealth quintile and education associated with lower neonatal mortality. It is 

clear from the paragraph that survival of neonates is determined by multiple factors 
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that are related to the the neonates, the mothers, the health services and broader 

sociocultural and economic environment. The focus of this study was to assessing 

factors and challenges that affected quality of neonatal intensive care in the NICUs.     

 

With 39 neonatal deaths per 1,000 live births, the Oromia Region stands 4th in terms 

of neonatal mortality next to Benishangul-Gumuz (55 deaths per 1,000 live births), 

Amhara (46 deaths per 1,000 live births) and Somali (45 deaths per 1,000 live births) 

regions (Ethiopian Public Health Institute and ICF 2021:52). The regional disparity may 

be attributed to different factors that vary from region to region which needs further 

research. However, challenges related to quality care provided to neonates admitted 

to NICUs, which was the focus of this study, could be among the factors that led to the 

regional disparity.  

 

A systematic review and meta-analysis of ten studies from Addis Ababa, Oromia, 

Amhara, Southern Nations, Nationalities, and Peoples' (SNNP) Somali regions 

revealed an 81% neonatal survival rate among neonates admitted to NICUs; which is 

unacceptably low. Strengthening antenatal care, essential obstetric and newborn care, 

appropriate mode of delivery, early initiation, and exclusive breastfeeding were among 

the interventions recommended to improve the survival of neonates in the NICUs 

(Tiruneh, Birhanu, Seid, Workneh, Getie, Abebe, Mulat, Tadege, Belayhun, Andargie, 

Gelaye & Ayele, 2021:156-157).  

 

In a study conducted in Adama Hospital Medical College NICU, out of 384 neonates 

that were admitted to the NICU, 91.9% improved and were discharged, 4.9% died 

while 1.8% were referred and 1.3% left the NICU against medical advice (Sebokaa, 

Aberab, & Rebitu 2018:60). According to a study conducted from 1 November to 30 

December 2018 in public hospitals in Eastern Ethiopia among neonates admitted to 

NICU only 80% of them survived (Desalew, Sintayehu & Teferi 2020:1). A study 

conducted in Wolaita Sodo University teaching and referral hospital, Southern 

Ethiopia, reported neonatal mortality incidence in NICU of 27 per 1,000 neonate-days. 

According to the study neonatal complications management, initiating breastfeeding 

within one hour of birth, promotion of antenatal care visits, improving quality of 

services, and ensuring a continuum of care are factors that are significantly associated 



22 
 

with improved survival of the neonates (Orsido, Asseffa & Berheto 2019 :3). This 

information is in line with the objectives of this study. 

 

Unmatched case control study that was conducted in the NICU of Dilla University 

Referral Hospital reported that the weight of newborn < 2500 g, [AORs = 2.44, 95 % 

CI (1.13, 5.28)], gestational age < 37 weeks,[AORs = 2.50, 95 % CI (1.12, 5.58)], 

neonates positive for sepsis, [AORs = 2.45, 95 % CI (1.11, 5.41)], neonates who were 

not breastfed within first hour after delivery,[AORs = 5.24, 95 % CI (2.42, 11.37)] and 

referrals from other health facilities, [AORs = 2.43, 95 % CI (1.14, 5.22)], were 

statistically significant determinants to neonatal mortality (Adem, Dache, Dona 2021: 

1). 

A systematic review and meta-analysis of ten studies conducted in NICUs in Ethiopia 

reported a pooled neonatal mortality rate of 19.0% (95% CI: 14.0-25.0). The studies 

also reported three times higher neonatal mortality among early age (OR: 2.80; 95% 

CI: 1.45-5.40) and preterm neonates (OR: 3.27; 95% CI: 2.12-5.07) than their 

counterparts. The study reported prematurity, early age of the neonate, mode of 

delivery, low birth weight, perinatal asphyxia, hypothermia, late initiation of 

breastfeeding, and receiving antenatal care visits as major determinants for neonatal 

mortality (Tiruneh et al 2021:1). 

 

The findings from the above studies revealed a low neonatal survival rate among 

neonates admitted to NICUs. The studies also documented various factors that were 

associated with the survival of the neonates admitted to the NICUs. Apart from the 

systematic review and meta-analysis studies which analysed multiple studies, the 

studies on survival and factors associated with neonates admitted to NICUs were 

conducted in a single hospital. On the other hand, this study was conducted in six 

hospitals and included all three levels of NICUs that were available in Ethiopia.             

 

2.3. CAUSES OF NEONATAL DEATH  
 

The causes of neonatal morbidity and mortality can be put into three major categories, 

namely, basic causes at the societal level; underlying causes at household and 

community level and direct causes. The basic causes at the societal level include 

maternal and neonatal health resources allocation and management. The actual and 
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potential resources include the human resource, the economy, the organization, the 

environment, and technology. The knowledge and attitude, politics, economy, culture, 

religion, and social systems, including the social status of women in society, which 

limit the utilization of the actual and potential resources for improving the health of the 

mothers and the neonates. The underlying causes at the household and community 

level include lack of health information, education, and skills; non-optimal health care 

seeking and practice; inadequate access to maternal and neonatal care services 

including emergency obstetric and neonatal care; insufficient access to nutritious 

foods, and micronutrients, including early and exclusive breastfeeding; poor basic 

health care services and water, sanitation, and hygiene (UNICEF 2009:17).  

 

The direct causes include obstetric-related risk and complications, disease and 

infection, inadequate dietary intake, and congenital factors. Globally, about 80% of 

neonatal deaths occur due to three major direct causes which are preventable 

andtreatable, complications related to prematurity, and intrapartum-related deaths 

(including neonatal asphyxia and neonatal infection. About 1.3 million neonates 

survive each year with major disabilities and 1 million with moderate long-term 

disability or mild disabilities, which are preventable (WHO and UNICEF 2020:2).     

 

According to data compiled by World Health Organization in 2017, the primary causes 

of neonatal death in Ethiopia include birth asphyxia and birth trauma (30%); immaturity 

(26%); sepsis and other infectious diseases of the neonates (17%); congenital 

anomalies (11%); acute lower respiratory infection (8%); other communicable, 

perinatal, and nutritional conditions (4%); tetanus (2%); meningitis/encephalitis (2%); 

diarrhea (1%); and injuries (1%) as in Figure 2.3 (WHO. 2017). These conditions 

require intensive care, and therefore the need to investigate the quality of care in the 

NICUs. 
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Figure 2. 3: Distribution of causes of death among children aged 0-27 days 
living in Ethiopia, 2017 (who.int) 

 

According to a study that was conducted in five hospitals in Ethiopia by Lancet Global 

29% of the neonates that were admitted to the NICU died in 28 days of post-natal age. 

The main primary causes of death among premature neonates were reported to be 

respiratory distress syndrome (45%); neonatal infections – sepsis, pneumonia, and 

meningitis – (30%); and asphyxia (14%). The most contributory cause of death among 

the preterm neonates was found to be hypothermia (69%). The highest death 

happened among infants younger than 28 weeks of gestation (86%), followed by 

infants aged 28–31 weeks (54%), 32–34 weeks (18%), and 35–36 weeks (8%) (Muhe, 

McClure, Nigussie, Mekasha, et al 2019:1130).  

 

2.4. TIMING OF THE NEONATAL DEATH  
 

Neonates have the lowest chance of survival among children under age five. Close to 

one-fourth of neonatal deaths occur in the first day of life while about a fourth of the 

deaths occur in the first week of life. Neonates who die in the first 28 days may have 

suffered from a lack of quality of care during delivery or skilled care and treatment 

immediately after birth and on the first day of life. In 2017, neonatal deaths were 

attributed to preterm birth, birth asphyxia or lack of breathing at birth, infections, and 

birth defects (WHO 2021). 
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Almost 60% of neonatal deaths occurred in the first three days of birth. Out of the total 

neonatal deaths, 75% of the deaths ocured in the first week of birth. Most of the 

neonatal deaths due to aspexia, prematurity and malformation ocured in the first week 

of the neonate. Deaths due to asphyxia (98%) occur in the first week of life. About 

75% of these deaths occur in the first day – less than 2% of deaths due to asphyxia 

occur after 72 hours. The majority of deaths due to prematurity (83.2%) occur in the 

first week of life – 40% of the deaths occur on the first day. Less than one-half of 

deaths due to sepsis occur in the first week of life (7.6% of deaths on the first day) 

while 30% of the deaths due to sepsis occur in the second week of life – about one-

fourth of the death occurs in the third and fourth weeks. The majority of neonatal 

deaths due to malformation (78.4%) occur in the first week of life while the first day 

contributes to 40% of the deaths (Sankar, Natarajan, Das, Agarwal, Chandrasekaran 

& Paul 2016: 3).  

  

2.5. THE HEALTHCARE QUALITY LANDSCAPE IN NICUs IN 

ETHIOPIA  
 

The 2021-2025 National Healthcare Quality and Safety Strategy of Ethiopia defines 

healthcare quality as "comprehensive and integrated care that is measurably safe, 

effective, people-centered, and uniformly delivered in a timely way that is affordable 

to the Ethiopian population and appropriately utilizes resources and services 

efficiently”. The Strategy aspires to continuous improvement in health outcomes and 

confidence in the health system by implementing the below five interlinked objectives: 

improved evidence-based essential health care provision; improved people-centred 

care; reduced harm emanating from the health care delivery; improved health care 

delivery and instituting quality culture (MOH 2020:22-23).  

 

According to the report of the 2016-2020 national quality of care strategy review, major 

challenges pertaining to the implementation of the national quality of care include the 

following: absence of a quality improvement plan; high turnover of staff at health 

facilities, and higher level; lack or limited budget for quality improvement initiatives; 

unclear coordination, linkage, integration, interface, and accountability mechanism; 

poor basic health infrastructure; limited involvement of senior clinicians; lack of 

individual level performance measurement mechanisms; lack of staff motivation 
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mechanism which has been reflected in the form of poor commitment;  poor coaching 

and mentoring mechanisms;  absence of scope-based practice; limited quality 

oriented indicators and poorly designed quality of care monitoring and feedback 

mechanism (MOH 2020:2).  

    

According to the Addis Ababa University School of Public Health and the Bill & Melinda 

Gates Institute for Population and Reproductive Health at The Johns Hopkins 

Bloomberg School of Public Health (2019: 14-15), 88.8% of hospitals in Ethiopia offer 

neonatal intensive care while 95% of the hospitals perform obstetric surgery. Among 

hospitals offering delivery services, most of them (88.1% to 97.5% per function) 

performed the indicated emergency obstetric and neonatal signal functions at least 

once within the three months prior to the survey.  

   

A qualitative study conducted in Oromia and Amhara regions and the Addis Ababa 

City Administration revealed that the quality of care for preterm, low birth weight, and 

sick neonates is compromised. The study reported that clinical guideline for the care 

of preterm, low birth weight, and sick neonates are not available in many of the primary 

healthcare facilities and when available, it is not followed. The study revealed that 

shortage of skilled staff, motivation and willingness, lack of supervision, and poor 

leadership were among the factors that impaired the quality of care. According to the 

study, shortages of equipment and supplies, medication, physical space, water, 

electricity, and infrastructure are very common challenges. The parental experience 

was affected by communication, financial insecurity, perceived benefits, and cost 

(Jebessa, Litch, Senturia, Hailu, Kahsay, Kuti, Wolka, Teklu & Gezahegn, 2021:1).  

 

A study conducted in selected hospitals and health centers from four regions of 

Ethiopia – Oromia, Amhara, SNNP, and Tigray regions revealed that the average 

value of quality of the maternal and neonatal health care of the input component was 

62% while that of the process and the output components was 43% and 48% 

respectively. Based on the standard cut-off point for Maternal and Neonatal Health 

(MNH) quality of care only 15.6% of the health facilities met the expected maternal 

and neonatal health care quality standards while 9.3% and 10.7% met the expected 

maternal and neonatal health care quality standards for the process and output 
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components respectively (Biadgo, Legesse, Estifanos, Singh, Mulissa, Kiflie, Magge, 

Bitewulign, Abate, & Alemu, 2021:1). 

 

Findings from the studies discussed above revealed the challenges related to the 

quality of neonatal care in Ethiopia. The studies indicated clearly that the quality of 

care for preterm, low birth weight, and sick neonates is compromised and is suffering 

from various challenges. However, these studies focused on challenges in provision 

of quality of care for neonates in general. The studies do not indicate specific neonatal 

care components suffering from quality of care challenges. 

 

The health of the neonates and their mothers is interlinked. Family centered care is 

very important aspect of quality of care. WHO promotes inclusion of family-centered 

care for small and sick neonates. Different evidences indicated that family-centered 

care packages are have direct impact on the the health outcome of the neonate 

including weight gain and neurodevelopmental progress. Family centered care also 

found to decrease parental stress and anxiety thereby improving care giving efficacy. 

Small and sick neonates need close care and nurturing by their mothers and family-

centered care is helpful for optimizing the contribution of the mothers to the care of the 

neonates (WHO 2020: 106). 

 

A study conducted in the NICU of a hospital in Ethiopia reported that the parents of 

neonates admitted to the NICUs suffer from psychological and emotional problems. 

The study also reported a shortage of equipment, poor NICU environment, long 

hospital stays, the COVID-19 pandemic, and lack of parental involvement in the care 

as barriers that affected the stay of the parents. The study identified anxiety, stress, 

worries, hopelessness, and a state of confusion as major psychological problems. On 

the other hand, anger, crying, sadness, frustration, dissatisfaction, regret, 

disappointment, feeling bad, self-blaming, nervousness, disturbance, and lack of self-

control were reported as major emotional problems as reported by the parents of the 

neonates. The parents also reported that they were provided with limited information 

and low cooperation by the healthcare providers. Indiscipline, lack of commitment, and 

uncooperative behaviour of health care providers were reported by parents as a 

problem during their stay in the NICU. Other concerns that were reported by the 
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parents included limited time to visit their neonates and a shortage of medicines and 

money (Mengesha, Amare, Asfaw, Tesfa, Debela, & Getahun 2022: 121). 

 

This study considered experience of care as one important aspect of quality of care to 

neonates admitted to NICUs. Findings of the studies highlighted important challenges 

related to the experience of care that had direct implication on the quality of care 

provided to the neonates. The evidence from WHO in the above paragraph highlighted 

the need for family-centered care in terms of providing better quality neonatal care.  

 

2.6. PLANNED INTERVENTIONS TO IMPROVE SURVIVAL AND 

DEVELOPMENT OF THE NEONATES  
 

The National Roadmap towards Maximizing Newborn and Child Survival And 

wellbeing by 2030 aspires to strengthen the existing high-impact neonatal 

interventions and to start new interventions to improve the survival and wellbeing of 

neonates during the implementation period of the roadmap. The roadmap stresses 

enhancing the quality and content /effective coverage of day-of-birth care with a focus 

on institutional delivery, essential newborn care, identification and management of 

asphyxia, care for preterm/low birth weight babies, and pre-discharge care. It also 

highlighted the need for strengthening care of the low birth weight and preterm and 

care for sick babies (MOH 2022:30). The roadmap also emphasized initiating new 

high-impact neonatal interventions. This includes avail advanced neonatal care 

services and equipment including early detection and management of retinopathy of 

prematurity to prevent blindness; surfactant therapy; cooling therapy for asphyxia 

management; breast milk banks; oxygen blender and oximetry; bubble continuous 

positive airway pressure; and assisted ventilation (MOH 2022:30).  

 

The ministry of health of Ethiopia aspires to train and deploy various health cadres 

with different skill sets to fill the shortage in the health workforce and implement the 

new initiatives. The priority health workforce for training and deployment will include 

neonatal nurses at health centers, primary, general, and specialized hospitals, general 

practitioners with advanced paediatrics and neonatal training at primary hospitals, 

psychiatry nurses at health centers to support the mental health of mothers, respiratory 

therapists at general and specialized hospitals (MOH 2022:31).  
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Introduction of in-utero intervention for the early detection and management of 

malformations; birth registration and congenital malformation registry and surveillance 

system are also among planned priority high-impact interventions (MOH 2022:31) This 

study generated evidence on the quality of neonatal intensive care, survival of 

neonates, and associated factors among neonates admitted to the NICU. I also 

developed strategies to strengthen the quality of neonatal intensive care in NICUs. 

Therefore, the findings of the study inform the implementation of the National 

Roadmap towards Maximizing Newborn and Child Survival and Wellbeing. 

 

2.7. SUMMARY OF CHAPTER 2 
 

Thischapter presented a narrative literature review in line withte focus of the study. 

Different data sources revealed how heavy the burden of neonatal problems is. 

Survival of neonates in general and those neonates admitted to the NICU is very low 

which calls for the attention of various stakeholders. Generally, there are multiple and 

interlinked maternal and neonatal factors affecting the survival and development of 

neonates. These include the sex and size of the neonate, place of residence, age, and 

level of education of the mother, the wealth quantile of the family, birth order, and 

previous birth interval. Different studies reported major factors associated with the 

survival of neonates admitted to NICUs. These included antenatal care; essential 

obstetric and newborn care; mode of delivery; early initiation, of breastfeeding; 

management of neonatal complications; ensuring quality and continuum of care; 

gestational age; birth weight of the newborn; referrals from other health facilities; early 

age of the neonate; prematurity; perinatal asphyxia; neonatal infection; and 

hypothermia.  
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CHAPTER 3 

RESEARCH DESIGN AND METHODS 
 

3.1. INTRODUCTION 
 

The purpose of this chapter is to describe the research approach, design, methods, 

and ethical issues relevant to the study. The chapter further provides an overview of 

the methodology for the development of the strategies to enhance the quality of the 

NICU services. According to Creamer (2022: 26) research methodology provides the 

logic to link the procedures involved in the research. Mishra and Alok (2017:17) explain 

that research methodology is a scientific approach applied to conduct research. It is a 

guiding framework in which research questions are answered while the research 

method is about techniques and procedures used to conduct the research. 

 

Research methodology is a framework that provides superstructure to the research 

process while the research methods are bricks and cements to build up the edifice. 

Research methodology can be understood as an overall research strategy that 

includes principles, processes, procedures, and techniques. Emanating from the 

research scope, objective, and question, the research design provides guidance to the 

research activities and subsequent steps (Mukherjee 2019:20,49).  

 

The purpose of the study was to assess the quality of care for neonates admitted to 

the NICU in order to develop strategies to strengthen the quality of NICU services in 

Central Ethiopia. 

 

The study was implemented in two phases. In Phase I, quantitative and quantitative 

data were collected, analysed, interpreted, and integrated and the study report was 

produced. Therefore Phase I was compilation of evidence in preparation for the 

development of strategies. Phase II was the development of strategies to strengthen 

NICU services based on the evidence generated in phase I. This was the outcome of 

the study. 
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3.2. THE RESEARCH APPROACH 
 

This research followed a mixed methods approach. A mixed research method is a type 

of approach in which elements of qualitative and quantitative research approaches are 

combined to improve breadth and depth of understanding and corroboration 

(Schoonenboom & Johnson 2017:108). This study followed pragmatism paradigm 

which is the primary philosophy of the mixed methods. The pragmatism paradigm 

focuses more on the practical need of the study rather than the theoretical 

considerations. It is an appropriate paradigm to answer practical and policy-relevant 

questions and is well suited for the application of multiple methods (Locke & Lees 

2022: 194). The focus of this study is to answer the relevant research questions. 

Therefore the researcher used different appropriate methods to answer the research 

questions to greater depth and breadth which made the pragmatism paradigm 

appropriate for this study. 

 

Mixed methods research attempts to approach knowledge from multiple perspectives 

(Baran & Jones 2016:2). Mixed method was used for this study to leverage the positive 

features of the method in order to address the research objectives. The use of mixed 

method enabled the researcher to understand the quality of neonatal intensive care 

comprehensively and further helped in validating the results by intergrating the 

qualitative and quantitative data. 

 

3.2.1. Merits of mixed method  

 

• Enabling complementarity for a better understanding of the quality of 

neonatal intensive care - The mixed research methods enabled the collection of 

rich and comprehensive data. The result from one method enabled elaboration, 

enhancement, illustration, and clarification of the result from the other method. In 

other words, the qualitative and the quantitative methods were used to explore 

different aspects of the quality of neonatal intensive care to yield a better 

understanding (Walshe and Brearley 2020: 309). The complementarity 

characteristic of the mixed method was used to explore different aspects of the 

research questions by using the quantitative and the quantitative methods. The 

qualitative data method was used to assess the survival rate of the neonates 
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(Objective 1) and to assess factors affecting neonatal survival (objective 2). Both 

the qualitative and quantitative methods were used to explore challenges, describe 

the status of the quality of NICU services, and develop strategies to improve the 

quality of neonatal intensive care (objectives 3, 4, and 5). Both the qualitative and 

quantitative data were integrated to describe the quality of the NICU services 

(objective 5). The findings from the qualitative and the quantitative methods were 

integrated to bring a comprehensive understanding regarding the quality of care 

for neonates admitted to NICU in order to develop strategies to strengthen the 

quality of NICU services in Central Ethiopia.   

• Enhancing validity of the results - According to Baran and Jones (2016:29), 

mixed research methods enhance the validity of results through the integration of 

data from qualitative and quantitative methods. Mixed methods research provided 

the researcher with the advantage of reaffirming the result through the integration 

of the qualitative and the quantitative data. Walshe and Brearley (2020:309) assert 

that mixed methods research enables corroboration between the qualitative and 

the quantitative data. The researcher made use of the corroborative and affirmative 

merit of the mixed method to enhance the validity of the results.  

• Appreciating contradiction between the quantitative and qualitative data -The 

mixed research methods provided a privilege of comparing the qualitative and the 

quantitative results and thereby appreciating the contradiction. The use of mixed 

methods enabled the discovery of contradiction and paradox, such as the result 

from one method could inform change in the other method (Walshe and Brearley 

2020: 310). However, there was no contraction in this study. 

• Expanding breadth and range of the study -Walshe and Brearley (2020: 310) 

argue that mixed methods enable expansion of the breadth and range by using 

different methods for different components. For instance, the qualitative method 

can be used to assess the process and the quantitative can be used to assess the 

outcome. The researcher made sure that the qualitative, the quantitative, or both 

methods were used to answer relevant research questions.  

• Capturing participants’ experience -The Mixed research method gave an 

advantage of reflecting the opinions and experiences of the study participants. This 

nature of the mixed research was used to capture the opinions of the NICU 

managers, neonatal care providers, and care utilizers.   
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3.2.2. Demerits of the mixed methods   

 

• Complexity of the mixed methods -The mixed methods studies was relatively 

complex to plan and implement. It required more effort to describe and conduct the 

sampling for both qualitative and quantitative components. Integration of the 

qualitative and the quantitative methods at different levels also provided a 

significant level of complexity. The researcher is familiar with designing and 

implementing the mixed research methods. Therefore, the relatively complex 

nature of the mixed research method was manageable. 

• Resource intensive - Mixed research methods was resource intensive. It required 

more time and budget to conduct the research. The researcher allocated enough 

time and used research resources efficiently to minimize the research cost without 

compromising the quality of the research.  

 

3.2. 3. Types of mixed methods approaches followed 

 

A parallel mixed methods research (QUAL + QUAN) was followed. A parallel mixed 

methods research design is a type of design where both the qualitative and the 

quantitative methods are conducted concurrently, and the data integrated during the 

interpretation phase (Shorten & Smith 2017:74). In this istudy the quantitative and 

qualitative approaches were used together to complement each other and yield deeper 

and broader insight into the phenomena under the study (Baran & Jones 2020:31).  

 

Qualitative approach: This approach, which is inductive in nature, was better fitted 

to explore and describe the quality of neonatal intensive care in line with the objectives 

of the study. It was selected because of its ability to guide towards understanding 

subjective reality, obtaining and analysing subjective knowledge about the topic at 

hand, as well as finding its place in the intensive care unit specialty. Focus group 

interviews, and semi-structured individual interviews were used to explore the quality 

of NICU services and to get deeper and detailed insights from the study participants 

on the research questions. 
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Quantitative method: The quantitative method is a deductive mode of inquiry usually 

used to test theories or hypotheses. Quantitative research is an objective and 

systematic study that uses numeric data to measure and analyse variables using 

statistical methods to answer a research question (Burns and Grove 2005:23).  

According to Baran and Jones (2020:31), the quantitative method is a suitable 

research method to get a generalized answer to a research question. However, it is 

not suitable enough to provide specific explanations for specific research questions.  

The quantitative method collects information about variables to describe and/or 

examine relationships; and to assess cause and effect interaction among the 

variables. This study used the quantitative method to assess the rate and factors 

associated with the survival of neonates admitted to the study NICUs. A survey was 

used to assess NICU service status. The records of the neonates admitted to the 

NICUs were extracted from the NICU register to assess the rate and factors 

associated with the survival of neonates admitted. The records of the neonates was 

readily available and contained most of the required variables. The survey was used 

to provide additional information on the status of services provided by the NICUs.          

 

3.3. RESEARCH DESIGN 
 

According to Majid (2018:1), a study design is about the implementation of evidence-

based protocols, procedures, and guidelines that provide a framework and tools for 

the study. This study employed an exploratory and descriptive design. This design 

was followed as it was better fitted to address related research objectives. There were 

five related research objectives in this study which were addressed by quantitative 

methods and qualitative methods or both. Specifically, objectives 1 and 2 were 

addressed using quantitative methods while objectives 3, and 4, were addressed using 

both the quantitative and qualitative methods.  

 

Exploratory research design: This design assisted the researcher to engage in 

investigating the phenomenon of interest in its full nature and shed light on how the 

the quality of care in NICU is manifested before it could be described. In this study, 

the researcher began by exploring through reading and accumulating literature from 

previous studies and their findings about neonatal care in general. The researcher 
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further engaged personally with participants for exploring NICU care within their work 

context through interviews and surveys. 

 

Descriptive research design - Descriptive research design aims at describing what 

is prevalent with regard to a situation or issue under study (Kumar 2011:10). The 

researcher believed in the essence of the situation, namely, that there were some 

critical elements that could be discovered, understood and communicated in writing 

from the targeted hospital NICU staff. 

3.4. RESEARCH METHODS FOR THE DIFFERENT PHASES  

The research methods focused on the implementation of the techniques or processes 

used to carry out the investigation and all the aspects surrounding their administration 

in the study The following section provides a presentation and description of the 

phases of this study. 

 

I. PHASE I 
 

Phase I included step 1 and step 2  and further involved collecting the quantitative 

and qualitative data; analysing the data; interpreting and integrating the findings from 

the quantitative and the qualitative methods and producing a comprehensive study 

report. The purpose of phase I was to assess the quality of care for neonates admitted 

to NICU and the objectives that were achieved in phase I were to:  

• determine survival rate among neonates admitted to primary, general, and 

university hospital NICUs. 

• explore factors affecting the survival of neonates admitted to primary, general, 

and university hospital NICUs.  

• describe the challenges related to NICU services in Central Ethiopia.  

• assess the quality of NICU services.   

 

3.4.1 Setting for the study 

 

This study was conducted in Central Ethiopia. Even though there was no official 

administrative region called Central Ethiopia, Oromia Region zones with their capital 
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cities located within 120 kilometers from Addis Ababa, in all directions, were defined 

as central Ethiopia for the purpose of this study.  

 

Specifically, the study area for this research was NICUs in six public hospitals in the 

East and West Shewa zones of the Oromia region of Ethiopia. East Shewa and West 

Shewa zones are among the 20 zones in the Oromia region. Ambo is the capital town 

of West Shewa zone while Adama is the capital town of East Shewa zone. Even 

though Adama Special zone is listed as a separate zone administratively, due to its 

urban nature, it is considered as part of the East Shewa zone for this study.    

 

This study targeted different levels of public hospitals with NICUs. There are four 

public hospitals with NICUs in the East Shewa zone – one university, one general, and 

two primary hospitals. On the other hand, there are eight public hospitals in West 

Shewa zones – one university, one general, and six primary hospitals. This study was 

conducted in six public hospitals – Adama University Hospital, Bishoftu General 

Hospital, Walechiti Primary Hospital (located in Adama Special Zones and East 

Shewa) and Ambo University Hospital, Ambo General Hospital, and Guder Hospital – 

located in West Shewa Zone of Oromia region.  

 

Based on the projection of the Ethiopian Statistic Service (2022a), the total population 

of East Shewa zone (including Adama) was 2,583,020 (1,304,908 male and 1,278,112 

female). East Shewa zone is the second most populous zone in Oromia region, next 

to West Shewa zone. Excluding the Burayu, Adama, and Jimma special zones, which 

are urban zones, East Shewa zone is the most densely populated zone among the 

rural zones of the Oromia region with an average population density of 254 per square 

kilometere (average population density of Oromia region is 141 per square kilometre).  

 

Adama, the capital city of the East Shewa zone is located 100 kilometres away from 

Addis Ababa, the capital city of Ethiopia and Oromia region. The total population of 

Adama town was 456,868 (223,560 male and 233,308 female). Bishoftu town and 

Olenchiti towns are 48 and 115 kilometres away from Addis Ababa respectively to the 

southeast. The total population of Bishoftu town was 207,383 (98,277 male and 

109,106 female) while that of Olenchiti town was 31,500 (15,380 male and 16,120 

female) (Ethiopian Statistic Service 2022b).   
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With a population of 3,042,005 (1513086 male and 1528919 female), West Shewa 

zone was the most populous zone in Oromia region. With a population density of 206 

per square kilometre, West Shewa zone was ranked sixth in terms of population 

density. Ambo, the capital city of the West Shewa zone, is 114 kilometres away from 

Addis Ababa to the west. The total population of Ambo town was 99,905 (50,584 male 

and 49,321 female). Guder town is 131 kilometres away from Addis Ababa while the 

total population of the town was 30586 (14,920 male and 15,666 female) (Ethiopian 

Statistic Service 2022a; Ethiopian Statistic Service 2022b).  

 

The health care delivery system of Ethiopia is structured into three tiers; namely, the 

primary, secondary, and tertiary levels. The primary level includes the primary hospital 

(expected to reach a population of 60,000 – 100,000); health centres (expected to 

reach a population of 15,000 – 25, 0000 in the rural setting); and health posts 

(expected to reach a population of 3,000 – 5,000). The secondary level of healthcare 

includes general hospitals, and each general hospital is expected to reach a 

population of 1-1.5 million. The tertiary level health care includes specialized hospitals 

with each hospital expected to cover a population of 3.5 – 5.0 million.  

 

Given the purpose and objectives of the study, the study setting included each level 

of the hospital (primary, general, and university hospitals) corresponding to Ethiopia's 

three-tier healthcare delivery system. The two zones, East Shewa (Adama town 

included) and West Shewa zones contain all three levels of public hospitals. Therefore, 

this was the first reason why the East and West Shewa zones were selected. The 

second reason was related to the security situation. Despite the fragile security 

situation in different parts of the country at the time of data collection, the selected 

research areas were relatively safe in terms of security.    

 

The study aimed to assess the quality of care for neonates admitted to public hospital 

NICUs in order to develop strategies to strengthen the quality of NICU services in 

Central Ethiopia. Therefore, it was important to select public hospitals from each 

service delivery tier – primary, secondary, and tertiary hospitals to represent the full 

picture of the quality of care provided in the public hospital NICUs in the study areas. 

Accordingly, the six NICUs of the public hospitals – two primary, two secondary, and 
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two tertiary/university hospitals are included as the target NICUs (please refer to Table 

3.1 for details).  

 

Table 3. 1: List of target neonatal intensive care units with staff profile  

Name 

of 

facility 

 

Zone 

 

Type of 

Hospital 

 

Type 

of 

NICU 

 

Number of NICU staff 

 

Technical 

 

Administrative 

 

Total Staff 

 

Number 

% 

from the 

total 

technical 

staff 

Number 

% 

from the total 

administrative 

staff 

Number 

% 

from 

the 

total 

staff 

Adama 

MCH 

East 

Shewa 

University 

Hospital 

Level 

III 39 39% 14 44% 53 40% 

Bishoftu 

General 

Hospital 

East 

Shewa 

General 

Hospital 

Level 

II 10 10% 2 6% 12 9% 

Olenchiti 

Primary 

Hospital 

East 

Shewa 

Primary 

Hospital 

Level 

I 10 10% 4 13% 14 11% 

Ambo 

Referral 

Hospital 

East 

Shewa 

University 

Hospital 

Level 

III 19 19% 8 25% 27 20% 

Ambo 

GH 

West 

Shewa 

General 

Hospital 

Level 

II 13 13% 2 6% 15 11% 

Guder 

Hospital 

West 

Shewa 

Primary 

Hospital 

Level 

I 9 9% 2 6% 11 8% 

Total       100 100% 32 100% 132 100% 

 

 

The nature, context, environment, and logistics of the study setting affected the 

research process. Majid (2018:3) indicates that observing the study setting before the 

data collection helps the researcher to have prior knowledge about the nature of the 

practical challenges inherent in the study setting. 
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3.4.2. Population 

 

Population refers to the group of elements or people that the researcher would like to 

study. According to Walshe and Brearley (2020:48) the population needs to be defined 

clearly as it has implications on which participants to select and how to select them. 

Majid (2018:3) posits that the population of interest in a study is the target population 

that the researcher intends to study and generalize the findings of the study to. The 

populations for this study were the NICU staff, the record of neonates that were 

admitted to the NICUs of these hospitals, and the mothers of these neonates. These 

populations were selected in line with the objectives in Phase 1 of this study and their 

sizes are presented in Table 3.2. 

 

Table 3. 2: Summary of the study population and numbers by objectives   

Objectives Population Number of 

NICUs  

Number of 

elements per 

NICU 

Total 

population 

size 

1: determine the survival rate 

among neonates admitted to 

NICUs. 

Records of 

neonates 

6 86 516  

2: explore factors affecting 

the survival of neonates 

admitted to NICUs. 

Records of 

neonates  

6 86 516  

3: describe the challenges 

related to NICU services. 

NICU staff 5 5 38 

4: assess the quality of NICU 

services. 

NICU staff 6 6 36 

 

3.4.3 Sample and sampling method 

 

A sample is a subset of population elements, which are the most basic units about 

which data are collected. Sampling is selecting representatives from the population of 

interest to which the findings from the sample are generalizable. A non-probability 

purposive sampling method was used to select the zones. Determining eligibility 

criteria for inclusion and exclusion of participants in the study is very important in the 
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sampling process. Eligibility criteria refers to qualification for a study participant to 

participate or not to participate in the study. Eligibility criteria include inclusion and 

exclusion criteria (Majid 2018:3)    

 

Sampling of hospitals: East Shewa and West Shewa zones were selected from the 

sampling frame based on the availability of at least one public hospital with NICU level 

III; and availability of at least one hospital of each category (primary, general, and 

university hospitals). Other zones in Central Ethiopia did not fulfill the above criteria. 

Therefore, they were excluded from the study. The decision to include one hospital 

from each level of hospital which corresponds to each tier of the country’s three-tiered 

healthcare delivery system was intentional to reflect the full picture of the quality of 

care in the NICUs across the healthcare delivery tiers. The inclusion criteria for 

hospital selection were further being a public hospital with a NICU, geographic 

accessibility for repeated visits and engagement within the available resources, and 

safe security situation The exclusion criteria for the selection of hospitals were being 

a private hospital or non-governmental hospital that did not have a NICU. 

 

There is one referral, one general, and two primary public hospitals that have NICUs 

in the East Shewa zone. On the other hand, there were one referral, one general, and 

six primary public hospitals with NICUs in the West Shewa Zone. Each zone had one 

general and one university hospitals with NICU.  Therefore, the the available generals 

and university hospitals in each of the selected zones were included in the study. 

Therefore, the six hospitals in Table 3.1, that is, two referral hospitals with NICU level 

III, two general hospitals with NICU level II, and two primary hospitals with NICU level 

I were selected from the two zones. 

  

Regarding the sample size for the NICU Service Status Survey, the  purpose of the 

NICU service status survey was to collect quantitative data related to human 

resources, infrastructure, basic amenities, provision of care, and experience of care 

and related issues. The NICU service status survey was conducted for each target 

NICU. Therefore, a total of six NICU service status survey was conducted.  

 

Sampling of NICU Staff: A purposive sampling technique was used to select 

participants for individual interviews and focus group interviews. A total of 5 focus 
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group interviews, and 9 semi-structured interviews were conducted at each target 

NICU with purposively selected mothers, nurses and paediaticians. To be included in 

the study they had to be working in the study NICUs; have good knowledge and 

experience about the quality of the NICU services and working in the NICU at least for 

the last three months. Furthermore, had to be the mother of a neonate who has been 

receiving care from the NICU. Also the mother of a neonate who was discharged on 

the day of the interview or the mother who stayed longest in the NICU. The exclusion 

criteria for participation in the study were a paediatrics student in clinical 

apprenticeship in the NICU and .the mothers of the neonates who were referred for 

better care (the reason being avoiding dalliance of the referral) or mothers of neonates 

who were newly admitted.  

 

Sampling of records of neonates admitted to NICU: The NICU register was the 

source for the records of the neonates admitted to the NICUs. The data from the NICU 

register contained information pertaining to the variables related to the survival of the 

neonates. The sample of records of neonates was collected from the NICU register 

using a data traction template. A systematic sampling technique was used to include 

the most recent 86 records of neonates, starting with the most recent record (the latest 

neonatal record with known outcome). Based on the calculated representative sample, 

86 records of neonates were collected from each NICU (please refer to the sample 

size section for details of the sample size calculation).  

 

The data from the registration book included relevant variables. This data was used 

primarily to assess survival rate and factors affecting the survival of neonates admitted 

to the NICUs. 

 

The sample size of a research study needs to have adequate power and significance 

so that study findings cannot be attributed to the random variations in the population 

of interest (Majid 2017, cited in Majid 2018:5). The most recent 516 records of 

neonates admitted to NICUs were sampled from the NICU register using a systematic 

sampling technique to assess the survival rate and factors associated with the survival 

of neonates admitted to the study NICUs. A structured data traction template was used 

to collect the neonatal records from the NICU register. The NICU service status survey 

was conducted in all target NICUs.  
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The sample size of record of neonates admitted to the target NICUs was calculated 

using Epi info version 7 software by using the formula for the population survey or 

descriptive study with the assumption of 95% confidence level, 5% acceptable margin 

of error, and design effect of 1 considering 3 clusters (primary, general and university 

hospital NICUs) and using a default 50% survival frequency of neonates. Assuming a 

10% incomplete record, the total calculated sample size is 426 records of neonates 

(71 records of neonates per NICU). Considering the fragile security situation during 

the data collection period, there was a potential risk of not being able to access one 

or more NICUs. Therefore, assuming there is a possibility of missing one NICU due to 

the security situation, the calculated sample size was distributed equally among five 

NICUs. Accordingly, 86 most recent records of neonates were collected from each 

NICU. Fortunately, all the targeted NICUs were accessed, and the 516 records of 

neonates were collected from the six NICUs. The size of the actual sample was about 

27% more than the calculated sample size which strengthens the representativeness 

of the sample.  

 

Table 3. 3: Sample size of the record of the neonates  included in the study 

 Sample per each 

NICU  

Total Sample Size 

Primary hospital NICUs (NICU I) 86 172 

General hospital NICUs (NICU II) 86 172 

University hospital NICUs (NICU III) 86 172 

Total Sample Size  516 

 

3.4.4 Data collection 

 

The following section presents the data collection approach and method. The data 

collection is explained as in step 1 and step 2 in Phase I. 

 

a). Development of the data collection instrument 

 

A structured data traction template was developed to collect quantitative records of 

neonates from the NICU register. Similarly, a structured survey questionnaire was 
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developed to collect quantitative NICU service status surveys. Semi-structured focus 

group interview, and semi-structured individual interview guides were developed to 

collect the qualitative data.  

 

All the data collection instruments were developed in English and the final English 

version was translated into Afan Oromo (the official regional language) and Amharic 

(the federal working language) by the researcher who fluently speaks both languages. 

The questionnaires were back-translated to English to double-check the translation 

quality, with the help of an English language specialist. This helped to ensure that 

there is no loss of meaning during capturing and back translation.  

 

A pre-testing of the data collection instruments, and process was undertaken in a non-

study hospital namely, Chancho Primary Hospital, located in Sululta Woreda, Oromia 

Special Zone Surrounding Finfinne. The hospital had the same characteristics as the 

target hospitals and NICUs for this study. Based on the pre-test, there were no 

irrelevant questions. There were also no necessary questions that were missing from 

the data collection tools. All questions were easily understandable by the respondents. 

The data collection tools were refined based on the feedback from the pretest. Only 

the sequence of the questions in the survey was refined to ensure complete flow of 

information. This was also on the demographic characteristics of the participants to 

have age come before the duration of experience working in the respective NICU.  

 

b) Characteristics of the data collection instrument 

 

A structured data traction template was developed to capture relevant information from 

the NICU register. The structure and the content of the data traction template were 

based on the NICU register in use. NICU service status survey data was collected 

from the head of the NICU using Interviewer-administered closed-ended structured 

survey questionnaire which was developed based on WHO Service Availability and 

Readiness Assessment (SARA) questionnaire and WHO standards for improving the 

quality of care for small and sick newborns in health facilities to collect NICU service 

status survey data.  
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Open-ended semi-structured interview and discussion guides were developed and 

were used to undertake focus group interviews, and individual interviews with selected 

NICU staff and mothers of neonates. The development of the focus group interviews, 

and semi-structured individual interview guides was guided by the theoretical 

framework of the study which was based on the WHO framework for improving the 

quality of care for small and sick newborns.  

 

3.4.4.1 Phase I Step 1 Quantitative data collection  

 

The data collection was implemented from 18 October to 25 November 2022 in six (6) 

study Neonatal Intensive Care Units (NICUs). Quantitative data was collected from 

each six heads of NICUs using a structured NICU service status survey questionnaire 

(Annexere D 4). Besides, a representative sample of the record of the neonates was 

collected from the NICU register data traction form (Annexure D 5). A convenient date 

and time for the interviews with the head of the NICU was scheduled prior to the date 

of the data collection. A meeting room which was quiet and that could ensure 

maximum possible privacy was prepared. The researcher conducted all the 

quantitative data collection (except for neonatal records collection from three hospitals 

which were collected by other data collectors). Afan Oromo or Amharic Language, 

whichever is convenient for the participants, was used to conduct the interview.   

 

Neonatal data from three of the NICU registers was collected by data collectors (the 

NICU nurses working in the same NICUs) after thorough orientation on the data 

traction sheet which was the same with the NICU register. The data collectors had rich 

prior experience about the NICU register data. The researcher checked the 

completeness and accuracy of the data collection by comparing the data in the traction 

template with the NICU register. Data collection from the remaining three NICU 

registers was conducted by the researcher. All the interviews were conducted by the 

researcher. The data collection process included records and status survey.  

 

i) Records from the neonatal intensive care unit register: Starting with the most 

recent record, 86 records of the neonates were collected from the neonatal registration 

book of each NICU using a data traction template. Apart from the data on the outcome 

of the neonate, the data from the NICU register included information on variables such 
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as age and sex of the neonate, admission, and discharge date, admission and 

discharge weight, date of birth, mode of delivery, place of delivery, birth weight, length 

of stay in the NICU and outcome of the neonate – survival, death, transfer out or other.  

Advantages of collecting data from records and documents were that it was easy to 

collect as the data already existed, and itt helped to track the history behind an event 

and trends over time. Conversely, the disadvantages were as follows:  

• The data was insome instances incomplete as the researcher has no control over 

the completeness of the record or document. There were some data elements that 

were not complete to include in the analysis. This was acknowledged in the 

limitation of the study.     

• The data may have been out of date. This was not the challenge in this study. The 

most recent data was sampled.    

• The process of evaluating the records and documents was time-consuming, 

especially with the incomplete records. The records were organized in a table form. 

Therefore, organizing and evaluating the data was not very difficult in the study.  

 

ii) NICU Service Status Survey: Quantitative NICU service status data was collected 

from the heads of the NICUs using an interviewer-administered closed-ended 

structured survey questionnaire. The aim of the NICU service status survey was to 

collect quantitative data pertaining to human resources, infrastructure, basic 

amenities, provision of care experience of care and related issues.The interview was 

conducted in the target hospitals NICUs, and it was scheduled prior to the data 

collection at the convenient date and time of the participant. The researcher ensured 

that the interview room was quiet, away from the NICU activities, and provided 

maximum possible privacy.The researcher conducted the interview in Afan Oromo or 

Amharic language, whichever was preferred by the participants. The NICU service 

status survey was conducted in all the six target NICUs. The information was recorded 

on the translated document and then retranslated to English during data capturing.  

 

Advantages of data collection using survey were that it was relatively easy to 

administer, less time consuming and less expensive as the researcher was doing the 

completion of the survey while allowing the participants to respond to questions asked. 

The researcher administered all the NICU status assessment surveys which was 
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relatively easier and less time-consuming. Furthermore, it enabled to coverage of a 

large number of participants and it was also easy to analyse. The number of samples 

was small (six interviews) in this study. The NICU service status survey questions 

included some question that requires semi-open answers such as listing available 

resources. That gave the researcher some level of flexibility . The analysis of the 

survey data was easier and less time-consuming. The disadvantage was that some 

sections allowed limited answers.    

 

3.4.4.2 Phase I Step 2 Qualitative data collection  

 

Semi-structured individual and focus group interviews were  conducted. Gill, Stewart, 

Treasure, and Chadwick (2008: 291-292) assert that individual and focus group 

interviews are helpful in exploring the views, experiences, beliefs, and motivations of 

individual participants and to generate qualitative data through group dynamics 

respectively. The aim of the the semi-structured individual interviews and focus group 

interviews,was to elicit the opinions and experiences of the participants who were the 

staff of the NICU and the mothers of the neonates. The paediatricians working in the 

NICU and other NICU staff who fulfilled the inclusion criteria participated in the semi-

structured interview and focus group interview respectively. In addition, the mothers 

of these neonates who fulfil the inclusion criteria took part in the semi-structured 

interview. A total of 9 individual semi-structured interviews (4 paediatricians and 5 

mothers) and 5 focus group interviews were conducted.  

 

The individual interviews and the group discussions were scheduled prior to the date 

of the data collection. The schedule included the date, the time, and the meeting 

venue. The researcher ensured convenience of the date and time for the participant. 

Convenient meeting rooms were prepared which were quiet and secluded to ensure 

the aximum possible privacy of the participants.  

 

i) Semi structured individual interviews with paediatricians: The semi-structured 

interviews were conducted with paediatricians who fulfil the inclusion criteria. The 

interviews were conducted in the target hospital NICUs which were the duty station of 

the participant to avoid dislocation of the participant from the duty station. The 

interview dates were scheduled before the data collection at the convenient date and 
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time of the participant. The interviews were conducted in the doctors’ rooms within the 

NICU. The researcher made sure that the interview rooms were quiet and provided 

maximum possible privacy.    

 

The aim of the semi-structured interview was to explore the opinions and experiences 

of the participants on different aspects of the quality of care provided to the neonates 

admitted to the NICUs. The questions covered aspects of quality of care related to the 

provision of care, experience of care, and cross-cutting issues. The interview guide 

included main questions and pre-prepared follow-up questions. There was flexibility 

during the interview process to ask more probing questions based on the responses 

of the study participants.  

 

The interview started with general, and easy-to-answer questions to put the 

interviewee at ease, establish rapport, and build trust. Gill et al (2008: 292) 

recommend starting interviews with easy questions that the respondent can answer 

easily and proceed later to more difficult and sensitive questions. This helped to 

generate rich information. 

 

The interviews were conducted by the researcher, in Afan Oromo (the official language 

of the region), and Amharic (the federal working language) languages based on the 

preference of the participants. The researcher speaks both languages fluently. The 

interview guides were also translated to the same languages to ensure correct 

meaning. The semi-structured interviews with paediatrician took 35-40 minutes. Each 

semi-structured interview was audio recorded with permission for the participants. The 

number of the semi-structured interviews was determined by the data saturation.  

     

ii) Semi-structured individual interviews with mothers: Interviews were used to 

collect qualitative data from the mothers of the neonates who were discharged from 

the NICU on the data collection date. If no mother was discharged on the data 

collection date, then a mother who had the longest stay in the NICU was interviewed. 

If there was more than one eligible mother one was selected randomly. The interview 

was undertaken in each target hospital NICU. A quiet room that provided the maximum 

possible privacy to the mother was identified prior to the interview date. The researcher 

conducted the semi-structured interviews in Ofan Oromo and Amharic language, 
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based on the preferences of the mothers. The interviews were audio recorded with the 

permission of the mothers.  

 

The purpose of the semi-structured individual interviews with the mothers was to 

explore the experience of care from the perspective of the mothers. Maximum effort 

was exerted to probe the experience of the mother around the current care provided 

to the neonate by the NICU staff. The samplesize was 9 and the number of the semi-

structured interviews was determined by data saturation, which was achieved with the 

fifth interview.  

 

The advantages of semi-structured interviews were that the relatively closer 

interviewer-interview relationship that was developed during the semi-structured 

interview method potentially enhanced the credibility of the data by reducing response 

bias. Further more it provided more flexibility to the interviewer in terms of the order of 

questions, asking indirect questions, rewarding questions, and asking follow-up 

questions to stimulate subconscious opinion or recall. Analysability of the data was 

another advantage of the semi-structured interview which wass related to the relatively 

closer interviewer-interviewee relationship and the depth of the information obtained. 

These strengths the granularity of the semi-structured interview data which is rich in 

fine details easing the understanding of the narrative in each interview. The same were 

experienced in the context of this study during interviews with paediatricians and the 

mothers of the neonates admitted in NICUs of this study.  The disadvantage of the 

semi-structured interview was related to the relatively closer interviewer-interviewee 

relationship. This might led to interviewer bias in some cases due to factors related to 

the interviewer or the social context. In this study, the researcher as the interviewer, 

took maximum care to avoid interviewer bias emanating from the characteristics 

related to the interviewer such as gender and personal opinion of the researcher. The 

interviewer made maximum effort to make the interview as interactive as possible 

avoiding one-way dialog where the interviewer rules the interviewee.      

 

iii) Focus group interviews with the neonatal intensive care unit staff: Gill et al 

(2008: 293) defines a focus group as a group interview on an issue for a research 

purpose which is facilitated, guided, monitored, and recorded by the researcher. Focus 

group interviews are helpful in generating information on collective views and the 
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meanings attached to these collective views. It is also a preferred format to elicit an 

understanding of the participants' views and experiences. 

 

The focus group interviews were conducted with the staff of the NICU. The heads of 

the NICU, who participated in the NICU service status survey interview, were excluded 

from the focus group interviews. The focus group interviews were conducted by the 

researcher in Afan Oromo or Amharic Language, whichever is preferred by the study 

participant. The interviews were audio recorded. Field notes were kept in addition to 

the audio recording. May and Pontin (cited in Gill et al 2008: 293) argue that all 

interviews need to be recorded and transcribed verbatim. This not only protected 

against bias but also provided a permanent record of what was said and what was not.  

It was helpful to make field notes about the observations, thoughts, and ideas about 

the interview during and immediately after the interview which helped during the data 

analysis.  

 

The focus group interview participants were homogeneous in terms of their current 

area of experience. However, participants were heterogeneous in terms of age, 

gender, and years of experience.The interviews were conducted in the NICUs of the 

target hospitals. The researcher secured the meeting room with the head of the NICU 

prior to the data collection date. Quiet meeting rooms that could ensure the privacy of 

the participants were used. The researcher facilitated all the focus group interviews. 

The general focus of the focus group interviews was similar to that of the semi-

structured individual interviews with the paediatricians. However, specific questions 

were tailored to focus group interviews. The interview process was flexible to ask 

probing questions based on the response of the participant.    

 

The interviews were audio recorded. On average, the focus group interview took 45-

60 minutes. Water was provided in the focus group interviews. However, no incentive 

was provided to the participants. Six focus group interviews were conducted. There 

was no upper limit to the number of focus groups to be conducted. The number of 

focus groups was sufficient to achieve adequate breadth and depth of information. 

Data saturation determined the number of focus group interviews in this research, 

which happened with the sixth group.  
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The advantages of the focus group interview were that the topic of interest to the 

researcher was the topic of interest to the participants, and therefore strengthening 

the quality of care provided to neonates admitted to NICUs was expected to be among 

the topics of interest to the NICU staff, who were the participants of the focus group 

interview. It was a preferred format to understand group norms, meanings, and 

processes. It helped to collect insightful data by providing the opportunity for the 

participants to express their personal opinions and experiences collectively. 

Furthermore, it was relatively less costly in terms of time to conduct the group 

discussions as many participants were reached at one given time. The disadvantages 

of the Focus Group Interview was that in some cases, participants may not have 

expressed their opinion, experiences, beliefs, and motivations openly. The researcher, 

who was also the facilitator of the focus group interviews made sure the active 

participation of each participant by using different techniques.  

 

3.4.5. Data analysis  

 

i) Quantitative data analysis: The records of neonates that were collected from the 

NICU register using the data traction template and the NICU service status survey 

data entry were done by the researcher using Epi Info 7. All the quantitative data was 

exported to Statistical Package for Social Science (SPSS Windows version 28) and 

analysed separately.  

 

Maximum effort was exerted to maximize the quality of the data at different stages. 

The NICU service status survey questionnaire and the data traction template were 

pretested and adjusted before the actual data collection. A hard copy of the data was 

reviewed and checked for completeness and consistency before starting the data 

entry. The data was reviewed after completing data entry for each of the study NICUs 

to track and correct any data entry errors. The data was exported to Excel and 

reviewed and cleaned further after completing the data entry before importing it into 

SPPS. The data was further cleaned after importing to SPSS by running different 

descriptive statistics before conducting the data analysis. 

 

The data was prepared for analysis by identifying, transforming, and recoding 

important variables for analysis. A confidence level of 95% and a 5% p-value was 

https://www.studysmarter.us/explanations/marketing/marketing-information-management/focus-groups/
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considered. Both descriptive and inferential statistics analysis were undertaken. The 

statistical analysis started with describing the data using descriptive statistics such as 

frequencies, proportions, and mean to achieve the first objective (assessment of 

neonatal survival).  

 

Inferential analysis was also undertaken using Kaplan-Meier and Cox Regression 

statistical models to achieve the second objective (assessment factors affecting the 

survival of neonates). Univariate analysis of each variable was conducted to describe 

each variable in detail. The bivariate analysis was conducted using the Kaplan-Meier 

model and covariates with a P-value less than 0.05 were retained and entered into the 

multivariate using the Cox Regression model. The association between the outcome 

variable (survival of neonate) and the independent variables (age, admission weight,  

admission weight, perinatal asphyxia, congenital malformation, and other health 

problem) was analysed using the Cox regression model. 

 

A confidence level of 95% and a 5% p-value was considered. Univariate analysis of 

each variable was conducted to describe each variable in detail. The bivariate analysis 

was conducted using the Kaplan-Meier model and covariates with a P-value less than 

0.05 were retained and entered into the multivariate using the Cox Regression model. 

The association between the outcome variables and the independent variables was 

analysed using the Cox regression model.  

         

ii) Qualitative data analysis: All audiotaped records of focus group interviews, and 

semi-structured interviews were transcribed and translated into English. The 

translation to English was done during transcription. Thematic analysis was 

undertaken to assess the quality of neonatal care in the NICU and factors, challenges, 

and strengths that affect NICU services, and how the NICUs services could be 

strengthened. ATLAS.ti 23 was used to analyse the qualitative data.  

 

The research theoretical framework was used to develop broader categories and the 

data was deductively organized under these categories aided by ATLAS.ti 23. The 

contents of the transcripts were further analysed inductively within the created 

categories and coded using the ATLAS.ti 23. The codes were analysed and grouped 

into themes and sub-themes within the categories that were created guided by the 
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study's theoretical framework. Hybrid thematic analysis was undertaken to assess the 

quality of neonatal care in the NICU and factors, challenges, and strengths that affect 

NICU services, and how the NICUs services could be strengthened. 

 

iii) Data integration: After separate analysis of the qualitative and quantitative data, 

the quantitative and the qualitative data were integrated and discussed to understand 

and answer the research questions. 

 

3.4.6 Rigour of the study 

 

Rigour in research is about ensuring the validity, reliability, and trustworthiness of the 

research. While validity and reliability are terminologies that are used in quantitative 

research, trustworthiness is commonly utilized in qualitative research. Trustworthiness 

is commonly explained in terms of four criteria - credibility which is equivalent to 

internal validity, transferability which parallels external validity, dependability which 

resembles reliability, and confirmability which resembles objectivity (Baran & Jones 

2016:17). 

 

a) Validity and reliability of the quantitative methods 

 

Validity is the degree to which a measurement, measures what it intends to measure. 

Commonly, validity is categorized into two – internal and external validity. Internal 

validity refers to the extent to which the measurement quantifies the variable it was 

designed to measure. On the other hand, external validity refers to the generalizability 

of the findings from the sample population to the reference population (Bolarinwa OA. 

2015:195). According to Baran and Jones (2016:16), reliability refers to the 

consistency of measures. The researcher made a broader and deeper literature review 

to precisely define the research questions and to develop an appropriate research 

design that answers the research equations with adequate depth and breadth.  

Sampling ensured heterogenicity in terms of hospitals (primary, general, and referral 

hospitals) and NICUs (level l I/II and III). A standardized WHO framework for improving 

the quality of care for small and sick newborns was adopted to guide the research. 

The NICU service status assessment questionnaire was adapted from standard WHO 

service availability and readiness assessment questionnaires. The quantitative 
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questionnaires were pre-tested and refined before the actual data collection. An 

appropriate data quality assurance mechanism was put in place throughout the 

research process. Integration of results from the quantitative methods was employed 

to enhance validity and reliability,. 

 

b) Trustworthiness in the study  

 

Shanton (2004:64) agrees with Baran & Jones in the defining credibility, transferability, 

dependability, and confirmability. Shanton (2004:73) recommends detailed provisions 

to be followed by researchers to ensure trustworthiness. The researcher considered 

adoption of appropriate, well recognised research methods; be familier with the culture 

of the study participant and apply appropriate sampling approach; used interactive 

questioning and ensured honesty of participants; had a debriefing sessions between 

the researcher and the supervisor.  

 

Appropriate background information to establish context of study and detailed 

description of the phenomenon in question to allow comparisons to be made was very 

important to ensure transferability. Similarly, applying appropriate study methods and 

in-depth methodological descriptions ensured the dependability of the study (Shanton 

2004:73). The researcher made a broader and deeper literature review and provided 

an in-depth description of the research background, problem statement, and 

methodology. An appropriate research design was applied and described in detail.  

 

The qualitative discussion and interview guides were developed after a thorough 

review of relevant literature and guided by the standardized WHO framework for 

improving the quality of care for small and sick newborns. The interview guides were 

pre-tested and refined before the actual data collection. Data was collected in an 

interactive manner. An appropriate data quality assurance mechanism was put in 

place throughout the research process. Integration of results from the quantitative and 

the qualitative methods was employed to enhance trustworthiness. The limitations of 

the study were identified and admitted.    
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II. PHASE II 
 

Phase II is the outcome of the study. It dealt with the development of the strategies to 

strengthen NICU services based on the evidence generated in phase I. The objective 

of phase II was to develop strategies to improve the quality of NICU services in Central 

Ethiopia.   

 

According to WHO (2018:69), a strategy is a set of broad lines of actions intended to 

achieve goals and targets set in the policy or program. The strategies to enhance the 

quality of the NICU focused on helping achieve the goal and target of the NICU and 

thereby contributing to achieving the goal and target of the hospitals’ quality of 

services. The development of strategies to improve the quality of neonatal intensive 

care was based on the findings of the study. Meaning, the strategies emanated from 

the analysis and synthesis of the results of the quantitative and qualitative data in 

phase I.  

 

a) Overview of the focus and the process of the strategies development 

 

The process started with defining the scope, objectives, and guiding principles of the 

strategies. The strategies were based on the findings of the study as outlined in 

chapter 4. A framework for strategies to improve the quality of neonatal intensive care 

was developed guided by Donabedian’s model, the theoretical framework of the study, 

and the major themes of the study. The framework (figure 5.1) helped the researcher 

to systematically approach strategy development by categorizing the key findings, 

challenges, strategies, and activities into categories. Specifically, key findings and 

challenges were categorized into structure-related (human and physical resources), 

process (provision of care), and outcome-related (survival of neonates). Key strategies 

were worked out based on the findings. Key activities were identified for each strategy.           

 

The modified e-Delphi technique was used to validate the strategies (Keeney, Hasson, 

& McKenna 2011: 4).. The purpose Delphi technique was to achieve consensus 

among a group of experts on the proposed strategies. Experts were selected and 

asked to rank and rate items that were developed based on literature, and the findings 

of the study.  
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Zero-draft concept of the strategies shared with the supervisor of the study for 

feedback and guidance. Based on the feedback and guidance from the supervisor, the 

strategies were revised to first-draft strategies. The first draft strategies were shared 

with the experts who were heads of the NICUs for validation of the strategies using a 

validation checklist which was developed for this purpose. Six (6) heads of the NICUs 

took part in the study of which five provided the feedback and validated the strategies. 

One of the experts did not reply and was not reachable due to an unknown reason. 

The feedback from the experts was used to modify and develop the second draft of 

the strategies. The second draft of the strategies was shared with the experts for 

further feedback and validation using a validation checklist which was developed for 

this purpose (annexure F1). The experts completed the validation checklist and 

returned it to the researcher. The researcher reviewed and compiled the feedback 

from the experts, and conducted a one-to-one telephone discussion with the experts 

whenever further discussions and clarifications were required based on the feedback. 

The strategies were finalized once the feedback from the experts was compiled and 

incorporated, and the feedback of the supervisor was addressed. The strategies are 

presented in Chapter 5 in details. 

 

Table 3. 4: Tabular summary of phase I and phase II  

Phase 

 

Method Populatio

n 

Sample Sampling 

Method 

Data 

collection 

Assessment 

of data 

Data 

analysis 

Phase I Qualitative NICU staff 
 
Mothers 
 

Head of 
NICU 
 
NICU 
staff 

 
Mothers 
 

Purposive Focus group 
interview  
 
Semi-
structured 

interview 

Measures to 
ensure 
trustworthy-
ness 

Thematic 
analysis 

Phase I Quantitative Record of 
neonates 
admitted 
NICU 

 
NICU staff 
 
 

Represe
ntative 
sample 
of record 

of 
neonate
s  
 
Head of 
NICU 

Systematic 
sampling to 
sample the 
data form 

NICU 
register  
 
Census of 
all heads of 
the study 

NICUs for 
the NICU 
service 
status 
survey 

Data traction 
template to 
collect data 
from NICU 

register 
 
Structured 
survey 
questionnaire 
to collect 

NICU service 
status data 

Measures to 
ensure 
validity and 
reliability 

Both 
descriptive 
and 
inferential 

statistics 
was 
undertake
n using 
Cox 
Regressio

n model 
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Phase II Qual-Quant Head of 
NICU  

All 
heads of 
NICUs 
who 
participa

ted in 
the 
study  

Census of 
all heads of 
study 
NICUs who 
participate 

in the study 
Purposive 

Synthesized 
phase I 
evidence 

Validation by 
experts 
(heads of 
NICUs)  

Inductive 
and 
deductive 
reasoning 
based on 

the finding 
of the  
study 

 

3.5 ETHICAL CONSIDERATIONS 

 
Ethical clearance was received from the University of South Africa (UNISA) Research 

and Ethics Committee (Annexure A1). Ethical clearance and a support letter were 

received from Oromia Regional Health Bureau (Annexure C1). Target hospital medical 

directors or chief executive directors and heads of NICUs were contacted and oral 

permission was secured. Study participants were contacted before the data collection 

and scheduled for an interview or discussion.  

 

Getting informed consent of study participants: Relevant written information was 

provided to all the study participants before data collection as per Annexure A 3 – 

"request to participate in the study". In addition, a summary of the information in 

Annexure A 3 was provided to the study participants orally by the data collector. 

Written consent from each study participant was received before any interviews or 

discussion using Annexure A 7 – consent to participate in the study.  

 

Maintaining privacy, confidentiality, and protection from harm: A convenient 

interview and discussion schedule was set after discussion with the study participants. 

The data collection was conducted in quiet rooms that are away from the NICU activity 

and secure the privacy of the study participants. The researcher made sure that any 

research data will be kept in a secure room and situation. The data was not and will 

not be accessible to any person who is not directly involved in the research. The 

research data was used and will be used for the intended purpose only anonymously. 

Research participants were identified by their name or any identifiable personal 

characteristics. 
 

Ensuring voluntary participation: The study participants were informed that if they 

decided to not participate in the study, withdraw from the interview or discussion, or 

refuse to answer any of the questions for any reason, it would be kept confidential and 

would not be communicated to the third party, including the study participant's 
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supervisor. Any potential harm and destruction to the study participant was considered 

and avoided. The interviews were socially distanced; face masks were used by the 

data collector and the study participants; hygiene was ensured, and ventilations in 

interview or discussion rooms were maximized to reduce the risk of COVID-19 

infection.  
 

Contact information: Participants were provided with the contact details of the 

researcher, the supervisor, and the research ethics chairperson of the CREC. 
 

3.5. SUMMARY OF CHAPTER 3 
 

Capter 3 described the research design and mothod followed for the study. The study 

employed a parallel mixed methods design; with qualitative and quantitative data 

collected. The setting for this study was the NICUs of the six public hospitals in Central 

Ethiopia; and the populations of interest were the staff of these NICUs; the 

paediatricians, the record of neonates that were admitted to the NICUs of these 

hospitals; and the mothers of these neonates. The methods in chapter 3 provided a 

direction for the collection of evidence for development of strategies. The evidence is 

presented in chapter 4. 
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CHAPTER 4 

ANALYSIS, PRESENTATION AND DESCRIPTION OF THE 
RESEARCH FINDINGS 

 

4.1. INTRODUCTION 
 

Analysis, presentation, and description of the research findings are presented in this 

chapter. As indicated in chapter 1 and chapter 3 this research utilized parallel mixed 

methods designs and the findings of the research emanated from quantitative and 

qualitative data. Therefore, this chapter presents a comprehensive overview of both 

the quantitative and the qualitative findings. The chapter contains three steps. Step I 

depicts the analysis, presentation, and description of the findings from the quantitative 

data. Step II deals with the analysis, presentation, and description of the findings from 

the qualitative data. Step III discusses and puts the findings in step I and step II into 

perspectives.  

 

All the qualitative and quantitative data were collected by the researcher (except for 

records of neonates in three hospitals which were collected by other data collectors). 

All qualitative data were audio recorded. The audio records were transcribed verbatim 

and translated into English during the transcription. Qualitative data was collected by 

means of focus group interviews with the NICU staff, and semi-structured individual 

interviews with the paediatrcians and the mothers of the neonates. The qualitative 

study participants who fulfiled the inclusion criteria were selected using the purposive 

sampling technique.  Interview guides were used to collect the qualitative data.    

 

For data analysis, thematic analysis of the qualitative data was undertaken using 

ATLAS.ti 6.2. Analysis of the quantitative data was undertaken using SPSS windows 

version 23. After separate analysis, the quantitative and qualitative results were 

integrated and discussed to address the research objectives. Table 3.3 depicts tabular 

summary of research design and method for phase I and phase II.  
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4.2. STEP 1: QUANTITATIVE METHOD  
 

4.2.1. Data collection and analysis  
 

The data was collected during the period from 18 October to 25 November 2022 in six 

(6) study Neonatal Intensive Care Units (NICUs). The quantitative data was collected 

from two sources namely: the NICU staff from which NICU service status survey data 

was collected using a structured NICU service status survey questionnaire; and the 

NICU register from which the records of the neonates that were admitted to the study 

NICUs were collected using data traction templates.  

 

The NICU service status survey data was collected from the six heads of the study 

NICUs. The most recent record of the neonates was collected from NICU registers of 

the six study NICUs. Even though the calculated sample size of the study was records 

of 426 neonates (71 from each of the 6 NICU), 516 records of neonates (86 from each 

of the 6 NICU) was collected to maximize the representativeness of the sample and 

to account for possible missing (unrecorded) data in NICU register. Records of 

neonates that were on treatment (not discharged yet) were excluded from the study 

as their discharge status was not known yet. 

 

Neonatal data from three of the NICU registers was collected by data collectors (the 

NICU nurses working in the same NICUs) after thorough orientation on the data 

traction sheet which was the same with the NICU register. The data collectors had rich 

prior experience about the NICU register data. The researcher checked the 

completeness and accuracy of the data collection by comparing the data in the traction 

template with the NICU register. Data collection from the remaining three NICU 

registers was conducted by the researcher. All the interviews were conducted by the 

researcher.  

 

 4.2.1.1. Challenges encountered during the quantitative data collection  

 

The initial plan was to use the DHIS II data as an additional source of data to 

appreciate trends in the survival of neonates over the past three years. However, 

neonatal intensive care related data that was reported through the DHIS II system was 
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not complete across the NICUs and the data quality was not reliable. Besides, one of 

the target hospitals was not providing neonatal intensive care for two years (2019/20 

and 2020/21) due to COVID-19. Therefore, the use of the DHIS II was rejected and 

the trend analysis was omitted from the study.  

 

4.2.1.2. Data cleaning and quality assurance  

 

Maximum effort was exerted to maximize the quality of the data at different stages. 

The NICU service status survey questionnaire and the data traction template were 

pretested and adjusted before the actual data collection. The pre-test was done in 

Chancho Primary Hospital NICU prior to the data collection (which was located in 

Central Ethiopia, and in the same region with the study NICUs). The need for collecting 

neonatal records from the NICU register was identified during the pre-test (the plan 

prior to the pre-test was to use DHIS II data). The decision to collect neonatal records 

from the NICU register was followed by the development “NICU register data traction 

template”.      

 

Data was collected using the NICU service status survey questionnaire and the NICU 

register data traction template. Based on the pre-test, there were no irrelevant 

questions. There were also no necessary questions that were missing from the data 

collection tools. All questions were easily understandable by the respondents. The 

data collection tools were revised based on the feedback from the pretest, which 

highlighted only the sequence of the questions.  

 

A hard copy of the data was reviewed and checked for completeness and consistency 

before starting the data entry. The data was reviewed after completing data entry for 

each of the study NICUs to track and correct any data entry errors. The data was 

exported to Excel and reviewed and cleaned further after completing the data entry 

before importing it into SPPS. The data was further cleaned after importing to SPSS 

by running different descriptive statistics before conducting the data analysis.            
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4.2.1.3. Quantitative data analysis  

 

The quantitative data was entered using Epi Info 7. The data was exported from Epi 

Info to Excel, cleaned, and imported to SPSS version 28 for analysis. The data was 

prepared for analysis by identifying, transforming, and recoding important variables for 

analysis. Both descriptive and inferential statistics analysis were undertaken. The 

statistical analysis started with describing the data using descriptive statistics such as 

frequencies, proportions, and mean to achieve the first objective (assessment of 

neonatal survival). Inferential analysis was also undertaken using Kaplan-Meier and 

Cox Regression statistical models to achieve the second objective (assessment 

factors affecting the survival of neonates). A confidence level of 95% and a 5% p-value 

was considered.   

 

Bivariate analysis was undertaken to assess the empirical relationship between the 

outcome and the explanatory variables using the Kaplan-Meier statistical model. 

Explanatory variables with a P-value less than 0.05 were retained and entered into the 

multivariate variate analysis using the Cox Regression model. 

 

4.2.2. QUANTITATIVE RESULTS  
  

4.2.2.1. Description of the neonatal intensive care unit’s human and material 

resources  

 

The results revealed the human resources of the NICUs, and particularly the staffing 

of the study NICUs. Six (6) NICUs of two university hospitals (Ambo Referral and 

Adama Medical College Hospitals); two General Hospitals (Bishoftu and Ambo 

General Hospitals); and two primary Hospitals (Olenchiti and Guder Primary Hospitals) 

were the study areas for this research.  The total number of staff of the study NICUs 

was 132 of which 100 (76%) were technical staff.  

 

The two university hospitals constituted 58% of the total technical staff of the study 

NICUs while the general hospitals constituted 23% of the total technical staff. The rest 

(19%) was contributed by the primary hospitals. Seventy-two percent of the total 

technical staff were working full-time in the study NICU while the remaining 28% of the 
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technical staff were working in the NICU assigned from other departments of the 

hospital on a rotational basis. Table 4.1 indicates the NICU staff profile. 

 

Table 4. 1: Neonatal intensive care unit technical staff1 profile 

 

 
Name of 
the NICU 

Total 
Technical 

Staff 
 
 
 
 

Paediatrician Neonatal 

Nurses 

Other 

Nurses 

 
 
 

General 
Practitioner 

 
 
 
 

Other 
Technical 

Staff 

All Technical Staff Other 

than Paediatrician and 
Neonatal Nurse 

 

Total Trained 
% 

Trained 

Adama 
Medical 

College 
Hospital  

 
39 

2 10 15 0 12 27 9 33 

 
Bishoftu 
General 
Hospital  

 
10 

1 2 5 1 1 7 6 86 

 
Olenchiti 

Primary 
Hospital  

 
10 

1 2 6 1  7 6 86 

 
Ambo 

Referral 
Hospital  

 
19 

1 0 15 2 1 18 11 61 

Ambo 
General 

Hospital 

 
13 1 3 8 1  9 7 78 

Guder 
Hospital  

 

9 1 2 5 1   6 5 83% 

Total 
 

100 7 19 54 6 14 74 44 59% 

Average 
all 

Hospitals 

 

 3 9   12 7  

Average 

University 
Hospitals 

 

 5 15   23 10  

Average 

General 
Hospitals 

 

 3 7   8 7  

Average 

Primary 
Hospitals 

 

  6   6 1  

 
1 Technical staff refers to health professional – excluding support/administrative staff 
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As summarized in Table 4.1, the composition of the NICU technical staff included 

paediatricians, general practitioners, neonatal nurses, and other technical staff. Each 

study NICU had one paediatrician except one university hospital, which had two 

paediatricians, thereby constituting N=7 of the of the population of the Paediatricians 

in this study. Nurses constituted the majority (73%) of the total technical staff of the 

study NIUCUs (of which 26% were neonatal nurses). The highest number of neonatal 

nurses (53% of the total neonatal nurses) was contributed by Adama Medical College 

Hospital NICU. Each study NICU had two to three neonatal nurses, except one referral 

hospital had no neonatal nurses.  

 

As shown in able 4.1, the average number of neonatal nurses was three for the whole 

study NICUs while the average number of neonatal nurses for the university, general, 

and primary hospitals was five, three, and two respectively.  

 

None of the hospitals had a neonatologist. When asked to list the name of essential 

staff that was not available in the NICU, all respondents from university and general 

hospital NICUs listed neonatologists. On the other hand, all the respondents of the 

study NICUs (except for one hospital that does not have a neonatal nurse) listed 

neonatal nurses when asked to list the name of essential staff that was available but 

not adequate.  

     

Even though the availability of health officers and midwives was asked specifically 

during the interview, none of these two categories of staff were available in the study 

NICUs (Table 4.1). It is evident form the results that there is lack of specialist human 

resourscers which may bring challenges with knowledge and skills required for the 

expected quality of care in the NICU. 

   

• Training of the NICU Staff 

As reported during the interview, the paediatricians and neonatal nurses were not the 

primary target for neonatal intensive care basic training. Accordingly, 59% of the 

technical staff (excluding the paediatricians and neonatal nurses) received neonatal 

intensive care basic training while the remaining 41% of this category of staff are 

working in the NICU without formal neonatal intensive care basic training.  
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Bishoftu General and Olenchiti Primary Hospitals had the highest proportion of target 

technical staff that received neonatal intensive care basic training (86%) while Adama 

Medical College Hospital had the lowest proportion of staff that received neonatal 

intensive care basic training (33%). Ambo Referral Hospital had the lower number of 

trained target technical staff (61%) next to Adama Medical College Hospital.        

 

• Supervision and technical support 

Only two of the study NICUs received supervision from any source within the last three 

months (one of the NICUs received two supervision visits while the other NICU 

received one visit). The remaining received supervision before three months. Three of 

the recent supervision visits were received from regional health bureaus while two of 

the visits were from nongovernmental organizations. One recent supervision visit was 

received from each of the Federal Ministry of Health and Zonal Office. No recent 

supervision was received from Woreda health offices. There was only one general 

hospital that received supervision/technical support and medical supplies support from 

the higher-level hospital.   

 

ii. Physical resources of the neonatal intensive care unit  

 

The results indicated resources related to NICU rooms, and beds availability and 

occupancy of the beds.  As shown in Table 4.2, the six study NICUs had 121 baby 

care, 20 kangaroo mother care, and 52 maternal beds. The average number of baby 

care beds for the study NICUs was 20, which was 37, 16, and 8 beds for university, 

general, and primary hospitals respectively. Each study hospital had three kangaroo 

mother care beds on average while the average number of beds for university, 

general, and primary hospitals was five, two, and three respectively. The average 

number of maternal beds for the study NICUs was 9 beds, the highest average number 

being contributed by the university hospitals (15) followed by general hospitals (8) and 

primary hospitals (4).  

 

Maternal beds were the most occupied beds (88%) followed by baby care beds (75%) 

on the data collection day. Only 25% of the 20 kangaroo mother care beds were 

occupied on the date of the visit. The mean proportions of baby care beds that were 

occupied on the date of the data collection were 80%, 70%, and 32% for the university, 
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general and primary hospitals respectively. On the other hand, on average, 100% of 

maternal beds and 19% of kangaroo mother care beds were occupied in university 

hospitals NICUs and 84% of maternal beds and 25% of kangaroo mother care beds 

were occupied in general hospitals NICUs on the date of the data collection. Again, 

67% of the maternal beds and 17% of kangaroo mother care beds were occupied in 

the primary hospitals NICUs on the date of the data collection.    

     

Table 4. 2: Availability and occupancy of neonatal intensive care units beds 

 

Name of facility 

Baby care room 
Kangaroo Mother 

Care Room Maternal Room 

Number 
of  

Beds 

% 
Occupied 

on the Date 
of Interview 

Number 
of  

Beds 

%  
Occupied 

on the Date 
of Interview 

Number 
of  

Beds 

%  
Occupied on 
the Date of 
Interview 

 
Adama MCH 53 94 8 38 22 100 

Bishoftu General 
Hospital 15 40 2 0 3 67 

Olenchiti Primary 
Hospital 8 38 3 33 3 67 

Ambo Referral 
Hospital 20 65 2 0 8 100 

Ambo General 

Hospital 17 100 2 50 12 100 

Guder Hospital 8 25 3 0 4 0 

 
Total 121 75 20 25 52 88 

Average all 
hospitals 20  3  9  

Average University 
Hospitals 37  5  15  

Average General 
Hospitals 16  2  8  

Average Primary 
Hospitals 8  3  4  

 

All the heads of the NICUs indicated that the NICUs’ total space was not adequate to 

provide the intended quality neonatal intensive care.  Five of the six study NICUs had 

storage rooms and four out of six NICUs had staff duty rooms separate for males and 

females while only one out of six study NICUs had a staff dressing room with lockers. 

Only one out of the six study NICUs had separate meeting rooms for the NICU 
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staff.  Only two to three study NICUs had at least one step down, procedure, isolation, 

and triage rooms. These rooms were among the commonly listed by heads of the 

NICUs when asked to list essential rooms that were not available in the NICU. The 

need for a bathroom for the mothers was also listed by two of the six heads of the 

NICUs. 

 

• Communication facilities and power supply 

Only two of the six study NICUs had access to the internet that was provided by the 

hospital. Similarly, only two of the study NICUs had access to facility computers. Two 

of the study NICUs had landline telephones while none of the study hospitals had 

access to institution-supplied cellular telephones. This may have had challenges with 

making emergency calls. The main power supply for all the study NICUs was a central 

supply of electricity from the main grid while the generator was the backup source of 

power supply for all of the study NICUs. The generators of all the study NICUs were 

functional. However, a shortage of fuel for the generator was reported by half (50%) 

of the study NICUs. This again posed a threat to the quality of care in cases of 

emergency during unscheduled electricity shutdown. 

 

• Water, sanitation and hygiene and infection prevention facilities 

The most commonly used source of water for the study NICUs was the water that was 

piped into the facility. Almost all common infection prevention equipment and supplies, 

namely clean running water (piped or bucket with tap or pour pitcher); hand washing 

soap; alcohol-based hand rub; disposable latex gloves; waste bins, sharp container 

safety box; environmental disinfectant; and disposable syringe with needles were 

available in all the study NICUs on the data collection day. Two (2) of six (6) study 

NICUs provided access to separate toilets for mothers of the neonates while the rest 

(4) NICUs provided access to toilets that were shared by other clients of the hospitals.  

 

• Guidelines, protocols, and standard operating procedures 

NICU Training Participants’ Manual was the main document used by the study NICUs. 

Paediatrics books and relevant national documents and tools were also used. Some 

NICUs were using documents and tools that were shared by nongovernmental 
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organizations that supported the NICUs. Only one of the study hospitals had detailed 

standard operating procedures for different aspects of the NICU services including 

standard operating procedures for common procedures such as Continuous Positive 

Airway Pressure (CPAP); instrumental processing; neonatal Jaundice; maintenance 

fluids; feeding support; appropriate hand washing; and infection prevention; and 

clinical referral manual for advanced neonatal care.  

 

• Quality improvement and assurance plans and mechanisms in place 

All (6) the target hospitals had quality improvement and assurance teams and there 

was at least a focal person from the study NICUs who was working with the quality 

improvement and assurance teams of the hospitals. However, only one of the six study 

NICUs had a quality improvement and assurance plan and none of the NICUs had 

costed and budgeted quality improvement and assurance plan with established 

mechanisms to support the identified quality improvement and assurance 

activities.  All six study NICUs used a suggestion box as a main mechanism to track 

service users’ feedback. Three out of the six study NICUs conducted a survey to 

‘assess service users’ feedback, two of which conducted the survey at least quarterly 

and the remaining one conducted the survey based on need. 

    

4.2.2.2. Survival of neonates and associated factors  

 

• Description of the Characteristics of the Neonates 

Out of the 516 neonates that were included in the study, 299 (57.9%) were male while 

214 (41.5%) were female. Most of the neonates, 458 (95.6%) were aged below 28 

days of which 326 (68.1%) were below seven days while 132 (27.6%) were 7-27 days 

old on the day of discharge. The remaining 21 (4.4%) were 28 -45 days old on the day 

of discharge2. A total of 79 (16.5%) of the neonates were 24 hours or younger on the 

day of discharge.  
 

 
2 All of the babies were neonates on admission. However, 4.4% (21) of the babies were 28 – 45 days 

on the day of discharge.  
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Table 4. 3: Age of the neonates on discharge by study neonatal intensive care 
units 

 
 

 
Age in Days 

 

NICU 

Total 
Olenchiti 

PH 
Bishoftu 

GH 
Adama 
MCH 

Guder 
PH 

Ambo 
GH 

Ambo 
RH 

0 – 1 

N 6 32 2 8 3 28 79 

% 7.4 37.6 2.6 10.3 4.1 33.3 16.5 

2 – 6 

N 45 42 42 36 54 28 247 

% 55.6 49.4 54.5 46.2 73.0 33.3 51.6 

7 – 27 

N 26 11 30 29 15 21 132 

% 32.1 12.9 39.0 37.2 20.3 25.0 27.6 

28 - 45 

N 4 0 3 5 2 7 21 

% 4.9 0.0 3.9 6.4 2.7 8.3 4.4 

Total 

N 81 85 77 78 74 84 479 

% 100 100 100 100 100 100 100 

Missing N  37 

 

As shown in Figure 4.1, 20% of neonatal deaths occurred in the first 24 hours of birth 

while 75% of the deaths happened within the first one week of the age. Twenty-three 

percent of the neonatal death happened at the age of 7 to 27 days. Only 3% of the 

neonates admitted to NICU died at the age of 28 to 45 days.    
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Figure 4. 1: Age of the neonates at death 

 

The mean weight of the neonates at birth, on admission, and discharge was 2,765.5, 

2,788.0, and 2,786.9 grams respectively. Out of the neonates included in the study, 

34.4%, 34.8%, and 35.1% weighed below 2,500 grams at birth, on admission, and on 

discharge respectively. On the other hand, 6%, 6.2%, and 4.2% of the neonates 

weighed below 1,500 grams at birth, on admission, and discharge respectively.        

 

Most of the neonates (76%) were delivered in the same hospital while 13% were 

referred from other health facilities and 8.9% were delivered at home. Spontaneous 

delivery constituted 70.2% of all modes of deliveries followed by Caesarean section 

(26.6%) while instrumental delivery contributed 1.4%.  

 

The most common health problem was neonatal sepsis (50.4%) followed by 

prematurity and low birth weight (40.5%). Respiratory conditions (respiratory distress 

syndrome, perinatal asphyxia, and meconium aspiration syndrome) contributed for 

30% of the clinical diagnosis of the study neonate respectively. On the other hand, 

6.4%, 6.4%, and 25.2% of the neonates had hyperbilirubinemia, congenital 

malformation, and other health problems. 

 

 

20%

55%

23%

3%

0-1 days old 2 - 6 days old 7 - 27 days old 28 - 45 days old
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• Survival of the Neonates Admitted to the Neonatal Intensive Care 

As shown in Table 4.4 and Figure 4.2, out of the 516 neonates that were admitted to 

the six study NICUs 429 (83.1%) survived while 42 (8.1%) died. Nineteen (3.7%) of 

the admitted neonates were transferred out to other health facilities while 23 (4.5%) 

of the neonates were reported to be ‘other’. 

 

 

Figure 4. 2: Outcome of the neonates on discharge 

 

The rate of neonatal death among the neonates admitted to NICUs varied from 

hospital to hospital. The highest neonatal death was among the university hospitals, 

11.6%, while the lowest was among general hospitals, 4.7%. The neonatal death 

among the neonates admitted to the primary hospitals was the same as the average 

proportion of neonatal death for the whole study NICUs, 8.1%. 

 

 

 

 

 

 

 

 

 

83,10%

8,10%

3,70%
4,50% 0,60%

Survived Died Transferred  Other Outcome missing
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Table 4. 4: Outcome on discharge of the neonates admitted to neonatal 
intensive care units. 

Discharge 
outcome 

NICU 

Total 
Olenchiti 

PH 
Bishoftu 

GH 
Adama 
MCH 

Guder 
PH 

Ambo 
GH 

Ambo 
RH 

Survived 

N 
69 82 56 67 78 77 429 

% 
80.2 95.3 65.1 77.9 90.7 89.5 83.1 

Died 

N 
9 1 16 5 7 4 42 

% 
10.5 1.2 18.6 5.8 8.1 4.7 8.1 

Transferred 

N 
5 1 2 9 1 1 19 

% 
5.8 1.2 2.3 10.5 1.2 1.2 3.7 

Other 

N 
3 0 12 4 0 4 23 

% 
3.5 0.0 14.0 4.7 0.0 4.7 4.5 

Total 

N 
86 86 86 86 86 86 516 

% 
100 100 100 100 100 100 100 

 

Missing 

N 
0 2 0 1 0 0 3 

% 
0.0% 2.3% 0.0% 1.2% 0.0% 0.0% 0.6% 

 

• Factors associated with survival of the neonates admitted to neonatal 

intensive care unit 

As shown in Table 4.5, younger age of the neonate (the first 24 hours), admission 

weight (less than 1,500 grams and 1,500-2,499 grams), perinatal asphyxia, congenital 

malformation, and other health problems were significantly associated with survival of 

the neonates admitted to the NICU on multivariate analysis.  

 

Neonates that were 24 hours and younger that were admitted to NICU have 86 times 

more chances to die compared to those neonates that were 28 to 45 days old. Those 

neonates that were 2 to 6; and 7 to 27 days old had similar chances of survival 

compared to their counterpart neonates aged 28 to 45 days.     

 



72 
 

Those neonates admitted to the NICU with weights below 1,500 grams on admission 

had 7.6 times more chances to die compared to those neonates that weighed 2500 

and above grams. On the other hand, neonates that weighed 1500 to 2499 grams on 

admission had more than 2.6 times more chances of dying compared to those 

neonates weighing 2500 grams and above on admission.  

 

Neonates admitted to NICU with a congenital malformation had 7.7 times more 

chances of dying compared to those neonates who did not have any congenital 

malformation on admission.  Those neonates with perinatal asphyxia had 3 times the 

chance of death compared to their counterpart neonates without perinatal asphyxia. 

 

Table 4. 5: Factors associated with survival of neonates admitted to neonatal 
intensive care units 

 

 
 

Variables 

 
 

Sig. 

 
 

HR 

95.0% CI for HR 

Lower Upper 

Age (28-45 days) – reference 0.000    

Age (0-1 days) 0.000 85.9 7.5 983.4 

Age (2-6 days) 0.098 6.3 0.7 56.3 

Age (7-27 days) 0.807 1.3 0.2 11.1 

Admission Weight (2500 g and above) – 
reference 

0.000    

Admission Weight (below 1500 g) 0.000 7.6 3.1 19.0 

Admission Weight (1500-2499 g) 0.014 2.6 1.2 5.5 

Perinatal asphyxia 0.010 3.1 1.3 7.4 

Congenital malformation 0.000 7.7 2.7 22.1 

Other health Problem 0.023 0.236 0.068 0.816 

 
The results of quantitative method reveled several factors such as human and material 

resources which affected the quality of care in the NICUs. 
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4.3. STEP 2: QUALITATIVE METHOD  

 

4.3.1. Qualitative data collection and analysis   

 

The qualitative data collection was implemented parallel with the quantitative data 

collection from 18 October to 25 November 2022. A purposive sampling technique 

was used to select participants of the focus group interviews, and semi-structured 

individual interviews.  

 

Four (4) semi-structured individual interviews (with the paediatricians working in the 

NICUs), five (5) focus group interviews (with the NICU staff), and five (5) semi-

structured individual interviews (with the mothers of the neonates) were conducted per 

each target NICU. The number of group interviews, and semi-structured interviews 

was determined by availability of participants and data saturation. The qualitative data 

collection was undertaken using semi-structured open-ended individual interviews and 

focus group interview guides.  

 

The researcher collected all the qualitative data. The interviews were conducted in 

Afan Oromo and Amharic languages based on the preference of the participants (the 

researcher speaks both languages fluently). All the qualitative interviews were 

audiotape-recorded. Each focus group interview lasted from 45 to 60 minutes while 

each individual interview with paediatricians took about 35 to 40 minutes; and  

interviews with the mothers took from 20 to 25 minutes.    

 

4.3.1.1. Challenges encountered during the qualitative data 

collection  
 

• The number of NICU team members on duty at a time was small to recruit an 

adequate number of participants in each focus group interview . Therefore, the 

focus group interview was conducted with the available eligible technical NICU 

staff.    

• It was not easy to get convenient rooms to organize focus group interviews. The 

researcher tried to solve this challenge in a discussion with the head of the NICUs.  
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• In most of the cases, the NICU team was busy. Therefore, it took repeated efforts 

to arrange interviews with some of the NICU staff.  

 

4.3.1.2. Data analysis  
 

All audiotape records of focus group interviews, and semi-structured individual 

interviews were transcribed and translated into English. The translation to English was 

done during transcription. The transcription was done by the researcher who collected 

the data. The transcription of each interview started as soon as the interview was 

completed.   

 

The researcher read and reread the transcripts thoroughly to deeply understand the 

contents. Full transcripts of the interviews were imported into ATLAS.ti 23 which was 

used to analyse the qualitative data. All the contents of the transcripts were coded 

using the ATLAS.ti 23. The codes were reviewed and grouped into major themes and 

sub-themes guided by the study's conceptual framework. A thematic analysis was 

undertaken aided by ATLAS.ti 23 qualitative data analysis features to assess the 

quality of neonatal care in the NICUs and the challenges that affected NICU services. 

 

4.3.2. QUALITATIVE RESULTS  

 

i. Summary of key findings from the care providers’ and care 
utilizers’ perspectives.  
 

Table 4.6 describes the key points per theme from individual interviews with the 

paediatricians and focus group interviews with the neonatal intensive care unit staff.  
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Table 4. 6: Themes from interviews with staff and paediatricians 

 

Major-theme 

 

Sub-theme 

 

Key points 
 

1. Provision 
of Care 

The process of 
care In NICU 

• The care package included diagnosis and admission; provision of 

care based on the diagnosis; referral if the case cannot be 

managed in the NICU; discharge; and follow-up.  

• The neonates were admitted to different NICU rooms depending on 

the type and severity of the cases.   

• Mothers stayed with neonates who were not in the intensive care 

rooms. Mothers of neonates who were admitted to intensive care 

rooms were allowed to visit the neonate. The frequency of visits 

varied from NICU to NICU and whether or not the neonate was 

feeding breast (mothers of neonates who were breastfed were 

allowed to visit the neonates more frequently). Fathers of the 

neonates were allowed to visit the neonates for short periods with 

varying frequency from one NICU to another.  

• Visitors were required to adhere to the dressing codes of the 

NICUs to maximize infection prevention.  

• The focus of the neonatal intensive care unit was on the clinical 

care and there was less attention to improving the experience of 

care. 

• Even though there were some efforts to integrate the NICU 

activities with the other relevant departments such as the delivery 

room, generally, integration of care was not strong. 

Data use for 
decision making in 

NICU 

• The NICU captured various data pertaining to neonatal intensive 

care. 

• The primary focus of the study NICUs was on making sure that the 

required data was captured and reported with the main intention of 

adherence to the requirements of the hospital. Less attention was 

given to NICU-level data analysis and use for improving the quality 

of neonatal intensive care. 

Standard of care in 
NICU 

• There was no detailed national guideline and standard operating 

procedure that was being used by the NICUs apart from the NICU 
Training Participants’ Manual which was the main document that 
guided the provision of care in all the study NICUs.  

• There were various interlinked bottlenecks which were mainly 
related to human and material resources that hampered the NICUs 
from providing neonatal intensive care as per the standard. 

 

Referral of 
Neonates to NICU 

• Referral of the neonates happened through the liaison office across 

the study NICUs. 

• Ambulances were used to transport neonates in critical conditions 

while families were advised to use their means of transportation in 

the referral of stable neonates.  
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• re was pre-Below TThere was major challenges related to the referral of neonates:   

• Referrals of neonates were delayed due to different reasons 

commonly due to the unavailability of beds in the receiving 

hospitals and sometimes due to work overload of the liaison office 

of the referring NICU. 

• There were unnecessary referrals due to different reasons 

including poor diagnostic capacity at the sending NICUs; 

incomplete information in the sending NICUs about the availability 

of services in the receiving hospitals; and the referral system that 

requires a specific public hospital to refer to a specified public 

hospital.  

• There was no functional feedback system in place. Even though 

individual neonatal intensive care providers used different 

mechanisms to get feedback about the neonates they referred out, 

there was no feedback from the next-level hospitals to the study 

NICUs. Conversely, the study NICUs were not providing feedback 

to health facilities that referred neonates to them. 

2. Human 
Resource 

Human resources 
availability and skill 

mix in NICU   

• Shortage of staff was among the bottlenecks for the provision of 

better quality of care. 

• Missing of some professionals such as neonatologists and neonatal 

nurses was among the major challenges affecting the quality of 

care.  

    

Staff Training in 
NICU 

• Lack or inadequate basic neonatal intensive care training, refresher 

training, and training on specific issues related to the services were 

among the major challenges pertaining to improving the quality of 

neonatal intensive care.  

• Training was considered by the NICU staff not only as a 
mechanism to strengthen the knowledge and skill of the staff but 
also as an incentive and a mechanism for the staff to get relaxed 
and refreshed.    

 
Staff Management 

in NICU 

• Challenges related to staff management included the following:  

• Assigning untrained staff from other departments to NICUs for 

regular services as well as for extra-hour duties was a point 

concern affecting staff satisfaction and the quality of care. 

• Assignment of the NICU staff on duty without considering the 

caseload was among the sources of unnecessary work overload. 

• Unresponsiveness to different staff requests and different identified 

challenges led to staff frustration. 

• Sending staff for training related to neonatal intensive care from 

another department while there was a training gap within the NICU 

staff was another challenge.  

Supervision and 
technical Support in 

NICU 

• The supervision received so far was perceived by focus group 

interview participants to be unhelpful with a focus on auditing the 
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availability of equipment, supplies, and materials with less stress on 

the technical aspect. 

• The mentoring and technical support were perceived as helpful by 

the focus group interview participant NICU staff.  

Staff demotivating 
factors in NICU 

Major staff demotivating factors include the following:  
 

• Poor leadership. 

• Low salary and hardship compensation benefit 

• Lack or inadequate training.  

• Shortage or unavailability of equipment and supplies. 

• Inconvenient physical work environment. 
 

3. Physical 
Resources 

NICU Rooms Major challenges pertaining to the NOCU rooms include the following:  
    

• The number of NICU rooms was not adequate; the size and the 
design of the rooms are not convenient to provide the intended 

neonatal intensive care as per the standard. 

• The location and design of the rooms were not as per the standard, 
compromising the quality of care.  

• There is poor availability and functionality of basic facilities such as 
water, toilet and bathrooms.    

Equipment, supply, 
medications, and 

diagnostic facilities 
in NICU 

• Challenges related to equipment, supplies, and medications were 

mentioned among major bottlenecks that were compromising 
provision of better quality neonatal intensive care across the study 
NICUs.  

Below are major challenges related to equipment, supply, and 
medications and diagnostic facilities:  

 

• Unavailability/shortage of medical equipment 

• Non-functionality of medical equipment 

• Unavailability/shortage of medical supplies and medications  

• Unavailability of some diagnostic facilities due to the unavailability 
or shortage of the functional diagnostic equipment and supplies 

 

4.Experience 
of Care  

Communication 
with and 

participation of the 

mothers in NICU 

• The focus of the NICU staff was on clinical care. There was less 

attention on ensuring effective and comprehensive communication 
in the NICU. 
 

• The communication between the health care providers and the 
mother and the family were not well planned, not aided by 
communication tools, and not comprehensive. 

Challenges related to communication included the following:  
 

o Some NICU had shortage of staff. Therefore, they focused on 
clinical care with less focus on ensuring effective communication. 

o There was no separate counselling room. 
o The NICUs were perceived by some mothers and families as a 

warming place for the neonates, not as a unit where intensive care 
was provided.  

o In cases of abandoned neonates, there was no family to 
communicate with or involve in the care. 
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• Participation of the mothers in the care process included: breast 
feeding; keeping the hygiene of the neonate and herself; providing 
kangaroo mother care; procuring medications; collecting laboratory 
investigation results; and reporting danger signs immediately.   
     

Emotional and 
psychological 

support in NICU 

• The focus of the NICUs was on the clinical with little attention to 

addressing the emotional and psychological support of the mother 
and the family. 

• The mothers and the family were under notable psychological 
stress which mainly emanating from the uncertainty in the outcome 
of the neonates. The psychological stress of the mothers and the 
families was prominent when the neonates were premature, in 
critical condition, and when the neonate had chronic conditions 
such as congenital malformation.    

• The NICU team tried to address the psychological burden on the 
mothers and the families by providing counselling with more 
attention to those mothers and families of the neonates who were 
premature, in critical condition, and those who had chronic 
conditions such as major congenital malformation. 

Compassionate 
and respectful care 

in NICU 

• All admitted neonates were registered with relevant information, 
including the outcome of the neonates on discharge.  

• The neonates have equitable access to the service. They are even 
a priority population group in most of the cases.  

• The health care providers tried their best to provide neonatal 

intensive care respectfully.  

• Confidentiality was considered from the mothers’/family’s 
confidentiality perspective. The care providers made efforts to 
address confidentiality. However, operation under constraint 
resource limitation made keeping the confidentiality issue uneasy.  

• All admitted neonates were registered with relevant information, 

including the outcome of the neonates on discharge.  
 

 

 

Table 4.7 describes the key points per theme from individual interviews with mothers 

of the neonates.  
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Table 4. 7: Themes from interviews with mothers of the neonates  

 

Theme 

 

Sub-theme 

 

Key findings 
 

4. Experience 
of Care 

Communication 
with and 

participation of 
the mothers in 

the care in 
NICU 

• Interviews with mothers of the neonate revealed that the 
communication with the health care providers were generally 
smooth.  

• The contents of the information included the current illness of the 
neonate; breast feeding; immediately reportable neonatal danger 
signs; and keeping the baby worm. The contents of the 

communication also included and major roles of the mothers such 
as procurement of medications; collecting laboratory results; 
keeping the hygiene of the neonate and the mother; infection 
prevention protocols including adherence to the dressing code; 
and visit schedule and protocol. 

 
 

Experience of 
the mothers in 

NICU 

• The focus of the mothers of the neonates was on the condition of 
their neonates and most of them considered client friendliness of 
the NICU environment as something luxury. 

• Almost all the semi-structured interview participant mothers 

described the healthcare providers as supportive and caring 
people. 

• Some mothers described that they were unconfirmable with the 
toilet and bathroom.  

 

Emotional and 
Psychological 
Support from 

NICU 

• The mothers and the family were under notable psychological 

stress which mainly emanated from the uncertainty of the 
outcome of the neonate. 

• Mothers and families were worried about their children that are at 
home and family business. 

 

Compassionate 
and respectful 
care in NICU 

• The NICU staff provided the care with good respect to the 
neonates, the mothers, and the family.  

• No major challenge that was mentioned by the mothers of the 

neonates relation to respect, dignity, and protection of rights.   
 

   

 

Theme 1 Provision of care  
 

a) The process of care  

 

The NICU provided care to the neonates who were admitted with different problems. 

Major neonatal problems included neonatal infection, prematurity and low birth weight, 

perinatal asphyxia, meconium aspiration syndrome, respiratory distress syndrome, 

hyperbilirubinemia, congenital malformation, and other health problems. The care 



80 
 

process included diagnosis and admission; provision of care based on the diagnosis; 

referral if cannot be managed in the NICU; discharge; and follow-up. 

 

In some hospitals, the neonates remained under short-period observation (about six 

to twenty-four hours) and were returned to mothers (discharged) if there was 

improvement during the follow uptime. If there was no improvement during the follow-

up time, the neonates were put on a longer case management plan.   

 

The cases were admitted to different rooms of the NICU. Those cases that needed 

intensive care were admitted to the intensive care rooms. Other cases that needed 

kangaroo mother care were admitted to the kangaroo mother care rooms. Some 

NICUs admitted the sepsis cases separate from the other cases to prevent cross-

infection. Other NICUs admitted neonates who were not from the same hospital 

separately to minimize possible transmission of infection from those coming from 

outside.  

 

The neonates that were kept in the intensive care rooms were labelled and the 

husbands were allowed to visit the neonates. The frequency and the visit schedule 

were different from NICU to NICU. Mothers of the neonates that were breastfeeding 

were allowed to visit the neonates more frequently (every two hours commonly) 

compared to those neonates that were not able to breastfeed. Visitors were required 

to adhere to the dressing codes of the NICUs to maximize infection prevention.   

 

The focus of the NICUs was on the clinical care and there was less attention to 

improving the experience of care. Even though there were some efforts to integrate 

the NICUs’ activities with the other relevant departments such as the delivery room, 

generally, integration of care is not strong.  

 

b) Actionable information system  

 

Data capturing: The NICU captured different data with very slight differences among 

the study NICUs. The main data records that were kept by most of the study NICUs 

included: neonatal cards, NICU register, neonatal death audit report, kangaroo mother 

care initiation and registration data, and patient feedback records.   
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Data Use for Decision Making: As listed above, there was an extensive list of data 

that was captured by the NICU. Each record was used for a specific purpose and had 

its contribution to providing informed decision-making. There were meetings organized 

at hospitals, paediatric departments, and NICU levels which involved participants from 

the NICU team (a representative or the whole staff).  Even though the NICU-level 

meetings were frequent, the discussions were not informed by the data that was 

generated by the NICUs. 

 

Generally, the focus was on making sure that the required data was captured and 

reported with the main intention of adhering to the requirements of the hospital. Less 

attention was given to data analysis and NICU level and using the data for improving 

the quality of neonatal intensive care.   

 

c) Referral of neonates  

 

Referral of the neonates happened through the liaison office of the hospitals across 

the study NICUs. The referral process started with the decision for referral. Once the 

referral was redecided, the NICU communicated with the liaison office of its hospital, 

and the liaison office communicated with the receiving health facility’s liaison office 

and made sure of the availability of beds before sending the neonates. The neonate 

waited in the NICU until the availability of a bed was confirmed by the receiving 

hospital.   

 

An ambulance was used for the transportation of the neonates to the point of referral 

if the neonates were in critical condition and were on oxygen. Ambulance health 

workers accompanied the neonates and provided care on the way. The ambulance 

health workers were not specific for the neonates (the same ambulance health workers 

accompanied all kinds of cases). In cases of stable neonates, the NICUs sent the 

neonates through the family using their own means of transportation. There were 

different challenges related to the referral of the neonates including delayed referral, 

unnecessary referral, and lack of feedback mechanism in place. 

  

Delayed referral: Referrals of neonates were delayed due to different reasons. The 

common reason for delayed referral was the unavailability of beds in the receiving 
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hospitals. Sometimes, delays in the referral happened in the liaison office of the 

referring NICU. This was mainly because the liaison offices handled all the referrals of 

the hospitals and they might be busy sometimes, which might lead to delays in the 

referral of some neonates. One participant said: 

 

“There are occasions when the receiving hospitals say, ‘there is no bed’ and 

we still insist on sending the case, despite the refusal of the receiving hospitals 

because we cannot keep the neonate here to die. There are occasions when 

our ambulance was chased by the security guards of the receiving hospitals as 

a result” (paediatrician from general hospital 2, NICU level II). 

 

Unnecessary referrals: There were some unnecessary referrals that were received 

by the study NICUs. One of the reasons for unnecessary referrals was related to poor 

diagnostic facilities in the referring NICUs.  

 

The other possible reason, which was mainly related to referring cases that were 

beyond the capacity of the receiving hospital, was due to a lack of updated and proper 

information about the capacity of the receiving hospital. The other reason for 

unnecessary referral of cases that are beyond the capacity of the receiving hospital is 

related to the general guidance about the referral. According to the general guidance, 

there were specific public hospitals to which a specific public hospital must refer cases. 

Any referral outside of the target referring hospitals is not accepted by the referral 

public hospital. Therefore, all cases must go through the target referral hospitals even 

when a specific case is beyond the capacity of the receiving hospital. A NICU staff 

indicated:  

 

“We have only one referral hospital. If we know that the case is beyond the 

capacity of the referral hospital, still we have to go through the referral hospital. 

The best we can do to expedite the referral is to transport the neonate to the 

referral hospital with our ambulance, get the stamp of the hospital, and take the 

neonate to the appropriate public hospital” (P1, NICU staff, Primary hospital 1, 

NICU I). 
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No functional feedback system in place: There was no functional feedback 

mechanism from the referral hospital about the neonates referred for higher care. The 

problem was similar across all the study NICUs. However, individual healthcare 

providers were making their efforts to get feedback about neonates. In some cases, 

the health care providers got the feedback when the neonate came for follow-up. In 

another case, the healthcare providers call the family to get feedback about the 

neonates.  

  

“We do not get formal feedback through the formal referral slip. We set follow-

up visits for every case, including the referred case, because most of the cases 

are from this area and they prefer to continue the follow-up with our hospital” 

(paediatrician from general hospital 1, NICU level II). 

 

“The cases come back usually. Therefore, we will get the feedback regarding 

the referral during the follow-up visit” (paediatrician from primary hospital 1, 

NICU level I). 

 

Sometimes, the health workers in the receiving NICU requested the liaison unit to 

communicate with the health worker in the sending NICU through telephone to discuss 

about the referred cases.  

 

Similarly, there was no functional feedback mechanism by the study NICUs to the 

health facilities that were referring to them. The paediatricians acknowledged the 

unavailability of a functional referral system as an important gap and recommended 

improving the feedback mechanism.  

 

Theme 2 Human resource 
 

a) Human resource availability and skill mix  

 

Inadequacy of the number of staff was stressed as a point of concern in the focus 

group interviews with staff members and individual interviews with paediatricians. The 

NICU staff were busy always due to a shortage of technical staff which was mentioned 
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among the challenges to provide better quality care to the neonates. A participant in a 

focus group interview described as follows and suppoted by of the other participants:  

  

“The caseload does not match with the number of staff. There is a high caseload 

compared to the available number of staff. This is among the challenges to 

provide quality care” (P1, NICU staff, general hospital 2, NICU level II). 

 

The unavailability of neonatologists was mentioned as a major challenge by most of 

the focus group participants and paediatricians who took part in the semi-structured 

interviews. Shortage or unavailability of other technical staff such as neonatal nurses 

and trained general practitioners were also mentioned among the challenges. One 

focus group participant mentioned (and most of the other participants expressed their 

agreement):  

 

“Neonatal nurses are the backbone of the NICU, to the contrary, we have none 

in this NICU” (P2, NICU staff, university hospital 2, NICU level III). 

 

Another participant in the focus group interview described the challenge related to the 

trained general practitioner, especially during the duty as follows: 

   

“It is very difficult to get any physician during the night duty. We are not 

physicians, we are nurses. However, there are times when we are forced to 

provide whatever medical care we think is helpful for the neonate and consult 

the paediatrician in the morning. Even though we know there are possible risks 

associated with our decision, we take all the risks just to help the neonate 

survive” (P1,NICU staff, general hospital 2, NICU level II). 

 

The unavailability of some administrative staff was also stressed by the focus group 

interview participants and paediatricians who took part in the semi-structured 

interviews. The below quotation from a paediatrician who took part in the semi-

structured interview supports this point. 

  

“There are some abandoned neonates such as street neonates that come to the 

NICU. These neonates do not have family or caretakers and are cared for by the 
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NICU nurses. Having a social worker would ease the burden of the NICU staff” 

(paediatrician - general hospital, NICU level II). 

 

b) Staff training 

 

Lack or inadequate training was among the major challenges pertaining to improving 

the quality of neonatal intensive neonatal care. The training gaps included basic 

neonatal intensive care training, refresher training, and training on specific issues 

related to the service.  

A participant of a focus group interview verbalized (and others expressed their 

agreement):  

 

“We need more training related to the NICU service which will increase the 

survival of the neonate. The training gap includes management of the preterm; 

and use, maintenance, and assembly of equipment” (P2, NICU staff, Primary 

hospital 1, NICU level III) 

 

Generally, the full-time neonatal nurses received basic neonatal intensive care 

training. However, there was a notable number of staff that have been working in the 

NICU without receiving basic neonatal intensive care training. Apart from the basic 

neonatal intensive care training, refresher training was not frequently provided.  

 

Another NICU staff, who was taking part in the same discussion, reflected a similar 

point on the need for refresher training.   

 

“Refresher training is much needed. Unfortunately, it is a rare opportunity. For 

instance, I was trained eight years ago after which I had no other training. 

Training is important not only to refresh your knowledge and skill but also to 

refresh your mind [other staff expressed their agreement]” (P3, NICU staff, 

university hospital 1, NICU level III). 

 

There was a notable training gap on specific issues related to the neonatal intensive 

care units. This includes operating on different medical equipment. The below remark 

from a NICU staff reinforces this point.  
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“We are not trained on how to use incubators. We just received the incubators, and 

we are expected to use them. We do not know how to operate it, including adjusting 

the temperature. This may affect the quality of care we are providing. It is good if 

training is provided along with new equipment that is procured/donated.” (P3, NICU 

staff, general hospital 2, NICU level I).  

 

c) Staff management  

 

Assigning untrained staff from another department to NICU for the regular service on 

a rotation basis as well as for extra-hour duties was mentioned as a point concern by 

the NICU staff. This was considered by the NICU staff among the factors that have 

been compromising the NICU quality of care.  

 

There was duty payment that was based on the number of days the staff was on extra-

hour-duty and the hospital is supposed to distribute this staff benefit equitably. 

Therefore, the hospitals assign some staff from other departments, besides the NICU 

staff, to the NICUs for extra-hour duty. In some NICUs, the issue of assigning staff 

from other departments while there was no shortage of NICU staff was mentioned as 

a source of dissatisfaction for the NICU staff as this minimizes the benefit the NICU 

staff get from the extra-hours-duties. A NICU staff expressed a conflict of interest 

related to the benefits of the NICU staff.   

 

“We are the one who is exposed to the risk of the NICU. We should be the ones 

who should benefit from the duties, and we should be the ones who should take 

the responsibilities as well. There is no shortage of staff.” (P1, NICU staff, - 

primary hospital 1, NICU level I). 

 

Some NICUs tried to fill the knowledge and skill gap by assigning untrained staff that 

was assigned from another department along with trained and experienced and 

trained NICU staff and facilitating knowledge and skill transfer among the staff. 

     

“Usually, staff are assigned to NICU for extra-hours-duty from other 

departments. This is not a problem as long as the staff is trained in basic 

neonatal intensive care. The problem is when untrained staff is assigned to 
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NICU duty which happens sometimes. We cannot resist the duty assignment 

as it relates to the staff benefit. Three staff are assigned to the NICU every 

night. Therefore, we assign the untrained one staff with two trained staff so that 

knowledge and skill transfer is facilitated, and the quality of the care be 

maintained.” (paediatrician - general hospital, NICU level II).  

 

Some hospitals were reluctant to respond to requests of the NICU staff and to take 

practical actions to address identified challenges. This seemed to lead to frustration 

and was among the sources of NICU staff dissatisfaction.  A participant of a focus 

group interview expressed her frustration with unresponsiveness to solving identified 

challenges by the hospital management and others who are concerned (other 

participants agreed with the remark):  

 

“Action is needed, not just talk. We had several occasions where we had 

enough discussions and identified challenges, with no practical actions 

following the talks. We need to move from challenge identifiers to challenge 

solvers.” (P2, NICU staff, university hospital 1, NICU level III). 

 

The results indicate that staff work overload was sometimes attributed to inappropriate 

assignment of the available staff rather than the number of staff. One participant in 

focus group interview mentioned how inappropriate assignment of staff increased the 

workload of the NICU staff unnecessarily (the other participants agreed):  

 

“The nurse-to-patient ratio needs to be considered during the assignment of 

staff to NICU. There are about 20 beds in this NICU and yet, only 5 nurses are 

assigned on the night duties. This has to do with the staff management, not with 

the number of staff, it will certainly affect the quality of care” (P2, NICU staff, 

hospital 2, NICU level III). 

 

The efforts of the NICU staff to provide a better quality of care amid multiple challenges 

were clear from the discussion with the staff. There were some exceptionally 

passionate NICU staff who were committed to contributing maximum to strengthening 

the quality of neonatal intensive care which the NICU and the hospital leadership can 

make use of.   
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d) Staff demotivating factors 

 

Multiple and interlinked factors affected the motivation of the NICU staff. Identifying 

factors that affect staff motivation and addressing them accordingly seems to be 

overlooked as part of the activities to strengthen the quality of care provided by the 

NICUs. One of the focus group interview participants described this point as follows 

(other participants agreed):   

 

“The popular talk is about the quality of care provided to the neonates and 

ensuring the satisfaction of the mothers and families. No one talks about the 

satisfaction of the staff.” (P1, NICU staff, general hospital 1, NICU level II). 

 

According to data from the focus group interviews, NICU staff demotivating factors 

included the following:  

    

Poor leadership: Poor leadership was mentioned among the factors contributing to 

staff dissatisfaction. Management activities such as staff assignment (assigning staff 

to NICU extra-hour-duty from another department while there was no shortage of 

NICU staff); sending staff for training related to neonatal intensive care from another 

department while there was a training gap within the NICU staff; and being 

unresponsive to address identified challenges. Not addressing the challenges 

pertaining to hardship benefit packages was also mentioned in connection with poor 

leadership in some NICUs.     

 

One of the focus group interviews participants expressed her dissatisfaction with the 

unresponsive behaviour of the hospital management as follows (the other participants 

agreed):     

 

“We are frustrated with the fact that we are not getting practical responses to 

our requests. We stopped requesting anything because we did not think we 

could get a solution. We are tired of it. We request, and request, and nothing is 

changing.” (P4, NICU staff, university hospital 1, NICU level III). 
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Low salary and hardship compensation benefit: Low hardship compensation 

benefit was mentioned as a major source of dissatisfaction in almost all focus group 

interviews. The compensation payment was not only low but also varied from region 

to region and from hospital to hospital within the same region. Some focus group 

interview participants mentioned that the compensation payment was not only 

unacceptably low but also it was not being paid on time. A participant in a focus group 

interview described this situation as follows (the other participants agreed): 

 

“The NICU is a very high-burden unit compared to the other departments. We 

deal with high caseloads. The temperature is high. Despite these facts, the 

hardship compensation is very low, and it is not uniform across regions and 

hospitals. We cannot talk about the salary because it is too low even to talk 

about.” (P1, university hospital 1, NICU, level III). 

 

A participant of another focus group interview reflected a similar point, strengthening 

the above point. 

  

“The NICU is not like other departments. There is a high workload. You do not 

have time to rest. You operate under high temperatures. This is not the case in 

other departments. Sadly, the benefit is not as such different from the same 

level of staff working in the other departments which is dissatisfying.” (P4, 

University Hospital 2, NICU level III). 

 

The focus group interview participants stressed that the benefit package should 

include the provision of drinking water and meal allowances for the NICU staff.  

 

Need for in-service training: Lack or infrequent training opportunities was mentioned 

not only as part of staff knowledge and skill strengthening activity but also as a key 

staff demotivating factor. The below quotations from focus group interview participants 

(which was supported by other participants) reinforces this point.  

 

“We have not received any in-service NICU training. None of us received 

training on continuous positive airway pressure (CPAP). But we are using a 

CPAP machine. Yet, if there is any harm to the neonate due to the 
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mismanagement of the CPAP, the neonatal nurse will be held responsible.” (P2, 

NICU staff, Primary hospital 1, NICU level I). 

 

“Untrained non-neonatal nurses are assigned to in the NICUs which obviously 

affects the quality of care.” (P2, university hospital 2, NICU level III)     

 

Shortage or unavailability of equipment and supplies:  Shortage of equipment 

and supplies to provide the intended services was mentioned as important 

demotivating factors for the NICU staff.   

 

“We have challenges related to equipment and supplies. We do not have 

facemasks for neonates. Sometimes, there is a shortage of oxygen. The 

sanction machine gets dysfunctional very frequently.” (a pediatrician, primary 

hospital, NICU level I).   

 

Inconvenient physical work environment: The NICU rooms were not as per the 

standards and not convenient and adequate to provide quality care to the neonates. 

Water was not installed in some of the NICU rooms. Besides, there was a frequent 

interruption of the water supply.  

 

The NICU rooms were not only inadequate and inconvenient to provide standard care 

to the neonates, but also, they were not convenient for the staff to rest, take baths and 

discus. A participant said: 

 

“The NICU was supposed to be immediately next to the delivery room to minimize 

infection. However, our NICU is not next to the delivery room. It is not well planned 

in this regard. The thermal room was demolished due to a new hospital building 

construction that is going on. We are using the current thermal room temporarly. 

Generally, the NICU rooms are not convenient to deliver quality neonatal care.” (a 

paediatrician general hospital, NICU level III).   
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e) Supervision and technical support  

 

Generally, the supervision and technical assistance provided to the NICUs was 

infrequent and irregular. Most of the focus group interview participants perceived the 

supervision received so far as not as such helpful and sort of fault find mission. The 

supervision seemed to focus on auditing of availability of equipment, supplies, and 

materials with less stress on the technical aspect. A NICU staff said:  

 

 “The supervision is infrequent and irregular. Maybe, it is because our hospital 

was labeled as high-performing. Usually, the supervisors contact just the head 

of the NICU. The supervisors just fill in the checklist and leave. I have not seen 

them identifying challenges and providing solutions. I have encountered a 

single supervision from the regional health bureau in my two years of stay in 

this NICU. Generally, the supervision is not helpful as such technically.” (P1, 

NICU staff, primary hospital 1, NICU level I) 

 

Some NICUs mentioned receiving mentoring and technical support from higher 

hospitals. The mentoring and technical support were perceived as helpful by the focus 

group interview participants. A focus group interview participant described the 

mentoring and technical support received from the regional health bureau as follows:  

 

“We received mentoring from Oromia Regional Health Bureau frequently. We 

had twice in 2014. It is helpful so far. They provided some equipment that was 

lacking. They provided technical support on CPAP, infection prevention, and 

other related technical issues. They provided feedback to us, the NICU staff, 

and the hospital management as well. They informed us that they will come 

back after six months.”  (P2, NICU staff, primary hospital 1, NICU level I) 

 

I would say it is more of fault-finding mission. I have seen nothing improving 

because if the supervisor. (P1, NICU staff, university hospital 1. NICU level III)  

 

Theme 3 Physical resources  
 

a) Neonatal intensive care rooms  
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Adequacy and convenience of the rooms; design of the rooms; availability and 

functionality of basic facilities were identified as major challenges of the NICU rooms.  

The number of rooms was not adequate to provide neonatal intensive care as per the 

standard. The size of the rooms was smaller compared to the requirement.  

The location and design of the rooms were another challenge. In some cases, the 

NICU rooms were not located immediately next to the delivery rooms, increasing the 

risk of neonatal infection. A paediatrician who took part in the semi-structured 

interviews explained this scenario as follows.  

 

“Ideally, NICUs were supposed to be immediately next to the delivery room to 

minimize infection incidence. However, our NICU is not located next to the 

delivery room. It was not well planned” (paediatrician - general hospital 1, NICU 

level II) 

 

Some rooms were properly designed to keep the required temperature and to put in 

place the standard infection prevention mechanisms. The below points made by 

paediatrician who took part in the semi-structured interviews describe this situation: 

 

“The NICU is next to the delivery room, which is good. However, some rooms 

are below standard. For instance, the temperature of the kangaroo mother care 

room was expected to be warm. However, in our case, you must cross the 

kangaroo mother care room to get to another NICU room, which makes it 

difficult to maintain the appropriate temperature of the kangaroo mother care 

room.” (paediatrician - primary hospital 1, NICU level I) 

 

“Forget the infection prevention standards - we are poor in putting in place 

appropriate infection prevention mechanisms. Even though the hospital 

building was constructed recently, the NICU was not considered well in design. 

The room location and design were not appropriate for the NICU service. We 

are not able to separate the preterm neonates from the term” (paediatrician - 

general hospital 2, NICU level II).   
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The availability and functionality of basic facilities in the NICU rooms was another key 

challenge. Even though all the hospitals had piped water, there were some NICUs 

where the water was not piped into the NICU rooms. Water interruption was also a 

common challenge. A focus group interview participant said (the other participants 

agreed):  

 

“There are some challenges related to basic facilities to provide the services as 

per the expected standard. For instance, we do not have water in the rooms to 

clean our hands frequently.” (P2, general hospital 2, NICU level II) 

 

The NICUs did not have functional bathrooms for the mothers. Sanitation of toilets was 

also mentioned as a challenge in some hospitals.   

 

“There is one bathroom for the floor. It is very dirty and not usable. It is not cleaned, 

and the clients are not using it properly. The NICU is my third admission unit in this 

hospital for the same pregnancy. I was admitted during pregnancy, for delivery and 

now I am in the NICU. The toilet is the worst. It is very dirty and misused” (Mother, 

university hospital 1, NICU level III)) 

 

b) Equipment, supplies and medications 

 

Detailed auditing and quantification of the medical equipment, supplies, and 

medications were not in the scope of this study. The focus of the study in this regard 

was to understand prominent challenges related to medical equipment, supplies, and 

medications in relation to providing better quality neonatal intensive care. 

 

The results revealed that the challenges related to equipment, supplies, and 

medications were mentioned as major challenges that were compromising the 

provision of better quality neonatal intensive care. The challenges were prominent 

across all study NICUs, regardless of the level of the NICUs.  

 

The challenges were categorized as unavailability or shortage of medical equipment; 

non-functioning medical equipment; unavailability/shortage of medical supplies and 

medications; and unavailability of some diagnostic facilities.  



94 
 

The study NICUs were suffering from unavailability or shortage of different medical 

equipment. This was mentioned as a major bottleneck in terms of providing quality 

neonatal intensive care. A NICU staff said:   

 

“There is a shortage of phototherapy, manual sucker, CPAP machine, 

incubators, oxygen gages and other equipment given the number of cases. This 

is one of the reasons why we are operating below the standard.” (P1, NICU 

staff, university hospital, NICU level III) 

 

The NICUs were trying to provide local solutions to overcome the shortage of medical 

equipment and supplies. This included developing local manual CPAP using plastic 

jars and using electrical heaters instead of incubators. A paediatrician indicated the 

following: 

 

“There is no CPAP machine in the NICU. We use locally modified (using mineral 

water bottle) CPAP which is not efficient in terms of oxygen use and may not 

be effective in terms of treatment outcomes.” (paediatrician - general hospital 

2, NICU level II) 

 

All the neonatal intensive care services were provided free of charge. However, due 

to frequent stock-outs of medications, families were forced to buy the medications from 

outside out of their pocket.  

 

Unavailability or shortage of the drugs of choice in the hospital stock was a notable 

challenge across the study NICUs. The NICU physicians tried to respond to the 

challenges through different mechanisms to minimize the financial burden on those 

who were hardly able to buy from outside pharmacies. The participants said: 

 

“l can say, most of the first-line drugs are available most of the time. The 

challenge is some cases may not respond to the first-line drugs and you may 

be required to use the second and third-line drugs, which are not available in 

the hospital. The good thing is these medications are available in the town. 

Some families may not afford to buy these medications. In such cases, we use 
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leftover medications from other cases.” (paediatrician - general hospital 2, NICU 

level II) 

 

 “There were occasions when I was forced to prescribe medications that were 

not my preference to treat the condition due to the unavailability of the 

medication in the hospital. The families were not able to buy the required 

medications from outside pharmacies. Therefore, I had to prescribe other 

medications that were available in the hospital but were not the preferred 

medications to treat the case.” (paediatrician - primary hospital 1, NICU level I) 

 

There were biomedical engineers in the target hospitals. However, different medical 

equipment remained out of use for a long time due to different reasons such as 

unavailability of spare parts and other reasons. The following narrative supports: 

 

“Equipment such as photo-therapy machine, radiant warmer, and incubators 

are not functioning. Maintenance takes longer time due to different reasons 

such as the unavailability of spare parts.” (paediatrician - general hospital 2, 

NICU level II) 

 

There were some important diagnostic facilities that were not available in the target 

hospitals. The main reasons for the unavailability of the diagnostic facilities were 

mentioned to be the unavailability of functional diagnostic equipment and diagnostic 

supplies. The following narratives support: 

 

 “Some important diagnostic facilities such as hyperbilirubinemia and complete 

blood count are not available in the hospital. On the other hand, it would be 

helpful if there were side laboratories for some tests that can be done rapidly – 

which is not available currently. The current practice is sending all the 

laboratory investigations to the main hospital laboratory with longer waiting 

time.” (paediatrician - general hospita 2l, NICU level II) 
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c) Availability and use of standard operating procedures and guidelines 

 

The main document that was guiding the NICUs’ service provision was the NICU 

Training Participant Manual. Some NICU staff made individual efforts to access and 

use online and offline relevant sources to update their knowledge. Some NICUs used 

different tools provided by non-governmental organizations, such as evidence-based 

care (EBC), to guide the services that were provided. There was no detailed national 

guideline/standard operating procedure for the provision of neonatal care. None of the 

NICUs developed their own detailed guidelines/standard operating procedures except 

one university hospital that developed standard operating procedures for different 

aspects of the care that is delivered by NICU. A participant from a focus group 

interview described (other participants agreed):  

 

  “There is no nursing standard that is specific to NICU. We are using the adult 

nursing standard for the NICU. It would be good if we could get NICU nursing 

standards.” (P3, general hospital, NICU level II) 

 

Generally, the study NICUs were striving to provide better quality care using the 

available resources. However, there were various interlinked bottlenecks which were 

mainly related to the human and material resources that hampered the NICUs to 

provide the neonatal intensive care as per the standard.  

 

Theme 4 Experience of care  

 
 

a) Communication with and participation of mothers  

The communication with the mothers happened on admission, continuously during the 

stay of the neonate in the NICU, on discharge, and during the follow-up visits. The 

information was provided one-on-one as well as in groups. 

 

“Communication with families is a process. It is not a one-time-off business. We 

do not expect the family to understand everything based on information 

provided in a single contact, we use different contacts to deliver the information. 

The level of understanding of the family needs to be considered as well.” 

(paediatrician - general hospita 1, NICU level II). 
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Generally, there was less attention to ensuring effective and comprehensive 

communication in the NICU. The below quotation from a participant in a focus group 

interview (which was supported by the other participants) was in support of this point.  

 

“Due to the high caseload, we just focus on clinical management, not 

communication with the moms, and families. We provide the information 

whenever we get spare time.” (P3, university hospital 1, NICU level III) 

 

The communication between the health care providers and the mother and the family 

was not well planned, not aided by communication tools, and not comprehensive. It 

was restricted to providing limited information to the mothers, and the family. The 

contents of the information included the current illness of the neonate; breastfeeding; 

neonatal danger signs which the mothers were expected to report to the health 

workers as soon as observed; and keeping the baby worm. The information also 

included expectations from the mothers, and the families such as procurement of 

prescribed medications; facilitating laboratory investigation that were prescribed for 

the neonates; hygiene of the neonate and the mother; infection prevention protocols 

including adherence to the dressing code; and visit schedule and protocol.   

 

“We inform the family about the real condition of the baby. Whether the neonate 

is in good condition or vice versa, there is nothing that we cover up. There were 

some cases that cannot be helped much at any level of care, and we explain 

the same to the family.” (paediatrician - general hospita 2l, NICU level II) 

 

On the other hand, the effectiveness of the communication between the healthcare 

workers and the mothers, and the family varied from NICU to NICU, and it was also 

affected by the level of understanding of the mothers, and the family. The content of 

the communication was also affected by the nature of the neonatal problem and the 

length of stay of the neonates in the NICU. There were some neonates that were put 

under shorter periods of observation usually six to 24 hours after which were returned 

to their moths if they improved during the follow-up period. On the other hand, there 

were neonates that were put on long-term management plans.  
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Therefore, the content and intensity of the communication between these two cohorts 

of neonates were not the same. Those neonates that were put on the longer-term 

management had more chance to be exposed to better content and intensity of 

information. Participation of the mothers in the care process included: breastfeeding; 

keeping the hygiene of the neonate and herself; providing kangaroo mother care; 

procuring medications; collecting laboratory investigation results; and reporting danger 

signs immediately.       

 

a) Challenges related to communication 

 

Some mothers and families were referred comes with distorted attitudes about the 

NICU. They assumed that the NICUs are where the neonates are wormed. The NICUs 

are not considered as areas where intensive care is provided.  This makes 

communication with the mothers and families difficult. The mothers and the families 

with this kind of mentality may not accept some advice thinking that the only thing the 

neonate needs is warming. A focus group interview participant described the attitude 

of the mothers and families toward the NICU as follows (most of the other participants 

reflected their agreement with the remark):  

 

“The referring health facility or departments usually inform the mothers and 

families that the neonate needs to go to the ‘worming room’. They come with 

this mentality, and it is difficult to convince them that there is critical care that is 

being provided here in the NICU. The mothers usually say, ‘my kid just came 

to get wormed, it has no other problem.” (P6, NICU staff, university hospital 1, 

NICU level III) 

 

Some NICUs had a shortage of staff. Therefore, they focused on clinical care with less 

focus on ensuring effective communication. There was no separate counselling room. 

Communication with the mothers and families happened whenever there was contact 

between the health care provider and the mothers, and families during the care 

process. There was no planned communication with the mothers and families. 
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“There is no room allocated for counselling. Some mothers stayed for more 

than 21 days in the NICU and did not have any information about neonatal care. 

This needs to improve.” (paediatrician - university hospital 1, NICU level III) 

 

Some families did not accept referrals due to different reasons. This was common in 

poor families from rural areas and in families with neonates who were diagnosed with 

conditions with poor prognoses. In cases of abandoned neonates, there is no family 

to communicate with or involve in the care.   

 

b) Experience of the mothers  

 

The interview with the mothers of the neonates revealed that the focus of the mothers 

was on the condition of their neonates and most of the mothers had low expectations 

about the quality of neonatal intensive care. Most of the mothers were satisfied with 

the way they were treated by the healthcare providers. The participant mothers 

described the health care providers as supportive and caring people.  

 

“I have not noticed any problem related to the behaviour of the health workers. 

They are very caring and good. I also noticed that they are caring for the other 

clients the same way they were doing for my neonate.” (Mother 5 - general 

hospital 2 NICU level II).  

.  

“Generally, the health workers were supportive and cooperative. I can only 

mention a single moment when I had a communication challenge with one of 

the health workers. I had difficulty identifying my twin neonates and I asked her 

which one is “A”, and which one is “B”? She got angry and said, ‘Do you expect 

me to identify your kids all the time?’. Apart from that single incident with one 

of the health workers, I had no communication challenge so far” (Mother 1 - 

University Hospital 1, NICU level III). 

 

However, there were some areas that the mothers of the neonates described as 

uncomfortable. These included the toilet and the bathrooms for the mothers. The 

toilets were misused and were not clean in most cases.  
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“There is a misuse of the toilet by some clients. As rural residents, we are not 

familiar with this kind of toilet (it has got a bad smell). This is not a problem 

related to the hospital. It is related to misuse by some clients. This is something 

we need to tolerate during our stay.” (Mother 4 - university hospital 2, NICU 

level III) 

 

In most cases, the maternal bathrooms were either not available, not functional, or not 

clean. 

 

c) Emotional and psychological support 

 

A systematic review of literature across 20 countries across the world revealed that 

there are various postpartum practices undertaken across the world, and they are 

typically engaged in with the hope that they will prevent future ailments. Postnatal 

practices are believed to psychologically assist the new mother and the extended 

family in transitioning into their new roles (Dennis, Fung, Grigoriadis, Robinson, 

Romans, Ross 2007:500). 

 

In most Ethiopian cultures, the mother and the family make different preparations for 

the birth and the sociocultural ceremonies following the birth of the baby. In most 

cultures, there are cultural cares for a mother for about one to two months. In most 

cases, the mother stays at home confined behind a curtain. There are special foods 

that are served during this period. The mother is exempted from any routine house 

chores and will be resting. It is a joyful time accompanied by family and friends visits 

and gifts.  It is from this expectation that the mother and the family end up in the NICU.  

 

The NICU environment was different from the home environment. There was no 

cultural postnatal care setup. In the NICUs, the neonates either stayed with the 

mothers or were admitted to the intensive care unit separated from the mothers 

depending on the condition of the neonate. Mothers were allowed to visit as frequently 

as every two hours (for those neonates who were able to breastfeed) and less 

frequently for other neonates. The mothers were allowed to stay longer with the 

neonates who were in the intensive care rooms.  
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“It is a very difficult time. I had a cesarean section, and I am in pain. I am not in 

a situation to get enough rest, because I must provide kangaroo mother care 

for twins. I hope I will enjoy the cultural postnatal care after I complete my stay 

in the hospital. It is boring to stay in the same environment all the time. 

Anyways, I must endure everything thinking of the well-being of my kids.” 

(Mother 1, - university hospital 1, NICU level III) 

 

The fathers of the neonates were allowed to visit the neonates who were in the 

intensive care rooms as well as neonates in other NICU rooms. However, the fathers 

were allowed to just see the neonates briefly, not to stay longer. Other family members 

were not allowed to visit the neonates in most cases.       

 

The focus was on the clinical care for the neonate with little attention to addressing the 

emotional and psychological support of the mother and the family. 

 

“It is difficult to say that the mothers are considered in the care process. We 

may provide advice on the issues related to the illness of neonates. It is an 

important gap that needs to be addressed. We may not even think of where the 

mothers are.” (paediatrician - university hospital, NICU level III) 

 

The below expression from a focus group interview participant described how the 

mothers are neglected in the job description of the NICU staff.  

 

“The gynecology and obstetrics department refers the neonate with the mom 

and forgets the mom then after. The basic responsibility of the NICU is to 

provide care for the neonate, not for the mom. That is how the mom is 

neglected. The job description of the NICU staff should be clear in terms of 

caring for the mom, along with the neonate (or caring for the neonate only).” 

(P1, - primary hospital 1, NICU level I) 

 

The mothers and the family were under notable psychological stress which mainly 

emanated from the uncertainty of the outcome of the neonate. The psychological 

stress on the mothers and the families was more pronounced when the neonate was 
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premature, in critical condition, and when the progress of the neonate was not 

promising.   

 

“My daughter was feeding well on admission. She was feeding well on the first 

and second days as well. I was staying in the maternal room with my daughter 

because she was well. I do not know what happened after that. She was no 

longer able to feed and was transferred to the thermal (intensive care) room. 

There are occasions when she collapses three to four times a day. There were 

times when I concluded that she was dead. God bless the health workers; she 

is alive so far. I am scared” (Mother 2 - general hospital 1, NICU level II)  

 

On the other hand, mothers and families with neonates who were admitted with 

chronic conditions with poor and no possibility of survival and those with congenital 

major malformation were also under considerable psychological stress. These 

families’ psychological stress was related to not only the outcome of the neonate but 

also to the sociocultural implications of the situation. 

 

On the other hand, there are some families that came from far rural areas leaving 

behind the rest of the children and the routine family businesses. This is another 

concern for the mother and the family.  

 

“I came from a very far location. Therefore, I am getting my meals from the 

hospital. I would like to return home as soon as possible. However, I must stay 

in the hospital until my baby gets better. I am worried about the condition of my 

kids and family business back at home as well.” (M4 - university hospital 2, 

NICU, level III) 

 

The NICU team tried to address the psychological burden of the mothers and the 

families by providing counselling to the mothers as well as the family. The NICU team 

paid more attention to those mothers and families of the neonates who were 

premature, in critical condition, and those neonates who had chronic conditions such 

as major congenital malformation.  
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The counselling focused on explaining the cause of the problem; the possibility for 

future fertility; and reassuring the mothers.The NICU team also exerted efforts to keep 

the NICU environment clean. The team also made a great effort to treat the mothers 

and the family as friendly as possible. A NICU staff indicated:  

 

“We try to avoid anything that traumatizes the mom from the NICU environment. 

We try to avoid any bad smell in the room. We communicate with the mom and the 

family properly. We take time to provide good counselling to the mom to minimize 

psychological trauma. If the neonate is terminally ill or is less likely to survive, we 

try to show the mom that it is not the end of life and the possibility of another 

pregnancy and kids. That is how we try to deal with the possible psychological 

trauma of the mom.” (P2, NICU staff, primary hospital 1, NICU level I) 

 

d) Compassionate and respectful of the care 

 

All neonates that were admitted to the NICU were registered. The registration included 

neonatal and maternal information that is relevant to the problem of the neonate. It 

includes selected medical conditions of the mother, vital signs and demographic 

characteristics of the neonates, admission diagnosis of the neonate, care that was 

provided, and outcome of the neonate on discharge.  

 

The neonates had equitable access to the service. The neonates were even 

considered a priority population group in most of the cases. The below expression of 

a focus group interview participant (which was supported by other participants) was in 

support of how the neonates were among the priority group.   

 

 “I can say priority is given to the neonates in our hospital. Adult patients are 

expected to come with admission papers to get admitted. Neonates are 

accepted immediately without any requirement for admission paper.” (P2,  

group - general hospital 2, NICU level II)  

 

Confidentiality was considered from the mother’s/family’s confidentiality perspective. 

The care providers made efforts to address confidentiality. A NICU staff indicated:  
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“Neighbours may come with the neonate and there may be some confidential 

issues that are just between the mom and the dad. Even brothers and sisters 

of the neonate may not know. Therefore, we make sure that the confidentiality 

of the neonate is protected” (P2, - primary hospital 1, NICU level I).  

 

However, operation under constraint resource limitation made keeping the 

confidentiality issue uneasy.  

 

“The limited situation we are operating in may not allow us to address issues 

like confidentiality. Keeping multiple mothers in the same room makes ensuring 

the confidentiality of the neonates and the mothers difficult sometimes. For 

instance, we advise mothers who are hepatitis positive not to breastfeed. Given 

the mother is staying with other mothers in the room, the other mothers may 

ask why she is not breastfeeding which leads to the inevitable invasion of 

confidentiality.” (paediatrician - primary hospital, NICU level I)  

 

The NICU staff considered the right of the neonates in most of the cases. Neonatal 

intensive care was provided respectfully in the study NICUs. The neonates were not 

discriminated against during the care process based on differences. One NICU staff 

said:  

“We do not ignore a crying neonate. The neonate may be in pain or hungry and 

has the right to get an anti-pain.” (P5, NICU staff, university hospital 2, NICU 

level III) 

 

A mother of a neonate shared her experience as follows:  

 

“The health workers are very respectful of the family and the neonate. They talk 

to us with respect and provide care with respect. They are not like the health 

workers in the referring health center.” (Mother 4, - university hospital 2, NICU 

level III) 

 

A focus group interview participant shared the below recent experience (other 

participants agreed): 
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“There was a recent case with congenital malformation. Even though we 

understood that the neonate had very low or no chance of survival, we decided 

to refer for better care to increase the chance of survival. Sadly, the family not 

only rejected the referral but also the mom refused to feed breast anymore. The 

family refused to buy any replacement feeding as well. Despite all these, we 

kept on providing the care as long as the neonate was alive.” (P6, NICU staff 

university hospital 2, NICU level III)  

 

4.4. STEP III: INTEGRATION AND DISCUSSION OF RESULTS  
 

4.4.1. Survival of neonates admitted to neonatal intensive care units  
 

Out of the 516 neonates that were admitted to the six study NICUs 83.1% survived, 

while 8.1% died, 3.7% were transferred and 4.5% of the neonates had ‘other’ 

discharge outcomes. The rate of neonatal survival among the neonates admitted to 

NICUs varied from hospital to hospital. The lowest neonatal survival was among the 

university hospitals, (11.6% neonatal death), while the highest survival was among 

general hospitals (4.7% neonatal death). Neonatal survival among the neonates 

admitted to the primary hospitals was the same with the average neonatal survival rate 

(8.1% neonatal death).   

 

Similarly, the survival rate among the neonates admitted to NICUs in the literature 

varied largely. The survival rate in this study was higher than the findings of many 

earlier studies. According to a systematic review and metanalysis of ten studies 

conducted in Ethiopia, 19% of neonates that were admitted to the NICUs died 

(Tiruneh, Birhanu, Seid, Workneh, Getie, Abebe, Mulat,  Tadege, Belayhun,  

Andargie, Gelaye, & Ayele 2021:156-157). Another study that was conducted in 

eastern Ethiopia revealed 20% death among neonates admitted to NICUs (Desalew, 

Sintayehu and Teferi 2020:1).  

 

According to a study conducted in Eastern Ethiopia, 14.4% of neonates admitted to 

NICU died (Eyeberu, Shore, Getachew, Atnafe & Dheresa 2021:1). A study conducted 

in a tertiary hospital NICU reported 11% neonatal death among neonates admitted to 

the NICU (Menalu, Gebremichael, Desta, Kebede, Tarekegn, Mulu & Atinafu 2022: 1).  
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On the other hand, there were some studies that reported higher neonatal survival 

compared to this study. A study conducted in a NICU in Addis Ababa reported 7.7% 

neonatal death among neonates admitted to NICU (Ayichew, Gezie, Gelagay & Bitew 

2022.) The variations in the survival rate of the neonates could be attributed to different 

factors including the differences in the NICUs included in the study, and the differences 

in the study periods. The researcher recommends a rigorous longitudinal study that 

includes different levels of NICUs to come up with a better estimate of the survival 

rate.    

 

The neonates admitted to the NICUs died in the first week of life. Seventy-five percent 

of the deaths happened within the first one week of the age while 20% of the neonates 

died in the first 24 hours of birth. Twenty-three percent of the neonatal death happened 

at the age of 7 to 27 days. Only 3% of the neonates admitted to NICU died at the age 

of 28 to 45 days.    

 

This is in line with the trends in the timing of general neonatal deaths reported by other 

studies. According to (WHO: 2021), close to 25% of neonatal deaths occur on the first 

day of life while about 75% of the deaths occur in the first week of life. Similarly, 

another study reported that 75% of neonatal deaths occur in the first week of life 

(Sankar, Natarajan, Das, Agarwal, Chandrasekaran & Paul 2016: 5,11).  

 

Given that most of the deaths in the NICU happened among neonates who were 

younger than a week, it is very important that neonatal intensive care providers 

strengthen clinical care and follow-up among this age group.   

 

4.4.2. Factors affecting survival of neonates  
 

This study revealed that the age of the neonate, admission weight, perinatal asphyxia, 

and congenital malformation significantly affected the survival of the neonate. 

Neonates that were 24 hours and younger on discharge had more chances to die 

compared to those infants that were 28 to 45 days old on discharge.  A systematic 

review and meta-analysis of ten studies conducted in NICUs in Ethiopia revealed that 

the early age of the neonates was significantly associated with higher neonatal 

mortality which is in line with the findings of this study (Belayhun 2021:1). 
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Lower admission weight was associated with a higher chance of death.  Those 

neonates who weighed 1,500 grams on admission had 7.6 times more chances to die 

compared to those neonates who weighed 2,500 grams and above grams on 

admission. On the other hand, neonates that weighed 1,500 g to 2,499 grams on 

admission had more than 2.6 times more chances of dying compared to those 

neonates weighing 2,500 grams and above on admission.  

 

Even though the researcher could not come across a study that reported on the 

association of admission weight with the survival of the neonates admitted to the 

NICUs, there were multiple studies that identified birth weight as a factor significantly 

affecting the survival of neonates admitted to NICUs. In this study, the association of 

birth weight with the survival of the neonates was not statistically significant. This could 

be due to high missing birth weight data in the NICU registration (birth weight data was 

available only for 81% of the neonates included in the study).  

       

According to Adem, Dache, Dona 2021: 1, among neonates admitted to NICU, 

neonates with birth weights less than 2,500 grams had a 2.4 times chance of death 

compared to those weighing more. According to another study, among neonates who 

received care in the NICU, the chance of death of those neonates who weighed less 

than 2,500 was 3.2 times compared to those who weighed higher.     

 

Neonates that were admitted to the NICU with a congenital malformation had 7.7 times 

more chances of dying compared to those neonates that did not have any congenital 

malformation on admission.  Those neonates with perinatal asphyxia had 3 times 

chance of death compared to their counterpart neonates without perinatal asphyxia. 

Another systematic review and meta-analysis revealed that neonatal asphyxia was 

significantly associated with the mortality of neonates admitted to the NICU (Belayhun 

2021:1). 

 

4.4.3. Quality of the neonatal intensive care: status, strengths, and challenges   
 

The population's needs and expectations in terms of their health are the cornerstones 

of high-quality health systems, as are leadership, partnership, platforms for the 

delivery of care, the number and skills of the workforce, and the devices and supplies 
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available (Kruk, Gage, Arsenault, Jordan, Leslie, Roder-DeWan, Adeyi, Barker, 

Daelmans, Doubova, English, García-Elorrio, Guanais, Gureje, Hirschhorn, Jiang, 

Kelley, Lemango, Liljestrand, Malata, Marchant, Matsoso, Meara, Mohanan, Ndiaye, 

Norheim, Reddy, Rowe, Salomon, Thapa, Twum-Danso & Pate 2018:1196). 

 

In this study, the quality of care provided by the study NICUs was affected by different 

factors related to the provision of care; the health workforce; the physical resources; 

and the experience of care. The status and challenges related to the quality of 

neonatal intensive care have been presented below. 

 

i. Provision of care  
 

The following section describes three items under provision of care, namely: 

 

a) The process of care 

 

Kruk et al. 2018: (1196-1197) assert, that inadequate access to care is less of a 

deterrent to mortality reduction than the poor quality of care. Globally, 1 million 

neonatal deaths could be avoided each year by high-quality healthcare systems. 

 

The care package that was provided in the study NICUs included diagnosis and 

admission; provision of care; referral if could not be managed in the NICU; discharge; 

and follow-up. The cases were admitted to different NICU rooms depending on the 

type and severity of the cases.   

 

Despite multiple challenges, the mere availability of the NICUs in the hospitals was 

mentioned as one of the strengths. The cases were admitted, and the care was started 

without delay, which was mentioned among the strengths of the NICUs’ care.   

 

In most of the cases, only parents were allowed to visit the neonates. Mothers stayed 

with their neonates who were not in the intensive care rooms. Mothers of neonates 

who were admitted to intensive care rooms were allowed to visit the neonate. The 

frequency of visits varied from NICU to NICU and whether the neonates were feeding 

breast (mothers of neonates who were breastfed were allowed to visit the neonates 
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more frequently). Husbands were allowed to visit the neonates for a short period with 

varying frequency from one NICU to another. All visitors were required to adhere to 

the dressing codes of the NICUs to maximize infection prevention.   

 

A study conducted in other NICUs in Ethiopia revealed that limited time to visit their 

neonates was among the concerns of the parents (Mengesha, Amare, Asfaw, Tesfa, 

Debela, & Getahun 2022: 121). Husbands and other family members were not 

included in the interview. The interviews with the mothers of the neonates indicated 

that the fathers of the neonates were allowed to for a short period. Other family 

members were not allowed to visit the neonates in most of the case. The main reason 

for limiting the visitors and the visit time was to minimize the risk of infection to the 

neonates.    

 

In most of the study NICUs, the focus of the neonatal intensive care unit was on clinical 

care and there was less attention to improving the experience of care. Even though 

there were some efforts to integrate the NICU activities with the other relevant 

departments such as the delivery room, generally, integration of care is not strong. 

This concurs with the 2016-2020 national quality of care strategy review which report 

which reported poor integration and linkage among the challenges of the health 

system quality (MOH 2020:2).   

 

b) Data use and quality improvement and assurance 

 

According to WHO (2020:75), every health facility that provides care for sick and small 

neonates is expected to have a working system for gathering, analysing, and using 

neonatal data as part of performance monitoring and quality improvement. Kruk et al. 

(2018: 1996-1197) assert, that the ability to measure and use data for learning must 

be developed in health systems. What matters most to people, such as competent 

care, user experience, health outcomes, and system confidence, should be measured, 

reported, and used by healthcare systems. 

 

In this study, both the qualitative and quantitative data indicated that the study NICUs 

captured various data related to the neonate. However, the primary focus was on 

making sure that the required data was captured and reported with the main intention 
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of adhering to the requirements of the hospitals. Less attention was given to NICU-

level data analysis and use for improving the quality of neonatal intensive care. This 

finding fits with the 2016-2020 national quality of care strategy review reports which 

pointed out limited quality-oriented indicators and poorly designed quality of care 

monitoring and feedback mechanisms among the challenges of the national quality 

efforts (MOH 2020:2).  

 

The 2016-2020 national quality of care strategy review identified the absence of a 

quality improvement plan and lack or limited budget for quality improvement initiatives 

as major challenges to healthcare quality and safety (MOH 2020:2). This study 

revealed that there was at least one focal person from the study NICUs working with 

the quality improvement and assurance teams of the hospitals, and these teams were 

present in all the target hospitals. Nonetheless, only one of the six NICUs included in 

the study had a quality improvement and assurance plan, and none of the NICUs had 

a budgeted and costed plan with established mechanisms to support the identified 

quality improvement and assurance activities. 

 

The main method used by all six NICUs in the study to keep track of service user 

feedback was the suggestion box. A client satisfaction survey was used only by half 

of the study NICUs and was conducted less frequently. The utilization of customer 

feedback to improve and assure the quality of the services was limited.   

 

The study indicated the need to move away from collecting data just for the sake of 

reporting to the next level. The gap in the capacity and culture of data use, at the NICU 

level, for improving quality was evident.    

 

c) The referral system  

 

About four percent of the total neonatal admission was referred to other health 

facilities. Referral of the neonates happened through liaison offices across the study 

NICUs. Ambulances were used to transport neonates in critical conditions while 

families were advised to use their means of transportation in the referral of stable 

neonates. There was prereferral communication of the referral hospital and 
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confirmation of the availability of beds before sending the neonates. There were three 

major challenges related to the referral of neonates.   

 

First, there was no functional feedback system in place. Even though individual 

healthcare providers used different mechanisms to get feedback about the neonates 

they referred out, there was no feedback from the next-level hospitals to the study 

NICUs. Conversely, the study NICUs were not providing feedback to health facilities 

that referred neonates to them. The challenge related to the referral was prevalent 

across all the study NICUs.  

 

This finding concurs with another study which reported that most of the time, facility 

meetings or casual talks were the primary means of communicating feedback between 

the initiating and receiving facilities rather than a formal referral form exchange (Teklu 

et al. 2020:7). Second, referrals of neonates were delayed due to different reasons 

commonly due to unavailability of beds in the receiving hospitals and sometimes due 

to work overload of the liaison office of the referring NICU. Third, there were 

unnecessary referrals due to different reasons including poor diagnostic capacity at 

the sending NICUs; incomplete information of the sending NICU about the availability 

of services in the receiving hospital; and the referral system that requires a specific 

public hospital to refer to a specified public hospital. 

 

d) Availability and use of standard operating procedures and guidelines 

 

According to Kruk et al. (2018: e1196), in a typical preventative or curative visit, women 

and children in low-income and middle-income countries receive fewer than half of the 

clinical interventions that are recommended. Kruk et al. further claim that it is 

inefficient, wasteful, and unethical to provide health care without ensuring a minimal 

standard of quality. 

 

This study revealed that there were various interlinked bottlenecks which were mainly 

related to the human and material resources that hampered the NICUs to provide the 

neonatal intensive care as per the standard. 
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The NICU Training Participants’ Manual was the main document used by the study 

NICUs. The availability of and efforts to adhere to NICU training participants’ manuals 

and other relevant national and international standards was mentioned by the NICU 

staff as one of the strengths.   

 

Other important documents that were used by the study NICUs included paediatrics 

books, national standard treatment, and quality improvement guidelines and tools. 

There were NICUs using documents and tools that were shared by partner 

nongovernmental organizations.  

 

There was no detailed national guideline/standard operating procedure that was being 

used by the NICUs. Apart from one hospital, none of the NICUs had detailed guideline 

or standard operating procedures that were specific to the care components that were 

provided in the NICUs. This is in line with findings of a qualitative study conducted in 

Oromia and Amhara regions and Addis Ababa City Administration which reported that 

clinical guideline for the care of preterm, low birth weight, and sick neonates was not 

available in many of the primary health care facilities (Jebessa, Litch, Senturia, Hailu, 

Kahsay, Kuti, Wolka, Teklu & Gezahegn 2021:1). 

 

ii. The health workforce  
 

a) The health workforce availability and skill mix  

 

The total number of staff in the study NICUs was 132 of which 100 (76%) were 

technical staff.  Seventy-two percent of the total technical staff were working full-time 

in the NICU while the remaining 28% of the technical staff were working in the NICU 

assigned from another department of the hospital on a round basis.  

 

The study indicated that the caseload does not correspond to the staffing levels. 

Inadequacy of the number of staff was stressed as a point of concern in most of the 

focus groups and semi-structured individual interviews to deliver higher-quality 

neonatal intensive care.  
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Shortage of technical staff was cited as one of the difficulties in providing higher-quality 

care for the newborns, which kept the NICU staff busy in most cases. Apart from the 

number of staff, there were essential staff that were either missing from the staff 

composition or were in short supply. The commonly available NICU technical staff 

included paediatricians, general practitioners, neonatal nurses, and other technical 

staff. None of the study NICUs had a neonatologist while there was one paediatrician 

in each hospital, except one NICU which had three paediatricians. The average 

number of nurses for the study unit was 12 (20, 9, and 8 for the university, general and 

primary hospitals respectively). Only 26% of the nurses were neonatal nurses while 

there was no neonatal nurse in one of the hospitals. Each of the four hospitals had 

one general practitioner while one had two and the other had none. The unavailability 

of some administrative staff, such as social workers, was also affecting the quality of 

intensive neonatal care. 

 

Based on the draft national document that stipulates the minimum staffing 

requirement, the number of nurses working in the study NICUs was 37% of the 

minimum requirement. The number of nurses in the NICUs of university, general, and 

primary hospitals was 31%, 38%, and 75% of the minimum requirement respectively. 

The number of general practitioners in the study NICUs was 33% of the minimum 

requirement. 

 

b) Health workforce training  

 

Excluding the paediatricians and neonatal nurses (who were not the priority targets for 

neonatal intensive care training in the study NICUs), 59% of the technical staff 

received neonatal intensive care basic training while the remaining 41% of the staff 

were working in the NICU without formal neonatal intensive care basic training. There 

were variations among study hospitals in terms of the proportion of staff training from 

30% (the lowest) to 86% (the highest).   

 

This finding is in line with another study which revealed that basic neonatal care 

training was not frequently provided to staff members. Many, if not the majority, of the 

clinicians did not receive proper pre-service training for the preterm, LBW, and unwell 

newborn program (Usman et al. 2019:4). 
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Interviews with the NICU staff indicated that one of the main obstacles to enhancing 

the quality of neonatal intensive care was the dearth of or insufficiency of basic 

neonatal intensive care training, refresher training, and training on particular service-

related issues. Training was considered by the NICU staff not only as a mechanism to 

strengthen the knowledge and skill of the staff but also as an incentive and a 

mechanism for the staff to get relaxed and refreshed. 

 

Jebessa et al. (2021:1) assert shortage of skilled staff is among the major challenges 

that compromise the quality of care for preterm, low birth weight, and sick neonates. 

Similarly, the National Health Care Quality and Safety Strategy 2021-25 identified a 

critical shortage of trained staff among the challenges pertaining to healthcare quality 

and safety (MOH 2021:15). 

 

c) Supervision and technical support 

 

Only two of the study NICUs received supervision from any source within the last three 

months (one of the NICUs received two supervision visits while the other NICU 

received one visit). Sources for recent supervision were the Oromia Regional Health 

Bureau (three recent visits), nongovernmental organizations (two recent visits), the 

Federal Ministry of Health, and the Zonal Office (one recent visit each). There was 

only one general hospital that received recent supervision/technical support and 

medical supplies from the higher-level hospital.   

 

Data from focus group interviews divulged that supervision visits were infrequent and 

irregular. This finding agrees with the findings of another study. Jebessa et al. (2021:1) 

reported a lack of supervision among the challenges compromising the quality of care 

for preterm, low birth weight, and sick neonates. 

 

The NICU staff who participated in the focus group interviews felt that the supervisions 

they had so far were ineffective because they were more concerned with auditing the 

availability of tools, resources, and supplies than with the technical side of things yet, 

the NICU personnel participated in the focus group interview saw the value in 

mentoring and technical support. Even though mentoring was valued positively by the 
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NICU staff, the implementation of the mentoring and coaching activities needs 

strengthening (MOH 2020:2). 

 

d) Staff management  

 

Leadership and governance constitute the foundation of the Ethiopian Health Care 

Quality and Safety Strategy framework. In the broader sense, leadership refers to the 

political commitment at all levels, change management, policies and regulations, 

establishment of accountability, and provision of basic infrastructure (MOH 2021c:6).    

 

According to Reblando (2018:3) the level of healthcare management professionalism 

affects the level of healthcare provided in the health institution. Healthcare 

management is important for the provision of better-quality care. Thus, healthcare 

management must uphold the functionalities, duties, and responsibilities for them to 

be effective.  

 

High turnover of staff at health facilities and higher levels; unclear coordination, 

linkage, integration, interface, and accountability mechanism; limited involvement of 

senior clinicians; lack of individual-level performance measurement mechanisms; lack 

of staff motivation mechanism which has been reflected in the form of poor 

commitment; poor coaching and mentoring mechanisms; absence of scope-based 

practice were among challenges Ethiopia’s health system has been struggling with 

(MOH 2020:2). 

 

This study revealed the following major challenges related to study NICUs’ staff 

management. First, assigning untrained staff from other departments to NICUs for 

regular service as well as for duties was among the point concerns affecting staff 

satisfaction and the quality of care. The reason behind this concern was related to the 

duty allowances, which were minimized by increasing the number of staff assigned to 

NICU duties from other departments. Second, unresponsiveness to staff requests and 

to address identified problems was among notable sources of staff dissatisfaction. 

Thirdly, sending employees from other departments for training in newborn intensive 

care while there is a skills gap among the NICU staff was another important 
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management problem. Lastly, the assignment of NICU staff on duty without 

considering the caseload resulted in unnecessarily heavy workloads.  

 

Short term deployment was one of the challenges. According to Matlakala (2015:5) 

the implications of taking a nurse out of ICU and placing her or him in a different unit 

may have consequences to the patient’s needs, to the unit systems and functioning 

and the deployed nurse’s skills. In this study, similarly the NICU nurses felt burdened 

by deployed nurses. 

 

As discussed in the next section, the challenges related to the staff management were 

linked, directly or indirectly, with the staff motivation which in turn is related to the 

quality of the neonatal intensive care. Therefore, addressing the gaps in the staff 

management needs to be part of the neonatal intensive care quality improvement 

efforts.   

 

e) Staff motivation  

 

The motivation of the NICU staff was impacted by several interrelated factors. As part 

of the efforts to improve the quality of care offered by NICUs, it seems that identifying 

and addressing the factors that influence staff motivation was overlooked. The major 

NICU staff demotivating factors included poor management (which was discussed 

under the ‘staff management section’); low salary and professional risk allowance; lack 

or inadequate training; and shortage or unavailability of equipment and supplies.  

 

In virtually every focus group interview with the NICU staff, low hardship compensation 

benefit was mentioned as an important source of dissatisfaction. Not only was the 

compensation amount low, but it also varied from region to region and from hospital 

to hospital within a region. In some cases, the compensation benefit was not paid on 

time. Merga H, and Fufa T. (2019:6), argues that Job satisfaction is directly correlated 

with how healthcare professionals perceive their allowances and benefits which is in  

line with the finding of this study.  

 

The challenges related to the hardship compensation benefits were among the 

prominent concerns of the NICU staff. The issues related to the amount of 
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compensation need further research and higher-level decisions and policy revision. 

The variations among hospitals and regions could be minimized. The hospitals could 

improve the timeliness of the payments.       

 

Lack of infrequent training was cited not only as a component of activities aimed at 

enhancing staff knowledge and skills but also as a key staff demotivator.Among the 

main problems cited as demotivating the NICU personnel was a lack of supplies and 

equipment needed to deliver the desired services. This finding concurs with the 

findings of Merga and Fufa (2019:5), who reported a lack of supplies needed to 

perform their jobs among the factors that affected the motivation of the health workers 

negatively.  

   

The inconvenient NICU environment was another factor that affected staff satisfaction 

adversely. The NICU rooms were not only substandard, inadequate, and inconvenient 

to provide the newborns with standard care, but they were also difficult for the 

personnel to rest, take a bath, and discuss. Some of the NICU rooms were not supplied 

with water, and where it was, the supply was frequently interrupted.    

 

iii. Physical resources 
 

a) The Neonatal intensive care rooms 

 

The report of the 2016-2020 national quality of care strategy review revealed poor 

health infrastructure among the major challenges to enhancing quality healthcare 

service in Ethiopia (MOH 2020:2).  

 

All six of the study NICUs had baby care rooms with 121 beds, kangaroo mother care 

rooms with 20 beds, and maternal rooms with 52 beds. The average number of baby 

care beds for the study NICUs, was 20, with 37, 16, and 8 beds, respectively, for 

university, general, and primary hospitals.  

 

The study NICUs had an average of 9 maternal beds; the university hospitals 

contributed the most average beds (15), followed by general hospitals (8) and primary 

hospitals (4). Each study hospital had three kangaroo mother care beds on average 
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while the average number of beds for university, general, and primary hospitals was 

five, two, and three respectively. Stepdown, isolation, procedure, and triage rooms 

were only present in a few of the NICUs.  

 

Maternal beds were the most occupied beds (88%) followed by baby care beds (75%) 

on the data collection day. Only 25% of the 20 kangaroo mother care beds were 

occupied on the date of the data collection. The mean proportions of baby care beds 

that were occupied on the date of the data collection were 80%, 70%, and 32% for the 

university, general, and primary hospital NICUs respectively.  

 

On the other hand, on average, 100%, 84%, and 67% of the maternal beds were 

occupied in university hospitals, general hospitals, and primary hospitals NICUs 

respectively. Similarly, 19%, 25%, and 17% of the kangaroo mother care beds of the 

university, general, and primary hospital NICUs were occupied on the date of the data 

collection. None of the NICU beds were fully occupied (except the maternal beds in 

the university hospital NICUs) on the date of the data collection. However, it was 

indicated that there are occasions when the number of cases increases. It was also 

pointed out that the unavailability of beds in the receiving NICUs was among the 

challenges affecting the referral of neonates for higher-level care.    

 

Most of the study NICUs had storage rooms and staff duty rooms (separate for males 

and females). Only one out of six of the NICUs had staff dressing rooms with lockers. 

Similarly, only one out of the six study NICUs had separate meeting rooms for the 

NICU staff. Procedure and isolation rooms were among the commonly listed, by the 

NICU heads, when asked to list essential rooms that are not available in the NICU. 

The lack of functional bathrooms for the mothers was also among the challenges.  

 

All the heads of the NICUs replied that the NICUs’ total space was not adequate to 

provide neonatal intensive care as per the standard.  The number of NICU rooms was 

not adequate and the size and the design of the rooms were not convenient to provide 

the intended neonatal intensive care as per the standard. The location and design of 

the rooms were not as per the standard compromising the quality of care. The 

availability and functionality of basic facilities such as water, and toilet and bath 

facilities in the NICU rooms were poor.    
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This finding coincides with Usman et al. (2019:4), which revealed lack of adequate 

and convenient space, reliability of power, and functionality of water were among the 

challenges affecting the public health system to provide better quality care to the 

preterm, low-birth weight, and sick newborns. 

 

In summary, the number of available NICU beds was not a major challenge. The major 

challenges were related to the inadequacy of the total space allocated for the NICU 

and the size of the NICU rooms; poor design (including location) of the rooms; 

unavailability of some rooms; and unavailability (functionality) of basic facilities (such 

as water, toilet, bath). 

 

b) Basic amenities, equipment, supply, medications, and diagnostic facilities  

 

One of the main issues that impeded the delivery of higher-quality neonatal intensive 

care throughout the research NICUs was the lack of equipment, supplies, medications, 

and diagnostic facilities. The main issues with equipment, supplies, and medications 

as well as diagnostic facilities included a lack of or a shortage of medical equipment, 

non-functional medical equipment, a lack of or a shortage of medical supplies and 

medications, and a lack of or a shortage of certain diagnostic facilities due to a lack of 

or a shortage of functional diagnostic equipment and supplies. 

 

Jebessa et al. (2021:1), in a study conducted in Ethiopia, mention shortages of 

equipment and supplies, medication, physical space, water, electricity, and 

infrastructure is a very common challenge to providing quality care for preterm, low 

birth weight, and sick neonates. Another study revealed stockout of medications and 

medical supplies and unavailability and dysfunctionality of devices were among the 

major gaps hampering the provision of care to preterm, low birth weight, and sick 

newborns (Usman et al. 2019:7). 

 

Other challenges included poor water and sanitation and communication facilities.    

Water piped into the facilities was the most often used source of water for the study 

NICUs, according to the NICU service status assessment. Yet, in some NICUs, the 

water line was not extended to the NICUs. Other challenges pertaining to water and 

sanitation included frequent water interruptions, a lack of handwashing facilities in the 
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NICUs, and a lack of bathing facilities for the mothers and the NICU staff. Only two of 

the six research NICUs gave mothers of newborns access to separate restrooms, 

while the other four NICUs gave them access to restrooms that were also used by 

other hospital patients.   

 

Only one-third of the study NICUs had hospital-provided computers and the hospital's 

internet service. Similarly, only one-third of the NICUs in the study had landlines, and 

none of the NICUs had access to institution-provided mobile phones. On the day of 

data collection, almost all the study NICUs had access to clean running water (piped 

or in a bucket with a tap or a pouring pitcher), hand washing soap, alcohol-based hand 

rub, disposable latex gloves, waste bins, sharp container safety boxes, environmental 

disinfectant, and disposable syringes with needles.     

 

Iv. Experience of care 
 

Kruk et al (2018: e1196) assert, that in low- and middle-income nations, one in three 

persons reported having bad experiences with their healthcare system in terms of 

attention, respect, communication, and visit length. This section summarizes the 

experience of care based on the qualitative interview with the mothers and the NICU 

team.   

 

a) Communication with and participation of the mothers 

 

The communication between the neonatal intensive care unit staff and the mothers of 

the neonates was generally perceived as smooth by the mothers of the neonates. Most 

of the mothers who took part in the semi-structured individual interviews described the 

NICU staff as compassionate and helpful people.  

 

However, the emphasis of the intensive neonatal care providers was on providing 

clinical care and with less attention to fostering effective and comprehensive 

communication with the mothers, and families.  In most of the cases, communication 

between neonatal intensive care providers and the mother was not well planned, 

wasn't supported by communication tools, and wasn't comprehensive. Mengesha et 
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al. (2022:121), stated that parents of the neonates were provided with limited 

information which is in support of the findings of this study. 

 

The contents of the information included the current illness of the neonate, 

breastfeeding, immediately reportable neonatal danger signs, keeping the baby worm, 

and clarifying the major roles of the mothers.   

Communication between the mothers and the neonatal intensive care unit staff was 

hampered by different challenges. Staff shortages existed in some NICUs. Hence, the 

NICUs put more emphasis on providing clinical care and less on establishing 

successful communication. 

 

Another barrier to effective communication between neonatal intensive care staff and 

mothers was the absence of separate counselling rooms. Another difficulty was the 

distorted view of NICUs among mothers and families. Several mothers and families 

thought of the NICUs as a location to keep the newborns warm rather than as a place 

where intensive care was offered. As a result, it was difficult to persuade some 

mothers, and families that the NICUs were offering intensive care. 

 

The moms were involved in the care of the newborns to varying degrees. Participation 

of the mothers in the care process included breastfeeding, keeping the hygiene of the 

neonate and herself, providing kangaroo mother care, procuring medications, 

collecting laboratory investigation results, and reporting danger signs immediately.  

 

b) Emotional and psychological support 

 

Parents of neonates admitted to the NICU suffer from psychological and emotional 

problems. The study identified anxiety, stress, worries, hopelessness, and a state of 

confusion as major psychological problems. On the other hand, anger, crying, 

sadness, frustration, dissatisfaction, regret, disappointment, feeling bad, self-blaming, 

nervousness, disturbance, and lack of self-control were the major emotional problems 

as reported by the parents of the neonates (Mengesha et al. 2022:121).  

 

A detailed assessment of the emotional and psychological status of the mothers of the 

neonates was beyond the scope of this study. However, it was evident from the study 
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that mothers were under notable psychological stress, which was mostly brought on 

by the uncertainty surrounding the neonate's prognosis. In addition to worrying about 

the health of the newborns, mothers, and families also had to worry about the affairs 

of the family and the children who were at home during their stay in the NICUs. When 

the newborns were premature, in critical condition, or had persistent illnesses such as 

congenital malformation, the mothers' and families' psychological burden seemed to 

increase considerably. 

 

Even though the focus was on the clinical care for the neonates with little attention to 

addressing the emotional and psychological support of the mother and the family, 

there were efforts by the NICU team to address the psychological burden on the 

mothers and the families by providing counselling with more attention to those mothers 

and families of the neonates who were premature, in critical condition and those who 

had chronic conditions such as major congenital malformation. 

 

c) Compassionate and respectful of the care  

 

All admitted neonates were registered with relevant information, including the outcome 

of the neonates on discharge. The neonates had equitable access to the service. They 

were even a priority population group in most of the cases. The health care providers 

exerted good efforts to provide neonatal intensive care respectfully.  

 

Most of the NICU team believe that operation under constraint resource limitation 

made keeping the confidentiality issue uneasy. Confidentiality was considered from 

the mother’s/family’s confidentiality perspective. Therefore, the care providers made 

efforts to address the confidentiality of the mothers/families, and thereby that of the 

neonates. The findings concur with the results of a study by Matlakala (2015b:4) about 

the lessons learnet on sharing the critically ill patient’s information with the family.  

 

Interviews with the mothers of the neonate indicated that the NICU staff provided care 

with good respect to the neonate and the family. There was no major challenge that 

was mentioned by the  mothers in relation to respect, dignity, and protection of rights. 
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Generally, despite, multiple and interlinked challenges, mainly pertaining to human 

and material resources and the provision of care, most of the mothers who took part 

in the study expressed their satisfaction with most of the neonatal intensive care 

activities. However, this should be interpreted carefully as the expectation for quality 

by the mothers of the neonates seems very low.  

 

Kruk et al. (2018:209) argue client satisfaction as a measure of quality should be 

cautiously interpreted. Somewhat ironically, despite the prevalence of substandard 

healthcare, clients in low- and middle-income countries tend to express high levels of 

satisfaction with the care. In eight low-income nations, 79% of clients and caregivers 

said they were very satisfied with the care they received during consultations where 

fewer than half of the necessary clinical steps were performed by the providers. 

 

4.5. SUMMARY OF CHAPTER 4  
 

Analysis, presentation, and description of the research findings were presented in 

three steps in this chapter. The analysis, presentation, and description of the findings 

from the quantitative and qualitative data was presented in step I and II respectively. 

Step III discussed and put into perspectives the findings from quantitative method 

(step I) and qualitative method (step II).   

 

The results of the study revealed different and interlinked factors that were related to 

provision of care, the health workforce, the physical resources, and the experience of 

care which affected the quality of care provided in the study NICUs. The evidence in 

chapter 4 provided a direction for the development of strategies in chapter 5. 
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CHAPTER 5 
 

DEVELOPMENT OF STRATEGIES TO IMPROVE THE 
QUALITY OF NEONATAL INTENSIVE CARE 

 

5.1. INTRODUCTION  

 

A strategy is a set of broad lines of actions intended to achieve goals and targets set 

in the policy or program WHO (2018:69). Therefore, the strategies to improve the 

quality of neonatal intensive care focused on improving the health outcomes of 

neonates admitted to neonatal intensive care units. The purpose of this chapter is to 

present strategies to improve quality of the neonatal intensive care in Central Ethiopia. 

The development of the strategies was based on the findings of the study. This chapter 

focuses on presenting the major strategies along with key activities to address the 

identified key challenges. The chapter also describes the guiding principles, 

methodology, goal, objectives, and scope of the strategies.  

 

5.2. GUIDING PRINCIPLES OF THE STRATEGIES   
 

The development of the strategies was guided by the following guiding principles, 

namely evidence-based, relevance, comprehensiveness, practicability, and flexibility. 

The guiding principles were developed by the researcher based on a review of relevant 

literature (Matlakala 2012:204; Birhanu & Mathibe-Neke. 2018) and the experience of 

the researcher. A brief operational definition of each principle is presented below.  

 

Evidence-based: The extent to which the strategies are consistent with the key 

findings of the study that led to its development, and concurrently, the extent to which 

it is consistent with the existing relevant bodies of evidence.    

Relevance: Based on the findings of the study, the extent to which the strategies are 

appropriate to address the identified challenges related to the quality of neonatal 

intensive care.    

Practicability: The extent to which the strategies can be translated into action in the 

local context.   
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Reliability:  The extent to which the strategies can be used by other (non-study area) 

neonatal intensive care units operating in a similar context with contextualization to 

the local situation.    

Clarity: The extent to which the strategies are easily understandable. 

Priority: Based on the findings of the study, the extent to which the strategies aiming 

for the priority issue of the NICU. 

 

5.3. METHODOLOGY OF THE STRATEGIES DEVELOPMENT  
 

The strategies to improve the quality of neonatal intensive care were based on the 

findings of the study (chapter 4). The framework for strategies to improve the quality 

of neonatal intensive care was adapted from the Donabedian's model. The process of 

developing the strategies was guided by the conceptual framework (Figure 5.1). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The 

Donabedian 
model 

Focus areas 
of the 

strategies 

The 
strategies 

Structure  Outcome Process 

 
 

Provision of 
Care 

 
 

Human 
Resource 

 
Physical 

Resource 
 

 
 
Survival of Neonates 

 
 

1Strengthen the technical 
capacity of the neonatal intensive 
care staff. 

 
2 Improve professional risk 
compensation benefit payment for 
the NICU staff.  
 
3 Enhance the NICUs to provide 

high-quality neonatal intensive 
care. 
 
4 Strengthen the availability of 
functional essential equipment, 
supplies, and medications that are 

needed for the provision of quality 
neonatal intensive care. 
 

5 Pay special attention to 
neonates who are in the 
first 24 hours of age and 

neonates with low birth 
weight on admission, 

perinatal asphyxia, and 
congenital malformation 
in the neonatal intensive 

care process. 

Figure 5. 1: Framework for strategies to improve the quality of neonatal intensive care 
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The framework (figure 5.1) helped the researcher to systematically approach 

strategies development by categorizing the key findings, challenges, strategies, and 

activities into categories. Specifically, key findings and challenges were categorized 

into structure-related (human and physical resources), process (provision of care), and 

outcome-related (survival of neonates). Key strategies were worked out based on the 

findings. Key activities were identified for each strategy. The modified Delphi technique 

was used to develop the strategy. 

  

The process of the strategies development included validation of the strategies by 

experts from the study areas (the heads of the NICUs). An evaluation checklist with 

criteria and rating scale was developed (annexure D 6) and was shared with the 

experts to validate the strategies. The experts validated each strategies using the 

validation checklist and returned it to the researcher. In the validation checklist, there 

was a column for the experts to provide additional comments pertaining to their 

validation. The researcher reviewed and compiled the validation feedback of the 

experts. The researcher conducted one-to-one telephone discussions with the experts 

whenever further clarifications were required based on the validation feedback. The 

strategies discussed with the study supervisor and enriched. The strategies were 

finalized after the validation of the experts has been compiled and incorporated and 

feedbacks from the study supervisor were incorporated.      

 

5.4. GOAL AND OBJECTIVES 
 

The following were the goal and objectives of the strategies to improve the quality of 

neonatal intensive care.  

 

Goal - The goal was to improve health outcomes of neonates admitted to neonatal 

intensive care units.  

 

Objectives- The objectives of the strategies were to: 

• strengthen the availability, competence, and motivation of the health workforce of the 

NICUs.    

• enhance the availability, adequacy, and functionality of basic material resources. 

• improve the quality of neonatal intensive care provided to neonates in the NICUs.  
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5.5. THE SCOPE OF THE STRATEGIES  
 

These strategies are primarily meant for the neonatal intensive care of the primary 

hospitals (level-I NICUs), general hospitals (level-II NICUs), and university hospitals 

(level-III NICUs) that were the study NICUs. The primary target users of the strategies 

are intended to be nurses working in the study NICUs. However, the researcher 

believes that the strategies can be used by other neonatal intensive care units of 

primary, general, and university hospitals operating in a similar context with 

reasonable contextualization.  

 
5.6. THE STRATEGIES TO IMPROVE QUALITY OF NEONATAL 

INTENSIVE CARE   
 

5.6.1. Strategies for strengthening technical capacity and motivation of neonatal 

intensive care human resource  

 

Key findings: A significant proportion of the NICU staff (40%) are providing care 

without basic training in neonatal intensive care. Supervision visits were infrequent 

and irregular. The supervision was perceived by the NICU staff as ineffective because 

they were more concerned with auditing the availability of tools, resources, and 

supplies than with the technical side of things. Even though mentoring and technical 

support were perceived positively by the NICU staff, the support was not frequent.    

 

Generally, low professional risk compensation benefit payment was among the 

frequently mentioned factors that demotivate the NICU staff. More importantly, the 

benefit is not paid on time and the amount paid is not uniform across the NICUs in a 

similar setting.  

 

Tables 5.1 to 5.5 presents the key challenges and related strategies. 
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Table 5. 1: Key challenges, strategies, and activities for strengthening 
technical capacity of neonatal intensive care human resources  

Key challenges Strategies Key activities 

There is a gap for the 

NICU staff to access 

neonatal intensive care 

training and technical 

support. 

Strengthen the 

technical capacity of 

the neonatal intensive 

care staff 

- Put in place mechanisms for 

continued skill-based basic and 

refresher training for the NICU staff. 

  

- Strengthen the quality, frequency, 

and regularity of the supervision and 

technical support to the NICU staff.  

 

 

Table 5. 2: Key challenges, strategies, and activities for improving motivation 
of neonatal intensive care human resources  

Key challenges Strategies Key activities 

Professional risk 

compensation benefit 

payment was low, not paid 

on time and the amount is 

not uniform across the 

NICUs. 

Establish a 

mechanism for on-

time professional risk 

compensation benefit 

payment and 

maintain uniformity of 

the amount paid 

across the NICUs in a 

similar context. 

- Establish a mechanism to pay 

professional risk compensation 

benefits on time.  

 

- Whenever possible, make the 

amount paid uniform across the 

NICUs in similar settings.  

 

- Advocate increasing the amount of 

the professional risk compensation 

benefit paid to the NICU staff.    

 

 

5.6.2. Strategies for strengthening the availability of essential supplies, 

medications, and equipment  

Key findings: In most of the cases, the NICU rooms were not adequate, not well 

designed, and not conveniently organized to deliver the intended neonatal intensive 

care. Besides, the NICUs were suffering from unavailability and non-functionality of 

basic facilities such as water supply and hand washing facilities.   
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There was frequent stock out of supplies and medications. There was a shortage of 

essential devices. Availability of non-functional devices was a common problem and 

the devices were not maintained timely in most of the cases. The most common 

challenge for delayed maintenance was the unavailability of trained biomedical 

engineers.     

 

Table 5. 3: Key challenges, strategies, and activities for enhancing the capacity 
of rooms to provide high-quality neonatal intensive care 

Key challenges Strategies Key activities 

The NICU rooms were 

not adequate, not well 

designed, and not 

conveniently organized 

to deliver the intended 

neonatal intensive care. 

The NICUs were 

suffering from 

unavailability and non-

functionality of basic 

facilities such as water 

supply and hand 

washing facilities.  

 

Enhance the 

capacity of NICU 

rooms to provide 

high-quality 

neonatal intensive 

care  

 

- Based on the specific context and 

feasibility, reorganize the NICU rooms and 

beds in a way that maximizes infection 

prevention, and provision of optimal quality 

of neonatal intensive care and family-

centred care.  

 

- Consider the size, number, location, 

design, and basic facilities of the NICU 

rooms during the renovation or 

construction of new NICU/hospital rooms.  

 

- Prioritize NICUs in the installation and 

maintenance of water and hand hygiene 

facilities. 

 

 

Table 5. 4: Key challenges, strategies, and activities for strengthening the 
availability of essential supplies, medications, and equipment  

Key challenges Strategies Key activities 

There is frequent stock 

out of basic supplies 

and medications and a 

shortage of functional 

essential equipment. 

Strengthen the 

availability of 

functional essential 

equipment, supplies, 

and medications that 

are needed for the 

provision of quality 

- Advocate for procurement of adequate 

essential equipment, supplies, and 

medications needed for neonatal 

intensive care.   

- Put in place an effective logistic 

management system for close 

monitoring of availability and timely 
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neonatal intensive 

care. 

 

 

refilling of supplies and medications and 

to minimize stockouts. 

 

- Train biomedical engineers on 

maintenance of essential NICU 

equipment; and ensure timely 

maintenance of non-functional 

equipment by strengthening early 

requests for maintenance whenever 

trained biomedical engineers are 

available in the hospital.  

 

5.6.3. Strategies for strengthening the quality of care provision  

Key findings: Most of the deaths (75%) occur within the first week of life. Neonates 

with low admission weight, perinatal asphyxia, and congenital malformation had a 

higher chance of death compared to other neonates without these conditions.  

Integration of care across relevant services in the hospital, including delivery, early 

child development, immunization, emergency, and liaison offices is not strong.       

 

Table 5. 5: Key challenges, strategies, and activities for strengthening the 
quality-of-care provision  

Key challenge Strategy Key activities 

The majority of the 

neonatal deaths 

occurred within the first 

week of life and low 

admission weight, 

perinatal asphyxia, and 

congenital 

malformation were 

significantly associated 

with higher neonatal 

death. Integration of 

care across relevant 

Pay special attention 

to sick neonates who 

are under 7days of 

age and neonates 

with low birth weight 

on admission, 

perinatal asphyxia, 

and congenital 

malformation in the 

neonatal intensive 

care process.   

- Strengthen close clinical monitoring 

during the first week of life of the 

neonates.  

 

- Enhance nutritional support by 

prioritizing feeding the neonates with 

breast milk, including through assisted 

feeding with mother's milk, providing 

parenteral feeding appropriately for those 

neonates who cannot tolerate enteral 

feeding, giving micronutrients as 

indicated, and counselling the mother  
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services in the hospital 

is not strong.     

on optimal feeding.  

 

- Strengthen care for neonates with 

congenital malformations, including early 

referral for advanced care whenever 

referral is indicated.   

     

- Strengthen the integration of care across 

relevant services in the hospital, including 

delivery, early child development, 

immunization, emergency, and liaison 

offices. 

 

 

5.7. VALIDATION OF THE STRATEGIES  
 
The purpose of the validation was to evaluate the extent to which the strategies are 

based on evidence, relevant, actionable, reliable, clear and focused on the most 

pressing issues from the perspective of the experts (the heads of the NICUs). The 

strategies were shared with the head of the NICUs for validation in two rounds. The 

feedback of the experts and the study supervisor on the first draft of the strategies in 

the first round of feedback was used to revise the strategies and come up with the 

second draft of the strategies.     

 

The second version of the strategies was shared with the experts for the second round 

of feedback using the validation checklist (table 5.1). The validation checklist, along 

with the “Strategies to Improve the Quality of Neonatal Intensive Care”, was shared 

with all the heads of the six study NICUs and five of them responded. Background 

information about the evaluator experts is presented in Table 5.5. 
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Table 5. 6: Expert evaluators’ background information  

No Qualification Position Professional 
Experience 

Profession 

1 Master of Public Health Head of NICU  9 Year  Nurse  
 

2 BSc in Neonatal 
Nursing   

Head of NICU  10+ Years  Nurse  

3 Masters of Public 
Health  

Head of NICU  6 Years  Nurse  

4 BSc in Neonatal 
Nursing   

Head of NICU  5 Years  Nurse  

5 BSc in Neonatal 
Nursing   

Head of NICU  10+ Years  Nurse  

 
The purpose of the validation was explained to each expert through telephone by the 

researcher. Further clarification was provided to the experts by the researcher 

whenever requested by the experts. The one-to-one discussion was conducted with 

the experts whenever further clarification was needed on the validations provided.  

 

The validation result is summarized in Table 5.6. Each strategy was validated against 

four scales (strongly disagree, disagree; agree, strongly agree) using six criteria that 

were presented in Table 5.1.  The numerical value of each validation scale is 

presented below. 

             

 Validation Scale    Numerical Values 

Strongly Disagree     1 

Disagree      2 

Agree       3 

Strongly Agree     4 

 
The validation scores were summarized based on the numerical values of the 

validation scales.  As presented in Table 5.6, the mean score for each strategy was 

23 (out of the maximum possible score of 24) except for strategy 1 which was 22.  

The total score of strategies ranged from 93% (strategy 1) to 98% (strategy 3). The 

overall mean score for all the strategies was 114 (while the maximum possible mean 

was 120). The overall score for all the strategies was 572 (95% of the maximum 

possible score).   
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Table 5. 7: Description of the experts’ validation score  

Strategy/Evaluators/Total Score  
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Strategy 1: Strengthen the technical 
capacity of the neonatal intensive care staff 

24 23 20 21 24 22 120 112 93% 

Strategy 2: Establish a mechanism for on-
time professional risk compensation benefit 
payment and maintain uniformity of amount 
paid across the NICUs in a similar context. 

22 23 22 24 23 23 120 114 95% 

Strategy 3: Enhance NICUs to provide 
high-quality neonatal intensive care 

24 23 23 23 24 23 120 117 98% 

Strategy 4: Strengthen the availability of 
functional essential equipment, supplies, 
and medications that are needed for the 
provision of quality neonatal intensive care. 

24 22 23 21 24 23 120 114 95% 

Strategy 5: Pay special attention to sick 
neonates who are in the first 24 hours of 
age and neonates with low birth weight on 
admission, perinatal asphyxia, and 
congenital malformation in the neonatal 
intensive care process.   

24 24 24 19 24 23 120 115 96% 

Total  114 600 572 95% 

 
 

5.8. SUMMARY OF CHAPTER 5 
 

In this chapter, strategies to improve quality of the neonatal intensive care were 

explained. Five strategies were developed based on the findings of the study. The 

strategies focused on strengthening the human and material resources as well as the 

neonatal intensive care service provision. The strategies were based on key 

challenges that were identified and key activities were listed for each strategy. The 

strategies were validated by the head of the study NICUs. The next chapter discusses 

conclusions and recommendations.   
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CHAPTER 6 
 

CONCLUSIONS AND RECOMMENDATIONS OF THE STUDY 
 

6.1. INTRODUCTION  

 

The focus of this final chapter is to provide conclusions, recommendations, and 

limitations of the study. The chapter presents the conclusions and recommendations 

focusing on the findings related to human and physical resources and the provision of 

care. The chapter also describes the limitations of the study.       

 

6.2. RESEARCH DESIGN AND METHODS  

 

This research followed a mixed methods approach. A mixed research method is a type 

of approach in which elements of qualitative and quantitative research approaches are 

combined to improve breadth and depth of understanding and corroboration 

(Schoonenboom & Johnson 2017:108). According to Baran and Jones (2016:2), mixed 

research methods are a synthesis that includes ideas from the quantitative and 

qualitative methods.   

 

This study employed a parallel mixed methods design. A parallel mixed methods 

design is a research design where both quantitative and qualitative data are collected 

and analysed concurrently, and the data are integrated during the interpretation phase 

(Shorten & Smith 2017:74).  According to Teddlie and Tashakkori (cited in Shorten & 

Smith 2017:74), parallel mixed methods research is better fitted to address related 

research objectives or different aspects of the same research objective.  

 

Four related research objectives in this study were addressed by quantitative methods, 

qualitative methods, or both. The first two objectives, determining the survival of and 

factors associated with neonates admitted to NICUs, were addressed by quantitative 

methods. The remaining two objectives, exploring the challenges and describing the 

quality of neonatal intensive care services, were addressed by qualitative methods 

supplemented by quantitative methods. The qualitative methods involved conducting 
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five focus group interviews with a total of 22 participants; semi-structured individual 

interviews with five paediatricians and 5 mothers. Interviewer-administered survey 

questionnaires were administered to six heads of the NICUs. Records of the neonates 

were collected from six NICUs using structured data tracking template.  

 

Five strategies were developed based on the study findings. The strategies were 

reviewed and validated by five experts who were the heads of the study NICUs. After 

analysing and displaying the results of the quantitative and qualitative methods 

separately, the quantitative and qualitative methods were mixed at the discussion and 

interpretation level.     

 

6.3. CONCLUSIONS  
 

Availability and technical capacity needs of the neonatal intensive care unit 

staff: There was a shortage of technical staff generally and some key technical staff 

such as neonatal nurses while none of the study NICUs had a neonatologist. On top 

of the staff shortage, challenges related to staff management were evident, including 

assigning staff on duty without considering the real-time case load.  

 

More importantly, a significant proportion of the NICU staff (40%) were providing care 

without basic training in neonatal intensive care. Supervision visits were infrequent 

and irregular. The supervision was perceived by the NICU staff as ineffective because 

they were more concerned with auditing the availability of tools, resources, and 

supplies than with the technical side of things. Even though mentoring and technical 

support were perceived positively by the NICU staff, the support was not frequent.    

 

Staff motivation: Different factors affected the motivation of the NICU staff negatively. 

These included poor management, low salaries, lack of training, and shortage or 

unavailability of equipment and supplies. More importantly, low professional risk 

compensation benefit payment was among the frequently mentioned factors that 

demotivate the NICU staff. The benefit was not paid on time and the amount paid was 

not uniform across the NICUs in a similar setting.  
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The neonatal intensive care unit rooms: The majority of the NICU rooms were not 

adequate, not well designed, and not conveniently organized to deliver the intended 

neonatal intensive care. Besides, the NICUs were suffering from unavailability and 

non-functionality of basic facilities such as water supply and hand washing facilities.   

 

Essential equipment, supplies, and medications: Frequent stock-outs of supplies 

and medications were among the major bottlenecks to the provision of high-quality 

neonatal intensive care. Essential neonatal intensive care devices were not only in 

short supply but also were not maintained timely whenever they went out of service 

due to a shortage of trained biomedical engineers.  

 

The provision and the outcome of care: The study revealed 83.1% survival of 

neonates that were admitted to the study NICUs. The majority of the deaths (75%) 

occurred within the first week of life. Neonates with low admission weight, perinatal 

asphyxia, and congenital malformation had a higher chance of death compared to 

other neonates without these conditions. Integration of care across relevant services 

in the hospital, including delivery, early child development, immunization, emergency, 

and liaison offices was not strong. About four percent of the total neonatal admission 

was referred to other health facilities. Lack of a functional feedback system, delayed 

referrals, and unnecessary referrals were among the major challenges related to the 

referral of neonates.  

 

Experience of care: The communication between caregivers and the mothers was 

not well planned, unsupported by communication tools, and was not comprehensive. 

Mothers were under notable psychological stress, which was mostly brought on by the 

uncertainty surrounding the neonate's prognosis besides other family affairs. Mothers 

of neonates with prematurity, in critical condition, and with chronic conditions such as 

congenital malformation seem to bear increased psychological stress. Most of the 

NICU team believe that operation under the current constraint resource limitation 

made ensuring the confidentiality of neonates and the mothers uneasy. 
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6.3.1. General Conclusions 

 

The quality of care provided by the study NICUs was affected by different interlinked 

factors related to the provision of care, the health workforce, the physical resources, 

and the experience of care.  

 

6.4. LIMITATIONS OF THE STUDY  

 

This study used records of neonates to estimate the survival rate, and factors 

associated with the survival of the neonates admitted to the NICUs. Therefore, the 

researcher did not have control over ensuring completeness and accuracy of the 

records; and inclusiveness in terms of variables included in the records. The 

researcher tried to account for this limitation by increasing the sample size by 26% 

from the calculated sample size.   

 

Due to the small number of NICU staff who fulfilled the inclusion criteria, group 

interviews were conducted with a smaller number of participants (2-3 participants) in 

two of the focus group interviews. The smaller number of participants might have 

limited the extent to which group consensus can be explored in these two group 

interviews. On the other hand, the smaller number of participants provided an 

opportunity to explore the issues in detail.     

 

6.5. RECOMMENDATIONS  
 

6.5.1. Recommendations for strengthening availability, competence, and 

motivation of the neonatal intensive care health workforce  

 

• Put in place mechanisms for continued skill-based basic and refresher training and 

ensure that there is a system for fair access to training opportunities for the NICU 

staff.  Apart from the clinical training, the provision of quality improvement and 

assurance training to the NICU staff is important to improve the quality of neonatal 

care.   



138 
 

• Strengthen the quality, frequency, and regularity of the supervision and technical 

support to the NICU staff. The supervision and technical support need to be 

supportive focussing on identifying and addressing the felt needs of the NICU staff.   

• Hospitals need to establish a mechanism to pay professional risk compensation 

benefits on time. There should be discussions at regional and national levels to 

maintain uniformity in the amount of benefit packages paid across the NICUs in 

similar settings.  Based on the availability of resources, increasing the amount of 

the professional risk compensation benefit paid to the NICU staff needs to be 

considered.     

• Increasing the number of neonatal intensive care unit technical staff as per the 

national standard needs to be among the priority agendas of each hospital. Having 

a neonatologist in each university hospital and increasing the number of neonatal 

nurses in all the study NICUs need to be among the highest priorities. This has to 

be reinforced with effective and efficient staff management.  

• Training the head of NICUs (nurse managers) on leadership and management is 

helpful for efficient and effective management. 

• Addressing the concept of quality assurance and continuous quality improvement 

in neonatal nursing education may lead to sustainable improvement in the quality 

of neonatal intensive care.          

 

6.5.2. Recommendations for enhancing the availability of essential supplies, 

medications, and equipment 

 

• Based on the specific context and feasibility, reorganize the NICU rooms and beds 

in a way that maximizes infection prevention, provision of optimal quality neonatal 

intensive care and family-centred care.  

• Due attention needs to be paid to standardizing the size, number, location, design, 

and basic facilities of the NICU rooms during the renovation or construction of new 

NICU/hospital rooms.  

• The NICUs need to be among the priority departments in the installation and 

maintenance of water and hand hygiene facilities. 

• There should be an effective logistic management system in place to minimize 

stock-outs of supplies and medications. Increasing the budget for procurement of 



139 
 

adequate essential equipment, supplies, and medications needed for neonatal 

intensive care has to be considered.  

• Timely maintenance of non-functional equipment needs to be improved by training 

biomedical engineers; early requests for maintenance and close follow-up of the 

maintenance process.  

 

6.5.3. Recommendations for strengthening neonatal intensive care provision  

 

• Given majority of the neonatal deaths occur in the first week of life, strengthening 

close clinical monitoring for younger neonates is important to improve the outcome 

of care.  

• Integration of neonatal intensive care with relevant services in the hospital, 

including delivery, early child development, immunization, emergency, and liaison 

offices needs to be strengthened.  

• Enhance nutritional support by prioritizing feeding the neonates with breast milk, 

including through assisted feeding with mother's milk, providing parenteral feeding 

appropriately for those neonates who cannot tolerate enteral feeding, giving 

micronutrients as indicated, and counselling the mother on optimal feeding.  

• Establishing a functional referral feedback system; and avoiding delayed as well 

as unnecessary referrals has to be given due attention. Important actions may 

include consistent use of standard referral forms; and establishing effective 

communication between the referring and the receiving health facilities as well as 

between the NICU and the liaison office of the referring hospital.   

• It is important to put in place a functional mechanism to assess the level of 

satisfaction and the actual needs of mothers of neonates and make neonatal 

intensive care more people-centered. 

• Strengthen the use of data at the NICU level to enhance the quality of neonatal 

intensive care and ongoing learning and improvement. 

• A national document that details standards of care, operating procedures, and 

scopes of care of each level of NICU (levels I, II, & III) needs to be in place, 

contextualized into each region, and availed in each NICU.    
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6.5.4. Recommendation for research  
 

• A prospective study that includes different levels of NICUs is needed to 

estimate the survival rate, factors associated with the survival, and causes of 

death of neonates admitted to neonatal intensive care units more accurately.   

• Research is needed to assess the practical application and effectiveness of 

the strategies suggested by the study.  

• Further rigorous research is needed to explore the experiences and needs of 

mothers and families of neonates.   

• Further research is needed to assess the service readiness and standard of 

each level of NICU (level I, II, and III) against the national neonatal intensive 

care standards.       

 

6.6. CONTRIBUTIONS OF THE STUDY  
 

The study assessed the quality of care for neonates admitted to NICUs and developed 

strategies to strengthen the quality of NICU services in Central Ethiopia. The findings 

of the study contribute to the body of knowledge in the area of improving the quality of 

neonatal intensive care. The evidence that was generated by the study as well as the 

strategies that were developed based on the findings of the study can be used to 

strengthen the quality of neonatal intensive care by the service providers and program 

managers in the study NICUs and other NICUs operating in the similar context. 

Researchers also may benefit from the study in terms of using the research areas that 

were identified for further study.     

   

6.7. CONCLUDING REMARKS  
 

The study identified important challenges that impeded the quality of neonatal 

intensive care which were mainly related to human and material resources as well as 

provision and experiences of care. Shortage of staff, unmet training needs, weak 

technical support, and poor staff management were among the major challenges 

related to the NICU health workforce. Inadequate and inconvenient NICU rooms; 

shortage and unavailability of essential supplies and equipment; and functional basic 

devices were among the major bottlenecks to providing neonatal intensive care to the 
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intended quality. Given the majority of neonatal deaths occurred in the first week of 

life, closer clinical monitoring and attention to the quality of care of the younger 

neonates, and addressing key challenges related to the provision of care are important 

to improve the outcome of care.    

 

Strategies were developed to strengthen the quality of neonatal intensive care based 

on the findings of the studies. These strategies are expected to contribute to 

strengthening the quality of neonatal intensive care primarily in the study NICUs and 

potentially in other NICUs operating in similar contexts. The practical applicability and 

effectiveness of the strategies remain to be an area that needs to be researched 

further.     
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Annexure A 2: Request for permission to conduct the study 

(CREC Reference # : 64117626_CREC_CHS_2021) 

 

Request for permission to conduct research at selected hospitals in East and West Shewa 

Zines of Oromia Region.  

 

Title of the study: Quality of Care for Neonates Admitted to Neonatal Intensive Care Units in 

Central Ethiopia.  

Date: ………… 

Contact person: Dr. Mengistu Bekele  

Oromia Regional Health Bureau, Sarbet, Addis Ababa 

Head of Oromia Regional Health Bureau  

Telephone: 0944731445  

Email: dr. mbekele23@yahoo.com 

Dear Dr. Mengistu,  

I, Mr. Getaneh Assefa Siyum am doing research with Prof Mokgadi Matlakala, a Chair of 

Department of Health Studies, College of Human Sciences, the University of South Africa 

towards a PhD in Public Health at the University of South Africa. We are inviting you to 

participate in a study entitled Quality of Care for Neonates Admitted to Neonatal Intensive 

Care Units in Central Ethiopia.  

Your region has been selected because reducing neonatal mortality and strengthening the 

NICU service is among the top priority of the region. Problems pertaining to neonatal health 

in the region includes (but no limited to) the following:  

• The coverage of skilled care during pregnancy, delivery, and early postnatal period 

and maternal nutritional status needs improvement which adversely affects maternal 

and neonatal outcomes. 

• Neonatal survival rate in the region is low in general and among neonates admitted to 

NICU in particular. 

• Improving survival of the neonates is among the top national and regional priorities. 

• Interestingly, major causes of neonatal morbidity and mortality are preventable and 

treatable. Survival and health of neonates can be significantly improved by reaching 

high coverage of quality antenatal care, skilled care at birth, postnatal care for mother 

and baby, and care of small and sick neonates. 
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• High-quality NICU services play a key role in terms of care for small and sick neonates. 

About 60% of neonatal conditions and 50% of maternal deaths in poor countries are 

attributable to poor quality services 

• This study intends to strengthen the evidence base and develop a strategy to 

strengthen the NICU services in the research area and beyond. The study will 

contribute to improving survival of neonates admitted to NICUs which will in turn 

contribute to achieving the regional and national targets – and sustainable 

development goal targets – to improve survival of the neonates.                 

The purpose of the study to assess the quality of care for neonates admitted to the Neonatal 

Intensive Care Units (NICUs) in order to develop a strategy to strengthen the quality of NICU 

services in Central Ethiopia. 

 

The study population will be the NICU staff, the record of the neonates, and the mothers. 

Statistically representative sample of records of the neonates admitted to the NICUs will be 

sampled from the District Health Information System II data. The qualitative study participants 

will be selected purposely.  

The NICU status survey questionnaire will be filled for each NICU. At least one focus group 

discussion, and semi-structured interviews will be conducted per NICU with the NICU staff 

and mothers of the neonates. Analysis of the quantitative data will be undertaken using SPSS 

windows version 23. Semi-structured thematic analysis of the qualitative data will be 

undertaken using ATLAS.ti 6.2. The quantitative and qualitative will be triangulated to address 

the research objectives.  

The research will contribute to improve neonatal survival by strengthening evidence base for 

provision of quality NICU service and developing a strategy in order to strengthen the quality 

of  the NICU services.       

The study is expected to pose no significant risk above the everyday norm. 

The feedback procedure will entail sharing the key findings of the study, the published articles, 

and the draft and final strategy for improving the NICU service. 

Yours sincerely 

 

Getaneh A.  

Getaneh Assefa, Principal Investigator  
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Annexure A 3: Request to participate in the study (focus group interview ) 

(Ethics clearance reference number: 64117626_CREC_CHS_2021) 

 

Date: __________ 

Title: Quality of Care for Neonates Admitted to Neonatal Intensive Care Units in Central 

Ethiopia 

 

Dear Prospective Participant  

My name is Getaneh Assefa Siyum and I am doing research with Prof Mokgadi Matlakala, a 

Chair of the Department of Health Studies, College of Human Sciences, the University of 

South Africa towards a PhD in Public Health at the University of South Africa. We are inviting 

you to participate in a study entitled Quality of Care for Neonates Admitted to Neonatal 

Intensive Care Units in Central Ethiopia.  

 

WHAT IS THE PURPOSE OF THE STUDY?  

The purpose of the study is to assess the quality of care for neonates admitted to the Neonatal 

Intensive Care Units (NICUs) in order to develop a strategy to strengthen the quality of NICU 

services in Central Ethiopia. 

 

WHY AM I BEING INVITED TO PARTICIPATE?  

Your contact information was obtained from your institution. Your participation will be 

beneficial to the study.  Approximately, about 8-12 people will participate in the focus group 

discussion [interview], including you.  

 

[You are selected to participate in the study because you are among mothers who 

stayed longer in this hospital and we believe you have a lot of experiences to share 

with us. Your participation will be beneficial to the study. It is going to be an individual 

interview].  

 

[You are invited to participate in this interview because we believe that you are the most 

knowledgeable person about the services being provided in this NICU. Your 

participation will be beneficial to the study. It is going to be an individual interview. If 

you feel there is another appropriate person in the hospital to provide the information 

on specific sections, you can refer me to that person so that I can proceed with the 

interview for the specific section. ]   
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WHAT IS THE NATURE OF MY PARTICIPATION IN THIS STUDY?  

The study involves audiotape recording. The discussion [interview] will take a maximum of 

one and a half hours [one hour]. You will be asked to share your knowledge, experience, and 

what you think about factors affecting NICU services, major challenges, and strengths related 

to NICU services.   

 

[You will be asked to share information pertaining to your NICU's staffing and training, 

infrastructure and basic amenities, infection prevention; basic equipment, supplies, 

and medicine; availability of services; and supervision, your knowledge, experience, 

and what you think about factors affecting NICU services, major challenges, and 

strengths related to NICU services.] 

 

CAN I WITHDRAW FROM THIS STUDY EVEN AFTER HAVING AGREED TO 

PARTICIPATE?  

 

Participating in this study is voluntary and you are under no obligation to consent to 

participation. If you do decide to take part, you will be given this information sheet to keep and 

be asked to sign a written consent form. You are free to withdraw at any time of the discussion 

[interview] and without giving a reason.  

 

WHAT ARE THE POTENTIAL BENEFITS OF TAKING PART IN THIS STUDY?  

 

There is no incentive provided to you because of your participation. I hope the discussion 

[Interview] will be an important platform to share experiences with your colleagues. Your 

contribution will be very helpful for the study as well as for the improvement of the NICU 

services.  

 

ARE THERE ANY NEGATIVE CONSEQUENCES FOR ME IF I PARTICIPATE IN THE 

RESEARCH PROJECT?  

 

Maximum effort will be exerted to schedule the discussion [Interview] at your convenient time. 

However, the interview will require to sacrifice one and a half hours.  

No significant harm is expected because of your participation in the study.  All WHO-

recommended precautions will be taken to reduce the risk of COVID-19 infection. If in case 

there is any potential harm, the researcher will take immediate action to investigate the nature 
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of the harm and whether it is attributable to the study. If the case is found to be attributable to 

the study, the researcher will report the case to the appropriate entity and take the correction 

measures.  

 

WILL THE INFORMATION THAT I CONVEY TO THE RESEARCHER AND MY IDENTITY 

BE KEPT CONFIDENTIAL?  

You have the right to insist that your name will not be recorded anywhere and that no one, 

apart from the researcher and identified members of the research team, will know about your 

involvement in this research OR your name will not be recorded anywhere and no one will be 

able to connect you to the answers you give. Your answers will be given a code number or a 

pseudonym and you will be referred to in this way in the data, any publications, or other 

research reporting methods such as conference proceedings.   

Your answers may be reviewed by people responsible for making sure that research is done 

properly, including the transcriber, external coder, and members of the Research Ethics 

Review Committee. Otherwise, records that identify you will be available only to people 

working on the study, unless you give permission for other people to see the records.  

Please note that the anonymous data may be used for purposes, such as research reports, 

journal articles, and/or conference proceedings. However, individual participants will not be 

identifiable in such a report.  

About 8-12 persons may take part in the focus group discussion. While every effort will 

be made by the researcher to ensure that you will not be connected to the information 

that you share during the focus group, I cannot guarantee that other participants in the 

focus group will treat the information confidentially. I shall, however, encourage all 

participants to do so. For this reason, I advise you not to disclose personally sensitive 

information in the focus group.  

 

HOW WILL THE RESEARCHER(S) PROTECT THE SECURITY OF DATA?  

Hard copies of your answers will be stored by the researcher for a minimum period of five 

years in a locked cupboard/filing cabinet in the researcher’s office for future research or 

academic purposes; electronic information will be stored on a password-protected computer. 

Future use of the stored data will be subject to further Research Ethics Review and approval 

if applicable.  

 

WILL I RECEIVE PAYMENT OR ANY INCENTIVES FOR PARTICIPATING IN THIS 

STUDY?  
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The discussion [interview] will take place at your hospital in your convenient time. There will 

be no payment to you because of your participation in the study.  

HAS THE STUDY RECEIVED ETHICS APPROVAL  

 

This study has received written approval from the Research Ethics Review Committee of the 

of Oromia Regional Health Bureau and Unisa. A copy of the approval letter can be obtained 

from the researcher if you so wish.  

 

HOW WILL I BE INFORMED OF THE FINDINGS/RESULTS OF THE RESEARCH?  

 

If you would like to be informed of the final research findings, please contact Getaneh Assefa, 

email: 64117626@mylife.unisa.ac.za OR assefug@gmail.com telephone: 0916823703. 

Please do not use home telephone numbers. Departmental and/or mobile phone numbers are 

acceptable. Should you require any further information or want to contact the researcher about 

any aspect of this study, please contact Getaneh Assefa, email: 

64117626@mylife.unisa.ac.za OR assefug@gmail.com telephone: 0916823703.  

Should you have concerns about the way in which the research has been conducted, you may 

contact Prof Mokgadi Matlakala, a Chair of the Department of Health Studies, College of 

Human Sciences, the University of South Africa. Contact the research ethics chairperson of 

the CREC, Dr KJ Malesa, maleskj@unisa.ac.za, 012 429 6054 if you have any ethical 

concerns.  

 

Thank you for taking the time to read this information sheet. If you are willing to participate in 

this study, kindly complete the consent form below.  

Kind regards  

 

Getaneh A.  

Researcher  
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Annexure A 4: Request to participate in the study (semi-structured individual 
interview with the paediatrician) 

(Ethics clearance reference number: 64117626_CREC_CHS_2021) 

Date: ___________ 

Title: Quality of Care for Neonates Admitted to Neonatal Intensive Care Units in Central 

Ethiopia 

 

Dear Prospective Participant  

My name is Getaneh Assefa Siyum and I am doing research with Prof Mokgadi Matlakala, a 

Chair of the Department of Health Studies, College of Human Sciences, the University of 

South Africa towards a PhD in Public Health at the University of South Africa. We are inviting 

you to participate in a study entitled Quality of Care for Neonates Admitted to Neonatal 

Intensive Care Units in Central Ethiopia. 

 

WHAT IS THE PURPOSE OF THE STUDY?  

The purpose of the study is to assess the quality of care for neonates admitted to the Neonatal 

Intensive Care Units (NICUs) in order to develop a strategy to strengthen the quality of NICU 

services in Central Ethiopia. 

 

WHY AM I BEING INVITED TO PARTICIPATE?  

Your contact information was obtained from your institution. Your participation will be 

beneficial to the study. It is going to be an individual interview. 

  

WHAT IS THE NATURE OF MY PARTICIPATION IN THIS STUDY?  

The study involves audiotape recording. The interview will take a maximum of one hour. You 

will be asked to share your knowledge, experience, and what you think about factors affecting 

NICU services, major challenges, and strengths related to NICU services.   

 

CAN I WITHDRAW FROM THIS STUDY EVEN AFTER HAVING AGREED TO 

PARTICIPATE?  

Participating in this study is voluntary and you are under no obligation to consent to 

participation. If you do decide to take part, you will be given this information sheet to keep and 

be asked to sign a written consent form. You are free to withdraw at any time and without 

giving a reason.  
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WHAT ARE THE POTENTIAL BENEFITS OF TAKING PART IN THIS STUDY?  

The research will contribute to improving neonatal survival by strengthening the evidence base 

for the provision of quality NICU service and developing a strategy to improve the NICU 

service.       

 

ARE THERE ANY NEGATIVE CONSEQUENCES FOR ME IF I PARTICIPATE IN THE 

RESEARCH PROJECT?  

Maximum effort will be exerted to schedule the interview at your convenient time. However, 

the interview will require to sacrifice about one hour.  

No significant harm is expected because of your participation in the study. WHO 

recommended precautions will be taken to prevent COVID-19 infection.  If in case there is 

any potential harm, the researcher will take immediate action to investigate the nature of the 

harm and whether it is attributable to the study. If the case is found to be attributable to the 

study, the researcher will report the case to the appropriate entity and take the correction 

measures.  

 

WILL THE INFORMATION THAT I CONVEY TO THE RESEARCHER AND MY IDENTITY 

BE KEPT CONFIDENTIAL?  

You have the right to insist that your name will not be recorded anywhere and that no one, 

apart from the researcher and identified members of the research team, will know about your 

involvement in this research OR your name will not be recorded anywhere, and no one will be 

able to connect you to the answers you give. Your answers will be given a code number or a 

pseudonym and you will be referred to in this way in the data, any publications, or other 

research reporting methods such as conference proceedings.  

Your answers may be reviewed by people responsible for making sure that research is done 

properly, including the transcriber, external coder, and members of the Research Ethics 

Review Committee. Otherwise, records that identify you will be available only to people 

working on the study, unless you give permission for other people to see the records. Please 

note that the anonymous data you provided may be used for other purposes, such as a 

research report, journal articles, and/or conference proceedings. Your private information will 

not be disclosed in these research reports, journal articles, and/or conference proceedings.  

 

HOW WILL THE RESEARCHER(S) PROTECT THE SECURITY OF DATA?  

Hard copies of your answers will be stored by the researcher for a minimum period of five 

years in a locked cupboard/filing cabinet in the principal investigator's office for future research 

or academic purposes; electronic information will be stored on a password-protected 
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computer. Future use of the stored data will be subject to further Research Ethics Review and 

approval if applicable.  

 

WILL I RECEIVE PAYMENT OR ANY INCENTIVES FOR PARTICIPATING IN THIS 

STUDY?  

No compensation, reimbursement, or gift will be provided to you because of your participation 

in the study.  

 

HAS THE STUDY RECEIVED ETHICS APPROVAL?  

This study has received written approval from the Research Ethics Review Committee of the 

Oromia Regional Health Bureau and Unisa. A copy of the approval letter can be obtained from 

the researcher if you so wish.  

 

HOW WILL I BE INFORMED OF THE FINDINGS/RESULTS OF THE RESEARCH?  

If you would like to be informed of the final research findings, please contact Getaneh Assefa, 

email: 64117626@mylife.unisa.ac.za OR assefug@gmail.com telephone: 0916823703. 

Please do not use home telephone numbers. Departmental and/or mobile phone numbers are 

acceptable.  

 

Should you require any further information or want to contact the researcher about any aspect 

of this study, please contact Getaneh Assefa, email: 64117626@mylife.unisa.ac.za OR 

assefug@gmail.com telephone: 0916823703.  

Should you have concerns about the way in which the research has been conducted, you may 

contact Prof Mokgadi Matlakala, a Chair of the Department of Health Studies, College of 

Human Sciences, the University of South Africa. Contact the research ethics chairperson of 

the CREC, Dr KJ Malesa, maleskj@unisa.ac.za, 012 429 6054 if you have any ethical 

concerns.  

 

Thank you for taking time to read this information sheet. If you are willing to participate in this 

study, kindly complete the consent form below.  

Kind regards  

____________________________  

Researcher  

 

 

 

 

mailto:64117626@mylife.unisa.ac.za
mailto:assefug@gmail.com
mailto:64117626@mylife.unisa.ac.za
mailto:assefug@gmail.com
mailto:maleskj@unisa.ac.za
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Annexure A 5: Request to participate in the study (semi-structured individual 
interview with the mother of the neonate) 

(Ethics clearance reference number: 64117626_CREC_CHS_2021) 

Date: _______  

Title: Quality of Care for Neonates Admitted to Neonatal Intensive Care Units in Central 

Ethiopia. 

 

Dear Prospective Participant  

My name is Getaneh Assefa Siyum and I am doing research with Prof Mokgadi Matlakala, a 

Chair of the Department of Health Studies, College of Human Sciences, the University of 

South Africa towards a PhD in Public Health at the University of South Africa. We are inviting 

you to participate in a study entitled Quality of Care for Neonates Admitted to Neonatal 

Intensive Care Units in Central Ethiopia.  

 

WHAT IS THE PURPOSE OF THE STUDY?  

The purpose of the study is to assess the quality of care for neonates admitted to the Neonatal 

Intensive Care Units (NICUs) in order to develop a strategy to strengthen the quality of NICU 

services in Central Ethiopia. 

 

WHY AM I BEING INVITED TO PARTICIPATE?  

You are selected to participate in the study because you are among mothers who stayed 

longer in this hospital and we believe you have a lot of experiences to share with us. Your 

participation will be beneficial to the study. It is going to be an individual interview.  

 

WHAT IS THE NATURE OF MY PARTICIPATION IN THIS STUDY?  

The study involves audiotape recording. The interview will take a maximum of one hour. You 

will be asked to share your knowledge, experience, and what you think about factors affecting 

NICU services, major challenges, and strengths related to NICU services.   

 

CAN I WITHDRAW FROM THIS STUDY EVEN AFTER HAVING AGREED TO 

PARTICIPATE?  

Participating in this study is voluntary and you are under no obligation to consent to 

participation. If you do decide to take part, you will be given this information sheet to keep and 

be asked to sign a written consent form. You are free to withdraw at any time and without 

giving a reason.  

 

WHAT ARE THE POTENTIAL BENEFITS OF TAKING PART IN THIS STUDY?  
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The research will contribute to improve neonatal survival by strengthening evidence base for 

provision of quality NICU service and developing a strategy to the improve the NICU service.      

  

ARE THEIR ANY NEGATIVE CONSEQUENCES FOR ME IF I PARTICIPATE IN THE 

RESEARCH PROJECT?  

Maximum effort will be exerted to schedule the interview at your convenient time. However, 

the interview will require to sacrifice about one hour.  

No significant harm is expected because of your participation in the study. WHO 

recommended precautions will be taken to prevent COVID-19 infection.  If in case there is 

any potential harm, the researcher will take immediate action to investigate the nature of the 

harm and whether it is attributable to the study. If the case is found to be attributable to the 

study, the researcher will report the case to the appropriate entity and take the correction 

measures.  

 

WILL THE INFORMATION THAT I CONVEY TO THE RESEARCHER AND MY IDENTITY 

BE KEPT CONFIDENTIAL?  

You have the right to insist that your name will not be recorded anywhere and that no one, 

apart from the researcher and identified members of the research team, will know about your 

involvement in this research OR your name will not be recorded anywhere, and no one will be 

able to connect you to the answers you give. Your answers will be given a code number, or a 

pseudonym and you will be referred to in this way in the data, any publications, or other 

research reporting methods such as conference proceedings.  

 

Your answers may be reviewed by people responsible for making sure that research is done 

properly, including the transcriber, external coder, and members of the Research Ethics 

Review Committee. Otherwise, records that identify you will be available only to people 

working on the study, unless you give permission for other people to see the records.  

Please note that the anonymous data you provided may be used for other purposes, such as 

a research report, journal articles, and/or conference proceedings. Your private information 

will not be disclosed in these research reports, journal articles, and/or conference proceedings.  

 

 

HOW WILL THE RESEARCHER(S) PROTECT THE SECURITY OF DATA?  

Hard copies of your answers will be stored by the researcher for a minimum period of five 

years in a locked cupboard/filing cabinet in the principal investigator's office for future research 

or academic purposes; electronic information will be stored on a password-protected 
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computer. Future use of the stored data will be subject to further Research Ethics Review and 

approval if applicable.  

 

WILL I RECEIVE PAYMENT OR ANY INCENTIVES FOR PARTICIPATING IN THIS 

STUDY?  

No compensation, reimbursement, or gift will be provided to you because of your participation 

in the study.  

 

HAS THE STUDY RECEIVED ETHICS APPROVAL?  

This study has received written approval from the Research Ethics Review Committee of the 

Oromia Regional Health Bureau and Unisa. A copy of the approval letter can be obtained from 

the researcher if you so wish.  

 

HOW WILL I BE INFORMED OF THE FINDINGS/RESULTS OF THE RESEARCH?  

If you would like to be informed of the final research findings, please contact Getaneh Assefa, 

email: 64117626@mylife.unisa.ac.za OR assefug@gmail.com telephone: 0916823703. 

Please do not use home telephone numbers. Departmental and/or mobile phone numbers are 

acceptable.  

 

Should you require any further information or want to contact the researcher about any aspect 

of this study, please contact Getaneh Assefa, email: 64117626@mylife.unisa.ac.za OR 

assefug@gmail.com telephone: 0916823703.  

 

Should you have concerns about the way in which the research has been conducted, you may 

contact Prof Mokgadi Matlakala, a Chair of the Department of Health Studies, College of 

Human Sciences, the University of South Africa. Contact the research ethics chairperson of 

the CREC, Dr KJ Malesa, maleskj@unisa.ac.za, 012 429 6054 if you have any ethical 

concerns. 

Thank you for taking time to read this information sheet. If you are willing to participate in this 

study, kindly complete the consent form below.  
 

Kind regards  

Getaneh A.  

Researcher  

 

 

Annexure A 6: Request to participate in the study (neonatal service status 
survey) 

mailto:64117626@mylife.unisa.ac.za
mailto:assefug@gmail.com
mailto:64117626@mylife.unisa.ac.za
mailto:assefug@gmail.com
mailto:maleskj@unisa.ac.za
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(Ethics clearance reference number: 64117626_CREC_CHS_2021) 

Date: _________  

Title: Quality of Care for Neonates Admitted to Neonatal Intensive Care Units in Central 

Ethiopia 

 

Dear Prospective Participant  

My name is Getaneh Assefa Siyum and I am doing research with Prof Mokgadi Matlakala, a 

Chair of the Department of Health Studies, College of Human Sciences, the University of 

South Africa towards a PhD in Public Health at the University of South Africa. We are inviting 

you to participate in a study entitled Quality of Care for Neonates Admitted to Neonatal 

Intensive Care Units in Central Ethiopia.  

 

WHAT IS THE PURPOSE OF THE STUDY?  

The purpose of the study is to assess the quality of care for neonates admitted to the Neonatal 

Intensive Care Units (NICUs) in order to develop a strategy to strengthen the quality of NICU 

services in Central Ethiopia.  

 

WHY AM I BEING INVITED TO PARTICIPATE?  

You are invited to participate in this interview because we believe that you are the most 

knowledgeable person about the services being provided in this NICU. Your participation will 

be beneficial to the study. It is going to be an individual interview. If you feel there is another 

appropriate person in the hospital to provide the information on specific sections, you can refer 

me to that person so that I can proceed with the interview for the specific section.    

 

WHAT IS THE NATURE OF MY PARTICIPATION IN THIS STUDY?  

You will be asked to share information pertaining to your NICU's staffing and training, 

infrastructure and basic amenities, infection prevention; basic equipment, supplies, and 

medicine; availability of services; and supervision, your knowledge, experience, and what you 

think about factors affecting NICU services, major challenges, and strengths related to NICU 

services.   

 

CAN I WITHDRAW FROM THIS STUDY EVEN AFTER HAVING AGREED TO 

PARTICIPATE?  

Participating in this study is voluntary and you are under no obligation to consent to 

participation. If you do decide to take part, you will be given this information sheet to keep and 

be asked to sign a written consent form. You are free to withdraw at any time and without 

giving a reason.  
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WHAT ARE THE POTENTIAL BENEFITS OF TAKING PART IN THIS STUDY?  

The research will contribute to improving neonatal survival by strengthening the evidence base 

for the provision of quality NICU service and developing a strategy to improve the NICU 

service.       

 

ARE THERE ANY NEGATIVE CONSEQUENCES FOR ME IF I PARTICIPATE IN THE 

RESEARCH PROJECT?  

Maximum effort will be exerted to schedule the interview at your convenient time. However, 

the interview will require you to sacrifice some time.   

No significant harm is expected because of your participation in the study. WHO 

recommended precautions will be taken to prevent COVID-19 infection.  If in case there is 

any potential harm, the researcher will take immediate action to investigate the nature of the 

harm and whether it is attributable to the study. If the case is found to be attributable to the 

study, the researcher will report the case to the appropriate entity and take the correction 

measures.  

WILL THE INFORMATION THAT I CONVEY TO THE RESEARCHER AND MY IDENTITY 

BE KEPT CONFIDENTIAL?  

You have the right to insist that your name will not be recorded anywhere and that no one, 

apart from the researcher and identified members of the research team, will know about your 

involvement in this research OR your name will not be recorded anywhere, and no one will be 

able to connect you to the answers you give. Your answers will be given a code number or a 

pseudonym and you will be referred to in this way in the data, any publications, or other 

research reporting methods such as conference proceedings.  

Your answers may be reviewed by people responsible for making sure that research is done 

properly, including the transcriber, external coder, and members of the Research Ethics 

Review Committee. Otherwise, records that identify you will be available only to people 

working on the study, unless you give permission for other people to see the records.  

Please note that the anonymous data you provided may be used for other purposes, such as 

a research report, journal articles, and/or conference proceedings. Your private information 

will not be disclosed in these research reports, journal articles, and/or conference proceedings.  

 

HOW WILL THE RESEARCHER(S) PROTECT THE SECURITY OF DATA?  

Hard copies of your answers will be stored by the researcher for a minimum period of five 

years in a locked cupboard/filing cabinet in the principal investigator's office for future research 

or academic purposes; electronic information will be stored on a password-protected 

computer. Future use of the stored data will be subject to further Research Ethics Review and 

approval if applicable.  



168 
 

WILL I RECEIVE PAYMENT OR ANY INCENTIVES FOR PARTICIPATING IN THIS 

STUDY?  

No compensation, reimbursement, or gift will be provided to you because of your participation 

in the study.  

 

HAS THE STUDY RECEIVED ETHICS APPROVAL?  

This study has received written approval from the Research Ethics Review Committee of the 

Oromia Regional Health Bureau and Unisa. A copy of the approval letter can be obtained from 

the researcher if you so wish.  

 

HOW WILL I BE INFORMED OF THE FINDINGS/RESULTS OF THE RESEARCH?  

If you would like to be informed of the final research findings, please contact Getaneh Assefa, 

email: 64117626@mylife.unisa.ac.za OR assefug@gmail.com telephone: 0916823703. 

Please do not use home telephone numbers. Departmental and/or mobile phone numbers are 

acceptable.  

 

Should you require any further information or want to contact the researcher about any aspect 

of this study, please contact Getaneh Assefa, email: 64117626@mylife.unisa.ac.za OR 

assefug@gmail.com telephone: 0916823703.  

 

Should you have concerns about the way in which the research has been conducted, you may 

contact Prof Mokgadi Matlakala, a Chair of the Department of Health Studies, College of 

Human Sciences, the University of South Africa. Contact the research ethics chairperson of 

the CREC, Dr KJ Malesa, maleskj@unisa.ac.za, 012 429 6054 if you have any ethical 

concerns.  

 

Thank you for taking time to read this information sheet. If you are willing to participate in this 

study, kindly complete the consent form below.  

Kind regards  

Getaneh A.  

Researcher  

 

 
 
 
 
 
 

mailto:64117626@mylife.unisa.ac.za
mailto:assefug@gmail.com
mailto:64117626@mylife.unisa.ac.za
mailto:assefug@gmail.com
mailto:maleskj@unisa.ac.za
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Annexure A 7: Consent to participate in the study 

(Ethics clearance reference number: 64117626_CREC_CHS_2021) 

 

I, __________________ (participant name), confirm that the person asking my consent to 

take part in this research has told me about the nature, procedure, potential benefits, and 

anticipated inconvenience of participation.  

 

I have read (or had explained to me) and understood the study as explained in the information 

sheet.  

 

I have had sufficient opportunity to ask questions and am prepared to participate in the study.  

I understand that my participation is voluntary and that I am free to withdraw at any time without 

penalty (if applicable).  

 

I am aware that the findings of this study will be processed into a research report, journal 

publications and/or conference proceedings, but that my participation will be kept confidential 

unless otherwise specified.  

 

I agree to the recording of my voice.  

I have received a signed copy of the informed consent agreement.  

 

Participant Name & Surname…………………………………..  

Participant Signature……………………………………………..Date…………………  

Researcher’s Name & Surname: Getaneh Assefa Siyum   

Researcher’s signature: Getaneh A.  Date: ______________ 
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Annexure A 8: Researcher acknowledgement 

(Ethics clearance reference number: 64117626_CREC_CHS_2021) 

 

Hereby, I Getaneh Assefa Siyum, ID number 64117626, in my personal capacity as a 

researcher, acknowledge that I am aware of and familiar with stipulations and contents of the 

• Unisa Research Policy 

• Unisa Ethics Policy 

• Unisa IP Policy 

 

and that I shall conform to and abide by these policy requirements. 

 

Signature: Getaneh A. _________ 

 

Date: __________________ 
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Annexure B 1: Request to participate in the study (focus group interview) – 
Amharic  

የሚፈጥሩ ጉዳዮችን፣ ዋና ዋና ተግዳሮቶችን እንዲሁም ጥንካሬዎችን እንዲገልጹ ሊጠየቁ ይችላሉ፡፡ 

  

በዚህ ጥናት ውስጥ ለመሳተፍ ከተስማማሁ በኋላ ከጥናቱ መውጣት እችላለሁ? 

በዚህ ጥናት ውስጥ መሳተፍ በበጎ ፈቃድ የሚከናወን ሲሆን በጥናቱ ውስጥ ለመሳተፍ እንዲስማሙ 

የሚደረግ ምንም አይነት ተጽእኖ የለም፡፡ በጥናቱ ውስጥ ተሳትፎ ለማድረግ ከወሰኑ ይህ የመረጃ ቅጽ 

የሚሰጥዎት ሲሆን የተሳትፎ ፈቃደኝነት መግለጫ ቅጹ ላይ እንዲፈርሙ ይጠየቃሉ፡፡ ይህን ውይይት 

በማንኛውም ጊዜ አቋርጠው ለመውጣት ነፃ ሲሆኑ የሚወጡበትን ምክንያት መግለጽ 

አያስፈልግዎትም፡፡ 

  

በዚህ ጥናት ውስጥ መሳተፍ ሊያስገኙ የሚችሉ ጥቅሞች ምንድናቸው? 

በዚህ ጥናት ውስጥ በመሳተፍዎ ምክንያት የሚያገኙት ጉርሻ የለም፡፡ ሆኖም ውይይቱ  ከባልደረቦቾ 

ጋር ተሞክርዎችን ሊለዋወጡ የሚችሉበት አመቺ ሁኔታ ይፈጥርሎታል ብዬ ተስፋ አደርጋለሁ፡፡ የእርስዎ 

ተሳትፎ ለጥናቱ ጠቃሚ ሲሆን በተጨማሪም የጨቅላ ህፃናት ፅኑ እንክብካቤ አገልግሎት እንዲሻሻል 

ግብዓት ይሆናል፡፡ 

  

በዚህ የምርምር ፕሮጀክት ውስጥ መሳተፌ ሊያመጣብኝ የሚችለው ችግር አለ ወይ? 

ውይይቱ ለእርስዎ አመቺ በሆነ ጊዜ እንዲደረግ ከፍተኛ ጥረት ይደረጋል፡፡ ሆኖም ቃለመጠይቁ የ1ሰዓት 

ከ30 ደቂቃ ጊዜዎን መስዋእት ማድረግ ይጠይቃል፡፡  

በዚህ ጥናት ውስጥ በመሳተፍዎ ምክንያት ጉልህ የሚባል ጉዳት ይደርስብዎታል ተብሎ አይጠበቅም፡፡ 

የኮቪድ 19 ወረርሽ ለመከላከል አጠቃላይ በአለም የጤና ጥበቃ ድርጅት የተሰጡ ምክረ ሃሳቦች 

ተግባራዊ ይደረጋሉሉ፡፡ ሆኖም ማንኛውም አደጋ ሊፈጥር የሚችል ችግር ካለ አጥኚው የጉዳቱን አይነት 

ለመለየት እና እንዲሁም በጥናቱ ምክንያት የተከሰተ ችግር መሆኑን ወይም ለማረጋገጥ ተገቢውን ፍተሻ 

ያደርጋል፡፡ የተፈጠረው ችግር በጥናቱ ምክንያት ከሆነ አጥኚው ለሚመለከተው አካል በማሳወቅ 

አስፈላጊውን የእርምት እርምጃ እንዲወሰድ ያደርጋል፡፡  

  

ለአጥኚው የምሰጠው መረጃ እና የእኔ ማንነት በጥብቅ ሚስጥር ይጠበቃል? 

በየትኛውም የቃለመጠይቅ ቦታ ላይ ስምዎ እንዳይገለጽ የመጠየቅ መብት ያልዎት ሲሆን ከአጥኚው 

እና በጥናት ውስጥ ከሚሳተፉት ሰዎች ውጪ ሌላ ማንኛውም ሰው የእርስዎን በዚህ ጥናት ውስጥ 
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መሳተፍ ወይም ስምዎ በየትኛውም ቦታ ላይ የማይገለጽ ሲሆን እንዲሁም መልሱን የሰጡት እርሶ 

መሆንዎን ማንም ሰው ሊያውቅ አይችልም፡፡ በማንኛውም ዳታ ህትመት ወይም ሌሎች የምርምር 

ሪፖርት ማድረጊያ ዘዴዎች ላይ እንደ ኮንፍረንስ ሂደቶች ያሉት ላይ መልስዎ ኮድ ቁጥር የሚሰጠው 

ሲሆን ሲጠቀስም በዚሁ ኮድ የሚጠቀስ ይሆናል፡፡ 

  

መልሶችዎ ጥናቱ በተገቢ ሁኔታ መከናወኑን የማረጋገጥ ኃላፊነት ባላቸው አካላት ከእነዚህም መሃል 

ድምጹን ወደ ጽሁፍ ገልባጭ፣ ኮድ አድራጊ እንዲሁም የጥናት ስነ-ምግባር ገምጋሚ ኮሚቴ አባላት 

ሊያዩት ይችላሉ፡፡ እርስዎ ሌሎች ሰዎች የሰጡትን መልስ እንዲያዩ ፈቃድ ካሰጡ በስተቀር መልስዎን 

ሊያዩት የሚችሉት ሰዎች በጥናቱ ውስጥ የሚሳተደፉ አካላት ብቻ ናቸው፡፡ 

  

እባክዎ የመልስ ሰጭ ማንነት ተለይቶ በማይታወቅ መልኩ ለምርምር ሪፖርት፣ ለጆርናል ጽሁፎች 

እና/ወይም ለኮንፍረንስ አገልግሎት ሊውል እንደሚችል ይገንዘቡ፡፡ ሆኖም ግለሰብ ተሳታፊዎች 

በእንደዚህ አይነት ሪፖርቶች ላይ ማንነታቸው አይገለጽም፡፡ 

  

ከ8 እስከ 12 የሚሆኑ ሰዎች በዚህ የቡድን ውይይት ላይ ተሳትፎ ሊያደርጉ ይችላሉ፡፡ ሆኖም አጥኚው 

ከዚህ የቡድን ውይይት ላይ ከሰጡት መረጃዎች ጋር የተገናኘ ምንም አይነት ተፅእኖ እንዳይደርስብዎት 

የተቻለውን ያህል ጥረት ያደርጋል፡፡ ሆኖም በቡድን ውይይት ውስጥ የተሳተፉ ሌሎች ተሳታፊዎች 

መረጃውን በሚስጥራዊት እንደሚይዙት ዋስትና ልሰጥዎት አልችልም፡፡ ሆኖም በተቻለኝ መጠን ሁሉም 

ተሳታፊዎች የእያንዳንዱን ተሳታፊ ሚስጥር እንዲጠብቁ አበረታታለሁ፡፡ በዚህ ምክንያት በቡድን 

ውይይት ውስጥ በግል ጉዳይዎ ላይ ያተኮሩ መረጃዎችን እንዳይገልጹ እንመክርዎታለን፡፡ 

  

አጥኚው የመረጃዎችን ደህንነት እንዴት ሊጠብቅ ይችላል?  

የእርስዎ መልስ የሰፈረበት ወረቀት በአጥኚው ቢሮ ውስጥ በሚቆለፍ መሳቢያ ውስጥ ቢያንስ ለአምስት 

ዓመታት ያህል ለወደፊት የትምህትር አገልግሎት ወይም ምርምር አገልግሎት የሚጠበቅ ይሆናሉ፡፡ 

ሆኖም የመልስዎችዎ ሶፍት ኮፒዎች በይለፍ ቃል በተዘጋ ኮምፒዩተር ውስጥ ይቀመጣሉ፡፡ የተከማቹ 

መረጃዎች የወደፊት አገልግሎት አስፈላጊ ከሆነ የምርምር ስነ ምግባር ገምጋሚ ፈቃድ ያስፈልገዋል፡፡ 

  

በዚህ ጥናት ውስጥ በመሳተፌ የማገኘው ክፍያ ወይም ጉርሻ አለ?  
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ውይይቱ ለእርስዎ አመቺ በሆነ ሰዓት በሚሰሩበት ሆስፒታል ውስጥ የሚደረግ ነው፡፡ ስለዚህ በጥናቱ 

ውስጥ በመሳተፍዎ ምክንያት የሚሰጥዎት ምንም አይነት ከፍያ የለም፡፡ 

  

ጥናቱ የስነ ምግባር ፈቃድ አግኝቷል? 

ይህ ጥናት ከኦሮሚያ ክልል ጤና ቢሮ እና ከዩኒቨርስቲ ኦፍ ሳውዝ አፍሪካ የምርምር ስነ ምግባር ገምጋሚ 

ኮሚቴ የፅሁፍ ፈቃድ አግኝቷል፡፡ ፍላጎትዎ ከሆነ የዚህ ፈቃድ ደብዳቤ ቅጂ ሊሰጥዎት ይችላል፡፡ 

  

የምርምሩ ግኝቶች /ውጤቶች/ በተመለከተ እንዴት ላውቅ እችላለሁ 

ስለ ምርምሩ ግኝቶች ለማወቅ ከፈለጉ እባክዎን ጌታነህ አሰፋን በኢሜል 

64117626@mylife.unisa.ac.za ያግኙት ወይም assefug@gmail.com ስልክ ቁጥር 

0916823703 ያግኙት፡፡ እባክዎን የቤት ስልክ ቁጥሮችን አይጠቀሙ፡ የስራ እና/ወይም ሞባይል ስልክ 

ቁጥሮች ተቀባይነት አላቸው፡፡ ሆኖም ተጨማሪ መረጃ ከፈለጉ ወይም አጥኚውን ስለ ማንኛውም የጤና 

ጉዳይ ማናገር ከፈለጉ ጌታነህ አሰፋ በኢሜል 64117626@mylife.unisa.ac.za ያግኙት ወይም 

assefug@gmail.com እና በዚህ ስልክ ቁጥር 0916823703 ያግኙት፡፡ 

  

ጥናቱ በተከናወነበት መንገድ ላይ ማንኛውም አስተያየት ጉዳይ ካልዎት ፕሮፌሰር ሞክጋዲ ማትላካላ 

የዩኒቨርስቲ ኦፍ ሳውዝ አፍሪካ የሰው ጤና አጠባበቅ ትምህርት ክፍል ጤና ሳይንስ ኮሌጅ ሊቀመንበር 

ያግኟቸው፡፡ የምርምር ስነ ምግባር ሊቀመንበር ዶ/ር ኬ.ጄ.ማሌሳን በ maleseski@unisa.aciza 

ወይም በዚህ ስልክ ቁጥራቸው 0124296054 ያግኟቸው፡፡ 

  

ይህንን የመረጃ ቅጽ ለማንበብ ጊዜዎትን ስለሰጡኝ አመሰግናለሁ፡፡  በዚህ ጥናት ውስጥ 

ለመሳተፍ ፍላጎት ካልዎት እባክዎን ከስር ተያይዞ የሚገኘውን የስምምነት ቅጽ ያጠናቅቁ፡፡ 

ከአክብሮት ሠላምታ ጋር 

  

ጌታነህ አሰፋ 

አጥኚ 

 
 

 

 

 

mailto:64117626@mylife.unisa.ac.za
mailto:assefug@gmail.com
mailto:64117626@mylife.unisa.ac.za
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mailto:maleseski@unisa.aciza
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Annexure B 2: Request to participate in the study (semi-structured individual 
interview with paediatrician) – Amharic  

በጥናቱ ውስጥ ተሳትፎ መጠየቂያ ቅፅ 

(የሥነ ምግባር ክሊራንስ ማጣቀሻ ቁጥር፡ 64117626_CREC CHS-2020) 

ቀን       

ርዕስ፡ በማዕከላዊ ኢትዮጵያ በጨቅላ ህፃናት ፅኑ ክትትል (NICU) ክፍል ውስጥ ተኝተው የሚታከሙ 

ጨቅላ ህፃናት የእንክብካቤ ጥራት 

ውድ የጥናቱ ተሳታፊዎች  

ስሜ ጌታነህ አሰፋ ስዩም ሲሆን በሰዎች ጤና ሳይንስ ኮሌጅ የጤና ትምህርቶች የትምህርት ክፍል 

ሊቀመንበር ከሆኑት ፕሮፌሰር ሞክጋዲ ማትላካላ ጋር በዩኒቨርስቲ ኦፍ ሳውዝ አፍሪካ በማሕበረሰብ ጤና 

የዶክትሬት (phD) ድግሪ ለማግኘት ጥናት እየሰራሁ እገኛለሁ፡፡ በዚህም እርስዎ በማዕከላዊ ኢትዮጵያ 

በጨቅላ ህፃናት ፅኑ ክትትል ክፍል (NICU) ውስጥ ተኝተው የሚታከሙ ጨቅላ ህፃናት እንክብካቤ 

ጥራት በሚል ርዕስ በሚሰራው ጥናት ውስጥ እንዲሳተፉ እንጋብዞታለን፡፡ 

 

የጥናቱ ዓላማ ምንድነው?  

የዚህ ጥናት ዓላማ ማለትም በማዕከላዊ ኢትዮጵያ በጨቅላ ህፃናት ፅኑ ክትትል ተኝተው የሚታከሙ 

ጨቅላ ህፃናት እንክብካቤ ጥራት በማጥናት የጨቅላ ህፃናት ፅኑ እንክብካቤ በማዕከላዊ ኢትዮጵያ 

ጥራቱ የሚሻሻልበትን ስትራቴጂ ለመቅረጽ ያግዛል፡፡ 

 

ለምን እኔ እንድሳተፍ ተጠየቅኩኝ? 

የእርስዎ የግንኙነት መረጃ የተገነኘው ከሚሰሩበት ተቋም ነው፡፡ የእርስዎ ተሳትፎ ለጥናቱ አጋዥ ነው፡፡ 

የምናከናውነው ቃለ መጠየቅ ነው፡፡  

 

በጥናቱ ውስጥ የተሳትፎዬ ባህሪ ምን ይመስላል? 

ቃለ መጠይቁ የድምጽ ቀረጻ ያካትታል፡፡ ቃለ መጠይቁ ቢበዛ 1፡00 ሰዓት ይፈጃል፡፡ የጨቅላ ህፃናት ፅኑ 

እንክብካቤ አገልግሎትን በተመለከተ ያልዎትን እውቀት፣ ልምድ እና በእነዚህ አገልግሎቶች ላይ ተጽእኖ 

የሚፈጥሩ ጉዳዮችን፣ ዋና ዋና ተግዳሮቶችን እንዲሁም ጥንካሬዎችን እንዲገልጹ ሊጠየቁ ይችላሉ፡፡ 

 

በዚህ ጥናት ውስጥ ለመሳተፍ ከተስማማሁ በኋላ ከጥናቱ መውጣት እችላለሁ? 
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በዚህ ጥናት ውስጥ መሳተፍ በበጎ ፈቃድ የሚከናወን ሲሆን በጥናቱ ውስጥ ለመሳተፍ እንዲስማሙ 

የሚደረግ ምንም አይነት ተጽእኖ የለም፡፡ በጥናቱ ውስጥ ተሳትፎ ለማድረግ ከወሰኑ ይህ የመረጃ ቅጽ 

የሚሰጥዎት ሲሆን የተሳትፎ ፈቃደኝነት መግለጫ ቅጹ ላይ እንዲፈርሙ ይጠየቃሉ፡፡ ይህን ቃለ 

መጠይቅ በማንኛውም ጊዜ አቋርጠው ለመውጣት ነፃ ሲሆኑ የሚወጡበትን ምክንያት መግለጽ 

አያስፈልግዎትም፡፡ 

 

በዚህ ጥናት ውስጥ መሳተፍ ሊያስገኙ የሚችሉ ጥቅሞች ምንድናቸው? 

የእርስዎ ተሳትፎ ለጥናቱ ጠቃሚ ሲሆን የጨቅላ ህፃናት ፅኑ እንክብካቤ አገልግሎት እንዲሻሻል ግብዓት 

ይሆናል፡፡ 

 

በዚህ የምርምር ፕሮጀክት ውስጥ መሳተፌ ሊያመጣብኝ የሚችለው ችግር አለ ወይ? 

ቃለመጠይቁ ለእርስዎ አመቺ በሆነ ጊዜ እንዲደረግ ከፍተኛ ጥረት ይደረጋል፡፡ ሆኖም ቃለመጠይቁ 

የ1ሰዓት ከ30 ደቂቃ ጊዜዎን መስዋእት ማድረግ ይጠይቃል፡፡  

 

በዚህ ጥናት ውስጥ በመሳተፍዎ ምክንያት ጉልህ የሚባል ጉዳት ይደርስብዎታል ተብሎ አይጠበቅም፡፡ 

የኮቪድ 19 ወረርሽ ለመከላከል አጠቃላይ በአለም የጤና ጥበቃ ድርጅት የተሰጡ ምክረ ሃሳቦች 

ተግባራዊ ይደረጋሉሉ፡፡ ሆኖም ማንኛውም አደጋ ሊፈጥር የሚችል ችግር ካለ አጥኚው የጉዳቱን አይነት 

ለመለየት እና እንዲሁም በጥናቱ ምክንያት የተከሰተ ችግር መሆኑን ወይም ለማረጋገጥ ተገቢውን ፍተሻ 

ያደርጋል፡፡ የተፈጠረው ችግር በጥናቱ ምክንያት ከሆነ አጥኚው ለሚመለከተው አካል በማሳወቅ 

አስፈላጊውን የእርምት እርምጃ እንዲወሰድ ያደርጋል፡፡  

 

ለአጥኚው የምሰጠው መረጃ እና የእኔ ማንነት በጥብቅ ሚስጥር ይጠበቃል? 

በየትኛውም የቃለመጠይቅ ቦታ ላይ ስምዎ እንዳይገለጽ የመጠየቅ መብት ያልዎት ሲሆን ከአጥኚው 

እና በጥናት ውስጥ ከሚሳተፉት ሰዎች ውጪ ሌላ ማንኛውም ሰው የእርስዎን በዚህ ጥናት ውስጥ 

መሳተፍ ወይም ስምዎ በየትኛውም ቦታ ላይ የማይገለጽ ሲሆን እንዲሁም መልሱን የሰጡት እርሶ 

መሆንዎን ማንም ሰው ሊያውቅ አይችልም፡፡ በማንኛውም ዳታ ህትመት ወይም ሌሎች የምርምር 

ሪፖርት ማድረጊያ ዘዴዎች ላይ እንደ ኮንፍረንስ ሂደቶች ያሉት ላይ መልስዎ ኮድ ቁጥር የሚሰጠው 

ሲሆን ሲጠቀስም በዚሁ ኮድ የሚጠቀስ ይሆናል፡፡ 

 



176 
 

መልሶችዎ ጥናቱ በተገቢ ሁኔታ መከናወኑን የማረጋገጥ ኃላፊነት ባላቸው አካላት ከእነዚህም መሃል 

ድምጹን ወደ ጽሁፍ ገልባጭ፣ ኮድ አድራጊ እንዲሁም የጥናት ስነ-ምግባር ገምጋሚ ኮሚቴ አባላት 

ሊያዩት ይችላሉ፡፡ እርስዎ ሌሎች ሰዎች የሰጡትን መልስ እንዲያዩ ፈቃድ ካሰጡ በስተቀር መልስዎን 

ሊያዩት የሚችሉት ሰዎች በጥናቱ ውስጥ የሚሳተደፉ አካላት ብቻ ናቸው፡፡ 

 

እባክዎ የመልስ ሰጭ ማንነት ተለይቶ በማይታወቅ መልኩ ለምርምር ሪፖርት፣ ለጆርናል ጽሁፎች 

እና/ወይም ለኮንፍረንስ አገልግሎት ሊውል እንደሚችል ይገንዘቡ፡፡ ሆኖም ግለሰብ ተሳታፊዎች 

በእንደዚህ አይነት ሪፖርቶች ላይ ማንነታቸው አይገለጽም፡፡ 

 

አጥኚው የመረጃዎችን ደህንነት እንዴት ሊጠብቅ ይችላል?  

የእርስዎ መልስ የሰፈረበት ወረቀት በአጥኚው ቢሮ ውስጥ በሚቆለፍ መሳቢያ ውስጥ ቢያንስ ለአምስት 

ዓመታት ያህል ለወደፊት የትምህትር አገልግሎት ወይም ምርምር አገልግሎት የሚጠበቅ ይሆናሉ፡፡ 

ሆኖም የመልስዎችዎ ሶፍት ኮፒዎች በይለፍ ቃል በተዘጋ ኮምፒዩተር ውስጥ ይቀመጣሉ፡፡ የተከማቹ 

መረጃዎች የወደፊት አገልግሎት አስፈላጊ ከሆነ የምርምር ስነ ምግባር ገምጋሚ ፈቃድ ያስፈልገዋል፡፡ 

 

በዚህ ጥናት ውስጥ በመሳተፌ የማገኘው ክፍያ ወይም ጉርሻ አለ?  

ቃለመጠይቁ ለእርስዎ አመቺ በሆነ ሰዓት በሚሰሩበት ሆስፒታል ውስጥ የሚደረግ ነው፡፡ ስለዚህ በጥናቱ 

ውስጥ በመሳተፍዎ ምክንያት የሚሰጥዎት ምንም አይነት ከፍያ የለም፡፡ 

 

ጥናቱ የስነ ምግባር ፈቃድ አግኝቷል? 

ይህ ጥናት ከኦሮሚያ ክልል ጤና ቢሮ እና ከዩኒቨርስቲ ኦፍ ሳውዝ አፍሪካ የምርምር ስነ ምግባር ገምጋሚ 

ኮሚቴ የፅሁፍ ፈቃድ አግኝቷል፡፡ ፍላጎትዎ ከሆነ የዚህ ፈቃድ ደብዳቤ ቅጂ ሊሰጥዎት ይችላል፡፡ 

 

የምርምሩ ግኝቶች /ውጤቶች/ በተመለከተ እንዴት ላውቅ እችላለሁ 

ስለ ምርምሩ ግኝቶች ለማወቅ ከፈለጉ እባክዎን ጌታነህ አሰፋን በኢሜል 

64117626@mylife.unisa.ac.za ያግኙት ወይም assefug@gmail.com ስልክ ቁጥር 

0916823703 ያግኙት፡፡ እባክዎን የቤት ስልክ ቁጥሮችን አይጠቀሙ፡ የስራ እና/ወይም ሞባይል ስልክ 

ቁጥሮች ተቀባይነት አላቸው፡፡ ሆኖም ተጨማሪ መረጃ ከፈለጉ ወይም አጥኚውን ስለ ማንኛውም የጤና 

mailto:64117626@mylife.unisa.ac.za
mailto:assefug@gmail.com
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ጉዳይ ማናገር ከፈለጉ ጌታነህ አሰፋ በኢሜል 64117626@mylife.unisa.ac.za ያግኙት ወይም 

assefug@gmail.com እና በዚህ ስልክ ቁጥር 0916823703 ያግኙት፡፡ 

ጥናቱ በተከናወነበት መንገድ ላይ ማንኛውም አስተያየት ጉዳይ ካልዎት ፕሮፌሰር ሞክጋዲ ማትላካላ 

የዩኒቨርስቲ ኦፍ ሳውዝ አፍሪካ የሰው ጤና አጠባበቅ ትምህርት ክፍል ጤና ሳይንስ ኮሌጅ ሊቀመንበር 

ያግኟቸው፡፡ የምርምር ስነ ምግባር ሊቀመንበር ዶ/ር ኬ.ጄ.ማሌሳን በ maleseski@unisa.aciza 

ወይም በዚህ ስልክ ቁጥራቸው 0124296054 ያግኟቸው፡፡ 

 

ይህንን የመረጃ ቅጽ ለማንበብ ጊዜዎትን ስለሰጡኝ አመሰግናለሁ፡፡  በዚህ ጥናት ውስጥ 

ለመሳተፍ ፍላጎት ካልዎት እባክዎን ከስር ተያይዞ የሚገኘውን የስምምነት ቅጽ ያጠናቅቁ፡፡ 

ከአክብሮት ሠላምታ ጋር 

 

ጌታነህ አሰፋ 

አጥኚ 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:64117626@mylife.unisa.ac.za
mailto:assefug@gmail.com
mailto:maleseski@unisa.aciza
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Annexure B 3:  Request to participate in the study (semi-structured individual 
interview with the mother of the neonate) – Amharic  

በጥናቱ ውስጥ ተሳትፎ መጠየቂያ ቅፅ  

(የሥነ ምግባር ክሊራንስ ማጣቀሻ ቁጥር፡ 64117626_CREC CHS-2020) 

ቀን       

ርዕስ፡ በማዕከላዊ ኢትዮጵያ በጨቅላ ህፃናት ፅኑ ክትትል (NICU) ክፍል ውስጥ ተኝተው የሚታከሙ 

ጨቅላ ህፃናት የእንክብካቤ ጥራት 

ውድ የጥናቱ ተሳታፊዎች  

ስሜ ጌታነህ አሰፋ ስዩም ሲሆን በሰዎች ጤና ሳይንስ ኮሌጅ የጤና ትምህርቶች የትምህርት ክፍል 

ሊቀመንበር ከሆኑት ፕሮፌሰር ሞክጋዲ ማትላካላ ጋር በዩኒቨርስቲ ኦፍ ሳውዝ አፍሪካ በማሕበረሰብ ጤና 

የዶክትሬት (phD) ድግሪ ለማግኘት ጥናት እየሰራሁ እገኛለሁ፡፡ በዚህም እርስዎ በማዕከላዊ ኢትዮጵያ 

በጨቅላ ህፃናት ፅኑ ክትትል ክፍል (NICU) ውስጥ ተኝተው የሚታከሙ ጨቅላ ህፃናት እንክብካቤ 

ጥራት በሚል ርዕስ በሚሰራው ጥናት ውስጥ እንዲሳተፉ እንጋብዞታለን፡፡ 

የጥናቱ ዓላማ ምንድነው?  

የዚህ ጥናት ዓላማ ማለትም በማዕከላዊ ኢትዮጵያ በጨቅላ ህፃናት ፅኑ ክትትል ተኝተው የሚታከሙ 

ጨቅላ ህፃናት እንክብካቤ ጥራት በማጥናት የጨቅላ ህፃናት ፅኑ እንክብካቤ በማዕከላዊ ኢትዮጵያ 

ጥራቱ የሚሻሻልበትን ስትራቴጂ ለመቅረጽ ያግዛል፡፡ 

ለምን እኔ እንድሳተፍ ተጠየቅኩኝ? 

እርስዎ በዚህ ጥናት ውስጥ እንዲሳተፉ የተመረጡበት ምክንያት እርስዎ በዚህ ሆስፒታል ውስጥ ረዥም 

ጊዜ የቆዩ እናት /ተንከባካቢ/ በመሆንዎ ከእኛ ጋር የሚጋሯቸው በርካታ ተሞክርዎች እንዳልዎት 

ስለምናምን ነው የእርስዎ ተሳትፎ ለጥናቱ ጠቃሚ ነው፡፡ ስለዚህ የምናከናውንልዎ ቃለመጠየቅ ነው፡፡  

በጥናቱ ውስጥ የተሳትፎዬ ባህሪ ምን ይመስላል? 

ቃለ መጠይቁ የድምጽ ቀረጻ ያካትታል፡፡ ቃለ መጠይቁ ቢበዛ 1፡00 ሰዓት ይፈጃል፡፡ የጨቅላ ህፃናት ፅኑ 

እንክብካቤ አገልግሎትን በተመለከተ ያልዎትን እውቀት፣ ልምድ እና በእነዚህ አገልግሎቶች ላይ ተጽእኖ 

የሚፈጥሩ ጉዳዮችን፣ ዋና ዋና ተግዳሮቶችን እንዲሁም ጥንካሬዎችን እንዲገልጹ ሊጠየቁ ይችላሉ፡፡ 

በዚህ ጥናት ውስጥ ለመሳተፍ ከተስማማሁ በኋላ ከጥናቱ መውጣት እችላለሁ? 

በዚህ ጥናት ውስጥ መሳተፍ በበጎ ፈቃድ የሚከናወን ሲሆን በጥናቱ ውስጥ ለመሳተፍ እንዲስማሙ 

የሚደረግ ምንም አይነት ተጽእኖ የለም፡፡ በጥናቱ ውስጥ ተሳትፎ ለማድረግ ከወሰኑ ይህ የመረጃ ቅጽ 

የሚሰጥዎት ሲሆን የተሳትፎ ፈቃደኝነት መግለጫ ቅጹ ላይ እንዲፈርሙ ይጠየቃሉ፡፡ ይህን ቃለ 
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መጠይቅ በማንኛውም ጊዜ አቋርጠው ለመውጣት ነፃ ሲሆኑ የሚወጡበትን ምክንያት መግለጽ 

አያስፈልግዎትም፡፡ 

በዚህ ጥናት ውስጥ መሳተፍ ሊያስገኙ የሚችሉ ጥቅሞች ምንድናቸው? 

በዚህ ጥናት ውስጥ በመሳተፍዎ ምክንያት የሚያገኙት ጉርሻ የለም፡፡ ሆኖም ቃለመጠይቁ ከባልደረቦቾ 

ጋር ተሞክርዎችን ሊለዋወጡ የሚችሉበት አመቺ ሁኔታ ይፈጥርሎታል ብዬ ተስፋ አደርጋለሁ፡፡ የእርስዎ 

ተሳትፎ ለጥናቱ ጠቃሚ ሲሆን በተጨማሪም የጨቅላ ህፃናት ፅኑ እንክብካቤ አገልግሎት እንዲሻሻል 

ግብዓት ይሆናል፡፡ 

በዚህ የምርምር ፕሮጀክት ውስጥ መሳተፌ ሊያመጣብኝ የሚችለው ችግር አለ ወይ? 

ቃለመጠይቁ ለእርስዎ አመቺ በሆነ ጊዜ እንዲደረግ ከፍተኛ ጥረት ይደረጋል፡፡ ሆኖም ቃለመጠይቁ 

የ1ሰዓት ከ30 ደቂቃ ጊዜዎን መስዋእት ማድረግ ይጠይቃል፡፡  

በዚህ ጥናት ውስጥ በመሳተፍዎ ምክንያት ጉልህ የሚባል ጉዳት ይደርስብዎታል ተብሎ አይጠበቅም፡፡ 

የኮቪድ 19 ወረርሽ ለመከላከል አጠቃላይ በአለም የጤና ጥበቃ ድርጅት የተሰጡ ምክረ ሃሳቦች 

ተግባራዊ ይደረጋሉሉ፡፡ ሆኖም ማንኛውም አደጋ ሊፈጥር የሚችል ችግር ካለ አጥኚው የጉዳቱን አይነት 

ለመለየት እና እንዲሁም በጥናቱ ምክንያት የተከሰተ ችግር መሆኑን ወይም ለማረጋገጥ ተገቢውን ፍተሻ 

ያደርጋል፡፡ የተፈጠረው ችግር በጥናቱ ምክንያት ከሆነ አጥኚው ለሚመለከተው አካል በማሳወቅ 

አስፈላጊውን የእርምት እርምጃ እንዲወሰድ ያደርጋል፡፡  

ለአጥኚው የምሰጠው መረጃ እና የእኔ ማንነት በጥብቅ ሚስጥር ይጠበቃል? 

በየትኛውም የቃለመጠይቅ ቦታ ላይ ስምዎ እንዳይገለጽ የመጠየቅ መብት ያልዎት ሲሆን ከአጥኚው 

እና በጥናት ውስጥ ከሚሳተፉት ሰዎች ውጪ ሌላ ማንኛውም ሰው የእርስዎን በዚህ ጥናት ውስጥ 

መሳተፍ ወይም ስምዎ በየትኛውም ቦታ ላይ የማይገለጽ ሲሆን እንዲሁም መልሱን የሰጡት እርሶ 

መሆንዎን ማንም ሰው ሊያውቅ አይችልም፡፡ በማንኛውም ዳታ ህትመት ወይም ሌሎች የምርምር 

ሪፖርት ማድረጊያ ዘዴዎች ላይ እንደ ኮንፍረንስ ሂደቶች ያሉት ላይ መልስዎ ኮድ ቁጥር የሚሰጠው 

ሲሆን ሲጠቀስም በዚሁ ኮድ የሚጠቀስ ይሆናል፡፡ 

መልሶችዎ ጥናቱ በተገቢ ሁኔታ መከናወኑን የማረጋገጥ ኃላፊነት ባላቸው አካላት ከእነዚህም መሃል 

ድምጹን ወደ ጽሁፍ ገልባጭ፣ ኮድ አድራጊ እንዲሁም የጥናት ስነ-ምግባር ገምጋሚ ኮሚቴ አባላት 

ሊያዩት ይችላሉ፡፡ እርስዎ ሌሎች ሰዎች የሰጡትን መልስ እንዲያዩ ፈቃድ ካሰጡ በስተቀር መልስዎን 

ሊያዩት የሚችሉት ሰዎች በጥናቱ ውስጥ የሚሳተደፉ አካላት ብቻ ናቸው፡፡ 
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እባክዎ የመልስ ሰጭ ማንነት ተለይቶ በማይታወቅ መልኩ ለምርምር ሪፖርት፣ ለጆርናል ጽሁፎች 

እና/ወይም ለኮንፍረንስ አገልግሎት ሊውል እንደሚችል ይገንዘቡ፡፡ ሆኖም ግለሰብ ተሳታፊዎች 

በእንደዚህ አይነት ሪፖርቶች ላይ ማንነታቸው አይገለጽም፡፡ 

አጥኚው የመረጃዎችን ደህንነት እንዴት ሊጠብቅ ይችላል?  

የእርስዎ መልስ የሰፈረበት ወረቀት በአጥኚው ቢሮ ውስጥ በሚቆለፍ መሳቢያ ውስጥ ቢያንስ ለአምስት 

ዓመታት ያህል ለወደፊት የትምህትር አገልግሎት ወይም ምርምር አገልግሎት የሚጠበቅ ይሆናሉ፡፡ 

ሆኖም የመልስዎችዎ ሶፍት ኮፒዎች በይለፍ ቃል በተዘጋ ኮምፒዩተር ውስጥ ይቀመጣሉ፡፡ የተከማቹ 

መረጃዎች የወደፊት አገልግሎት አስፈላጊ ከሆነ የምርምር ስነ ምግባር ገምጋሚ ፈቃድ ያስፈልገዋል፡፡ 

በዚህ ጥናት ውስጥ በመሳተፌ የማገኘው ክፍያ ወይም ጉርሻ አለ?  

ቃለመጠይቁ ለእርስዎ አመቺ በሆነ ሰዓት በሚሰሩበት ሆስፒታል ውስጥ የሚደረግ ነው፡፡ ስለዚህ በጥናቱ 

ውስጥ በመሳተፍዎ ምክንያት የሚሰጥዎት ምንም አይነት ከፍያ የለም፡፡ 

ጥናቱ የስነ ምግባር ፈቃድ አግኝቷል? 

ይህ ጥናት ከኦሮሚያ ክልል ጤና ቢሮ እና ከዩኒቨርስቲ ኦፍ ሳውዝ አፍሪካ የምርምር ስነ ምግባር ገምጋሚ 

ኮሚቴ የፅሁፍ ፈቃድ አግኝቷል፡፡ ፍላጎትዎ ከሆነ የዚህ ፈቃድ ደብዳቤ ቅጂ ሊሰጥዎት ይችላል፡፡ 

የምርምሩ ግኝቶች /ውጤቶች/ በተመለከተ እንዴት ላውቅ እችላለሁ 

ስለ ምርምሩ ግኝቶች ለማወቅ ከፈለጉ እባክዎን ጌታነህ አሰፋን በኢሜል 

64117626@mylife.unisa.ac.za ያግኙት ወይም assefug@gmail.com ስልክ ቁጥር 

0916823703 ያግኙት፡፡ እባክዎን የቤት ስልክ ቁጥሮችን አይጠቀሙ፡ የስራ እና/ወይም ሞባይል ስልክ 

ቁጥሮች ተቀባይነት አላቸው፡፡ ሆኖም ተጨማሪ መረጃ ከፈለጉ ወይም አጥኚውን ስለ ማንኛውም የጤና 

ጉዳይ ማናገር ከፈለጉ ጌታነህ አሰፋ በኢሜል 64117626@mylife.unisa.ac.za ያግኙት ወይም 

assefug@gmail.com እና በዚህ ስልክ ቁጥር 0916823703 ያግኙት፡፡ 

ጥናቱ በተከናወነበት መንገድ ላይ ማንኛውም አስተያየት ጉዳይ ካልዎት ፕሮፌሰር ሞክጋዲ ማትላካላ 

የዩኒቨርስቲ ኦፍ ሳውዝ አፍሪካ የሰው ጤና አጠባበቅ ትምህርት ክፍል ጤና ሳይንስ ኮሌጅ ሊቀመንበር 

ያግኟቸው፡፡ የምርምር ስነ ምግባር ሊቀመንበር ዶ/ር ኬ.ጄ.ማሌሳን በ maleseski@unisa.aciza 

ወይም በዚህ ስልክ ቁጥራቸው 0124296054 ያግኟቸው፡፡ 

ይህንን የመረጃ ቅጽ ለማንበብ ጊዜዎትን ስለሰጡኝ አመሰግናለሁ፡፡  በዚህ ጥናት ውስጥ 

ለመሳተፍ ፍላጎት ካልዎት እባክዎን ከስር ተያይዞ የሚገኘውን የስምምነት ቅጽ ያጠናቅቁ፡፡ 

ከአክብሮት ሠላምታ ጋር 

 

mailto:64117626@mylife.unisa.ac.za
mailto:assefug@gmail.com
mailto:64117626@mylife.unisa.ac.za
mailto:assefug@gmail.com
mailto:maleseski@unisa.aciza
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ጌታነህ አሰፋ 

አጥኚ 

 

 

Annexure B 4: Request to participate in the study (neonatal intensive care care 
unit service status survey) – Amharic  

  

በጥናቱ ውስጥ ተሳትፎ መጠየቂያ ቅፅ 

(የሥነ ምግባር ክሊራንስ ማጣቀሻ ቁጥር፡ 64117626_CREC CHS-2020) 

ቀን       

ርዕስ፡ በማዕከላዊ ኢትዮጵያ በጨቅላ ህፃናት ፅኑ ክትትል (NICU) ክፍል ውስጥ ተኝተው የሚታከሙ 

ጨቅላ ህፃናት የእንክብካቤ ጥራት 

 

ውድ የጥናቱ ተሳታፊዎች  

ስሜ ጌታነህ አሰፋ ስዩም ሲሆን በሰዎች ጤና ሳይንስ ኮሌጅ የጤና ትምህርቶች የትምህርት ክፍል 

ሊቀመንበር ከሆኑት ፕሮፌሰር ሞክጋዲ ማትላካላ ጋር በዩኒቨርስቲ ኦፍ ሳውዝ አፍሪካ በማሕበረሰብ ጤና 

የዶክትሬት (phD) ድግሪ ለማግኘት ጥናት እየሰራሁ እገኛለሁ፡፡ በዚህም እርስዎ በማዕከላዊ ኢትዮጵያ 

በጨቅላ ህፃናት ፅኑ ክትትል ክፍል (NICU) ውስጥ ተኝተው የሚታከሙ ጨቅላ ህፃናት እንክብካቤ 

ጥራት በሚል ርዕስ በሚሰራው ጥናት ውስጥ እንዲሳተፉ እንጋብዞታለን፡፡ 

 

የጥናቱ ዓላማ ምንድነው?  

የዚህ ጥናት ዓላማ ማለትም በማዕከላዊ ኢትዮጵያ በጨቅላ ህፃናት ፅኑ ክትትል ተኝተው የሚታከሙ 

ጨቅላ ህፃናት እንክብካቤ ጥራት በማጥናት የጨቅላ ህፃናት ፅኑ እንክብካቤ በማዕከላዊ ኢትዮጵያ 

ጥራቱ የሚሻሻልበትን ስትራቴጂ ለመቅረጽ ያግዛል፡፡ 

 

ለምን እኔ እንድሳተፍ ተጠየቅኩኝ? 

እርስዎ በዚህ ቃለ መጠይቅ ውስጥ እንዲሳተፉ የተጠየቁበት ምክንያት በጨቅላ ህፃናት ፅኑ እንክብካቤ 

ክፍል ውስጥ ስለሚሰጠው አገልግሎት የተሻለ እውቀት ካላቸው ሰዎች መካከል አንዱ ነዎት ብለን 

ስላመንን ነው፡፡ የእርስዎ በዚህ ጥናት መሳተፍ ለጥናቱ ጥቅም ይሰጣል፡፡ የምናከናውነው ቃለ መጠየቅ 
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ነው፡፡ ከእርስዎ በተሻለ በዚህ ሆስፒታል ስለሚሰጠው አገልግሎት የተሻለ እውቀት ያለው ሰው አለ ብለው 

ካመኑ በተለይ የቃለ መጠይቁ ክፍሎች ላይ ቃለ መጠይቅ እንድናደርግለት ሊጠቁሙኝ ይችላሉ፡፡  

 

በጥናቱ ውስጥ የተሳትፎዬ ባህሪ ምን ይመስላል? 

ስለ ጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል ሰራተኞች እና ስለ ስልጠናቸው፣ ስለ መሰረተ ልማቶች እና 

መሰረታዊ ቁሳቁሶች፣ ስለ ኢንፌክሽን መከላከል፣ ስለ መሰረታዊ መሳሪያዎች፣ አቅርቦቶች እና 

መድሃኒቶች ስለ አገልግሎት መኖር እና ቁጥጥር፣ ስለ የእርስዎ እውቀት፣ ልምድ እና የጨቅላ ህፃናት ፅኑ 

እንክብካቤዎችን አገልግሎቶች ላይ ተፅእኖ በሚፈጥሩ ጉዳዮች፣ ዋና ዋና ተግዳሮቶች እንዲሁም ከጨቅላ 

ህፃናት እንክብካቤ አገልግሎት ጋር የተገናኙ ጥንካሬዎችን የተመለከቱ መረጃዎች እንዲያጋሩ ሊጠየቁ 

ይችላሉ፡፡ 

 

በዚህ ጥናት ውስጥ ለመሳተፍ ከተስማማሁ በኋላ ከጥናቱ መውጣት እችላለሁ? 

በዚህ ጥናት ውስጥ መሳተፍ በበጎ ፈቃድ የሚከናወን ሲሆን በጥናቱ ውስጥ ለመሳተፍ እንዲስማሙ 

የሚደረግ ምንም አይነት ተጽእኖ የለም፡፡ በጥናቱ ውስጥ ተሳትፎ ለማድረግ ከወሰኑ ይህ የመረጃ ቅጽ 

የሚሰጥዎት ሲሆን የተሳትፎ ፈቃደኝነት መግለጫ ቅጹ ላይ እንዲፈርሙ ይጠየቃሉ፡፡ ይህን ቃለ 

መጠይቅ በማንኛውም ጊዜ አቋርጠው ለመውጣት ነፃ ሲሆኑ የሚወጡበትን ምክንያት መግለጽ 

አያስፈልግዎትም፡፡ 

 

በዚህ ጥናት ውስጥ መሳተፍ ሊያስገኙ የሚችሉ ጥቅሞች ምንድናቸው? 

በዚህ ጥናት ውስጥ በመሳተፍዎ ምክንያት የሚያገኙት ጉርሻ የለም፡፡ ሆኖም ቃለመጠይቁ ከባልደረቦቾ 

ጋር ተሞክርዎችን ሊለዋወጡ የሚችሉበት አመቺ ሁኔታ ይፈጥርሎታል ብዬ ተስፋ አደርጋለሁ፡፡ የእርስዎ 

ተሳትፎ ለጥናቱ ጠቃሚ ሲሆን በተጨማሪም የጨቅላ ህፃናት ፅኑ እንክብካቤ አገልግሎት እንዲሻሻል 

ግብዓት ይሆናል፡፡ 

 

በዚህ የምርምር ፕሮጀክት ውስጥ መሳተፌ ሊያመጣብኝ የሚችለው ችግር አለ ወይ? 

ቃለመጠይቁ ለእርስዎ አመቺ በሆነ ጊዜ እንዲደረግ ከፍተኛ ጥረት ይደረጋል፡፡ ሆኖም ቃለመጠይቁ 

የ1ሰዓት ከ30 ደቂቃ ጊዜዎን መስዋእት ማድረግ ይጠይቃል፡፡  
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በዚህ ጥናት ውስጥ በመሳተፍዎ ምክንያት ጉልህ የሚባል ጉዳት ይደርስብዎታል ተብሎ አይጠበቅም፡፡ 

የኮቪድ 19 ወረርሽ ለመከላከል አጠቃላይ በአለም የጤና ጥበቃ ድርጅት የተሰጡ ምክረ ሃሳቦች 

ተግባራዊ ይደረጋሉሉ፡፡ ሆኖም ማንኛውም አደጋ ሊፈጥር የሚችል ችግር ካለ አጥኚው የጉዳቱን አይነት 

ለመለየት እና እንዲሁም በጥናቱ ምክንያት የተከሰተ ችግር መሆኑን ወይም ለማረጋገጥ ተገቢውን ፍተሻ 

ያደርጋል፡፡ የተፈጠረው ችግር በጥናቱ ምክንያት ከሆነ አጥኚው ለሚመለከተው አካል በማሳወቅ 

አስፈላጊውን የእርምት እርምጃ እንዲወሰድ ያደርጋል፡፡  

 

ለአጥኚው የምሰጠው መረጃ እና የእኔ ማንነት በጥብቅ ሚስጥር ይጠበቃል? 

በየትኛውም የቃለመጠይቅ ቦታ ላይ ስምዎ እንዳይገለጽ የመጠየቅ መብት ያልዎት ሲሆን ከአጥኚው 

እና በጥናት ውስጥ ከሚሳተፉት ሰዎች ውጪ ሌላ ማንኛውም ሰው የእርስዎን በዚህ ጥናት ውስጥ 

መሳተፍ ወይም ስምዎ በየትኛውም ቦታ ላይ የማይገለጽ ሲሆን እንዲሁም መልሱን የሰጡት እርሶ 

መሆንዎን ማንም ሰው ሊያውቅ አይችልም፡፡ በማንኛውም ዳታ ህትመት ወይም ሌሎች የምርምር 

ሪፖርት ማድረጊያ ዘዴዎች ላይ እንደ ኮንፍረንስ ሂደቶች ያሉት ላይ መልስዎ ኮድ ቁጥር የሚሰጠው 

ሲሆን ሲጠቀስም በዚሁ ኮድ የሚጠቀስ ይሆናል፡፡ 

 

መልሶችዎ ጥናቱ በተገቢ ሁኔታ መከናወኑን የማረጋገጥ ኃላፊነት ባላቸው አካላት ከእነዚህም መሃል 

ድምጹን ወደ ጽሁፍ ገልባጭ፣ ኮድ አድራጊ እንዲሁም የጥናት ስነ-ምግባር ገምጋሚ ኮሚቴ አባላት 

ሊያዩት ይችላሉ፡፡ እርስዎ ሌሎች ሰዎች የሰጡትን መልስ እንዲያዩ ፈቃድ ካሰጡ በስተቀር መልስዎን 

ሊያዩት የሚችሉት ሰዎች በጥናቱ ውስጥ የሚሳተደፉ አካላት ብቻ ናቸው፡፡ 

 

እባክዎ የመልስ ሰጭ ማንነት ተለይቶ በማይታወቅ መልኩ ለምርምር ሪፖርት፣ ለጆርናል ጽሁፎች 

እና/ወይም ለኮንፍረንስ አገልግሎት ሊውል እንደሚችል ይገንዘቡ፡፡ ሆኖም ግለሰብ ተሳታፊዎች 

በእንደዚህ አይነት ሪፖርቶች ላይ ማንነታቸው አይገለጽም፡፡ 

 

አጥኚው የመረጃዎችን ደህንነት እንዴት ሊጠብቅ ይችላል?  

የእርስዎ መልስ የሰፈረበት ወረቀት በአጥኚው ቢሮ ውስጥ በሚቆለፍ መሳቢያ ውስጥ ቢያንስ ለአምስት 

ዓመታት ያህል ለወደፊት የትምህትር አገልግሎት ወይም ምርምር አገልግሎት የሚጠበቅ ይሆናሉ፡፡ 

ሆኖም የመልስዎችዎ ሶፍት ኮፒዎች በይለፍ ቃል በተዘጋ ኮምፒዩተር ውስጥ ይቀመጣሉ፡፡ የተከማቹ 

መረጃዎች የወደፊት አገልግሎት አስፈላጊ ከሆነ የምርምር ስነ ምግባር ገምጋሚ ፈቃድ ያስፈልገዋል፡፡ 
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በዚህ ጥናት ውስጥ በመሳተፌ የማገኘው ክፍያ ወይም ጉርሻ አለ?  

ቃለመጠይቁ ለእርስዎ አመቺ በሆነ ሰዓት በሚሰሩበት ሆስፒታል ውስጥ የሚደረግ ነው፡፡ ስለዚህ በጥናቱ 

ውስጥ በመሳተፍዎ ምክንያት የሚሰጥዎት ምንም አይነት ከፍያ የለም፡፡ 

 

ጥናቱ የስነ ምግባር ፈቃድ አግኝቷል? 

ይህ ጥናት ከኦሮሚያ ክልል ጤና ቢሮ እና ከዩኒቨርስቲ ኦፍ ሳውዝ አፍሪካ የምርምር ስነ ምግባር ገምጋሚ 

ኮሚቴ የፅሁፍ ፈቃድ አግኝቷል፡፡ ፍላጎትዎ ከሆነ የዚህ ፈቃድ ደብዳቤ ቅጂ ሊሰጥዎት ይችላል፡፡ 

 

የምርምሩ ግኝቶች /ውጤቶች/ በተመለከተ እንዴት ላውቅ እችላለሁ 

ስለ ምርምሩ ግኝቶች ለማወቅ ከፈለጉ እባክዎን ጌታነህ አሰፋን በኢሜል 

64117626@mylife.unisa.ac.za ያግኙት ወይም assefug@gmail.com ስልክ ቁጥር 

0916823703 ያግኙት፡፡ እባክዎን የቤት ስልክ ቁጥሮችን አይጠቀሙ፡ የስራ እና/ወይም ሞባይል ስልክ 

ቁጥሮች ተቀባይነት አላቸው፡፡ ሆኖም ተጨማሪ መረጃ ከፈለጉ ወይም አጥኚውን ስለ ማንኛውም የጤና 

ጉዳይ ማናገር ከፈለጉ ጌታነህ አሰፋ በኢሜል 64117626@mylife.unisa.ac.za ያግኙት ወይም 

assefug@gmail.com እና በዚህ ስልክ ቁጥር 0916823703 ያግኙት፡፡ 

 

ጥናቱ በተከናወነበት መንገድ ላይ ማንኛውም አስተያየት ጉዳይ ካልዎት ፕሮፌሰር ሞክጋዲ ማትላካላ 

የዩኒቨርስቲ ኦፍ ሳውዝ አፍሪካ የሰው ጤና አጠባበቅ ትምህርት ክፍል ጤና ሳይንስ ኮሌጅ ሊቀመንበር 

ያግኟቸው፡፡ የምርምር ስነ ምግባር ሊቀመንበር ዶ/ር ኬ.ጄ.ማሌሳን በ maleseski@unisa.aciza 

ወይም በዚህ ስልክ ቁጥራቸው 0124296054 ያግኟቸው፡፡ 

 

ይህንን የመረጃ ቅጽ ለማንበብ ጊዜዎትን ስለሰጡኝ አመሰግናለሁ፡፡  በዚህ ጥናት ውስጥ 

ለመሳተፍ ፍላጎት ካልዎት እባክዎን ከስር ተያይዞ የሚገኘውን የስምምነት ቅጽ ያጠናቅቁ፡፡ 

ከአክብሮት ሠላምታ ጋር 

 

ጌታነህ አሰ 

 

 

 

mailto:64117626@mylife.unisa.ac.za
mailto:assefug@gmail.com
mailto:64117626@mylife.unisa.ac.za
mailto:assefug@gmail.com
mailto:maleseski@unisa.aciza
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Annexure B 5: Consent to participate in the study – Amharic  

 

በጥናቱ ውስጥ ለመሳተፍ የፍቃደኝነት ቅጽ 

(የስነ-ምግባር ክሊራንስ ማጣቀሻ ቁጥር፡ 64117626_CREC CHS-2020) 

እኔ       (የተሳታፊው ስም) በዚህ ቅፅ ላይ ስምምነቴን እንዳረጋግጥ 

የጠየቀኝ ግለሰብ ስለ ጥናቱ ባህሪ፣ አካሄድ፣ ሊገኙ የሚችሉ ጥቅሞችን እንዲሁም በተሳትፎ ውስጥ 

ሊያጋጥም የሚችል የማይመቹ ሁኔቴታዎችን እንዳሳወቀኝ አረጋግጣለሁ፡፡ 

እንዳነበብኩት (ወይም እንደተገለጸልኝ) እንዲሁም ጥናቱን በተመለከተ የመረጃ ቅጽ ውስጥ 

የተብራራውን ተረድቻለሁ፡፡ 

በተጨማሪም የተለየያዩ ጥያቄዎች ለመጠየቅ በቂ እድል ያገኘሁ በመሆኑ በጥናቱ ውስጥ ለመሳተፍ 

ተዘጋጅቻለሁ፡፡ 

በዚህ ጥናት ውስጥ የተሳተፍኩት በበጎ ፈቃድ መሆኑን እና በማንኛውም ጊዜ ያለምንም ቅጣት ከጥናቱ 

መውጣት እንደምችል ተገንዝቤያለሁ፡፡  

በተጨማሪም በዚህ ጥናት ውስጥ የተገኙት ግኝቶች በምርምር ሪፖርት፣ በጆርናል ህትመቶች እና/ወይም 

በኮንፍረንስ ዝግጅቶች ላይ ሊቀርቡ እንደሚችሉ የተገነዘብኩኝ ሲሆን ሆኖም በዚህ ጥናት ውስጥ በተለየ 

ሁኔታ ተለይቶ ካልተገለጸ በስተቀር የእኔ ተሳትፎ በሚስጥር እንደሚጠበቅ ተገንዝቤያለሁ፡፡ 

ድምጼ እንዲቀረጽ ተስማምቻለሁ፡፡ 

የተፈረመበት የስምምነት ቅፅ ተቀብያለሁ፡፡ 

የተሳታፊው ሙሉ ስም       

የተሳታፊው ፊርማ         

ቀን           

የአጥኚው ሙሉ ስም፡   ጌታነህ አሰፋ  

የአጥኚው ፊርማ፡         

ቀን           
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Annexure C 1: Support Letter from Oromia Regional Health Bureau Research 
and Ethical Review Team 
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Annexure C 2:  Request for permission to conduct the study – Afan Oromo 

 

Qorannaa Gaggeessuuf Gaaffii Heyyama Dhihaatee  

 (“Ethics clearance reference number: 64117626_CREC_CHS_2021”) 

 

Hoospitaaloota filataman Naannoo Oromiyaa Godinoota Shawaa Baha fi Liixa kessattii 

argaman  kessattii qorannaa gaggeessuuf gaaffii dhihaatee.  

Mata-duree Qorannaa: Quality of Care for Neonates Admitted to Neonatal Intensive Care 

Units in Central Ethiopia. 

Guyyaa: ……….. 

Nama dhimma ilaallatuu: D/r Mangistuu Baqqala  

Biroo Fayyaa Naannoo Oromiyaa, Saarbeet Finfinnee  

Ittigaafatamaa Biroo Fayyaa Naannoo Oromiyaa  

Bilbila: 0944731445  

Email: dr. mbekele23@yahoo.com 

 

Kabajamaa D/r Mangistuu, 

 

Ani, Obbo Getaanah Asaffaa Siyyum Durata’a Kuta Barnoota, Kolleejji Saayinsii Ilma Nama,  

Yunivarsitii Afrikaa Kibbaa kan ta’an Prof. Mokgadi Matlakala wajjiin PhD Pabliik Heelzii 

kiyyaaf Yunivarsitii Afrikaa Kibbaattii Qorannaa gaggeessaa jira. Nutis Qorannaa mata-dureen 

isaa Quality of Care for Neonates Admitted to Neonatal Intensive Care Units in Central 

Ethiopia jedhu keessattii akka hirmaattan isiin affeeraa jirra.  

 

Naannoon kessan kan filatamee du’a daa’imman haaraa dhalatan hir’isuun fi tajaajiila 

Kutaalee Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) 

jabeessuun naannicha kessa dhimmoota dursa ol’aanaa isaaniif kennamuu kessa tokko dha. 

Naannoo kanattii fayyaa daa’imman haaraa dhalatan ilaalchisee dhimmoota kana gadii kan 

dabalatu (garu kanaan kan hin daangeffamnee) dha:      

• Turtii ulfa kessattii, yeeroo da’uumsa fi turtii jalqabaa da’uumsa booda akkasumas 

sirnii nyaata hadhoolee bu’aawwan hadhoolee fi daa’imman haaraa dhalatan irrattii 

dhibbaa fiduu danda’an kunuunsa gahumsa qabun foyyeeffamuu qabu.      

• Naannicha kessattii ittifuufinsii jireenya lubbuu daa’imman haaraa dhalatan 

walumaagalattii fi Kutaalee Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa 

Dhalatan (NICUs) seenan baayyee gad’aanaa dha.  

mailto:mbekele23@yahoo.com
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• Ittifuufinsa jireenya lubbuu daa’imman haaraa dhalatan foyyeessuun sadarkaa 

biyyaaleessaa fi naannoottii dhimmoota dursa ol’aanaa isaaniif kennamuu dha. 

• Haala dinqisisaa ta’en, sababootnii guguddaa dhibee fi du’a daa’imman haaraa 

dhalatan kan ittisamuu fi yaalamanii fayyuu danda’an dha. Jireenyii lubbuu fi fayyaan 

daa’imman haaraa dhalatan kunuunsa haaguuga bal’aa da’uumsa dura, kunuunsa 

gahuumsa qabu yeeroo da’umsa, haadha daa’imaaf da’uumsa booda fi daa’immaan 

haaraa dhalatan xixiqqoo fi dhukkubsataa ta’an kunuunsuudhan foyyeeffamuu ni 

danda’a.  

• Daa’immaan haaraa dhalatan xixiqqoo fi dhukkubsataa ta’aniif Kutaa Kunuunsa Yaalii 

Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) qulqulliina sadarkaa ol’aanaa 

qabun gahee guddaa taphataa. Haallii da’umsa booda daa’imman haaraa dhaatan 

naannoo %60 gahan fi du’a hadhoolee %50 biyyoota hiyyeessa kessattii sababa 

tajaajila qulqullina gad’aanaa dha.  

• Qorannaan kun bu’ura ragaa jabeessuu fi straateejjii qopheessuun tajaajiloota 

Kutaalee Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) 

dhimma qorannaa kana fi irra caala foyyeessu dha. Qorannaan kun lubbuun 

daa’imman haaraa dhalatan Kutaa Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman 

Haaraa Dhalatan (NICUs) seenan baraarsuuf tajaajila kennamuu foyyeesudhan 

achumaan kaayyoo sadarakaa naannoo fi biyyaalessaa – fi kaayyoolee misooma 

ittifufaa – baraarsa lubbuu daa’imman haaraa dhalatan galmaan gahuuf  buusii kan 

gumaachu dha.    

Kaayyoon qorannaa kana sadarkaa qulqulliina kunuunsa fayyaa daa’imman haaraa dhalatan 

Kutaa Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) kessattii 

seenan qorachuudhan sadarkaa qulqullina tajaajila NICU naannoo giddugala Itoophiyaa 

kessattii foyyeessuuf starateejii qopheessuu dha.     

Maddii ragaa qorannaa kana hojjeettoota NICU, galmee yaalii fayyaa daa’imman haaraa 

dhalatan fi haadhoolee/kununsitoota dha. Gama staatistiksiitiin fakkeenna galmee yaalii 

fayyaa Daa’imman Haaraa Dhalatan (NICUs) kessattii seenan akka haamma lakkoofsa 

fakkeennaaf gahaa ta’e Sirna Odeeffannoo Yaalii Fayyaa II Aanaa irraa  ni fudhatamaa. 

Qorannaa kuwaaliteetiviif immo dhimma qorannichaaf hirmaattoonnii walittiidhufeenya qaban 

ni filatamu.    

  

Unkii Sarveeyii haallan NICU irrattii argamuu NICU tokkon tokkon isaaniif ni guttamaa. Yoo 

xiqqaatee mariin garee dhimma xiyyeeffanna irrattii godhamu tokko, gaaffiif deebii nama 

odeeffannoo murteessaa ta’e wajjin akkasumas gaaffif deebiin gadi fageenyaa NICU tokkon 

tokkon isaaniif hojjeettoota NICU fi haadholee/kununsitoota wajjin ni gaggeeffamaa. Xinxallii 
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odeeffannoo tooftaa qorannaa kuwaantiteetiviitiin sassaabbaman SPSS windows maxxansa 

23 fayyadamudhan ni xinxalamaa. Xinxallii gadi fageenya odeeffannoo karaa kuwaaliteetiviin 

sassaabbaman immo ATLAS ti 6.2 fayyadamuudhan ni gaggeeffamaa.   

      

Qorannaan bu’ura ragaa sadarkaa qulqulliina kunuunsa fayyaa daa’imman haaraa dhalatan 

Kutaa Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) kessattii 

seenan qorachuudhan sadarkaa qulqullina tajaajila NICU foyyeessuuf starateejii qopheessuuf 

buusii ni gumaachaa.    

  

Qorannaan kun aadaa guyyaa guyyaattii baramee irra ol soodaa rakkowwan ol’aanaa 

kamiyyuu isa qunnamuu akka hin dandeenyee ni eggamaa.   

 

Sirnii adeemsa deebii ilaalcha keennuun argannoowan murteessaa qorannaa kana 

qooddachuu, barreeffamoota guduunfaa maxxanfaman fi tajaajiila NICU foyyeessuuf 

straateejii dursaa fi dhumaa qopheessuu ni hordoofsiisaa.    

Naga Wajjin 

 

Getaanah Asaffaa.  

Geetaanah Asaffaa Gaggeessaa Qoranaa Mummee  
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Annexure C 3: Request to participate in the study (focus group interview) – 
Afan Oromo  

 

Gaaffii Hirmaannaa Qorannaa  

(“Ethics clearance reference number: 64117626_CREC_CHS_2021”)  

(Marii Garee Xiyyeeffannoo) – “FGD” 

Guyyaa: _________ 

Jaalatamtoota Hirmaattoota Kaadhimamtootaa 

Maqaan kiyya Obbo Getaanah Asaffaa Siyyum jedhamaa. Durata’a Kuta Barnoota, Kolleejji 

Saayinsii Ilma Nama, Yunivarsitii Afrikaa Kibbaa kan ta’an Prof. Mokgadi Matlakala wajjiin 

PhD Pabliik Heelzii kiyyaaf Yunivarsitii Afrikaa Kibbaattii Qorannaa gaggeessaa jira. Nutis 

orannaa mata-dureen isaa Quality of Care for Neonates Admitted to Neonatal Intensive Care 

Units in Central Ethiopia jedhu keessattii akka hirmaattan isiin affeeraa jirra. 

 

KAAYYOON QORANNAA KANA MAALINNII?   

Kaayyoon qorannaa kana Qulquliina kunuunsa fayyaa daa’imman haaraa dhalatanii Kutaalee 

Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) kessattii argaman 

qorachuudhan. Naannoo Giddugala Itoophiyaa kessattii qulqullina NICU jabeessuudhaf 

straatejiwwan qopheessuu dha.  

 

MAALIIF AKKA HIRMAADHUU AFFEERAMEE?  

Odeeffannoon teessoo kessan kan argamee dhaabbata fayyaa kessan irra dha. qorannaa 

kana kessatti hirmaannaan kessan faydaa qabeessa dha. Isiin dabalatee marii dhimma tokko 

irrattii xiyyeeffatee kana kessattii namoonnii 8-12 ta’an ni hirmaatu.    

 

HAALLII HIRMAANNAA QORANNAA KANA KESSAA MAALINNII?  

Qorannaan kun waraabduu sagaleetiin kan gaggeeffamuu dha. Mariin godhamu yoo 

baayyatee sa’a tokkof walakka kan fudhatu dha. Wa’e beekumsa, muxannoo, fi sababoota 

tajajjiila Kutaalee Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) 

irrattii dhibbaa fidan jettanii yaaddan, rakkoolee mummee ta’an fi jabeenya Kutaalee 

Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) ni gaafatamtuu.       

 

ERGA HIRMAACHUUF WALIGALEE BOODA QORANNAA KANA KESSAA ADDAAN 

KUTEE BAHUU NAN DANDA’A?  

Qorannaa kana kessattii hirmaachun feedhii ofin qofa yoo ta’u hirmaannaa waligaluuf dirqama 

tokkollee hin qabdanii. Hirmaachuuf yoo murteessitan unka odeeffannoo isiin wajjin tursiistan 

isiniif keennamee waligaltee barreeffamaan dhihaatee akka mallatteesitan ni gaafatamtuu. 
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Yeeroo kamiyyuu marii kana kessaa yeeroo kamiyyuu sababa kamiyyuu osoo hin keennin 

bahuu ni dandeessu.   

   

FAYDAALEEN QORANNAA KANA KEESSATTII HIRMAACHUUN ARGAMUU DANDA’AN 

MAAL FA’A DHA? 

Hirmaannaa keessaniif kaffaltiin isiinif kaffalamuu hin jiru. Mariin godhamu oggeessoota 

waa’ila hoji kessan wajjin muxxannoo wal-hiruuf guulantaa-haasaa fayidaa-qabeessa akka 

ta’u ni haawwinaa. Buusiin isiin gumaachitan qorannaa kanaaf akkasuumas tajaajiloota NICU 

foyyeessuuf baayyee kan gargaaruu dha.     

 

PIROJEEKTII QORANNAA KANA HIRMAACHUU KIYYAAN HAALLA MIDHAA 

NARRATTII GEESSAN HORFSISUU JIRAA?  

Sagantaan gaaffif deebii kessan yeeroo isiin mijaatuttii akka gaggeeffamuu tattaaffiin cimaa 

ni godhamaa.   

Sababa hirmaannaa kessaniin midhaa isiin irra gahuu danda’u kamiyyuu akka hin jiraannee 

ni eggamaa. Of-eggannoon duursaa WHO hundii soodaa dhibee daddarbaa COVID-19 

hir’isuuf rawwatamaa ni ta’u. Midhaa gahuu danda’u kamiyyuu tasa yoo jiraatee gaggeessaan 

qorannaa bu’ura gosa midhaa gahuu danda’u fi sababa qorannaa kanaan ta’u isaa irrattii 

hunda’un tarkaanfii addaan baasee beekuu haatattamaan ni fudhataa. Tasa sababa qorannaa 

kanaan yoo ta’e, gaggeessab qorannaa dhimmicha qaama illaallatuuf beeksisuudhan 

tarkaanfiin akka fudhatamuu ni godha.     

 

ODEEFFANNOON GAGGEESSAA QORANNOOF KEENNUU FI ENYUMMAAN KIYYA 

ICITIIDHAAN NI EGGAMAA? 

Gaggeessaa qorannaa fi miseensoota garee qorannaa beekkaman qorannaa kana kessattii 

hirmaachuu kessan beekuu isaanii aala maqaan kessan bakka kamiyyuu akka hin 

galmeeffamnee dhorkuu ni dandeessuu YKN maqaan kessan bakka kamiyyuu hin 

galmeeffamuu namnii kamiyyuu deebii keennitan wajjiin isiin wal-qabsiisuu hin danda’u. 

Deebiwwan keessaniif lakkoofsa adda ta’ee ykn koodii iciitii isaaniif keennee haaluuma 

kanaan odeeffannoo fi maxxanfamtoota kamiyyuu ykn toftaawwan gabaasa qorannaa kan 

akka ibsa konfiransii irrattii ni caqasamuu.  

Deebiwwan keessan namoota qorannaan kun sirrittii gaggeeffamu isaa mirkaneessuuf 

ittigaafatamummaa qabaniin dabalatee, oggeessa sagalee gara barreeffama jijjirun, 

Oggeessa Koodii aala irraa qacaramuun, fi miseensoota Kooree Madaalli Naamuusa 

Qorannaatiin  ni madaallamu. Haata’u malee galmeeffamnii enyummaa kessan addaan 

baasan namootnii biraa akka hin arginee heyyama yoo hin keenninee namoota qoranna kan 

irra hojjetan qofaaf ni dhihaataa.   
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Maaloo, odeeffannoon maddii isaa hin beekkamnee kaayyoo adda addaaf kan akka gabaasa 

qorannaa, barreeffamoota guduunfaa fi/ykn ibsa konfiransiif fayyaduu kan danda’u ta’u isaa 

hubadhaa. Haata’u malee hirmaattootnii namoota dhunfaa gabaasa qorannaa akkasii kessattii 

enyummaa isaanii kan hin ibsamnee ta’u isaa beekaa.   

Marii dhimma xiyyeeffannaa kan kessattii namoonnii 8-12 kan hirmaatan ta’u isaanii beekaa. 

Gaggeessaa qorannaatiin odeeffannoo yeeroo marii dhimma xiyyeeffannaa kessattii kan wal-

hin qunnamnee ta’u keessan mirkaneessuuf tattaaffii ol’aanaa ni godha, garuu hirmaattoonnii 

odeeffannoo marii dhimma xiyyeeffannaa kessatti beekan iciitiidhan akka egan wabummaa 

keennuu hin danda’u. Haata’u malee hirmaattoonnii kanuuma akka rawwatan nan 

jajjabeessaa. Sababa kanaan odeeffannoo dhunfaa ta’e marii kana kessattii akka hin ibsinee 

isiin gorsaa.    

 

GAGGEESSAAN(SSITOONNII) QORANNAA NAGEENYA ODEEFFANNOO QORANNAA 

AKKAMITII EGUU? 

Deebiin kessan haard koppitiin yoo xiqqaatee turtii waggaa shaniif haarka gaggeessaa 

qorannaa kessattii sanduuqa qollofamee wajjira gaggeessaa qorannaa kessattii kaayyoo 

baruumsaaf ni tura;  odeeffannoon eleektroniksii kompitara paaswwordiidhan cufamee 

kessattii ni turaa. Fayidaan odeeffannoo qorannaa kufamee gara fulduraattii naamuusa 

qorannaa dabalaataa fi mirkaneeffama argamuu irra kan hundeeffatee dha.    

 

QORANNAA KANA KESSATTII HIRMAACHUU KIYYAAF KAFALTII YKN FAYDAA 

KAMIYYUU NAN ARGADHAA?  

Mariin kan gaggeeffamu hoospitaala kessan kessattii sa’aatii isiiniif mijaataa ta’e irratti dha. 

Qorannaa kana kessttii hirmaachuu kessaniif kaffaltiin isiniif kaffalamu kamiyyu hin jiru.  

 

QORANNAAN KUN MIRKANEEFFAMA ARGATEERAA 

Qoranaan kun Koree Madaallii Naamuusa Qorannaa Biroo Fayyaa Naannoo Oromiyaa fi 

UNISA irra mirkaneeffama argateeraa. Xalayaan mirkaneeffama koppidhaan gaggeessaa 

qorannaa irraa yoo barbaaddan argachu ni dandeessuu.  

 

ARGANNOO/BU’AALEE QORANNAA HAALA KAMIN BEEKUU DANDA’AA?  

Argannoo qorannaa dhummaa beekuu yoo barbaaddaan maaloo Getaachaw Asaffaa karaa  

64117626@mylife.unisa.ac.za ykn assefug@gmail.com telephone: 0916823703 argadhaa. 

Maaloo bilbiila manaa hin fayyadaminaa.  Bilbillii qajeelcha waajjiraa fi mobayiniin 

fudhatamummaa qabu. Odeeffannoo dabalataa yoo barbaaddan dhimma qorannaa kana 

kamiyyuu ilaalchisee Getaachaw Asaffaa email: 64117626@mylife.unisa.ac.za OR 

assefug@gmail.com telephone: 0916823703 dubbisuu ni dandeessu.  

mailto:64117626@mylife.unisa.ac.za
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Haala qorannaan kun ittiin rawwatamee beekku yoo barbaaddan . Durata’a Kuta Barnoota, 

Kolleejji Saayinsii Ilma Nama, Yunivarsitii Afrikaa Kibbaa kan ta’an Prof. Mokgadi Matlakala 

wajjiin PhD Pabliik Heelzii kiyyaaf Yunivarsitii Afrikaa Kibbaa dubbisuu ni dabndessuu. 

Durata’a  Koree Madaallii Naamuusa Qorannaa gaaffii kamiyyuuf dubbisuu ni dandeessuu.  

Unka odeeffannoo kan dubbisuu kessaniif galatoomaa. Qorannaa kana kessattii hirmaachuf 

fedhi yoo qabaattan, maaloo unka waligaltee kana gadii gutaa.   

Naga Wajjin  

 

Getaanah Asaffaa.  

Gaggeessaa Qorannaa 
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Annexure C 4: Request to participate in the study (semi-structured individual 
interview with the paediatrician) 

 

Gaaffii Hirmaannaa Qorannaa  

(Gaafannoo kennaa odeeffannoo barbaaachisaa waliin gaggefamu) – “KII”  

(“Ethics clearance reference number: 64117626_CREC_CHS_2021”) 

Guyyaa: ___________ 

 

Jaalatamtoota Hirmaattoota Kaadhimamtootaa 

Maqaan kiyya Obbo Getaanah Asaffaa Siyyum jedhamaa. Durata’a Kuta Barnoota, Kolleejji 

Saayinsii Ilma Nama, Yunivarsitii Afrikaa Kibbaa kan ta’an Prof. Mokgadi Matlakala wajjiin 

PhD Pabliik Heelzii kiyyaaf Yunivarsitii Afrikaa Kibbaattii Qorannaa gaggeessaa jira. Nutis 

orannaa mata-dureen isaa Quality of Care for Neonates Admitted to Neonatal Intensive Care 

Units in Central Ethiopia jedhu keessattii akka hirmaattan isiin affeeraa jirra. 

 

KAAYYOON QORANNAA KANA MAALINNII?   

Kaayyoon qorannaa kana Qulquliina kunuunsa fayyaa daa’imman haaraa dhalatanii Kutaalee 

Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) kessattii argaman 

qorachuudhan. Naannoo Giddugala Itoophiyaa kessattii qulqullina NICU jabeessuudhaf 

straatejiwwan qopheessuu dha.  

 

MAALIIF AKKA HIRMAADHUU AFFEERAMEE?  

Odeeffannoon teessoo kessan kan argamee dhaabbata fayyaa kessan irra dha. qorannaa 

kana kessatti hirmaannaan kessan faydaa qabeessa dha Gaafannoo dhuunfaati.    

    

HAALLII HIRMAANNAA QORANNAA KANA KESSAA MAALINNII?  

Qorannaan kun waraabduu sagaleetiin kan gaggeeffamuu dha. Mariin godhamu yoo 

baayyatee sa’a tokkof walakka kan fudhatu dha. Wa’e beekumsa, muxannoo, fi sababoota 

tajajjiila Kutaalee Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) 

irrattii dhibbaa fidan jettanii yaaddan, rakkoolee mummee ta’an fi jabeenya Kutaalee 

Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) ni gaafatamtuu.    

    

ERGA HIRMAACHUUF WALIGALEE BOODA QORANNAA KANA KESSAA ADDAAN 

KUTEE BAHUU NAN DANDA’A?  

Qorannaa kana kessattii hirmaachun feedhii ofin qofa yoo ta’u hirmaannaa waligaluuf dirqama 

tokkollee hin qabdanii. Hirmaachuuf yoo murteessitan unka odeeffannoo isiin wajjin tursiistan 
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isiniif keennamee waligaltee barreeffamaan dhihaatee akka mallatteesitan ni gaafatamtuu. 

Yeeroo kamiyyuu marii kana kessaa yeeroo kamiyyuu sababa kamiyyuu osoo hin keennin 

bahuu ni dandeessu.     

 

FAYDAALEEN QORANNAA KANA KEESSATTII HIRMAACHUUN ARGAMUU DANDA’AN 

MAAL FA’A DHA? 

Hirmaannaa keessaniif kaffaltiin isiinif kaffalamuu hin jiru. Mariin godhamu oggeessoota 

waa’ila hoji kessan wajjin muxxannoo wal-hiruuf guulantaa-haasaa fayidaa-qabeessa akka 

ta’u ni haawwinaa. Buusiin isiin gumaachitan qorannaa kanaaf akkasuumas tajaajiloota NICU 

foyyeessuuf baayyee kan gargaaruu dha.     

 

PIROJEEKTII QORANNAA KANA HIRMAACHUU KIYYAAN HAALLA MIDHAA 

NARRATTII GEESSAN HORFSISUU JIRAA?  

Sagantaan gaaffif deebii kessan yeeroo isiin mijaatuttii akka gaggeeffamuu tattaaffiin cimaa 

ni godhamaa.   

 

Sababa hirmaannaa kessaniin midhaa isiin irra gahuu danda’u kamiyyuu akka hin jiraannee 

ni eggamaa. Of-eggannoon duursaa WHO hundii soodaa dhibee daddarbaa COVID-19 

hir’isuuf rawwatamaa ni ta’u. Midhaa gahuu danda’u kamiyyuu tasa yoo jiraatee gaggeessaan 

qorannaa bu’ura gosa midhaa gahuu danda’u fi sababa qorannaa kanaan ta’u isaa irrattii 

hunda’un tarkaanfii addaan baasee beekuu haatattamaan ni fudhataa. Tasa sababa qorannaa 

kanaan yoo ta’e, gaggeessab qorannaa dhimmicha qaama illaallatuuf beeksisuudhan 

tarkaanfiin akka fudhatamuu ni godha.     

 

ODEEFFANNOON GAGGEESSAA QORANNOOF KEENNUU FI ENYUMMAAN KIYYA 

ICITIIDHAAN NI EGGAMAA? 

Gaggeessaa qorannaa fi miseensoota garee qorannaa beekkaman qorannaa kana kessattii 

hirmaachuu kessan beekuu isaanii aala maqaan kessan bakka kamiyyuu akka hin 

galmeeffamnee dhorkuu ni dandeessuu YKN maqaan kessan bakka kamiyyuu hin 

galmeeffamuu namnii kamiyyuu deebii keennitan wajjiin isiin wal-qabsiisuu hin danda’u. 

Deebiwwan keessaniif lakkoofsa adda ta’ee ykn koodii iciitii isaaniif keennee haaluuma 

kanaan odeeffannoo fi maxxanfamtoota kamiyyuu ykn toftaawwan gabaasa qorannaa kan 

akka ibsa konfiransii irrattii ni caqasamuu.  

Deebiwwan keessan namoota qorannaan kun sirrittii gaggeeffamu isaa mirkaneessuuf 

ittigaafatamummaa qabaniin dabalatee, oggeessa sagalee gara barreeffama jijjirun, 

Oggeessa Koodii aala irraa qacaramuun, fi miseensoota Kooree Madaalli Naamuusa 

Qorannaatiin  ni madaallamu. Haata’u malee galmeeffamnii enyummaa kessan addaan 
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baasan namootnii biraa akka hin arginee heyyama yoo hin keenninee namoota qoranna kan 

irra hojjetan qofaaf ni dhihaataa.   

 

Maaloo, odeeffannoon maddii isaa hin beekkamnee kaayyoo adda addaaf kan akka gabaasa 

qorannaa, barreeffamoota guduunfaa fi/ykn ibsa konfiransiif fayyaduu kan danda’u ta’u isaa 

hubadhaa. Haata’u malee hirmaattootnii namoota dhunfaa gabaasa qorannaa akkasii kessattii 

enyummaa isaanii kan hin ibsamnee ta’u isaa beekaa. 

   

Marii dhimma xiyyeeffannaa kan kessattii namoonnii 8-12 kan hirmaatan ta’u isaanii beekaa. 

Gaggeessaa qorannaatiin odeeffannoo yeeroo marii dhimma xiyyeeffannaa kessattii kan wal-

hin qunnamnee ta’u keessan mirkaneessuuf tattaaffii ol’aanaa ni godha, garuu hirmaattoonnii 

odeeffannoo marii dhimma xiyyeeffannaa kessatti beekan iciitiidhan akka egan wabummaa 

keennuu hin danda’u. Haata’u malee hirmaattoonnii kanuuma akka rawwatan nan 

jajjabeessaa. Sababa kanaan odeeffannoo dhunfaa ta’e marii kana kessattii akka hin ibsinee 

isiin gorsaa.    

 

GAGGEESSAAN(SSITOONNII) QORANNAA NAGEENYA ODEEFFANNOO QORANNAA 

AKKAMITII EGUU? 

Deebiin kessan haard koppitiin yoo xiqqaatee turtii waggaa shaniif haarka gaggeessaa 

qorannaa kessattii sanduuqa qollofamee wajjira gaggeessaa qorannaa kessattii kaayyoo 

baruumsaaf ni tura;  odeeffannoon eleektroniksii kompitara paaswwordiidhan cufamee 

kessattii ni turaa. Fayidaan odeeffannoo qorannaa kufamee gara fulduraattii naamuusa 

qorannaa dabalaataa fi mirkaneeffama argamuu irra kan hundeeffatee dha.    

 

QORANNAA KANA KESSATTII HIRMAACHUU KIYYAAF KAFALTII YKN FAYDAA 

KAMIYYUU NAN ARGADHAA?  

Mariin kan gaggeeffamu hoospitaala kessan kessattii sa’aatii isiiniif mijaataa ta’e irratti dha. 

Qorannaa kana kessttii hirmaachuu kessaniif kaffaltiin isiniif kaffalamu kamiyyu hin jiru.  

 

QORANNAAN KUN MIRKANEEFFAMA ARGATEERAA 

Qoranaan kun Koree Madaallii Naamuusa Qorannaa Biroo Fayyaa Naannoo Oromiyaa fi 

UNISA irra mirkaneeffama argateeraa. Xalayaan mirkaneeffama koppidhaan gaggeessaa 

qorannaa irraa yoo barbaaddan argachu ni dandeessuu.  

 

ARGANNOO/BU’AALEE QORANNAA HAALA KAMIN BEEKUU DANDA’AA?  

Argannoo qorannaa dhummaa beekuu yoo barbaaddaan maaloo Getaachaw Asaffaa karaa  

64117626@mylife.unisa.ac.za ykn assefug@gmail.com telephone: 0916823703 argadhaa. 

mailto:64117626@mylife.unisa.ac.za
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Maaloo bilbiila manaa hin fayyadaminaa.  Bilbillii qajeelcha waajjiraa fi mobayiniin 

fudhatamummaa qabu. Odeeffannoo dabalataa yoo barbaaddan dhimma qorannaa kana 

kamiyyuu ilaalchisee Getaachaw Asaffaa email: 64117626@mylife.unisa.ac.za OR 

assefug@gmail.com telephone: 0916823703 dubbisuu ni dandeessu.  

 

Haala qorannaan kun ittiin rawwatamee beekku yoo barbaaddan . Durata’a Kuta Barnoota, 

Kolleejji Saayinsii Ilma Nama, Yunivarsitii Afrikaa Kibbaa kan ta’an Prof. Mokgadi Matlakala 

wajjiin PhD Pabliik Heelzii kiyyaaf Yunivarsitii Afrikaa Kibbaa dubbisuu ni dabndessuu. 

Durata’a  Koree Madaallii Naamuusa Qorannaa gaaffii kamiyyuuf dubbisuu ni dandeessuu.  

 

Unka odeeffannoo kan dubbisuu kessaniif galatoomaa. Qorannaa kana kessattii hirmaachuf 

fedhi yoo qabaattan, maaloo unka waligaltee kana gadii gutaa.   

Naga Wajjin  

 

Getaanah Asaffaa.  

Gaggeessaa Qorannaa 
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Annexure C 5: Request to participate in the study (semi-structured individual 
interview with the mother of the neonate) 

 

GAAFFII HIRMAANNAA QORANNAA  

(Gaafannoo gadii fageenya haadholee fi kunuunsiitoota Waliin Gaggefamu) – “IDI”  

(“Ethics clearance reference number: 64117626_CREC_CHS_2021”) 

Guyyaa: ______________ 

Jaalatamtoota Hirmaattoota Kaadhimamtootaa 

Maqaan kiyya Obbo Getaanah Asaffaa Siyyum jedhamaa. Durata’a Kuta Barnoota, Kolleejji 

Saayinsii Ilma Nama, Yunivarsitii Afrikaa Kibbaa kan ta’an Prof. Mokgadi Matlakala wajjiin 

PhD Pabliik Heelzii kiyyaaf Yunivarsitii Afrikaa Kibbaattii Qorannaa gaggeessaa jira. Nutis 

orannaa mata-dureen isaa Quality of Care for Neonates Admitted to Neonatal Intensive Care 

Units in Central Ethiopia jedhu keessattii akka hirmaattan isiin affeeraa jirra. 

 

KAAYYOON QORANNAA KANA MAALINNII?   

Kaayyoon qorannaa kana Qulquliina kunuunsa fayyaa daa’imman haaraa dhalatanii Kutaalee 

Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) kessattii argaman 

qorachuudhan. Naannoo Giddugala Itoophiyaa kessattii qulqullina NICU jabeessuudhaf 

straatejiwwan qopheessuu dha.  

 

MAALIIF AKKA HIRMAADHUU AFFEERAMEE?  

Odeeffannoon teessoo kessan kan argamee dhaabbata fayyaa kessan irra dha. qorannaa 

kana kessatti hirmaannaan kessan faydaa qabeessa dha. Gaafannoo dhuunfaati.       

 

HAALLII HIRMAANNAA QORANNAA KANA KESSAA MAALINNII?  

Qorannaan kun waraabduu sagaleetiin kan gaggeeffamuu dha. Gaafannoon kuni yoo 

baayyatee sa’a tokko kan fudhatu dha. Wa’e beekumsa, muxannoo, fi sababoota tajajjiila 

Kutaalee Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) irrattii 

dhibbaa fidan jettanii yaaddan, rakkoolee mummee ta’an fi jabeenya Kutaalee Kunuunsa 

Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) ni gaafatamtuu.   

     

ERGA HIRMAACHUUF WALIGALEE BOODA QORANNAA KANA KESSAA ADDAAN 

KUTEE BAHUU NAN DANDA’A?  

Qorannaa kana kessattii hirmaachun feedhii ofin qofa yoo ta’u hirmaannaa waligaluuf dirqama 

tokkollee hin qabdanii. Hirmaachuuf yoo murteessitan unka odeeffannoo isiin wajjin tursiistan 

isiniif keennamee waligaltee barreeffamaan dhihaatee akka mallatteesitan ni gaafatamtuu. 
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Yeeroo kamiyyuu marii kana kessaa yeeroo kamiyyuu sababa kamiyyuu osoo hin keennin 

bahuu ni dandeessu.     

 

FAYDAALEEN QORANNAA KANA KEESSATTII HIRMAACHUUN ARGAMUU DANDA’AN 

MAAL FA’A DHA? 

Hirmaannaa keessaniif kaffaltiin isiinif kaffalamuu hin jiru. Mariin godhamu oggeessoota 

waa’ila hoji kessan wajjin muxxannoo wal-hiruuf guulantaa-haasaa fayidaa-qabeessa akka 

ta’u ni haawwinaa. Buusiin isiin gumaachitan qorannaa kanaaf akkasuumas tajaajiloota NICU 

foyyeessuuf baayyee kan gargaaruu dha.     

 

PIROJEEKTII QORANNAA KANA HIRMAACHUU KIYYAAN HAALLA MIDHAA 

NARRATTII GEESSAN HORFSISUU JIRAA?  

Sagantaan gaaffif deebii kessan yeeroo isiin mijaatuttii akka gaggeeffamuu tattaaffiin cimaa 

ni godhamaa. Sababa hirmaannaa kessaniin midhaa isiin irra gahuu danda’u kamiyyuu akka 

hin jiraannee ni eggamaa. Of-eggannoon duursaa WHO hundii soodaa dhibee daddarbaa 

COVID-19 hir’isuuf rawwatamaa ni ta’u. Midhaa gahuu danda’u kamiyyuu tasa yoo jiraatee 

gaggeessaan qorannaa bu’ura gosa midhaa gahuu danda’u fi sababa qorannaa kanaan ta’u 

isaa irrattii hunda’un tarkaanfii addaan baasee beekuu haatattamaan ni fudhataa. Tasa 

sababa qorannaa kanaan yoo ta’e, gaggeessab qorannaa dhimmicha qaama illaallatuuf 

beeksisuudhan tarkaanfiin akka fudhatamuu ni godha.     

 

ODEEFFANNOON GAGGEESSAA QORANNOOF KEENNUU FI ENYUMMAAN KIYYA 

ICITIIDHAAN NI EGGAMAA? 

Gaggeessaa qorannaa fi miseensoota garee qorannaa beekkaman qorannaa kana kessattii 

hirmaachuu kessan beekuu isaanii aala maqaan kessan bakka kamiyyuu akka hin 

galmeeffamnee dhorkuu ni dandeessuu YKN maqaan kessan bakka kamiyyuu hin 

galmeeffamuu namnii kamiyyuu deebii keennitan wajjiin isiin wal-qabsiisuu hin danda’u. 

Deebiwwan keessaniif lakkoofsa adda ta’ee ykn koodii iciitii isaaniif keennee haaluuma 

kanaan odeeffannoo fi maxxanfamtoota kamiyyuu ykn toftaawwan gabaasa qorannaa kan 

akka ibsa konfiransii irrattii ni caqasamuu.  

Deebiwwan keessan namoota qorannaan kun sirrittii gaggeeffamu isaa mirkaneessuuf 

ittigaafatamummaa qabaniin dabalatee, oggeessa sagalee gara barreeffama jijjirun, 

Oggeessa Koodii aala irraa qacaramuun, fi miseensoota Kooree Madaalli Naamuusa 

Qorannaatiin  ni madaallamu. Haata’u malee galmeeffamnii enyummaa kessan addaan 

baasan namootnii biraa akka hin arginee heyyama yoo hin keenninee namoota qoranna kan 

irra hojjetan qofaaf ni dhihaataa.   
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Maaloo, odeeffannoon maddii isaa hin beekkamnee kaayyoo adda addaaf kan akka gabaasa 

qorannaa, barreeffamoota guduunfaa fi/ykn ibsa konfiransiif fayyaduu kan danda’u ta’u isaa 

hubadhaa. Haata’u malee hirmaattootnii namoota dhunfaa gabaasa qorannaa akkasii kessattii 

enyummaa isaanii kan hin ibsamnee ta’u isaa beekaa.   

 

GAGGEESSAAN(SSITOONNII) QORANNAA NAGEENYA ODEEFFANNOO QORANNAA 

AKKAMITII EGUU? 

Deebiin kessan haard koppitiin yoo xiqqaatee turtii waggaa shaniif haarka gaggeessaa 

qorannaa kessattii sanduuqa qollofamee wajjira gaggeessaa qorannaa kessattii kaayyoo 

baruumsaaf ni tura;  odeeffannoon eleektroniksii kompitara paaswwordiidhan cufamee 

kessattii ni turaa. Fayidaan odeeffannoo qorannaa kufamee gara fulduraattii naamuusa 

qorannaa dabalaataa fi mirkaneeffama argamuu irra kan hundeeffatee dha.    

QORANNAA KANA KESSATTII HIRMAACHUU KIYYAAF KAFALTII YKN FAYDAA 

KAMIYYUU NAN ARGADHAA?  

Mariin kan gaggeeffamu hoospitaala kessan kessattii sa’aatii isiiniif mijaataa ta’e irratti dha. 

Qorannaa kana kessttii hirmaachuu kessaniif kaffaltiin isiniif kaffalamu kamiyyu hin jiru.  

 

QORANNAAN KUN MIRKANEEFFAMA ARGATEERAA 

Qoranaan kun Koree Madaallii Naamuusa Qorannaa Biroo Fayyaa Naannoo Oromiyaa fi 

UNISA irra mirkaneeffama argateeraa. Xalayaan mirkaneeffama koppidhaan gaggeessaa 

qorannaa irraa yoo barbaaddan argachu ni dandeessuu.  

 

ARGANNOO/BU’AALEE QORANNAA HAALA KAMIN BEEKUU DANDA’AA?  

Argannoo qorannaa dhummaa beekuu yoo barbaaddaan maaloo Getaachaw Asaffaa karaa  

64117626@mylife.unisa.ac.za ykn assefug@gmail.com telephone: 0916823703 argadhaa. 

Maaloo bilbiila manaa hin fayyadaminaa.  Bilbillii qajeelcha waajjiraa fi mobayiniin 

fudhatamummaa qabu. Odeeffannoo dabalataa yoo barbaaddan dhimma qorannaa kana 

kamiyyuu ilaalchisee Getaachaw Asaffaa email: 64117626@mylife.unisa.ac.za OR 

assefug@gmail.com telephone: 0916823703 dubbisuu ni dandeessu.  
 

Haala qorannaan kun ittiin rawwatamee beekku yoo barbaaddan . Durata’a Kuta Barnoota, 

Kolleejji Saayinsii Ilma Nama, Yunivarsitii Afrikaa Kibbaa kan ta’an Prof. Mokgadi Matlakala 

wajjiin PhD Pabliik Heelzii kiyyaaf Yunivarsitii Afrikaa Kibbaa dubbisuu ni dabndessuu. 

Durata’a  Koree Madaallii Naamuusa Qorannaa gaaffii kamiyyuuf dubbisuu ni dandeessuu.  
 

Unka odeeffannoo kan dubbisuu kessaniif galatoomaa. Qorannaa kana kessattii hirmaachuf 

fedhi yoo qabaattan, maaloo unka waligaltee kana gadii gutaa.   

Naga Wajjin  
 

Getaanah Asaffaa 

Gaggeessaa Qorannaa 

mailto:64117626@mylife.unisa.ac.za
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Annexure C 6: Request to participate in the study (neonatal intensive care unit 

service status survey) – Afan Oromo   

 

Gaaffii Hirmaannaa Qorannaa  

 (“Ethics clearance reference number: 64117626_CREC_CHS_2021”) 

Guyyaa: ______________ 

Jaalatamtoota Hirmaattoota Kaadhimamtootaa 

Maqaan kiyya Obbo Getaanah Asaffaa Siyyum jedhamaa. Durata’a Kuta Barnoota, 

Kolleejji Saayinsii Ilma Nama, Yunivarsitii Afrikaa Kibbaa kan ta’an Prof. Mokgadi 

Matlakala wajjiin PhD Pabliik Heelzii kiyyaaf Yunivarsitii Afrikaa Kibbaattii Qorannaa 

gaggeessaa jira. Nutis orannaa mata-dureen isaa Quality of Care for Neonates 

Admitted to Neonatal Intensive Care Units in Central Ethiopia jedhu keessattii akka 

hirmaattan isiin affeeraa jirra. 

 

KAAYYOON QORANNAA KANA MAALINNII?   

Kaayyoon qorannaa kana Qulquliina kunuunsa fayyaa daa’imman haaraa dhalatanii 

Kutaalee Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) 

kessattii argaman qorachuudhan. Naannoo Giddugala Itoophiyaa kessattii qulqullina 

NICU jabeessuudhaf straatejiwwan qopheessuu dha.  

 

MAALIIF AKKA HIRMAADHUU AFFEERAMEE?  

Sababni isin filaneef waa’e tajaajila “NICU” kanan walqabate ilaalchisee beekumsa 

olaanaa qabdan jennee wan amanneefi. Hirmaanaan keessan qoranoo kanaaf bay’ee 

barbaachisaadha. Gaafannoo dhuunfaati. Kutaalee gaafii tokko tokko irrati namni 

biraa odeefannoo caalaa qabu yoo jiraate gama isaatti nadabarsuu ni dandeessu.      

 

 

HAALLII HIRMAANNAA QORANNAA KANA KESSAA MAALINNII?  

 

Gaafannoon kun waa’ee bayina fi gosa hojjetoota, leenjii hojjetoota, meeshaalee, 

qoricha, fi dheemshaa, ittisa faalamaa, argamuu tajaajila, to’annoo “NICU” kanaa irrati 

xiyeefata. Akasumas, wa’e beekumsa, muxannoo, fi sababoota tajajjiila Kutaalee 

Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (“NICU”) irrattii 
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dhibbaa fidan jettanii yaaddan, rakkoolee mummee ta’an fi jabeenya Kutaalee 

Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa Dhalatan (NICUs) ni 

gaafatamtuu.      

 

ERGA HIRMAACHUUF WALIGALEE BOODA QORANNAA KANA KESSAA 

ADDAAN KUTEE BAHUU NAN DANDA’A?  

Qorannaa kana kessattii hirmaachun feedhii ofin qofa yoo ta’u hirmaannaa waligaluuf 

dirqama tokkollee hin qabdanii. Hirmaachuuf yoo murteessitan unka odeeffannoo isiin 

wajjin tursiistan isiniif keennamee waligaltee barreeffamaan dhihaatee akka 

mallatteesitan ni gaafatamtuu. Yeeroo kamiyyuu marii kana kessaa yeeroo kamiyyuu 

sababa kamiyyuu osoo hin keennin bahuu ni dandeessu.  

    

FAYDAALEEN QORANNAA KANA KEESSATTII HIRMAACHUUN ARGAMUU 

DANDA’AN MAAL FA’A DHA? 

Hirmaannaa keessaniif kaffaltiin isiinif kaffalamuu hin jiru. Mariin godhamu 

oggeessoota waa’ila hoji kessan wajjin muxxannoo wal-hiruuf guulantaa-haasaa 

fayidaa-qabeessa akka ta’u ni haawwinaa. Buusiin isiin gumaachitan qorannaa kanaaf 

akkasuumas tajaajiloota NICU foyyeessuuf baayyee kan gargaaruu dha.     

 

PIROJEEKTII QORANNAA KANA HIRMAACHUU KIYYAAN HAALLA MIDHAA 

NARRATTII GEESSAN HORFSISUU JIRAA?  

Sagantaan gaaffif deebii kessan yeeroo isiin mijaatuttii akka gaggeeffamuu tattaaffiin 

cimaa ni godhamaa.   

 

Sababa hirmaannaa kessaniin midhaa isiin irra gahuu danda’u kamiyyuu akka hin 

jiraannee ni eggamaa. Of-eggannoon duursaa WHO hundii soodaa dhibee daddarbaa 

COVID-19 hir’isuuf rawwatamaa ni ta’u. Midhaa gahuu danda’u kamiyyuu tasa yoo 

jiraatee gaggeessaan qorannaa bu’ura gosa midhaa gahuu danda’u fi sababa 

qorannaa kanaan ta’u isaa irrattii hunda’un tarkaanfii addaan baasee beekuu 

haatattamaan ni fudhataa. Tasa sababa qorannaa kanaan yoo ta’e, gaggeessab 

qorannaa dhimmicha qaama illaallatuuf beeksisuudhan tarkaanfiin akka fudhatamuu 

ni godha.     
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ODEEFFANNOON GAGGEESSAA QORANNOOF KEENNUU FI ENYUMMAAN 

KIYYA ICITIIDHAAN NI EGGAMAA? 

Gaggeessaa qorannaa fi miseensoota garee qorannaa beekkaman qorannaa kana 

kessattii hirmaachuu kessan beekuu isaanii aala maqaan kessan bakka kamiyyuu 

akka hin galmeeffamnee dhorkuu ni dandeessuu YKN maqaan kessan bakka 

kamiyyuu hin galmeeffamuu namnii kamiyyuu deebii keennitan wajjiin isiin wal-

qabsiisuu hin danda’u. Deebiwwan keessaniif lakkoofsa adda ta’ee ykn koodii iciitii 

isaaniif keennee haaluuma kanaan odeeffannoo fi maxxanfamtoota kamiyyuu ykn 

toftaawwan gabaasa qorannaa kan akka ibsa konfiransii irrattii ni caqasamuu.  

Deebiwwan keessan namoota qorannaan kun sirrittii gaggeeffamu isaa 

mirkaneessuuf ittigaafatamummaa qabaniin dabalatee, oggeessa sagalee gara 

barreeffama jijjirun, Oggeessa Koodii aala irraa qacaramuun, fi miseensoota Kooree 

Madaalli Naamuusa Qorannaatiin  ni madaallamu. Haata’u malee galmeeffamnii 

enyummaa kessan addaan baasan namootnii biraa akka hin arginee heyyama yoo hin 

keenninee namoota qoranna kan irra hojjetan qofaaf ni dhihaataa.   

Maaloo, odeeffannoon maddii isaa hin beekkamnee kaayyoo adda addaaf kan akka 

gabaasa qorannaa, barreeffamoota guduunfaa fi/ykn ibsa konfiransiif fayyaduu kan 

danda’u ta’u isaa hubadhaa. Haata’u malee hirmaattootnii namoota dhunfaa gabaasa 

qorannaa akkasii kessattii enyummaa isaanii kan hin ibsamnee ta’u isaa beekaa.   

 

GAGGEESSAAN(SSITOONNII) QORANNAA NAGEENYA ODEEFFANNOO 

QORANNAA AKKAMITII EGUU? 

Deebiin kessan haard koppitiin yoo xiqqaatee turtii waggaa shaniif haarka 

gaggeessaa qorannaa kessattii sanduuqa qollofamee wajjira gaggeessaa qorannaa 

kessattii kaayyoo baruumsaaf ni tura;  odeeffannoon eleektroniksii kompitara 

paaswwordiidhan cufamee kessattii ni turaa. Fayidaan odeeffannoo qorannaa 

kufamee gara fulduraattii naamuusa qorannaa dabalaataa fi mirkaneeffama argamuu 

irra kan hundeeffatee dha.    

 

QORANNAA KANA KESSATTII HIRMAACHUU KIYYAAF KAFALTII YKN FAYDAA 

KAMIYYUU NAN ARGADHAA?  

Mariin kan gaggeeffamu hoospitaala kessan kessattii sa’aatii isiiniif mijaataa ta’e irratti 

dha. Qorannaa kana kessttii hirmaachuu kessaniif kaffaltiin isiniif kaffalamu kamiyyu 

hin jiru.  
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QORANNAAN KUN MIRKANEEFFAMA ARGATEERAA 

Qoranaan kun Koree Madaallii Naamuusa Qorannaa Biroo Fayyaa Naannoo 

Oromiyaa fi UNISA irra mirkaneeffama argateeraa. Xalayaan mirkaneeffama 

koppidhaan gaggeessaa qorannaa irraa yoo barbaaddan argachu ni dandeessuu.  

 

ARGANNOO/BU’AALEE QORANNAA HAALA KAMIN BEEKUU DANDA’AA?  

Argannoo qorannaa dhummaa beekuu yoo barbaaddaan maaloo Getaachaw Asaffaa 

karaa  64117626@mylife.unisa.ac.za ykn assefug@gmail.com telephone: 

0916823703 argadhaa. Maaloo bilbiila manaa hin fayyadaminaa.  Bilbillii qajeelcha 

waajjiraa fi mobayiniin fudhatamummaa qabu. Odeeffannoo dabalataa yoo 

barbaaddan dhimma qorannaa kana kamiyyuu ilaalchisee Getaachaw Asaffaa email: 

64117626@mylife.unisa.ac.za OR assefug@gmail.com telephone: 0916823703 

dubbisuu ni dandeessu.  

 

Haala qorannaan kun ittiin rawwatamee beekku yoo barbaaddan . Durata’a Kuta 

Barnoota, Kolleejji Saayinsii Ilma Nama, Yunivarsitii Afrikaa Kibbaa kan ta’an Prof. 

Mokgadi Matlakala wajjiin PhD Pabliik Heelzii kiyyaaf Yunivarsitii Afrikaa Kibbaa 

dubbisuu ni dabndessuu. Durata’a  Koree Madaallii Naamuusa Qorannaa gaaffii 

kamiyyuuf dubbisuu ni dandeessuu.  

Unka odeeffannoo kan dubbisuu kessaniif galatoomaa. Qorannaa kana kessattii 

hirmaachuf fedhi yoo qabaattan, maaloo unka waligaltee kana gadii gutaa.   

Naga Wajjin  

 

Getaanah Asaffaa.  

Gaggeessaa Qorannaa 

 

 

 

 

 

 

 

 

mailto:64117626@mylife.unisa.ac.za
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Annexure C 7: Consent to participate in the study 

 

Waligaltee Hirmaannaa Qorannaa  

 

(“Ethics clearance reference number: 64117626_CREC_CHS_2021”) 

Ani, __________________ (Maqaa Hirmaataa), namni qorannaa kana kessa akka hirmaadhu 

na gaafatee wa’e qabiyyee, qajeelfama, faydaalee argamuu danda’an fi haallan hirmaannaa 

mijaataa hin taanee akka naaf ibsan nan mirkanessaa.   

Bu’ura unka odeeffannoo kessattii ibsameen qorannaa kana dubbisee (naaf ibsamee) 

qayyabadheraa.  

Gaaffii gaafachuuf carraa gahaa nan qaba akkasumas qorannaa kana kessttii hirmaachuuf 

qophaa’eraa.  

Hirmaannan kiyya fedhii ofii kiyyaan akka ta’e fi yeeroo kamiyyuu adabbii irraa bilisa (yoo 

rawwatamaa ta’e) hirmaannaa kiyya dhisee bahuu akka danda’u nan beekaa.   

Argannoowwan qorannaa kun gara gabaasa qorannaa, maxanfamoota barreeffama argannoo 

qorannaa fi/ykn konfiransiif akka dhihaatan kan qindeeffaman ta’u isaanii nan beekaa, garu 

hirmaannan kiyya yoo haala addaan ibsamee malee icitiidhaan kan eggamuu dha.  

Sagaleen kiyya akka waraabbamuu waligaleeraa.  

Garagalcha waligaltee odeffaannoo ibsamee mallatteeffamee dudhadheeraa.   

Maqaa Gutuu Hirmaataa ………………………………….. 

Mallattoo Hirmaataa ………………………………………….. Guyyaa………..……… 

Maqaa fi Mallattoo Gaggeessaa Qorannaa: Getaanah Asaffaa Siyyuum   

Mallattoo Gaggeessaa Qorannaa: Getaanah Asafaa.   

 

Guyyaa: ______________ 
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DATA COLLECTION TOOLS  
   

Annexure D 1: Focus group interview guide for the NICU staff  

 

(Ethics clearance reference number: 64117626_CREC_CHS_2021) 

 

NUMBER QUESTION RESULT SKIP 

SECTION 1: COVER PAGE  
 

 

01 Facility Number  
 

 
    

02 Focus group discussion 
facilitator’s code  

 

   

03 Focus group discussion 
code  

 

   

 Number of participants  Male               Female               Total   

 FACILITY 
IDENTIFICATION  

  

03 Region    

04 Zone    

05 Woreda    

06 Name of facility    

07 Type of hospital  PRIMARY HOSPITAL …………………. 
GENERAL HOSPITA ……….………….. 
TERTIARY HOSPITAL …………………. 

1 
2 
3 

08 Type of NICU  Level I NICU …………………………….. 
Level II NICU.……….…………………… 
Level III NICU……………………………..  

1 
2 
3 

 
ORGANIZE A FOCUS GROUP DISCUSSION WITH 8-12 REPRESENTATIVES FROM NICU. 
PROVIDE THE “REQUEST TO PARTICIPATE IN THE STUDY” WRITTEN INFORMATION TO 
EACH FOCUS GROUP DISCUSSION PARTICIPANT SO THAT THE PARTICIPANT CAN READ 
THE DETAIL INFORMATION PERTAINING TO THE STUDY. PROVIDE THE BELOW 
INFORMATION ORALLY WHICH IS THE SUMMARY OF THE “REQUEST TO PARTICIPATE IN 
THE STUDY”.  
 
Good day. My name is _____________. 
 

As it was described in the “REQUEST TO PARTICIPATE IN THE STUDY” which was shared with 
you in written form, Mr. Getaneh Assefa Siyum, the principal investigator, is doing research with 
Prof Mokgadi Matlakala, a Chair of the Department of Health Studies, College of Human 
Sciences, the University of South Africa towards a PhD in Public Health at the University of South 
Africa. 
 
The study is entitled Quality of Care for Neonates Admitted to Neonatal Intensive Care Units in 
Central Ethiopia. The purpose of the study is to assess the quality of care for neonates admitted 
to the Neonatal Intensive Care Units (NICUs) in order to develop a strategy to strengthen the 
quality of NICU services in Central Ethiopia. 
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The result of the study will be helpful in improving the NICU service of your hospital and other 
similar hospitals. The information you are going to provide on the NICU service availability, 
readiness, and quality will be beneficial to the study.   
 
The interview will take a maximum of one hour and thirty minutes. Participating in this study is 
voluntary. You can decide not to participate and you may refuse to answer any question or 
withdraw at any time during the interview without giving a reason. However, we hope you will 
answer the questions, which will benefit the services you provide, your hospital, the region, and 
the nation at large.  

 
Your name or the name of other health workers participating in this study will not be recorded 
anywhere and no one, apart from the researcher and identified members of the research team, 
will know about your involvement in this research and no one will be able to connect you to the 
answers you give. The data will be kept confidential in a secure situation.   
 
Please note that the anonymous data you provided may be used for other purposes, such as a 
research report, journal articles, and/or conference proceedings. Your private information will not 
be disclosed in these research reports, journal articles, and/or conference proceedings.  
 
This study has received written approval from the Unisa and Oromia Regional Health Bureau 
Ethical Review Committee. If you need more information pertaining to the research, please use 

the contacts provided in the “REQUEST TO PARTICIPATE IN THE STUDY”.  
   
At this point, do you have any questions about the study?  
 
Do I have your agreement to proceed? Yes            No       [if “No”, stop the interview] 
 
Written consent received? Yes   No    [If “No”, get it signed before the interview is started] 
 
Interviewer’s signature ___________________ Date _______________ 
 
Interview start time: ____: ____ 
 

 
 

WHO  
DOMAINS OF THE 

FRAMEWORK 
FOR IMPROVING 
THE QUALITY OF 

CARE FOR 
SMALL AND SICK 

NEWBORNS 

 
 

 
 
 

QUESTIONS  

PROVISION OF CARE 

 
 
 
 
 
 
 
 
 
 

1.1. Can you please tell me the cares that are provided to neonates 

in this NICU?  

1.2. What are the things that you do to strengthen the quality of 

care provided by the NICU?  (Probe if there is a quality 

improvement team in the hospital/NICU and how they are 

involved in the NICU quality improvement; and if there are 

activities related to strengthening effectiveness, efficiency, 

equitability, safety, people-centeredness, timeliness, and 

integration).   
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1 

Evidence-based 
practices for 

routine care and 
management of 

illness 

1.3. In your opinion, how far is the service provision in this NICU 

based on national and international guidelines, protocols, and 

standard operating procedures? (Probe: What are the relevant 

national/international guidelines, protocols, and standard 

operating procedures that are available in this NICU?)   

1.4. What are the strengths and challenges to enhance the quality 

of care for neonates in this NICU?   How can the quality of 

care provided to the neonate by the NICU be strengthened?  

 
 
2 

Actionable 
information 

systems 

2.1. What neonatal data is available in this NICU? How are you using 

this data/information to improve the NICU service?  [Probe: on 

availability of neonate medical history, registration book, neonate-

related information in the health management information system, 

etc] 

2.2. In your opinion, what are the strengths and weaknesses pertaining 

to the data collection, analysis, and use in this NICU? How can the 

data collection, analysis, and use be strengthened?    

EXPERIENCE OF CARE 

 
 
 
 
 
 
 
3 

Effective 
communication and 

meaningful 

participation 

3.1. What information is shared by the care providers to the mothers 

and carers of the neonates in this NICU? 

3.2. How are mothers involved in the care of the neonate in this NICU?  

3.3. What do you think are the strengths and challenges to improve the 

communication with and active participation of mothers/carers? Do 

you have any idea on how the communication with and 

participation of the mothers and carers can be improved?  

4 

 
Respect, 

protection, and 
fulfillment of 

newborn rights and 
preservation of 

dignity 

4.1. How do you ensure privacy, dignity, rights, and equitable access 

to care of the neonate?  

4.2. What are the challenges pertaining to ensuring privacy, dignity, 

rights, and equitable access to care of the neonate?  

 
5 

Emotional, 
psychological, and 

developmental 
support 

5.1. Who is allowed to stay with the neonate during the care? Is there 

a particular time when the mothers/carers or other family members 

are allowed or not allowed to stay with the neonate?  

5.2. How do you respond to the mother’s and carer’s social, cultural, 

and emotional needs?  

CROSSCUTTING 

 
 
6 

Competent, 
motivated, 
empathetic 

6.1. Do you get any supervision and/or technical support? [Explore: 

where are you getting the support? How frequent is the support? 

what is the focus of the support? How helpful is the support?] 
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multidisciplinary 
human resources 

6.2. What are the strengths and challenges pertaining to the staff 

number, staff knowledge, skill, composition, and management of 

this NICU?  

 
 
 
7 

Essential physical 
resources for small 

and sick newborns 
are available 

7.1. What are the strengths and challenges in relation to the physical 

environment, water, sanitation, waste management, energy 

supply, medicines, and medical supplies? 

7.2. What is your advice to improve the quality of this NICU? 

7.3. Before we conclude the discussion, do you have any questions for 

me?  

 

Many thanks for your time and contribution! 
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Annexure D 2: Semi-structured individual interview guide for the 
paediatricians   

(Ethics clearance reference number: 64117626_CREC_CHS_2021) 

 

NUMBER QUESTION RESULT SKIP 

SECTION 1: COVER PAGE  
 

 

01 Facility Number  
 

 
    

02 Interviewer code  
 

   

03 Interviewee code  
 

   

 FACILITY 
IDENTIFICATION  

  

04 Region    

05 Zone    

06 Woreda    

07 Name of facility    

08 Type of hospital  PRIMARY HOSPITAL …………………. 
GENERAL HOSPITAL ..……………….. 
TERTIARY HOSPITAL …………………. 

1 
2 
3 

09 Type of NICU  Level I NICU ………………………….. 
Level II NICU ..………………………… 
Level III NICU.………………………….  

1 
2 
3 

 
FIND THE HEAD OF THE NICU. GREET AND PROVIDE THE “REQUEST TO PARTICIPATE 
IN THE STUDY” WRITTEN INFORMATION SO THAT THE RESPONDENT CAN READ THE 
DETAIL INFORMATION ABOUT THE STUDY. PROVIDE THE BELOW INFORMATION 
ORALLY WHICH IS THE SUMMARY OF THE “REQUEST TO PARTICIPATE IN THE STUDY”.   
 

Good day. My name is _____________. 
 
As it was described in the “REQUEST TO PARTICIPATE IN THE STUDY” which was shared with 
you in written form, Mr. Getaneh Assefa Siyum, the principal investigator, is doing research with 
Prof Mokgadi Matlakala, a Chair of the Department of Health Studies, College of Human 
Sciences, the University of South Africa towards a PhD in Public Health at the University of South 
Africa. 
 
The study is entitled Quality of Care for Neonates Admitted to Neonatal Intensive Care Units in 
Central Ethiopia. The purpose of the study is to assess the quality of care for neonates admitted 
to the Neonatal Intensive Care Units (NICUs) in order to develop a strategy to strengthen the 
quality of NICU services in Central Ethiopia. 
 

The result of the study will be helpful in improving the NICU service of your hospital and other 
similar hospitals. The information you are going to provide on the NICU service availability, 
readiness, and quality will be beneficial to the study.  
 
The interview will take a maximum of …. minutes. Participating in this study is voluntary. You can 
decide not to participate and you may refuse to answer any question or withdraw at any time 
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during the interview without giving a reason. However, we hope you will answer the questions, 
which will benefit the services you provide, your hospital, the region, and the nation at large.  
 
Your name or the name of other health workers participating in this study will not be recorded 
anywhere and no one, apart from the researcher and identified members of the research team, 
will know about your involvement in this research and no one will be able to connect you to the 
answers you give. The data will be kept confidentially in a secure situation.   
 
Please note that the anonymous data you provided may be used for other purposes, such as a 

research report, journal articles, and/or conference proceedings. Your private information will not 
be disclosed in these research reports, journal articles, and/or conference proceedings.  
 
This study has received written approval from the Unisa and Oromia Regional Health Bureau 
Ethical Review Committee. If you need more information pertaining to the research, please use 
the contacts provided in the “REQUEST TO PARTICIPATE IN THE STUDY”.  
   
At this point, do you have any questions about the study?  
 
Do I have your agreement to proceed? Yes            No       [if “No”, stop the interview] 
 
Written consent received? Yes   No    [If “No”, get it signed before the interview is started] 

 
Interviewer’s signature ___________________ Date _______________ 
 
Interview start time: ____: ____ 
 

 
 

WHO  
DOMAINS OF THE 

FRAMEWORK 
FOR IMPROVING 
THE QUALITY OF 

CARE FOR 
SMALL AND SICK 

NEWBORNS 

 
 
 
 
 

QUESTIONS  

PROVISION OF CARE 

 
 
 
 

 
 
1 

Evidence-based 
practices for 

routine care and 
management of 

illness 

1.5. Can you please tell me the care that is provided to 

neonates in this NICU? (Explore to get a comprehensive 

understanding of major care components that are 

provided to the neonate in the NICU.) 

1.6. What are the things that you can mention as strengths in 

providing quality care to the neonates in this NICU?  

(Probe if there are strengths related to effectiveness, 

efficiency, equitability, safety, people-centeredness, 

timeliness, and integration) 

1.7. How do you describe the availability of medical equipment, 

supplies, and diagnostic facilities in the NICU? (Probe:  

essential supplies and functioning equipment; medical gas 

supplies; medications; laboratory and diagnostic tests 

availability) 
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1.8. What are the relevant national/international guidelines, 

protocols, and standard operating procedures that are 

available in this NICU?  

1.9. In your opinion, how far is the service provision in this 

NICU based on national and international guidelines, 

protocols, and standard operating procedures? 

1.10. What are the challenges to strengthening the quality of 

care for neonates in this NICU? What is your advice for 

strengthening evidence-based neonatal care in this 

NICU?     

 
 
 
 
2 

Functioning referral 
systems 

2.1. Tell me the processes that are involved in your referral of 

neonates to the next level of care?  (Explore pre-referral 

care, and continuity of care- including during transportation)  

2.2. How do you get feedback/information about the neonate once 

s/he has been referred to another health facility?  

2.3. Does the NICU/the hospital provide ambulance service for 

sick/small or premature neonates in the community? If not, 

what is the challenge to do so? In your opinion, how does 

providing ambulance service to transport neonates from the 

community affect the care in the NICU? 

2.4. What do you think are the strengths and challenges pertaining 

to the referral system? How can the neonatal referral system 

be improved?   

EXPERIENCE OF CARE 

 
 

3 
Effective 

communication and 
meaningful 
participation 

 

3.1. What is the information that is shared by the care providers to 

the mothers of the neonates in this NICU? (Probe on current 

illness of the newborn, care, transition to kangaroo mother 

care follow-up, community care, and continuous care, 

including early intervention and developmental follow-up) 

3.2. How are the mothers involved in the care of the neonate? 

(Explore on role of mothers in care decisions, care of the 

neonate including kangaroo mother care, informed consent) 

3.3. What are the strengths and challenges to strengthen 

communication with and participation of mothers?  

 

4 
Respect, 

protection, and 
fulfilment of 

newborn rights and 
preservation of 

dignity 

 

 
4.1. How do you ensure privacy, dignity, rights, and equitable 

access to care of the neonate?  

4.2. What are the challenges pertaining to ensuring privacy, 

dignity, rights, and equitable access to care of the neonate? 

 
5 
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Emotional, 
psychological, and 

developmental 
support 

5.1. How do you respond to the mother’s/caretaker's social, 

cultural, and emotional needs?  

CROSSCUTTING 

 
6 

 
Competent, 
motivated, 
empathetic 

multidisciplinary 
human resources 

 
6.1. Tell me about the staffing of the NICU including the adequacy 

of a number of the staff, the skill mixes, competency, and 

management in relation to the national standard.  

6.2. What are the strengths and challenges pertaining to the staff 

number, staff knowledge, skill, composition, and management 

of this NICU?    

 

 
 
 
 

7 
Essential physical 
resources for small 
and sick newborns 

available 

 

7.1. How adequate and convenient are the NICU rooms to provide 

care to neonates? 

7.2. How do you see the availability, and functionality of water and 

the situation of sanitation, hygiene, and waste disposal facility 

of this NICU? 

7.3. How sustainable and adequate is the energy supply of the 

NICU?    

7.4. What is your assessment of the availability and functionality of 

the essential equipment, supplies, and medicines in this NICU 

compared to the standard?  

7.5. What is your advice to improve the quality of care provided by 

the NICU?  

7.6. I have done with my question. Do you have any questions for 

me? 

 
Thank you for your time and helpful contribution to the study. 
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Annexure D 3: Semi-structured individual interview guide  for the mother of 
the neonate 

 
(Ethics clearance reference number: 64117626_CREC_CHS_2021) 

  

NUMBER QUESTION RESULT SKIP 

SECTION 1: COVER PAGE  
 

 

01 Facility Number  
 

 
    

02 Interviewer code  
 

   

03 Interviewee code 
 

   

 FACILITY 
IDENTIFICATION  

 
 

 

04 Region    

05 Zone    

06 Woreda    

07 Name of facility  Ambo Referral Hospital   

08 Type of hospital  PRIMARY HOSPITAL ………………. 
GENERAL HOSPITAL……………….. 
TERTIARY HOSPITAL ……………… 

1 
2 
3 

09 Type of NICU  Level I NICU ….……………………… 
Level II NICU ………………………… 
Level III NICU..………………………..  

1 
2 
3 

 
FIND A MOTHER OR A CARETAKER WHO WILL BE DISCHARGED FROM THE NICU ON THE 
INTERVIEW DAY OR WHO HAS THE LONGEST STAY IN THE NICU. IF THERE ARE MORE 
THAN ONE MOTHERS FULFILLING THE CRITERIA, CHOSE ONE OF THEM RANDOMLY. 
GREET AND PROVIDE THE “REQUEST TO PARTICIPATE IN THE STUDY” WRITTEN 

INFORMATION SO THAT THE RESPONDENT CAN READ THE DETAIL INFORMATION 
ABOUT THE STUDY. IF THE MOTHER OR THE CARETAKER IS NOT ABLE TO READ, 
PROVIDE THE DETAIL INFORMATION ORALLY. IF THE DETAILED INFORMATION IN THE 
"REQUEST TO PARTICIPATE IN THE STUDY" HAS NOT BEEN PROVIDED ORALLY, 
PROVIDE THE BELOW INFORMATION ORALLY WHICH IS THE SUMMARY OF THE 
"REQUEST TO PARTICIPATE IN THE STUDY".   
 
Good day. My name is _____________. 
 
As it was described in the “REQUEST TO PARTICIPATE IN THE STUDY” which was shared with 
you in written form, Mr. Getaneh Assefa Siyum, the principal investigator, is doing research with 
Prof Mokgadi Matlakala, a Chair of the Department of Health Studies, College of Human 
Sciences, the University of South Africa towards a PhD in Public Health at the University of South 

Africa. 
 
The study is entitled Quality of Care for Neonates Admitted to Neonatal Intensive Care Units in 
Central Ethiopia. The purpose of the study is to assess the quality of care for neonates admitted 
to the Neonatal Intensive Care Units (NICUs) in order to develop a strategy to strengthen the 
quality of NICU services in Central Ethiopia. 
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The result of the study will be helpful in improving the NICU service of your hospital and other 
similar hospitals. The information you are going to provide on the NICU service availability, 
readiness, and quality will be beneficial to the study.   
 
The interview will take a maximum of …. minutes. Participating in this study is voluntary. You can 
decide not to participate and you may refuse to answer any question or withdraw at any time 
during the interview without giving a reason. However, we hope you will answer the questions, 
which will benefit the services you provide, your hospital, the region, and the nation at large.  
 

Your name or the name of other health workers participating in this study will not be recorded 
anywhere and no one, apart from the researcher and identified members of the research team, 
will know about your involvement in this research and no one will be able to connect you to the 
answers you give. The data will be kept confidential in a secure situation.   
 
Please note that the anonymous data you provided may be used for other purposes, such as a 
research report, journal articles, and/or conference proceedings. Your private information will not 
be disclosed in these research reports, journal articles, and/or conference proceedings.  
 
This study has received written approval from the Unisa and Oromia Regional Health Bureau 
Ethical Review Committee. If you need more information pertaining to the research, please use 
the contacts provided in the “REQUEST TO PARTICIPATE IN THE STUDY”.  

   
At this point, do you have any questions about the study?  
 
Do I have your agreement to proceed? Yes            No       [if “No”, stop the interview] 
 
Written consent received? Yes   No    [If “No”, get it signed before the interview is started] 
 
Interviewer’s signature ___________________ Date _______________ 
 
Interview start time: ____: ____ 
 

EXPERIENCE OF CARE 
 

1. GENERAL INFORMATION  

 
1.1. When did you give birth to your baby?       

1.2. Is your baby male or female?  
1.3. What was the weight of your baby on birth in Kg?  
1.4. Where do you live currently?  
1.5. When was your baby admitted?    
1.6. Did you give birth in this hospital or somewhere else?  

 
2. [REFERRAL, IF APPLICABLE] 

 
[if the neonate was referred from another health facility or community] 
 
2.1. Where did you give birth? How far was the referring health facility (or your home) from 
here? How did you get to this hospital? What was the means of transportation that was 
used? How was the baby cared for on the way to this hospital?   
 
3. EFFECTIVE COMMUNICATION AND MEANINGFUL PARTICIPATION (AND 

REFERRAL, IF APPLICABLE) 
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3.1. Let me take you to the moment of the admission. What was the reason for admission? 
Who was involved in the decision?  (Probe: What was your role in the decision? What 
was the role of other family members in the decision?)   
 
3.2. What did the health worker involved in the decision for admission tell you? (Probe if 
she asked any question regarding the decision for admission and what the   reaction of 

the health worker to the question was?)  
 
3.3. Once your baby was admitted, what treatments were given to the baby? How 
frequently was the baby visited by the care provider? What was provided by the care 
providers during the visits?  
 
3.4. Did you ask what the care provider was doing during the visits? What was the 
response of the care providers to your questions?  
 
3.5. What information did the care providers provide to you about your bay and the care 
being provided to the baby? (Probe: What other information did the health worker provide 
to you?) 

 
3.6. What was your involvement in the provision of care to the baby? What was the role of 
other family members?  
3.7. Did you find any challenges in communicating with the health worker?   
 
4. RESPECT, PROTECTION, AND FULFILMENT OF NEWBORN RIGHTS AND 

PRESERVATION OF DIGNITY  

 
4.1. How did you find your stay in the hospital? How comfortable was the room, the service, 
and the communication with the health workers? 
 
4.2. How respectful and companionate were the health workers to you and your baby? 

  
4.3. Was there any challenge related to your or your baby’s confidentiality and the way 
you were treated by the health worker?  
 
5. EMOTIONAL, PSYCHOLOGICAL AND DEVELOPMENTAL SUPPORT 

 
5.1. Were you allowed to stay with the baby always? Who else from the family was allowed 
to stay with the family?  
5.2. How sensitive is the NICU environment and the care of your baby is to your culture?  
5.3. Let me take back to the moment when the decision for admission was made. How 
was your feeling when the admission of bay was decided? How did your feeling go during 
your stay in the NICU? How did the worker help you to cope with the situation?  
5.4. Do you have any idea on how to strengthen the service of the NICU? 
5.5. I have done with my question. Do you have any questions for me?  
 

Thank you for your time and helpful contribution to the study.   
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Annexure D 4:  Neonatal intensive care unit service status survey 
questionnaire  

 
(Ethics clearance reference number: 64117626_CREC_CHS_2021) 

SECTION 1: GENERAL INFORMATION   
 

NUMBER QUESTION RESULT 

001 Facility number  

 
 
   

002 Interviewer code  
 

  

 FACILITY IDENTIFICATION   

003 Region   

004 Zone   

005 Woreda   

006 Name of facility   

007 Type of hospital  PRIMARY HOSPITAL ……………….1 
GENERAL HOSPITAL…………...…..2 
TERTIARY HOSPITAL ………………3 

008 Type of NICU  Level I NICU …………………………..1 
Level II NICU ………………………….2 
Level III NICU………………………….3 
Undetermined (level I or II NICU) …..4 

 
FIND THE HEAD OR THE MOST KNOWLEDGEABLE HEALTH WORKER 
RESPONSIBLE FOR NICU SERVICES WHO IS PRESENT AT THE NICU. GREET AND 
PROVIDE THE “REQUEST TO PARTICIPATE IN THE STUDY” WRITTEN 
INFORMATION SO THAT THE RESPONDENT CAN READ AND SIGN. ONCE THE 
“REQUEST TO PARTICIPATE IN THE STUDY” IS SIGNED, PROVIDE THE BELOW 
INFORMATION WHICH IS THE SUMMARY OF THE “REQUEST TO PARTICIPATE IN 
THE STUDY”.   
 
Good day. My name is Getaneh Assefa. 
 
As it was described in the “REQUEST TO PARTICIPATE IN THE STUDY” which was 
shared with you in written form, Mr. Getaneh Assefa, the principal investigator, is doing 
research with Prof Mokgadi Matlakala, a Chair of the Department of Health Studies, 
College of Human Sciences, the University of South Africa towards a PhD in Public Health 
at the University of South Africa. 
 
The study is entitled Quality of Care for Neonates Admitted to Neonatal Intensive 
Care Units in Central Ethiopia. The purpose of the study is to assess the quality of care 
for neonates admitted to the Neonatal Intensive Care Units (NICUs) in order to develop 
a strategy to strengthen the quality of NICU services in Central Ethiopia. 
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The result of the study will be helpful to improve the NICU service of your hospital and 
other similar hospitals. The information you are going to provide on the NICU service 
availability, readiness and quality will be beneficial to the study.   
 
The interview will take a maximum of …. minutes. Participating in this study is voluntary. 
You can decide not to participate and you may refuse to answer any question or withdraw 
at any time during the interview without giving a reason. However, we hope you will 
answer the questions, which will benefit the services you provide, your hospital, the 
region, and the nation at large.  
 
Your name or the name of other health workers participating in this study will not be 
recorded anywhere and no one, apart from the researcher and identified members 
of the research team, will know about your involvement in this research and no one 
will be able to connect you to the answers you give. The data will be kept 
confidentially in secure situation.   
 
Please note that the anonymous data you provided may be used for other purposes, 
such as a research report, journal articles, and/or conference proceedings. Your 
private information will not be disclosed in these research reports, journal articles, and/or 
conference proceedings.  
 
This study has received written approval from the Unisa and Oromia Regional Health 
Bureau Ethical Review Committee. If you need more information pertaining to the 
research, please use the contacts provided in the “REQUEST TO PARTICIPATE IN THE 
STUDY”.  
   
At this point, do you have any questions about the study?  
 
Written consent received? Yes        No         [if “No”, get it signed before you 
proceed] 
 
Interviewer’s signature ___________________ Date _______________ 
 
 

NUMBER QUESTION RESULT SKIP 

009 May I start the interview?  YES 
................................................... 1 
NO 
..................................................... 
2  

1-10 
2-end 
the 
interview  

010 INTERVIEW START TIME 
(local time)   

____:____  
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SECTION 2: STAFFING AND TRAINING (NICU HEAD NURSE) 

NUMBE
R 

QUESTION RESULT 

 I have a few questions 
regarding staffing for 
this NICU. Please tell 
me how many staff with 
each of the following 
qualifications are 
currently working in the 
NICU.  

 
(A) 

 
Full Timer 

 
(B) 

 
Part 

Timer 
(Rotatio

n 
based) 

Completed 
Basic 

Recommended 
on Job 

Training/s on 
Neonatal 

Intensive Care, 
at least once   

 
Yes 

 
No 

200  
Neonatologist  

 

  
 

 

  
 

 

 
 

 

 
 

 
201 

 
Pediatrician  

 

  
 

 

  
 

 

 
 

 

 
 

202  
General practitioner  

 
  

 

 
  

 

 
 
 

 
 
 

203  
Health Officer  

 

  
 

 

  
 

 

 
 

 

 
 

204  
Neonatal nurse  

 

  
 

 

  
 

 

 
 

 

 
 

205  
Midwife nurse  

 
  

 

 
  

 

 
 
 

 
 
 

206  
Other nurses 

 

  
 

 

  
 

 

 
 

 

 
 

207  
Cleaners 

 

  
 

 

  
 

 

 
 

 

 
 

 
208 

 
Other technical staff 
(list) 

 
 

 
 

 
 

 
 

   

  
 

 

  
 

 

 
 

 

 
 

   

  
 

 

  
 

 

 
 

 

 
 

   

  
 

 

  
 

 

 
 

 

 
 

   

  
 

 

  
 

 

 
 

 

 
 

 
209 

 
Other administrative staff 
(list) 
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210 

 
Which essential staff is not available or not adequate?   
 
                Not available                                      The 
number is not adequate 
___________________________                     
________________________                  
___________________________                     
________________________ 
___________________________                     
________________________                       

___________________________                     
________________________ 
___________________________                     
________________________                       
___________________________                     
________________________ 
 

 

 
SECTION 3: INFRASTRUCTURE AND BASIC AMENITIES 

NUMBE
R 

QUESTION RESULT 

 
ROOMS  

Yes 
 

No 
 

  
 
Doe the NICU has the 
following rooms?  

 
Number of 

Functional Beds  

Number of 
Beds  

Occupied 
Today  

Put “√” 

 
300 

Baby care room  

  
 

 

  
 

 

 
 

 Step down room  
 

 

  
 

 

  
 

 

 
 

301 Kangaroo mother care 
room 

 
  

 

 
  

 

 
 

 

302 A room where mothers can 
stay while the neonate is 
under treatment 

 
 

  
 

 
 

  
 

 
 

 
 

303 Isolation room?  

  
 

 

  
 

 

 
 

304 Procedure room?  
  

 

 
  

 

 
  

 

305 Triage room?  
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 Does the NICU has the 
following rooms  

Yes 
(Functi
onal)  

Yes  
(But not 

functiona
l)  

No  

306 Equipment storage room?     
307 NICU staff room?     

308 NICU Staff dressing room 
with lockers  

    

309 NICU staff duty rooms 
(Separate for male and 
female staff)? 

    

 Meeting room?      

310 Separate for the NICU staff      

311 Hospital meeting room      

312 Is the NICU’s total space 
adequate to provide the 
intended care?   

Adequate …………. 1 
Not adequate……… 2 
DON’T KNOW ...... 98 

313 Is there any essential room 
that is missing from the 
NICU (list) 
 
 
 
 

   

 
1. __________________________ 

 
2. __________________________ 

 
3. ______________________________  

 
 

NUMBE
R 

QUESTION RESULT SKIP 

COMMUNICATIONS Yes No  

314 Does this NICU have a 
functioning land line 
telephone that is available 
to call outside at all times 
client services are offered? 

 
1 

 
2 

 

315 Does this NICU have a 
functioning cellular 
telephone or a private 
cellular phone that is 
supported by the facility? 

 
1 

 
2 

 

316 Does this NICU have a 
functioning computer? 

 
1 

 
2 

 

317 Does the hospital provide 
internet service which is 
accessible in the NICU?   

 
1 

 
2 

 

 
POWER SUPPLY 

   

318 Does your NICU have 
electricity from any source 
(e.g. electricity grid, 
generator, solar, or other)? 

 
Yes … 1 

 
No … 2 
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319 What is the NCU’s main 
source of electricity?  

 

Central supply of electricity 
................ 1  
Generator  
.......................................... 2  
Solar system 
...................................... 3  

Other (specify) 
………………………. 96 
__________________________
_  

 

320 Other than the main or 
primary source, does the 
NICU have a secondary or 
backup source of 
electricity?  

 
IF YES: What is the 
secondary source of 
electricity?  

 

No secondary source 
......................... 0  
Central supply of 
electricity................. 1  
Generator..........................................

.. 2  
Solar system 
...................................... 3  

Other (specify) 
………………………...96 
 
__________________________
_  

 

321 During the past 7 days, was 
electricity available at all 
times from the main or any 
backup source when the 
facility was open for services?  

 

Always available (no Interruptions) 
..... 1  
 
Often available (interruptions of less 
than 2 hours per day) 
......................... 2  
 

Sometimes available (frequent or 
prolonged interruptions of more 
than  
2 hours per day)  
……………………. 3  
 

 

 CHECK  
Q319 AND Q320:  

FACILITY HAS A 
GENERATOR ( “2” 
CIRCLED FOR EITHER 
QUESTION)  
 

FACILITY DOES NOT HAVE A 
GENERATOR (“2” NOT CIRCLED 
FOR BOTH QUESTIONS)  

 

 
    324 

322 Is the generator functional?  

 
YES .......................... 1 
NO ........................... 2 
DON’T KNOW .......... 98 

 
2- 324 
98- 324 
       

323 Is there fuel or a charged 
battery (if the generator is 
using battery as power 
source) available today?  
 

YES ......................... 1 
NO .......................... 2 
DON’T KNOW ........ 98 
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324 CHECK Q319 AND Q320:  
FACILITY HAS A SOLAR 
SYSTEM (“3” CIRCLED FOR 
EITHER QUESTION)  
 

FACILITY DOES NOT HAVE A 
SOLAR SYSTEM (“3” NOT 
CIRCLED FOR BOTH 
QUESTIONS)  

 

 
 
   326 
 

325 Is the solar system 
functional?  

Yes, functioning 
.................................1 
Partially, battery needs 
servicing/replacement 
........................2 
No, not functional 
.............................. 3 
Don’t know .................................. 
98 

 

 
WATER AND SANITATION  

326 What is the most commonly 
used source of water for the 
NICU at this time? 

Piped into facility 
............................. 1 
Piped onto facility grounds 
.............. 2 
Public tap/standpipe 
........................ 3 
Tube well/borehole 
.......................... 4 
Protected dug well 
........................... 5 
Unprotected dug well 
....................... 6 
Protected spring 
.............................. 7 
Unprotected spring 
.......................... 8 
Rainwater collection 
........................ 9 
Bottled water 
.................................. 10 
Cart w/small tank/drum 
.................. 11 
Tanker truck 
................................... 12 
Surface water 
................................. 13 
Other (specify) 
……………………… 96  
__________________________
_  
Don't know 
...................................... 98 
No water source 
............................. 00 
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327 Is there a toilet (latrine) 
in/near the NICU in 
functioning condition that is 
accessible for the mothers of 
the neonates use?  
 
IF YES: What type of toilet?  
 
IF MULTIPLE TOILETS ARE 

AVAILABLE, CONSIDER 
THE MOST MODERN TYPE  
OBSERVE THAT THE 
TOILET (LATRINE) IS 
ACCESSIBLE (UNLOCKED 
OR KEY AVAILABLE) AND 
FUNCTIONING  

 

Flush toilet 

.......................................... 1  

Ventilated improved pit latrine (vip) 

.... 2  

Pit latrine with slab 

.............................. 3  

Pit latrine without slab/open pit ... 

…….4  

Composting toilet 

................................ 5  

Bucket 

................................................. 6  

Hanging toilet/ hanging latrine 

............ 7  

No facilities on 

premises/bush/field.… 8  

 

328 Is the toilet(latrine) separate 
for the mothers of the 
neonates OR shared with the 
other clients of the hospital?  

 
Separate ………………..…… 1 
 
Shared ………………….……..2 

 

 
SECTION 4: INFECTION PREVENTION 

NUMBER QUESTION RESULT 

400 Please tell me if the following resources/supplies used for 
infection control are available in this NICU today. 

 

401 Clean running water (piped, bucket with tap, or pour pitcher) YES …1  NO … 
2 

402 Hand-washing soap/liquid soap YES …1  NO … 
2 

403 Alcohol based hand rub YES …1  NO … 
2 

404 Disposable latex gloves YES …1  NO … 
2 

405 Waste receptacle (pedal bin) with lid and plastic bin liner YES …1  NO … 
2 

406 Sharps container ("safety box") YES …1  NO … 
2 

407 Environmental disinfectant (e.g., chlorine, alcohol)  YES …1  NO … 
2 

408 Disposable syringes with disposable needles  YES …1  NO … 
2 

409 Auto-disable syringes  YES …1  NO … 
2 
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410 Are there any essential equipment/supplies used for infection control that is not 
available or out of stock?  
 
        Not available at all                                                                           
Out of stock today  
  ________________________________                
_________________________________ 
 
__________________________________            

___________________________________ 
 
__________________________________          
____________________________________ 
 
 

 

 
411. GUIDELINES, PROTOCOLS, STANDARD OPERATING PROCEDURES AND 
TRAININGS  
What are the relevant guidelines/protocols/standard operating procedures that are 
available in the NICU?    (list all the available guidelines/protocols/standard operating 
procedures) 
 
1 _______________________________________________     
2 _______________________________________________     

3 _______________________________________________     
4 _______________________________________________      
5 _______________________________________________     
6 _______________________________________________     
7 _______________________________________________ 
 

 
 
 
 
SECTION 5: REFERRAL SYSTEM  

NUMBER QUESTION RESULT 

500 Does the NICU has access to a functioning 
ambulance or proximate access to an ambulance 
that is routinely available for emergency transport of 
neonates to referral facilities? (more than 1 response 
is possible).  

Yes, inhouse access  

…………..… 1  

Yes, proximate access 

…………….2 

No 

……………………………….….. 

3 

501   

502 Does the NICU communicate with the receiving 
NICU/hospital before referral?  
 

Yes, always …1 
Yes, most of the time ….2 
Yes, rarely … 3 
No … 4 

503 Does the NICU receive feedback about referrals it 
sent to other health facility from the receiving health 
facility after the treatment? 
 

Yes, always …1 
Yes, most of the time ….2 
Yes, rarely … 3 
No … 4 
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504 Does the NICU provide feedback about referrals it 
received to the referring health facility after the 
treatment? 

Yes, always …1 
Yes, most of the time ….2 
Yes, rarely … 3 
No … 4 

SECTION 6: QUALITY PLANNING, MONITORING AND USING DATA FOR QUALITY 
IMPROVEMENT  
 

NUMBER QUESTION RESULT 

600 Does the NICU has a written, up-to-date 
plan for improving the quality of care? 

Yes … 1   
No …2   

601 Does the NICU has a costed, budgeted 
plan and established mechanisms to 
support identified activities for quality 
improvement? 

Yes … 1   
No …2   

602 Does the hospital has a team or at least 
one person designated to champion or lead 

initiatives for improving the quality of care in 
the facility? 

Yes … 1   
No …2    

 

603 Does the NICU has a team or at least one 
person designated to champion or lead 
initiatives for improving the quality of care in 
the NICU? 

Yes … 1   
No …2     

604 
 

What kind of the data storage system does 
the NICU has to store the neonate medical 
records?  

Digital storage …………..….. 1  

Paper-based storage …….….2 
Both digital and paper-based ..3 

605 Does the NICU has mechanisms in place to 
collect feedback and complaint (e.g. a 

suggestion box, suggestion book) of 
mothers of small and sick newborns? (more 
than one response is possible)  

Yes, suggestion box … 1   

Yes, suggestion book …2 

Yes, survey … 3 

Yes, other mechanism (specify) …4 

______________________________ 

No ….. 5 

606 If survey is used, how frequently do you 
conduct the survey?  

Conducted for every 

mother..…………………………………… 

1 

At least every month .……..….… 2 

At least every quarter ..……….... 3  

At least every six months ……… 4  

At least annually …………………5  

Based on the need ……….…….. 6  

607 Does the NICU holds meetings to review 
data, monitor performance, make 

recommendations to address any problems, 
honor good performance and encourage 
staff or teams who are struggling to improve 
their quality? 

Yes, at least monthly … 1   
Yes, at least quarterly …2 

Yes at least every six months …3 
Yes, at least annually ….4 
No …5    
 

608 When was the last time this NICU received 
a supervision visit from the higher level? 

This month ........................ 1 
In the last 3 months ……… 2 
More than 3 months ago …3 
don’t know ....................... 98 
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609 From where did you receive the 
supervision? 

Federal Ministry of Health … 1 
Regional Health Bureau … 2 
Zonal Health Department … 3 
Woreda Health Office … 4 
Non-governmental organization … 5 
Other …. 6 

 

Before we conclude the discussion, do you have any question for me?  

 

Many thanks for your time and contribution! 

INTERVIEW END TIME (local time): ______ : ______ 
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Annexure D 5: Neonatal intensive care unit register data traction form  
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Annexure D 6: Validation criteria for the strategies to improve quality of the 
neonatal intensive care 

 

Criteria 

(1) 

Strongly 

Disagree 

(2) 

Disagree 

(3) 

Agree 

(4) 

Strongly 

Agree 

Comments 

(optional) 

Strategy 1: Strengthen the technical capacity of the neonatal intensive care staff 

Evidence-based: The extent to 

which the strategy is consistent with 

the key findings of the study that led 

to its development, and concurrently, 

the extent to which it is consistent 

with the existing relevant bodies of 

evidence. 

     

Relevance: Based on the findings of 

the study, the extent to which the 

strategy is appropriate to address the 

identified challenges related to the 

quality of neonatal intensive care. 

     

Practicability: The extent to which the 

strategy can be translated into action 

in the local context.   

     

Reliability:  The extent to which the 

strategy can be used by other (non-

study area) neonatal intensive care 

units operating in a similar context with 

contextualization to the local situation.       

     

Clarity: The extent to which the 

strategy is easily understandable.  

     

Priority: Based on the findings of the 

study, the extent to which the strategy 

is aiming for the priority issue of the 

NICU.  

     

Strategy 2: Establish a mechanism for on-time professional risk compensation benefit 

payment and maintain uniformity of amount paid across the NICUs in a similar context. 

Evidence-based: The extent to which 

the strategy is consistent with the key 

findings of the study that led to its 

development, and concurrently, the 
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extent to which it is consistent with the 

existing relevant bodies of evidence. 

Relevance: Based on the findings of 

the study, the extent to which the 

strategy is appropriate to address the 

identified challenges related to the 

quality of neonatal intensive care. 

     

Practicability: The extent to which the 

strategy can be translated into action 

in the local context.   

     

Reliability:  The extent to which the 

strategy can be used by other (non-

study area) neonatal intensive care 

units operating in a similar context with 

contextualization to the local situation.       

     

Clarity: The extent to which the 

strategy is easily understandable.  

     

Priority: Based on the findings of the 

study, the extent to which the strategy 

is aiming for the priority issue of the 

NICU. 

     

Strategy 3: Enhance the NICUs to provide high-quality neonatal intensive care 

Evidence-based: The extent to which 

the strategy is consistent with the key 

findings of the study that led to its 

development, and concurrently, the 

extent to which it is consistent with the 

existing relevant bodies of evidence. 

     

Relevance: Based on the findings of 

the study, the extent to which the 

strategy is appropriate to address the 

identified challenges related to the 

quality of neonatal intensive care. 

     

Practicability: The extent to which the 

strategy can be translated into action 

in the local context.   

     

Reliability:  The extent to which the 

strategy can be used by other (non-

study area) neonatal intensive care 
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units operating in a similar context with 

contextualization to the local situation.       

Clarity: The extent to which the 

strategy is easily understandable.  

     

Priority: Based on the findings of the 

study, the extent to which the strategy 

is aiming for the priority issue of the 

NICU. 

     

Strategy 4: Strengthen the availability of functional essential equipment, supplies, and medications 

that are needed for the provision of quality neonatal intensive care. 

Evidence-based: The extent to which 

the strategy is consistent with the key 

findings of the study that led to its 

development, and concurrently, the 

extent to which it is consistent with the 

existing relevant bodies of evidence. 

     

Relevance: Based on the findings of 

the study, the extent to which the 

strategy is appropriate to address the 

identified challenges related to the 

quality of neonatal intensive care. 

     

Practicability: The extent to which the 

strategy can be translated into action 

in the local context.   

     

Reliability:  The extent to which the 

strategy can be used by other (non-

study area) neonatal intensive care 

units operating in a similar context with 

contextualization to the local situation.       

     

Clarity: The extent to which the 

strategy is easily understandable.  

     

Priority: Based on the findings of the 

study, the extent to which the strategy 

is aiming for the priority issue of the 

NICU. 

     

Strategy 5: Pay special attention to sick neonates who are in the first 24 hours of age and neonates 

with low birth weight on admission, perinatal asphyxia, and congenital malformation in the neonatal 

intensive care process.   

Evidence-based: The extent to which 

the strategy is consistent with the key 
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findings of the study that led to its 

development, and concurrently, the 

extent to which it is consistent with the 

existing relevant bodies of evidence. 

Relevance: Based on the findings of 

the study, the extent to which the 

strategy is appropriate to address the 

identified challenges related to the 

quality of neonatal intensive care. 

     

Practicability: The extent to which the 

strategy can be translated into action 

in the local context.   

     

Reliability:  The extent to which the 

strategy can be used by other (non-

study area) neonatal intensive care 

units operating in a similar context with 

contextualization to the local situation.       

     

Clarity: The extent to which the 

strategy is easily understandable.  

     

Priority: Based on the findings of the 

study, the extent to which the strategy 

is aiming for the priority issue of the 

NICU. 
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Annexure E  1: Focus group discussion guide for the neonatal intensive care 
unit staff – Amharic   

 

በማዕከላዊ ኢትዮጵያ ውስጥ በሚገኙ አዲስ የተወለዱ ጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል የገቡ 

ጨቅላ ህፃናት የእንክብካቤ ጥራት  

 

ለጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል ሰራተኞች የተዘጋጀ  

የቡድን ውይይት መመሪያ (FGD) 

(የሥነ ምግባር ደንብ ማጣቀሻ ቁጥር 64117626_CREC_CHS_2021)  

:  

ቁጥር ጥያቄ  ውጤት ይታለፍ 

ክፍል 1: የሽፋን ገጽ  

 

 

01 የተቋሙ ቁጥር 

 

 

 
   

02 የቡድን ውይይት አመቻች 

መለያ ኮድ 

 

   

03 የቡድን ውይይት መለያ ኮድ 
 

   

 የተሳታፊዎች ብዛት ወንድ        ሴት          ጠቅላላ   

 የተቋሙ መለያ   

03 ክልል    

04 ዞን    

05 ወረዳ    

06 የተቋሙ ስም   

07 የሆስፒታል አይነት የመጀመሪያ ደረጃ ሆስፒታል …………………. 

ጠቅላላ ሆስፒታል  

……….………….. 

ሶስተኛ ደረጃ ሆስፒታል 

 …………………. 

1 

2 

3 

08 የጨቅላ ህፃናት ፅኑ 

እንክብካቤ ክፍል አይነት  

ደረጃ 1 የጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል አይነት  

…………………………….. 

1 

2 

3 
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ደረጃ 2 የጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል አይነት  

.……….…………………… 

ደረጃ 3 የጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል አይነት  

……………………………..  

 

ከ8 እስከ 12 ከሚሆኑ የጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል የቡድን ውይይት ያዘጋጁጁ፡ ሰራተኞች ጋር 

ተሳታፊው ስለጥናቱ ዝርዝር መረጃ ማግኘት ይችል ዘንድ በፅሁፍ የተዘጋጀውን “በጥናቱ ውስጥ ተሳትፎ 

መጠየቂያ ቅጽ (አባሪ-5)” ይስጧቸው፡፡ ከዚህ በታች የቀረበውን የቅጽ -5 አባሪ ጭማቂ መረጃ በቃል  

ይነግራቸዋል፡፡ 

 

ጤና ይስጥልኝ::  ስሜ ጌታነህ አሰፋ ይባላል:: 

 

“በጥናቱ ውስጥ የተሳትፎ መጠየቂያ ቅጽ (አባሪ-5)” በሚለው ፅሁፍ ውስጥ በዝርዝር እንደተገለጸው እና ለእናንተ  

በፅሁፍ ይዘት እንደቀረበላችሁ አቶ ጌታነህ አሰፋ ዋናው አጥኚ ከፕሮፌሰር ማክጋዲ ማትላካላ በደቡብ አፍሪካ ዩኒቨርሲቲ 

የስነ ሰብ ሳይንሶች ኮሌጅ የጤና ትምህርት ክፍል ኃላፊ ጋር በደቡብ አፍሪካ ዩኒቨርስቲ የማህበረሰብ ጤና ፖስት ግራጁየት 

ድግሪ (PHD) ማሟያ እንዲሆን ምርምር እያካሄዱ ይገኛሉ፡፡  

 

የጥናቱ ርዕስ በማዕከላዊ ኢትዮጵያ ውስጥ በሚገኙ አዲስ የተወለዱ ጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል የገቡ ጨቅላ 

ህፃናት ፅኑ የእንክብካቤ ጥራት የሚል ነው፡፡ የጥናቱ ዓላማ በማዕከላዊ ኢትዮጵያ አዲስ የተወለዱ ጨቅላ ህፃናት የፅኑ 

እንክብካቤ ክፍል የገቡ ጨቅላ ህፃናት የእንክብካቤ ጥራት በመመርመር በማዕከላዊ ኢትዮጵያ ውስጥ የሚገኙ የጽኑ 

እንክብካቤ ማዕከላትን ያገልግሎት ጥራት የሚያጠናክር ስትራቴጂ ማዘጋጀት ነው፡፡  

 

የጥናቱ ውጤት የዚህ ሆስፒታል እንዲሁም በሌሎች ተመሳሳይ ሆስፒታሎች ውስጥ የጨቅላ ህፃናት ጽኑ እንክብካቤ 

አገልግሎቶችን ጥራት ለማሻሻል የሚረዳ ነው፡፡ በጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል አገልግሎቶች አቅርቦት ዝግጁነት 

እና ጥራት ዙሪያ እርስዎ የሚሰጡን መረጃ ለጥናቱ ጠቃሚ ነው፡፡   

 

ውይይቱ ቢበዛ አንድ ሰዓት ከሰላሳ ደቂቃ የሚፈጅ ነው፡፡ በጥናቱ ውስጥ የሚያደርጉ ተሳትፎ በግል ፈቃደኝነት ነው፡፡ 

ላመሳተፍ መወሰን እንዲሁም ማንኛውንም ጥያቄ ለላመመለስ ፈቃደኛ ያለመሆን ወይም በውይይቱ ወቅት ምንም 

አይነት ምክንያት ሳያቀርቡ አቋርጠው መውጣት ይችላሉ፡፡ ሆኖም ግን የእርስዎ ተሳትፎ እናንተ ለምታቀርቡት 

አገልግሎት ለሆስፒታሉ፣ ለክልሉ፣ እንዲሁም በአገር አቀፍ ደረጃ ጠቃሚ በመሆን ጥያቄዎችን እንደሚመልሱልን ተስፋ 

እናደርጋለን፡፡ 
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በዚህ ጥናት ውስጥ ሲሳተፉ ስምዎት (ወይም የሌሎች የጤና ባለሙያዎች ስም) በማንኛውም ቦታ አይመዘገብም 

እንዲሁም ከጥናቱ አጥኚ እና በጥናቱ ቡድን ውስጥ ተለይቶ ከታወቀ አባል  በስተቀር በዚህ ጥናት ውስጥ እርስዎ 

ያደረጉትን ተሳትፎ ሌላ ሰው የማያውቅ ሲሆን እርስዎ ከሚሰጡት መልስ ጋር እርስዎን ማቆራኘት የሚችል ሰው የለም፡፡ 

መረጃዎቹ ደህንነቱ በተጠበቀ አያያዝ በሚስጥራዊነት ይቀመጣል፡፡ 

 

እባክዎ እርስዎ የሚሰጡት መረጃ የእርሶ ስም ሳይጠቀስ እንደ ጥናት ሪፖርት፣ ጆርና አርቲክች እና/ወይም የኮንፍረንስ 

ላይ ጥቅም ላይ ሊውል እንደሚችል እንዲያውቁ እንፈልጋለን፡፡ የግል መረጃዎችዎ በእነዚህ ሪፖርቶች የህትመት ዝግጅቶች 

እና/ወይም የኮንፍረንስ ማቅረቢያ ውስጥ አይገለጽም፡፡  

 

ይህ ጥናት ከደቡብ አፍሪካ ዩኒቨርስቲ እና ከኦሮሚያ ክልል ጤና ቢሮ የስነ ምግባር ግምገማ ኮሚቴ በጽሁፍ መፅደቂያ 

ያገኘ ነው፡፡ ይህንን ጥናት በተመለከተ ማንኛውም ተጨማሪ መረጃ ካስፈለግዎት እባክዎን “በጥናቱ ውስጥ የተሳትፎ 

መጠየቂያ ቅጽ” በሚለው ዝርዝር ውስጥ የተዘረዘሩ አድራሻዎችን ይጠቀሙ፡፡ 

   

በዚህ ደረጃ ስለ ጥናቱ ማንኛውም ጥያቄ ካልዎት?  

 

እንድንቀጥል ተስማምተዋል? አዎ    አልስማማም   

(አልስማማም ከሆነ ቃለ መጠይቁን ያቋርጡ::) 

 

በጽሁፍ ስምምነት ተገኝቷል? አዎ    አልተገኘም    

(አልተገኘም ከሆነ ቃለ መጠይቁ ከመጀመሩ በፊት እንዲፈረም ያድርጉ) 

 

የቡድን ውይይት ያመቻቹ (ቃለ መጠይቅ አቅራቢ) ፊርማ___________________  

ቀን _______________ 

 

የቡድን ውይይቱ (ቃለ መጠይቁ) የተጀመረበት ሰዓት: ____: ____ 

 

 

ምድብ ጥያቄዎች 

የእንክብካቤ አቅርቦት 

 

 

1 

1.11. በዚህ የጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል አዲስ ለተወለዱ ሕፃናት የሚሰጡ 

እንክብካቤዎችን ሊነግሩኝ ይችላሉ?  
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ማስረጃን መሰረት 

ያደረጉ የእለት ተእለት 

እንክብካቤ እና ሕክምና  

1.12. What are the things that you do to strengthen the quality of care 

provided by the NICU?  (Probe if there is quality improvement 

team in the hospital/NICU and how they are involved in the NICU 

quality improvement; and if there are activities related to 

strengthening effectiveness, efficiency, equitability, safety, people-

centeredness, timeliness, and integration).   

1.13. በእርስዎ አመለካከት በጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል የሚሰጠው  

አገልግሎት ምን ያህል በአለም አቀፍ እና በብሔራዊ መመሪያዎች ፕሮቶኮሎች 

እና ደረጃውን የጠበቀ የአሰራር መስፈርቶች መሰረት ይቀርባል? (ያጣሩ: ጠቃሚ 

የሆኑ በብሔራዊ መመሪያዎች ፕሮቲኮሎች እና ደረጃውን የጠበቀ የአሰራር 

መስፈርቶች በጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል ውስጥ ይገኛሉ?) 

1.14. በዚህ የጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል ውስጥ ለጨቅላ ሕፃናት የሚሰጥ 

እንክብካቤ ወይም ጥራት ለማሻሻል ጥንካሬዎች እና ተግዳሮቶች ምንድናቸው? 

በጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል ውስጥ ለጨቅላ ሕፃናት የሚቀርብ 

እንክብካቤ ጥራት እንዴት ማጠናከር ይቻላል? 

 

2 

ተግባራዊ የመረጃ 

ሥርዓት 

2.1. በዚህ የጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል ውስጥ ምን አይነት የጨቅላ ህፃናት 

መረጃ ይገኛል? እነዚህን መረጃዎች የጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል 

አገልግሎት ለማሻሻል እንዴት እየተጠቀማችሁባቸው ነው? (ያጣሩ፡ የጨቅላ ሕፃናት 

የሕክምና ታሪክ፣ መዝገብ፣ ከጨቅላ ሕፃናት ጋር ተያያዥ መረጃዎች በጤና 

አስተዳደር የመረጃ ሥርዓት ውስጥ መገኘቱን ወዘተ……) 

2.2. በእርስዎ አመለካከት በዚህ ጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል ውስጥ ከመረጃ 

አሰባሰብ ትንተና እና አጠቃቀም ጋር ተያያዥ የሆኑ ጥንካሬዎች እና ድክመቶች 

ምንድናቸው? የመረጃ አሰባሰብ ትንተና እና አጠቃቀም እንዴት ሊጠናከር ይችላል?    

የእንክብካቤ ተሞክሮ  

 

 

 

 

 

 

3 

3.1. በጤና ባለሙያዎች ለጭቅላ ህጻናት እናቶች/ተንከባካቢዎች ምም ምን መረጃዎች 

ይሰጣሉ?  

3.2. በጨቅላ ህጻናት እንክብካቤ ውስጥ የእናቶች ተሳትፎ በምን መንልኩ ሊደረግ 

ይችላል፡፡  

3.3. ከእናቶች ጋር የሚደረግ ተግባቦት እና የእናቶችን/ተንከባካዎችን ንቁ ተሳትፎ 

ለማሻሻል ጥንካሬዎች እናተግዳሮቶች ምንድን ናቸው ብለው ያስባሉ? ከእናቶች እና 
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ውጤታማ ተግባቦት 

እና ትርጉም ያለው 

ተሳትፎ  

ተንከባካቢዎች ጋር የሚደረግ ተግባቦት እና ተሳትፎ እንዴት ሊሻሻል እንደሚችል 

ሀሳብ አልዎት?   

4 

የጨቅላ ህጻናተ 

መብቶችን ማክበር፣ 

ጥበቃ ማድረግ፣ 

መሟላት እና የጨቅላ 

ህጻናቶች ክብር 

ማስጠበቅ 

4.1. የጨቅላ ህጻናትን የግል ሚስጢር ክብር መብት እና የእንክብካቤ እኩል ተጠቃሚነት 

እንዴት ማረጋገጥ ይቻላል?  

4.2. የጨቅላ ህጻናትን የግል ሚስጢር ክብር መብት እና የእንክብካቤ እኩል ተጠቃሚነት 

ጋር የተያያዙ ተግዳሮቶች ምንድ ናቸው? 

 

 

5 

የስሜት፣ የስነልቦና እና 

የእድገት ድጋፍ  

5.1. በእንክብካቤ ቆይታ ወቅት ከጨቅላ ህጻናት ጋር ለመቆየት የሚፈቀድለት ማን ነው? 

እናቶች/ተንከባካቢዎች ወይም ሌላ የቤተሰብ አባላት ከጨቅላ ህጻናቱ ጋር እንዲቆዩ 

ወይም እንዳይቆዩ የሚፈቀድላቸው ወይም የማይፈቀድላቸው የተለየ ጊዜ አለ? 

5.2. ስለ እናቶቹ እና ተንከባቢዎቹ ማህበራዊ፣ ባህላዊ እና ስነልቦናዊ ፍላጎቶች እንዴት 

ምላሽ ትሰጣላችሁ?  

ማጣሪያ ጥያቄዎች  

 

 

6 

ብቁ ተነሳሽነት ያለው 

ርእሩህ ባለፈርጀ ብዙ 

እውቀት የሰው ሃብት  

6.1. ማንኛውም አይነት ሱፐርቪዥን የቴክኒክ ድጋፎች ይደረጉላችኋል? (ተመሳሳይ 

ድጋፎችን ከየት እንደሚያገኙ ይጠይቋቸው ድጋፉ ምን ያህል ተደጋጋሚ እና በየጊዜው  

የሚሰጥ መሆኑን እንዲሁም ድጋፉ የሚያተኩረው በምን ላይ እንደሆነ እና ምን ያህል 

ጠቃሚ እንደሆነ እንዲያብራሩ ይጠይቋቸው፡፡)  

6.2. ከሰራተኞች ብዛት፣ ሰራተኞች እውቀት ክህሎት ስብጥር እና አስተዳደር ጋር በተያያዘ 

በዚህ የጨቅላ ህጻናት ጽኑ እንክብካቤ ክፍል የሚገኙ ጥንካሬዎች እና ደካ ጎኖች 

ምንድን ናቸው፡፡  

 

7  

መሰረታዊ ተጨባጭ 

ሀብቶች ለትናንሽ እና 

ለታመሙ ጨቅላ 

ህጻናት አቅርቦት  

 

7.1. ከተጨባጭ ተፈጥሯዊ አካባቢ፣ ውሃ ፣ ንጽህና እና የቆሻሻ አወጋገድ ስርዓት የሃይል 

አቅርቦት መድሃኒቶችች የህክምና መገልገያ አቃዎ ጋር ተያያዥ የሆኑ ጥንካሬዎች እና 

ተግዳሮቶች ምንድ ናቸው? 

7.2. What is your advice to improve the quality of this NICU? 

7.3. ውይይቱን ከማብቃታችን በፊት እኔን የሚጠይቁኝ ጥያቄ አለ?  

ለጊዜያችሁ እና ላበረከታችሁት አስተዋጽኦ እጅግ በጣም አመሰግናለሁ! 
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Annexure E  2: Semi-structured individual interview guide for the 
paediatrician – Amharic 

   

በማዕከላዊ ኢትዮጵያ ውስጥ በሚገኙ አዲስ የተወለዱ ጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል የገቡ ጨቅላ 

ህፃናት የእንክብካቤ ጥራት  

 

የቁልፍ የመረጃ ምንጭ ቃለ መጠየቅ መመሪያ 

 

(የሥነ ምግባር ደንብ ማጣቀሻ ቁጥር 64117626_CREC_CHS_2021)  

 

ቁጥር ጥያቄ  ውጤት ይታለፍ 

ክፍል 1: የሽፋን ገጽ  

 

 

01 የተቋሙ ቁጥር 

 

 

 
   

02 የቃላመጠይቅ አድራጊ መለያ 

ኮድ 

 

   

03 የቃላመጠይቅ ሰጭ መለያ 

ኮድ 

 

   

 የተቋሙ መለያ   

04 ክልል    

05 ዞን    

06 ወረዳ    

07 የተቋሙ ስም   

08 የሆስፒታል አይነት የመጀመሪያ ደረጃ ሆስፒታል ………. 

ጠቅላላ ሆስፒታል ………………….. 

ሶስተኛ ደረጃ ሆስፒታ………………… 

1 

2 

3 

09 የጨቅላ ህፃናት ፅኑ 

እንክብካቤ ክፍል አይነት  

ደረጃ 1 የጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል 

አይነት…. 

1 

2 

3 
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ደረጃ 2 የጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል አይነት 

…… 

ደረጃ 3 የጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል አይነት 

…… 

 

 

የጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል ኃላፊን ያግኙት፡፡ ሰላምታ ከሰጡ በኋላ ተሳታፊው ስለ ጥናቱ ዝርዝር 

መረጃ ያገኙ ዘንድ በጽሁፍ የተዘጋጀውን “በጥናቱ ውስጥ የተሳትፎ መጠየቂያ ቅፅ ይስጧቸው (አባሪ-5)” ከዚህ 

በታች የቀረበውን የአባሪ-5 ጭማቂ መረጃ በቃል ይንገሯቸው፡፡  

 

ጤና ይስጥልኝ::  ስሜ ጌታነህ አሰፋይባላል:: 

 

“በጥናቱ ውስጥ የተሳትፎ መጠየቂያ ቅጽ (አባሪ-5)” በሚለው ፅሁፍ ውስጥ በዝርዝር እንደተገለጸው እና ለእናንተ  

በፅሁፍ ይዘት እንደቀረበላችሁ አቶ ጌታነህ አሰፋ ዋናው አጥኚ ከፕሮፌሰር ማክጋዲ ማትላካላ በደቡብ አፍሪካ 

ዩኒቨርሲቲ የስነ ሰብ ሳይንሶች ኮሌጅ የጤና ትምህርት ክፍል ኃላፊ ጋር በደቡብ አፍሪካ ዩኒቨርስቲ የማህበረሰብ 

ጤና ፖስት ግራጁየት ድግሪ (PHD) ማሟያ እንዲሆን ምርምር እያካሄዱ ይገኛሉ፡፡  

 

የጥናቱ ርዕስ በማዕከላዊ ኢትዮጵያ በጨቅላ ህፃናት ፅኑ ክትትል (NICU) ክፍል ውስጥ ተኝተው የሚታከሙ 

ጨቅላ ህፃናት የእንክብካቤ ጥራት፡፡ የጥናቱ ዓላማ በማዕከላዊ ኢትዮጵያ አዲስ የተወለዱ ጨቅላ ህፃናት የፅኑ 

እንክብካቤ ክፍል የገቡ ጨቅላ ህፃናት የእንክብካቤ ጥራት በመመርመር በማዕከላዊ ኢትዮጵያ ውስጥ የሚገኙ 

የጽኑ እንክብካቤ ማዕከላትን ያገልግሎት ጥራት የሚያጠናክር ስትራቴጂ ማዘጋጀት ነው፡፡  

 

የጥናቱ ውጤት የዚህ ሆስፒታል እንዲሁም በሌሎች ተመሳሳይ ሆስፒታሎች ውስጥ የጨቅላ ህፃናት ጽኑ 

እንክብካቤ አገልግሎቶችን ጥራት ለማሻሻል የሚረዳ ነው፡፡ በጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል አገልግሎቶች 

አቅርቦት ዝግጁነት እና ጥራት ዙሪያ እርስዎ የሚሰጡን መረጃ ለጥናቱ ጠቃሚ ነው፡፡   

 

ቃለ መጠይቁ ቢበዛ አንድ ሰዓት የሚፈጅ ነው፡፡ በጥናቱ ውስጥ የሚያደርጉት ተሳትፎ በፈቃደኝነት ነው፡፡ 

ላመሳተፍ መወሰን እንዲሁም ማንኛውንም ጥያቄ ለላመመለስ ፈቃደኛ ያለመሆን ወይም በቃለ መጠይቁ ወቅት 

ምንም አይነት ምክንያት ሳያቀርቡ አቋርጠው መውጣት ይችላሉ፡፡ ሆኖም ግን የእርስዎ ተሳትፎ እናንተ 

ለምታቀርቡት አገልግሎት ለሆስፒታሉ፣ ለክልሉ፣ እንዲሁም በአገር አቀፍ ደረጃ ጠቃሚ በመሆን ጥያቄዎችን 

እንደሚመልሱልን ተስፋ እናደርጋለን፡፡ 
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በዚህ ጥናት ውስጥ ሲሳተፉ ስምዎት በማንኛውም ቦታ አይመዘገብም እንዲሁም ከጥናቱ አጥኚ እና በጥናቱ 

ቡድን ውስጥ ተለይቶ ከታወቀ አባል በስተቀር በዚህ ጥናት ውስጥ እርስዎ ያደረጉትን ተሳትፎ ሌላ ሰው የማያውቅ 

ሲሆን እርስዎ ከሚሰጡት መልስ ጋር እርስዎን ማቆራኘት የሚችል ሰው የለም፡፡ መረጃዎቹ ደህንነቱ በተጠበቀ 

አያያዝ በሚስጥራዊነት ይቀመጣል፡፡ 

 

እባክዎ እርስዎ የሚሰጡት መረጃ የእርሶ ስም ሳይጠቀስ እንደ ጥናት ሪፖርት፣ ጆርና አርቲሎክች እና/ወይም 

የኮንፍረንስ ላይ ጥቅም ላይ ሊውል እንደሚችል እንዲያውቁ እንፈልጋለን፡፡ የግል መረጃዎችዎ በእነዚህ ሪፖርቶች 

የህትመት ዝግጅቶች እና/ወይም የኮንፍረንስ ማቅረቢያ ውስጥ አይገለጽም፡፡  

 

ይህ ጥናት ከደቡብ አፍሪካ ዩኒቨርስቲ እና ከኦሮሚያ ክልል ጤና ቢሮ የስነ ምግባር ግምገማ ኮሚቴ በጽሁፍ 

መፅደቂያ ያገኘ ነው፡፡ ይህንን ጥናት በተመለከተ ማንኛውም ተጨማሪ መረጃ ካስፈለግዎት እባክዎን “በጥናቱ 

ውስጥ የተሳትፎ መጠየቂያ ቅጽ” በሚለው ዝርዝር ውስጥ የተዘረዘሩ አድራሻዎችን ይጠቀሙ፡፡ 

   

በዚህ ደረጃ ስለ ጥናቱ ማንኛውም ጥያቄ ካልዎት?  

 

እንድንቀጥል ተስማምተዋል? አዎ     አልስማማም   

(አልስማማም ከሆነ ቃለ መጠይቁን ያቋርጡ::) 

 

በጽሁፍ ስምምነት ተገኝቷል? አዎ     አልተገኘም    

(አልተገኘም ከሆነ ቃለ መጠይቁ ከመጀመሩ በፊት እንዲፈረም ያድርጉ) 

 

የቡድን ውይይት ያመቻቹ (ቃለ መጠይቅ አቅራቢ)  

ፊርማ___________________   ቀን _______________ 

 

ቃለ መጠይቁ የተጀመረበት ሰዓት: ____: ____ 

 

 

ምድብ ጥያቄዎች 

የእንክብካቤ ተሞክሮ 

 

 

 

 

1 

1.1. በዚህ የጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል ለጨቅላ ህጻናት የሚሰጡ 

እንክብካቤዎች ሊነግሩኝ ይችላሉ፡፡ (ስለ ዋና ዋና የእንክብካቤ ይዘቶች ጠቅላላ ግንዛቤ 

በመመርመር ለጨቅላ ሕፃናቱ በጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል የሚሰጡ 

እንክብካቤዎችን ይጠይቁ፡፡) 
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ማስረጃን መሰረት 

ያደረጉ የእለት ተእለት 

እንክብካቤ እና ሕክምና 

ተግባራት 

1.2. በዚህ የጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል ውስጥ ጥራት ያለው እንክብካቤ 

ከመስጠት አንፃር ጥንካሬዎች የሚሏቸውን ሊገልጹልኝ ይችላሉ?  

1.3. How do you describe the availability of medical equipment, supplies 

and diagnostic facilities of the NICU? (Probe:  essential supplies and 

functioning equipment; medical gas supplies; medications; laboratory 

and diagnostic tests availability) 

1.4. በዚህ የጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል ውስጥ የሚገኙ ብሔራዊ/አለምአቀፋዊ 

መመሪያዎች፣ ፕሮቲኮሎች እና ደረጃውን የጠበቀ የአሰራር መስፈርቶች ምን 

ምንድናቸው? 

1.5. በእርስዎ አመለካከት በጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል የሚሰጠው አገልግሎት 

ምን ያህል በአለም አቀፍ እና በብሔራዊ መመሪያዎች፣ ፕሮቲኮሎች እና ደረጃውን 

የጠበቀ የአሰራር መስፈርቶች መሰረት ይቀርባል?  

1.6. በዚህ ጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል ውስጥ ለጨቅላ ሕፃናት የሚሰጥ 

እንክብካቤ ወይም ጥራት ለማሻሻል ተግዳሮቶች ምንድናቸው? በጨቅላ ህፃናት የፅኑ 

እንክብካቤ ክፍል ውስጥ ለጨቅላ ሕፃናት መረጃ ላይ የተመሰረተ እንክብካቤ እንዴት 

ማጠናከር ይቻላል? 

 

 

 

 

 

 

 

2 

እየሰራ ያለ የሪፈራል 

ሥርዓት 

2.1. የጨቅላ ሕፃናት ወደሚቀጥለው የእንክብካቤ ደረጃ ሪፈር ሲያደርጉ ያለውን ሒደት 

ይንገሩኝ፡፡ (ያጣሩ፡ የቅድመ ሪፈራል እንክብካቤ፣ የእንክብካቤ ዘላቂነት፣ በማጓጓዝ 

ወቅት ጨምሮ) 

2.2. ስለ ጨቅላ ሕፃናት ወደ ሌላ የጤና ተቋም በሪፈራል ከሄደ/ች በኋላ ግብረ 

መልስ/መረጃ የምታገኙት በምን አይነት መልኩ ነው? 

2.3. የጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል/ሆስፒታል/ የታመሙ/ትናንሽ ወይም 

ጊዜያቸው ሳይደርስ የተወለዱ ጨቅላ ህፃናትን ከቤት ለመውሰድ/ወይም ቤት 

ለማድረስ የአምፑላንስ አገልግሎት አለ? ከሌለ ይህንን ለማድረግ ተግዳሮቱ 

ምንድነው? በእርስዎ አመለካከት የጨቅላ ሕፃናትን ከቤት ወደ ሆስፒታል ወይም 

ከሆስፒታል ወደ ቤት ለማጓጓዝ የሚቀርብ የአምቡላንስ አገልግሎት እንዴት በጨቅላ 

ህፃናት የፅኑ እንክብካቤ ክፍል እንክብካቤ ላይ ተጽዕኖ ያሳድራል? 

2.4. የሪፈራል ሥርዓቱ ለማሻሻል ጥንካሬዎች እና ተግዳሮቶች ምንድናቸው? በእርስዎ 

አመለካከት የጨቅላ ህፃናት የሪፈራል ሥርዓት እንዴት ሊሻሻል ይችላል? 

 የእንክብካቤ ተሞክሮ 
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3 

ውጤታማ ተግባቦት 

እና ትርጉም ያለው 

ተሳትፎ 

3.1. የጤና ባለሙያው ለእናቶቹ/ለተንከባካቢዎች በዚህ የጨቅላ ህፃናት የፅኑ እንክብካቤ 

ክፍል ለጨቅላ ህጻናት የሚሰጠውን እክንብካቤ በተመለከተ ምን አይነት መረጃ 

ያጋሯቸዋል? (የጨቅላ ህጻኑ የወቅቱ ህመም፣ እንክብካቤ፣ ወደ ካንጋሮ የእናቶች 

እንክብካቤ ሽግግር፣ የእንክብካቤ ክትትልል የማህበረሰብ እንክብካቤ እና ተከታታይ 

የሆነ እንክብካቤን ጨምሮ ቅድሞ እርዳታ ማደርግ እና የእድገት ክትትል 

ይመርምሩ)፡፡ 

3.2. በጨቅላ ህጻኑ/ኗ እንክብካቤ ውስጥ የእናቶች/ተንከባካቢዎች በምን መልኩ 

ይሳተፋሉ? (በእንክብዳቤ ውሳኔ አሰጣጥ፣ የጨቅላ ህጻናት እንክባካቤ ጨምሮ 

የካንካሮ የእናቶች እንክብካቤ በመረጃ ላይ መሰረት ያደረገ ስምምነት ውስጥ 

የእናቶችን ሚና መመርመር) :: 

3.3. የእናቶች/ተንከባካቢዎችን በእንክባቤዎች ውስጥ ተሳትፎ እንዲሁም ከነሱ 

ተግባቦትን ለማሻሻል ጥንካሬዎች እና ተግዳሮቶች ምንድናቸው? 

 

4 

የጨቅላ ህጻናተ 

መብቶችን ማክበር፣ 

ጥበቃ ማድረግ፣ 

መሟላት እና የጨቅላ 

ህጻናቶች ክብር 

ማስጠበቅ   

4.1. የጨቅላ ህጻናትን የግል ሚስጢር፣ ክብር፣ መብት እና የእንክብካቤ እኩል 

ተጠቃሚነት እንዴት ማረጋገጥ ይቻላል?  

4.2. ከጨቅላ ህጻናትን የግል ሚስጢር፣ ክብር፣ መብት እና የእንክብካቤ እኩል 

ተጠቃሚነት ጋር የተያያዙ ተግዳሮቶች ምንድ ናቸው? 

5 

የስሜት፣ የስነልቦና እና 

የእድገት ድጋፍ 

5.1. ስለ እናቶቹ እና ተንከባቢዎቹ ማህበራዊ፣ ባህላዊ እና ስነልቦናዊ ፍላጎቶች እንዴት ምላሽ 

ትሰጣላችሁ? 

ማጣሪያ ጥያቄዎች  
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6 

ብቁ ተነሳሽነት ያለው 

ርህሩህ ባለፈርጀ ብዙ 

እውቀት የሰው ሃብት   

6.1. የጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል የሰው ሃይልን ጨምሮ የሰራተኞችን ብዛት፣ 

የክህሎት ስብጥር፣ ብቃት እና አስተዳደር ከብሔራዊ የደረጃ መስፈርት ጋር 

በማነፃፀርሰ ቢገልጹልን?  

6.2. ከሰራተኞች ብዛት፣ ሰራተኞች እውቀት ክህሎት ስብጥር እና አስተዳደር ጋር በተያያዘ 

በዚህ የጨቅላ ህጻናት ጽኑ እንክብካቤ ክፍል የሚገኙ ጥንካሬዎች እና ደካማ ጎኖች 

ምንድን ናቸው፡፡    

 

 

7 

መሰረታዊ ተጨባጭ 

ሀብቶች ለትናንሽ እና 

ለታመሙ ጨቅላ 

ህጻናት አቅርቦት  

 

 

7.1. የዚህ የጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍሎች ለጨቅላ ህጻናት እንክብካቤ 

ለማቅረብ በቂ እና አመቺ ናቸው? 

7.2. የዚህን የጨቅላ ህፃናት ፅኑ እክብካቤ ክፍል የውሃ አቅርቦት፣ የንጽህና አጠባበቅ እና 

የቆሻሻ አወጋገድን እንዴት ይመለከቱታል? 

7.3. በጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል የኤሌክትሪክ ሃይል አቅርቦት ምን ያህል በቂ 

እና አስተማማኝ ነው?    

7.4. በዚህ የጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል የሚገኝ መሰረታዊ መገልገያ 

መሳሪያዎች አቅርቦቶች እና መድሃኒቶች ከደረጃ መስፈርቶቹ ጋር ሲነጻጸር ምን ያህል 

በቂ እና አገልግሎት የሚሰጥ እንደሆነ በእርስዎ አመለካከት ይግለጹ?  

7.5. What is your advice to improv the quality of care provided by the 

NICU? 

7.6. ጥያቄዎቼን ጨርሻለሁ፡፡ እኔን የሚጠይቁኝ ጥያቄ አለ?  

ለጊዜዎት እና ላበረከታችሁት አስተዋጽኦ እጅግ በጣም አመሰግናለሁ! 
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Annexure E  3: Semi-structured interview guide for the mothers of the 
neonates – Amharic  

 

በማዕከላዊ ኢትዮጵያ ውስጥ በሚገኙ አዲስ የተወለዱ ጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል የገቡ 

ጨቅላ ህፃናት የእንክብካቤ ጥራት 

የጥልቅ ቃለ መጠየቅ መመሪያ (IDI) 

(የሥነ ምግባር ደንብ ማጣቀሻ ቁጥር 64117626_CREC_CHS_2021) 

 

ቁጥር ጥያቄ  ውጤት ይታለፍ 

ክፍል 1: የሽፋን ገጽ   

01 የተቋሙ ቁጥር 

 

 

 
   

02 የቃላመጠይቅ አድራጊ መለያ 

ኮድ 

 

   

03 የቃላመጠይቅ ሰጭ መለያ 

ኮድ 

 

   

 የተቋሙ መለያ   

03 ክልል    

04 ዞን    

05 ወረዳ    

06 የተቋሙ ስም   

07 የሆስፒታል አይነት የመጀመሪያ ደረጃ ሆስፒታል ………. 

ጠቅላላ ሆስፒታል ………………….. 

ሶስተኛ ደረጃ ሆስፒታ………………… 

1 

2 

3 

08 የጨቅላ ህፃናት ፅኑ 

እንክብካቤ ክፍል አይነት  

ደረጃ 1 የጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል አይነት  

……………………….. 

ደረጃ 2 የጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል አይነት  

.……….……………… 

ደረጃ 3 የጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል አይነት  

………………………..  

 

1 

 

2 

 

3 
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ቃለ መጠይቁን በሚካሄድበት ቀን የልጇን ሕክምና አጠናቃ ከጨቅላ ህፃናት የጽኑ እንክብካቤ ክፍል 

የምትወጣ ወይም በጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል ውስጥ ረጅም ቆይታ ያላትን እናት ወይም 

ተንከባካቢ በመለየት ቃለ መጠይቅ ያድርጉ፡፡ ይህንን መስፈርት የሚያሟሉ ከአንድ በላይ የሆኑ እናቶች 

ከተገኙ ከእነዚህ መሃል በእጣ አንዳቸውን ይምረጡ፡፡ ሰላምታ በመስጠት “በጥናቱ ውስጥ የተሳትፎ 

መጠየቂያ ቅጽ(አባሪ-5)” የሚለውን የጽሁፍ መረጃ ያቅርቡላት እና ምላሽ ሰጪዋ ዝርዝር መረጃውን 

ስለ ጥናቱ እንድታነብ ያድርጉ፡፡ እናትየው ወይም ተንከባካቢዋ ማንነበብ የማትችል ከሆነ በቃል ዝርዝር 

መረጃውን ይግለፁላት፡፡ “በጥናቱ ውስጥ የተሳትፎ መጠየቂያ ቅፅ (አባሪ-5)” ዝርዝር መረጃዎች ውስጥ 

የቀረበው በቃል ያልተገለጸ ከሆነ ከዚህ በታች የተጠቀሰውን  እና የዚሁን መረጃ ጭማቂ የሆነውን 

በቃል ይግለጹላት፡፡  

 

ጤና ይስጥልኝ::  ስሜ ጌታነህ አሰፋይባላል:: 

 

“በጥናቱ ውስጥ የተሳትፎ መጠየቂያ ቅጽ” በሚለው ፅሁፍ ውስጥ በዝርዝር እንደተገለጸው እና ለእናንተ በፅሁፍ 

ይዘት እንደቀረበላችሁ አቶ ጌታነህ አሰፋ ዋናው አጥኚ ከፕሮፌሰር ማክጋዲ ማትላካላ በደቡብ አፍሪካ ዩኒቨርሲቲ 

የስነ ሰብ ሳይንሶች ኮሌጅ የጤና ትምህርት ክፍል ኃላፊ ጋር በደቡብ አፍሪካ ዩኒቨርስቲ የማህበረሰብ ጤና ፖስት 

ግራጁየት ድግሪ (PHD) ማሟያ እንዲሆን ምርምር እያካሄዱ ይገኛሉ፡፡  

 

የጥናቱ ርዕስ በማዕከላዊ ኢትዮጵያ ውስጥ በሚገኙ አዲስ የተወለዱ ጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል የገቡ 

ጨቅላ ህፃናት ፅኑ የእንክብካቤ ጥራት የሚል ነው፡፡ የጥናቱ ዓላማ በማዕከላዊ ኢትዮጵያ አዲስ የተወለዱ ጨቅላ 

ህፃናት የፅኑ እንክብካቤ ክፍል የገቡ ጨቅላ ህፃናት የእንክብካቤ ጥራት በመመርመር በማዕከላዊ ኢትዮጵያ ውስጥ 

የሚገኙ የጽኑ እንክብካቤ ማዕከላትን ያገልግሎት ጥራት የሚያጠናክር ስትራቴጂ ማዘጋጀት ነው፡፡  

 

የጥናቱ ውጤት የዚህ ሆስፒታል እንዲሁም በሌሎች ተመሳሳይ ሆስፒታሎች ውስጥ የጨቅላ ህፃናት ጽኑ 

እንክብካቤ አገልግሎቶችን ጥራት ለማሻሻል የሚረዳ ነው፡፡ በጨቅላ ህፃናት ፅኑ እንክብካቤ ክፍል አገልግሎቶች 

አቅርቦት ዝግጁነት እና ጥራት ዙሪያ እርስዎ የሚሰጡን መረጃ ለጥናቱ ጠቃሚ ነው፡፡   

 

ቃለ መጠይቁ ቢበዛ አንድ ሰዓት የሚፈጅ ነው፡፡ በጥናቱ ውስጥ የሚያደርጉት ተሳትፎ በግል ፈቃደኝነት ነው፡፡ 

ላመሳተፍ መወሰን እንዲሁም ማንኛውንም ጥያቄ ለላመመለስ ፈቃደኛ ያለመሆን ወይም በቃለ መጠይቁ ወቅት 

ምንም አይነት ምክንያት ሳያቀርቡ አቋርጠው መውጣት ይችላሉ፡፡ ሆኖም ግን የእርስዎ ተሳትፎ እናንተ 

ለምታቀርቡት አገልግሎት ለሆስፒታሉ፣ ለክልሉ፣ እንዲሁም በአገር አቀፍ ደረጃ ጠቃሚ በመሆን ጥያቄዎችን 

እንደሚመልሱልን ተስፋ እናደርጋለን፡፡ 

  

በዚህ ጥናት ውስጥ ሲሳተፉ ስምዎት በማንኛውም ቦታ አይመዘገብም እንዲሁም ከጥናቱ አጥኚ እና በጥናቱ 

ቡድን ውስጥ ተለይቶ ከታወቀ አባል በስተቀር በዚህ ጥናት ውስጥ እርስዎ ያደረጉትን ተሳትፎ ሌላ ሰው የማያውቅ 
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ሲሆን እርስዎ ከሚሰጡት መልስ ጋር እርስዎን ማቆራኘት የሚችል ሰው የለም፡፡ መረጃዎቹ ደህንነቱ በተጠበቀ 

አያያዝ በሚስጥራዊነት ይቀመጣል፡፡ 

 

እባክዎ እርስዎ የሚሰጡት መረጃ የእርሶ ስም ሳይጠቀስ እንደ ጥናት ሪፖርት፣ ጆርና አርቲክች እና/ወይም 

የኮንፍረንስ ላይ ጥቅም ላይ ሊውል እንደሚችል እንዲያውቁ እንፈልጋለን፡፡ የግል መረጃዎችዎ በእነዚህ ሪፖርቶች 

የህትመት ዝግጅቶች እና/ወይም የኮንፍረንስ ማቅረቢያ ውስጥ አይገለጽም፡፡  

 

ይህ ጥናት ከደቡብ አፍሪካ ዩኒቨርስቲ እና ከኦሮሚያ ክልል ጤና ቢሮ የስነ ምግባር ግምገማ ኮሚቴ በጽሁፍ 

መፅደቂያ ያገኘ ነው፡፡ ይህንን ጥናት በተመለከተ ማንኛውም ተጨማሪ መረጃ ካስፈለግዎት እባክዎን “በጥናቱ 

ውስጥ የተሳትፎ መጠየቂያ ቅጽ” በሚለው ዝርዝር ውስጥ የተዘረዘሩ አድራሻዎችን ይጠቀሙ፡፡ 

 

በዚህ ደረጃ ስለ ጥናቱ ማንኛውም ጥያቄ ካልዎት?  

 

እንድንቀጥል ተስማምተዋል? አዎ     አልስማማም   

(አልስማማም ከሆነ ቃለ መጠይቁን ያቋርጡ::) 

 

በጽሁፍ ስምምነት ተገኝቷል? አዎ     አልተገኘም    

(አልተገኘም ከሆነ ቃለ መጠይቁ ከመጀመሩ በፊት እንዲፈረም ያድርጉ) 

 

የቡድን ውይይት ያመቻቹ (ቃለ መጠይቅ አቅራቢ)  

ፊርማ___________________   ቀን _______________ 

 

ቃለ መጠይቁ የተጀመረበት ሰዓት: ____: ____ 

 

 

ምድብ ጥያቄዎች 

የእንክብካቤ ተሞክሮ 

 

 

1 

General Information  

 

 

 

 

 

1.1. ህፃን ልጅዎን መቼ ወለዱ? 

1.2. ህፃን ልጅዎ ወንድ ነው ወይስ ሴት ናት?  

1.3. ህፃን ልጅዎ ሲወለድ/ስትወለድ ክብደቷ በኪ.ግ ምን ያህል ነበር? 

1.4. በአሁኑ ወቅት መኖሪያዎ የት ነው? 

1.5. ህፃን ልጅዎ አልጋ ይዞ/ዛ የተኛው/ችው መቼ ነው? 

1.6. ልጅዎትን የወለዱት በዚህ ሆስፒታል ነው ወይንስ በሌላ ቦታ? 



247 
 

 

 

2 

[Referal, if applicable] 

(ጨቅላው ህፃን ከሌላ ጤና ተቋም ወይም ማህበረሰብ የመጣ/ች ከሆነ) 

2.1. ልጅዎን የተገላገሉት የት? በሪፈራል የላከው የጤና ተቋም ርቀቱ ምን ያህል 

ነው? (ወይም የእርስዎ ቤት) ከዚህ ርቀቱ ምን ያህል ነው? ወደዚህ ሆስፒታል 

እንዴት ሊመጡ ቻሉ? የተጠቀሙት የትራንስፖር ዘዴ ምን አይነት ነው? 

ወደዚህ ሆስፒታል ሲመጡ መንገድ ላይ እንዴት ነው እንክብካቤ 

የተደረገልዎት? 

3 

ውጤታማ ተግባቦት እና 

ትርጉም ያለው ተሳትፎ 

3.1. ልጅዎ አልጋ ይዞ ወደተኛበት ጊዜ ልውሰድዎ፡፡ አልጋ ይዞ ለመተኛት ያበቃው 

ምክንያት ምን ነበር? ህፃኑ አልጋ ይዞ እንዲተኛ በመወሰን ሂደት ውስጥ ማን 

ተሳተፈ? (ያጣሩ: በውሳኔ ውስጥ የዕርስዎ ሚና ምንድን ነበር? በውሳኔ 

ውስጥ የሌሎች የቤተሰብ አባላት ሚና ምንድን ነበር?)  

3.2. ህፃኑ አልጋ ይዞ እንዲተኛ በመወሰን ሂደት ውስጥ የተሳተፈው የጤና ባለሙያ 

ለእርስዎ ምን ነገርዎት? (ያጣሩ: ስለዚህ ጉዳይ እርስዎ የጠየቁት ጥያቄ ነበር? 

የጤና ባለሙያ ለጥያዎ ምን ምላሽ ሰጠ?) 

3.3.  አልጋ ይዞ ከተኛ በኋላ ለህፃኑ ምን አይነት ሕክምና ተደረገለት? የጤና 

እንክብካቤ አቅራቢ ህፃኑን የሚጎበኝነበት የጊዜ ርቀት ምን ያህል ነው? 

በጉብኝቱ ወቅት በእንክብካቤ አቅራቢ የሚደረገው እንክብካቤ ምንድን ነበር? 

3.4. በጉብኝቱ ወቅት ምን አይነት ህክምና እየተደረገለት እንደሆነ ጠይቀው ነበር? 

የጤና ባለሙያው ለጥያቄዎቾ የሰጡት መልስ ምንድነው? 

3.5. እንክብካቤ አቅራቢዎቹ ስለ ህፃን ልጅዎ እና ስለሚቀርብለት እንክብካቤ 

ለእርስዎ የሰጡት መረጃ ምንድነው? (ያጣሩ: የጤና ባለሙያው ሌላ 

በተጨማሪ የሰጥዎት መረጃ ምንድነው? 

3.6. ለህፃን ልጅዎ እንክብካቤ አቅርቦት የእርስዎ ተሳትፎ ምንድን ነበር? የሌሎች 

የቤተሰብ አባላት ሚናስ ምንድን ነበር?  

3.7. ከጤና ባለሙያው ጋር በሚያደርጉት ተግባቦት የገጠምዎት ምን ተግዳሮት 

ነበር? 
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4 

የጨቅላ ህጻናተ መብቶችን 

ማክበር፣ ጥበቃ ማድረግ፣ 

መሟላት እና የጨቅላ 

ህጻናቶች ክብር ማስጠበቅ   

4.1. በሆስፒታል ውስጥ ቆይታዎን እንዴት አገኙት? ክፍሉ ምን ያህል ምቹ ነው? 

አገልግሎቶቹ እና ተግባቦቶቹ ምን ያህል ተስማሚ ናቸው?  

4.2. የጤና ባለሙያዎቹ ለእርስዎ እና ለህፃን ልጅዎ ምን ያህል ክብር እና ርህራሄ 

ነበራቸው? 

ከእርስዎ እና ከህፃን ልጅዎ የግል ግለሚስጥር አጠባበቅ እና በጤና ባለሙያ 

እንክብካቤ በሚደረግበት መንገድ ጋር ተያያዥ የሆኑ ተግዳሮቶች ነበሩ? 

5 

የስሜት፣ የስነልቦና እና 

የእድገት ድጋፍ 

5.1. ከህፃን ልጅዎ ጋር ሁል ጊዜ እንዲቆዩ ይፈቀድልዎት ነበር? ከቤተሰቡ አባልስ 

ሌላ የሚፈቀድለቴ ሰው ነበር? 

5.2. የጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል አካባቢው እና ለህፃን ልጅዎ 

የሚሰጠው እንክብካቤ የእርስዎን ባህል ምንያህል ከግምት ያስገባ ነበር?  

5.3. ህፃን ልጅዎት ተኝቶ እንዲታከም ወደተወሰነበት ጊዜ ልውሰድዎት ተኝቶ 

እንዲታከም ሲወሰን ምን ተሰማዎት? በጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል 

ቆይታዎ ወቅት ምን ይሰማዎት ነበር? ከሁኔታው ጋርስ መጣጣም እንዲችሉ 

የጤና ባለሙያው እንዴት ረዳዎት? 

5.4. በጨቅላ ህፃናት የፅኑ እንክብካቤ ክፍል አገልግሎቶች ማሻሻል ያስችላል 

የሚሉት ሃሳብ አልዎት? 

5.5. ጥያቄዎቼን ጨርሻለሁ:: እርስዎ የሚጠይቁኝ ጥያቄ አለ? 

 

ለጊዜዎት እና ለጠቃሚ አስተዋጽኦዎት እጅግ በጣም አመሰግናለሁ:: 
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Annexure F 1: Focus group discussion guide for the neonatal intensive care 
unit staff – Afan Oromo   

 

Naannoo Gidduugaleessa Itoophiyaa Kessttii Daa’imman Haaraa Dhalatanii Kutaa 

Kunuunsa Yaalii Fayyaa Cimaa Kessattii Seenan 

Qajeelfama Marii Oggeessoota Nicu Qorannaa Dhimma Irrattii Xiyyeeffatee  

(Ethics clearance reference number: 64117626_CREC_CHS_2021) 

 

LAKKOOFSA GAAFFII BU’AA DARBII 

KUTAA 1: FUULA HAAGUUGA  

 

 

01 LAKK. DHAABBATA 

FAYYAA 

 

 
   

02 Koodii Mijeessaa Marii 

Dhimma irrattii xiyyeeffatee   

 

   

03 Koodii Marii Dhimma irrattii 

xiyyeeffatee   

 

   

 Baayyina Hirmaattootaa  Dhira          Duurba               Ida’aama   

 IBSA DHAABBATA 

FAYYAA  

  

03 Naannoo    

04 Godiina     

05 Aanaa     

06 Maqaa Dhaabbata Fayyaa    

07 Gosa Hoospitaalaa  HOOSPITAALA SAD. DURAA … 

HOOSPITAALA WALIGALAA .. 

HOSPITAALA SAD. SADAFFAA 

1 

2 

3 

08 Gosa NICU   NICU Sadarkaa I……………….. 

NICU Sadarkaa II.……………… 

NICU Sadarkaa III ……………..  

1 

2 

3 

 

NICU IRRA BAKKABUUTOOTA 8-12 HIRMAACHISUUDHAN MARII DHIMMA IRRATTII 

XIYYEEFFATEE GAGGEESSII. “GAAFFII HIRMAANNAA  QORANNAA” ODEEFFANNOO 

BARREEFFAMAA HIRMAATAA MARII DHIMMA IRRATTII XIYYEEFFATEE TOKKON 

TOKKOON ISAANIIF KENNII. GUDUUNFAA “GAAFFII HIRMAANNAA  QORANNAA” KANA 

GADITTII DHIHAATEE AFAANIIN DHIHEESSII.    
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Guyyaa Gaarii. Good day. Maqaan kiyya _____________. 

Akkuma “GAAFFII HIRMAANNAA  QORANNAA” jalattii bu’uura ibsameen barreeffamaan isiin 

wajjin qoddanneettii , Obbo Getaanah Asaffaan Gaggeessaa Qorannaa mummmee ta’anii  

Durata’a Kuta Barnoota, Kolleejji Saayinsii Ilma Nama, Yunivarsitii Afrikaa Kibbaa kan ta’an Prof. 

Mokgadi Matlakala wajjiin PhD Pabliik Heelzii kiyyaaf Yunivarsitii Afrikaa Kibbaattii Qorannaa 

gaggeessaa jira. 

Mata dureen qorannaa kana Quality of Care for Neonates Admitted to Neonatal Intensive Care 

Units in Central Ethiopia dha.  Kaayyoon qorannaa kana sadarkaa qulqulliina kunuunsa fayyaa 

daa’imman haaraa dhalatan Kutaa Kunuunsa Yaalii Fayyaa Ol’aanaa Daa’imman Haaraa 

Dhalatan (NICUs) kessattii seenan qorachuudhan sadarkaa qulqullina tajaajila NICU naannoo 

giddugala Itoophiyaa kessattii foyyeessuuf starateejii qopheessuu dha.     

Bu’aan qorannaa kana tajaajiloota Hospitaala kessn fi hoospitaaloota walfakkaataa kessattii 

foyyeesuuf kan gargaaruu dha. Tajaajiila NICU irrattii dhiheessitan kutaan kun argamuu isaa, 

qophi isaa fi qulqulliina tajaajiila isaa ilaalchisee qorannaa kanaaf baayyee fayidaa-qabeessaa 

dha. 

Turtiin Ol’aanaa gaaffiif deebiin kun fudhatuu daqiiqaawwan ____ dha. Hirmaannaan qorannaa 

kana kessttii fedhii dhunfaatiin qofa dha. Qorannaa kana kessattii hirmaachun feedhii ofin qofa 

yoo ta’u hirmaannaa waligaluuf dirqama tokkollee hin qabdanii. Hirmaachuuf yoo murteessitan 

unka odeeffannoo isiin wajjin tursiistan isiniif keennamee waligaltee barreeffamaan dhihaatee 

akka mallatteesitan ni gaafatamtuu. Yeeroo kamiyyuu marii kana kessaa yeeroo kamiyyuu 

sababa kamiyyuu osoo hin keennin bahuu ni dandeessu. Haa ta’u malee gaaffilee tajaajiila 

keennitanif, hoospitaala kessaniif fi naannoo fi biyyattii walumaagalattii fayidaa-qaban kana ni 

deebistuu jannee amannaa.   

Gaggeessaa qorannaa fi miseensoota garee qorannaa beekkaman qorannaa kana kessattii 

hirmaachuu kessan beekuu isaanii aala maqaan kessan ykn maqaan oggeesoota fayyaa 

qorannaa kana kessattii hirmaatan bakka kamiyyuu akka hin galmeeffamnee dhorkuu ni 

dandeessuu YKN maqaan kessan bakka kamiyyuu hin galmeeffamuu namnii kamiyyuu deebii 

keennitan wajjiin isiin wal-qabsiisuu hin danda’u. Odeeffannoon kennitan haala nageenyii isaa 

eggameen kaawwamaa.   

Maaloo, odeeffannoon maddii isaa hin beekkamnee kaayyoo adda addaaf kan akka gabaasa 

qorannaa, barreeffamoota guduunfaa fi/ykn ibsa konfiransiif fayyaduu kan danda’u ta’u isaa 

hubadhaa. Haata’u malee hirmaattootnii namoota dhunfaa gabaasa qorannaa akkasii kessattii 

enyummaa isaanii kan hin ibsamnee ta’u isaa beekaa.   

Qoranaan kun Koree Madaallii Naamuusa Qorannaa Biroo Fayyaa Naannoo Oromiyaa fi UNISA 

irra mirkaneeffama argateeraa. Gaaffii kamiyyuu yoo qabaattan teessoowwan “GAAFFII 

HIRMAANNAA  QORANNAA” kessattii dhihaataniin gaafachuu ni dandeessuu.  

Sadarakaa kanarattii, wa’ee qorannaa kana gaaffii qabduu?  

Ittifuuf waligaltanittuu?  

                                                       Eyyeen                    Mitii  

Waligateen barreeffamaan fudhatameera:  

                                                                       Eyyeen          Mitii 

Mallattoo Gaggeessaa Gaaffif Deebii__________________ Guyyaa _______________ 

Sa’aatii Gaaffiif Deebiin irrattii jalqabamee: ____: ____ 
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RAMADDII 

CAASAAWWAN 

FOYYEEFFAMA 

QULQULLINA 

TAJAAJILA 

KUNUUNSA YAALII 

FAYYAA DAA'IMMAN 

XIXIQQAA FI 

DHUKKUBSATAA 

HAARAA  

DAABBATA FAYYAA 

ADDUNYAA 

 

 

 

 

GAAFFIIWWAN  

DHIHEEFFAMA KUNUUNSA YAALII FAYYAA  

1 

Muxxannoo Kunuunsa 

yaalii Fayyaa fi Sirna 

waldhaansaa dhibee 

ragaa irrattii 

hundeeffatee 

 

 

 

 

2.1. Kutaa yaalii fayyaa cimaa daa'imman haaraa dhaltan 

kana kessatti yaalii fayyaa daa'imman haaraa dhalataniif 

kennamuu nattii himuu dandeessuu, maaloo? Hojiwwan 

ijoo gareen foyyeeffama qulqullina tajaajilaa qulqullina 

kunuunsa yaalii fayyaa kutaa daa'imman haaraa 

dhalatan NICU foyyeessuuf rawwataa jiru maal fa'aa 

dha?   

 

2.2. What are the things that you do to strengthen the quality 

of care provided by the NICU?  (Probe if there is quality 

improvement team in the hospital/NICU and how they 

are involved in the NICU quality improvement; and if 

there are activities related to strengthening 

effectiveness, efficiency, equitability, safety, people-

centeredness, timeliness, and integration).   

 

2.3. Ilaalcha kessaniin, dhiheessii tajaajilaa NICU kana 

kessattii qajeelfamoota, waligalteewwan sirna hoji, fi 

dambiwwan adeemsa rawwii  hoji  biyyaalessaa fi 

addunyaa maraa irrattii sadarkaa sadarkaa kamiin kan 

bu'ureeffatee dha? Qajeelfamoota, waligalteewwan 

sirna hoji, fi dambiwwan adeemsa rawwii  hoji  

biyyaalessaa/addunyaa maraa NICU kessattii 

rawwatamummaa qaban maal fa'a dha? 

 

2.4. NICU kana kessattii kunuunsa yaalii fayyaa daa'imman 

haaraa dhalataniif qulqulliina isaa foyyeessuf jabeenyii fi 

rokkolee gufuu ta'an maal fa'a dha? NICU kana 

jabeessudhan  kunuunsa yaalii fayyaa daa'imman 
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haaraa dhalataniif qulqulliina isaa eggatee akka  

akkamittii danda'amaa? 

2 

Sirna rawwii wal-jijjirraa 

Odeeffannoo 

 

 

 

2.1. NICU kana kessattii kunuunsa yaalii fayyaa daa'imman 

haaraa dhalatan irrattii ragaa odeeffannoo maaltuu 

jiraa? Tajaajiila NICU foyyeessuuf ragaa/odeeffannoo 

kana haala akkamiin fayyadamaa jirtuu? [Sakatta'i: 

seenaa yaalii fayyaa, kitaaba galmee fi odeeffannoo 

daa'imman haaraa dhalatan siirna bulchiinsa 

odeeffaannoo kessattii argamuu isaanii kkf] 

 

2.2. Ilaalcha kessaniin, NICU kana kessattii raga 

odeeffannoo sassaabu, xiinxaluu fi ittiffayyadamuu 

wajjiin wal-qabatee cimiina fi dadhabbina jiran maal fa'a 

dha? NICU kana kessattii raga odeeffannoo sassaabu, 

xiinxaluu fi ittiffayyadamuu akkamitti jabeessuu 

danda'amaa?  

MUUXANNOO KUNUUNSAA YAALII FAYYAA  

 

 

 

 

3 

Wal-jijjirraa odeeffannoo 

milkaawaa fi 

hirmaannaa bu'aa-

qabeessaa 

3.1. Odeeffanoon dhiheessitoota kunuunsa fayyaatiin 

haadholeef qooddaman fi kunuunsii daa'imman haaraa 

dhalatan NICU kana kessattii maal fa'a dha?  

3.2. Kunuunsa yaalii fayyaa daa'imman haaraa dhalatan 

kessatti haadholeen akkamittii hirmaatuu?  

3.3. Haadhoolee/kunuunsitoota gidduttii odeeffannoo wal-

jijjiruu fi kunuunsa yaalii fayyaa kessattii hirmaannaa 

dammaqinaa isaanii foyyeessuuf  jabeenyi fi 

rakkoowwan  gufuu ta'an maal fa'a dha jettanii yaadduu 

4 

Kabaja, eeguumsa fi 

guuttama mirga 

daa'imman haaraa 

dhalatan eegsiisuu 

 

 

4.1. Kunuunsa fayyaa daa'imman haaraa dhalataniif icitii 
dhunfaa, kabaja, mirga fi dhiheeffamma tajaajila kunuunsaa 
yaalii fayyaa walqixxee haala kamiin mirkaneessituu? 
 
4.2. Kunuunsa fayyaa daa'imman haaraa dhalataniif icitii 
dhunfaa, kabaja, mirga fi dhiheeffamma tajaajila kunuunsaa 
yaalii fayyaa walqixxee ta'ee wajjin wal-qabatee rakkoleen gufuu 
ta'an maal fa'a dha?  

5 

Gargaarsa miira,  

mirsammuu fi guddinaa 

 

 

5.1. Turtii kunuunsa yaalii fayyaa daa'imman haaraa 

dhalatan kessattii daa'imman wajjiin akka turuu kan isaaf 

heeyyamamu eenyu dha? Haadholeen/kunuunsitootnii 

ykn miseensootnii maatii kan biroo daa'imman haaraa 

dhalatan wajjiin akka tuuran isaaniif heyyamamuu ykn 

akka wajjiin hin turree turtiin yeeroo adda ta'ee jiraa?  
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5.2. Feedhii hawwaasummaa, aadaa fi miiraa haadholee fi 

kunuunsitootaa haala akkamiin deebii keennituu? 

 

GUDUUNFAA  

 

6 

Qabeenya humna nama 

gahuumsa, kaka'umsa, 

feedhii fi beekumsa 

oggummaa adda addaa 

qaban 

6.1. To'annaa fi/ykn gargaarsa teeknikaa gosa kamiyyuu ni 
argattuu? [Gaafadhuu: gargaarsa kana essaa argattuu? Yeeroo 
yeeroottii haammam gargaarsa kana argattuu? Gargaarsii kun 
haammam isiin fayyadaa?] 
 

6.2. Baayyiina hojjeettoota, beekumsa hojjeettoota, dandeettii 
ogummaa, haala ramaddii fi bulchiinsa hojjeettoota NICU kana 
wajjiin wal-qabatee cimiina fi rakkolee gufuu ta'an maal fa'a 
dha? 

7 

Gargaarsa yaalii 

daa'imman xixiqqaa fi 

dhukkubsataa haaraa 

dhalataniif qabeenya 

bu'uraa qabatamaa  

 
7.1. Haallan naannoo ummamaa, bishaan, qulqullina, 

dhabamsiisa balfa fi xurii, dhiheessii huumna eleektrikaa 

fi bobba'aa, qoorichoota, dhiheessii meeshaalee yaalii 

fayyaa wajjiin wal-qabatee jabeenyii fi rakkoleen gufuu 

ta'an maal fa'a dha? 

7.2. Qulqulina tajaajila NICU kanaa foyeessuf gorssi qabdan 

mali? 

7.3. Marii keenya xummuruu keenya dura, gaaffii ana 

gaafachuu barbaaddan jiraa? 

Yeeroo fi buusii gumaachitaniif galata guddaa! 
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Annexure F 2: Semi-structured individual interview guide for the paediatrician 
– Afan Oromo    

 
 

Naannoo Gidduugaleessa Itoophiyaa Kessttii Daa’imman Haaraa Dhalatanii 

Kutaa Kunuunsa Yaalii Fayyaa Cimaa Kessattii Seenan 

Qajeelfama Gaaffiif Deebii Kennaa Odeeffannoo Barbaaachisaa  

(Ethics clearance reference number: 64117626_CREC_CHS_2021) 

LAKKOOFSA GAAFFII BU’AA DARBII 

SECTION 1: COVER PAGE  

 

 

01 LAKK. DHAABBATA 

FAYYAA 

 

 
   

02 Koodii Gaggeessaa 

Gaaffiif Deebii 

 

   

03 Koodii Gaafatamaa    
 

   

 IBSA DHAABBATA 

FAYYAA 

  

04 Naannoo    

05 Godiina     

06 Aanaa     

07 Maqaa Dhaabbata 

Fayyaa 

  

08 Gosa Hospitaalaa HOOSPITAALA SAD. DURAA… 

HOOSPITAALA WALIGALAA….. 

HOSPITAALA SAD. SADAFFAA… 

1 

2 

3 

09 Gosa NICU NICU Sadarkaa I…………….. 

NICU Sadarkaa II.……………… 

NICU Sadarkaa III ……………..  

1 

2 

3 

OGANAA “NICU” ARGADHU. ERGA NAGAA GAAFATTEE BOODA “GAAFFII 

HIRMAANNAA  QORANNAA” ODEEFFANNOO BARREEFFAMAA HIRMAATAA MARII 

DHIMMA IRRATTII XIYYEEFFATEE KENNIIF. GUDUUNFAA “GAAFFII HIRMAANNAA  

QORANNAA” KANA GADITTII DHIHAATEE AFAANIIN DHIHEESSII.    
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Guyyaa Gaarii. _____________. 

Akkuma “GAAFFII HIRMAANNAA  QORANNAA” jalattii bu’uura ibsameen isiin wajjin 

qoddanneettii   

Mata dureen qorannaa kana Quality of Care for Neonates Admitted to Neonatal Intensive 

Care Units in Central Ethiopia dha.  Kaayyoon qorannaa kana sadarkaa qulqulliina 

kunuunsa fayyaa daa’imman haaraa dhalatan Kutaa Kunuunsa Yaalii Fayyaa Ol’aanaa 

Daa’imman Haaraa Dhalatan (NICUs) kessattii seenan qorachuudhan sadarkaa qulqullina 

tajaajila NICU naannoo giddugala Itoophiyaa kessattii foyyeessuuf starateejii qopheessuu 

dha.     

Bu’aan qorannaa kana tajaajiloota Hospitaala kessn fi hoospitaaloota walfakkaataa kessattii 

foyyeesuuf kan gargaaruu dha. Tajaajiila NICU irrattii dhiheessitan kutaan kun argamuu isaa, 

qophi isaa fi qulqulliina tajaajiila isaa ilaalchisee qorannaa kanaaf baayyee fayidaa-

qabeessaa dha. 

Turtiin Ol’aanaa gaaffiif deebiin kun fudhatuu daqiiqaawwan ____ dha. Hirmaannaan 

qorannaa kana kessttii fedhii dhunfaatiin qofa dha. Qorannaa kana kessattii hirmaachun 

feedhii ofin qofa yoo ta’u hirmaannaa waligaluuf dirqama tokkollee hin qabdanii. Hirmaachuuf 

yoo murteessitan unka odeeffannoo isiin wajjin tursiistan isiniif keennamee waligaltee 

barreeffamaan dhihaatee akka mallatteesitan ni gaafatamtuu. Yeeroo kamiyyuu marii kana 

kessaa yeeroo kamiyyuu sababa kamiyyuu osoo hin keennin bahuu ni dandeessu. Haa ta’u 

malee gaaffilee tajaajiila keennitanif, hoospitaala kessaniif fi naannoo fi biyyattii 

walumaagalattii fayidaa-qaban kana ni deebistuu jannee amannaa 

Gaggeessaa qorannaa fi miseensoota garee qorannaa beekkaman qorannaa kana kessattii 

hirmaachuu kessan beekuu isaanii aala maqaan kessan ykn maqaan oggeesoota fayyaa 

qorannaa kana kessattii hirmaatan bakka kamiyyuu akka hin galmeeffamnee dhorkuu ni 

dandeessuu YKN maqaan kessan bakka kamiyyuu hin galmeeffamuu namnii kamiyyuu 

deebii keennitan wajjiin isiin wal-qabsiisuu hin danda’u. Odeeffannoon kennitan haala 

nageenyii isaa eggameen kaawwamaa.  

Maaloo, odeeffannoon maddii isaa hin beekkamnee kaayyoo adda addaaf kan akka gabaasa 

qorannaa, barreeffamoota guduunfaa fi/ykn ibsa konfiransiif fayyaduu kan danda’u ta’u isaa 

hubadhaa. Haata’u malee hirmaattootnii namoota dhunfaa gabaasa qorannaa akkasii 

kessattii enyummaa isaanii kan hin ibsamnee ta’u isaa beekaa.  
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Qoranaan kun Koree Madaallii Naamuusa Qorannaa Biroo Fayyaa Naannoo Oromiyaa fi 

UNISA irra mirkaneeffama argateeraa. Gaaffii kamiyyuu yoo qabaattan teessoowwan 

“GAAFFII HIRMAANNAA  QORANNAA” kessattii dhihaataniin gaafachuu ni dandeessuu.  

Sadarakaa kanarattii, wa’ee qorannaa kana gaaffii qabduu?  

Ittifuuf waligaltanittuu?  

                                                       Eyyeen                    Mitii  

Mallattoo Gaggeessaa Gaaffif Deebii__________________ Guyyaa _______________ 

Sa’aatii Gaaffiif Deebiin irrattii jalqabamee: ____: ____ 

TAJAAJILA 
KUNUUNSA YAALII 

FAYYAA 
DAA'IMMAN 
XIXIQQAA FI 

DHUKKUBSATAA 
HAARAA 

DAABBATA 
FAYYAA 

ADDUNYAA 

 
 
 

GAAFFIILEE 
 

DHIHESSII YAALII FAYYAA 

 
 
 
 
 

1 
 

Muxxannoo 
Kunuunsa yaalii 
Fayyaa fi Sirna 

waldhaansaa dhibee 
ragaa irrattii 

hundeeffatee 
 

1.15. NICU kana kessattii kunuunsa yaalii fayyaa daa'imman 

haaraa dhalataniif kennamuu nattii himuu damdeessuu? (NICU kana 

kessattii kunuunsa yaalii fayyaa ijoo qayyabachuun akka danda'amu 

daa'imman haaraa dhalataniif kennaman gadi-fageenyaan 

gaafadhu)  

1.16. NICU kana kessattii daa'imman haaraa dhalataniif kunuunsa 

yaalii fayyaa qulqullina isaa eggatee kessaa haallan akka ciminattii 

caqastan maal fa'a dha? 

1.17. Qajeelfamootnii, waligaltewwan fi sirnoota adeemsa hoji 

NICU kana kessattii rawwatamaa talan maal fa'aa dha? 

1.18. Ilaalcha kessaniin, dhiheessii tajaajilaa NICU kana kessattii 

qajeelfamoota, waligalteewwan sirna hoji, fi dambiwwan adeemsa 

rawwii  hoji  biyyaalessaa fi addunyaa maraa irrattii sadarkaa 

sadarkaa kamiin kan bu'ureeffatee dha? 

1.19. NICU kana kessattii kunuunsa yaalii fayyaa daa'imman 

haaraa dhalataniif qulqulliina isaa eggatee dhiheessuu irrattii 

dhibbaa  uuman rakkoowwan maal fa'a dha? NICU kana kessattii 

kunuunsa yaalii fayyaa daa'imman haaraa dhalataniif qulqulliina isaa 

eggatee dhihessuuf haallan mijeeffamuu qaban maal fa'a dha jettanii 

yaadduu? 

1.20. NICU kana kessattii kunuunsa yaalii fayyaa daa'imman 

haaraa dhalataniif qulqulliina isaa foyyeessuf jabeenyii fi rokkolee 

gufuu ta'an maal fa'a dha? NICU kana kessattii kunuunsa yaalii 

fayyaa raga irrattii hundeeffatee akka ta'u foyyeessuudhaf maal 

gorsituu? 
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Sirna adeemsa hoji 
rifaraalii 

 
 
 

2.1. Daa'imman haaraa dhalatan kunuunsa yaalii fayyaa sadarkaa itti'aansu 

irrattii rifaraalii argachuu isaan barbaachisuuf adeemsii rifaraalii akkamittii 

akka rawwatamuu nattii himaa? [Qoradhuu: kunuusa fayyaa rifaraalii dura, 

ittifufummaa kunuunsa fayyaa- yeeroo gejjibaa dabalatee, deebii keennuu] 

2.2. Daa'imnii haaraa dhalatee/ttee tokko gara dhaabbata fayyaa biraattii 

erga rifaraaliidhan ergamee/mtee booda odeeffannoo dhimma 

isaa/ishee haala kamiin argattuu? 

2.3. NICUn/hoospitaalichii hawwaasa kana kessattii daa'imman 

dhukkubsatan/xixiqoo ykn haaraa dhalataniif tajaajiila ambulaansii ni 

dhiheessaa? Ilaalcha kessaniin daa'imman haaraa dhalatan hawwaasa 

irraa gejjibsiisuuf dhiheessii tajaajila ambuulaansii akkamittii kunuunsa 

yaalii fayyaa NICU kana kessattii kennammuu irrattii dhibaa uumaa? 

2.4. Haallan sirna rifaraalii mijeessan maal fa'a dha jettanii yaadduu? 

Sababootnii sirna rifaraaliif gufuu ta'an maal fa'a dha? Ilaalcha kessaniin 

sirnii rifaraalii daa'imman haaraa dhalatan akkamittii foyyeeffamuu 

danda'aa? 

MUXXANNOO KUNUUNSA YAALII FAYYAA 

 
 

3 
Wal-jijjirraa 

odeeffannoo 
milkaawaa fi 

hirmaannaa bu'aa-
qabeessaa 

 
 
 
 

3.1.  Odeeffanoo dhiheessitoota kunuunsa fayyaatiin haadholeef 

qooddaman fi kunuunsii daa'imman haaraa dhalatan NICU kana 

kessattii maal fa'a dha? (Wa'ee dhukkuuba daa'imman haaraa dhalatan, 

cee'umsa gara kunuunsa fayyaa kangaroo mother care, hordooffii yaalii,  

kunuunsa fayyaa hawwaasa fi kunuunsa fayyaa ittiifufaa dabalatee 

dursanii yaaluu fi hordooffii fayyaa guddinnaa yeeroo amma 

rawwataman cimsii gaafadhuu) 

3.2. Kunuunsa yaalii fayyaa daa'imman haaraa dhalatan kessatti 

haadholeen akkamittii hirmaatuu? (Kangaroo mother care dabalatee 

gahee haadholee murtii kunuunsa fayyaa keennuu irrattii qaban fi 

kunuunsa yaalii fayyaa daa'imman haaraa dhalatan gaafadhuu, 

waligaltee beekumsa irrattii hundeffatee) 

3.3. Haadhoolee wajjiin odeeffannoo wal-jijjiruu fi kunuunsa yaalii fayyaa 

kessattii hirmaannaa isaanii milkeessuuf haallan mijeessan fi gufuu 

ta'an maal fa'a dha? 

4 
Kabaja, eeguumsa fi 

guuttama mirga 
daa'imman haaraa 
dhalatan eegsiisuu 

 

4.1. Kunuunsa fayyaa daa'imman haaraa dhalataniif icitii dhunfaa, kabaja, 

mirga fi dhiheeffamma tajaajila kunuunsaa yaalii fayyaa walqixxee haala 

kamiin mirkaneessituu? 

4.2. Kunuunsa fayyaa daa'imman haaraa dhalataniif icitii dhunfaa, kabaja, 

mirga fi dhiheeffamma tajaajila kunuunsaa yaalii fayyaa walqixxee ta'ee 

wajjin wal-qabatee rakkoleen gufuu ta'an maal fa'a dha? 

5 
Gargaarsa miira,  

mirsammuu fi 
guddinaa 

5.1. Feedhii hawwaasummaa, aadaa fi miiraa haadholee fi 

kunuunsitootaa haala akkamiin kesusmmesituu? 

GUDUUNFAA 
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6 

Qabeenya humna 
nama gahuumsa, 

kaka'umsa, feedhii fi 
beekumsa 

oggummaa adda 
addaa qaban 

 

6.1. Wa'ee ramaddii hojjeettoota NICU dabalatee, baayyina gahaa 

hojjeettoota, dandeettii ogummaa adda addaa, gahuumsa fi bulchinsa 

hojjeettoota ulaagaalee biyyaalessaa wajjiin walqabatee nattii himaa? 

[Gaafadhuu: gargaarsa kana essaa argattuu? Yeeroo yeeroottii haammam 

gargaarsa kana argattuu? Gargaarsii kun haammam isiin fayyadaa?] 

6.1. Baayyiina hojjeettoota, beekumsa hojjeettoota, dandeettii 

ogummaa, haala ramaddii fi bulchiinsa hojjeettoota NICU kana wajjiin 

wal-qabatee cimiina fi rakkolee gufuu ta'an maal fa'a dha? 

 
 

7 
Gargaarsa yaalii 

daa'imman xixiqqaa fi 
dhukkubsataa haaraa 
dhalataniif qabeenya 
bu'uraa qabatamaa  

 
 

7.1. Kutaaleen NICU yaaliiwwan fayyaa daa'immaan haaraa dhalataniif 

dhiheessuu haammam gahaa fi mijaataa dha? 

7.2. Dhiheeffama, gahuumsa tajaajiila bishaan fi haallan qulqullina 

akkasumas sirna dhabamsiisa balfa fi xurii NICU kana akkam ilaaltuu? 

7.3. Dhiheeffamnii huumna eleektrikaa fi bobba'aa NICU kun haammam 

amansiisaa fi gahaa dha? 

7.4. Ulaagaalee sadarkaa qulqullina tajaajila wajjiin wal-dorgomsuun 

dhiheeffamnii fi gahuumsii tajaajilaa meeshaalee bu'uraa yaalii fayyaa, 

dhiheessii naqoota barbaachisoo fi qooricha NICU kana akkam 

madaaltuu? 

7.5. Gaaffii kiyya xumuureraa. Gaaffi kamiyyuu yoo qabaattan? 

7.6. Qulqullinna tajaajilaa NICUn kuni kennu foyeessuf gorsi isin qabdan 

maali?   

Yeeroo fi buusii gumaachitaniif galata guddaa! 
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Annexure F 3: Semi-structured individual interview guide  for the mother of 
the Neonate – Afan Oromo  

 

Naannoo Gidduugaleessa Itoophiyaa Kessattii  

Qulqulliina Tajaajiila Daa’imman Haaraa Dhalatanii Kutaa Kunuunsa Yaalii 

Fayyaa Cimaa Daa’imman Haaraa Dhalatan Kessttii Seenan 

Qajeelfama Gaaffiif Deebii Gadii Fageenya Haadholee Fi Kunuunsiitoota Kutaa 

Kunuunsa Yaalii Fayyaa Cimaa Daa’imman Haaraa Dhalatan (“Nicu) Kessttii 

Argaman 

(Ethics clearance reference number: 64117626_CREC_CHS_2021) 

LAKKOOFSA GAAFFII Bu’aa Darbii 

KUTAA 1: FUULA HAAGUUGA   

01 LAKK. 

DHAABBATA 

FAYYAA 

 

 
   

02 Koodii Gaggeessaa 

Gaaffiif Deebii 

 

   

03 Koodii Gaafatamaa    
 

   

 IBSA DHAABBATA 

FAYYAA 

 

 

 

04 Naannoo    

05 Godiina     

06 Aanaa     

07 Maqaa Dhaabbata 

Fayyaa 

  

08 Gosa Hospitaalaa HOOSPITAALA SAD. DURAA … 

HOOSPITAALA WALIGALAA …. 

HOSPITAALA SAD. SADAFFAA … 

1 

2 

3 

09 Gosa NICU NICU Sadarkaa I………………. 

NICU Sadarkaa II.……………… 

NICU Sadarkaa III ……..……..  

1 

2 

3 

 

GUYYAA GAAFFIIF DEEBII IRRATTII HAADHA DAA'IMAA YKN NAMA DAA'IMA 

KUNUUNSU KUTAA YAALII FAYYAA DAA'IMMAN HAARAA DHALATAN KESSA 
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GAGGEEFFAMAN BAHAA JIRAN YKN NICU KESSATTII TURTII BAAYYEE DHEERAA 

QABAN BARBAADII. HAADHOLEEN ULAAGAA KAN GUUTAN TOKKO OL  YOO 

JIRAATAN MARSAA CARRAADHAN ISAAN TOKKO FILADHUU. NAGAA 

GAAFACHUDHAN DEEBII KENNAAN ODEEFFANNOO WA'EE QORANNAA KANA 

TARREEFFAMAAN AKKA DUBBISUU ODEEFFANNOO BARREEFFAMA “GAAFFII 

HIRMAANNAA QORANNAA” KEENNIIF. HAATII YKN NAMNII DAA'IMA KUNUUNSU 

DUBBISEE QAYYABACHUU KAN HINDANDEENYEE YOO TA'AN ODEEFFANNOO 

TARREEFFAMEE KANA AFAANIIN ISAANIIF DUBBISUUN DHIHEESSIIF. 

ODEEFFANNOO BARREEFFAMA “GAAFFII HIRMAANNAA QORANNAA” AFAANIIN 

KAN HIN DHIHAANEE YOO TA'EE ODEEFFANNOO KANAA GADITTII DHIHAATEE FI 

GUDUUNFAA ODEEFFANNOO BARREEFFAMA “GAAFFII HIRMAANNAA 

QORANNAA” KESSATTII ARGAMUU ISAANIIF DUBBISII. 

 

Guyyaa Gaarii. Maqaan Kiyya. ___________________ jedhamaa.  

Akkuma “GAAFFII HIRMAANNAA  QORANNAA” jalattii bu’uura ibsameen 

barreeffamaan isiin wajjin qoddanneettii , Obbo Getaanah Asaffaan Gaggeessaa 

Qorannaa mummmee ta’anii  Durata’a Kuta Barnoota, Kolleejji Saayinsii Ilma Nama, 

Yunivarsitii Afrikaa Kibbaa kan ta’an Prof. Mokgadi Matlakala wajjiin PhD Pabliik Heelzii 

kiyyaaf Yunivarsitii Afrikaa Kibbaattii Qorannaa gaggeessaa jira. 

Mata dureen qorannaa kana Quality of Care for Neonates Admitted to Neonatal Intensive 

Care Units in Central Ethiopia dha.  Kaayyoon qorannaa kana sadarkaa qulqulliina 

kunuunsa fayyaa daa’imman haaraa dhalatan Kutaa Kunuunsa Yaalii Fayyaa Ol’aanaa 

Daa’imman Haaraa Dhalatan (NICUs) kessattii seenan qorachuudhan sadarkaa 

qulqullina tajaajila NICU naannoo giddugala Itoophiyaa kessattii foyyeessuuf starateejii 

qopheessuu dha.     

Bu’aan qorannaa kana tajaajiloota Hospitaala kessn fi hoospitaaloota walfakkaataa 

kessattii foyyeesuuf kan gargaaruu dha. Tajaajiila NICU irrattii dhiheessitan kutaan kun 

argamuu isaa, qophi isaa fi qulqulliina tajaajiila isaa ilaalchisee qorannaa kanaaf baayyee 

fayidaa-qabeessaa dha. 

Turtiin Ol’aanaa gaaffiif deebiin kun fudhatuu daqiiqaawwan ____ dha. Hirmaannaan 

qorannaa kana kessttii fedhii dhunfaatiin qofa dha. Qorannaa kana kessattii hirmaachun 

feedhii ofin qofa yoo ta’u hirmaannaa waligaluuf dirqama tokkollee hin qabdanii. 

Hirmaachuuf yoo murteessitan unka odeeffannoo isiin wajjin tursiistan isiniif keennamee 

waligaltee barreeffamaan dhihaatee akka mallatteesitan ni gaafatamtuu. Yeeroo 

kamiyyuu marii kana kessaa yeeroo kamiyyuu sababa kamiyyuu osoo hin keennin bahuu 

ni dandeessu. Haa ta’u malee gaaffilee tajaajiila keennitanif, hoospitaala kessaniif fi 

naannoo fi biyyattii walumaagalattii fayidaa-qaban kana ni deebistuu jannee amannaa 

Gaggeessaa qorannaa fi miseensoota garee qorannaa beekkaman qorannaa kana 

kessattii hirmaachuu kessan beekuu isaanii aala maqaan kessan ykn maqaan 

oggeesoota fayyaa qorannaa kana kessattii hirmaatan bakka kamiyyuu akka hin 

galmeeffamnee dhorkuu ni dandeessuu YKN maqaan kessan bakka kamiyyuu hin 

galmeeffamuu namnii kamiyyuu deebii keennitan wajjiin isiin wal-qabsiisuu hin danda’u. 

Odeeffannoon kennitan haala nageenyii isaa eggameen kaawwamaa.   
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Maaloo, odeeffannoon maddii isaa hin beekkamnee kaayyoo adda addaaf kan akka 

gabaasa qorannaa, barreeffamoota guduunfaa fi/ykn ibsa konfiransiif fayyaduu kan 

danda’u ta’u isaa hubadhaa. Haata’u malee hirmaattootnii namoota dhunfaa gabaasa 

qorannaa akkasii kessattii enyummaa isaanii kan hin ibsamnee ta’u isaa beekaa.   

Qoranaan kun Koree Madaallii Naamuusa Qorannaa Biroo Fayyaa Naannoo Oromiyaa fi 

UNISA irra mirkaneeffama argateeraa. Gaaffii kamiyyuu yoo qabaattan teessoowwan 

“GAAFFII HIRMAANNAA  QORANNAA” kessattii dhihaataniin gaafachuu ni 

dandeessuu.  

Sadarakaa kanarattii, wa’ee qorannaa kana gaaffii qabduu?  

Ittifuuf waligaltanittuu?    

                                                       Eyyeen                    Mitii  

Mallattoo Gaggeessaa Gaaffif Deebii__________________ Guyyaa _______________ 

Sa’aatii Gaaffiif Deebiin irrattii jalqabamee: ____: ____ 

 

 

 

RAMADDII 

CAASAAWWAN 

FOYYEEFFAMA 

QULQULLINA 

TAJAAJILA 

KUNUUNSA 

YAALII FAYYAA 

WHO 

DAA'IMMAN 

XIXIQQAA FI 

DHUKKUBSATAA 

HAARAA  

DHALATAN 

 

 

 

 

 

GAAFFIIWWAN 

  

MUUXXANNOO KUNUUNSA YAALII  

 

 

 

Odeeffannoo 

waliigalaa 

1. Da’imni yoom dhalatte?  

2. Daa'imnii kessan dhira moo dubartii dha? 

3. Daa'mnii kessan yeeroo dha'atuu ulfinnii isaa/ishee kiloograamin 

meeqa turee? 

4. Yeeroo amma essattii jiraattuu? 

5. Daa'imnii kessan yaalii fayyaa kan jalqabee yoomii? 

6. Da'uumsii daa'imma kessan hoospitaala kanattii moo bakka biraa 

turee? 

Rifaraalii [Daa'imnii haaraa dhalatee dhabbata fayyaa ykn hawwaasa kan biraa 

irraa rifaraalii kan godhamee yoo ta'ee] 

 

Daa'ima kessan essattii dessan? Dhaabbatnii fayyaa rifaraalii ergee 

(ykn mannii jireenyaa kessan) asirraa fageenya haammam irrattii 

argamaa? Hoospitaalaa kana akkamittii gessan? Gostii geejjiba 
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fayyadamtan maal turee? Yeeroo gara hoospitaala kanatti geejibaa 

turtan daa'imnii kessan haala akkamiin kunuunsa fayyaa argachaa 

turee? 

Marii qunnamtii 

milkaawaa fi 

hirmaannaa faydaa 

qabeessa (fi 

rifaraalii, yoo 

rawwatamaa ta'e) 

 

3.1. Mee gara sa'aatii yaalii fayyaaf seentanittii isiin deebisaa. 

Sababnii yaalii fayyaa barbaachiisee maal turee? Yaalii fayyaa 

kanaaf kan murtessee enyuu dha? Murtii kennuu kessattii enyuutuu 

hirmaatee? (Qulqquleessi: Murtii kana kessattii gaheen kessan maal 

turee? Murtii kana kessattii gaheen miseensoota maatii kan biroo 

maal turee? 

3.2. Oggeessi fayyaa murtii yaalii fayyaa kana kessattii hirmaatee 

maal isinittii himee? (Qulqquleessi: Wa'ee murtii yaalii fayyaa kana 

ilaalchisee gaaffii gaafattanittuu? Gaaffii kessaniif deebiin oggeessa 

fayyaa mal turee?) 

3.3. Daa'imnii kessan gara yaalii fayyaa erga senee booda, 

daa'imichaaf gargaarsii yaalii fayyaa kennamee maal turee? Turtiin 

irra deddeebiin daawwannaa oggeessa yaalii fayyaa daa'ima 

kessaniif haammam turee? Turtii daawwannaa yaalii fayyaa kessattii 

oggeessoota yaalii fayyaatiin maaltuu dhihaataa turee?  

3.4. Yeeroo daawwannaa yaali fayyaa gaaffii oggeessa yaalii fayyaa 

gaaffattan jiraa? Gaaffii kessaniif deebiin oggeessa fayyaa mal 

turee? 

3.5. Wa'ee daa'ima kessan fi wa'ee kunuunsa yaalii fayyaa isaaf 

goodhamuu oggeessoonnii yaalii fayyaa odeeffannoo maal fa'a isiiniif 

dhiheessanii? (Qulqquleessi: Oggeessii fayyaa odeeffannoo kan 

biraa maal fa'aa isinittii himee?) 

3.6. Yaalii daa'ima kessan kessattii hirmaannaan kessan maal turee? 

Gaheen miseensoota maatii kan biroo maal turee? 

3.7. Oggeessa yaalii fayyaa wajjiin waligaluu kessattii 

wantoonni gufuu ta'an malturan?   

Kabaja eeguu fi 

guttama mirga 

daa'imman haaraa 

dhalatan fi kabaja 

ilma nama 

eegsisuu  

 

4.1. Turtiin hoospitaala kana kessattii dabarsiitan akkam turee? 

Kutaan kessan, tajaajillii kennamee fi oggeessoota fayyaa wajjiin 

waligaluun kessan haammam mijaataa turee? 

4.2. Oggeesootnii fayyaa isiin fi daa'ima kessan haammam kabaja fi 

namuusa jaalalaan kessummeessaa turanii? 

4.3. Wa'ee daa'ima kessan ykn wa'ee kessaan icitii eeguu fi 
haala oggeessa fayyaatiin kessummeffamtan wajjin wal-
qabatee rakkoon isiin qunnamee turee?   

 

 

 

Gargaarsa miira, 

xiinsammuu fi 

guddiinaa 

 

 

5.1. Daa'ima kessan wajjiin yeeroo huunda turuuf isiinif heyyamamee 

turee? Miseensoota maatii kessan kessaa daa'ima kessan wajjiin 

akka turuu kan isaaniif heyyamamee eenyu fa'a turanii? 

5.2. Aadaa keessaniif adeemsii haala hoji NICU kun haammam 

faallaa dha? 

5.3. Mee gara yeeroo murtiin yaalii fayyaa kun murteeffamettii Isiin 

deebisaa. Yaaliin fayyaa daa'ima kessan yeeroo murtaa'u maal 

isinittii dhagahaamee turee? Turtii NICU kana kessattii maal isinittii 
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dhagahaamee? Haala ummamee simattanii akka galmaan gessan 

oggeessii fayyaa akkamittii isiin gargaaree? 

5.4. Tajaajiila NICU kana foyyeessuuf yaada gargaaruu kamiyyuu 

qabduu? 

5.5 Gaaffii kiyya xummureeraa. Gaaffii kamiyyuu yoo qabaattan? 

Yeeroo fi gargaarsa bu'aa qabu kessaniif galatoomaa. 
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Annexure F 4: Neonatal intensive care unit service status survey questionnaire 
– Afan Oromo  

QULQULLINA YAALAA DAA’IMMAN HAARAA DHALATANII NAANNOO 
GIDDUUGALEESSA ITOOPHIYAA KESSTTII DAA’IMMAN HAARAA 

DHALATANII KUTAA KUNUUNSA YAALII FAYYAA CIMAA (“NICU”) KESSATTII 
SEENAN 

GAAFII QORANNOO ARGAMUU FI QOPHINA TAJAAJILA “NICU”  
(Ethics clearance reference number: 64117626_CREC_CHS_2021) 

LAKK. GAAFII DEEBII BIRA 
DARBBI 

KUTAA 1: FUULA HAGUUGDDUU  

 
 

001 Lakk. dhaabbata fayyaa  
    

002 Koodii Gaggeessaa Gaaffiif 
Deebii 

 

   

 IBSA DHAABBATA 
FAYYAA 

  

003 Naannoo    

004 Godiina     

005 Aanaa     

006 Maqaa Dhaabbata Fayyaa   

007 Gosa Hospitaalaa HOOSPITAALA SAD. DURAA… 

HOOSPITAALA WALIGALAA….. 

HOSPITAALA SAD. SADAFFAA… 

1 

2 

3 

008 Gosa NICU NICU Sadarkaa I…………….. 

NICU Sadarkaa II.……………… 

NICU Sadarkaa III ……………..  

1 

2 

3 
 
GAAFANNOO KANA OGANAA “NICU” YKN “NICU” KEESSA NAMA WA’EE TAJAAJILA 

“NICU” N KENU SIRITTI BEEKU WLIIN GEGEESSI. “GAAFFII HIRMAANNAA 

QORANNAA” ODEEFFANNOO BARREEFFAMAA HIRMAATAA MARII DHIMMA 

IRRATTII XIYYEEFFATEE TOKKON TOKKON ISAANIIF KENNII. GUDUUNFAA 

“GAAFFII HIRMAANNAA QORANNAA” KANA GADITTII DHIHAATEE AFAANIIN 

DHIHEESSII.    

 

Guyyaa Gaarii. _____________. 

Akkuma “GAAFFII HIRMAANNAA  QORANNAA” jalattii bu’uura ibsameen isiin wajjin 

qoddanneettii   
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Mata dureen qorannaa kana Quality of Care for Neonates Admitted to Neonatal Intensive 

Care Units in Central Ethiopia dha.  Kaayyoon qorannaa kana sadarkaa qulqulliina 

kunuunsa fayyaa daa’imman haaraa dhalatan Kutaa Kunuunsa Yaalii Fayyaa Ol’aanaa 

Daa’imman Haaraa Dhalatan (NICUs) kessattii seenan qorachuudhan sadarkaa 

qulqullina tajaajila NICU naannoo giddugala Itoophiyaa kessattii foyyeessuuf starateejii 

qopheessuu dha.     

Bu’aan qorannaa kana tajaajiloota Hospitaala kessn fi hoospitaaloota walfakkaataa 

kessattii foyyeesuuf kan gargaaruu dha. Tajaajiila NICU irrattii dhiheessitan kutaan kun 

argamuu isaa, qophi isaa fi qulqulliina tajaajiila isaa ilaalchisee qorannaa kanaaf baayyee 

fayidaa-qabeessaa dha. 

Turtiin Ol’aanaa gaaffiif deebiin kun fudhatuu daqiiqaawwan ____ dha. Hirmaannaan 

qorannaa kana kessttii fedhii dhunfaatiin qofa dha. Qorannaa kana kessattii hirmaachun 

feedhii ofin qofa yoo ta’u hirmaannaa waligaluuf dirqama tokkollee hin qabdanii. 

Hirmaachuuf yoo murteessitan unka odeeffannoo isiin wajjin tursiistan isiniif keennamee 

waligaltee barreeffamaan dhihaatee akka mallatteesitan ni gaafatamtuu. Yeeroo 

kamiyyuu marii kana kessaa yeeroo kamiyyuu sababa kamiyyuu osoo hin keennin bahuu 

ni dandeessu. Haa ta’u malee gaaffilee tajaajiila keennitanif, hoospitaala kessaniif fi 

naannoo fi biyyattii walumaagalattii fayidaa-qaban kana ni deebistuu jannee amannaa 

Gaggeessaa qorannaa fi miseensoota garee qorannaa beekkaman qorannaa kana 

kessattii hirmaachuu kessan beekuu isaanii aala maqaan kessan ykn maqaan 

oggeesoota fayyaa qorannaa kana kessattii hirmaatan bakka kamiyyuu akka hin 

galmeeffamnee dhorkuu ni dandeessuu YKN maqaan kessan bakka kamiyyuu hin 

galmeeffamuu namnii kamiyyuu deebii keennitan wajjiin isiin wal-qabsiisuu hin danda’u. 

Odeeffannoon kennitan haala nageenyii isaa eggameen kaawwamaa.  

Maaloo, odeeffannoon maddii isaa hin beekkamnee kaayyoo adda addaaf kan akka 

gabaasa qorannaa, barreeffamoota guduunfaa fi/ykn ibsa konfiransiif fayyaduu kan 

danda’u ta’u isaa hubadhaa. Haata’u malee hirmaattootnii namoota dhunfaa gabaasa 

qorannaa akkasii kessattii enyummaa isaanii kan hin ibsamnee ta’u isaa beekaa.  

 

Qoranaan kun Koree Madaallii Naamuusa Qorannaa Biroo Fayyaa Naannoo Oromiyaa fi 

UNISA irra mirkaneeffama argateeraa. Gaaffii kamiyyuu yoo qabaattan teessoowwan 

“GAAFFII HIRMAANNAA  QORANNAA” kessattii dhihaataniin gaafachuu ni 

dandeessuu.  
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Sadarakaa kanarattii, wa’ee qorannaa kana gaaffii qabduu?  

Ittifuuf waligaltanittuu?  

                                                       Eyyeen                    Mitii  

Mallattoo Gaggeessaa Gaaffif Deebii__________________ Guyyaa _______________ 

Sa’aatii Gaaffiif Deebiin irrattii jalqabamee: ____: ____ 
 
 
 
 

009 Gaafiif deebii jalqabuu 
dandeenyaa?  May I start 
the interview?  

Eyyeen 
................................................... 1 
LMitii..................................................... 
2  

1-10 
2-gaafiif 
deebii 
dhaabi.  

010 Sa’aatii Gaaffiif Deebiin 
irrattii jalqabamee  

____:____  

 

LAKK. Gaafii Deebii 

KUTAA 2: HOJATOOTA FI LEENJJII   

  
Hojatoota “NICU” 
kanaa ilaalchissee 
gaafilee muraasan 
qaba. Bayina hajatoota 
“NICU” kanaa gosa 
gosaan nati himaa mee. 

 
(A) 

 
Kan yeroo guutuu 

hojetan  

 
(B) 

 
Kan 
yero

o 
mura
asa 

hojet
an  

Leenjii 
barbaachisaa 
“NICU” waliin 

walqabate hojii 
irratti kennamu 

xumuree jira  

 
Eyyeen 

 
Miti

i 

200 Espeshaalisttii 
daa’imman haaraa 
dhalatanii 
(“Neonatologist”)  

 
  

 

 
  

 

 
  

 

 
  

 

201  
Espeshaalisttii  daa’maa 
(“Pediatrician”)  

 

  
 

 

  
 

 

  
 

 

  
 

202  
Doktora Waliigalaa  
(“General practitioner”)  

 

  
 

 

  
 

 

  
 

 

  
 

203  
Qondaala fayyaa  
(“Health Officer”)  

 

  
 

 

  
 

 

  
 

 

  
 

204  
Narssii daa’imman 
haaraa dhalatanii  
(“Neonatal nurse”)  

 

  
 

 

  
 

 

  
 

 

  
 

205      
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Narssii deesistu  
(“Midwife nurse”)  

  
 

  
 

  
 

  
 

206  
Narssii biraa  
(“Other nurses”) 

 
  

 

 
  

 

 
  

 

 
  

 

207  
Qulqqulleesituu 
(Cleaners) 

 

  
 

 

  
 

 

  
 

 

  
 

208 Ogeessota tekinikaalii 
kanbiroo(“Other technical 
staff”) 
 

 

  
 

 

  
 

 

  
 

 

  
 

   

  
 

 

  
 

 

  
 

 

  
 

   

  
 

 

  
 

 

  
 

 

  
 

   

  
 

 

  
 

 

  
 

 

  
 

  
 

 

  
 

 

  
 

 

  
 

 

  
 

209 Hojatootaa bulchiinsaa 
(“Administrative staff”) 

 

  
 

 

  
 

 

  
 

 

  
 

     

 

  
 

  

 

  
 

  

 

  
 

  

 

  
 

    
 

  
 

  
 

  
 

 
210 
 
 
 
 
 
 
 
 
 
 
 
 

 
Hojjettoonni barbaachisoo ta’an kamtu kan hin jirre ykn gahaa hin taane? 
 

 
        Kan hin jirre                                                 
Kan gahaa hin taane 
 
_________________________               
___________________________ 
_________________________               
___________________________ 
_________________________               
___________________________ 
_________________________               
___________________________ 
_________________________               
___________________________ 
_________________________               
___________________________ 

 
KUTAA 3: MISOMA FI MEESHAALEE BU’URAA 
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Kutaalee 

  

 
 

 
 
“NICU”n kutaalee asii 
gaditti tarreeffaman 
qabaa? 
 

Eyyee 
 

Mitii 
 

Baay’i
na 
Siree 
(Waliig
ala) 

 
Baay’ina 

Siree 
tajaajila 
kennuu 

danda’ani
i  

Baay’ina 
har’a 

qabamee  
 

“X” 
kaayi 

300 Kutaa kunuunsa 

daa’immanii (“Baby care 
room”) 

 

  
 

 

  
 

 

  
 

 

 
 

 Kutaa steep dawonii  
(“Step down room”)  
 

 
  

 

 
  

 

 
  

 

 
  

 

301 Kutaa “KMC” (“Kangaroo 
Mother Care”) 

 
  

 

 
  

 

 
  

 

 
  

 

302 Kutaa yeennaa daa’mman 
kunuunsa argatan 
haadholeen keessa 

boqotan  

 

  
 

 

  
 

 

  
 

 

 
 

303 Kutaa kophaatti kunuunsuu 

(“Isolation room”)? 
 

  
 

 

  
 

 

  
 

 

  
 

304 Kutaa calaluu (“Triage 
room”)? 

 

  
 

 

  
 

 

  
 

 

  
 

305 Kutaa prosijarii (“Procedure 
room”)? 

 

  
 

 

  
 

 

  
 

 

  
 

 “NICU” kuni kutaalee asii 

gaditi tarreeffaman qaba?  
Eyyee 

(Ni 
hojeta)  

Eyyee 
(Hin 

Hojetu)  

Miti   

306 Kutaa kuusa meeshaalee 
(“Equipment storage 
room”)? 

    

307 Kutaa hojjetoota “NICU” 
(“NICU staff room”)? 

    

308 Kutaa hojjetoonni ufata itti 
ufatan  

(“Staff dressing room with 
lockers”) 

    

309 Kutaa duutii (kan dhiiraa fi 
dubarttii kophaatti)  
[“Duty Rooms (Separate for 
male and female staff”)]? 

    

 Kutaa walgahii     

310 Kutaa walgahii hojjetooni 
“NICU” (“NICU staff 
meeting room”?)   

    

311 Kutaa walgahii hospitaalaa 
(Hospital meeting room?) 
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312 Bal’inni waliigala kutaa 
NICU tajaajila qulqulina 
esaa eegate laachuf 
gahaadha?   

Gahaa dha ……1 
Gahaa miti ……2 
Hin beeku ….…3 

313 Kutaa barbachisaa ta’e 
kutaawwan asiin olitti  
tareefaman keessaa kan 
hafee yoo jiraate ibsi 

1. _________________________ 
2. _________________________ 
3. _________________________ 

 

Lakk. GAAFII DEEBII  BIRA 
DARBBI 

COMMUNICATIONS Eyyee NMiti  

314 “NICU”n kuni bilbila 
sararaa hojetu kan yeroo 
tajaajilaa ittifayadamuu 
danda’amu qabaa?  
 

 
1 

 
2 

 

315 “NICU”n kuni bilbila 
mobaayilii hojetu kan 
“NICU” Kanaan 
deegaramu fi kan yeroo 
tajaajilaa ittifayadamuu 
danda’amu qabaa?   
 

 
1 

 
2 

 

316 “NICU”n kuni Kompitara 
hojetu qabaa?  

 
1 

 
2 

 

317 Hospitaalli interneetii 
NICU dhaaf ni 
dhiheessaa?  

 
1 

 
2 

 

 
POWER SUPPLY 

   

318 “NICU”n kuni humna 
elektriikii mada kamiiyyu 
qabaa? (Fakk.elektriikii, 
jenereetara, soolaara, 
YKN kanbiraa)  

 
Eyyee…1 

 
Miti…2 

 

 

319 Maddi elektriikii muummeen 
“NICU” kana maali?  

 

Elektriikii gidugaleessa iraa dhihaatu 
........ 1  
Jenereetara  
.............................................. 2  
Soolarii 
...................................................... 3  

Kanbiraa (ibsi) 
……………………………. 96 
___________________________  

 

320 Madaa muummeetiin ala 
“NICU”n kuni madda 
elektriikii lammataa qabaa? 
 
Yoo qabaate: maddi 
lammataa malini?   

Mada lammataa hiqabu 
.......................... 0  
Elektriikii gidugaleessa iraa 
dhihaatu.................................................. 
1  
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Jenereetara 
............................................ 2  
Soolarii ................................................... 
3  

Kanbiraa (ibsi) 
……………………….…...96 
 ___________________________  

321 Guyyoota torbban darban 
elektriikiin madda muummee 
YKN madda lammafa ira 
yeroo hundaa dhihaatee 
ture?   

Always available (no Interruptions) ....... 
1  
 
Often available (interruptions of less 
than 2 hours per day) 
......................................... 2  
 

Sometimes available (frequent or 
prolonged interruptions of more than 
2 hours per day) .. 
…………………………………………
…….3  
 

 

 QULQULLESI 
G319 AND G320:  

DHAABANNI YOO 
JENEREETARA 
QABAATE ( YOO GAAFII 
KAMIIFIYYU “2” 
MARFAME  
 

DHAABANNI YOO JENEREETARA 
HIN QABAANNE ( YOO GAAFII 

LACHUUFIYYU “2” HINMARFAMEN 
TA’E  
 

 
    324 

322 Jenereetarichi ni hojetaa?   

 
EYYEE .......................... 1 
MITI ........................... 2 
HIN BEEKU.......... 98 

 
2-324 
98-324       

323 Boba’aan YKN baatiriin 
chaarjii ta’e (jenereetarichi 
baatirii fayadama yoo ta’e) 
har’a ni jiraa?  

 

EYYEE .......................... 1 
MITI ........................... 2 
HINBEEKU.......... 98 

 

324 QULQULLESI 

G410, G330 FI 331:  
DHAABANNI YOO 
SOOLAARII QABAATE 
(YOO GAAFII KAMIIFIYYU 
“3” MARFAME 
 

DHAABANNI YOO SOOLAARII HIN 

QABAANNE (YOO GAAFII 
LACHUUFIYYU “3” HINMARFAMEN 
TA’E  

 
 
326 
 

325 Solaariin ni hojeta?  Eyyee, ni hojetaa jira 
............................ 1 
 
Gartokkeedhaan ni hojeta, batiriin 
sarvisii/jijjiiruu barbaada 
........................ 2 
Miti, hin hojetul 
..................................... 3 
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HINBEEKU 
.......................................... 98 

 
BISHAAN FI QULQULINA  
326 Maddi bishaanii yeroo 

ammaa ba’inaan “NICU”n 
kuni itti fayadamu maali?  

Bihaan ujummoo hanga “NICU” tti 
gale .... 1 
Bihaan ujummoo hanga oddoo 
hospitaalaatti gale 
.................................... 2 
Boonoo ummataa ........................ 3 
Boolla Ujummoo.......................... 4 
Boolla eeggamu  ........................... 
5 
Boolla hi eeggamnne  
....................... 6 
Borga eeggamu .............................. 
7 
Burqaa hin eegamnne 
(.......................... 8 
Bishaan bokaa ........................ 9 
Bishaan ashagamee 
............................... 10 
Konkolaataa tankii tiqqaa 
.................. 11 
Boottee ................................... 12 
Bishaan lafarraa (Surface water) 
................................. 13 
Kanbiraa (ibsi) ……………………… 
96  
___________________________  
HINBEEKU ...................................... 
98 
Maddi bishanii tokkorre hinjiru 
............... 00 

 

327 Toora “NICU” kana mini 
fincaanii hojetu fi kan 
haati/namnni daa’ima haaraa 

dhalatte kunuunsu itti 
fayadamuu danda’u jira?  
   
 
YOO JIRAATE, GOSNNI 
ISAA MALI?  
YOO GOSNNI MANA 
FINCAANII TOKKOO OL 
TA’E, GOSA AMMAYYAA 
FUDHADHU. MANI 
FINCAANICHAA 
QOLAFAMUU BAACHUU 
YKN BANTUUN JIRACHUU 

Flush toilet .......................................... 1  
Ventilated improved pit latrine (vip) .... 2  
Pit latrine with slab .............................. 3  

Pit latrine without slab/open pit ... …….4  
Composting toilet ................................ 5  
Bucket ................................................. 6  
Hanging toilet/ hanging latrine ............ 7  

No facilities on 
premises/bush/field.… 8  

 



272 
 

FI HOJECHUU ISAA 
DHAQII LAALI. 
  
  

328 Mani fincaanii haati/namnni 
daa’ima haaraa dhalatte 
kunuunsu itti fayadamuu 
kophaadha moo maamiloota 
hoospitalichaa biratiif 
tajaajila ni kena?  

 
Kophaadha ………………..…… 1 
 
Maamiloota bira waliin fayadamu 
……..2 

 

 
 
 

Lakk. GAAFII DEEBII  

KUTAA 4: FAALAMA ITTISUU  

400 Meeshaaleen/dheemshaan asii gaditi tareeffame hara “NICU” kana keessa jiraa? 
 

AKA SITTI AGARSIISAN GAAFADHU. 

401 Bishaan qaulqulluu (ujummoo, baldidi bishaan qulqulluun 
gutame fi KKF) 

Eyyee…1    Miti 
… 2 

402 Saamunaa harka ittiin dhiqatan Eyyee…1    Miti 
… 2 

403 Dhangala’aa harka itiin haxawatan kan alkoolii irraa 
hojetame  

Eyyee…1    Miti 
… 2 

404 Disposable latex gloves Eyyee…1    Miti 
… 2 

405 Lamee balfaa itti gatan (kan lukaan banamee cufamu) fi 
kan qadaaddu qabu  

Eyyee…1    Miti 
… 2 

406 Lamee meeshaalee qara qabanii  ("safety box") Eyyee…1    Miti 
… 2 

407 Wantoota naannoo/meeshaa qulquleesuuf nugargaaran 
(Fakk.Kiloriinii, alkoolii)  

Eyyee…1    Miti 
… 2 

408 Siriinjii fi limmoo yeroo tokko qofa ittifayadamanii gatan?   Eyyee…1    Miti 
… 2 

409 Siriinjii ofin of dhaamsu (“Auto-disable syringes”)  Eyyee…1    Miti 
… 2 

410 Meeshaalee falama ittisuuf gargaaran keesa kan hinjirre YKN kan sinjalaa dhume 
jiraa?  
 

Kan hinjirre                                           Kan dhume 
 

_________________                    _________________ 
_________________                    _________________ 
_________________                    _________________ 
_________________                    _________________ 
_________________                    _________________ 

 

411 411. QAJEELFAMA, PROTOKOOLII, ISTANDAARDII OPIRETING 
PROSIJARII FI LEENJII  
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Aka NICU tti saanadoota barbachisaa ta’an kan aka qajeelfama, protokoolii, 
istandaardii opireting prosijarii (standard operating procedure) mal faa qabdu?   
(list all the available guidelines/protocols/standard operating procedures) 
 
1 _______________________________________________     
2 _______________________________________________     
3 _______________________________________________     
4 _______________________________________________      
5 _______________________________________________     
6 _______________________________________________     
7 _______________________________________________ 

 

 
 
KUTAA 5: SIRNA REFERRALII  

NUMBER QUESTION RESULT 

500 NICUn ambulaansii hojjechaa jiru argachuu 
danda’aa moo ambulaansii dhiyeenyaan 
geejjibni hatattamaa daa’imman reefuu gara 
bakka rifaralaa geessuuf yeroo hunda 
argamu ni qabaa? (deebii 1 ol kennuu ni 
danda’ama). 

Eeyyee, kan hospitaala  ............. 

1 

Eeyyee, dhaqqabummaa dhiyoo 

…………………………………….2 

Lakki ………………….………….3 

501   

502 NICUn rifaralaa dura NICU/hospitaalaa 
fudhatu waliin ni qunnamaa? 

Eeyyee, yeroo hunda ………...1 
Eeyyee, yeroo baay’ee ……....2 
Eeyyee, yeroo muraasa …….. 3 
Lakki ... ………………………...4 

503 NICUn waa’ee rifaralaa gara dhaabbata 
fayyaa birootti ergee wal’aansa booda 
dhaabbata fayyaa fudhatu irraa yaada 
(feedback) ni argataa? 

Eeyyee, yeroo hunda …....1 
Eeyyee, yeroo baay’ee …..2 
Eeyyee, yeroo muraasa ... 3 
Lakki ... ………………….…4 

504 NICUn waa’ee rifaralaa gara dhaabbata 
fayyaa rifaralaa ergeetti wal’aansa booda 
yaada (feedback) ni kennaa? 

Eeyyee, yeroo hunda .........1 
Eeyyee, yeroo baay’ee .......2 
Eeyyee, yeroo muraasa …. 3 
Lakki ……………………….. 4 

 
KUTAA 6: KAROORA QULQULLINA TAJAAJILAA, TO’ANNAA FI FAYYADAMA 
DATA FOOYYESSUU 

NUMBER QUESTION RESULT 

600 NICUn qulqullina kunuunsaa fooyyessuuf 
karoora barreeffamaa, yeroo isaa eeggate 
qabaa? 

Eeyyee ... 1 
Lakki …….2  

601 Does the NICU has a costed, budgeted 
plan and established mechanisms to 
support identified activities for quality 
improvement? NICUn qulqulina tajaajilaa 
fooyesuuf karoora baajata qabuu fi 
karooricha hojiirra olchuuf mala diriirfame 
qabaa? 

Eeyyee ... 1 
Lakki …….2   
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602 Hospitaalichi garee ykn yoo xiqqaate nama 
tokko kan qulqullina kunuunsa 
dhaabbatichaa fooyyessuuf jalqabbii 
shaampiyoonaa ykn hoogganuuf 
muudame qabaa? 

Eeyyee ... 1 
Lakki …….2    
 

603 Does the NICU has a team or at least one 
person designated to champion or lead 
initiatives for improving the quality of care 
in the NICU? NICUn garee ykn yoo 
xiqqaate nama tokko kan qulqullina 
kunuunsa NICU fooyyessuuf hojechuuf 
ykn hoogganuuf ramadame qabaa? 

Eeyyee ... 1 
Lakki …….2    

604 
 

 
NICUn galmee yaalaa daa’imman reef 
dhalte kuusuudhaaf sirna kuusaa daataa 
akkamii qaba? 

Kuusaa dijitaalaa ........................ 

1 

Kuusaa waraqaa irratti hundaa’e 

.....................................................2 

Dijiitaalaa fi waraqaa irratti 
hundaa’e 
……………………………………..3 

605  
NICUn mala yaada fi komii (fkn. saanduqa 
yaada, kitaaba yaada) 
haadholii/kunuunsitoota daa’imman reefuu 
dhalatanii irra itiin sasaabu ni quabaa? 
(deebii tokkoo ol ni danda’ama) 

Eeyyee, saanduqa yaada ...... 1 

Eeyyee, kitaaba yaada ............2 

Eeyyee, qorannoo .................. 3 

Eeyyee, mala biraa (ibsi) ........4 

606  
Yoo qorannoon (survey) fayyadame, 
qorannoo kana yeroo meeqa gaggeessitu? 

Haadha/kunuunsituu hundaaf kan 

gaggeeffamu ……………………1 

Yoo xiqqaate ji’a ji’aan ............. 2 

Yoo xiqqaate kurmaana 

kurmaanaan .............................. 3 

Yoo xiqqaate ji’a jaha jahaan .....4 

Yoo xiqqaate waggaatti ..............5 

Barbaachisummaa irratti 
hundaa’uun ............................... 6 

607  
NICU walgahii gaggeessuun daataa 
gamaaggamuu, raawwii hojii hordofuu, 
rakkoo kamiyyuu furuuf yaada kennuu, 
raawwii gaarii kabajuu fi hojjettoota ykn 
garee qulqullina isaanii fooyyessuuf 
rakkatan jajjabeessaa? 

Eeyyee, yoo xiqqaate ji'a ji'aan ... 
1 
Eeyyee, yoo xiqqaate kurmaana 
kurmaanaan ……………………...2 
Eeyyee yoo xiqqaate ji’a jaha 
jahaan 
……………………………..3 
Eeyyee, yoo xiqqaate waggaa 
waggaan ....................................4 
Lakki ……………………………...5
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608  
NICU kun yeroo dhumaaf daawwannaa 
to’annoo sadarkaa olaanaa irraa yoom 
argate? 

Ji'a kana .................................... 1 
Ji'oota 3 darban keessatti .......... 2 
Ji'a 3 oliin dura 
…………………...3 
hin beeku .................................. 
98 

609 To'annoo san eessaa argatte? Ministeera Fayyaa Federaalaa ... 
1 
Biiroo Fayyaa Naannoo ………... 
2 
Kutaa Fayyaa Zoonii …………... 3 
Waajjira Eegumsa Fayyaa 
Woordaa ………………………... 4 
Dhaabbata miti mootummaa …. 5 
Kan biraa ………………………. 6 

 
Maricha osoo hin xumurin dura gaaffii naaf qabduu? 

 

Yeroo fi gumaacha keessaniif galata guddaa! 

INTERVIEW END TIME (local time): ______ : ______ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

  
 


