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Abstract:  
 

Clinical nursing care in maternity and pediatric hospitals plays a pivotal role in ensuring 

the well-being and health of both mothers and children. This specialized care 

environment requires nurses to possess a deep understanding of the physiological, 

psychological, and social aspects of maternity and pediatric health. The quality of 

nursing care is directly linked to patient outcomes, as studies show that attentive and 

personalized nursing practices can lead to improved maternal satisfaction, reduced 

complications during childbirth, and enhanced recovery for neonates and young 

patients. Critical components of quality care include effective communication, patient 

education, and the provision of a supportive atmosphere that encourages family 

involvement. By adopting evidence-based practices, nursing staff can implement 

strategies that enhance safety and foster a nurturing environment conducive to healing. 

Furthermore, the integration of quality assessment frameworks in maternity and 

pediatric nursing not only improves patient outcomes but also enhances the overall 
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healthcare system. Regular reviews of care quality metrics, such as patient satisfaction 

scores, readmission rates, and compliance with clinical guidelines, facilitate the 

identification of areas needing improvement. Ongoing professional development and 

training for nursing staff are essential in addressing these areas, allowing nurses to stay 

abreast of advancements in maternal and child health. Ultimately, a commitment to 

high-quality clinical nursing care enhances the experiences of patients and families 

while promoting positive health outcomes in maternity and pediatric settings. 

 

1. Introduction 
 

The realm of clinical nursing care within maternity 

and pediatric hospitals represents a critical and 

profoundly nuanced intersection of medical 

science, compassionate human practice, and pivotal 

life transitions. These specialized healthcare 

environments are distinct from all others, dedicated 

to caring for two of the most vulnerable patient 

populations at the most formative junctures of 

human life: women navigating the complex, 

transformative journey of pregnancy, childbirth, 

and postpartum recovery, and children, whose 

rapidly evolving physiological systems and 

psychological development demand uniquely 

tailored, developmentally astute care. Within these 

walls, nursing transcends routine clinical tasks; it 

becomes an intimate engagement with the 

beginnings of life, the fragility of new existence, 

and the powerful dynamics of growing families [1].  

The quality of nursing care delivered in these 

settings is not merely a single component within the 

machinery of healthcare delivery, but a 

fundamental, often decisive, determinant of both 

short-term clinical results and long-term health 

trajectories. It shapes critical outcomes such as 

maternal morbidity and mortality, infant survival 

and thriving, child developmental progress, and the 

overall psychological and emotional well-being of 

entire family units. In recent decades, the global 

focus on healthcare quality, patient safety, and 

value-based care has intensified dramatically, 

prompting rigorous, systematic examination of 

clinical practices, patient-reported experiences, and 

the organizational systems that either support or 

hinder optimal care delivery [1]. Within this 

overarching paradigm, nursing care, by virtue of its 

constant, pervasive, and frontline presence 

throughout the patient’s hospitalization, plays an 

unparalleled and indispensable role. Nurses are the 

perpetual observers, the first responders, the 

interpreters of subtle clinical signs, the providers of 

comfort, and the translators of medical complexity 

into understandable terms for patients and families 

[2]. 

Despite considerable progress made under 

initiatives such as the United Nations Millennium 

and Sustainable Development Goals, maternal and 

neonatal mortality rates remain unacceptably high 

in many regions of the world, with a stark disparity 

between high-income and low-to-middle-income 

countries. A substantial proportion of these deaths 

are preventable and are frequently linked not to a 

lack of medical technology, but to profound 

deficiencies in the quality and timeliness of care 

provided during pregnancy, childbirth, and the 

critical postnatal period [2]. This quality gap often 

manifests in failures of basic monitoring, delayed 

recognition of complications, poor communication, 

and inadequate postpartum support—all domains 

where nursing is central. Similarly, pediatric 

hospitalizations, whether for acute infectious 

illness, exacerbation of chronic conditions like 

asthma or diabetes, or for surgical procedures, carry 

inherent risks of complications, errors, and 

psychological trauma. These risks can be 

significantly mitigated through superior nursing 

surveillance, judicious intervention, meticulous 

technical care, and comprehensive family education 

and engagement. The vulnerability of the pediatric 

patient, who may be unable to articulate symptoms 

or fears, places an extraordinary burden of 

vigilance and advocacy on the nursing staff. To 

systematically analyze this landscape of quality, 

this review employs the seminal conceptual model 

introduced by Avedis Donabedian, which provides 

a robust framework for evaluating healthcare by 

examining its three core components: structure, 

process, and outcomes [3]. Structure refers to the 

relatively stable characteristics of the healthcare 

system and its providers—the resources and 

organizational settings. In the context of maternity 

and pediatric nursing, this encompasses factors 

such as nurse-to-patient ratios, the educational 

preparation and specialty certification of the 

nursing workforce, the physical environment of the 

unit (e.g., single-family rooms, availability of 

pediatric play areas), and the availability of 

essential equipment and technological supports [4]. 

Process denotes the series of actions, transactions, 

and interactions that constitute care delivery—

the what and how of care provided by clinicians to 

patients. For nursing in these fields, process 

elements are vast and nuanced. They encompass 

clinical competencies such as electronic fetal heart 

rate monitoring and interpretation, labor support 

techniques, pain assessment and management 

strategies for both postpartum women and children 

of all ages, support for breastfeeding initiation and 
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maintenance, developmental assessment of the 

hospitalized child, safe administration of high-risk 

medications (e.g., chemotherapy, intravenous 

inotropes), and crucially, therapeutic 

communication with patients and their families. 

This communication is the vehicle for education, 

shared decision-making, emotional support, and the 

establishment of trust. Finally, outcomes are the 

effects of care on the health status of patients and 

populations, and they extend far beyond simple 

survival. In maternity and pediatric nursing, 

outcomes range from clinical endpoints such as 

rates of postpartum hemorrhage, perineal trauma, 

neonatal hypothermia, hospital-acquired infections 

(e.g., central line-associated bloodstream infections 

in children), and unplanned readmissions, to 

patient-reported and family-reported outcomes [5]. 

These experiential outcomes include maternal 

satisfaction with the birth experience, perceived 

self-efficacy in newborn care, parental confidence 

and competence in managing a child’s illness, a 

child’s level of anxiety or pain during 

hospitalization, and the long-term psychological 

adjustment of families after a traumatic health 

event.  

 

2. The Evolution and Scope of Nursing Roles in 

Maternity and Pediatric Care 
 

The roles of nurses in maternity and pediatric 

settings have evolved dramatically from historical 

models of custodial care to sophisticated, 

autonomous, and specialized practice domains. In 

maternity care, the nurse is no longer merely an 

assistant to the obstetrician but is often the primary 

caregiver throughout labor, providing continuous 

support, monitoring, and non-pharmacological 

comfort measures. The concept of the nurse-

midwife in many healthcare systems exemplifies 

this expanded role, managing low-risk pregnancies 

and births independently [4]. In pediatric hospitals, 

the nurse’s role extends beyond treating illness to 

encompassing growth, development, and family-

centered care, a paradigm that recognizes the 

family as the constant in a child’s life and partners 

with them in care delivery [5]. The scope of clinical 

nursing in these areas is exceptionally broad. For 

maternity nurses, it includes antenatal education, 

intrapartum fetal heart rate interpretation, 

management of epidural analgesia, immediate 

newborn care, lactation consulting, postpartum 

depression screening, and discharge planning. 

Pediatric nurses must master age-specific 

assessment techniques, developmental theories, 

pain assessment tools validated for children, family 

dynamics, and often, the management of complex 

technology for chronically ill children [6]. This 

expansion in scope necessitates advanced 

knowledge and skills. Specialized certifications, 

such as in pediatric critical care, neonatal 

resuscitation, or inpatient obstetric nursing, have 

become benchmarks for expertise, directly linking 

specialized education to improved care processes 

and patient safety [7]. The nurse’s role as an 

advocate, educator, and emotional support provider 

is as critical as their technical skill, particularly in 

situations of high stress, such as a complicated 

delivery or the diagnosis of a serious childhood 

illness. 

 

3. Structural Determinants of Care Quality:  
 

The quality of clinical nursing care is profoundly 

influenced by structural factors within the hospital 

system. Adequate staffing is arguably the most 

researched and contentious structural element. 

Numerous studies across various healthcare 

contexts have established a correlation between 

higher nurse-to-patient ratios and better patient 

outcomes, including lower rates of hospital-

acquired infections, medication errors, and 

mortality [8]. In maternity units, sufficient staffing 

allows for the recommended one-to-one continuous 

support during active labor, which is associated 

with shorter labors, reduced need for analgesia, and 

decreased likelihood of cesarean delivery [9]. In 

pediatric wards, appropriate staffing enables nurses 

to perform frequent assessments, provide diligent 

monitoring for deteriorating conditions, and engage 

in thorough family education. Conversely, 

understaffing leads to task-oriented care, missed 

nursing care (such as missed turns or delayed pain 

medication), burnout, and job dissatisfaction among 

nurses, which in turn negatively impacts care 

quality and patient safety [10]. Another critical 

structural determinant is the educational level and 

specialty training of the nursing workforce. 

Hospitals with a higher proportion of nurses 

holding bachelor’s degrees or higher have been 

shown to have significantly better patient outcomes, 

a finding echoed in studies focusing on perinatal 

and pediatric care [11]. The physical environment 

also constitutes a key structural aspect. In 

maternity, well-designed labor-delivery-recovery-

postpartum (LDRP) rooms that promote family 

integration and minimize transfers enhance patient 

satisfaction and continuity of care [12]. In 

pediatrics, child-friendly environments with spaces 

for play and family accommodation reduce anxiety 

and promote healing. Furthermore, access to 

essential equipment, such as functioning fetal 

monitors, infant warmers, or pediatric-sized 

resuscitation tools, is a fundamental structural 

prerequisite for safe care. Investment in these 
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structural foundations is not merely administrative 

but is a direct investment in the capacity of nurses 

to deliver high-quality, safe, and effective care. 

 

4. Core Nursing Processes and Evidence-Based 

Practices in Maternity Care 
 

The translation of structural resources into patient 

benefit occurs through clinical processes. In 

maternity care, evidence-based nursing processes 

are vital for optimizing outcomes for both mother 

and neonate. A cornerstone process is continuous 

labor support, which involves providing physical 

comfort (e.g., positioning, massage), emotional 

reassurance, and informational guidance to the 

laboring woman. Robust meta-analyses confirm 

that continuous one-to-one support reduces the rate 

of instrumental vaginal delivery, cesarean section, 

and the use of regional analgesia, while increasing 

maternal satisfaction [13]. Another critical process 

is vigilant monitoring and interpretation of fetal 

heart rate patterns, coupled with appropriate 

intervention when non-reassuring patterns emerge. 

Competency in electronic fetal monitoring, while 

sometimes controversial, remains a key nursing 

skill for preventing neonatal acidosis and guiding 

obstetric decision-making [14]. Postpartum care 

processes are equally crucial. Systematic 

assessment for postpartum hemorrhage, including 

uterine massage and monitoring of vital signs and 

lochia, is a fundamental nursing responsibility that 

can prevent one of the leading causes of maternal 

mortality [15]. Equally important is the promotion 

of breastfeeding initiation and sustenance. Nurses 

skilled in lactation support can assist with proper 

latch, manage common issues like engorgement, 

and provide evidence-based advice, directly 

influencing breastfeeding success rates, which have 

significant long-term health implications for the 

infant [16]. Furthermore, screening for postpartum 

depression using validated tools like the Edinburgh 

Postnatal Depression Scale is an emerging standard 

nursing process, enabling early identification and 

referral for a condition that affects a substantial 

proportion of new mothers [17]. These processes, 

when executed consistently and competently, form 

the bedrock of high-quality maternity nursing care. 

 

5. Core Nursing Processes and Evidence-Based 

Practices in Pediatric Care 
 

In pediatric hospitals, clinical nursing processes are 

tailored to the developmental continuum from 

infancy to adolescence. A fundamental and distinct 

process is family-centered care (FCC), which 

operationalizes the philosophy that care planning, 

delivery, and evaluation are done in partnership 

with the child and family. Nursing practices 

underpinning FCC include flexible visiting policies, 

involving parents in shift reports and rounds, 

educating and empowering them to participate in 

care (e.g., diaper changes, feeding, comfort 

measures), and respecting their knowledge of their 

child’s normal behavior [18]. This approach has 

been linked to improved parent satisfaction, 

reduced parental stress and anxiety, and potentially 

better clinical outcomes through enhanced 

adherence to treatment plans. Another essential 

process is developmentally appropriate 

communication and preparation. Nurses must adapt 

their explanations, use therapeutic play, and employ 

age-appropriate pain assessment tools (e.g., FACES 

scale, FLACC scale) to effectively understand and 

manage a child’s pain and anxiety [19]. Pain 

management itself is a critical nursing process, 

requiring not only timely administration of 

analgesics but also the use of non-pharmacological 

techniques such as distraction, relaxation, and 

comfort positioning. Inadequate pain management 

in children can lead to negative physiological and 

psychological consequences, including fear of 

medical professionals [20]. For acutely ill children, 

the process of rapid assessment and recognition of 

deterioration is vital. Pediatric early warning scores 

(PEWS), often calculated and acted upon by nurses, 

are systems designed to standardize the assessment 

of vital signs and behavior to identify children at 

risk of clinical decline, allowing for timely 

intervention and preventing cardiopulmonary arrest 

[21]. These processes, grounded in evidence and 

empathy, define excellence in pediatric nursing 

care. 

 

6. Measuring Patient Outcomes Linked to 

Nursing Care 
 

The ultimate validation of care quality lies in 

patient outcomes. In the context of nursing care in 

maternity and pediatric hospitals, outcomes are 

diverse and multi-layered. Clinical or physiological 

outcomes are the most direct measures. In 

maternity, key outcomes influenced by nursing 

include rates of perineal trauma, postpartum 

hemorrhage, and neonatal APGAR scores. For 

instance, skilled perineal support during the second 

stage of labor (the “hands-on” technique) has been 

associated with a reduction in severe perineal tears 

[22]. In pediatrics, nursing-sensitive outcomes 

include central line-associated bloodstream 

infections (CLABSI), ventilator-associated 

pneumonia (VAP), pressure ulcer incidence, and 

readmission rates for conditions like asthma or 

dehydration. Meticulous nursing care in areas such 

as sterile technique during line care, oral hygiene 
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for ventilated patients, and skin assessment directly 

prevents these complications [23]. Beyond these 

clinical endpoints, patient-reported outcomes 

(PROs) and experience measures are increasingly 

recognized. Maternal satisfaction with the birth 

experience, influenced heavily by interactions with 

nurses, is a crucial outcome that affects a woman’s 

psychological well-being and her future healthcare-

seeking behavior [24]. Similarly, a child’s and 

family’s experience of hospitalization, measured 

through tools like the Child Hospital Consumer 

Assessment of Healthcare Providers and Systems 

(HCAHPS), is strongly tied to nursing 

communication, responsiveness, and pain 

management [25]. Functional outcomes, such as a 

mother’s confidence in caring for her newborn or a 

child’s return to normal activities post-illness, are 

also significantly shaped by nursing education and 

support. Finally, long-term outcomes, such as 

breastfeeding duration, maternal mental health, and 

a child’s emotional adjustment following a 

traumatic hospitalization, can be traced back to the 

quality of nursing care received [26]. Therefore, a 

comprehensive view of outcomes is necessary to 

fully appreciate the impact of nursing. 

 

7. Challenges and Barriers to Delivering High-

Quality Nursing Care 
 

Despite the clear understanding of best practices, 

numerous challenges impede the consistent delivery 

of high-quality clinical nursing care in these 

settings. Workforce issues remain paramount. 

Chronic nursing shortages, high turnover rates, and 

burnout, driven by emotional labor, high-stakes 

environments, and administrative burdens, deplete 

the experience and morale of the nursing workforce 

[27]. This can lead to a reliance on less-experienced 

staff or agency nurses, potentially compromising 

care continuity and depth of knowledge. Resource 

constraints in both high- and low-income settings 

limit access to necessary equipment, training, and 

sometimes even basic supplies, forcing nurses to 

practice in suboptimal conditions [28]. 

Organizational culture and interdisciplinary 

dynamics present another barrier. A hierarchical 

medical culture that does not value nursing input 

can suppress nurses’ voice in raising concerns or 

contributing to care plans, a phenomenon known as 

the “silencing” of nurses, which jeopardizes patient 

safety [29]. Inadequate communication and 

collaboration between nurses, physicians, and other 

healthcare professionals can lead to fragmented 

care and errors. Furthermore, the emotional and 

psychological toll of working in maternity and 

pediatrics is significant. Nurses in these fields 

frequently encounter situations of profound grief, 

such as stillbirth, neonatal death, or terminal 

childhood illness. Without adequate institutional 

support, such as debriefing sessions and mental 

health resources, compassion fatigue and burnout 

can ensue, negatively affecting the nurse’s ability to 

provide empathetic care [30]. Finally, keeping pace 

with rapidly evolving evidence and technology 

requires continuous professional development, 

which may not be supported by all institutions due 

to time and cost constraints, leaving nurses to 

practice with outdated knowledge [31]. 

 

8. Innovations and Strategies for Enhancing 

Care Quality 
 

In response to these challenges, various innovations 

and strategic approaches have been developed to 

enhance the quality of nursing care. Technology 

adoption offers significant promise. Electronic 

health records (EHRs) with integrated clinical 

decision support can prompt nurses for essential 

assessments, such as postpartum depression 

screening or pediatric vaccination status, ensuring 

adherence to best practices [32]. Telehealth 

applications, particularly in postpartum and 

pediatric chronic disease follow-up, allow nurses to 

monitor patients remotely, provide education, and 

intervene early, potentially reducing readmission 

rates [33]. Simulation-based training has emerged 

as a powerful tool for developing and maintaining 

clinical competencies, especially for low-

frequency, high-acuity events like maternal 

hemorrhage or pediatric septic shock, in a risk-free 

environment [34]. From a organizational 

perspective, the implementation of shared 

governance models, where nurses have a formal 

role in unit-level and hospital-wide decision-

making, has been shown to improve job 

satisfaction, retention, and ownership over practice 

standards, thereby enhancing care quality [35]. 

Standardization of care through the use of 

evidence-based bundles and checklists, such as 

bundles for the prevention of surgical site infections 

in pediatric surgery or for the management of 

obstetric emergencies, helps to ensure that every 

patient receives every component of proven care 

[36]. Furthermore, intentional programs to build 

resilience and support the mental health of the 

nursing workforce are not merely employee 

benefits but essential strategies for sustaining a 

capable and compassionate care team [37]. 

Investing in nursing leadership development is also 

critical, as strong nurse managers create 

environments that support professional practice, 

open communication, and continuous quality 

improvement [38]. 
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9. The Integral Link Between Nursing Care, 

Patient Safety, and Risk Management 
 

Patient safety is an inseparable dimension of care 

quality, and clinical nurses are the frontline 

guardians of safety in hospitals. In maternity and 

pediatric settings, the stakes are exceptionally high 

due to patient vulnerability. Nursing care is central 

to error prevention and risk mitigation. Medication 

administration errors, a persistent safety concern, 

are particularly hazardous in pediatrics where 

dosing is weight-based and in neonates with 

immature pharmacokinetics. Nursing processes like 

independent double-checks, the use of smart 

infusion pumps, and thorough patient identification 

protocols are vital safety barriers [39]. In maternity 

care, failures in communication during handoffs 

between shifts or between the labor room and the 

operating room can lead to catastrophic outcomes. 

Standardized handoff tools, like SBAR (Situation, 

Background, Assessment, Recommendation), 

improve the reliability of information transfer [40]. 

Nurses also play a key role in preventing hospital-

acquired infections through scrupulous adherence 

to hand hygiene, aseptic technique, and 

environmental cleaning. Furthermore, nurses are 

often the first to identify subtle signs of patient 

deterioration, such as a change in a postpartum 

mother’s mentation suggesting a hypertensive crisis 

or a child’s increased work of breathing. Their 

vigilant surveillance and timely escalation of 

concerns activate rapid response systems, 

preventing progression to cardiac or respiratory 

arrest [41]. Thus, the quality of routine nursing 

surveillance, communication, and procedural 

adherence constitutes the very fabric of a safe 

hospital environment for mothers and children. 

 

10. Conclusion 
 

In conclusion, clinical nursing care in maternity and 

pediatric hospitals is a complex, dynamic, and 

indispensable component of healthcare that exerts a 

profound influence on care quality and patient 

outcomes. From the structural foundations of 

staffing and education to the intricate processes of 

labor support, family-centered care, and evidence-

based intervention, nurses are the consistent thread 

weaving through the patient experience. This 

review has elucidated how high-quality nursing 

practice directly contributes to improved clinical 

results, enhanced patient and family satisfaction, 

and a safer care environment. It has also 

acknowledged the formidable challenges—from 

workforce shortages to emotional toll—that can 

compromise this quality. The path forward requires 

sustained commitment from healthcare systems, 

policymakers, and educators to invest in the nursing 

profession: to ensure safe staffing, provide ongoing 

education, foster supportive and collaborative 

cultures, and implement innovative tools that 

augment nursing practice. The well-being of 

mothers, newborns, and children—populations that 

represent the future of any society—depends 

fundamentally on the strength and quality of the 

nursing care they receive. Therefore, continuous 

evaluation, support, and elevation of clinical 

nursing in these specialties is not just a clinical or 

administrative goal, but a moral imperative for any 

healthcare system aspiring to deliver excellence. 

The evidence is clear: when nursing care thrives, 

patients and their families thrive. 
 

Author Statements: 

 

 Ethical approval: The conducted research is 

not related to either human or animal use. 

 Conflict of interest: The authors declare that 

they have no known competing financial 

interests or personal relationships that could 

have appeared to influence the work reported in 

this paper 

 Acknowledgement: The authors declare that 

they have nobody or no-company to 

acknowledge. 

 Author contributions: The authors declare that 

they have equal right on this paper. 

 Funding information: The authors declare that 

there is no funding to be acknowledged.  

 Data availability statement: The data that 

support the findings of this study are available 

on request from the corresponding author. The 

data are not publicly available due to privacy or 

ethical restrictions. 
 

References 
 

1. Tuncalp O, Were WM, MacLennan C, Oladapo 

OT, Gulmezoglu AM, Bahl R, et al. Quality of care 

for pregnant women and newborns–the WHO 

vision. BJOG. 2015;122:1045–1049. 

2. Glick WH. Conceptualizing and measuring 

organizational and psychological climate: Pitfalls in 

multilevel research. The Academy of Management 

Review. 1985;10(3):601–616. 

3. Lake ET, Roberts KE, Agosto PD, Ely E, 

Bettencourt AP, Schierholz ES, Frankenberger 

WD, Catania G, Aiken LH. The association of the 

nurse work environment and patient safety in 

pediatric acute care. Journal of Patient Safety. 

2018. 

4. Lasater KB, Jarrín OF, Aiken LH, McHugh MD, 

Sloane DM, Smith HL. A methodology for 

studying organizational performance: A multistate 



Alruwaili, Awatif Awad T, Jamilah Tahus Odhayb Alruwaili, Alruwaili, Shahad Hamad S, Fayzah Awad S Alruwaili et al.  / IJCESEN 10-4(2024)3040-3047 

 

3046 

 

survey of front-line providers. Medical Care. 

2019;57(9):742–749. 

5. Kongnyuy EJ, van den Broek N. Criteria for 

clinical audit of women friendly care and 

providers’ perception in Malawi. BMC Pregnancy 

and Childbirth. 2008;8(28). 

6. Lake ET, Hallowell SG, Kutney-Lee A, Hatfield 

LA, Guidice MD, Boxer BA, Ellis LN, Verica L, 

Aiken LH. Higher quality of care and patient safety 

associated with better NICU work environments. 

Journal of Nursing Care Quality. 2016;31(1):24–

32. 

7. Donabedian A. Evaluating the quality of medical 

care. The Millbank Quarterly. 2005;83(4):691–719. 

8. Lyndon A, Sexton JB, Simpson KR, Rosenstein A, 

Lee KA, Wachter RM. Predictors of likelihood of 

speaking up about safety concerns in labour and 

delivery. BMJ Quality and Safety. 2012;21(9):791–

799. 

9. Kopec JA, Ogonowski J, Rahman MM, 

Miazgowski T. Patient-reported outcomes in 

women with gestational diabetes: A longitudinal 

study. International Journal of Behavioural 

Medicine. 2015;22:206–213. 

10. Centers for Disease Control and Prevention. 

Enhancing reviews and surveillance to eliminate 

maternal mortality. 2019. 

11. Lyndon A, Simpson KR, Spetz J. Thematic 

analysis of US stakeholder views on the influence 

of labour nurses’ care on birth outcomes. BMJ 

Quality and Safety. 2017;26(10):824–831. 

12. Lasater KB, Sloane DM, McHugh MD, Aiken LH. 

Quality of end-of-life care and its association with 

nurse practice environments in U.S. hospitals. 

Journal of the American Geriatrics Society. 

2019;67(2):302–308. 

13. National Academies of Sciences Engineering and 

Medicine. Birth settings in America: Outcomes, 

quality, access, and choice. The National 

Academies Press; 2020. 

14. Simpson KR, Lyndon A. Consequences of delayed, 

unfinished, or missed nursing care during labor and 

birth. The Journal of Perinatal and Neonatal 

Nursing. 2017;31(1):32–40. 

15. Olds DM, Aiken LH, Cimiotti JP, Lake ET. 

Association of nurse work environment and safety 

climate on patient mortality: A cross-sectional 

study. International Journal of Nursing Studies. 

2017;74:155–161. 

16. Howell EA, Zeitlin J. Improving hospital quality to 

reduce disparities in severe maternal morbidity and 

mortality. Seminars in Perinatology. 

2017;41(5):266–272. 

17. de Visser SM, Kirchner CA, van der Velden BGJ, 

de Wit AC, Dijkman A, Huisjes AJM, et al. Major 

obstetric haemorrhage: Patients’ perspective on the 

quality of care. European Journal of Obstetrics & 

Gynecology and Reproductive Biology. 

2018;224:146–152. 

18. Simpson KR, Lyndon A. Labor nurses’ views of 

their influence on cesarean birth. MCN. The 

American Journal of Maternal Child Nursing. 

2017;42(2):81–87. 

19. Hanefeld J, Powell-Jackson T, Balabanova D. 

Understanding and measuring quality of care: 

dealing with complexity. Bulletin of the World 

Health Organization. 2017;95:368–374. 

20. American Hospital Association. 2018 AHA Annual 

Survey. 2018. 

21. Devlin NJ, Appleby J. Getting the most out of 

PROMs: Putting health outcomes at the heart of 

NHS decision-making. The King’s Fund; 2010. 

22. Howell EA, Zeitlin J, Hebert PL, Balbierz A, 

Egorova N. Association between hospital-level 

obstetric quality indicators and maternal and 

neonatal morbidity. Journal of the American 

Medical Association. 2014;312(15):1531–1541. 

23. Lyndon A, Johnson MC, Bingham D, Napolitano 

PG, Joseph G, Maxfield DG, O’Keeffe DF. 

Transforming communication and safety culture in 

intrapartum care: A multi-organization blueprint. 

Journal of Midwifery & Women’s Health. 

2015;60(3):237–243. 

24. Yawn BP, Dietrich AJ, Wollan P, Bertram S, 

Graham D, Huff J, et al. TRIPPD: A practice-based 

network effectiveness study of postpartum 

depression screen and management. Annals of 

Family Medicine. 2012;10:320–329. 

25. Fletcher SJ, Waterman H, Nelson L, Carter LA, 

Dwyer L, Roberts C, et al. Holistic assessment of 

women with hyperemesis gravidarum: A 

randomised controlled trial. International Journal of 

Nursing Studies. 2015;52:1669–1677. 

26. Fisseha G, Berhane Y, Worku A, Terefe W. Quality 

of the delivery services in health facilities in 

Northern Ethiopia. BMC Health Services Research. 

2017;17(187). 

27. Grobman WA, Bailit JL, Rice MM, Wapner RJ, 

Varner MW, Thorp JM, Leveno KJ, Caritis SN, 

Iams JD, Tita AT, Saade G, Sorokin Y, Rouse DJ, 

Tolosa JE, Van Dorsten JP. Can differences in 

obstetric outcomes be explained by differences in 

the care provided? The MFMU network APEX 

study. American Journal of Obstetrics and 

Gynecology. 2014;211(2):147.e1–147.e16. 

28. Symon A, Downe S, Finlayson KW, Knapp R, 

Diggle P. The feasibility and acceptability of using 

the Mother-Generated Index (MGI) as a patient 

reported outcomes measure in a randomised 

controlled trial of maternity care. BMC Medical 

Research Methodology. 2015;15:1004. 

29. Lake ET. Development of the practice environment 

scale of the nursing work index. Research in 

Nursing & Health. 2002;25(3):176–188. 

30. Martin J, Hamilton B, Osterman M, Driscoll A. 

Births: Final data for 2018. National Vital Statistics 

Reports. 2019;68(13):1–47. 

31. Institute of Medicine. To err is human: Building a 

safer health system. National Academies Press; 

1999. 

32. Aiken LH, Clarke SP, Sloane DM, Lake ET, 

Cheney T. Effects of hospital care environment on 

patient mortality and nurse outcomes. The Journal 

of Nursing Administration. 2008;38(5):223–229. 

33. Hodnett ED, Lowe NK, Hannah ME, Willan AR, 

Stevens B, Weston JA, Ohlsson A, et al. 



Alruwaili, Awatif Awad T, Jamilah Tahus Odhayb Alruwaili, Alruwaili, Shahad Hamad S, Fayzah Awad S Alruwaili et al.  / IJCESEN 10-4(2024)3040-3047 

 

3047 

 

Effectiveness of Nurses as Providers of Birth Labor 

Support in North American Hospitals: A 

Randomized Controlled Trial. Journal of the 

American Medical Association. 

2002;288(11):1373–1381. 

34. Atallah F, Goffman D. Bundles for maternal safety: 

Promises and challenges of bundle implementation: 

The case of obstetric hemorrhage. Clinical 

Obstetrics and Gynecology. 2019;62(3):539–549. 

35. Tuncalp O, Hindin JM, Adu-Bonsaffoh K, Adanu 

R. Listening to women’s voices: The quality of care 

of women experiencing severe maternal morbidity, 

in Accra, Ghana. PLoS ONE. 2012;7(8):e44536. 

36. King JJC, Das J, Kwan A, Daniels B, Powell-

Jackson T, Makungu C, et al. How to do (or not 

do)… using the standardized patient method to 

measure clinical quality of care in LMIC health 

facilities. Health Policy and Planning. 

2019;34:625–634. 

37. Sorra JS, Gray L, Streagle S, Famolaro T, Yount N, 

Behm J. Hospital Survey on Patient Safety Culture: 

User’s Guide. 2016. 

38. American Hospital Association. AHA Annual 

Survey Database. 2016. 

39. Thompson JF, Roberts CL, Ellwood DA. 

Emotional and physical health outcomes after 

significant primary post-partum haemorrhage 

(PPH): A multicentre cohort study. Australian and 

New Zealand Journal of Obstetrics and 

Gynaecology. 2011;51:365–371. 

40. Edmonds JK, O’Hara M, Clarke SP, Shah NT. 

Variation in Cesarean Birth Rates by Labor and 

Delivery Nurses. Journal of Obstetric, Gynecologic, 

and Neonatal Nursing. 2017;46(4):486–493. 

41. Dickinson F, McCauley M, Smith H, van den 

Broek N. Patient reported outcomes measures for 

use in pregnancy and childbirth: A systematic 

review. BMC Pregnancy and Childbirth. 

2019;19(155). 

 

 

 

 

 

 

 

 

 

 


