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INTRODUCTION RESULTS

* Hospitals serve as vital hubs within their respective We surveyed 60 hospital accreditation surveyors, 46,67% were female, and 53,33% were male. Most (85%)

communities, including maternal and child. were medical surveyors, and the rest were management surveyors. Most (71,67%) have served as surveyor
 Hospital leaders often perceive these activities as for more than five years. The referred hospitals were Type A (28,22%), Type B (36,67%), and Type C (35%).
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and community engagement in order to improve the
overall quality of maternal and neonatal health services.
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We surveyed hospital accreditation surveyors
throughout November 2023-January 2023.

Sixty surveyors were participated in the study. We
asked them to fill out questionnaire regarding maternal
health care indicators based on the status of they

previously surveyed hospital. CONCLUSIONS

We modified indicators for monitoring MPDSR at health

facility from “Maternal and perinatal death surveillance * This study demonstrates that while there was a foundation for stakeholder and community collaborations in
and response: materials to support implementation” maternal care quality improvement initiatives, there was a pressing need to expand, strengthen, and deepen
developed by WHO. these efforts.

For each item, we used “Yes’, "Probably”, and "No’, « The consistent but limited implementation of key practices provided a starting point for more comprehensive
except for statement "Each medical audit is carried out and widespread adoption of quality improvement measures.

within a maximum of two weeks” we used “No audit’,
“No meeting plans”, “Partially Implemented”, and Fully
Implemented”.

Data were presented in diagram to withdraw conclusion
and provide recommendations.

« By focusing on enhancing community engagement, expanding multidisciplinary approaches, and
strengthening data systems, there was significant potential to improve the quality of maternal care across
the healthcare system.

* This study underscores the importance of collaborative efforts between hospitals, community stakeholders,
and government agencies in driving substantial improvements in maternal and neonatal health outcomes.
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