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                                                                 (Source: Self-Created with Draw.io)
Papua New Guinea (PNG) represents one of the most severe maternal mortality crises in the Asia-Pacific region, where systemic healthcare failures rather than isolated clinical errors continue to render preventable deaths structurally inevitable (Macintyre, 2018). The key areas of work that will help in the enhancement of the healthcare systems and the assurance that the services that are provided are of acceptable safety, effectiveness and patient outcomes are quality assurance and service improvement. In literature on healthcare management, quality assurance describes the coordinated measures used to check, assess, and enhance the quality of the services provided in order to guarantee that the interventions used in the healthcare fields produce the best results with fewer risks being exposed to the patient. According to Hamilton et al. (2020), quality improvement frameworks can help healthcare organisations to strategically recognise gaps in service delivery and that they provide organised interventions that can improve safety and efficiency in clinical practise. As a result, the service improvement initiatives have turned out to be the key mechanisms of fulfilling intricate public health issues and minimising avoidable harm in healthcare systems.
The medical services of the mother are one of the spheres where quality assurance is an acute topic, especially in low- and middle-income nations. Papua New Guinea (PNG) is one of the countries that has the worst maternal health crisis in the Western Pacific Region. Li et al. (2023) reported that in 2017, the ratio of maternal mortality was about 145 deaths per 100,000 live births in PNG, thus stating that great gaps and obstacles to achieving Sustainable Development Goal 3 exist to provide a healthy life and well-being to everyone. The social issues, such as weak infrastructure, an insufficient number of skilled health employees and access to emergency obstetric care, often relate to those systemic weaknesses.
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Figure 1: Maternal Mortality Ratio in PNG
      (Source: Source: UNFPA Papua New Guinea (2025)
The case study that is reviewed in this report shows how pragmatically these structural weaknesses are applied. The case addresses a 28-year-old female living in a remote rural area, where Sarah suffered postpartum haemorrhage after giving birth to her child. Although the complication was of an emergency nature, there was a lot of delay in seeking medical help. Maviso et al. (2025) proposed that inadequate access to healthcare institutions and non-institutional childbirth are typical problems in PNG, which also led to delayed care in the case of obstetric crises. The fact that Sarah did not receive timely treatment of the complication, transport, and no necessary medical equipment led to an avoidable maternal death.
Mother's death has commonly been identified as a significant worldwide community health concern since, in several cases, there was avoidance of complications that developed during pregnancy or delivery. According to Faktor et al. (2024), the enhancement of the quality of maternal healthcare requires the enhancement of the healthcare systems and offering safe, effective, and patient-focused services responsive to the needs of women and their families. In this scenario, quality assurance systems are important in the identification of service failures and creating a direction towards improvement.
As such, the report critically evaluates the systemic quality failures that are clear in the case study on the basis of the existing healthcare quality models, which include the Donabedian Model, Fishbone Diagram, SWOT analysis and the PDSA cycle, so as to come up with objective recommendations to enhance maternal healthcare service delivery.
[bookmark: _vsucxk906f6i][bookmark: _Toc223777822]2. Main Body 
[bookmark: _vjt11fdmm29][bookmark: _Toc223777823]2.1 Donabedian Model (Structure-Process-Outcome)
The Donabedian Model is widely recognised as one of the basic models of measuring healthcare quality through evaluating the correlation between the structural conditions, processes of delivery and health results. According to Yang et al. (2025), the model offers an orderly approach to evaluating healthcare performance because it determines the effect of organisational resources and clinical practises on patient outcomes. The model is modelled around three components, all of which are interconnected as they are known as structure, process and outcome, that form an inclusive approach towards the analysis of the quality of healthcare.
[image: Figure 5](Source: Tossaint-Schoenmakers et al. 2021)

Structure refers to the physical, human, and organisational resources available within the health system. In PNG, structural deficits are severe and quantifiable. The health workforce density stands at approximately one health worker per 10,000 population, representing a 23-fold deficit relative to the WHO minimum benchmark of 23 per 10,000 (Pincock, 2006; WHO, 2024). Furthermore, only 56% of births across PNG are attended by skilled health personnel, compared to the WHO standard of at least 90%, leaving a 34 percentage point gap that directly exposes women to preventable harm (PNG Department of Health, 2023; WHO, 2024). In Sarah's case, no midwife or obstetrician was on duty at the facility; only one untrained health worker was present and lacked the competency to manage PPH, reflecting a structural failure of catastrophic proportions (Bolnga et al., 2014). Moreover, the facility lacked a blood bank and emergency obstetric drugs, confirming that infrastructure deficits, not merely workforce shortages, constitute the structural crisis (Grundy et al., 2019).
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Figure 2: Donabedian Model
(Source: Tossaint-Schoenmakers et al. 2021)
Process refers to the activities and clinical interactions involved in care delivery. Across PNG, process failures are most visibly captured through the Three Delays Model, which identifies delays in recognising the need for care, reaching a facility, and receiving appropriate treatment (Thaddeus and Maine, 1994). Sarah experienced all three delays simultaneously: a six-hour community-level recognition delay, an eight-hour transport delay due to absent ambulance services, and immediate care-level delays upon arrival (Bolnga et al., 2014). Although PNG's National Health Plan 2011-2020 mandates skilled birth attendance and emergency obstetric care access, the persistent reliance on TBAs reflects a process breakdown whereby policy commitments fail to translate into frontline practice (PNG Department of Health, 2010; Macintyre, 2018). Grundy et al. (2019) confirm that referral systems across PNG's rural provinces frequently fail due to transport unavailability and poor communication between facility levels.
[image: Figure 6]    
          Donabedian maternal care bubble plot.
          (Source: Tossaint-Schoenmakers et al. 2021)

Outcome refers to the measurable impact of healthcare on patient health status. PNG's maternal outcomes reflect the compounding effect of structural and process failures. The MMR of 171-703 deaths per 100,000 live births is between 2.4 and 10 times above the SDG 3.1 target of fewer than 70 deaths per 100,000 (Eccles, 2015; WHO, 2024). Furthermore, Mola and Kirby (2013) estimate that PNG's true MMR is approximately three times higher than government-reported figures due to chronic underreporting, meaning that the full scale of harm remains invisible to policymakers and resource allocators. Qualitative evidence gathered by Faktor et al. (2024) documents that women across PNG report experiencing delayed care, lack of dignity, and violation of their rights during maternity care, indicating that quality failures extend beyond mortality statistics to encompass the lived experience of care.
Weak governance and accountability mechanisms serve as the connecting thread across all three Donabedian dimensions. Macintyre (2018) identifies corruption, inadequate funding allocation, and absent enforcement mechanisms as the primary reasons why policies fail to improve structural inputs or clinical processes, ultimately producing the poor outcomes documented above. Taken together, the Donabedian analysis demonstrates that PNG's maternal mortality crisis is not a clinical competence failure but a systems design failure rooted in governance, infrastructure, and resource allocation deficits.

[bookmark: _4u6k6ceao177][bookmark: _Toc223777824]2.2 Fishbone Diagram (Cause-and-Effect Analysis)
The Fishbone Diagram, also known as the Ishikawa or cause-and-effect diagram, is a root cause analysis tool that organises the contributing factors to a problem into distinct categories, enabling healthcare organisations to identify systemic drivers of poor outcomes (Ishikawa, 1986). Whereas the Donabedian Model evaluates quality across structural dimensions, the Fishbone Diagram complements this by drilling deeper into the specific causal pathways that produce each failure, making it particularly appropriate for complex, multi-layered health system problems such as PNG's maternal mortality crisis (Tague, 2005). 
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                                                  Figure 3: Fishbone Diagram
(Source: Self-Created with Draw.io)

The primary root causes identified through Fishbone analysis across PNG's maternal health system are as follows:
Management and Governance: PNG's governance framework suffers from chronic weaknesses including corruption, poor accountability, and insufficient enforcement of existing maternal health policies (Macintyre, 2018). Although the PNG National Health Plan 2011-2020 outlines clear commitments to universal skilled birth attendance, Duncan and Banga (2018) document that poor service delivery solutions at the governance level consistently undermine implementation, creating a policy-practice gap that perpetuates preventable deaths.
Staffing: PNG's workforce deficit of approximately one health worker per 10,000 population, compared to the WHO minimum of 23 per 10,000, represents one of the most critical root causes of maternal mortality (Pincock, 2006). This shortage is compounded by uneven rural distribution, whereby the majority of available health workers are concentrated in urban centres, leaving rural highland communities such as Sarah's with virtually no access to skilled obstetric care (Grundy et al., 2019).
Processes and Referral Systems: The Three Delays Model reveals that PNG's care delivery processes are systematically broken at every stage (Thaddeus and Maine, 1994). The absence of functional referral pathways, combined with a lack of standardised emergency obstetric care protocols at community level, means that women experiencing complications like PPH cannot access timely treatment regardless of their proximity to a facility.
Equipment and Resources: Facilities across PNG's rural provinces lack the most basic equipment required for emergency obstetric care, including blood banks, oxytocin supplies, and surgical capacity (Grundy et al., 2019). Sarah's facility lacked both a blood bank and emergency drugs at the time of her arrival, making a survivable haemorrhage fatal.
Culture and Communication: Cultural preferences for home birth with TBAs, combined with widespread community distrust of formal health facilities partly due to documented violations of women's dignity during care (Faktor et al., 2024), reduce facility delivery rates and delay recognition of obstetric emergencies. Klaver and Coe (2018) identify gender inequality and community norms as additional barriers that restrict women's autonomous decision-making regarding healthcare access.
Data Systems: Mola and Kirby (2013) document that maternal deaths in PNG are severely underreported, with the true MMR estimated at three times official figures. The absence of mandatory real-time maternal death surveillance means that the true scale of the crisis remains invisible, preventing evidence-based resource allocation and policy prioritisation.
These problems were further aggravated by environmental problems. Additional barriers to access to emergency care included the rural geographic location and the distance between the patient and the nearest hospital. Moreover, poor facilities and equipment, such as the lack of a blood bank and proper medical facilities, restricted the possibility of the healthcare providers reacting efficiently.
[bookmark: _rnapu0ggf86g][bookmark: _Toc223777825]2.3 SWOT Analysis
SWOT analysis, which evaluates Strengths, Weaknesses, Opportunities, and Threats, is an analytical framework used in strategic planning to assess an organisation's internal capabilities and external environment (Helms and Nixon, 2010). Although PESTLE analysis offers a broader macro-environmental scan across political, economic, social, technological, legal, and environmental dimensions, SWOT is more appropriate for this analysis because it enables a focused evaluation of PNG's internal health system capacity against external reform opportunities, which is more directly actionable for service improvement planning (Dyson, 2004).
Strengths: PNG has ratified international commitments including SDG 3.1 and the WHO Safe Motherhood Initiative, demonstrating political recognition of the maternal health crisis at the highest level (WHO, 2024; UN, 2015). Furthermore, the PNG National Health Plan 2011-2020 provides an existing policy architecture that, if enforced, would mandate skilled birth attendance and emergency obstetric care access for all women (PNG Department of Health, 2010). The presence of dedicated health workers in urban facilities and international NGO partnerships represents an additional internal strength that could be leveraged for rural outreach.
Weaknesses: The most critical internal weakness is the 23-fold health workforce deficit relative to WHO standards (Pincock, 2006). This is compounded by rural-urban resource inequity, whereby approximately 80% of the rural population receives less than 20% of health system resources (BBC, 2023; Grundy et al., 2019). Corruption and weak governance mechanisms prevent effective implementation of existing policies (Macintyre, 2018), while chronic underreporting of maternal deaths masks the true scale of the problem (Mola and Kirby, 2013).
Opportunities: Global SDG funding streams and WHO technical assistance programmes represent significant external opportunities for PNG to invest in rural infrastructure and workforce development (WHO, 2024). The growing international focus on health equity in low-middle income countries has increased donor attention to PNG's maternal health crisis (HRW, 2023). Furthermore, digital health technologies offer opportunities for real-time maternal death surveillance and telemedicine support for rural TBAs, as evidenced by successful models in comparable low-resource settings (UNFPA, 2026).
Threats: Geographic isolation across PNG's highlands and island provinces presents a persistent structural threat to equitable service delivery that cannot be easily resolved through policy reform alone (Grundy et al., 2019). Widespread gender-based violence further restricts women's autonomous access to healthcare facilities (BBC, 2023; Klaver and Coe, 2018). Additionally, potential changes to international development funding priorities represent an external threat to sustained investment in PNG's health system reform agenda.
The SWOT analysis reveals that whereas PNG possesses a policy architecture and international partnership base capable of supporting reform, deep internal weaknesses in governance, workforce, and infrastructure, combined with significant geographic and social threats, require a coordinated, equity-focused, and accountable improvement strategy. 










	Internal Factors
	Strengths
	Weaknesses
	External Factors
	Implications

	Policy and Governance
	National maternal health policies, including the PNG National Health Plan, commit to improving access to skilled birth attendance and emergency obstetric care for all women (PNG Department of Health, 2010). 

	Weak implementation capacity, for example limited governance oversight and poor enforcement of maternal health policies in rural provinces, means many facilities do not meet minimum staffing or equipment standards (World Bank, 2015). 
	Global maternal health initiatives such as the WHO Safe Motherhood Initiative and SDG 3.1 provide technical guidance and frameworks to support national policy implementation (WHO, 2010; UN, 2015). 
	Strong policy intent exists, but without strengthened governance and implementation support from global partners, reforms risk remaining largely on paper with limited impact on maternal outcomes (World Bank, 2015). 


	Workforce
	Nurses, midwives and community health workers collectively constitute almost 90% of the registered health workforce, providing a foundation for scaling maternal care if adequately supported (ESMED, 2025). 

	Inadequate workforce capacity, with only about 0.7 doctors and 5.3 nurses per 10,000 people, far below the WHO benchmark of 23 doctors, nurses and midwives per 10,000 needed for essential health service coverage (WHO, 2010; ReliefWeb, 2013). 
	Donor support and international partners can fund pre‑service education, in‑service training and retention schemes, helping to address critical shortages of skilled maternal health staff (World Bank, 2015). 
	Clear evidence of workforce gaps, including very low health worker densities, creates an opportunity to argue for targeted workforce expansion, especially midwives and rural health workers, through externally supported training and deployment programmes (ReliefWeb, 2013; ESMED, 2025). 

	Infrastructure
	A network of health centres, district hospitals and some specialized maternity units already exists, giving potential hubs for upgrading comprehensive emergency obstetric and newborn care (World Bank, 2015). 
	Poor infrastructure and inadequate equipment in many rural facilities, including lack of reliable electricity, water and basic obstetric equipment, limits their ability to provide safe deliveries and timely caesarean sections (World Bank, 2015). 
	International partnerships and development banks can channel capital investment and technical expertise into rehabilitating facilities, strengthening cold chains, and improving transport and communication systems (World Bank, 2015). 
	Existing infrastructure offers a starting point, but substantial external investment is required to convert under‑resourced facilities into fully functional maternal health centres capable of delivering comprehensive obstetric care (World Bank, 2015). 

	Service Delivery
	here is an explicit commitment to maternal care, with designated maternity services at many health centres and hospitals aiming to offer antenatal, intrapartum and postnatal care (UNFPA, 2004). 
	Weak referral systems and fragmented care pathways mean women with complications are often not transferred promptly to higher‑level facilities, contributing to preventable maternal deaths (World Bank, 2015). ​
	Around 80% of PNG’s population lives in rural areas, while only about 12.5% reside in urban centres with relatively better services; distance, terrain and lack of staff are frequently reported reasons for non‑use of facilities (World Bank, 2015; The National, 2025). 
	Because the majority rural population faces long travel times, few staff and limited transport, access challenges and delayed referrals for obstetric emergencies are likely to persist unless referral pathways, transport and community–facility linkages are deliberately strengthened (World Bank, 2015; The National, 2025).


Table 1: SWOT Analysis of Maternal Healthcare System in Papua New Guinea
(Source: Self-Created)
[bookmark: _6ya115r79c72][bookmark: _Toc223777826]2.4 PDSA (Plan-Do-Study-Act) Cycle
The Plan-Do-Study-Act (PDSA) cycle is a popular quality improvement model that is used to promote ongoing organisational learning and methodical service enhancement in healthcare systems (Manandi et al. 2023). According to Taylor et al. (2014), Although the Plan-Do-Check-Act (PDCA) cycle follows a broadly similar structure, PDSA is preferred in this context because its dedicated 'Study' phase allows for deeper reflective learning and adaptation, which is essential in complex, resource-constrained health system environments such as PNG's (Barr, 2024). Whereas Six Sigma, DMAIC focuses on minimising process variation through statistical measurement, PDSA is more appropriate here because PNG's primary challenge is not process variation but fundamental system absence, requiring iterative building rather than refinement (Pyzdek and Keller, 2014). using the PDSA methodology enables healthcare organisations to experiment with small-scale interventions, gauge their effectiveness and make improvements with the help of repeat learning. It is a cyclical model that could be of great value, especially in the healthcare environment, as it promotes evidence-based decision making and helps to improve the situation in clinical practise and service delivery gradually.
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Figure 4: PDSA Cycle
(Source: Self-Created with Draw.io)
The Plan phase is the one that focuses on defining the key drivers of poor maternal outcomes in PNG’s rural highlands, specifically the six‑hour community recognition delay, the eight‑hour transport delay, and the facility‑level resource gaps illustrated by Sarah’s case, then designing a pilot in two highland districts that combines community midwife deployment, emergency transport protocols, and district blood bank installation, with clear targets to raise skilled birth attendance from 56% to 70% and cut average transport time from eight hours to under two hours within 12 months (Bolnga et al., 2014; PNG Department of Health, 2023; WHO, 2024).
The Do phase is the one that entails implementing the pilot programme across two rural highland districts with the highest maternal mortality burden by deploying six newly trained community midwives per district, establishing community radio communication networks linking TBAs to district facilities, and installing blood bank capacity at district hospitals, while holding monthly multidisciplinary team meetings to monitor implementation fidelity and identify emerging barriers in line with WHO Emergency Obstetric Care implementation guidelines (WHO, 2023).
The Act phase is the one that entails using the pilot results to guide next steps by scaling the programme progressively to additional rural provinces where improvements are demonstrated, adapting the model based on study findings, and, where targets are not met, identifying specific barriers and refining the intervention before any further roll‑out, so that changes remain evidence‑based, contextually adapted, and not imposed through top‑down policy mandates that have historically failed in PNG (Macintyre, 2018).


[bookmark: _tkpxzl7d6y6u][bookmark: _Toc223777827]2.5 Kotter’s 8-Step Change Model
Whereas the PDSA cycle the operational mechanics of quality improvement, the Kotter 8-Step Change Model is a very popular model that has been adopted to facilitate the change in an organisation in a manner that is systematic and structured manner. According to Hamilton et al. (2020), the change management frameworks assist healthcare organisations in undertaking complex service improvements as they harmonise leadership, involvement of staff, and organisational approach. Changes in healthcare systems are specifically significant since healthcare services reform is the type of intervention that may demand coordinated efforts at numerous levels of organisation, encompassing clinical employees, administrators and policymakers.
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Figure 5: Kotter’s 8 Step Model
[bookmark: _gow8i9gskymw][bookmark: _Toc223777828](Source: Visual Paradigm, 2022)
Stage one of the model is developing a sense of urgency by highlighting that PNG’s MMR of up to 703 per 100,000 live births and a lifetime risk of one in 20 women dying in pregnancy or childbirth represent a national emergency that must be clearly communicated to political leaders, health managers and communities (Eccles, 2015; WHO, 2024). Stage two is building a guiding coalition through a multidisciplinary national maternal health reform group that unites the PNG Department of Health, UN agencies, NGOs, community leaders and women’s rights organisations, drawing on evidence that such coalitions have driven maternal health gains in other low-income settings (HRW, 2023). Stage three is forming a strategic vision that every woman in PNG receives safe, dignified and timely maternity care regardless of geography or socioeconomic status, with specific, measurable targets aligned to SDG 3.1 and WHO standards (WHO, 2024; UN, 2015). Stage four is communicating this vision consistently through national media, community health worker networks and facility briefings, ensuring active engagement of rural women to build trust and participation (Faktor et al., 2024). Stage five is empowering others and removing barriers by addressing transport gaps, poor facilities and workforce shortages via targeted investment, while introducing whistle‑blower protections and open incident reporting so staff can raise safety concerns without fear (Macintyre, 2018). Stage six is generating short‑term wins, such as reaching 70% skilled birth attendance in pilot districts within 12 months or reducing PPH mortality by 20% in equipped facilities, and celebrating these achievements to sustain political commitment (Kotter, 1996). Stage seven is consolidating gains and producing more change by scaling successful pilots to additional rural provinces and embedding accountability and surveillance systems in national policy frameworks so improvements become system-wide (Duncan and Banga, 2018). Stage eight is anchoring changes in the culture by updating training curricula and clinical guidelines, mandating maternal death reviews, and instituting regular public accountability reporting so that new practices become the routine norm across PNG’s health system, operationalising Lewin’s “refreeze” concept through concrete institutional mechanisms (Cameron and Green, 2019).
2. Recommendations 
[image: ]     Rich picture of proposed maternal health system improvements in Papua New Guinea.
                       (Source: Author, 2026)
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3.1 Strengthening Healthcare Workforce Capacity
Enhancing the healthcare labour force is one of the basic approaches to enhancing maternal care in Papua New Guinea. The contributions of workforce shortage to delayed emergency obstetric care were established using the Donabedian structural analysis and Fishbone root cause assessment. The provision of more trained midwives and obstetric specialists would enhance the ability of health facilities to deal with pregnancy-related complications. According to Faktor et al. (2024), experienced health practitioners are important people who would ensure safe and effective delivery of maternal healthcare services, especially when there is an emergence of obstetric situations.
Besides the increase in the workforce, the continuous professional training programme must be introduced to enhance the clinical competency in managing maternal healthcare. Specific training campaigns could enhance the skills of healthcare givers in identifying obstetric complications and providing relatively appropriate intervention. Moreover, the allocation of the population of healthcare professionals in the rural set-up should be brought up to curb the variation in healthcare accessibility. Financial rewards, housing plans, and career growth and development opportunities can be used as incentives to motivate healthcare personnel to work in underserved rural areas. 
[bookmark: _xthh7qja5b96][bookmark: _Toc223777830]
3.2 Improving Emergency Obstetric Services
The infrastructure of support for emergency obstetrics can help improve maternal mortality and enhance the responsiveness of the healthcare system. The structural analysis in Donabedian reported that the lack of crucial medical resources was a major constraint to the ability of the healthcare facilities to deal with obstetric emergencies. Through the functionality of blood banks at the rural hospital, the healthcare would be capable of treating life-threatening complications like postpartum haemorrhage more easily. According to Li et al. (2023), the presence of emergency obstetric services is the most critical factor for maternal survival in low-resource healthcare providers.
Moreover, the reinforcement of the ambulance service and referral systems would in addition to enhancing the medical infrastructure play the role of providing patients with obstetric emergencies the opportunity to access healthcare facilities in time. Effective referral channels between community health centres and hospitals should be involved in providing the right amount of treatment. Moreover, the improvement of the emergency obstetric care facilities by means of equipment, staffing and clinical procedures would contribute towards improving the healthcare system's capacity to contain the infections of maternal health and reduce maternal deaths that would be avoided.
[bookmark: _fmupi3bc0f2r][bookmark: _Toc223777831]3.3 Strengthening Governance and Accountability
To enhance the quality and reliability of maternal healthcare services, there is a need to strengthen the governance and accountability systems. The preceding analysis had found weak policy implementation and lack of institutional control as among the most significant contributors towards the failure of the healthcare system. According to Mianda et al. (2023), proper governance structures are the key to making sure that health policies are put into feasible service delivery change. As a result, the enhancement of policy implementation mechanisms would assist in making sure that the maternal health strategies are functional throughout the healthcare facilities.
In addition, enhancing monitoring activities within the health system would help authorities in healthcare to monitor performance within the service and also to determine those areas that need to be improved. The implementation of the structured systems of the maternal death review would also enable the healthcare organisation to investigate the cause of maternal deaths and take specific corrective actions. 
[bookmark: _itxb60fsjorz][bookmark: _Toc223777832]
3.4 Community Awareness and Access to Care
Enhancing awareness and access to healthcare services by the community is another valuable measure towards curbing maternal death in Papua New Guinea. Low enlightenment on the adverse effects of pregnancy and subsequent use of home births may deny access to quality healthcare services in time. According to Maviso et al. (2025), community education programmes are very important in helping to encourage the utilisation of healthcare facilities by women to deliver their child and seek childcare.
The increased awareness of pregnancy risks and the significance of skilled birth attendance would be achieved through developing new maternal health education programmes. Facility-based childbirth can also be encouraged to enhance maternal outcomes greatly because any complications can be addressed by competent medical workers. Moreover, the transport system within the rural communities should also be enhanced so that expecting women can access health facilities faster in cases of emergency. 
3.5 Benchmark Table - Before vs After
	Indicator
	WHO / National Standard
	PNG Before (Current)
	PNG After (proposed)

	Maternal mortality
	<70 per 100,000 (SDG 3.1) (WHO, 2024)
	171–703 per 100,000 (Eccles, 2015)
	Target <200 per 100,000 within 5 years   [WHO, 2024].

	Skilled birth attendance
	≥90% of births (WHO, 2024)
	56% (PNG Dept of Health, 2023)
	80% within 3 years (pilot-led scale-up) moving Towards the WHO for benchmark of >90% of births  [WHO, 2024].

	Health Workforce Density
	23 per 10,000 (WHO, 2024)
	1 per 10,000 (Pincock, 2006)
	10 per 10,000 within 5 years, a substantial increase a substantial increase toward the WHO benchmark of 23 per 10,000 [WHO, 2024].

	Emergency Transport Delay
	<2 hours to facility (WHO, 2023)
	Average 8 hours on foot (Bolnga et al., 2014)
	<2 hours via community ambulance scheme, consistent with WHO expectations [WHO, 2023].

	Facility Blood Bank Access
	100% district hospitals (WHO, 2023)
	Absent in rural district facilities (Grundy et al., 2019)
	100% district hospitals within 3 years, matching WHO standards  [WHO, 2023].

	Maternal Death Surveillance
	100% real-time reporting (WHO, 2024)
	Severe underreporting; true MMR ~3x official figures (Mola and Kirby, 2013)
	Mandatory 24-hour digital notification system [WHO, 2024].

	Quality of Maternity Care

	Timely, dignified, rights-based care (WHO, 2024)
	Documented violations of dignity and delayed care (Faktor et al., 2024)
	Dignity centred care audit scores >85%, reflecting WHO’s emphasis.[WHO, 2024]



Table 2: Maternal Healthcare Service Benchmarking Before and After Quality Improvement Implementation
(Source: Self-Created)
[bookmark: _d0lnpy9uxqhq][bookmark: _Toc223777834]4. Conclusion
The discussion in this report indicates that there is a major quality and safety issue in terms of maternal healthcare provision in Papua New Guinea, as evidenced by the incidence of preventable maternal mortality as was experienced in the case study. The incident shows how the flaws in the healthcare system on a systemic level can result in drastic negative consequences for the patients. To enhance the quality of maternal healthcare, it is necessary to reinforce health systems to facilitate safe, effective, and patient-centred healthcare to women with pregnancy and childbirth complications (Faktor et al. 2024).
The implementation of the Donabedian Model was able to demonstrate how structural shortcomings like the health worker scarcity, limited infrastructure of healthcare facilities and lack of necessary resources led to direct impact on the provision of mother care services. Moreover, the Fishbone analysis revealed that organisational, environmental and policy-related issues acted jointly in terms of slowing down the process of identifying and dealing with the obstetric emergency. The SWOT analysis also revealed that systemic flaws in delivering services through infrastructure and governance still restrict capacity to the provision of services despite the availability of opportunities through policy commitments and international partnerships.
Moreover, the PDSA improvement cycle was used as an example of how systemised quality improvement initiatives can be used to provide gradual improvement of services with the help of evidence-based intervention and constant monitoring. Mianda et al. (2023) proposed that the reforms on the system level are the key to enhancing the working of the healthcare in maternal care settings with limited resources. Thus, the adoption of workforce fortification, a better emergency obstetrics system, better governance, and community awareness strategies can also potentially lead to significant health changes in maternal healthcare.
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