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DEVELOPMENT OF CLINICAL GUIDELINES FOR THE IDENTIFICATION AND MANAGEMENT OF THE SICK INFANT
M Weber

World Health Organization, Department of Child and Adolescent Health and Development, Geneva, Switzerland

Neonatal deaths are a major cause of mortality world-wide. It is estimated that about 5 million deaths occur every year, 98% of which are in developing countries, and 92% in Asia or Africa alone. However, as data from developing countries are often unreliable, particularly concerning events in the first week of life, this huge number is still likely to be an underestimate.  Over a third of the neonatal deaths are caused by infection, the majority of those by pneumonia, sepsis, and meningitis

To learn more about neonatal deaths caused by infectious agents, WHO started a multi-centre study in 1990 with the following objectives: To identify the bacterial and viral agents responsible for serious infections in infants under 90 days of age in developing countries, and to identify the simple clinical signs that best predict serious infection in infants under 90 days of age.  Over the next 3 years, 4552 sick infants under 90 days of age were studied in 4 developing countries (Papua New Guinea, The Gambia, and The Philippines, Ethiopia). A full history and physical examination were obtained in every infant, and all infants with signs of infection were investigated, and the outcome of all cases was recorded. 

The following organism were cultured form the blood of the infants investigated: 

Staphylococcus aureus (34), Streptococcus pneumoniae (33), Group A Streptococcus (29), Escherichia coli (19), Salmonella spp. (17), other Gram negative organisms (22), H. influenzae (7), and other Streptococci (6). The most common viruses were RSV and Influenza viruses, RSV predominating in the rainy season.

Clinical features

10% of the 2398 infants who were fully investigated died; 31% of the infants who were blood culture positive died, 9% of the ones who were blood culture negative, and 42% of the ones who were CSF culture positive.  Death was associated with a positive CSF or blood culture, hypoxaemia, major x-ray abnormality, or an abnormal white cell count (<5500 or >22000 cells/uL)

Clinical signs study

A problem of statistically dealing with clinical signs was the very large amount of clinical data, with many overlapping or duplicative observations.  Other problems were that the measured, culture proven endpoint was only detecting a fraction of the infants regarded by clinicians as in need of admission and antibiotics, and how to deal with deaths, as the recorded deaths were not prevented by appropriate clinical care. To deal with these problems, an ordinal outcome scale was developed.  This contained the 3 categories: 2 = positive blood or CSF culture or SaO2<90% (adj.), 1 = positive chest x-ray or SaO2 90-95%, and 0 = none of the above. Clinical signs were clustered, and models developed to predict the outcomes with different levels of complexity.  

Clinical signs which were predictive of poor outcome were age, temperature, respiratory rate, WAZ score, poor feeding, lethargy, respiratory effort, crepitations, a bulging fontanel or seizures.  Based on these findings, the current IMCI algorithm was developed.  This is clinic based, with age cut-offs  at 1 week and 2 months.  Based on the findings, it  divides children into 3 categories, those with severe disease (leading to referral), moderate disease (with specific outpatient treatment), or mild disease (symptomatic or no treatment).  Problems of this algorithm are its high sensitivity but low specificity, leading to potentially huge over-referral. In addition, the first week of life is not included in it.  Only few young infants are generally seen in training courses and care facilities, indicating the problem of care seeking in this age group. These might best be addressed by community-based approaches.  Therefore, further work is directed at the improvement of the specificity of the algorithm by re-analysis of the data and reduction in variables.  Studies are planned in several sites to include the first week of life and on specific syndrome such as jaundice and ophthalmia neonatorum, and the exploration of community based approaches. 

A NEW EDUCATIONAL STRATEGY TOWARDS IMPROVING MATERNAL AND NEONATAL CARE

IT Hay

Department of Paediatrics, Kalafong Hospital and University of Pretoria

MRC Unit for Maternal and Infant Health Care Strategies

Conception, pregnancy, childbirth, the neonate’s well-being, growth and development are essentially one health related condition.

In traditional undergraduate curricula, the knowledge, skills and attitudes relating to this continuum have been taught by separate disciplines in an uncoordinated fashion.  In some academic services the most junior medical staff who have responsibility to manage ill neonates are at a level of Senior House Officer.

Does this really matter?

Comparison of the perinatal statistics between Pretoria Region and the Highveld Region emphasize the huge potential for improvement with implementation of proven interventions.

	
	Pretoria region ’96 and ‘97
	Highveld Region ’96, ’97 and ‘98

	Low birth weight
	15.4% of 23886 deliveries
	13.1% of 24424 deliveries

	PNMR (>1000g)
	23.3/1000
	36.0/1000

	          (1000-1499g)
	145.8/1000
	405.7/1000

	          (1500-1999g)
	32.7/1000
	115.6/1000

	SB/NND ratio
	2.54:1
	2.04:1

	Perinatal Care Index
	0.41
	0.30


Resources, staff attitudes towards care and health service organisation can account for some of these differences.  Our assumption is that the knowledge, skills and experience of doctors are an important determinant for optimal maternal and neonatal care and that new educational strategies are needed.

The implementation of the new Problem Orientated Curriculum at the University of Pretoria has created the opportunity for an innovative approach to intervene within this educational component.

A 12 week block on Pregnancy, Childbirth, the Neonate, Growth and Development has been included in the 3rd year curriculum.

The Problem Orientated Strategy is based on:

1. Fictitious case studies that incorporate medical, therapeutic, psychosocial, organisational and ethical elements.

2. A series of questions that encourage students to focus on specific learning objectives.

3. Linked training in relevant practical skills.

4. Integration of the pre-clinical, clinical and behavioural science teaching.

5. Utilising education settings so that the student can understand the clinical context in which he needs to learn the content.

6. The content is outlined in the student guide in the SAQA format that requires specified Capability Aims, Critical Outcomes, Specific Outcomes, Required Knowledge and Skills and Defined Levels of Competency.

7. Resource materials that are prescribed include The Perinatal Education Programme, the prescribed Obstetric and Paediatric textbooks, the Cochrane library and other relevant evidence-based references.

8. Cognitive evaluation will be in the form of computer-based MCQs.  A competency certificate in the skills component will be a requisite.  The end of block examination will be in the form of MCQs and a structured OSCE.

Implicit in this strategy is that students will have further exposure to Obstetrics and Neonatology during the clinical years and that their level of competence will then meet the defined Faculty educational objective of producing a doctor capable of independent practice.

SCIENTISTS FOR HEALTH AND RESEARCH FOR DEVELOPMENT (SHARED) – A DATABASE DRIVEN INFORMATION SYSTEM

D Neuvians

Deutsche Gesellschaft fur Technische Zusammenarbeit (GTZ) – Harare, Zimbabwe

SHARED started in August 1996, as a bottom up initiative of a group of European and African scientists, who proposed to the European Commission (EC-DGXII) a Concerted Action to develop a co-ordinated approach for sharing essential information on Health Research and Development for Developing Countries.  The EC programme INCO-DC (sector Health) has awarded two sequential contracts covering the development of the SHARED Web technology and the establishment of a secretariat and core partner network.  Meanwhile, in 2000, SHARED has developed into a multilateral initiative including partners from various countries and organisations.  Regional networks are under development in Africa and in Latin America.

The SHARED approach pursues a vision of providing a democratising force to the developing world by equipping people with state of the art technology to allow data-driven communication.  Although it would obviously not be feasible to try – in the near term – to connect remote sites in Africa with the same status of connectivity as presently realised in the USA and some parts of Europe, it would, on the other hand, be a serious mistake to succumb to this hurdle by giving in to the current inertia of inaction.

The SHARED approach seeks a way out through a stepwise increasing connectivity via a growing network of “knowledge nodes” in developing countries.  These knowledge nodes would not only contribute information – screened based on certain quality standards – to the databases powering the communication systems, but would also accept a dissemination role within their district, sector, province or even country.  It will therefore be a major objective to equip them with state of the art hardware and software operated by adequately skilled personnel.  As the approach seeks to be all inclusive, existing networks and infrastructure meeting a minimal quality standard will be considered as a potential node.

The nodes will also serve their less connected colleagues in the country through communication channels that are suitable to their situation.  Thus, up-to-date information received by each node through the network may be disseminated within the country through more conventional means such as newsletters, CD-ROM, e-mail lists, fax and the like.  In this regard, the nodes will also be tasked to play a proactive role in further developing the ICT capacity in their respective countries.

The present application of SHARED pioneered a web-based knowledge management approach, designed to foster networking amongst health specialists and professionals in developing and developed regions.  The basis for this web-based system is the so called Database Driven Communication.  In this context, an extremely user friendly web interface facilitates efficient communication between people and organisations, based on high quality information contained in underlying or connected databases.

The technical concept is based on the latest Internet developments and combines a number of innovative features to enable Automated Web-based Archive Retrieval and Exchange (the supporting data management technology is named AWARE).

In collaboration with SHARED, the Department of Medical Informatics at the Erasmus University of Rotterdam is working on the development of an Intelligent Keyword Assignment (IKA) system.  This tool will make it possible to have texts analysed and (medical) keywords attached automatically.  The implications for text-retrieval, data-mining, electronic publishing, and search engineering are enormous.

A major medium term objective of SHARED is to link activities (research and international networking) with implementation activities (health intervention projects, national health information systems and health care systems), in order to contribute to the much needed closure of the historical gap between science and application.  This will not only vastly increase the relevance of scientific knowledge for society, but also strengthen the role of science as an important element for socio-economic development.

It is increasingly recognised that proper and timely implementation of scientific knowledge in its broadest sense is a crucial element of effective development strategies.  To this end, scientists and practical workers should be brought in contact at the earliest possible phase of knowledge generation.  This would allow scientists to be confronted with intellectual challenges arising from constraints of their investigative approach at the earliest possible phase, while the results of scientific research will not disappear in inaccessible international journals only, but may also be used more effectively to generate new tools and best practices to meet emerging challenges.

The obvious benefits of improved donor co-ordination hardly need explanation.  Donors will be able to co-ordinate much more effectively when using the SHARED system as activities can be grouped very effectively per topic, by country, region, funding agency, implementing institution etc.  All organisations and people represented in the system can be grouped and contacted individually or collectively to discuss projects and programmes on-line or in actual meetings with country representatives and government officials.

Much better information for co-ordination of donor activities in their country can be easily generated for national governments.  On the other hand, societal groups and other stakeholders will be much better able to voice their plans and concerns about identified gaps in policy and practice.

SHARED already has strong interaction with major institutions and initiatives in the fields of International Health.  Not only are many of the SHARED partners policy makers in health themselves, but in addition more and more international policy making institutions can use SHARED as a central source of information.  Examples of such international partner organisations are: The European Commission, WHP-TDR, PAHO, The Global Forum for Health Research, The Multilateral Initiative on Malaria and others.

A DISTANCE LEARNING PROGRAMME IN PERINATAL CARE

D Woods

Department of Paediatrics and Child Health, University of Cape Town

The Perinatal Education Programme (PEP) is a distance learning course for midwives and doctors.  It aims to provide them with an opportunity to manage their own continuing learning programme and, thereby, improving the care of pregnant women and their newborn infants in all communities in South Africa.

PEP was written by a panel of doctors and midwives to address the problem of the unacceptably high perinatal mortality rates in South Africa, especially in rural areas.  Consisting of two manuals (Maternal and Newborn Care), and produced by the Perinatal Education Trust at a low price, it teaches appropriate perinatal knowledge and clinical skills without the need of formal tutors.  This contrasts with the classical method of bedside teaching of small groups of students in large centralised hospitals.

A question and answer learning method is used in a problem orientated way to address all the common and important problems in maternal and newborn care.  Case studies are also used as are flow diagrams of diagnostic and management protocols.  Multiple choice tests before and after each study unit allows students to identify what they do not know and to monitor their own progress.  Skills workshops, with simple line drawings, illustrate the clinical skills needed to apply the newly learned knowledge.  Improved attitudes are also learned within a regionalised, integrated health care model.

In practice, groups of midwives study the manuals together at their base hospital or clinic.  The group leader arranges regular meetings where the study material is discussed.  This method of peer tuition and co-operative learning is well accepted.  Colleagues in the work environment are invited to the meetings to demonstrate the clinical skills.  In this way the responsibility for learning is placed on the shoulders of the entire group.  The pre-tests and post-tests are also completed at the group meetings and a formal examination is offered at the end of both maternal and newborn courses.

By the end of December 1999, 21 818 PEP manuals had been distributed in South Africa; 14 017 to nurses, 2 742 to doctors, 3 490 to medical and 1 425 to nursing students, and 144 to other health professionals.

Of the manuals distributed, 12 353 were used by employees of the state, 3 020 in the private sector and 6 445 in the academic establishments.

A total of 6088 certificates have been awarded while 1952 graduates received both the maternal and newborn care certificates.  Certificates were issued to 4 005 registered midwives, 126 enrolled nurses and 94 nursing assistants.  It is, therefore, possible for non-professional nurses to complete the courses successfully.  Certificates were issued to 3 333 nurses in the state sector and 1 050 in the private sector as well as 225 nurses at universities or training colleges.  Another 20 nurses who received certificates were self employed.

Nurses from a wide cultural background completed PEP.  The home language of 1 723 recipients of certificates was Afrikaans, 1 055 English, 384 Xhosa, 251 Zulu, 248 South Sotho, 393 Tswana and 194 North Sotho.

Successful students usually received their PEP certificates at a locally arranged ceremony where the pride sense of achievement is all theirs.  An overseas funding organisation (MESAB) provides a retrospective bursary system to repay successful nurses the cost of their manuals.

PEP has achieved its goal of providing a distance learning programme for midwives.  Two doctoral studies have documented the effectiveness of both manuals.  PEP is used successfully throughout South Africa and has the  potential to improve perinatal care in many other developing countries.

THE EFFECTIVENESS OF THE MATERNAL CARE MANUAL OF THE PERINATAL EDUCATION PROGRAMME TO IMPROVE ANTENATAL AND INTRAPARTUM CARE BY MIDWIVES ON PRIMARY CARE LEVEL

GB Theron

MRC Perinatal Mortality Research Unit, Department of Obstetrics and Gynaecology, University of Stellenbosch and Tygerberg Hospital, South Africa.
Introduction:

The Perinatal Education Programme (PEP) is a self-study programme and unique because tutors are not required.  The effectiveness of the Maternal Care Manual of PEP to improve antenatal and intrapartum care rendered by midwives on primary care level was studied.

Method:

A prospective controlled trial was done in a region where PEP was not previously used.  Three towns were chosen, one as the study town and the other two as the control towns.  At first the obstetrical knowledge, ability to interpret antenatal cards and partograms, attitude towards their work and practical skills of all midwives caring for pregnant women in the three towns were tested.  Subsequently the Maternal Care manual was introduced to the midwives in the study town and they worked through the programme.  Following the completion of the manual, all midwives were tested again with the same tests.

Results:

A total of 93 midwives were included in the study.  It is shown that cognitive knowledge of midwives who had studied the Maternal Care Manual improved significantly (Table 1).  Likewise the ability of midwives in the study town to correctly interpret antenatal cards and partograms, improved significantly (p < 0,001) by 33,0% and 17,5% respectively.  The attitude of midwives towards their work improved significantly (Table 2).  Their ability to perform practical skills required for antenatal and intrapartum care also improved significantly (Table 3).

Conclusion:

This study has shown that not only did the cognitive knowledge of midwives that studied the Maternal Care Manual of PEP improved significantly but also their ability to correctly interpret antenatal cards and partograms.  They also experienced these improvements personally, which led to greater self-confidence and enhanced job satisfaction.  The finding that their practical skills also improved significantly is important.  Additional tuition of practical skills and their evaluation are therefore not necessary.  PEP may therefore be run as a distance learning program with confidence.

Table I
Pre- and post-test marks for cognitive knowledge

STUDY TOWN
Total mark = 70
Pre-test
Post-test
p-value#
-  mean (SD)
35,9 (7,3)
  58,3 (10,7)
 <0,0001
-  median
36,0
  61,0
-  range
18-51
  32-70

CONTROL TOWNS
Total mark = 70
Pre-test
Post-test
p-value#
-  mean (SD)
35,9 (5,6)
 37,7 (7,3)
0,185
-  median
36,0
  36,0  36,0
  36,0
-  range
24-57
  26-60

# Student’s t-test
* Mean improvement 22,4 (32,0%)

Table II
Marks allocated to the attitude questionnaire during pre- and post-testing

STUDY TOWN
Total mark = 25
Pre-test
Post-test
p-value#
-  mean (SD)
14,5 (6,4)
20,6* (3,6)
0,000
-  median
15,5
21,0
-  range
0-25
13-25

CONTROL TOWNS
Total mark = 25
Pre-test
Post-test
p-value#
-  mean (SD)
16,7 (4,5)
16,0 (4,0)
0,646
-  median
17,0
16,0
-  range
6-25
4-22

#  Student’s t-test

*  Mean improvement in study town =  6,1 (24,4%)

Table III
Percentages achieved for practical skills during pre- and post-testing

STUDY TOWN

Pre-test
Post-test
p-value#
-  mean (SD)
48,8 (33,9)
  85,4 (23,7)
-  median
50,0
 100,0
 0,000
-  mean improvement = 36%

CONTROL TOWNS

Pre-test
Post-test
p-value#
-  mean (SD)
48,6 (31,2)
  49,7 (32,3)
-  median
50,0
  50,0
 0,99

# Kruskal-Wallis H

THE USE OF FOCUS GROUPS IN THE DEVELOPMENT OF STANDARDS FOR PERINATAL EDUCATION

MS Richter

Department of Nursing Science, University of Pretoria

Introduction

Every woman has the right to perinatal education, and the quality thereof is imperative.  Quality assurance is necessary with the purpose to deliver a high quality and appropriate health service.  Quality assurance is the process of formulating standards to improve the clinical practice.  The researcher used grounded theory to develop a conceptual framework for perinatal education.  Focus groups were used as one of the data collection methods.

Definition of Focus Groups

A focus group interview can be defined as a qualitative technique using discussion among a group of 4 – 12 people in a comfortable, non-threatening environment to explore topics or obtain perceptions about a given problem or topic of interest.  The technique makes use of group interaction to provide insight and data that are not accessible without the stimulus of the group discussion.

Advantages of Focus Groups

Gathering participants for group interviews allows researchers to gather data from a number of participants in one session.  Focus groups allow the researcher to interact directly with the respondent.  The open response format of the focus groups provides an opportunity to obtain large and rich amounts of data in the participant’s own words.  Focus groups allow participants to build upon the responses of other group members and are very flexible. This allows for a wide range of topics to be discussed with a variety of participants and settings.  Focus groups may be one of the few data gathering tools for obtaining data from children and people that are not literate.  The results from focus groups are easy to understand.

Limitations in using Focus Groups

Generalization is difficult because small numbers of participants are interviewed and participants are usually not randomly selected.  Responses provided in group interviews are not independent and an aggressive or dominant participant can bias results.  The facilitator can also bias results through the manner of questioning.  Careful selection and training of the facilitator is critical to reduce bias in data collection.

The Phases of Focus Group Meetings

Focus group meetings can be divided into four phases: planning, conducting, analyzing and reporting.

Planning the focus group

Budget and time constraints are important considerations in planning.  Cost factors may include the salary of the facilitator, hiring of audio and video recorders and transcribing of the recorded data.  It also takes time to recruit members, to set the necessary facilities and to have the material transcribed and analyzed.  The number of focus groups depends on the homogeneity of the groups and the complexity of the information sought.  The principle is that focus groups should continue to be run until a clear pattern emerges.  The group size must vary from 4 – 12 participants.  Groups that are too small can give rise to an unproductive discussion and groups that are too big have the danger that smaller discussions may start in the group.  Focus group participants were contacted initially by telephone, letter or in person.  A follow-up letter was sent out as a reminder of the purpose of the group and the date, time and place of the meeting.  The researcher made use of an incentive to motivate the participants to attend the focus groups.  The reason for incentives is simple.  The fact is that focus groups are often more important to the researcher than they are to the participants.

Conducting the focus group

The facilitator is the key to a successful focus group.  The facilitator sets the mood of the group by creating a non-threatening, warm, accepting, enthusiastic and objective environment that encourages participants to share their views).  The physical arrangement of the group may influence the nature of the interaction among the participants and the amount of information obtained.  Most participants are comfortable when seated around a table.  The table provided a protective barrier between participants, especially for the more insecure participant.  It helped to establish a sense of territoriality and personal space that made the participants feel safe.

Analyzing the data

The data generated from the focus group discussions are the words spoken by the participants during the recorded focused sessions and all the meanings spoken with these words.  The data analysis approach that was followed in this research was to use the data as the basis of categories that emerged from them.   

Recording the data

Analysis of the data should result in the discovery and clarification of the topics discussed.  It is a good idea to include direct quotes as illustration and to provide richness to the discussion.  It also puts the reader in touch with the participant.  The report is a summary and should distinguish which information is important and why.

Conclusion

The different approaches to focus group were discussed in this paper and it has been shown that the focus group data gathering method is sufficiently versatile to be used in any number of nursing settings to examine a range of views, perceptions and beliefs.

THE GHANA-CARNEGIE POSTGRADUATE PROGRAM IN OBSTETRICS AND GYNAECOLOGY.  IT’S IMPACT ON RESEARCH AND PUBLICATIONS IN REPRODUCTIVE HEALTH

SWK Adadevoh

Department of Obstetrics and Gynaecology, University of Science and technology, School of Medical Sciences, Kumasi

Summary 

The Ghana-Carnegie Postgraduate Program in Obstetrics and Gynaecology (P/G OB-Gyn) is an innovative community-oriented collaborative project between the Carnegie-Corporation of New York, the American College of Obstetricians and Gynaecologist (ACOG) USA, The Royal College of Obstetricians and Gynaecologists (RCOG) UK; the Ghana Ministry of Health, the University of Ghana Medical School, Accra and the School of Medical Sciences, Kumasi.

It was initiated in October 1987 at an international consultative meeting at the Royal College of Obstetricians and Gynaecologists in London, U.K. (1,2).

For the first time in the history of the two great colleges ACOG and RCOG collaborated on a postgraduate training program.

Goal/Objective

The main and primary goal/objective of the program amongst six others is:

“To develop a training program appropriate to the health needs of West Africa which will contribute to reducing maternal morbidity and mortality”.

Materials and Methods

The fourth year of the five year program is the innovative community 4th year in which residents spend 3 months overseas, 3 months at the Ghana Institute of Management and Administration (GIMPA), and six months in a Ministry of Health facility in the district/community carrying out: clinical duties under consultant supervision; out reach activities and community based research and studies.

(Publications resulting from the research/studies

(Reprints or photocopies of the papers published and

(Photocopies of Papers read at conferences with supporting written evidence were submitted by the graduates to the Author.  These papers were thoroughly studied and meticulously analysed and then assigned to the appropriate component of reproductive health as defined in the national reproductive health manual (3)

Results

In the ten-year period 1987-1997 fourteen specialists graduated with the Fellowship Diploma of the West African College of Surgeons (FWACS).

A total of 31 papers were published and 47 papers were read at various conferences.

The papers were published in 8 review journals and in two textbooks.  Most of the papers 10/31 (32.3%) were published in the Ghana Medical Journal (GMJ), 8/31 (25.8%) in the International Journal of Gynaecology and Obstetrics (IJGO) and 4/31 (12.9%) in the West African Journal of Medicine (WAJM).

Most of the conference papers 17/47 (36.2%) were read at the Ghana Surgical Research Society Conferences, 12/47 (25.5%) at the West African College of Surgeons Conferences and 8/47 (17.0%) at the Society of Obstetricians and Gynaecologists of Ghana Conferences.

Most of the publications 19/31 (61.3%) and conference papers 32/47 (68.1%) were on Maternity Care/Safe Motherhood.  Only 38.7% and 31.9% respectively dealt with the other components of RH.

Discussion

In reviewing and analysing the publications and scientific papers read it is worth noting that the journals in which most of the papers were published namely GMJ, IJGO and WAJM show that dissemination of the research findings is not limited to only readers in Ghana and West Africa but are also available to the international community of obstetricians and gynaecologists.  That most of the publications (61.3%) and most of the conference papers (68.1%) were on Maternity Care/Safe Motherhood is interesting when seen against the main and primary objective that formed the basis for the Carnegie Grant support for the training program, namely the reduction of maternal mortality and morbidity.

Conclusion

The Ghana-Carnegie P/G Ob-gyn program with its innovative community 4th year, illustrates the important role that professional training can play in Reproductive Health Care, Service and Research.  A good number of research and publications have been achieved through this innovative program especially in the area of Maternity Care/Safe Motherhood.

There is, however, a great need for more research in the other component areas of reproductive health.

THE IMPACT OF HEALTH WORKERS FOR CHANGE IN SEVEN SETTINGS: A USEFUL MANAGEMENT AND HEALTH DEVELOPMENT TOOL

WO Ouma1, R Laisser2, M Mbilima3, M Araoye4, P Pittman5, I Agyepong6, M Zakari7, S Fonn8 and C Vlassoff9
1 Ministry of Health Kenya; 2 Institute of Allied Health Sciences, School of Nursing, Dar es Salaam, Tanzania; 3 University Health Centre, Dar es Salaam, Tanzania; 4 Department of Epidemiology and Community Health, University of Ilorin, Nigeria; 5 Women, Health and Development Program, Division of Health and Human Development, Pan American Health Organisation, Washington, D.C.; 6 Ministry of Health, Ghana; 7 National Institute for Trypanosomiasis Research, Kadua, Nigeria; 8 Women's Health Project, Department of Community Health. University of the Witwatersrand, Johannesburg, South Africa; 9 Canadian International Development Agency.

Health Workers for Change is a series of six workshops: Why I am a health worker; How our clients see us; The needs, met and unmet, of women; Women’s status in society; Obstacles to providing good quality care; and Solutions. The methodology aims at "problem posing", presenting back to health workers their own conditions and asking them to reflect on them. HWFC uses techniques such as games and role-plays, poetry and designing questionnaires. Each activity leads into a discussion about provider – patient relations. People enjoy the workshops and because of the structure they allow for open discussion of a difficult topic without health workers feeling victimised or blamed. Research
 has shown that participants enjoy the workshop process "Each time you arrive with something different! It's really interesting to see what you'll bring.”

A multi-centre study was conducted in six African and one in Latin American primary health care sites to test the impact of HWFC on the provision of health services at the facility level, on the local health system in which the facility operates, and on the perceptions of quality of service provision by women clients. The study design consisted of the collection of baseline information at Time 1. Thereafter, the HWFC workshop series was conducted by independent facilitators and researchers were blind to the content and outcome of the intervention. At Time 2 (T2), about four weeks after, and T3 about 9 months after the completion of the HWFC workshops, short and longer-term impact assessments were conducted. A variety of qualitative and quantitative research methods were used including key informant interviews, structured observations, time flow studies, group interviews, focus group discussions individual interviews and records reviews. 

Findings

Data assessing patient opinion came from time flow studies, observation of provider client interactions, client interviews and focus group discussions. In 5 of the 7 sites a decrease in waiting time was recorded. In 4 of the 7 sites improved provider client interactions were documented including providers being described as more respectful, patients receiving improved explanations, getting more prompt attention, experiencing increased privacy (patients were now encouraged to bring a cloth to cover themselves during ANC visits as compared to previously). A patient who had delivered at home described how she was welcomed and not scolded (as she had expected) when she came for the first child health visit. In these 4 sites drug availability improved and demands for bribes decreased. Patients still complained about lack of electricity and water and the fee for service system.

At facility level data was collected from: key informant interviews; staff questionnaires; document and facility review. Positive changes were seen at 5 sites: better team work; implementation of plans made during HWFC workshops (removing the double registration system for MCH patients, inviting community member to check drug supplies); instituting clinic meetings; staff taking initiative to solve problems; staff developed plans to use clinic retained % of user fees; and improved drug ordering.

At the system level data came from interviews and document reviews. Positive changes were noted in 4 sites and these included improvements to supervisory visits; recognition that facility took initiative and support for that initiative (e.g. electrification and exclusion from HSR ordering system). However this level was identified as the rate-limiting step in achieving improvements. 

Because of the concordance of findings between various data tools and across sites it was possible to draw conclusions about positive change. While some outcomes were directly related to HWFC, often there was synergy with other interventions.

Conclusions

HWFC workshops are enjoyable and foster a problem solving approach and this has a positive impact on provider-client relations and facility level functioning. This intervention addresses a vexed area of quality of care, that of interpersonal relations. Women using maternal health services have often sited this as their biggest problem. This tool is able to sensitise health care providers to this issue and in three of the sites in this study specific interventions which benefited women attending antenatal and delivery services were documented as a result of implementing HWFC. 

A STEP FORWARD ON THE PATHWAY TO MATERNAL AND PERINATAL SURVIVAL: GUATEMALA’S MOTHERCARE PROJECT (1994-98)

E Bocaletti

MotherCare, Arlington, Virginia, USA

Objectives

Guatemala has a maternal mortality ratio of 248 per 100 000 live births, the third highest in the Western Hemisphere.  The majority of births take place at home with traditional birth attendants.  The MotherCare Project aimed to bring the communities and health facilities together to save the lives of women and newborns.  A climate of fear and suspicion exists in Guatemala due to the cultural and language differences among the Ladinos and the indigenous people, who make up approximately half the population, and a civil war of 36 years that ended only in 1996.

Methods

Recognition of life-threatening complications and their danger signs and where to go  for help were emphasised during TBA training, broadcast by radio to communities, formed the basis for counselling during prenatal care, and were a major focus in the discussions with women’s groups.  Tutorial training followed by monthly supervisory visits for doctors, nurses and nurse auxillaries, including sensitisation to local birthing traditions, strengthened their counselling and clinical skills.

Outcome Measures and Results

Coverage of EOC

· In rural departments where the use of EOC facilities for delivery is reported as low as 5%, hospitals in project areas have witnessed increased in use rates of 50-77%.

· Met Need has doubled in project area hospitals (meaning a greater proportion of women having complications seek care).

· Equity has improved through increased use of EOC services by women with little or no education and those who are indigenous.

Quality of Essential Obstetric Care

· The confidence and skills of providers to perform high quality maternal and newborn care have significantly improved.  This effect of training continues more than 2 years after completion of the training course.

· Providers who have received training and the facility directors (both medical and nursing) report an improved attitude toward providing care and working in a team, as well as providers’ enhanced ability to recognise problems early and to intervene skillfully.

Conclusions

This $1.3 million MotherCare/USAID effort, in support of the Guatemala Ministry of Health, was augmented with funding from the European Union.  Together nearly a third of the country has been reached by this community-based approach to reach women and newborns with essential obstetric services.  The next steps are to sustain current activities and expand them across the country – efforts that rank high on the agenda of the Ministry of Health in Guatemala.

QUALITY OF REGISTRATION OF MATERNAL DEATHS IN MOZAMBIQUE: A COMMUNITY-BASED STUDY IN RURAL AND URBAN AREAS

FF Songane, S Bergstrom

Department of Obstetrics and Gynaecology, Beira Central Hospital, Mozambique

Maternal mortality is an important indicator used to assess the level of development of a country and particularly the coverage of health services.  In Africa, where the maternal mortality ratios are about 100 times higher than those of developed countries, the situation is even worse due to problems of under-registration.

Objectives

To evaluate mortality among women of reproductive age (15-49 years) in rural and urban areas, and select the maternal deaths (FIGO/WHO definition) and compare the study findings with figures available from public sources.

Methods

This was a prospective community-based study carried out in the central region of Mozambique covering a twelve month period, from 01/08/96 to 31/07/97.  The research team had people living in the community, and the deaths were analysed as they occurred following a structured questionnaire which included interviews with the most qualified person who treated the deceased, should this be applicable.  The study area involved a population of 207 369 inhabitants.

Outcome Measures

To find the deaths of women of reproductive age and from those identify the maternal deaths.

Results

We found a total of 214 deaths of women of reproductive age of which 40 were classified as maternal deaths.  Gross under-registration was noted as health institutions failed by 86% in recording maternal deaths, the same happening with other official sources, like Civil Register and the Funeral Services, registering only 9% of the maternal deaths.

Conclusion

There is an urgent need of organisation in the health network in order to keep proper records, a fundamental basis for monitoring.  On the other hand a practical way should be found to account for the dead, as people tend to ignore the established services.  In the region where the study took place a close collaboration with private cemeteries appears to be a way to be further explored.

PERINATAL MORTALITY AT FRONTIER HOSPITAL, QUEENSTOWN: A FOUR YEAR AUDIT USING THE PERINATAL PROBLEM IDENTIFICATION PROGRAMME (PPIP)

ME Patrick, P Suarez, D Brown

Background

Frontier Hospital is situated in Queenstown and is the designated Regional Hospital for the Northern Region of the Eastern Cape Province. It serves a population of 810 000, 450 000 of whom live in the Queenstown District. The total number of women of childbearing age is 181 000. Most deliveries in the Region occur in hospitals. Surrounding clinics provide antenatal services. The “booking” rate is about 90%. The perinatal mortality rate and other indices that measure the well-being of, and the quality of care received by, the perinatal population are unknown.

Objectives

The objectives of the audit are to determine the perinatal mortality rate (PNMR), the major obstetric and neonatal causes of death, the occurrence of avoidable factors in perinatal deaths and maternal syphilis serology at the time of delivery; and to compare findings from retrospective and prospective data gathering methods.
Methods

The 4-year study period is from 1 July 1995 to 30 June 1999. All perinatal deaths (stillbirths and early neonatal deaths) weighing more than 499 grams were assessed. From 1/7/1995 to 30/6/96 a retrospective hospital folder review was performed using the maternity register to find the deaths. From 1/7/1996 to 30/6/1999 a prospective assessment of the deaths was done using the PPIP system and monthly perinatal mortality meetings. Parameters are measured over one-year periods ending June. The perinatal mortality rate (PNMR) is expressed as deaths per 1000 deliveries. The following indices are expressed as percentages of all deaths per year: 

· obstetric and neonatal/final causes of death (OCD, NCD - >999g only);

· avoidable factors for each death related to the mother, the health system (excluding syphilis screening) and to medical personnel; 

· medical personnel-related avoidable factors, grouped into antenatal care, intrapartum care, neonatal resuscitation and neonatal care; 

· and syphilis serology at the time of delivery.

Results

The findings are summarised in the following table: 

	Year Ending June
	1996
	1997
	1998
	1999

	Deliveries per year
	2604
	2331
	2244
	2440

	Average deliveries per day
	7
	6
	6
	7

	Perinatal deaths
	98
	140
	127
	119

	PNMR (>499g)
	38
	60
	57
	44

	PNMR (>999g)
	32
	47
	45
	38

	Stillbirth:neonatal death ratio
	2.9
	1.5
	2.0
	2.5

	OCD (%): Unexplained stillbirths
	33
	21
	25
	29

	Labour-related hypoxia
	27
	16
	20
	18

	Antepartum haemorrhage
	11
	5
	16
	8

	Hypertension
	4
	11
	8
	5

	Preterm labour
	4
	7
	6
	7

	Foetal abnormality
	3
	8
	4
	3

	NCD  (%): Perinatal hypoxia
	11
	19
	11
	11

	Immaturity
	3
	3
	5
	6

	Infection
	1
	2
	3
	2

	Congenital abnormality
	1
	4
	6
	1

	Avoidable factors (%): Patient
	2
	8
	28
	10

	Health system
	6
	9
	9
	4

	Medical personnel
	18
	49
	56
	46

	Personnel: Antenatal care
	5
	16
	15
	6

	Intrapartum care
	13
	33
	40
	33

	Neonatal resuscitation
	0
	0
	0
	4

	Neonatal care
	0
	0
	1
	3

	Syphilis serology (%): Positive
	4
	1
	6
	5

	Negative
	8
	14
	24
	28

	Unknown
	88
	85
	70
	67


On average, there are 6-7 deliveries per day and over 100 deaths per year. The retrospective PNMR is 32:1000 deliveries. The prospective PNMR starts at 47 and shows a downward trend (figure 1).
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For causes of death, retrospective and prospective findings are similar. The two leading obstetric causes of death (figure 2) are unexplained stillbirths and labour related hypoxia.
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Figure 2: Obstetric causes of death
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The leading neonatal cause of death (Figure 3) is perinatal hypoxia.
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Figure 3: Neonatal causes of death
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Avoidable factors (figure 4) are infrequent in the retrospective period. In the prospective 

period, medical personnel related avoidable factors occur in about 50% of deaths. Of these, intrapartum care-related avoidable factors make the largest contribution (figure 5). Failure to use and incorrect use of the partogram account for most of these.
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Figure 5: Personnel-related avoidable factors
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Syphilis serology at delivery (figure 6) is unknown in over 80% of deaths in 1995/1996 and for the 4-year period there is a downward trend to 67%.
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Conclusions

The PNMR at Frontier Hospital rose sharply from the retrospective to prospective periods. The birth register may not have recorded all deaths in this period. The downward trend in the PNMR in the latter three years coincides with the prospective PPIP-based audit. The cause of death for many foetuses is unknown. Where cause of death for foetuses is known, and for neonates, labour related hypoxia is by far the leading cause. Medical personnel-related avoidable factors are frequent and are related predominantly to intrapartum care. By addressing quality of intrapartum care, it should be possible to reduce deaths from labour related hypoxia and therefore to further reduce the PNMR. Syphilis serology status at delivery indicates failure to effectively implement national policy on syphilis screening in pregnancy in the Queenstown district. The marked difference in the PNMR and avoidable factor information provided by prospective versus retrospective data collection suggests greater reliability in the prospective method. PPIP is an easy-to-use tool that provides easy-to-use information. Facilities providing perinatal care should be encouraged to conduct similarly structured audits.

DOES MATERNAL “NEAR MISS” AUDIT MAKE A DIFFERENCE?

GD Mantel

MRC Unit for Maternal & Infant Health Care Strategies, and the Near Miss Study Group

Objective

To assess whether audit with passive feed back improves the quality of maternal care

Design

Descriptive study before and after the intervention.

Setting

Kalafong and the Pretoria Academic hospitals.

Intervention

A maternal “near miss” describes a patient with an acute organ system dysfunction, which if not treated appropriately, could result in death (see Table 1 for definitions of a "near miss"). Audit of all cases of maternal near misses and mortality was performed over 2 years. A program of passive feedback of the findings to the medical health care workers was introduced in the second year.

Outcome measure

Determine whether any change occurred between the first and the second year in the number of near misses or deaths, in the occurrence of severe organ complications, or in the number of missed opportunities amongst maternal near misses and deaths.

Results

There were 153 and 137 near misses in the first and second year respectively (Table 1). 29 women died during each year. There was no change in the obstetric demographics noted. Postpartum haemorrhage as a primary obstetric cause of near miss decreased over the study period (29 to 13 cases, p=0.047, see Table 2). Pulmonary oedema as a marker of near miss, in women resident in Pretoria, decreased from the first to the second year (9 to 1 case, p=0.03) but did not decrease significantly as a complication overall (28 to 25 cases, p=0.99) (see cardiac dysfunction in Table 3). Hypovolaemia (see Table 2) as a complication did decrease overall (71 to 40 cases, p=0.043) and was contributed mainly by a decrease amongst the women referred into Pretoria from outside the health region. There was no discernable decrease in the occurrence of avoidable factors associated with medical care between the 2 years.
Table 1: Near miss markers 1st & 2nd year: 
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	MARKERS
	N
	%
	N
	%

	A. ORGAN SYSTEM BASED
	
	
	
	
	

	1. Cardiac dysfunction:
	i) Pulmonary oedema: A clinical diagnosis necessitating intravenous furosemide or intubation.
	22
	14.4%
	13
	9.5%

	
	ii) Cardiac arrest
	0
	
	0
	

	2. Vascular dysfunction:
	i) Hypovolaemia requiring 5 or more units whole blood or packed cells for resuscitation.
	31
	20.3%
	20
	14.6%

	3. Immunological dysfunction:
	i) Intensive care admission for sepsis.
	0
	
	4
	2.9%

	
	ii) Emergency hysterectomy for sepsis.
	17
	11.1%
	18
	13.1%

	4. Respiratory dysfunction:
	i) Intubation and ventilation for more than 60 minutes for any reason other than for a general anaesthetic.
	2
	1.3%
	8
	5.8%

	
	ii) Oxygen saturation on pulse oximetry less than 90% lasting more than 60 minutes.
	0
	
	1
	0.7%

	
	iii) The ratio of the partial pressure of oxygen in arterial blood to the percentage oxygen in inspired air is 3 or less. i.e. paO2 / FiO2 is 3 or less.
	1
	0.7%
	0
	

	5. Renal dysfunction:
	i) Oliguria, defined as less than 400 ml per 24 hours, not responding to either intravascular rehydration or attempts at inducing a diuresis with furosemide or dopamine.
	1
	0.7%
	0
	

	
	ii) Acute deterioration of Urea to above 15 mmol/l or of Creatinine to above 400 mmol/l.
	13
	8.5%
	10
	7.3%

	6. Liver dysfunction:
	i) Jaundice in the presence of pre-eclampsia. 
	0
	
	1
	0.7%

	7. Metabolic dysfunction:
	i) Diabetic keto-acidosis.
	3
	2%
	2
	1.5%

	
	ii) Thyroid crisis.
	0
	
	1
	0.7%

	8. Coagulation dysfunction:
	i) Acute thrombocytopenia requiring a platelet transfusion.
	9
	5.9%
	11
	8%

	9. Cerebral dysfunction:
	i) Coma in a patient lasting more than 12 hours.
	1
	0.7%
	3
	2.2%

	
	ii) Subarachnoid or intracerebral haemorrhage.
	5
	3.3%
	5
	3.6%

	
	
	
	
	
	

	B. MANAGEMENT BASED
	
	
	
	
	

	1. Intensive care admission:
	i) For any reason.
	13
	8.5%
	12
	8.8%

	2. Emergency hysterectomy: 
	i) For any reason.
	32
	20.9%
	25
	18.2%

	3. Anaesthetic accidents:
	i) Severe hypotension associated with a spinal or epidural anaesthetic. 
	1
	0.7%
	1
	0.7%

	
	ii) Failed tracheal intubation requiring anaesthetic reversal.
	2
	1.3%
	2
	1.5%


Table 2: Primary obstetric factors in the 1st & 2nd years: 

	
	1st year
	2nd year

	
	Near miss (153)

n (%)
	Death (29)

n (%)
	Near miss (137)

n (%)
	Death (29)

n (%)

	Direct causes:
	
	
	
	

	1. Hypertension:
	41 (26.8%)
	11 (37.9%)
	37 (27%)
	8 (27.6%)

	2. PPH:
	29 (19%)
	1 (3.4%)
	13 (9.5%)
	1 (3.4%)

	3. APH:
	13 (8.5%)
	0 (0%)
	17 (12.4%)
	1 (3.4%)

	4. Abortion:
	27 (17.6%)
	6 (20.7%)
	28 (20.4%)
	5 (17.2%)

	5. Ectopic pregnancy:
	15 (9.8%)
	0 (0%)
	11 (8%)
	0 (0%)

	6. Pregnancy related sepsis:
	6 (3.9%)
	4 (13.8%)
	6 (4.4%)
	0 (0%)

	7. Anaesthetic complications:
	2 (1.3%)
	0 (0%)
	3 (2.2%)
	2 (6.9%)

	8. Acute collapse & embolism:
	0 (0%)
	1 (3.4%)
	0 (0%)
	1 (3.4%)

	
	
	
	
	

	Indirect causes:
	
	
	
	

	1. Non-pregnancy related infections:
	6 (3.9%)
	4 (13.8%)
	1 (0.7%)
	3 (10.3%)

	2. Pre-existing maternal disease:
	14 (9.2%)
	1 (3.4%)
	17 (12.4%)
	5 (17.2%)

	
	
	
	
	

	Fortuitous deaths
	0 (0%)
	2 (6.8%)
	4 (3%)
	3 (10.3%)


Table 3: Organ system dysfunction in the 1st & 2nd years

	
	1st
	Year
	2nd
	Year

	
	Near miss (153)

n (%)
	Death (29)

n (%)
	Near miss (137)

n (%)
	Death (29)

n (%)

	Vascular:
	71 (46.4%)
	3 (10.3%)
	40 (29.2%)
	3 (10.3%)

	Cardiac: 
	30 (19.6%)
	6 (20.6%)
	28 (20.4%)
	19 (65.5%)

	Immunological:
	19 (12.4%)
	10 (34.5%)
	26 (19%)
	4 (13.8%)

	Coagulation:
	30 (19.6%)
	5 (17.2%)
	29 (21.2%)
	4 (13.8%)

	Renal:
	31 (20.3%)
	11 (37.9%)
	25 (18.2%)
	6 (20.7%)

	Respiratory:
	18 (11.8%)
	16 (55.2%)
	26 (19%)
	8 (27.6%)

	Cerebral:
	14 (9.2%)
	8 (27.6%)
	16 (11.7%)
	8 (27.6%)

	Liver:
	21 (13.7%)
	3 (10.3%)
	9 (6.6%)
	2 (6.9%)

	Metabolic:
	3 (2%)
	0
	3 (2.2%)
	2 (6.9%)


Conclusion

Passive feedback, in the form of case discussion with the medical staff, of the information gathered during the near miss audit has not made any difference to the overall incidence of maternal near misses or mortality. Near miss caused by postpartum haemorrhage and the complication of hypovolaemia did decrease, but was mainly amongst the referrals from outside the health region, an area not targeted with audit feedback and therefore caused by some other factor. There has been no discernable change in the occurrence of avoidable factors associated with medical care in our region between the 2 years. Feedback, the final loop of the audit cycle, needs to be directed more widely and more actively, before any improvement in maternal care is going to take place.

CERVICAL ABNORMALITIES IN SOUTH AFRICA – IMPLICATIONS FOR HEALTH SERVICE DEVELOPMENT

S Fonn

Women’s Health Project. 

The data on which this paper is based is drawn from a Multi-centre National Cervical Cancer Prevalence survey co-ordinated by CANSA and WHP performed by the following researchers Prof B Bloch, Dr S Fonn, Dr Bennun,  Prof H Cronje, Prof E de Jonge, Dr G du Toit, Prof Lindeque, Dr Mabina, Dr Maise, Dr Moja, Dr Rees

Objective

A multi centre study to determine the prevalence of cervical abnormalities, focusing on unscreened South African women aged 20 and above was undertaken to determine the prevalence, by 5-year age category, of cytological abnormalities. In addition the study collected information on the capacity of the health service to provide cervical screening services, specifically whether appropriate action was taken based on the results and whether patients received their results. 

Methods

A multi centre population based prevalence survey co-ordinated by CANSA was undertaken with a site in each of the 9 provinces. Women 20 years and older who preferably had never had a pap smear but at least had not had a pap smear within the last 5 years were included. The departments of Obstetrics and Gynaecology from seven Universities adapted the core protocol developed by Women’s Health Project to suit local circumstances. Each University chose a circumscribed geographical site and women in the target population were informed about the study and encouraged to attend for a Pap smear. Various methods to provide screening were used in each site: services were integrated into existing health care services provided by existing staff; nurses were specifically employed to do the pap smears; lay women were trained to do pap smears. In all sites use was made of the usual referral mechanism for more advanced care. Care of individuals with abnormalities was the responsibility of the principle researcher in each of the study sites. In Kwa Zulu Natal a mobile clinic staffed by a gynaecologist traveled to the area to perform pap smears and provide follow up services. Each site used a standard data collection form and data was forwarded to Women’s Health Project where it was coded, entered on a mainframe computer and analysis using SAS was undertaken. This paper focuses on follow up as a method of assessing health system functioning for cervical cancer screening.

Results

20277 pap smears were taken over the study period. 80% had never had a Pap smear before and 92,1% of the total population had not had a Pap smear in the last 5 years. 70,5% of the total population came to the service specifically for a Pap smear. The source of information about the availability of screening was similar for all sites and was from the clinic staff (47,5%) or an advert specifically about the study using some form of mass media (42,1%). The major reason for coming for a Pap smear (similar across all sites) was to ensure good health and exclude cancer. Overall the adequacy rate of smears was high and 95% of smears were reported on. Only 1,6% of slides were unreadable and had to be repeated. In this study population: 2,42% of women screened were found to have low grade SIL and the average age of these women was 33 years; 1,88% had high grade SIL and these women were statistically significantly older at 37.97 years of age; invasive disease was found in 0,47% of the sample. The average age of women with invasive disease was 51.3 years, statistically significantly older. The age specific data is presented in Table 1.

Table 1 Distribution of cervical abnormality (%) by age category

	Age Grp
	N
	Normal
	LSIL
	HSIL
	Sq. Inv. Ca
	Total

	20-24
	729
	89.6
	6.4
	1.7
	0
	4.2

	25-29
	4365
	91.3
	3.3
	1.5
	0.1
	24.7

	30-34
	3455
	92.2
	2.3
	1.9
	0.2
	19.4

	35-39
	2944
	90.9
	2.5
	2.5
	0.3
	16.7

	40-44
	1988
	91
	1.9
	2.5
	0.7
	11.3

	45-49
	1437
	93.3
	1.6
	1.5
	0.7
	8

	50-54
	928
	4.8
	1.1
	1.3
	1
	5.2

	55-59
	759
	93
	1.2
	2.1
	0.9
	4.2

	60+
	1130
	91.9
	0.6
	1.6
	2.5
	6.3

	Total
	17735
	91.7
	2.4
	1.9
	0.5
	


Ninety two percent of patients received their results. Overall 11.81% (2094) patients were noted as requiring a repeat pap smear. 7% of people with normal results (1179) were noted a requiring a repeat pap smear; 82.3% (520) and 58.8% (30) people with ASCUS and AGCUS respectively were noted as requiring a repeat pap smear; 74.6% (306) of people with L SIL were noted as requiring a repeat pap smear. Of the 423 people who were diagnosed as having either H SIL or invasive disease and for whom there was follow up data recorded, 393 (92.9%) were noted as requiring follow up for definitive treatment. However because data from referral institutions are not readily available it was not possible to track whether patients acted on the follow up advice.

Discussion 

Cervical cancer is an age-related disease; screening older women will detect the majority of people with disease. Patients will present to service for pap smears and services themselves or mass media are a good method of disseminating information. There is potential for good follow up as the vast majority of patients got their results. While a small percentage (7%) of women who had normal pap smears were asked to come for a repeat smear this translates into a large number of people, 1179 in this study, which places a large burden on services and on the women themselves. While most people requiring some follow up were picked up 33% of women with LSIL were not asked to return and 7% of women with HSIL or invasive disease were not noted as needing follow up treatment. It is essential in a screening programme that the correct action is taken in response to screening results. This is even more the case when a more limited programme (three times in a women’s lifetime) is proposed.  Guidelines on what follow up are required needs to be developed, disseminated and monitored. 

Conclusions

There is some reason for optimism about providing screening services. From this data it is clear that women of all ages will present for screening, that services can take good quality pap smears and that the vast majority of people do get their results. Effort to ensure coverage of the target population is required. Providing clear management guidelines, and monitoring their implementation is essential. Mechanisms to link PHC and referral institutions need to be established to assess if screening meets the goal of timely treatment for cytological abnormality so as to prevent death from cervical cancer.

EVALUATION OF THE EFFECTIVENESS OF PRETORIA PASTEURISATION TO INACTIVATE HUMAN IMMUNODEFICIENCY VIRUS IN HUMAN MILK. 

BS Jeffery, L Webber*, R Mokhondo
MRC Unit for Maternal and Infant Health Care Strategies

* Department of Virology

University of Pretoria

Introduction

Mother to child transmission of the Human Immunodeficiency virus can occur antenatally, intrapartum and postnatally via breastfeeding. Both cell-free and cell-associated virus have been identified in the milk  of infected women (1).  The risk of transmission via breastfeeding is between 10 and 17%(2).  In developed countries most HIV infected women bottle-feed their infants.  In developing countries, where the prevalence of HIV is much higher, most women still breastfeed .  This is mainly because most women cannot afford milk formula and do not have easy access to the facilities necessary for making up the feeds.  The other problem associated with bottle-feeding in developing countries is that infants do not gain the immunological benefits of breastfeeding and have a higher morbidity and mortality from diarrhoeal disease and possibly other infections.  The World Health Organisation policy on HIV and infant feeding states that women should make informed choices about feeding their infants.  The policy also recognises the risk of illness and infant death  where uninterrupted access to adequate breast milk substitutes and safe preparation of those substitutes cannot be ensured.   Alternative forms of infant feeding which are affordable and appropriate to developing countries are urgently needed.  One such alternative is Pretoria Pasteurisation. 

The Human Immunodeficiency Virus is very heat sensitive.  In human milk banks in North America milk is pasteurised by heating to a temperature of 56º C or 62,5º C for 30 minutes and then rapidly cooled (Holder pasteurisation).  This process has been shown to inactivate all detectable cell free and cell associated HIV in milk samples inoculated with of the virus. (3) Pasteurisation at these temperatures has the advantage of preserving between 60% and 90% of the secretory IgA in the milk (4).

A method has been devised by which HIV infected women may express and pasteurise their breast milk in a domestic setting using inexpensive apparatus and a simple technique(5).  The method (Pretoria Pasteurisation) uses the principle of passive heat transfer.  Milk is placed into a glass jar, the lid replaced and the jar then placed into a pot containing a specific quantity of hot water.  With this method the milk is maintained at temperatures between 56ºC and 62,5ºC for between 10 and 15 minutes.  Pretoria Pasteurisation has been shown to be practically feasible and  reliable under a wide range of conditions. 

As Pretoria Pasteurisation does not maintain the milk at or above 56ºC for as long as 30 minutes, it is not known whether viral inactivation will be completely effective with  this method.   The effectiveness of viral inactivation by pasteurisation has only ever been tested with uninfected milk inoculated with Human Immunodeficiency Virus.  This is a somewhat artificial situation and it will thus be important and clinically relevant to determine the effect of pasteurisation on “wild” virus in the milk of HIV infected women.

Objective

The objective of the study is to test the effectiveness of Pretoria Pasteurisation to inactivate HIV in human milk. 

Method

Women were recruited from the postnatal ward at Kalafong Hospital. Patients were  approached who were of known HIV positive serostatus (ie, women who have been tested for  medical or other indication during the pregnancy or puerperium) and who were between three days and three weeks postpartum. Women were excluded if they had experienced a stillbirth or neonatal death or if they had not yet been adequately post test counselled.  The trial was explained to each woman and she was invited to participate by donating a single specimen of expressed breast milk.  The study was approved by the Ethics committee of the University of Pretoria.  All women participating have given written consent.  

5ml of venous blood was drawn from each consenting HIV seropositive woman for viral load determination.  All  women were requested to hand-express 60ml of breast milk into clean glass containers.  Each sample was assigned a study number and the age of the infant was recorded.  The patient’s parity, present method of infant feeding and whether or not she received any antiretroviral agent was also recorded.  The milk was processed as follows:

Each sample of expressed milk was divided into 3 portions, two control portions and a study portion for pasteurisation. The first control portion was immediately sampled for P24 antigen, HIV RNA and HIV DNA PCR and co-cultured. The second control and study portions were placed into identical glass jars. The control portion was kept at room temperature for 30 minutes and then sampled for P24 antigen, HIV RNA and HIV DNA PCR and  co-cultured.  The study portion of the sample underwent Pretoria Pasteurisation.  Immediately following Pretoria Pasteurisation it was allowed to cool to a temperature of 37 degrees and then sampled for P24 antigen, HIV RNA and HIV DNA PCR and co-cultured.

Supernatant of all co-cultures was sampled every 7 days up to day 35 for P24 antigen, HIV RNA and HIV DNA PCR.

Laboratory assays 

Serology:  All HIV serology was performed with a screening anti-HIV enzyme immunoassay (EIA), Murex EIA HIV-1/2 (Murex Diagnostics Ltd, Dartford, United Kingdom) and positive results confirmed on two additional anti-HIV EIA, Genelavia Mixt HIV-1/2 EIA (Sanofi Diagnostics, Pasteur, France) and Wellcozyme HIV-1 Recombinant EIA (Murex Diagnostics Ltd, Dartford, United Kingdom)

Molecular Assays:  Cell-free virus in breast milk was identified using an RNA polymerase chain reaction methodology and quantitated using the NASBA methodology.  Cell associated HIV will be detected using an integrated DNA PCR methodology.

HIV cell cultures:  A co-culture HIV methodology using normal phytohaemagglutinin stimulated lymphocytes and microtitre plate dilutions was used to culture infectious HIV.  

Measurements

The end points measured were the baseline viral loads in both milk and serum, the presence of P24 antigen in the supernatant of the co-cultures at any of the weekly samplings, and RNA viral load in the supernatant of the co-cultures.

The presence of Viral DNA will also be measured by DNA PCR.  This has  not yet been performed as a test kit with improved sensitivity is awaited. A culture was considered to be positive if there were two or more consecutive positive P24 assays or a rising RNA viral load.

Interim results

To the time of this report, 29 women have been recruited to the study.  These include 2 HIV negative women whose milk was spiked with infected serum.  Of the 27 HIV positive women, 2 had serum and milk viral loads below detectable level despite the confirmation of HIV seropositivity.  Of the remaining 25 women, two were unable to express enough milk for pasteurisation.   

Baseline Data  

Preliminary results are available on 23 women. Viral RNA has been detected in the milk of 18 of 23 (78%) women whose specimens have been processed.  The mean serum viral load is 50728 copies/ml (+/- 23 057 copies).  The mean milk viral load is 422 000 copies/ml   (+/- 358 650 copies).  In 9 patients the milk viral load was higher than the serum viral load.  

Co-culture of control specimens

Five  of the control specimens had a good yield on the P24 assay on more than one occasion indicating viral replication.  A further  6 control specimens were positive for P24 antigen on only one occasion of the six samplings and were then negative again on subsequent samplings. In 8 control specimens, no P24 was identified at any of the samplings.  Whether this transient appearance of P24 is indicative of productive infection of the lymphocyte culture is doubtful.  The control specimens which had a good yield were those from patients with high milk viral loads.  The mean milk viral load in this group was 832 000 copies/ml compared to 78 900 copies/ml in those with indeterminate outcomes and 85 400 copies/ml in those with no evidence of P24.

Increasing titres of Viral RNA were detected with NASBA PCR on control specimen co-cultures of two patients.  These controls both had persistent expression of P24. The baseline viral load in the first of these specimens was 4 million and in the other the baseline assay was invalid but the viral load on sampling at day 7 was 110 000 copies/ml.  Apart from the occasional very low titre, no viral RNA was detected on any of the other control specimens, including the other three with positive P24 assay on more than one occasion.  

Co-culture of pasteurised specimens. 

None of the pasteurised specimens had persistent expression of P24 antigen. Of the five patients with good yield on the control specimens, three had the transient appearance of P24 on the pasteurised specimen on one occasion.  In the first of these, P24 appeared on sampling on day 21 and was then negative on sampling on days 28 and 35 and in the other patient, P24 appeared on day 35 having been negative on samplings on days 7,14,21 and 28.  The interpretation of these results will be covered in the discussion.  

None of the pasteurised specimens showed increasing titres of viral RNA.  In two specimens viral RNA was detectable in the pasteurised specimens but at extremely low levels.  In the first of these the titre fell from levels of 4 million before pasteurisation to 1600copies/ml on day 7 and 800 copies/ml on day 28 and in the other, the titre fell from 340 000 before pasteurisation to 5300 copies/ml on day seven and subsequently below detectable levels.  In neither of these specimens was there any P24 expression.  Because of the enormous drop in titre and subsequent disappearance of the viral RNA, it is most likely that this RNA represents residual fragments and not infectious viral particles.

Specimens of four patients are still undergoing co-culture and thus P24 and viral RNA results cannot be reported on these yet.  All specimens are still to undergo integrated DNA PCR.  This has been delayed due to withdrawal of the commercial testing kit by the manufacturer and a more sensitive replacement kit is awaited.  

Discussion 

Milk viral loads in the group of specimens tested are substantially higher than those reported in other studies, and frequently higher than serum viral load.  This is an unexpected finding and requires validation.  There are several hypotheses as to the reason for the high viral loads, including the possibility of subclinical mastitis, and the fact that these samples were obtained earlier in the puerperium than in other studies 

The co-culture of HIV from breastmilk has produced good yields in the control specimens only from specimens with very high viral loads, often showing no growth from samples with lower viral loads.  It is recognised that in order for viral culture to be successful, a high viral load (in the region of 1 million copies/ml) is required in the initial sample.  There are several substances in human milk which interfere with viral activity and these could also be inhibiting growth of the virus in co-culture 

The transient appearance of P24 antigen in two of the pasteurised specimens is of uncertain clinical significance.  The most important question regarding this phenomenon is whether this late and transient appearance of P24 is an indication of the presence of infectious virus.  The fact that the P24 appears only after day 21 in pasteurised specimens (whereas it is usually present from day 7 or 14 in positive controls) as well as the fact that it does not reappear thereafter would seem to indicate that it is a biological false positive and is not clinically relevant.  When the integrated DNA analysis is completed, this will  shed more light on the viral status of these pasteurised samples. 

Conclusion

Preliminary results of the evaluation of the effectiveness of Pretoria Pasteurisation to inactivate Human Immunodeficiency Virus in Human milk are encouraging.  It is too early to draw a conclusion and further work is necessary.

SHORT-TERM OUTCOME OF HIV-EXPOSED LOW BIRTHWEIGHT INFANTS

SD Delport, CM Gibson
Department of Paediatrics, Kalafong Hospital and University of Pretoria

MRC Unit for Maternal and Infant Health Care Strategies

Introduction

The prevalence of HIV in South Africa is increasing and more infants are being exposed to the virus during delivery.  A certain number of these infants will be low birthweight, needing intensive care and a prolonged hospital stay.  Resources are limited, however, and these infants, if they are infected may place an added burden on services which are already stretched to the limit.  By understanding the short-term outcome of HIV-exposed low birthweight infants, rational decision-making in the early neonatal period may be facilitated.

Aim

To determine the patient characteristics, complications, length of stay and short-term outcome of HIV-exposed low birthweight infants compared with their counterparts who are not HIV exposed.

Patients and Methods

Consecutive inborn infants weighing 2000 grams and less were enrolled.  The mothers were counselled after enrolment of their infants and offered HIV testing.  In the event of a positive test, advice was given regarding the risk of transmission if breastmilk should be given, whereupon the mother decided whether or not to breastfeed.  Zidovudine 8mg/kg/24 hours, administered for 10 days was prescribed for infants receiving formula.  The following data was documented prospectively for all enrolled infants: maternal age, maternal proteinuric hypertension, mode of delivery, birthweight, duration of mechanical ventilation, nosocomial infections, length of stay in the neonatal intensive care unit (NICU), length of hospital stay and survival or death.

Results

One hundred and twenty-five infants were enrolled over a period of four months (15/2/1999 – 1/6/1999).

Of this group, 24 were HIV-exposed, 99 were not exposed and 2 infants’ mothers refused testing.  The latter two infants were excluded from further analyses.  The incidence of HIV-exposed low birthweight infants was 24.2%.  The maternal characteristics with regard to maternal age, proteinuric hypertension and Caesarean section rate are shown in Table 1 showing that the mean maternal age, incidence of proteinuric hypertension and Caesarean section rate were similar in the two groups.  The characteristics of the infants are shown in Table 2.  The mean birthweight of the HIV-exposed infants was similar to the infants who were born to HIV-negative women as were the duration of ventilation, length of stay in the NICU, length of hospital stay and the number of episodes of nosocomial infections.  The mortality of the HIV-exposed infants was similar to that of the infants not exposed to HIV. Of the 24 HIV-exposed infants, five received AZT before 48 hours of age, eight received it after 48 hours and eleven did not receive AZT.

Discussion

The incidence of HIV-exposed low birthweight infants at Kalafong Hospital during the first half of 1999 was 24%.  This figure corresponds with the expected prevalence of HIV-positive pregnant women at the time.  The Caesarean section rate is high in the population studied because of a high prevalence of proteinuric hypertension.  The HIV-exposed infants did not place a greater burden on the neonatal service with regard to the duration of mechanical ventilation, length of stay in the NICU and the number of nosocomial infections.  Their length of hospital stay and mortality were similar to infants born to HIV negative women.

Table 1
Maternal Characteristics

	
	HIV-positive
	HIV-negative
	p-Value

	Mean maternal age
	26.39 years
	26.86 years
	0.37

	Caesarean section rate
	54.2%
	58.6%
	0.34

	PET incidence
	41.67%
	50.5%
	0.22


Table 2
Infant Characteristics

	
	HIV-exposed
	Not HIV-exposed
	p-Value

	Mean birthweight
	1485.63g
	1504.14g
	0.40

	Mean ICU stay
	2.29 days
	4.33 days
	0.21

	Mean hospital stay
	30.46 days
	25.19 days
	0.186

	Mean duration of ventilation
	1.92 days
	2.52 days
	0.37

	Average number of nosocomial infections per patient
	0.67
	0.38
	0.078

	Mortality
	8.3%
	9.09%
	0.47


GENDER DIFFERENCE IN YOUTH STD AND HIV PREVALENCE: IMPLICATIONS FOR PROGRAM DESIGN

J Chege, C Njue, N Rutenburg, A Ajayi

Study Group on the Heterogenicity of HIV Epidemics in African Cities, The Population Council

Objectives

Study findings in Kenya and other African countries indicate a significantly higher level of HIV infection in young women compared to men in the same age group.  This paper will present findings from a population-based survey, whose objective was to assess the factors that determine differential spread of HIV.

Method and Outcome Measures

A population-based survey, using systematic random sampling, was undertaken in Kisumu town in Kenya.  The survey assessed respondents’ sexual behaviour patterns and partnerships, condom use, STDs and health seeking behaviour among male and female respondents aged 15 to 49.  Further qualitative research was undertaken to assess the social context of youth (15 to 24 years) sexuality.

Results

Sex differences in age at sexual debut, condom use, and number of sexual partners were not significant and therefore, cannot account for the high HIV and STD infection levels among the young women.  Mean age at first marriage was significantly lower in female compared to male youth.  In addition, sexual partners of female youth were much older while men have sex with younger women.  The qualitative study on social context indicated factors such as coercion, rape, meeting financial needs, inequality of age and gender power relations as some of the factors driving female youth into early and unprotected sex with older men.

Conclusion

Strategies to provide reproductive health information and services and make services more youth friendly are not by themselves sufficient.  Programs need to develop strategies to address the social context in which adolescent sex takes place.

CAN CHILDBIRTH CARE BE HUMANE AGAIN? THE ROLE OF PATIENTS AND HEALTH PROVIDERS

A Langer

The Population Council, Regional Director for Latin America and the Caribbean

The obstetric health care model that prevails in cities of developing countries is highly medicalized: Women are made to stay in bed with an intravenous line, are subject to regular vaginal examinations and, in some settings, epidural anesthesia is routinely administered, routine episiotomy is performed for the delivery of the head of the baby, and fluids and food are restricted or absent. Moreover, mothers are left alone most of the time, in spite of the large number of unknown people that attend to them, no relatives are allowed to be present, and no midwife stays with the woman throughout labor and delivery (Klaus M et al, 1993; Keirse M et al, 1989). Typically, doctors are busy, distant, and unavailable. They trust technology over physiology, feel ill suited to respond to emotional needs, and their training and practice compel them to indicate obstetric interventions. This way of operating has been rigidly imported from industrialized countries and incorporated into current hospital protocols, usually with no flexibility whatsoever. 

Doulas: Is social support during childbirth an effective intervention to improve the humane treatment of women?

Since the early 1980’s, researchers have conducted a series of trials to test the effects of social support during labor and delivery provided by doulas in hospital settings. Doula means a woman experienced in childbirth who provides continuous physical, emotional, and informational support to a laboring mother before, during and immediately after childbirth (Klaus M et al, 1993). The support provided by a doula to some extent reproduces, in a medical environment, the natural social support women used to receive from other women in their native communities.

The Cochrane Library includes a meta-analysis of thirteen randomized controlled trials involving more than 4900 women, on the effects of social support during childbirth on maternal well-being, neonatal health and medical interventions (Hodnett ED, 1999). The analysis demonstrates that doulas’ support was associated with a slight reduction in the length of labor, less negative ratings of the experience of childbirth by mothers and an increased frequency of exclusive breastfeeding. It also reduces the need for medication for pain relief, Caesarean section, operative vaginal delivery, and reduced the number of newborns with an Apgar score of less than 7 at five minutes. 

The range of outcomes positively affected by support during labor is impressive and clearly shows how the different spheres are interconnected: an intervention originally aimed at improving maternal psychosocial conditions has also an effect on medical interventions and breastfeeding.  However, the impact on medical interventions is modest. In fact, the Kennell et al. study (1991) is the only one that consistently showed a beneficial effect. Furthermore, the strong impact of the earlier studies in this field (Kennell 1991; Klaus 1986) has been weakened by the research that has been more recently implemented for which a substantially larger number of women were recruited in SA and Mexico (Hofmeyr et al, 1991; Langer et al, 1998). 

In the social support trials, providers played a very small role, just responding to the attitude and behavior of the accompanied women, or to the doula’s presence. In fact, the positive effect on medical interventions was mostly achieved by empowering the women: supported mothers got back their capacity to deliver normally and to trust in their biological and emotional skills. Apparently, a woman in control is less vulnerable to unnecessary and excessive medical interventions. In addition, the presence of the doula could have also affected the medical staff directly, by making them feel observed and, consequently, inducing among doctors and nurses a sense of accountability that stimulated compliance with hospital protocols. 
However, doctors and nurses, crucial characters in the obstetric scene, have to be involved if important and sustainable changes were to be achieved in the technical quality of care. In fact, along with social support interventions, other strategies focused on modifying health providers’ decision-making processes, medical norms and health staff routines need to be tested. 

Evidence based medicine: An alternative to involve providers in the humanization of childbirth

Apart from an adequate institutional infrastructure, obstetric care of good quality requires well-trained staff with continuously updated information, along with hospital protocols that incorporate the best scientific evidence available. In developing countries, not only the lack of access to up-to-date medical information is a frequent occurrence (Packenham-Welsh N et al, 1997), but also ineffective or sometimes harmful interventions entrenched in clinical practice despite evidence to the contrary are found. A typical example is the incredibly high rate Caesarean section (CS) has reached in Latin America, in spite of the available scientific facts that support a conservative approach for all conditions that constitute accepted indications for an elective CS. It is clear that specific activities and efforts are necessary to improve professional practice. Evidence-based medicine (EBM) or, in other words, the dissemination of the best scientific evidence available and its incorporation into clinical protocols, constitute a promising lead.

Combining approaches: A better interpersonal and technical treatment for women at childbirth in developing countries

Both patients and providers have an important role to play in humanizing the childbirth experience. On the one hand, women who feel empowered to be active and informed players during labor and delivery will undoubtedly have a better experience, and will certainly contribute to receiving care of a better quality. On the other, skilled providers, armed with the best available scientific evidence, will avoid unnecessary interventions and will give the normal physiology of labor and delivery a new chance. In fact, empowering women and improving providers’ skills should be complementary actions.

Beyond women and medical staff, researchers have also a mandate: to provide scientifically validated results that objectively show the benefits and limitations of each new intervention. In all settings, but especially in those with limited resources, only interventions of proven effectiveness should be considered for adoption on a routine basis. Nevertheless, researchers’ task does not end with the dissemination of scientific findings. In order to undertake changes, programs and services also need evidences of new interventions’ acceptability, cost and feasibility. Special components to address these neglected aspects have been recently incorporated into research protocols. 

Linking research and policymaking at all levels is another area that strongly requires further development (Trostle J et al, 1999). Researchers, health practitioners, advocates and users should jointly promote changes that have proved to be effective to humanize childbirth and improve women’s health and well being.

QUALITY OF CHILDBIRTH CARE IN A GOVERNMENT HOSPITAL IN HARARE, ZIMBABWE

K Mahomed, H Smith, P Garner, E Dangaiso, N Huni

University of Zimbabwe, Liverpool School of Tropical Medicine

Objectives

To document actual obstetric practice at a Government hospital in Harare; to explore with doctors and midwives, differences between reported practice and their knowledge of best practice, and constraints to good practice; to elicit women’s views about the care they receive.

Methods

We selected 6-10 procedures where good evidence (from systematic reviews) about benefits and harms exists and which are important to women during labour.  We used an audit of case notes and observations to document actual practice.  Using vignettes, we asked doctors and midwives how they would manage women during labour in relation to these procedures, and their perceptions of the constraints to good practice.  We interviewed women about care they received and the type of obstetric care they want.

Outcome Measures

Current practice, constraints to providing ideal care, opportunities for change, and women’s views.

Results

Preliminary findings show that midwives have been less exposed to systematic review findings and hold many traditional beliefs.  They are more likely to advocate the use of episiotomy for primigravidaes, and favour routine use of enemas.  Doctors and midwives support the use of interventions shown to be of benefit, such as companionship during labour, but this is difficult to implement with existing facilities.  Providers advocate improved communication and dissemination strategies to facilitate the use of research findings in clinical practice.  Resistance to change, and the attitude of staff are considered major barriers to changing practice.  Women suggested improvements to the quality of interpersonal care provided and hospital facilities.

Conclusions

Using indicators of good obstetric care helps to identify the gap between knowledge and actual practice.  All stakeholders, including women, doctors and midwives need to be involved in all process of change.  Barriers to implementing research findings in practice exist at the organisational, social and individual levels.

WOMAN-FRIENDLY SERVICES: DEVELOPMENT OF A PRACTICAL ORGANISATIONAL AUDIT METHODOLOGY FOR SAFER MOTHERHOOD PROGRAMMES, A CASE STUDY FROM ZAMBIA

SF Murray1, Y Ahmed2,  N MacKeith 1
Institute of Child Health, (University College, London)1, Department of Obstetrics & Gynaecology, University Teaching Hospital School of Medicine, University of Zambia2
This Women-friendly Services project is concerned with developing low cost tools for improving the quality of services in maternity and abortion care facilities in resource poor settings. A collaborative project between the Department of Obstetrics and Gynaecology, University Teaching Hospital, Lusaka, the Lusaka District Health Management Board and the Institute of Child Health, University College London, its aim is to develop, implement, and assess, a methodology for “woman-friendly” maternity and abortion care services at facility level, using an action research framework combined with an organizational audit process. The audit cycle is better known for its application to clinical problems, but it has equal potential for facilitating change processes in the social and environmental dimensions of service delivery.  Action research, in association with organisational development techniques such as participatory problem solving, provides the basis for developing the audit process.

The project combined these approaches into a six-step cycle: 1) Receptivity to change; 2) Initiation, orientation and ownership; 3) Diagnosis; 4) Discussion and prioritization; 5) Implementing change / reassessing practice; 6) Evaluation, recommendations / expansion.

Lusaka’s maternity services encompass 23 midwife-staffed clinics (10 with beds) as well as the University Teaching Hospital (UTH) which functions as their second referral level. 

In the diagnosis stage data was collected from four main data sources, the service providers (clinical and non-clinical staff), users and non-users, observation of consultations, routine service data. 

Maternity staff’s views of their work and opinions on the quality of service was elicited through a self-completing questionnaire. Non-medical staff such as cleaners, guards and cashiers were consulted along with doctors and midwives. These cadres of staff play key roles within health services yet rarely are asked how they see their work. “Curing sickness” (n=142), “Caring for or assisting a health process/ birth” (n=106) and “Feelings of self worth” (n=104) were the most commonly liked aspects of their work. “Lack of physical resources” (n=250) was by far the most common source of frustration, followed by “poor rewards for staff” (132), “lack of human resources” (n=111) and “lack of respect from colleagues/ the public” (n=86).

Already existing health service data was used to analyse the effectiveness of the referral system and current utilisation patterns of the maternity hospital by women with high risk pregnancies, and women with complications. 3,000 pregnancy related admissions to UTH were examined. Quality of labour-monitoring and decision-making using partograph were then reviewed in a high-referral rate and a low-referral rate clinic.  

A community survey provided information on current maternity facility utilisation by poor women (antenatal, intrapartum and postpartum.), views on existing maternity and abortion care provision and  women’s opinions on what might be the necessary components to a "woman friendly" service. Service use was found to be high, only 5 women out of 1210 had not had any ante-natal care in their last pregnancy. 84% (795) had also had a post natal check up in the first six weeks after delivery. All but 10.5% had their babies in health facilities. The main reason given for not giving birth in a health facility was that the baby came too quickly (n= 67). 36% reported that they did not pay anything for the delivery. 42% paid  5,000 Kwacha or less. Nearly 95% however also had to buy items for the birth (gloves, pads, peg, cloth to wrap baby in). 

Most women rated their maternity care as “good” or “very good”. When staff were kind, gentle, and understanding to women this was highly valued. 58% of the women who gave birth in a health facility in Lusaka particularly remembered an individual who had done their job well, and in 88% of cases this was a midwife. A further 29% said that all the staff did their jobs well. Nearly 21% (n=175), however, remembered someone who had treated them badly in some way.  In 86% of cases this too was a midwife, and in two thirds of these cases they had been shouted at or scolded, or had been examined roughly. 

Observation of antenatal consultations was also carried out using a checklist developed around the Bruce / Mensch five dimensions of quality of care: choice, provider-woman information exchange, provider competence, interpersonal relations, and mechanisms to encourage continuity of medical care.

Having reviewed the WFS reports on the current state of maternity services and maternity care in Lusaka, and the many high quality aspects of the service, a workshop of 60 staff identified the following as areas for intervention to improve women friendliness:

1. Interpersonal skills training for maternity service staff. 

2. Training for maternity service managers in staff support and appraisal methods in order to improve support for junior staff.

3. Offering women the option of a labour companion. 

4. Developing improved IEC for women attending antenatal clinics  (by improving the explanation of processes and procedures, examinations and findings, and danger signs). 

5. Improving privacy in the taking of case histories at antenatal booking visits.

Pilot interventions around these have already begun and reassessment of practice, evaluation and expansion will take place by the end of the year.

CURRENT STATUS OF OBSTETRIC CARE IN SHANGHAI AND OPTIONS FOR CHANGE

Q Xu, H Smith, Z Li, L Ji, P Garner

Shanghai Medical University, Liverpool School of Tropical Medicine

Objectives

To help obstetric service providers document what their current practice is, understand what women want, and identify what the options for change are.

Methods

We selected several indicators of obstetric practice, for which there is evidence (from systematic reviews) about benefits and harms.  We measured current practice using exit interviews with 599 women and an audit of case notes in four selected hospitals.  We interviewed women about the care they receive and the type of care they want.  We interviewed 24 providers in-depth to explore their views about the care they currently provide and constraints to good practice.  We explored interpersonal relationships between providers and women using observations.

Outcome Measures

Current practice in childbirth, provider views of current obstetric care, the client’s perspective of childbirth, and possibilities for change.

Results

Shaving (72.3%), rectal examination (70.3%), episiotomy (81.8%) and supine position during delivery (99.0%) are routinely being practiced in most vaginal deliveries.  Both women and providers favour Caesarean delivery.  Providers lack knowledge of the most recent evidence for some obstetric problems.  Women are generally satisfied with the attitude of staff and interpersonal relations: but doctors failed to explain procedures to women or give adequate feedback after examinations.  Hospitals in Shanghai are moving towards ‘women-friendly’ obstetric care through a process of incremental change, but resource and infrastructure problems prevent the implementation of some interventions shown to be of benefit.

Conclusions

Focusing on particular indicators of good obstetric practice shows promise in promoting evidence-based practice.  Policy makers need to delineate the views of various stakeholders, including providers and users of obstetric care, to bring about organisational change.

A FRAMEWORK FOR THE EVALUATION OF QUALITY OF CARE IN MATERNITY SERVICES

LA Hulton, Z Matthews, RW Stones

University of Southampton, UK

Introduction

The existence of maternal health services does not guarantee their use by women.  Neither does the use of maternal services guarantee optimal outcomes for women.  An important aspect of care that has been highlighted to explain why women either do not access services at all, access them late or suffer an avoidable adverse outcome, despite timely presentation, relates to the intangible concept of quality of care.  Part of the reason for the intangible nature of quality is that it is very difficult to measure.  As long as avoidable deaths and morbidity continue to occur that can, at least in part, be attributed to poor quality care, there is an imperative to overcome the difficulties of definition and measurement (both perceived and real) associated with quality.

This monograph develops a framework that enables the measurement of quality within institutional delivery services for use by public health researchers, policy makers, managers and a range of health professionals.  The framework divides the provision and experience of care into ten elements, drawing on a wide body of research and evidence-based good practice.  For each element, broad standards, criteria and selected indicators are suggested.  The framework is designed to function in two possible ways.  Firstly as a tool by which to help structure a situation analysis review of quality of care as provided at a facility, and experienced and perceived by its clients, actual and potential.

Secondly, as a tool by which to improve the quality of care through the ongoing critical examination of activities, compared with an agreed standard.  Where care falls short of agreed standards it would then be possible to instigate a process to identify opportunities and implement change to bring practice closer to the standard.  This framework provides an instrument by which to guide and structure the measurement and monitoring of quality in this vital area of maternal health care.

The framework weaves together a number of distinct yet integrated components of institutional delivery care: care during normal delivery; care during a complicated delivery; psycho-social-cultural care during labour and delivery; hospital logistics and management; and the overarching health system of which the unit is part.  The hospital administrator and the head of the maternity wards are usually responsible for the first four components mentioned above while the district health authority is responsible for the latter.  The complexity of the task of assessing quality using a framework that draws on elements of care that fall under the remit of different authorities should not be underestimated.  However, as the quality of each component is dependent on the quality of the others, their inclusion conceptually within one broad framework is important.  A fully equipped operating theatre is of no use if it is impossible to locate an anaethetist.  Similarly while care in normal delivery may be clinically exemplary, if a woman is unhappy with the psycho-social support she receives, she and her family may prefer that she deliver at home for any future pregnancy, with the support of traditional birth attendants.

The framework is flexible.  How it is used in practice will depend on a number of factors such as location, resources, management structure, type of institution, capacity for data collection, political will, local circumstances and the degree of staff involvement.  Unless the process by which the framework is implemented is appropriate, effective change will not result.  However it is the context of the framework that provides the foundation for a successful quality assessment process.  The unique contribution of the approach taken in this monograph is the drawing together of research from medical, health policy and social science disciplines to produce an evidence-based model by which to assess quality.  While the process implementation is briefly touched upon, the primary aim is to examine the potential context of a quality assessment of institutional delivery care.

It is important to note that the framework has been designed for use in institutional facilities only, and is limited in its current form to quality of care to pregnant and labouring women and new mothers.  While it is recognised that care of the labouring women and the unborn fetus and newly born infant are closely related, expanding the focus of the monograph would have rendered it unwieldy.  If service are acceptable to women and provide appropriate, timely care, commensurate benefits to the unborn child would be anticipated – see Johansen and Hod (1999) for a discussion of quality development  in perinatal care and Mancey-Jones and Brugha (1997) for a review of the use of perinatal audit to promote change.

Background

More than 585 000 women each year die of pregnancy-related causes worldwide, 99% of these occur in the less developed world (WHO, 1996a).  If timely and appropriate obstetric care were assessed in the event of a complication, an estimated 75% of the above deaths could be prevented.  While in many areas services simply do not exist, where they do they are often under-utilised.  In addition, late presentation of pregnant women in the event of a complication, combined with poor quality of care, contributes to high levels of maternal and perinatal mortality and severe morbidity (Thaddeus and Maine, 1994).  As all pregnant women are at risk of obstetric complications, access to adequate essential obstetric care (EOC) needs to be universal (WHO 1998).  The existence of such care, however, guarantees neither use nor improved outcome.  This will be possible only if the care that exists is of a high enough quality to provide adequate treatment and encourage early utilisation.  Furthermore, quality of care is an essential component of any programme that upholds the basic principles of a reproductive health approach.

Quality is not easy to measure or define.  However, significant progress has been made in defining quality of care in relation to the family planning element of reproductive health (Bruce 1990).  The recognition that the quality of service has an impact on the use of services has given suppliers of such services a strong incentive to improve the quality of care with the goal of greater acceptance and more sustained use of contraceptive technologies.  At the same time, more couples are able to achieve the family size and spacing they desire and a concomitant reduction in overall fertility can be expected, a win-win situation.

However, while the elements of quality care within family planning are relatively well defined and amenable to measurement, a broad approach to quality of care in maternity services has received relatively little attention.  Historically, the major focus in maternity services has been to reduce maternal mortality by the provision of hospital based services.  The effectiveness, of this approach in developed and developing countries has perhaps detracted from the broader issues of quality of care, which affects women’s health and influences the acceptability and uptake of services.  Where services exist they should provide at the very least a standard of care that results in the best possible outcome given the resources available and should not inhibit utilisation.  It is clear from a review of the current literature that no systematic framework is currently available by which to assess quality in maternity care.  There is a need for well-defined criteria and standards at all stages of the complex maternal health-care chain.  As a response, this monograph focuses on quality in one specific section of the care chain: the provision of institutional delivery services.  A framework of meaningful and measurable elements of quality of care is developed, based on an extensive review of evidence from a range of disciplines.  The creation of this framework provides a practical basis on which the systematic improvement of care in this vital part of the maternal health chain may be developed.

CHILDBIRTH COMPANIONSHIP IMPLEMENTATION: A RANDOMISED TRIAL

J Hofmeyr, H Brown, C Nikodem, P Garner*

Effective Care Research Unit, University of the Witwatersrand, * Liverpool School of Tropical Medicine

International and local research has shown the importance of the presence of childbirth companions, both to the mother’s psychological well-being and to her relationship with her newborn child.  Currently in South African hospitals women are often denied a childbirth companion, and due to the staff shortages in these busy hospitals, spend much of their time in childbirth alone and uncomfortable.

Objectives

To determine whether an educational program linked to evidence-based information affects the implementation of childbirth companionship; 2) implementation of evidence-based care; 3) incidence of disrespectful care.

Methods

Baseline staff focus group discussions about evidence-based care and change, and interviews with 200 postnatal women per site regarding companionship and care received during labour, were conducted at ten maternity services in and around Johannesburg (see poster presentation).  These sites were then paired and randomly allocated to study and control sites.  All sites received evidence-based information in the package on childbirth companions developed by the Unit (see poster presentation) and regular follow up by the researcher.

Results

Initial observations indicate that the staff at study sites are willing and able to implement companionship.  An observational account will be presented.  The focus group discussion postnatal interviews will be repeated 6 months after the intervention.

Conclusion

Initial observations indicate that implementation of childbirth companions in South Africa maternity services is achievable.

CLINICAL PREDICTORS OF HYPOXAEMIA IN TERM NEWBORN INFATNS WITHIN THE FIRST HOUR OF LIFE

DE Boshoff (DEB), SD Delport

Department of Paediatrics, Kalafong Hospital and the University of Pretoria

Introduction

The newborn infant’s transition from intrauterine to extrauterine existence requires important biochemical and physiological adjustments in order to establish normal oxygenation.  If the transition does not occur smoothly, hypoxaemia may result.  Failure to recognise hypoxaemia at its onset during this critical period may be complicated by life-threatening sequelae.  Central cyanosis is difficult to detect clinically in newborn infants and its absence does not exclude hypoxaemia.  Pulse oximetry after birth surpasses clinical methods in the diagnosis of hypoxaemia.  It is accurate as well as being non-invasive and easy to perform.  Because of limited numbers of oximeters, particularly in developing countries, oximetry is not presently feasible in all infants after birth.  It is, however, indicated in infants with clinical signs of respiratory distress after birth.

Aim

To determine whether clinical signs of respiratory distress in newborn infants are markers of hypoxaemia.

Patients and Methods

Term newborn infants delivered by Caesarean section were studied.  All infants were assessed within the first hour of life by the same investigator (DEB) with regard to colour, pulse rate and clinical signs of respiratory distress, namely tachypnoea (respiratory rate > 60 breaths per minute), nasal flaring, grunting and recession.  Pulse oximetry (Ohmeda Biox 3740) was then performed with the sensor placed postductally.  Hypoxaemia was defined as a SpO2 less than 92%.  Infants found to be normoxaemic on initial evaluation, but who had signs of respiratory distress were re-evaluated within 6 hours.

Results

Forty-eight infants were studied of whom 28 were male and 20 female.  The median birthweight was 3.1kg (range 2-4).  The mean Apgar scores at 1 and 5 minutes were 7 and 9 respectively.

First Evaluation: The median time of the first evaluation was 25 minutes (range 10-55) after birth.  Twelve infants had no clinical signs of respiratory distress and all had a SpO2 of more than 92%.  Thirty-six infants had one or more clinical signs of respiratory distress and 18 of these infants were hypoxaemic with a SpO2 <92% (median 87, range 65-90).  Four of these hypoxaemic infants were clinically cyanosed (sensitivity 22%).  Their median SpO2 was 71% (range 65-75%).
Nasal flaring and tachypnoea were the strongest predictors of hypoxaemia as determined by logistic regression (RR 8.0 and 1.84 respectively).  However, not all infants (18/36) with nasal flaring and/or tachypnoea were normoxaemic (negative predictive value 100%).  A diagnosis of transient tachynoea of the newborn was made in 26 of the 36 infants with clinical signs of respiratory distress and 15 of those 26 infants were hypoxaemic at their initial evaluation.  They required oxygen therapy for a median period of 1 hour (range 0.2-8.5).

Follow-up Evaluation (n=18): The 18 infants who were initially normoxaemic despite clinical signs of respiratory distress were reassessed at a median time of 3.37 hours (range 2-5.75) after birth.  Ten of these infants still showed one or more clinical signs of respiratory distress of whom nine were normoxaemic, while one had become hypoxaemic with a SpO2 of 88%.

Conclusions

Term newborn infants with no clinical signs of respiratory distress namely nasal flaring and/or tachypnoea are not at risk of hypoxaemia.  However, if nasal flaring, tachypnoea or both are present, pulse oximetry should be performed to determine whether hypoxaemia (SpO2 < 92%) is present, necessitating supplemental oxygen.  While central cyanosis in newborn infants predicts underlying hypoxaemia, the absence of central cyanosis does NOT exclude hypoxaemia.

THE ASSOCIATION OF MATERNAL MAGNESIUM STATUS WITH HYPOXIC-ISCHAEMIC ENCEPHALOPATHY OF THE NEWBORN

V Harrison, S Fawcus, N de Santos, G Peat, K Charlton

Departments of Obstetrics, Paediatrics and Dietetics, University of Cape Town

Hypoxic-Ischaemic Encephalopathy (HIE) of the newborn is a major problem in the developing world.  Not all cases can be explained by inadequate intrapartum care and antenatal factors such as poor maternal nutrition could be implicated.

Objective

To investigate the relationship of maternal red blood cell magnesium levels and maternal prenatal dietary intake of magnesium, to an adverse birth outcome of HIE (which was idiopathic).

Methods and Outcomes

Two studies conducted at Mowbray Maternity Hospital are presented.  (1) A prospective comparative study in which 572 women were recruited in labour and had measurements of red blood cell magnesium made.  This was subsequently correlated with an outcome of HIE and its absence, and with neonatal red blood cell magnesium.  (2) A case control study in which 15 mothers with HIE infants were compared with 15 mothers of non HIE infants with respect to maternal prenatal dietary magnesium intake and maternal red blood cell magnesium.

Result

(1) Mothers with HIE infants were significantly more likely to have had low red blood cell magnesium levels than those with normal infants.  HIE infants had significantly lower red cell magnesium levels than normal infants (1.39mmols/l vs 1.61mmols/l; mean difference 0.22mmols/l, 95% CI 0.16-0.27).  (2) It was found that the cases had a significantly lower dietary magnesium intake than the controls (118 vs 175 microgrammes per day, p<0.05.  There was a significant correlation between dietary intake of magnesium and red blood cell magnesium levels with a correlation co-efficient of 0.55 (p<0.05).

Conclusion

The results indicate that magnesium could be implicated in the etiology of idiopathic HIE.  Certain infants could be more vulnerable to the development of HIE due to a poor maternal magnesium status.  An intervention study is needed, where the pregnant woman is supplemented with magnesium and the birth outcome observed.  A study such as this may even warrant magnesium supplementation of the prenatal diet at the level of antenatal care.

THE EFFECT OF RECOMBINANT ERYTHROPOIETIN ON THE NEED FOR TRANSFUSION IN PREMATURE INFANTS

M Avent, B Cory, J Galpin, G Sherman, V Davies, P Cooper, D Ballot

Department of Paediatrics and Child Health. University of the Witwatersrand, Johannesburg, South Africa

Aim

This study was undertaken to determine the effect of recombinant erythropoietin (EPO) on transfusion requirements in premature infants

Methods

Patients with a birth weight 900-1550g, gestational age 28-34 weeks, who were < 7 days old with no requirement for ventilation and an FiO2 < 0,3 were enrolled.

Patients were excluded if they had a major congenital abnormality or any other haematological disease. During the study patients were withdrawn if they developed systemic hypertension, sepsis or required ventilation. Eligible infants were randomly assigned to one of three groups: Group 0- control group; Group 1- low dose EPO who received EPO 250IU/Kg three times weekly and Group 2- high dose EPO who received EPO 400IU/Kg three times weekly. All patients received 6mg elemental iron/Kg/day as well as daily multivitamins

The following laboratory parameters: Hb, Hct, reticulocyte count and Reticulocyte Production Index (RPI) were monitored on entry and weekly throughout the study.  RPI is a more sensitive indicator of erythroid activity in anaemia than the reticulocyte count as it corrects for the high percentage of reticulocytes vs the low absolute reticulocyte count present and for shift reticulocytes released prematurely from the marrow in anaemia. The RPI is calculated from the formula:  % reticulocytes X Hct
              


maturation time    0.45 

Ferritin and rHuEpo levels were measured at the start, midway through and at the end of the study.

Patients were tranfused for a Hb<10g/dL with an FiO2<O,3  and/or if their current weight was <1250g; or for a Hb<8g/dL with an increasing oxygen requirement and/or any symptoms of anaemia such as recurrent or prolonged apnoeas.

Results were analysed statistically using means tests, analysis of variance and Fishers exact test.

Results

There were no significant differences between the three groups in patient characteristics and laboratory parameters on entry. (Table 1)

Table 1
Entry Characteristics

	
	Group 0
	Group 1
	Group 2

	Number
	30
	33
	31

	Wt  (g)
	1252
	1225
	1236

	GA  (wks)
	31
	31
	31

	M:F  (%)
	33:67
	42:58
	26:74

	5 minute Apgar
	8
	8
	8

	Hb
	14,3
	14,6
	14,5

	HCT
	0,46
	0,47
	0,48

	Reticulocytes
	3,0
	3,4
	3,4

	HbF
	88,1
	87,6
	86,7

	Ferritin
	351,6
	378,6
	253

	EPO
	14,4
	27,2
	15,8


All results shown as mean

There were no significant differences between the treatment and control groups in their clinical course. (Table 2) 

Table 2
Clinical course

	
	GROUP O
	GROUP 1
	GROUP 2

	Days- in hospital
	29
	31
	35

	         - in oxygen
	2
	7
	3

	         - IV therapy
	9
	6
	10

	         - antibiotics
	5
	2
	6

	Total mls blood taken
	9,4
	8,3
	10,5


There were 5 patients withdrawn from the control group, 7 from the low dose group and none from the high dose group. (Table 3) All deaths were sepsis related. This left 25 in Group 0, 26 in Group 1 and 31 in Group 2 for final analysis.

Table 3
Withdrawals

	
	GROUP O
	GROUP 1
	GROUP 2

	Withdrawn
	5
	7
	0

	Transfer out
	1
	0
	0

	Sepsis
	3
	4
	0

	Deaths
	1
	3
	0


There was a significant increase in reticulocyte count and RPI in both treatment groups compared to controls from week 2 and haemoglobin and haematocrit were significantly higher in treatment groups at week 4 of the study. (Table 4)

Table 4
Results

	HB
	WEEK 1
	WEEK 2
	WEEK 3
	WEEK 4

	GROUP 0
	14,3
	12,9
	10,9
	9,6

	GROUP 1
	14
	13,3
	11,9
	11,8

	GROUP 2
	14,1
	13,3
	12,1
	11,8

	HCT
	
	
	
	

	GROUP 0
	0,46
	0,4
	0,35
	0,29

	GROUP 1
	0,47
	0,43
	0,39
	0,37

	GROUP 2
	0,47
	0,43
	0,4
	0,4

	RETICS
	
	
	
	

	GROUP 0
	2
	1,8
	3,3
	3,4

	GROUP 1
	1,6
	5,2
	5,2
	6,4

	GROUP 2
	2,5
	4,9,
	6,3
	5,1

	RPI
	
	
	
	

	GROUP 0
	2,2
	1,6
	2,3
	1,6

	GROUP 1
	1,5
	4,5
	3,8
	4,6

	GROUP 2
	2,1
	4,7
	5,3
	4,1


There was however no significant difference in the number of transfusions between treatment and control groups. There was a tendency for more babies in the treatment groups not to be transfused but this did not reach statistical significance.(Table 5).

Table 5
Number of transfusions

	
	Not tranfused 
	One transfusion
	Two transfusions

	Group 0   n (%)
	19 (76)
	5
	4

	Group 1
	24 (92)
	2
	0

	Group 2
	26 (84)
	4
	1


Summary and Conclusion

In this study treatment with EPO resulted in a significant increase in erythroid activity in treatment as compared to control groups from the second week of study and significantly higher Hb and Hct at week 4. There was however no difference in transfusion requirements between treatment and control groups. This was probably due in part to the indications for transfusion used. When patients were stratified into <1250 and >1250g birth weight groups similar results were obtained. There were no differences noted between high and low dose treatment groups. No adverse effects were observed with EPO treatment. The use of EPO in infants >900g birth weight under conditions of limited physical and financial resources  where stricter criteria for transfusion are in use, is thus questioned. 

BRONCHOPULMONARY DYSPLASIA AT THE JOHANNESBURG HOSPITAL-1995-1998

V Davies, B Cory, P Cooper, D Ballot

Department of Paediatrics and Child Health, Johannesburg Hospital and University of Witwatersrand

Aim

This retrospective study was undertaken to document the incidence of bronchopulmonary dysplasia (BPD) at the Johannesburg Hospital (JH) and to examine possible factors influencing this.

Methods

The computerised case records of all admissions to the neonatal unit from January 1995 to December 1998 were reviewed. The study group comprised babies with a birth weight <1500g who survived > 28 days. Patients with major congenital abnormalities and late admissions were excluded.

From the case records no lung disease (NLD) was defined as no initial respiratory distress or a transient (<24 hours) oxygen requirement and a normal chest X-ray or features compatible with transient tachypnoea (TTN).

Hyaline membrane disease was defined as early onset respiratory distress with typical radiological features. Congenital pneumonia was diagnosed in the presence of an abnormal white cell count, raised CRP and/or a positive blood culture. BPD was defined as a continuous oxygen requirement present at 28 days of age with typical radiological changes.

Results

There were 805 infants in the study group. BPD occurred in 8% of all infants and in 14% of ventilated infants. (Table 1).

Table 1

	FEATURE
	
	DIAGNOSIS
	

	Birth weight  (g)
	1234   (195
	NLD  (%)
	270  (34)

	Gest age (wks)
	31   (4
	HMD (%)
	457  (57)

	M:F  (%)
	49:51
	Cong pneumonia
	77  (9)

	Black  (%)
	95
	BPD- All   (%)
	63  (8)

	Inborn  (%)
	81
	BPD-Ventilated
	38  (14)

	Caesar (%)
	33
	
	

	No ventilated  (%)
	270  (34)
	PDA  (%)
	53  (7)

	Days ventilated
	3   (7
	IVH>Grade 2 (%)
	31  (4)

	Days in hospital
	31   (19
	DEATH>28 Days
	10  (1)


mean   (SD

The 63 infants with BPD had a significantly lower birth weight and gestational age than those with no BPD. In addition HMD occurred significantly more often in patients with BPD.  NLD was diagnosed less frequently  in patients developing BPD. Infants with BPD were ventilated for significantly longer and required a  longer hospital stay than infants with no BPD. (Table 2)

Table 2
BPD vs no BPD

	
	BPD
	NO BPD

	Number
	63
	741

	Wt  (g)
	1112   
	1245   (

	Gest age  (wks)
	29
	31       (

	NLD  (%)
	5
	35       (

	HMD  (%)
	90
	54       (

	Cong Pneumonia  (%)
	5
	10

	Ventilated   (%)
	60
	31

	SRT   (%)
	34
	12       (

	Days ventilated
	12
	2         (

	Days in hospital
	49
	30       (

	Steroids    (%)
	75
	-


( p<0,05

Twenty-five (40%) of the infants with BPD had not been ventilated . Sixteen (64%) of these infants were<1000g at birth. This relatively high incidence of BPD in non-ventilated infants is partly due to the policy  at the JH  of not ventilating babies<1000g birth weight due to limited physical and financial resources for neonatal intensive care. This may also be due to atypical BPD or a form of BPD resembling previously described Mickity Wilson disease which may occur in non ventilated very-low-birth-weight infants.

A sub-group of infants <1500g birth weight with HMD ventilated between 1995 and 1998 when surfactant replacement therapy (SRT) was available, was compared to a similar historical control group, ventilated for HMD between 1989 and 1991 before the advent of SRT.  There were significantly more Black patients in the pre-SRT group and patients in this group were ventilated for significantly longer than patients in the SRT group. There was however no difference in the incidence of BPD in the two groups. (Table 3).

Table 3
Pre-SRT vs SRT

	
	PRE SRT

HMD- 89-91
	SRT

HMD- 95-98

	Number
	68
	216

	Wt  (g)
	1251
	1259

	Gest age (wks)
	31
	30

	Black (%)
	28
	95   (

	Days ventilation
	13
	9     (

	Days hospital
	36
	34

	BPD  (%) 
	16
	16


Summary and Conclusions

During the period of this study (1995-1998) BPD occurred in 8% of all infants <1500g birth weight and in 14% of ventilated infants. This relatively low incidence may be due to a number of factors. These include not ventilating babies less than 1000g birth weight; the high proportion of Black patients treated;  and evidence of less severe lung disease in all patients treated. There was no change in the incidence of BPD with SRT.

THE EFFECT OF ABSENT OR RETROGRADE END-DIASTOLIC FLOW IN THE UMBILICAL ARTERY ON HUMAN LUNG DEVELOPMENT

J Smith1, A Grobler2, J Schneider3, L van der Merwe2, L Geerts4

Departments of Paediatrics and Child Health1, Obstetrics and Gynaecology4, Anatomical Pathology3, University of Stellenbosch and Tygerberg Hospital and the MRC of SA2
Prenatal events could disrupt the orderly sequence of fetal organ development, resulting in long term changes.  In pregnancy – induced hypertension (PIH), absence or retrograde end-diastolic flow (AREDF) in the umbilical artery is associated with high perinatal morbidity (bronchopulmonary dysplasia) and mortality (Acta Paediatr 1993; 81: 919-924).  We assessed the effect of prenatally detected AREDF in fetuses or mothers with PIH on fetal lung development during the transition from the late canalicular to early saccular phase (24-28 weeks).

Methods

Lungs of stillborn fetuses with AREDF and gestational age-matched controls were subjected to the following analyses: (1) Determination of cytokeratin (CK) expression; (2) Total lung DNA and (3) Micromorphology by confocal microscopy.

Results

Fetuses with AREDF vs controls show: At 24 weeks decreased lung DNA; increased connective tissue, poor air sac development, high CK 7/8 ratio in epithelia of air sac.  At 28 weeks low lung DNA, increased alveolarisation and connective tissue and a low CK 7/8 ratio in epithelial air sacs.

Conclusion

In contrast to previous literature, we showed CK 7 and 8 expression at an early stage of fetal lung development in epithelial cells of peripheral air sacs.  The heterogeneity in their expression between 24 and 28 weeks requires further study.  In addition, AREDF results in decreased air sac development at 24 weeks, increased alveolarisation at 28 weeks and increased connective tissue deposition at both 24 and 28 weeks of gestation.  The increased presence of connective tissue in fetuses with AREDF might be a forerunner of BPD.

RISK FACTORS FOR NEONATAL ENCEPHALOPATHY: THE KATHMANDU CASE-CONTROL STUDY

M Ellis, D Manandhar, A Costello

Institute of Child Health, London, UK; MIRA, Kathmandu, Nepal

Objectives

To determine the risk factors for neonatal encephalopathy amongst term infants in the principal maternity hospital of Kathmandu, Nepal, a low income country, where over 50% of the local population deliver.

Methods

An unmatched case control study compared all 131 infants with neonatal encephalopathy from a population of 21 609 infants born over an eighteen month period and 635 unmatched infants systematically recruited over a 12 month period.

Main Outcome Measures

Adjusted odd ratio estimates for antepartum and intrapartum risk factors.

Results

The birth prevalence of neonatal encephalopathy was 6.1 per 1000 live births of whom 63% had a moderate or severe encephalopathy.  The neonatal fatality risk for neonatal encephalopathy was 31%.  The risk of neonatal encephalopathy increased with increasing maternal age and decreasing maternal height.  Antepartum risk factors included primiparity (OR2.0) and non-attendance for antenatal care (OR2.1).  Multiple births were at greatly increased risk (OR 22).  Intrapartum risk factors included non-cephalic presentation (OR 3.4), prolonged rupture of membranes (OR 3.8) and various intrapartum complications.  Particulate meconium was strongly associated with encephalopathy (OR 18).  Syntocinon induction of labour was associated with encephalopathy (OR 5.7) in 12 of the 41 deliveries where it was used.  78 case infants (60%) compared with 36 controls (6%) either had evidence of intrapartum compromise or were born following an intrapartum difficulty likely to result in fetal compromise.  Maternal haemoglbin in the puerpernium of less than 8.0g/dl was significantly associated with encephalopathy (OR 2.5) as was maternal thyroid stimulating hormone of greater than 5mIU/l (OR 2.1).

Conclusions

Intrapartum risk factors remain important for neonatal encephalopathy in developing countries.  There is some evidence of a protective effect from antenatal care.  The use of syntocinon in low income countries where intrapartum monitoring is suboptimal presents a significant risk to the fetus.  More work is required to explore the association between maternal deficiency states and neonatal encephalopathy.

THE NEED OF A COMPREHENSIVE APPROACH TO ABORTION

A Faúndes

Universidade Estadual de Campinas

Campinas, SP, Brazil

Abortion is the cause of between 15-30% of all maternal deaths, particularly in developing countries with restrictive laws. Possibly one of every two or three women should face the decision to have an abortion, at least once in their lives (WHO, 1993). Deaths and other consequences of abortion can be prevented by reducing the number of abortion and by providing easy access to safe abortions.

The current approach to abortion is limited to the provision of family planning  to prevent unwanted pregnancies and to make abortion legally accepted to make it safer and prevent abortion related deaths.  In this presentation we propose an alternative, comprehensive approach to abortion,  based in two premises: First,  unwanted pregnancies are not only the result of lack of family planning, but also of other factors. Second, legalization is not enough to solve the problem of unsafe abortions.

Prevention of unwanted pregnancies

Women abort when they have unwanted pregnancies, which can be the result of unwanted or unplanned sex; of desired but unprotected sex, among women who do not want to have a baby; or of changes in the social and economic conditions of the women, after she has, an originally wanted pregnancy.

Unwanted sex: in most countries women do not have control over when with whom and under which conditions/circumstances to have sex. In a recent population based survey carried out in an urban area in the state of São Paulo, in Brazil, we found that 62% percent of the women, 15  to 45, interviewed, declared to have had sex against their will, at least once in the past. Seven percent declared to have been raped; 23% to have had sex under coercion and 32% declared that they felt obliged to have sex against their will, because it was their duty as wife or girlfriend (Faúndes et al, 2000).

There are  not easy formulas to prevent unwanted sex. It is a rather long process which depends on gender power balance and has deep cultural and educational roots. Gender power imbalance can only be corrected by education in schools, on sex, gender and rights. But it also required changes in the way the mass media tends to reinforce and legitimate a pattern of male domination. Laws and regulations are also important, but not enough to attain a better gender balance and, consequently, less sexual violence.

Unprotected Sex: The traditional proposal to reduce abortions has been  protecting sexually active women from unwanted pregnancies through family planning. This includes information and counseling on contraception, as well as the provision of highly effective contraceptive methods. There is practically no discussion on this point, as there are good evidences that family planning is effective in reducing the number of abortions (Maine, 1981). 

Preventing wanted pregnancies from becoming unwanted: a wanted pregnancy may become unwanted if, against her expectations, a woman discover that her pregnancy is rejected by her family and the society. This is the case of women whose partner leaves or threatens to leave, the case of the parents expelling their daughter from home, when they discover that she is pregnant; of schools that do not accept pregnant students, or of employers who do not accept a woman with a baby in their employment. A pregnant woman in a well established union, may end up by rejecting a previously wanted pregnancy once she realized that society does not provide sufficient support to the mother. Most societies do not provide with free and accessible ante-natal, delivery and post-natal care; with stability of employment during pregnancy and first year of the child; with day care, pre-school and school during mother’s working hours, neither with free and accessible health care for the child.

From the analysis above we can conclude that in order to reduce abortions we have to take actions to achieve the following:

1. Gender power equality, which will give women the capacity to decide when, with whom and under which conditions thus exercise their sexuality.

2. Knowledge of contraceptive methods and access to good quality family planning services.

3. Protection and support for pregnant women, which means employment stability, good quality medical care and social acceptance of out of wedlock pregnancies, and of pregnancy among adolescents.

4. Protection and support to the mother and child meaning at least post partum leave, support for breastfeeding mothers, with nurseries at their working place,  free day care and medical assistance for the infant older children.

In general it is also accepted that, reducing the number of abortion is not enough to reduce abortion deaths, but the liberalization of abortion laws is also a requirement.

Prevention of abortion deaths

There is general agreement that deaths and other consequences of abortion can be prevented by providing easy access to safe abortions. Safe abortion is usually considered to be almost synonymous to legal abortion. However, the safety of abortion not only depends on its legal status. It also depend on the access to services, and more recently, to the access to medical methods of pregnancy interruption, which can be used by women themselves.

Legal abortion and access to services: There are countries with liberal laws and difficult access, such as India and Zambia. There are also countries with restricted laws, but no access to pregnancy interruption, even if the conditions accepted by the law are fully fulfilled. That is the case of the most of the Latin-American, and of some African countries. On the other hand, restrictive laws do not always mean lack of access. Examples of countries with restrictive laws and reasonably good access are Bangladesh and Mozambique.

Access to medical methods to abort: The effect of the access to medical method can be illustrated with the case of misoprostol in Brazil. A study in the city of Goias, found that as the sales of misoprostol (Cytotec) increased, between 1987 and 1991, the maternal mortality for abortion decreased to zero. The same study and another in the Northeast, found that the incidence of infection  was significantly lower among women who had induced their abortion with misoprostol than with any other method (Viggiano et al., 1996; Faúndes at al, 1996).

Thus, at least as important as legal changes, improving access to safe abortion within the limits of the law, wider interpretation of current laws and availability of safe and effective medical abortion, are also very important interventions to reduce abortion deaths.

In summary, a comprehensive approach to abortion means accepting that family planning and liberal laws are important, but not sufficient to solve the abortion problem. A comprehensive approach to abortion means to accept that abortion is a social and political problem requiring interventions on education, social relations, health and the law.

MATERNAL MORTALITY RELATED TO EARLY PREGNANCY LOSS IN SOUTH AFRICA 1998

RC Pattinson, D Nyasulu
National Committee on Confidential Enquiries into Maternal Deaths (NCCEMD) of South Africa

Objective

To document the prevalence and causes of maternal mortality due to early pregnancy loss and identify avoidable factors, missed opportunities and substandard care involved in these deaths.

Method

Maternal deaths are notifiable and when a maternal death occurs, a maternal death notification form is filled in and sent to the Provincial MCWH Units.  Provincial Assessors assess the maternal death and send a report.  This report is forwarded to the NCCEMD where the data is collected and the prevalence, pattern of disease and avoidable factors, missed opportunities and substandard care in maternal deaths are described.

Results

There were 43 early pregnancy deaths, mostly due to septic abortions (26) and ectopic pregnancies (11).  This compromised 7.6% of all maternal deaths in 1998.  There appears to be significant under-reporting of early pregnancy deaths.  Most deaths occurred in women of low parity and between 20 and 34 years of age.  The deaths were distributed throughout the levels of care with slightly more ectopic pregnancies occurring in Level 1 hospitals and septic abortions in Level 3 hospitals.  Notably the problems occurred in the more advanced pregnancies with the mean duration of pregnancy of women dying of abortion was 17.5 weeks and 4 of the 11 ectopic pregnancy deaths were more than 20 weeks.  The most common avoidable factors for abortions lay in the women inducing the termination of pregnancy themselves and delays in seeking help.  The lack of termination of pregnancy services, insufficient intensive care beds and availability of theatre were the main administrative problems.  Failure to recognise septic abortions and significant delays in management along with poor observations were the major problems related to medical personnel.  The main problems for ectopic pregnancies were incorrect diagnoses and delays in performing a laparotomy.

Conclusion

The expansion and advertising of the Termination of Pregnancy (TOP) services especially with respect to second trimester terminations is urgently required.  Clear guidelines, available at every hospital, on managing incomplete abortions and on the recognition and management of sepsis are also needed.

ARE ABORTION SERVICES AVAILABLE AND ACCESSIBLE SERVICES TO ALL WOMEN?  EXPERIENCES FROM NORTHERN CAPE
SJ Varkey, S Fonn, M Ketlhapile, KS Tint

Women’s Health Project, University of the Witwatersrand and The Northern Cape Department of Health

Introduction

Abortion was legalised in South Africa close to four years ago. Generally referred to as the Choice on Termination of Pregnancy Act No 96 of 1996 (CTOP), the Act was introduced to reduce maternal mortality and morbidity resulting from unsafe abortions, and to display the country’s commitment to women and minor’s right to self determination. The Act provides any woman with the right to abortion on request within the first twelve weeks of pregnancy, which should be performed by designated midwives at primary health care level, while a decision to provide a woman with 2nd Trimester termination should be made by a doctor after careful consideration of the woman’s circumstances. To answer questions as to what implementation of the Act has happened and its impact on access to abortion services, the Woman’s Health Project together with the Northern Cape Department of Health undertook a research initiative in four sites of two regions in the province in 1999. At health service level the research evaluated the extent of the implementation of the provisions in the Act, both at the health service and the community level, as well as different issues related to unwanted pregnancy.

Methodology

Two regions were selected for the assessment in order to include an urban and peri-urban representation. From the regions different levels of care were selected, including a primary health care clinic, health center, district and provincial hospital. Both quantitative and qualitative methodologies were used, the specific details of which are presented in Table 1. We looked at factors influencing women’s access, especially younger women and those from rural areas, while at community level, the assessment looked at members’ level of information and opinion on the new Act and its terms. 

Table 1. Data collection methods and numbers reached

	
	Information collection tools
	Numbers reached

	Community
	Focus group discussions
	14 groups (173)

	
	Researcher administered questionnaires
	263 interviews

	
	Key informant interviews  
	9 interviews

	Facility / provider
	focus group discussions
	4 groups (38)

	 
	Researcher administered questionnaires
	42 interviews

	
	Key informant interviews  
	10 interviews

	Clients requesting abortion
	In-depth interviews
	29 interviews


Data collected in 1999

Findings

Health service factors affecting access to abortion 

When looking at where abortion services are located in the Northern Cape, these are currently situated at two of the ten designated facilities in the province, which are a regional and a provincial hospital. Two provincial trainers and seven midwives had been trained to conduct abortions through the national training programme that started in 1998. At the study site three midwives were providing abortions, one on a relief basis. 

Termination of pregnancy services are inaccessible for many women who do not live close to health facilities that provide the service. Of the women coming to the provincial hospital during the study, 75% came from the city in which the hospital was located, while the remaining 25% were from the rest of the province. 

Pathways used by women in accessing TOP services

At the decision to have an abortion women use several routes to access the service. Most referrals were from the general practitioner (41%), while 27% had been referred through primary health care facilities. 30% of the women had gone directly to the providing hospital. Some women (3%) had resorted to home remedies such as boiled newspaper, before going to the health service. 

Interactions between clients and health workers

Experiences of women requesting abortions or dealing with unwanted pregnancy was differential, depending on the level of care being approached and the gestational period of the pregnancy. In interviews with these women, most felt that the majority of health workers at referral centers shun them. For some this meant going from one clinic to the next to find a sympathetic health worker who would give a referral letter. For others it meant having to hear the provider’s personal opinion regarding TOPs. “(The sister) was just telling me ‘it’s killing, its murder, your life won’t be the same’…she even tried to call in a pastor…I said, ‘I am sure what I am doing here.  I don’t need a pastor’.   I was in a way angry… She was just wasting my time, just telling me not to do it” (woman requesting a TOP). 

Younger women were mostly scorned when initiating abortion as an option to deal with an unwanted pregnancy- due to their age and for having had sexual relations. “First they asked me my age. I said I was eighteen  ... The clinic sister said ‘How can a girl like this have a baby? Which kind of man could lie on top of her?’, I wanted to go and ask her,  who is she, but I decided to leave. I just left”. At times a parent, partner or pastor was involved as a dissuading strategy (young woman requesting a TOP).
Interaction between health workers

Health workers involved in TOP reported feeling unsupported and alienated by their colleagues. One provider commented “Their attitude affects me. At times I tell myself that they are ignorant, why should I be offended? However they break you, at times”. Some health workers not involved in abortion care perceived themselves as not having been consulted when the service was introduced, and that there was a lack of communication with the TOP facility (focus  group discussions).

Community related factors affecting access to abortion services

Community members are more likely to know that TOP is now legal. However, there is little awareness about other health rights included in the Act, such as women and minors’ sole right to decide on a TOP. In the study, around 50% of the respondents had heard that TOP’s are now available under the new law, but less than a quarter were aware that neither parental nor spousal consent is required. Information on the new law and its terms had mainly been obtained from the media. While less than 10%  of those interviewed said that their clinic had informed them of the new Act, nearly 50%  said that radio and television were their main source of information. 

Information on conception

Limited awareness of when conception can take place seemed to play a role in determining the gestational period at which TOP may be requested. Among the women seeking abortion, 92% were younger (22 years and below), and were requesting second trimester abortions. These women stated reasons for the delay in seeking first trimester TOP as having not recognised earlier that they were pregnant, while some had waited to see whether their partner or boyfriend would take responsibility for the pregnancy, before a decision to terminate was made. In individual interviews with community members, the majority (77%) of responses recognised later signs of pregnancy such as weight gain and bigger breasts as indicators that pregnancy has occurred, while there was very limited mention (20%) of the absence of menstruation as an earlier sign of pregnancy was (In-depth interviews).

Opinion on the terms accorded in the Act

According to the majority of health workers and community members, abortion should only be provided under certain circumstances such as rape, incest, or medical reasons. Questionnaires with health workers indicated a majority (75%) opinion on certain circumstances,  although most were aware of information that any woman, including minors, do not require consent to have abortion. In relation to this health workers stated not wanting to initiate a discussion of TOP as an alternative to deal with an unwanted pregnancy, and that abortion will encourage irresponsible sexual behaviour and repeat abortions (focus group discussions). More than half of community respondents felt that abortion should be given under certain circumstances, and 16% felt that no one should have an abortion. 

Conclusion

This paper has raised several issues. Access to abortion services remains still limit the right of women and minors to make choices in relation to their bodies, while information on the terms of the Act, still limit awareness at community level for certain groups of women, specifically those from peripheral areas and young women. This access is also impeded by the gate keeping role played by health providers at the primary health care level, where referrals should take place. Inability to recognise earlier signs of pregnancy indicates major implications for accessing abortion services in the first trimester. These issues raise a need to implement reproductive health services that sensitise community members and health care providers to an awareness of rights for women and minors in relation to exercising choices about their reproductive health, especially when dealing with an unwanted pregnancy. This should include information on conception and the menstrual cycle.  Current efforts are being implemented to expand training to more interested health care providers at provincial level. It is hoped that these efforts should play a role in decentralising abortion services to peripheral areas where women can access them.

RANDOMISED CONTROLLED TRIAL OF MISOPROSTOL AS A CERVICAL RIPENING AGENT PRIOR TO TERMINATION OF PREGNANCY IN THE FIRST TRIMESTER

E de Jonge, RK Jewkes, J Levin, H Rees, K Dickson-Tetteh

Introduction

Misoprostol has been frequently used for cervical ripening for first trimester TOPs.  El-Rafaey et al demonstrated a significant difference between baseline cervical dilatation found with 600µg misoprostol p.v. 2-4 hours pre-op. and placebo, but it was not clinically significant.  There has been a lack of good evidence of effectiveness to guide decisions about dose, route of administration, time of administration and gestational age group hence clinical practice in South Africa has varied widely.

Methods

Design: double-blind RCT.  Site: Kalafong Hospital TOP clinic.  Entry criteria:  Pregnancy < 13 weeks on U/S.  No major medical problems or pregnancy complications.  Requesting legal TOP.  Intervention: 600µg misoprostol p.v. 2-4 hours pre-op. Self-administered and moistened pre-insertion.  Control: 750mg ascorbic acid (looks similar).  Sample size: 135 women per group, randomisation done by statistician.

Outcomes

Primary outcome: cervical dilatation on assessment prior to procedure using Hegar dilators found to be “sufficiently large” (7mm or more) or “not sufficiently large” for easy procedure.

Secondary outcomes:
bleeding and products p.v.; operator assessed ease of procedure; length of procedure; adverse events, incl. treatment failure*.

Procedure:  Manual vacuum aspiration (MVA) with paracervical block, performed by trained midwives, home 1-2 hours later.

* failure protocol : overnight stay, 400µg misoprostol p.o. 12 hours pre-op with op. the next day.

Results: Trial profile

	278 patients randomized

	
	placebo (n=143)
	misoprostol (n=135)

	Excluded

Outcome data missing

Withdrew prior to TOP 

Analysed for main end-point
	3 

1

2

140
	2 

2

-

133

	Age (mean)
	27.5
	27.4

	Parity
	1
	1

	Gravidity
	2
	3

	No. previous TOPs
	93%
	93%

	Gestation<69 days
	78.6%        (P=0.60)
	75.9%

	Operators

A

B

C

D

E
	48.4%

50.0%

55.3%

54.0%

48.7%
	51.6%

50.0%

44.7%

46.0%

51.4%


Dilatation of cervix

	
	Placebo
	Misoprostol
	Pvalue

	All cases:

Mean

median (IQR)

% Satisfactorily dilated (7mm)
	6.01

6 (6-7)

37.9
	7.61

8 (6-9)

69.2
	<0.001

	Gestation <69 days : 

Mean

Median (IQR)

% Satisfactorily dilated (7mm)
	5.75

6 (5-7)

30.9
	7.47

7 (6-8)

67.3
	<0.0001

	Gestation >69 days : 

Mean

Median (IQR)

% Satisfactorily dilated (7mm)
	6.97

7 (6-7)
	8.06

8 (6-9)

63.3%
	=0.32


Side Effects

	
	Placebo
	Misoprostol
	Pvalue

	Pre-op pain present:
	40.2%
	65.4%
	0.001

	Pre-op nausea/vomiting:
	19.7%
	19.2%
	0.92

	Peri-op pain:

Very severe

Severe

Mod

Mild

None
	2.2%

12.4%

10.2%

43.1%

32.1%
	4.5%

10.5%

18.8%

46.6%

19.6%
	0.059


Secondary Outcomes

	
	Placebo
	Misoprostol
	Pvalue

	All cases
	
	
	

	Mean duration of op. (seconds)
	321
	220
	0.0013

	Procedure:easy 

Normal

difficult 

impossible
	63.3%

17.3%

7.9%

11.5%
	81.8%

8.3%

4.6%

5.3%
	0.0082

	69 days or less
	
	
	

	Mean duration of op. (seconds)
	282
	190
	0.0001

	Procedure: easy 

Normal

difficult 

impossible
	63.3%

15.6%

6.4%

14.7%
	85%

6%

3%

5%
	0.005

	70 days +
	
	
	

	Mean duration of op. (seconds)
	441
	311
	0.116

	Procedure:easy 

Normal

Difficult 

Impossible
	63.3%

23.3%

13.3%

-
	71.9%

15.6%

9.4%

3.1%
	0.695


Discussion

This study has demonstrated that 600µg misoprostol given p.v. 2-4 hours pre-op is effective for cervical ripening and results in a procedure which is more likely to be classified as “easy” by midwife operators.  With this evidence, the practice of giving it 12 hours pre-op with overnight stays or tablets to take at home can no longer be justified.  Women patients can easily self-administer vaginal tablets.  Side-effects were minimal and there were no major adverse events with misoprostol.  In 6 of the 7 ‘misoprostol failures’ women were found to have stenotic cervices - we do not recommend repeat administration of misoprostol after initial failure.  Misoprostol resulted in an overall halving of the MVA failure rate.

Conclusion

We would recommend 600µg misoprostol is given p.v. 2-4 hours pre-op for cervical ripening before all MVA’s.
ABORTION SITUATION IN SUDAN

MAA Gadir Elimam

Introduction

Abortion derived from the Latin word (Abortis) meaning separation from natural site, has always been a serious maternal health problem throughout the world and is one of the important causes of maternal mortality.  Incomplete abortion, whether following spontaneous or induced termination of pregnancy and its related immediate and late sequelae are the most frequently encountered gynaecological practices.

In our community, it is extremely difficult to determine the incidence of abortion due to multiple factors.

It is possible that some women abort very early without knowing that they were pregnant.  Others consider abortion as a normal natural event which does not need medical consultation or hospital admission until they develop complications.  Induced abortions do not report unless complications occur for fear of law and social stigma.

In Sudan, twenty eight weeks gestation is still taken as a dividing line between abortion and preterm labour but alive birth before 28 weeks is excluded from being classified as abortion.

WHO (1977) defined abortion as expulsion or extraction from its mother of a fetus weighing 500g or less.

In British law, abortion is now defined as termination of pregnancy before 24 weeks with no evidence of life.

Legal Status of Abortion in Sudan

According to Sudan Criminal Law (1991), induced abortion is allowed in the following conditions:

a) If the abortion is necessary to save the mother.

b) If the pregnancy was a result of rape and has not exceeded 90 days and the mother wishes to abort.

c) If it was proven that fetal death in utero has occurred.

Abortion Services in the Sudan

Abortion is either spontaneous or induced.

(a)
Spontaneous Abortion Services

The management of spontaneous abortion usually takes place in public health institutions or private hospitals.  It is conducted by trained medical professionals (doctors).

Syntocinon or prostaglandin and surgical evacuation are the commonest means by which we empty the uterus.  Blood transfusion services are sometimes necessary.

b)
Induced Abortion

Induced abortion is either legal or illegal.


1.
Legal abortion



This is usually conducted in public health institutions.  It is performed by trained medical doctors.  It is done for medical reasons eg. the safety of the mother, if it is though that the pregnancy can threaten her life, or if the fetus has severe congenital malformations.



According to Sudan Criminal Law (1991), abortion can also be induced if the mother is raped and she wishes to get rid of this pregnancy.  It is estimated that doctors deal with less than 20% of induced abortions.


2.
Illegal abortion



It is estimated that this type of abortion constitutes about 80% of induced abortions and is performed by midwives.  The procedure usually takes place at home.  The conditions are unsatisfactory.  The midwives sometimes use crude methods to induce abortion e.g. foreign bodies.  The patients usually present at casualty with complications of septic abortion, with an incidence of 0.4% (Rushwan 1976).  Fatalities sometimes result from these complications.  However some midwives are quite experienced in the procedure and it is a lucrative source of income.  It is interesting to note that abortion under Shariaa Law is more liberal than the old Civil Law, which was derived from the old British law, before the Abortion Act in 1968.  Some religious sects believe that it is permissible to procure abortion within 120 days if the parents wish (Hanabla), because this is the period beyond which the soul is created.

Proposed Strategies for Addressing the Problem of Unsafe Abortion in Sudan

These consist of:

· Raising the awareness of the community regarding the complications of unsafe abortion.

· Provision of contraceptive means to satisfy the unmet needs.

· Training of medical professionals in the field of reproductive health.

· Involvement of religious leaders in promotion campaigns.

· Involvement of youth organisations first as target groups, then as campaign members.

Groups and Individuals Active in the Problem of Unsafe Abortion

These consist of:

· Doctors and other health professionals in the field of motherhood health.

· Public health institutions e.g. hospitals and health centres.

· Non-governmental organisations e.g. family planning associations and allied societies.

· Community leaders and youth organisations.

ABORTION IN EGYPT: AN OVERVIEW

L Nawar

WANA Regional Advisor, Frontiers in Reproductive Health, Population Council, Cairo Office

In Egypt, abortion is an extremely delicate and sensitive issue.  It is restricted both religiously and legally.  Abortion is only permitted in cases of extreme risks to maternal health.  If an abortion is performed for reasons other than saving the woman’s life, then both the woman and provider are subject to legal prosecution.

Estimates of abortion derived from direct questions in community surveys, suffer from under reporting.  In studies that relied on other methodologies, abortion was likely to be reported as spontaneous.  In case of hospital-based estimates, cases that receive treatment for abortion are frequently masked under the category of “in-patient OB/Gyn admissions”.  In addition, hospitals differ on the type and quality of routinely collected statistics.

In 1996, the Egyptian Fertility Care Society and the Population Council designed and implemented a study to accurately estimate the number of women admitted for post-abortion treatment in OB/GYN in-patient facilities in a representative sample of Egyptian public sector hospitals.  It also described the medical and socio demographic characteristics of the post-abortion patients, the medical treatment they receive, history of contraceptive use, whether the pregnancy was wanted and if the abortion is spontaneous or induced.
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The study’s sampling frame consisted of approximately 569 public sector hospitals in Egypt that included the Ministry of Health and Population’s Teaching, General and District hospitals as well as University hospitals.  About 15% of these hospitals were randomly selected.

Findings of this study indicated that among 22 656 OB/GYN admissions during a continuous 30 days period, 4153 post-abortion patients were identified, representing 19% of all OB/GYN admissions (excluding cases of threatened abortion).  The WHO recommended protocol for classifying mortality related to abortion using hospital-based results was applied to this study.  Only 5% of the post-abortion patients can be classified as “certainly induced”, whereas approximately one third (35%) are cases of spontaneous.  In between these two poles of certainty lie the majority of cases which are either possibly induced (58%) or probably induced (2%).

Introducing Improved Post-abortion Care in Egypt

In 1994, a small pilot study was conducted in two hospitals in Egypt by the Egyptian Fertility Care Society (EFCS) and the Population Council’s Operations Research and Technical Assistance project to improve post-abortion care.  The study intervention included training of physicians on the use of Manual Vacuum Aspiration (MVA) instruments under local anaesthesia (instead of D & C under general anaesthesia).  The study findings reflected significant improvements in the care of post-abortion patients.
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Following this pilot study, a strategy for scaling up the results was developed.  The objective was to install a sustainable program for improved post-abortion care in Egypt through both developing a cadre of trained physicians on improved post-abortion care and ensuring a sustainable supply of MVA instruments.  A limited expansion of improved post-abortion care was then planned and implemented in ten MOH and University hospitals in both Lower and Upper Egypt.  Also the improved model of post-abortion care developed by the Population Council was integrated into the Essentials of Obstetric Care Package of Services of both the Ministry of Health’s Mother Care and Healthy Mother/Healthy Child Projects operating in Upper Egypt.

THE ABORTION SITUATION IN SIERRA LEONE

SD Gassama

Lecturer of the College of Medicine and Allied Health Science, University of Sierra Leone

Introduction

Sierra Leone is located on the West Coast of Africa.  It has a population of 4.4 million and an area of 72 000km2.  Freetown is the capital.  The country is divided into 4 regions and 13 districts.  Sierra Leone has been struggling to get over a nine year rebel war.

The Legal Status of Abortion in Sierra Leone

The abortion law in Sierra Leone was enacted by the British colonial government in 1861.  The act called “offence against the people Act” 1861 is divided into two parts.

Part 1 – Any women who procures an abortion for herself can be sentenced to life imprisonment, if found guilty.

Part 2 – Any person who procures an abortion on any woman can be imprisoned for five years, if found guilty.  In the case of the death of the woman, the guilty party could be sentenced for manslaughter.

The Provision of Abortion Services

(a) The government of Sierra Leone does not provide abortion services but has turned a blind eye on illegal abortion.  All the governments, since independence have no political will to change the 1861 Abortion Law.

(b) Marie Stopes Society of Sierra Leone (MSSSL), was established in 1986 with financial and technical assistance from Marie Stopes International in London.  The society has offered safe abortions since 1988 and has performed a total of 5000 abortions since 1988.  These were mainly be “menstrual regulation”.

(c) The Planned Parenthood Association of Sierra Loene (PPASL), was formed in 1966.  The Association became a full members of the International Planned Parenthood Association in 1973.  The Association does not provide abortion services, but organises information, education and communication programmes to educate girls and women on safe abortions.

(d) 40% of the Private Practitioners in Freetown offer abortion services.  Only a few practitioners perform abortion services in the provinces, because of legal and religious concerns.

(e) Others: Junior doctors, nurses, dispensers and traditional birth attendants, and herbalists, all practice illegal abortions on poor women.  Self-induced abortion by drinking poisonous heavy metal, liquids and herbal concoctions, magnesium sulphate (Epson salts), Guiness Stout, Quine tablets and Cascarra have also been used to induce abortion.

Practitioners introduce soap and antiseptic solution into the uterus.  Various instruments are used to dilate the cervix, causing cervical laceration and uterine rupture.

A small study in 1962 showed that 72.6% of the abortions were carried out by doctors, 4.9% by nurses, 3.7% by herbalists, 3.1% by dispensers.  62.1% of these abortions were done in hospitals.

Addressing the Issue of Abortion

(i) The Sierra Leone Government uses the National Family Planning Unit of the Ministry of Health to campaign against unsafe abortions and the use of contraceptives to prevent unwanted pregnancies.

(ii) The Sierra Leone Medical and Dental Association (SLMDA) has discussed the problem of abortion at several symposia and seminars.  A weekly radio programme by SLMDA devotes many sessions to the topic of unsafe abortions, the legislation of abortion and the complications of abortion.  In 1993 SLMDA participated in a regional Commonwealth Medical Association Workshop held in Ghana, unsafe abortions were discussed and many recommendations were made.

(iii) The SLAMIH does not provide any abortion services but has trained traditional birth attendants in Family Planning and during training abortion was discussed.

(iv) The International Day of Action on Women’s Health is held on the 28th of May every year.  SLAMIN, PPASL, MSSSL, the Sierra Leone Midwife Association and other women’s organisations have celebrated the day focusing on abortion and the need for the change in the Laws.

Strategies for Addressing the Problem of Unsafe Abortion

(a) The changing of the abortion laws in Sierra Leone.

(b) The training of Medical Practitioners to perform safe abortions.

(c) Abortion should be safe, accessible and affordable.

(d) Research should be done on the incidence of abortion, the social consequences of procuring abortion and the complications.

(e) The promotion of post-abortion care.

(f) The provision to adopt babies born from unwanted pregnancies.

MATERNAL MORTALITY RELATED TO HYPERTENSION IN SOUTH AFRICA 1998

J Moodley, D Nyasulu

National Committee on Confidential Enquiries into Maternal Deaths (NCCEMD) of South Africa

Objective

To document the prevalence and causes of maternal mortality due to hypertensive disorders and identify avoidable factors, missed opportunities and substandard care involved in these deaths.

Method

Maternal deaths are notifiable and when a maternal death occurs, a maternal death notification form is filled in and sent to the Provincial MCWH Units.  Provincial Assessors assess the maternal death and send a report.  This report is forwarded to the NCCEMD where the data is collated and the prevalence, pattern of disease and avoidable factors, missed opportunities and substandard care in maternal deaths are described.

Results

During 1998 there were 131 deaths associated with hypertensive disorders of pregnancy (eclampsia, pre-eclampsia and chronic hypertension).  This was the most common cause of maternal death and comprised 23.2% of all maternal deaths during that period.  Seventy-seven deaths were associated with eclampsia and the remaining 54 were due to non-eclamptic causes.  The major final cause of death due to hypertension in pregnancy was intracranial haemorrhage.  Other causes included liver rupture and associated postpartum haemorrhage.  Contributory causes included pulmonary oedema, renal failure/impairment and disseminated intravascular coagulation.  Deaths from eclampsia occurred equally at all levels of health care and 4 occurred at private institutions.  Deaths from hypertensive disorders other than eclampsia, occurred mainly at level 1 hospitals.  Most deaths for eclampsia occurred at low parity (parity 0=41%), whilst 12% of deaths in non-eclamptics occurred in women > 5.  Similarly, most deaths from eclamptics occurred in women > 19 years, while most in the non-eclamptic group were aged 25 years and greater.  The most common avoidable factors were patient-orientated problems in women who presented late for antenatal care or late to hospital when symptomatic.  Administrative factors also played a major role, in that there was a delay in referral due to the unavailability of transport and either from the lack of protocols of management or failure to follow clinical protocols of care.  Most women presented as an emergency event and failure of resuscitation/achievement of haemodynamic stabilisation was a significant factor.

Conclusion

Clear protocols for management of hypertension in pregnancy at all levels of care are required.

ANTIPLATELETS FOR PREVENTION OF PRE-ECLAMPSIA AND ITS CONSEQUENCES

L Duley, D Henderson-Smart, M Knight and J King

Pre-eclampsia is associated with deficient intravascular production of prostacyclin, a vasodilator, and excessive production of thromboxane, a platelet-derived vasoconstrictor and stimulant of platelet aggregation. These observations led to the hypotheses that antiplatelet agents, and low dose aspirin in particular, might prevent or delay the development of pre-eclampsia. 

This hypothesis was first tested in several small randomised trials which reported very striking benefits in terms of reducing the risk of hypertension and proteinuria. The trials were too small to provide reliable information about other more substantive outcomes, such as perinatal mortality.  In addition, there was no information about the potential hazards of this therapy, such as a possible increased risk of bleeding for both the woman and her baby, and possible adverse effects on infant and child development. The promising results of early trials of low dose aspirin led to several large trials being conducted in various parts of the world.   Over 30,000 pregnant women have been entered into randomised trials evaluating low dose aspirin.  The aim of this review1 was to assess the effectiveness and safety of antiplatelet agents, such as aspirin and dipyridamole, when given to women at risk of developing pre-eclampsia.  

Methods

Criteria for considering studies for this review:

Types of studies

All randomised trials comparing antiplatelet agents with either placebo or no antiplatelet agent during pregnancy, and trials comparing one antiplatelet agent with another or with other interventions. Quasi random study designs were excluded.

Types of participants

Pregnant women considered to be at risk of developing pre-eclampsia. Women who started treatment postpartum were excluded.

Women were classified into subgroups based on:

· Their level of risk of developing pre-eclampsia at trial entry

· Gestation at randomisation, before or after 20 weeks gestation

· Dose of aspirin, (75 mg or >75 mg

· Whether a placebo was used for the control group

Types of interventions

Comparisons of any antiplatelet agent (such as low dose aspirin or dipyridamole) with either placebo or no antiplatelet agent, regardless of dose and duration of therapy or mode of administration, and irrespective of whether in combination with another agent. 

Types of outcome measures

For the women:  death, pre-eclampsia, elective delivery (induction of labour or elective caesarean section), caesarean section (emergency plus elective), bleeding episodes (such as abruption of the placenta, antepartum haemorrhage, postpartum haemorrhage, complications of epidural anaesthesia, need for transfusion), measures of serious maternal morbidity (such as eclampsia, liver failure, renal failure, disseminated intravascular coagulation) and rare adverse events (such as temporary blindness, major psychiatric disorders).

For the children:  death (stillbirth, neonatal or infant), gestational age at birth, growth restriction bleeding episodes (such as intraventricular haemorrhage), infant and child development.

Use of health service resources. For the woman, antenatal hospital admission, visits to day care units, use of intensive care, ventilation and dialysis. For the infant, admission to special care/intensive care nursery, duration of mechanical ventilation, length of stay in hospital, as well as development and special needs after discharge.

Search strategy for identification of studies

This review drew on the search strategy developed for the Pregnancy and Childbirth Group as a whole. See Review Group details for more information. The Cochrane Controlled Trials Register and Database were also searched.  In addition, hand searches, were performed, of the congress proceedings of the International and European Societies for the Study of Hypertension in Pregnancy where these had not previously been searched.

Methods of the review
Assessment of trials for inclusion in the review was performed independently and unblinded by two reviewers. Validity of each included trial was assessed according to the criteria outlined in the Cochrane Handbook, with a grade allocated to each trial on the basis of allocation concealment: A (adequate), B (unclear), or C (clearly inadequate). Where the method of allocation concealment was unclear, attempts were made to contact authors to provide further details. Quasi randomised designs, such as alternate allocation and use of record numbers, were excluded.

Blinding and completeness of follow-up were also assessed.  Data extraction was performed independently by two reviewers using previously prepared data extraction forms. Any discrepancies were resolved by discussion. If the reviewers could not agree, the data were excluded until further clarification was available from the authors. Statistical analyses was performed using the Review Manager (RevMan)  software, with results presented as summary relative risk (RR), risk difference (RD) and number needed to treat (1/RD).  Funnel plots were used to assess the relationship between size of trial and time of trial publication, and direction and size of treatment effect.

Results

Overall, 39 trials involving 30,563 women were included in the review. In 12 trials data were reported for less than 50 women, 5 trials reported data for 50-99 women, 14 trials had 100-999 women and 8 trials involved 1000 or more women. In 30 trials, aspirin alone was compared with placebo or no treatment. 

There is no overall difference in the risk of pregnancy induced hypertension in the 27 trials (18,247 women) reporting this outcome [RR 0.97 (0.89, 1.05)]. There is a statistically significant reduction in risk in two pre-specified sub-groups: for high risk women [7 trials, RR 0.65 (0.46, 0.92)], and for women given more than 75 mg/day aspirin [8 trials, RR 0.67 (0.51, 0.87)]. There is a 15%, reduction in the risk of pre-eclampsia associated with the use of antiplatelet agents [32 trials with 29,331 women, RR 0.85 (0.78, 0.92), RD -1.1% (-1.7%, -0.6%), NNT 89 (59, 167)]. This reduction is statistically significant regardless of whether the woman was at moderate or high risk, whether or not she was in a placebo controlled trial and irrespective of the dose of aspirin she received.  It is also statistically significant for women randomised before 20 weeks gestation [RR 0.86 (0.77, 0.97)], but is borderline for statistical significance for those entered after 20 weeks [RR 0.88 (0.77, 1.00)].

Overall, in the 23 trials reporting preterm birth (28,268 women), there was a small (8%) reduction in the risk of delivery before 37 completed weeks [RR 0.92 (0.88, 0.97), RD -1.4% (-2.3%, -0.5%), NNT 72 (44, 200)]. The size of this reduction was constant across all the subgroups, except that for >75mg aspirin [557 women, RR 0.58 (0.38, 0.88)].  Thirty trials (30,093 women) reported stillbirths, neonatal deaths or infant deaths.  When any reported deaths are analysed together, regardless of when the death occurred, there is a 14% reduction in the risk of death in the antiplatelet group [RR 0.86 (0.75, 0.98), RD -0.4% (-0.8%, 0.0%), NNT 250 (125, >10000]. This reduction seems to be greatest amongst high risk women [4134 women, RR 0.73 (0.56, 0.96)].  In 25 trials (20,349 women) there is no overall difference in the risk of small for gestational age births [RR 0.92 (0.84, 1.01)]. In two subgroups this difference is larger and statistically significant. For women randomised <20 weeks [8401 women, RR 0.82 (0.71, 0.96)] and for those given >75mg aspirin [934 women, RR 0.68 (0.52, 0.88)]. 

Discussion

There continues to be considerable controversy about the value of aspirin for prevention of pre-eclampsia. This review summarises data from over 30,000 women. It demonstrates that, although the benefits are not as high as was hoped for, low dose aspirin does reduce the risk of pre-eclampsia and its consequences. As these benefits are small to moderate, however, further research is required to help determine for which women aspirin would be worthwhile. 

Implications for practice

As most of the evidence relates to low dose aspirin, this is the antiplatelet agent that should be used in clinical practice for prevention of pre-eclampsia. The evidence from this review1 should be summarised and made available to women at risk of pre-eclampsia. The decision about whether to take aspirin during pregnancy should then be made in consultation between the woman and her doctor. As the reductions in risk are small to moderate, relatively large numbers of women will need to be treated to prevent a single adverse outcome. However, from a public health perspective even these moderate benefits may be worthwhile, and low dose aspirin may be worth considering for more widespread use. 

The dose of aspirin should be 75 mg, or less. Starting aspirin before 12 weeks and using higher doses cannot be recommended for clinical practice until more information is available about safety. 

Implications for research

Several questions remain about the role of low dose aspirin. These include whether there are particular high risk groups of women who might have greater benefit, whether starting treatment before 12 weeks would have additional benefits without any increase in adverse effects, and whether a higher dose would be more effective. Many of these unresolved questions could be most efficiently answered by a review that pooled data from the individual women in the trials presented here, rather than undertaking further trials. This review is now being planned, and any aspirin triallists interested in collaborating on the review are invited to contact either Lelia Duley or David Henderson-Smart.

EXPECTANT MANAGEMENT OF EARLY ONSET, SEVERE PRE-ECLAMPSIA: PERINATAL OUTCOME

DR Hall, HJ Odendaal, GF Kirsten, J Smith, D Grové

Department of Obstetrics and Gynaecology, Tygerberg Hospital and University of Stellenbosch; MRC Perinatal Mortality Research Unit, Tygerberg, South Africa

Objective

To evaluate the perinatal outcome of expectant management of early onset, severe pre-eclampsia.

Design

Prospective case series extending over a five years.

Setting

Tertiary referral centre.

Population

All women (n = 340) presenting with early onset, severe pre-eclampsia, where both mother and the fetus were otherwise stable.

Methods

Frequent clinical and biochemical monitoring of maternal status with careful blood pressure control.  Fetal surveillance included six-hourly heart rate monitoring, weekly Doppler and ultrasound evaluation of the fetus every two weeks in a high-care obstetric ward.

Main outcome measures

Prolongation of gestation, perinatal mortality rate, neonatal survival and major complications.

Results

A mean of 11 days were gained by expectant management. The perinatal mortality rate was 24/1000 ((1000g / 7 days) with a neonatal survival rate of 94%.  Multivariate analysis showed only gestational age at delivery to be significantly associated with neonatal outcome. Chief contributors to neonatal mortality and morbidity were pulmonary complications and sepsis.  Three pregnancies (0.8%) were terminated prior to viability and only two (0,5%) intra-uterine deaths occurred, both due to placental abruption.  Most women (81.5%) were delivered by Caesarean section with fetal distress the most common reason for delivery.  Neonatal intensive care was necessary in 40.7% of cases, with these babies staying a median of six days in intensive care.

Conclusion

Expectant management of early onset, severe pre-eclampsia and careful neonatal care led to high perinatal and neonatal survival rates.  It also allowed the judicious use of neonatal intensive care facilities.  Neonatal sepsis remains a cause for concern.

Table 1.  Perinatal outcome and contribution of intensive care at specific periods of gestation (viability/NNIC care set at 28 weeks with minimum mass 800g)

	Gest.
	No.
	% to NNIC*
	Excluded from NNIC#
	% neonatal survival
	% perinatal survival

	26w
	1
	-
	Pre-viable
	-
	-

	27w
	5
	-
	Pre-viable
	20**
	20

	28w
	36
	87.5
	4
	82.3
	72.2

	29w
	39
	66.6
	0
	94.8
	92.3

	30w
	36
	55.5
	0
	97.2
	94.4

	31w
	50
	42
	0
	94
	94

	32w
	68
	29.4
	0
	95.5
	94.1

	33w
	44
	25
	0
	100
	100

	34w
	57
	10.7
	1
	96.4
	94.7

	35w
	4
	0
	0
	100
	100

	Total
	340
	40.4
	5
	94
	91.1


Gest. =
delivery gestation in weeks, No. = number of cases; NNIC = neonatal intensive care; * = percentage of babies qualifying for NNIC who needed this support; % neonatal survival = percentage survival of livebirths to 28 days of age, (IUD’s, terminations with stillbirth and infant deaths excluded) ; % perinatal survival = percentage overall survival at discharge, includes all ante- and postpartum losses before discharge; # = number of babies not qualifying for NNIC after 28 weeks’ as follows: 28 weeks, intra-uterine death x1, birthweight < 800g x2, death after delivery before transfer to NNIC x1, 35 weeks: intra-uterine death x1; ** = this survivor (regarded as an exception) was ventilated for nine days.

RISK FACTORS FOR ABRUPTIO PLACENTAE IN PATIENTS HOSPITALISED FOR EARLY ONSET SEVERE PRE-ECLAMPSIA – A CASE CONTROLLED STUDY

HJ Odendaal, DR Hall, D Grove

Department of Obstetrics and Gynaecology, University of Stellenbosch and Tygerberg Hospital and MRC Perinatal Mortality Research Unit, Tygerberg, South Africa

Objective

To identify patients with severe pre-eclampsia at risk for abruptio placentae.

Methods

Abruptio placentae occurred in 69 (20.3%) of 340 patients hospitalised for early onset severe pre-eclampsia between 1 April 1992 and 31 March 1997.  In a case controlled study, using the gestational age at delivery as the only selection criterium, a matched control group was selected for patients who had had abruptio placentae.  For 2 patients who developed abruptio placentae at 28 weeks, no controls could be found.  They were therefore selected from the 29 weeks’ group.

Results

Admission data of the 2 groups were comparable except for proteinuria.  The mean admission-delivery interval for control patients was 11.9 days in comparison to the 8.8 days in the abruption group (p=0.0083).  The last routine nonstress test before delivery demonstrated decelerations in 5 control patients, but in 20 patients who had an abruption (p=0.002).  Blood pressure levels at delivery did not differ significantly.  Uric acid levels on admission and LDH levels at delivery were significantly higher in the abruption group.  No other differences could be found.  There were 6 perinatal deaths (including 2 intrauterine deaths) in the abruption group and 2 in the control group.  Neonatal outcome between the 2 groups did not differ significantly.

Conclusion

Abnormal fetal heart rate patterns in the abruption group were the only practical way of identifying this complication.

TOWARDS A BETTER UNDERSTANDING OF POSTNATAL/POSTPARTUM DEPRESSION IN CONTEXT

EP Mills

Founder-President PNDSA (The Postnatal Depression Support Association, S. A.) 

Introduction

The research described below was an attempt to gain an integrated and holistic picture of middle-class women who develop Postnatal Depression.  The author hypothesized that there might be a profile that distinguished women who develop PND, from those who do not.  Structured questionnaire interviews of women who considered themselves to be depressed or out of control after the birth of a baby, were compared with a non-depressed randomized sample drawn from women who were attending Well Baby Clinics.  This paper does not deal with the subsequent treatment of the depressed women, but it needs to be mentioned that all of them were referred for medication, psychotherapy or to Support Groups, or for a combination of all of the three treatment options.  All of the depressed women were followed up, and all of them recovered over time.

Method

The PND Group was drawn from women who requested a consultation with a view to joining a PND Support & Therapy Group.  Subjects were either referred by health professionals or were self-referred.  The assessment interview, which takes between 90-120 minutes, followed the Structured Questionnaire Interview Guidelines (SQIG), at the end of which two measuring instruments were used, namely the Edinburgh Postnatal Depression Scale (EPDS) and a Symptoms & Feelings Checklist (SFC), which was developed by the author.  Reliability was established giving a result of Cronbach Alpha 0.8857.  Correlation between the EPDS and the SFC was (r=0.59; p<0.05).  The EPDS was used as the main measure of postnatal depression in the analysis.  

The SQIG covers demographics, family composition, previous and recent obstetric data, psychopathology of the subjects and their biological families, quality of previous and current family relationships, personal history and major life events to date, recent and current stress factors, available social and instrumental support systems, perceptions of pregnancy and birth experience, infant-related perceptions and details, personality factors, communication and conflict management skills, and details of symptoms and time of onset thereof.

The Control Group was randomly drawn from women who were attending Well Baby Clinics.  They were given a stamped, self-addressed envelope containing the SQIG, the EPDS and the SFC, and were invited to participate in a research project, without providing any identifying details.  If however, they wished to contact the researcher, they were invited to do so.  Approximately 10% of the Control Group scored above the cut-off on the EPDS and SFC.  Some of these subjects did, in fact, subsequently make contact with the author, and were included in the PNDSA treatment programme.  The data were submitted for statistical analysis.

Results

There were no statistically significant differences between the groups in terms of age, education, marital status, occupation, and parity and family composition.  However there were differences in terms of attitude to current work/non-working status.  The PND group was more dissatisfied about this ((2 (1) = 11.909; p= .00056).  There were also significant differences in how the women described themselves, “normally”.  More of the PND sample than the Control sample see themselves as high achievers, controlling, highly organized, happy/gregarious.  There was a different birth order pattern between the two groups.  Most the PND sample, are eldest children whereas the Control sample is evenly spread over oldest, middle, youngest.  ((2=21.522 df=2p=.00002).  The Control group rated their relationship with their own mothers, fathers and siblings as significantly better than did the PND group.  Respondents were asked what “role” they played in their original families.  Results show that significantly more of the PND sample than of the Control sample say their role in the family was to be “the responsible child”, “the caretaker”, “the peacemaker”, and “mother’s friend”.  Management and communication of emotion differed in the families of origin:  Significantly fewer people in the PND sample than in the Control sample say they were allowed to express negative feelings in their original families.

Subjects were asked whether they had experienced major bereavements.  All of the PND group had done so, in contrast to 18.35% of the Control.  

In relation to previous history of depression, the chi-square is significant ((2 (1) = 82.974; p= .0000).  80.63% of the PND group said they had suffered depression prior to postnatal depression, while only 35.46% of the Control group had done so.  Subjects were asked when previous depressions had occurred.  The chi-square is significant ((2 (2) = 40.083; p= .0000).  Most the PND group indicated that they suffered previous depressions during childhood or adolescence.  Significantly more people in the PND sample than in the Control sample reported depression in the family – mothers (including PND), fathers and siblings. 
A higher proportion of the PND group reported that there was substance abuse in their families than did the Control group – in themselves, their mothers, and their siblings.

Subjects were asked whether they had ever been abused in any way.  The chi-square is significant ((2 (1) = 31.785; p= .0000).  53.61% of the PND group said they had suffered abuse, compared with 23.62% of the Control group.  

	Variable
	PND
	Control
	
	
	

	
	% yes
	% yes
	(2
	Df
	p

	Abused
	53.61%
	23.85%
	27.762
	1
	.0000

	Sexual abuse
	24.14%
	10.09%
	8.972
	1
	.0027

	Physical abuse
	26.65%
	9.17%
	13.366
	1
	.0003

	Emotional abuse
	45.28%
	14.68%
	31.157
	1
	.0000


A significantly higher percentage of the PND group said they had suffered from eating disorders than did the Control group.  The chi-square is significant ((2 (1) = 12.520; p= .0004) regarding recent or current stress factors. 98.00% of the PND group and 89.68% of the Control group said they had suffered or were experiencing stressful life events.  In particular, differences were found relating to bereavement, illness in the family, family relationship problems, relocation.  There were no significant differences relating to moving house, work stress, financial problems, and loss of friends.

Gynaecological and Obstetric History

More than half of the PND group (55.73%) said they suffered from Pre-Menstrual Syndrome (PMS), whereas only 39.37% of the Control group did ((2 (2) = 15.725; p= .0000).  No significant differences were found relating to previous miscarriage, terminations or fertility treatment.  However, in the PND Group, 39.63% had more than one child, as contrasted with 28.35% of the Control group ((2 (1) = 4.534; p= .0332).  A significant chi-square was also found ((2 (1) = 14.632; p= .0001) relating to PND experienced after previous births.  62.20% of the PND group said they had suffered from PND before, in comparison with only 23.53% of the Control group.

There is a significant difference in the proportions of the samples who report that their babies were planned: PND group = 65.3%, Control group = 83.5% ((2 (2)= 13.548; p= .00023).  Most the women report that they wanted their babies, even if the pregnancy was unplanned.  Conversely, some pregnancies, though planned were not always wanted.  Substantially fewer of the PND group, however, were positive about having a baby. ((2 (2)= 39.150; p= .0000). 

Chi-square analysis produced significant results ((2 (5)= 79.919; p= .0000), concerning the quality of the relationship with baby’s father during the most recent pregnancy.    (See table below)

	
	Very poor
	Poor
	Fair
	Good
	Very good
	Excellent

	PND group
	7.72%
	13.18%
	27.65%
	26.69%
	16.08%
	8.68%

	Control group
	.79%
	3.97%
	7.94%
	19.84%
	34.92%
	32.54%


Analysis was done on the responses as the scale from 1 (very poor) to (6) excellent.  The mean of the PND group is 3.563, which is significantly lower than the Control group mean of 4.817 (t (272)=9.861; p= .0000).

Health and mood during pregnancy also differed significantly.  The PND group rated their health during pregnancy as significantly more problematic than the Control group  (t (236)= 6.505; p<0.0001).  The PND group rated their mood during pregnancy as significantly more negative than the Control group (t (272)= 11.141; p<0.0001).  Neither group had received treatment for the depression or anxiety experienced at this time.

Most Recent Birth Experience

While there was no difference in the proportions of the 2 samples that had vaginal or caesarian deliveries.  ((2 (1)= 3.040; p= .0813), other significant differences were found:  The PND and Control groups differed significantly (p<.05) in that a larger number of the PND group had episiotomies and unplanned or emergency Caesarians.  Significantly more of the Control group had vaginal deliveries without interventions.  An independent t-test was performed to test whether there was a difference in the samples’ ratings of their experience of labour and delivery.  This was significant (t (227)= 6.554; p<0.0001), indicating that the Control group had a significantly more positive score than the PND group.  With the exception of eight in the Control group, all the babies were delivered in private hospitals.  The women differed significantly in how they rated the quality of hospital care ((2 (5)= 62.408; p= .0000), meaning that the PND group rated the care as less satisfactory than the Control.

Perceptions of the Baby

Most the sample were positive about the gender, appearance and development of their babies.  However, the proportions of the samples giving the various ratings of their attitude to their baby differed significantly ((2 (2)= 35.387; p= .0000).  All of the women in the Control group rated themselves as positive, while in the PND group 23.2% rated their attitudes to their babies as negative or fair.  Significantly fewer of the PND group (59.44%) than of the Control group (79.53%) said they experience their baby as “good” ((2 (1) = 15.316; p= .0001).  Surprisingly, a significantly lower proportion of the PND group (22.91%) than of the Control group (51.18%) said they experience their baby as “demanding” ((2 (1) = 32.817; p= .0000).  A significantly higher proportion ((2 (1) = 16.590; p= .0001) of the PND group (25.70%) than of the Control group (7.87%) said they experience their baby as “fussy”.

The difference in the proportion of the PND group (59.13%) and Control group (61.90%) who were breast-feeding their baby does not reach significance.  However, fewer of the women in the PND group were actually enjoying breast-feeding (t (350)=6.938; p= .0000).  28.4% of the PND group associated the onset of postnatal depression with breast-feeding.  

More of the PND group said that bonding with the baby was problematic, happening slowly or had not yet occurred, in comparison to the Control group.  (It should be noted that the average age of the babies in the PND group was 6.9 months).  A 2x3 chi-square analysis gave the following results:

	
	slow    
	Good    
	none    
	Totals  

	PND group
	90
	185
	48
	323

	Row Percent
	27.86%
	57.28%
	14.86%
	

	Control group
	6
	103
	0
	109

	Row Percent
	5.50%
	94.50%
	0.00%
	

	Column Totals
	96
	288
	48
	432


(2=51.468
df=2
p=.00000

A significantly higher proportion of the PND group (12.38%) than of the Control group (3.94%) said their babies were premature ((2 (1) = 6.319; p= .0120).  There were other differences relating to the baby: illness ((2 (1) = 8.987; p= .0027); and colic ((2 (1) = 5.585; p= .0181) were more prevalent in the PND group.  Surprisingly, sleep problems with the baby were more common in the Control group ((2 (1) = 5.548; p= .0185).  There was no difference in the number of multiple births.

Partner, Partner Relationship and Support Systems

Approximately half of the PND group (57.45%) said their partners were depressed, whereas only 16.54% of the Control group said this. The chi-square is significant ((2 (2) = 111.814; p= .0000).  Participants were asked whether they felt that their partner was sufficiently available to support them.  The chi-square is significant ((2 (2) = 6.644; p= .0402).  A higher percentage of the PND group (30.00%) than the Control group (24.41%) said their partners were not sufficiently available to support them.  Very few respondents in either group considered that the baby had improved their relationship with their partners.  Most of the PND sample said their relationship with their partner had worsened since the baby, whereas most the Control group said the relationship with their partners was unchanged or had worsened.  (See table below)

	
	Improved
	Unchanged
	Worsened

	PND
	18.01%
	21.43%
	60.56%

	Control
	17.46%
	44.44%
	38.10%


((2 (2)= 67.360; p= .0000).  

The PND group rated itself as having much poorer communication with their partners than the Control group ((2 (5)= 60.177; p= .0000).  A higher proportion of the Control group said that they get good / very good emotional and parenting support from their partners than did the PND group. (t (277) = 9.907; p=.0000).  The PND group thus had less emotional support from their partners than the Control group.  The PND group also received significantly less assistance from the baby’s maternal grandmother, the extended family and from friends.  Interestingly, the PND Group admitted to having a problem with requesting help even when they needed it   The chi-square is also significant ((2 (2) = 11.101; p= .0009).

Discussion and Effects of Depression

This section addresses some of the other issues, investigated in the study, which seem to be direct negative effects of the depression.  The participants were asked whether they had felt so bad that they had lost control of their behaviour.  The chi-square is significant ((2 (1) = 12.612; p= .0004). A significantly higher proportion of the PND group (68.42%) than of the Control group (50.40%) said they had lost control generally at times.  Loss of control with baby in particular, was also more prevalent in the PND group ((2 (1) = 4.510; p= .0337).  The degree varied from shouting at the baby, throwing it on the bed or hitting it.  Loss of control with older children was also more common in the PND group - chi-square is significant ((2 (1) = 1.846; p= .1743).  There was no difference between the proportions of the PND group (19.50%) than of the Control group (13.49%), who said they had lost control with their older children.  A significantly higher proportion of the PND group (48.30%) than of the Control group (34.13%), said they had lost control with their partners: ((2 (1) = 6.812; p= .0091).  A significantly higher proportion ((2 (1) = 33.358; p= .0000) of the PND group (74.14%) than of the Control group (44.88%), said that they had experienced a sense of loss after the birth: There were significant differences between the groups re loss of independence, joy, intimacy with their partners and loss of career.  

Almost all the women in both groups had attended antenatal classes.  An independent t-test was performed to test whether there was a difference in the samples’ perceived preparedness for the realities of motherhood.  The t-statistic is significant (t (430)= 9.495; p<0.0001), indicating that members of the PND group considered themselves as significantly less well prepared than did the Control group.  Not surprisingly, the proportions of the samples giving the various ratings of their attitude to mothering differed significantly ((2 (2)= 109.375; p= .0000).  More of the women in the Control group rated themselves as having a positive attitude than did the PND group, and vice versa.  The respondents were asked whether they had been educated and informed about PND.  The chi-square is significant ((2 (1) = 13.774; p= .0002). 80.80% of the PND group said they had previously heard of PND, and 95.28% of the Control group had.

In conclusion it must be emphasized that the women who experienced PND seem to have very different “profiles” – their life experiences were different, their birth experiences were different.  They had less effective availability and use of support systems, were perfectionists, controlling and high achieving personalities, with problematic current and past personal relationships.  How much of the depression is attributable to these factors is impossible to say.  The fact that many of their own mothers were depressed when the PND group were infants raises the inevitable question of “ghosts in the nursery”.  Certainly, PND seems to have had a deleterious effect on their relationships with their partners and their offspring.

AN INTERVENTION PROGRAM: RURAL WOMEN HEALTH AND OUR INITIATIONS

PS Chitrakar

Women Development Society (WODES), Nepal

The Women Development Society (WODES) organised a one day Interaction Program on “Rural Women’s Health and our Initiations” on 27 October.  Forty eight people participated in the program.  Participants from different sectors gave their views on the given issues.  The following is the summary of that program:

The word “Kathmandu” creates a picture of a metropolitan city with its streets full of traffic, various amenities like schools, colleges, universities, block with well-to-do and educated people, in the minds of people.  And it is true to some extent, but in keeping with the reality of most of the Kathmanduites, the imagination does not match the factual aspect.

The proverb “shadow under the lamp” is appropriate to describe the reality of the people of the capital city.  The people who live on the 10km periphery or in the suburbs are deprived of basic health facilities, let alone schools, colleges and university.  Badhvanjyang, Thankhot, Mahedevsthan, Mata Tirtha, Balambu, Dahachowk, Naikap and Stungal villages barely 10km west of Kathmandu can be taken as examples.  Some 6 to 8 thousand people live in the villages.  The awareness and education and public health is extremely low.  The main cause of very low health awareness is attributed to the illiteracy of women.  Girl children are never on the priority list for schooling.  Many girl children spend their childhood looking after their younger brothers and sisters, doing household chores, working in the fields, herding cattle and so on.  The new generation is slowly awakening to education yet the existing system of child marriage has decelerated the speed of education development.  People of these villages have not yet realised the fact that daughters should be educated and they should grow up to be qualified citizens.

Therefore public health has remained the least prioritised subject for the people of these villages.  Though there are quite a few health posts, dispensaries and health workers, they have not been able to render satisfactory health services.  The locals don’t even know their potential and existing resources due to lack of awareness.

Thanks to a very low social awareness, the people think that to be a woman is a curse.  So, where the people regret being a woman, it is natural that they are treated as inferior citizens.  This has mainly affected the health of women.

Women who were warned not to conceive, were forced to bear children and they died during pregnancy as a consequence.  This is out of sheer lack of awareness.  And there are cases of second and third marriages just for the sake of having a male child.  And a large number of women have been suffering from mental torture and domestic violence because of bigamy.  This has created family feuds in many villages.  All of these situations worsen the health of women directly or indirectly.

Moreover most of the villagers go to the traditional faith healers rather than to the doctors when they fall ill.  They stay at home and pray.  Apart from this, child marriage, early pregnancy, negligence from the family members due to pregnancy, domestic violence, lack of nutritious foods all contribute to worsening the health of local women.  It is said that in almost all Balambu families, women have become victims of domestic violence.  According to women, their husbands beat up 90% of the local women.

The women suffer from anemia, pain in the lower abdomen, uterus prolapse, over bleeding and other symptoms.  All of these women age prematurely and die young.  With the view to putting this social ill to an end, the Women Development Society (WODES) began to work in these villages in 1991 with the focus on making the rural populace, especially the women, aware of the problem.  For this WODES organised the village women first of all and began spending its resources and means in raising awareness among them regarding their day-to-day problems.  With the co-operation of the women, WODES conducted literacy classes, health-training camps, constructing latrines and providing training to traditional midwives.

Besides this, WODES distributed nutritious food and medicine to TB patients, distributed medicine to school children and provided training on the preparing the best quality porridge flour.  Likewise, community cleaning campaigns, encouragement to undertake income-generating activities and consuming green-leafed vegetables were also carried out by the organisation.  Training on modern vegetable farming and seeds of vegetables were also provided to farmers.  With a view to keeping the children and mothers’ health in a better condition, WODES operated a childcare centre in Balambu for five years.

“Health is Wealth” goes the saying.  Unless we can improve the health conditions of the women, who comprise more that half of the total population, we can’t make a health society.  Unless the people are healthy no country can progress.  WODES initiated programs to improve the health of rural people and the activities should be given continuation to ensure better public health.  To raise awareness among the village women, thereby improving their health, calls for a continued, planned and encouraging activities.  For this the whole community should move forward united.  WODES hopes, and believe that it can do a lot more in this field in future, if it receive co-operation from all quarters as it did in the past.

THE MANAGEMENT OF SEXUAL ASSAULT CASES AT A CENTRAL HOSPITAL IN MALAWI

AS Muula

Lilongwe Central Hospital (LCH), Malawi

Objectives

To review hospital management of assault cases, to assess whether medical reports assist in ensuring that justice is done, to assess if laboratory findings aid in diagnosis.  To evaluate psychological support offered to clients/patients.

Methods

Retrospective study of case notes of sexual assault cases reported between 1st January 1999 to 31st July 1999 at LCH.

Outcome Measures

Content of history and physical examination records, use of laboratory findings in overall management of cases.

Results

There were gross inadequacies in the content of history and physical examination.  There was no psychological support offered.  Laboratory findings were not appropriately used.

Conclusions

Sexual assault has the potential of spreading sexually transmitted infections including HIV/AIDS.  Medical reports are not aiding the performance of justice.  There is need to train clinicians and nurses in management of sexual assault cases.  The legal/human rights aspects of sexual assaults need to be explored.

COST-EFFECTIVENESS OF SYNDROMIC MANAGEMENT OF STIs AMONG CLIENTS ATTENDING MCH/FP CLINICS

BN Maggwa, J Solo, I Askew, B Janowitz

Introduction

One strategy being adopted by sub-Saharan African countries to respond to the rapidly growing HIV/AIDS epidemic is early diagnosis and treatment of STIs by providing STI services through existing MCH/FP services.  Due to lack of affordable and reliable laboratory services most of the programs are adopting the use of syndromic management on the assumption that it is a cost-effective strategy.

Methodology

Three case control studies in Kenya and Zimbabwe of clients attending maternal and child-health clinics (MCHC) were undertaken to determine the prevalence and distribution of STI symptoms, signs and laboratory evidence of gonorrhea, chlamydia, trichominiasis and bacterial vaginosis.  The effectiveness of various syndromic diagnosis and management algorithms were compared using their sensitivity, specificity and positive predictive values.  Average and incremental cost-effectiveness ratios were determined for four different algorithms.

Findings

The two studies in Kenya involved 906 family planning clients and 815 antenatal clients while the Zimbabwe study included 1623 FP clients.  More than one-half of study clients in the two Kenyan studies and one-third of clients in the Zimbabwean study had at least one reproductive tract infection.  Most of the infections were non-sexually transmitted and cervical infections were relatively uncommon.  Using symptom-based algorithms to identify women with infection had high false positive and false negative rates.  STI/HIV risk scores did not significantly alter the performance of symptom-based algorithms.  Using lab tests to screen clients diagnosed to have STI syndromes reduced the false positive rates but had no effect on the false negative rate.  Overall, the average and incremental cost-effectiveness ratios associated with using lab tests were higher than the national per capita expenditure on health for most countries in the region.  Using syndromic approach to screen family planning clients had the lowest average cost-effectiveness ratio but also had a very high proportion of false positives and false negatives.

To conclude, syndromic management is not a cost-effective strategy for STI management in MCH/FP clinics, therefore programmes should put more emphasis on preventing these infections.

FEMALE GENITAL MUTILATION: AN INTERVENTION STRATEGY FOR IT’S ERADICATION

A Olaogun

Department of Nursing, Obafemi Awolowo University, Nigeria

Objective

To use an integrated educational programme in eradicating female genital mutilation (FGM).

Method

Through participatory methodology, an educational programme was developed and used for a campaign against FGM in rural Southwest Nigeria.  This programme includes a series of health talks, a video drama entitled, “The consequence”, and songs in Yoruba.  It was used in schools, community outreach programmes and at health centres.  Change facilitators was trained to continue the education.

Conclusion

The eradication of FGM is a community-based programme that should be designed and implemented by the people.  It is advocated that this programme can be used in other places.

RECENT ADVANCES AND FUTURE TRENDS IN CONTRACEPTIVE RESEARCH

S Diaz

Instituto Chileno de Medicina Reproductiva

A large variety of modern contraceptives are now available including several means to administer hormonal contraception, different highly effective long-term methods and simple sterilisation techniques.  Methods under research include immuno-contraceptives for women and men, hormonal methods for men, new approaches to female hormonal contraception and improved barrier methods.

Modern contraceptives are safe for most women.  Some methods have beneficial health effects other than prevention of unwanted pregnancies: combined oral contraceptives (COCs) decrease the risk of endometrial and ovarian cancer, ectopic pregnancies, pelvic infections, anaemia and ovarian cysts; condoms protect from STDs/HIV; progesteron only methods prolong lactational amenorrhea, etc.  However, underlying health conditions may decrease the level of safety of a given method.  Predisposing factors increase the risk of cardiovascular pathologies among users of COCs, who are also exposed to a slight increase in the risk of breast cancer. IUDs are associated with an increased risk of pelvic infections in women exposed to sexually transmitted diseases.

For these reasons, the appropriate use of the technology available requires screening for biomedical conditions and counselling that enables the selection of methods that are adequate for the lifestyle of women and couples.  Providers need to be aware of the current recommendations to help women to choose methods that are safe for them.

Contraceptive methods have had a considerable positive impact on maternal and infant health and on population growth but unwanted pregnancies and unsafe abortions still occur in large numbers.  This shows the need to improve the access to and the quality of family planning services including the availability of contraceptives, sensitive providers trained in technical matters and communication skills, and communication between the community, the providers and the managers.

MATERNAL MORTALITY RELATED TO OBSTETRIC HAEMORRHAGE IN SOUTH AFRICA 1998

GB Theron, L Mangate
National Committee on Confidential Enquiries into Maternal Deaths (NCCEMD) of South Africa

Objective

To document the prevalence and causes of maternal mortality due to obstetric haemorrhage and identify avoidable factors, missed opportunities and substandard care involved in these deaths.

Method

Maternal deaths are notifiable and when a maternal death occurs, a maternal death notification form is filled in and sent to the Provincial MCWH Units.  Provincial Assessors assess the maternal death and send a report.  This report is forwarded to the NCCEMD where the data is collated and the prevalence, pattern of disease and avoidable factors, missed opportunities and substandard care in maternal deaths are described.

Results

Obstetric haemorrhage was the third most common cause of maternal deaths (13.3%) during 1998.  The primary cause of death was antepartum haemorrhage in 27 (4.6%) cases and postpartum haemorrhage in 48 (8.2%) cases.  Most of these deaths occurred at Level 1 and 2 hospitals.  Abruptio placentae was the most common specific cause of death in the antepartum haemorrhage group, and in the postpartum haemorrhage group, retained placenta, uterine atony and rupture of the uterus.  In 82.7% of cases the final cause of death was hypovolaemic shock.  Non-attendance at antenatal clinics was the most common patient-related avoidable factor in the antepartum haemorrhage group and a delay in seeking help in the postpartum haemorrhage group.  Administrative problems occurred with a reasonably low frequency with lack of transport from a clinic or hospital to another hospital the most common problem.  There was often a delay in referral to a secondary or tertiary level of care.  Inadequate initial assessment and problem recognition occurred commonly at the secondary level of care.  Women in the antepartum haemorrhage group were often managed at an inappropriate level of care.  A lack of adequate resuscitation was the most common defect in the management of these women.  Anaesthetic problems occurred in the antepartum haemorrhage group at secondary level of care.

Conclusion

Active resuscitation and prompt referral to specialist care is mandatory when the diagnosis of abruptio placentae has been made.  In-service training on managing postpartum haemorrhage especially at level 1 institutions should be performed.  Strict adherence to use of protocols for trial of scar and the partogram should be encouraged.

MATERNAL MORTALITY RELATED TO ACUTE COLLAPSE AND EMBOLISM IN SOUTH AFRICA 1998

H Cronje, N Nyathikazi

National Committee on Confidential Enquiry into Maternal Deaths (NCCEMD)

Objective

To document the prevalence and causes of maternal mortality due to acute collapse and embolism and identify avoidable factors, missed opportunities and substandard care involved in these deaths.

Method

Maternal deaths are notifiable and when a maternal death occurs, a maternal death notification form is filled in and sent to the Provincial MCWH Units.  Provincial Assessors assess the maternal death and send a report.  This report is forwarded to the NCCEMD where the data is collated and the prevalence, pattern of disease and avoidable factors, missed opportunities and substandard care in maternal deaths are described.

Results

In 1998, 41 cases of maternal death, due to acute collapse or embolism, were reported.  These cases comprise 11.5% of all direct obstetric deaths and 7.3% of all reported maternal deaths.  There were 32 cases of acute collapse with the majority of these women dying from cardiac arrest.  Thrombotic pulmonary embolism occurred in seven cases, whilst amniotic fluid embolism occurred in two cases.  The patients were approximately one decade older than the other maternal deaths forming the database (p=0.0146).  There was no difference between levels of care at the time of death.  The proportion of patients dying as a result of acute collapse and embolism is similar in all provinces, except for KwaZulu-Natal where less patients were reported to have died in this category.  In approximately half of these patients no avoidable factors could be identified, but poor record keeping inhibited analysis. Other problems included an inability to identify serious underlying conditions and poor monitoring of sick patients in hospital.

Conclusions

Recommendations include improved clinical evaluation and examinations of patients, better record keeping, the categorisation of acute collapse as well as acute respiratory decompensation as emergency conditions and recognition of a painful and/or swollen leg as a danger sign for possible deep vein thrombosis and embolism.  If the survey could be extended to include more home deaths, more cases of thrombotic pulmonary embolism would probably be recorded.

OBSTETRICAL PERFORMANCE IN PRIVATE SECTOR

RV Bhatt

Emeritus Professor of Obstetrics and Gynaecology, Medical College, Baroda, India.

Introduction

We find very few studies evaluating the obstetrical performance in private clinics. Private clinics do maintain some data but it is generally not published.  The purpose of the present study is to document quality of obstetrical care and obstetrical performance in private hospitals. 

Material and methods

The study covers about 120 private sector clinics located in urban and rural areas throughout India. A simple one page proforma with 45 items was devised and pre-tested in a few clinics before initiating the actual study. The instruction manual was carefully prepared to guide the person filling the form. The present analysis covers 41,998 confinements. The study is ongoing but we present analysis of these confinements. The data is compared with public sector hospitals located in different parts of India.

Analysis : Socio Demographic Profile
The socio-demographic profile is summarized in Table 1.  Antenatal care is availed by 90% of the women in private clinics. However, in private clinics located in rural areas, only 84% of the women are booked. There are fewer pregnancies in teenagers in private clinics. In private clinics teenagers (less than 20 years) contributed only 5.5% of the deliveries. The teenagers in public hospitals constitute 10-15% of the total deliveries. The number of women above the age of 30 years who deliver in private clinics is high. Primigravidae is the largest group delivering in private clinics. There were only 2.1% women who were more than parity 4+. The women in private clinics are more educated. Women in private clinics are also used to tobacco and alcohol use.

Antenatal Profile

The antenatal profile is summarized in table 2.  The antenatal registration is 90%. Not only this but 75% of these women register in the first half of pregnancy.  The mean antenatal visits in private clinics are 7.1 as compared to 4.6 in public hospitals. The maternal weight at the time of registration was more than 50 kilograms in 70% of the women. About 3.7% of the pregnant women weighed more than 70 kilograms. The incidence of severe anaemia is low in private clinics. However, even in private clinics, 63.5% are anaemic by WHO definition.  (Haemoglobin less than 11 G. percent). Malaria, infective hepatitis and heart disease are the main medical complications in the antenatal period. (malaria 1.6%, infective hepatitis 0.3% and heart disease 0.4%.) Pregnancy induced hypertension (8.2%) and antepartum haemorrhage (0.9%) are the main obstetrical complications during pregnancy.

Intrapartum profile

Performance during labour is summarized in Table 3. The incidence of elective induction of labor is 15%. The consultant or his resident are present at the time of delivery in 90% of the cases. The nurses conduct less than 10% of the deliveries in private sector. The incidence of spontaneous vaginal delivery with or without episiotomy is 61.3%.  Caesarean section rate is 25.2% (it varies from 16% to 52%). The delivery resulted in live birth in 96.1%, still birth in 1.9% and neonatal death in 0.5%. The main causes of neonatal death were asphyxia, jaundice infection and malformation. The baby weight was less than 2500 grams in 69% of the cases. Only 2.4% of the newborns weighed less than 1500 grams. Tube ligation during the stay in the hospitals was performed in 6.8% of the cases.  At least 40.2 percent of the women who delivered showed the desire to use some family planning method. The hospital stay in private clinics is usually short (29% were discharged within 3 days and 48% were discharged in 4-7 days). Management of breech presentation is the issue of debate all over the world. There is a trend to deliver breech presentation by caesarean section. In the present study 66% of the breech cases were delivered by caesarean section in contrast to 37.5% were delivered by caesarean section in public hospitals. Management of cases of previous caesarean section is another issue that has generated lot of debate. About 80.9% of women with previous caesarean section were delivered by caesarean section. Repeat caesarean section was performed in 56% of the cases in public hospitals. There is great uniformity in management of placenta praevia cases in private and public hospitals. Nearly 60% of placenta praevia cases are delivered by caesarean section both in private and in public hospitals.

Maternal Mortality

There were 13 maternal deaths. Pregnancy induced hypertension resulted in 3 deaths. One death was due to Eclampsia, three cases died due to jaundice. There were three deaths after caesarean section. One woman died due to PPH after twin delivery. The maternal mortality is 30.9/100,000 live births. Our FOGSI-WHO study (1) of maternal mortality in public hospitals showed 572 maternal deaths per 100,000 live births. 

Table 1: Socio-demographic profile of women

	Residence
	Urban 75%, Rural 25%

	Booking status
	90.6% booked

	Age
	5.5% teenagers

	Parity
	43.7% are primi

2.1% para 4+

	Literacy
	9.2% illiterate

30.9% are graduates and above

	Tobacco

Alcohol
	3.6%

0.7%


Table 2: Antenatal profile

	No. of visits

& Booking time
	Average No. of visits. 7.1 

75% register in the first half

	Haemoglobin status
	Hb. Upto 5 grams 0.3%

Hb. 7 G to 10.9G   60.2%

Hb. 11 G.+  36.5% 

	Maternal weight
	9.2% less than 45 Kg.

70% more than 50 Kg

3.7%  70Kg.+

	Medical complications
	Malaria.1.6%, infective hepatitis 0.3% heart disease 0.4%

	Obstetrical complications
	PIH   8.2%        APH 0.9%


Table 3: Caesarian Incidence

	Private

Sector
	Procedure 
	Public 

Sector

	26.2%
	Caesarian section rate
	19.7%

	66%
	Caesarian section for Breech
	37.5%

	80.9%
	Caesarian section rate for previous 

caesarian section
	56%


THE NUTRITIONAL MODULES IN THE IMCI GUIDELINES FOR THE INFANT 7 DAYS UP TO 2 MONTHS OF AGE

M Weber

World Health Organisation, Department of Child and Adolescent Health and Development, Geneva, Switzerland

Feeding problems of the infant are an unspecific answer of the neonate to several different underlying problems.  They may be related to sepsis or other peripartal problems, to size and/or maturity of the infant, or they may be caused by bad attachment or faulty feeding practices.  The IMCI algorithm is teaching a systematic approach to feeding problems.  First, the health worker has to Ask whether there is any difficulty in feeding, whether the infant is breastfed, and, if so, how many times a day.  Then he asks “Does the infant receive other foods or drinks”, and if so, how often.  Then he inquires what the mother uses to feed the infant.

If there are feeding problems identified, this is followed by Assessment of the feeding: Is the infant able to attach, is the chin touching the breast, is the mouth wide open, is the lower lip turned outward, is more areola visible above than below the mouth, is the infant suckling effectively, and are there any ulcers or white patches in the mouth.

Based on these findings, the IMCI chart classifies the infant’s feeding into 3 categories:

· Not able to feed.

· Feeding problem or low weight.

· No feeding problem.

Further action is based on this classification.  Children not feeding at all are referred for further assessment and in-patient treatment, as they might have a severe bacterial infection.  Mothers of children with feeding problems receive nutritional counselling messages, depending on the findings:

The mother should breastfeed as often and for as long as the infant wants, day and night.  If the infant is not well attached or not suckling effectively, the health worker teaches correct positioning and attachment.  If the infant is breastfeeding less than 8 times in 24 hours, the health worker advises increasing the frequency of feeds, and if he is receiving other foods or drinks, the health worker counsels the mother about breastfeeding more, reducing other foods or drinks, and using a cup.

Infants who are not breastfeeding are referred for breastfeeding counselling and possible relactation, or the mother is advised about correctly preparing breast milk substitutes and using a cup.  If the infant has oral thrush, the mother is taught to treat thrush at home and how to give home care for the young infant.

During IMCI training, a health worker learns to Teach Correct Positioning and Attachment for Breastfeeding with the following messages:

· Hold the infant with the infant’s head and body straight.

· Facing the mother’s breast, with infant’s nose opposite her nipple.

· With infant’s body close to her body.

· Supporting infant’s whole body, not just neck and shoulders.

· Show the mother how to help the infant to attach.  She should:

· Touch her infant’s lips with her nipple.

· Wait until her infant’s mouth is opening wide.

· Move her infant quickly onto her breast, aiming the infant’s lower lip well below the nipple.

The health worker looks for signs of good attachment and effective suckling.  If the attachment or suckling is not good, he will tell the mother to try again.

In conclusion, the IMCI young infant feeding materials teach a standardised approach to feeding the infant.  They help identify feeding problems related to sepsis, other peripartal problems, size and/or maturity, attachment, and feeding practices, and provide guidelines for counselling the mother to improve feeding practices.

ORAL VERSUS PARENTERAL VITAMIN K PROPHYLAXIS IN PRETERM INFANTS

A Omar, R Musoke
Department of Paediatrics, University of Nairobi, Kenya

Summary

Response to 2mg oral or 0.5mg IM vitamin K was investigated in 41 and 39 preterm infants respectively.  Using the thrombotest, it was demonstrated that in both groups the levels rose significantly over 72 hours.  For the oral group it rose from 26.7% to 37.3% and the IM group from 23% to 35%.  No infant has levels below haemorrhage level.  Analysis of covariance showed no significant differences between the responses.  It was concluded that oral vitamin K is as effective as the parenteral one.

Introduction

Classical haemorrhagic disease of the newborn or vitamin K deficiency bleeding (VKDB) of infancy usually manifests within 2 to 7 days of birth.  In practice, it can be diagnosed by determining prothrombin time, thrombotest, normotest or protein induced vitamin K analogues (PIVKA).

For a long time, neonatal prophylaxis was given by intramuscular (IM) injection.  Later oral prophylaxis was introduced.  Each route has its advantages and disadvantages.  The oral route is cheaper and easier to give so it can be used in any health facility.  These reasons prompted us to look at the efficacy of oral vitamin K in preterm infants.

Methodology

The study was carried out at Kenyatta National Hospital Newborn Unit (NBU).

Consecutive babies admitted to the NBU were included if: their birth weight was between 1200 and 2500g, appropriate for gestational age; not on intravenous nutrition; had normal platelet counts; less than 6 hours old; and mothers gave consent.  Their mothers must have been well during pregnancy and not on anti-convulsants or anticoagulants.

The sampled infants were randomly allocated to receive either 2mg or oral vitamin K or 0.5mg of IM vitamin K.  For each infant, capillary blood was taken at recruitment and at 72 hours for the following tests: haematocrit, platelet count and thrombotest.

Statistics: a sample size of 72 infants was calculated.  To allow for possible dropouts it was raised to 90 infants.  Chi-square, paired t-test and analysis of covariance were used where appropriate.

Ethics: The study was approved by the Kenyatta National Hospital Research Committee.

Results

Of the 90 infants recruited, 80 completed the study; 39 in the IM group and 41 in the oral group.  Seven infants died before age of 72 days, 3 infants were dropped from the IM group because of imbalance in the babies with gestation of 28 weeks in each group.

There were no significant differences between the 2 groups with regards to: mean birth weight; mean gestation; 5 minute Apgar score; antibiotic use and presence of respiratory problems.

The table shows the birth weights and gestation as well as thrombotest values before and after vitamin K.  As can be seen both groups responded well to vitamin K administration.  Comparison of the responses between the 2 groups using the analysis of covariance showed no statistical differences.  The power of the study was 85%.

Table

Response to oral or IM vitamin K

	
	Oral

n=41                            SE
	IM

N=39                         SE

	Birth weight (g)
	1890.5 (316)                 49.4
	1820.0 (318)               50.9

	Gestation (weeks)
	34 (1.9)                         0.3
	33 (2)                          0.3

	Thrombotest (%)

Before (a)

After (b)
	26.7 (7.8)                      1.2

37.3 (12)                       1.9
	23.0 (1.8)                    1.3

35.0 (10.6)                  1.7

	P-value (a) vs (b)
	0.000
	0.000


( ) Standard deviation;

SE=Standard Error

Comments

The thrombotest as a measure of vitamin K activity on coagulation was chosen because of certain advantages.  The fact that; (a) you can use capillary blood, (b) it requires little experience and (c) it has high specificity makes it possible to be used in many settings in Africa where experienced and resource people are not always available.  Haemorrhage level is reported as 10%.  It is seen that none of the infants studied reached that level.

The preterms are at greater risk of VKDB because of lower stores of vitamin K.  Intercurrent problems might also interfere with absorption.  These reasons might dictate giving parenteral prophylaxis.  Sann et al put the absorption at 29% of oral dose.  Our study together with that of Sann et al show that preterm adequately utilised oral vitamin K.

Conclusion

Oral vitamin K is as effective as the parenteral in the prevention of early/classical haemorrhagic disease of the newborn.

A NUTRITIONAL FOLLOW-UP OF LOW BIRTHWEIGHT INFANTS

PA Cooper

Department of Paediatrics, University of the Witwatersrand

This study was initiated to examine the long term growth and development of very low birth weight (VLBW) infants discharged from Baragwanath Hospital.  

Three groups of infants were enrolled during 1990, stratified as follows:

· Group 1: Ventilated infants 1000-1500g - 49 enrolled (16% SGA)

· Group 2: Non-ventilated infants 1000-1500g - 39 enrolled (28% SGA)

· Group 3: Infants <1000g (not ventilated) - 25 enrolled (64% SGA)

Results

Growth to 13 months showed what appeared to be an initial catch up in weight which then fell off towards the end of the first year of life, while there was a more consistent catch up in length.  These trends are seen in the graphs below.
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During the first year there was a mortality of 13% after hospital discharge.  At the age of 18 months the overall handicap rate was 8.6%, while the cerebral palsy rate was 5.7%.  These handicaps were seen mainly in the group who had required mechanical ventilation (group 1).

Longer term follow up proved to be difficult as these children came from a very mobile population.  Furthermore political problems up to 1994 made follow up even more difficult.  Thus there was a continuous ‘drop out’ and just under 60% of the original cohort were seen at 5 years of age.  One further death of a child with spastic quadriplegia had occurred by this stage and two additional cases of mild cerebral palsy were diagnosed.  No children ‘outgrew’ their cerebral palsy.

Growth patterns up to 5 years showed differing trends for weight and height as shown in the graph below.
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Conclusions 

Long term follow up is possible but requires lot of effort  to ensure a reasonable follow up rate.  Handicap rates are similar to worldwide figures for VLBW infants and those VLBW infants who do not require ventilation after birth, including those <1000g, do very well. 

There appeared to be catch up in weight in the early months after hospital discharge, but then a fall off in weight percentiles occurred which continued up to 5 years of age.  In contrast there was a gradual improvement in length/height percentiles up to 5 years of age.  It is not clear what the reasons for these differing growth trends are but is likely that they represent a complex interaction of genetic potential, ‘intrauterine programming’ (note - a large number of the infants were small for gestational age), postnatal nutrition and possibly psychosocial factors.

FEEDING REGIMENTS AND THE PREVENTION OF NECROTISING ENTEROCOLOTIS

M Hann, A Horn
Neonatal Medicine, Groote Schuur Hospital, Cape Town

Objective

To test the hypothesis that low birthweight (LBW) infants of hypertensive mothers who are fed by continuous nasogastric infusion have a lower incidence and less severe grades of necrotising enterocolitis (NEC) than similar infants who are bolus fed.

Method

All infants of hypertensive mothers, with birthweight less than 2001g were randomly assigned to control or study groups when the attending clinician assessed that they were ready to start enteral feeds.  The controls were given bolus feeds every two to three hours and the study infants were fed by continuous nasogastric drip (CND).  Similar daily increments were made in both groups when feeding was initiated.  All other management remained the same.

Outcome Measures

Incidence and grades of NEC in both groups were recorded.

Results

Eighteen of the 52 control infants and 6 in the 48 study infants developed NEC (p=0.009).  All grades of NEC were increased in the control NEC group compared to the study infants with NEC.

Conclusion

Feeding by CND appears to reduce the incidence of NEC in LBW infants of hypertensive mothers.

NEEDS ASSESSMENT FOR THE MINIMUM REQUIREMENTS IN ESTABLISHING A YOUTH FRIENDLY SERVICE

PS Steyn, G Lindmark(, DA Noach*
Department of Obstetrics and Gynaecology, Tygerberg Hospital, South Africa, (Department of Women’s and Children’s health, Section International Maternal and Child Health, Uppsala, Sweden, *Community Obstetric Services, Oostenberg Region, Western Cape Province

Background

About one fifth of the world population are adolescents between the ages of 10 and 19. In the year 2000 approximately 86( of them are living in developing countries.1 There is an urgent need for the development of education, training, job opportunities and health systems tailored to better the needs of young people. The world in which the young people live has changed rapidly in recent decades. Some reasons are the settlement in cities, spread of telecommunication across cultural and geographical boundaries, increased travel, a generally earlier beginning of puberty and a later age at marriage and a decrease in the influence and power of the family. The advent of AIDS, increases in violence, easier access to alcohol and other drugs has had an impact on the behaviour and health of young people.2 

There are many obstacles to health care facing adolescents. Friedman3 categorises them into four groups: 

1. Young people don’t have adequate knowledge about their maturation and sexuality and what reproductive health services consist of and how to use them;

2. Health care personnel and teachers are rarely trained how to communicate with young people effectively;
3. Existing services are rarely designed and almost never involve youth in planning or evaluating the services;
4. Policies and legislation do not always express a clear and constructive approach to young people’s needs.
Many countries have instituted youth friendly programmes. South Africa is in the process of developing a policy towards youth education and health services. The final draft on this has just been completed.

There has been a number of reports on youth friendly services  and different  minimum requirements have been promoted by several organisations. 

Goal

To do a needs assessment to define the minimum requirements for a youth friendly service clinic in the local area.

Target group

The target group were from the local community and involved the adolescents and the community health forum.

Methodology

Two local school nurses, after a briefing on how to conduct the mind mapping conducted the interviews in seven secondary schools. A cross sectional sample of approximately 50 learners per school was interviewed. The assessment consisted of anonymous sessions using the mind-mapping method concentrating on the following questions:

1. What do you think of reproductive health?

2. Do you need these services?

3. What do you want in these services?

4. Where would you like to have these services?

5. What times should these services be available?

6. How would you like to chance existing services to be more acceptable to you?

These questions were followed by group discussions with some of the youth.

The community health forum was involved to inform and discuss with them what the aim of the need assessment was and to discuss the needs of the youth to involve them in the planning and what they expected from the services.

Results

A total of 324 responses were obtained. The introductory question  to find out what the students know about reproductive health helped to get the students talking and relaxing the atmosphere for further discussions. After agreeing on this issue everybody decided that they all need these services.

Two basic thoughts on what these services should comprise of were the availability of knowledge and specific services  close to them. They want to obtain  more knowledge about  HIV/AIDS, sexually transmitted diseases, contraception (specifically the use of condoms), sexual behaviour and  relationships. Specific services in the clinic were a need for someone to talk to about problems, everyday medical problems and the availability of condoms.

The setting of the clinic should be in the school, close to the school or at the local clinic. The clinic should be open after school break up in the afternoons and some would like it open on Saturday mornings.

Existing services should be more friendly, better staffed and should have all medicine available.

Conclusions

Although there are a number of reports on youth friendly services  and different  minimum requirements set, a local need assessment using the mind mapping method is an useful and not a time-consuming method before embarking on new services.

 The biggest need identified in this assessment was to obtain knowledge of HIV/AIDS, sexually transmitted diseases, contraception (specifically the use of condoms), sexual behaviour and  relationships.

A programme is being developed to supply  this urgent need to the students in the form of a CD ROM. 

SOURCE OF SEXUAL INFORMATION FOR SECONDARY SCHOOL STUDENTS IN MALAWI

SMK Geloo

Kamuzu College of Nursing, University of Malawi

Objective

To identify sexual information sources for adolescents in Malawi.

Method

This qualitative study was conducted in three co-educational secondary schools in Lilongwe and Mchinji districts.  Seventy seven girls and 72 boys aged 12-18 years were randomly selected.  With consent, they completed an anonymous close-ended questionnaire consisting of demographic factors and sources of sexual information.  Participants identified five major sources of sexual information that were most important to them from a list of 20 possible sources, including relatives, friends and media.  Data were analysed using descriptive statistics, frequencies, graphs and chi-square for gender differences.

Results

Participants drew their sexual information from a wide range of sources.  Books (62%) and other media sources were the most important for both genders.  Same-sex friends (61%) were second.  Boys also talked to their brothers, and male relatives while girls talked to their mothers, and female relatives.  Teachers, counsellors and health workers were least important and there was no significant difference in their use as sources.

Conclusion

Adolescents in Malawi did not obtain much of their sexual information from parents, teachers or health workers although mothers are an important source for some daughters.  As a result, the adolescents resort to other sources such as peers where they might obtain incorrect sexual information.  In view of the high risk of unintended pregnancy, HIV/AIDS and other sexually transmissible infections, it is urgent to develop interventions that can help parents, teachers and health workers to communicate sexual information and values to adolescents.

MAPPING FOR SOCIAL EXCLUSION AND HEALTH VULNERABILITY OF CHILDREN IN GAUTENG PROVINCE

MJ Matjila, JN Ngcobo (MEDUNSA), R Weiner, W Pick, H Kowo, M Rabosiwana, ML Modise
Introduction

The Integrated Management for Childhood Illness strategy, a global initiative of the WHO in collaboration with UNICEF aims to reduce death, illness and disability amongst children by the implementation of specific health programmes and home-based interventions that prevent disease and respond effectively to illness.  A methodology of geographical mapping of selected demographic, health, environmental and socio-economic indicators was used to assess where children who would benefit most from the strategy are likely to be located within the province.

Objectives

1. To determine areas of greatest health needs using geographical mapping of selected demographic, health, environmental and socio economic indicators.

2. To establish the availability and quality of existing data sets as well as the feasibility of using these.

Methods

Sources of data: Gauteng Provincial Health Information Directorate, Statistics South Africa, The Human Sciences Research Council, Development Bank of South Africa.

Data collected: 1. Population distribution according to magisterial and health districts; 2. Socio economic data: educational level (proxy for, educational status of women); 3. Environmental data including type of housing, sources of water, air pollution and availability of electricity & telephones; 4. Health data – indicators used, selected notifiable diseases, EPI coverage, access to health services.

Outcome Measures

Areas in Gauteng were identified which had less infrastructure, poorer socio economic status and fewer resources.  This was based on the different indicators for which data were available.  It was not deemed possible to reliably weigh the variables as determinants of vulnerability.

Results

1. Vulnerable areas were located more peripherally.

2. The available data did not allow the identification of particular vulnerability within a subdistrict or local area.

3. There was lack of uniformity in data collection by different agencies.

4. Central data was generally outdated by the time it becomes available.

5. Indicators may reflect use of services rather than community realities.

6. A lack of co-terminous borders of magisterial districts and health districts render other data difficult to use.

Conclusions and Recommendations

The following to be promoted and developed:

· A uniform inclusive health information system.

· Census enumerator areas to fall within defined health districts.

· Improved data collection – e.g. inclusive maternal and neonatal morbidity and mortality, appropriate usable data for planning and monitoring.

THE EPIDEMIOLOGY OF SEXUAL ABUSE OF GIRL CHILDREN IN SOUTH AFRICA

R Jewkes

CERSA, Medical Research Council

Objectives

This paper describes the epidemiology of the sexual abuse of girl children in South Africa.

Methods

The 1998 South Africa Demographic and Health Survey collected data about experiences of rape, being touched up and being forced to touch men’s genitals occurring before the age of 15.  A national sample of 11735 women aged 15-49 were interviewed for this survey.  The sample was selected using stratified, multi-stage, random sampling.

Results

Data will be presented on the prevalence and trends over time of each form of sexual abuse, the main perpetrators of abuse, and the impact of regional, ethical, educational and urbanisation factors on prevalence.

Conclusions

This data provides the first opportunity to understand the epidemiology of sexual abuse of girl children in South Africa.  The paper will show that the sexual abuse of girl children is an increasing problem in the country and will recommend a series of measures needed to protect girl children.

WOMEN’S HEALTH

SN Mukherjee

Department of Obstetrics and Gynaecology, Maulana Azad Medical College and Hospitals, New Delhi, India

Today women’s health is of global importance.  The vital and related issues like women’s status, education, empowerment and safe motherhood are closely interlinked and interdependent to each other.  The momentous subject was specifically selected as it has been discussed in ICPD at Cairo and in FIGO Congress at Montreal.  This was an important item for deliberation at the Conference on Women at Beijing.  The year, 1994 was the International Year of the Family wherein the woman plays the pivotal role.  FOGSI has declared 2000 as the year of women’s health.

WHO describes health as a state of complete physical, mental and social wellbeing, not merely the absence of disease and infirmity.  Since mothers and children are the most vulnerable group in any community, protection and promotion of their health needs higher priority and should be regarded as the core of community health services.  Health of women is more than the health of mothers and more than the absence of gynaecological disease.  Health of women has both biologic and social dimensions.  The woman’s life cycle – passage from childhood to womanhood is admittedly difficult for a large segment of the female population.  The girl of today is the mother or woman of tomorrow.  Women’s lives begin to be determined even before they are born and they are discriminated against.  The health of the girl child greatly influences the health of the future adult woman.

The Female Child

Discrimination and associated factors have brought down the female/male sex ratio in India from 934 per 1000 males in 1981 to 929 in 1991.  25% of 12 million girls born in India every year die before they are twelve, one out of six is said to died because of discrimination in favour of the male child in terms of food, nutrition and care.

Though girls are born with biological advantages of having more resistance than boys to infection and malnutrition, there is evidence that girls aged 2-5 years have higher death rates than boys of the same age in many developing countries like Brazil, Guatemala, Indonesia, India and China.  Studies show that girls under 5 years are given less to eat than their brothers and are thus malnourished.  Research in Bangladesh showed that the boys under 5 were given 16% more food than girls the same age.  Girls were over four times as likely as boys to be malnourished but more than 40 times less likely to be taken to hospital.

India has the largest number of child labourers in the world.  The 1991 census says there are 11.28 million working children in the 5-15 age group.  The estimated number of bonded child labourers is close to a million.  The country has some 400 000 child prostitutes.  Child prostitution is increasing by 8-10% every year.

There are millions of Indian girls who are unrecognised child labourers.  A 1977-78 National Sample Survey estimated that almost 1.68 million girls were engaged as domestic servants in the country.  Experts estimated that there were 7.6 million girl child labourers in the country in June 1988.

Discrimination against girl children starts even before birth through prenatal sex determination – abortion of female fetuses.  After birth, they start working since girls understand their mother’s instructions, collect fuel and fodder, fetch water and tend animals, wash dishes and sweep floors and look after younger children/siblings.  They do not go to school, get less food, nutrition and health care than their brothers and may acquire the status of unrecognised girl labourer/servant.

Adolescent Health

According to WHO, the term adolescent comprises those aged between 10 and 19 years.  In the rapidly changing global environment, the youth deserve special attention.  Social and economic changes affect their health including sexual health.  The health of the adolescents is one of the most serious issues that the world will have to face in the coming decade.

Young people will continue to be sexually active with all the associated anxieties and risks.  Unemployment, urbanisation, migration, cultural and traditional changes affect the youth.  Unless action is taken now, the youth of tomorrow will continue to suffer enormous discrimination.

According to the World Bank in 1995, there were 512 million young people aged 15-19 (262 million boys and 250 million girls) – 426 million of them (83%) were living in developing countries.

The principal adolescent health problems are: (1) unwanted adolescent pregnancies, (2) unsafe abortions, (3) STDs and AIDS, (4) drug abuse, (5) suicides, (6) female genital mutilation, (7) attitude towards sex education and contraceptive use and (8) school drop-outs, unemployment, poverty and prostitution.

Pregnancy rates among adolescents are increasing.  In some parts of Latin America and Africa, 30-40% of all adolescent females experience motherhood before the age of 18.  Amongst developed countries, USA has one of the highest rates of adolescent pregnancies: 89/1000.  In England and Wales, pregnancy rates among women aged 15-19 was, in 1990, 56/1000; 40% of these pregnancies ended in abortion.

Of the four million marriages which take place in India every year; 3 million are to girls who are under the legal age of 18 years.  In its latest report, IPPF says that even today, 18% of girls in Asia, 16% in Africa and 8% in Latin America are married by the age of 15.  The risk of complications during childbirth are greater as adolescent girls are not emotionally or physically ready for child bearing.  Also, they are less likely to receive early and adequate prenatal care.  This leads to higher rates of maternal mortality and morbidity.  Pregnancy-related deaths are the main cause of death for 15-19 year old women worldwide.  Approximately, 2 million adolescents risk unsafe abortion annually in the developing world, accounting for one third of hospitalisation for abortion-related complications (UNFPA, 1998).

An estimated 2 million girls are the subject of female genital mutilation (FGM) every year; mainly in North Africa, Middle East and some countries in Asia.  It is prevalent among migrant populations in Britain wherein 10 000 girls are currently at risk.  FGM is practiced on young girls who are unable to give their consent.  It takes place at a very early age or at puberty – it poses immediate dangers to health through pain, bleeding, infection and psychological damage, apart from long-term complications of prolonged or obstructed labour.  The World Bank estimates that 85 to 114 million girls and women in the world have already been genitally mutilated.  About 600 girls are ‘circumcised’ every day.

Article shortened.

FEMALE GENITAL MUTILATION (FGM): AN AFRICAN ORIGIN

M Fayad

Existent estimates reveal that between 114 & 120 million girls and women all over the world have undergone FGM.  Highest estimates point towards Africa, where the operation has been accomplished upon 85 to one hundred million.  We can state that two million females are annually subjected to the dangers of FGM, in other words, 6000 females are mutilated daily in Africa.  Twenty-five African countries perform FGM.

All fingers point to the origin of FGM as being Genital Africa thousands of years prior to the appearance of religions.  During this period the soil was fertile to sow such beliefs spread by primitive tribes of this area.

It’s a barbaric savage act practiced in utterly unhealthy circumstances by a group of ignorant and unqualified people.  It’s an act, which completely devastates the female physically and psychologically.  It’s effects and complications in all its degrees are inauspicious on the short and long term.  From the legal aspect, its integrated criminal act, accomplished with premeditation.  It is globally regarded as a violation of human rights.

It has been noted that the influx of immigrants from the African horn has led to the fact that FGM is being performed in immigrant camps in Europe, the Americas and Asia.

FGM has now turned into an international issue obligating western communities to deal with this curse right on their own doorsteps.

In my opinion, to state it bluntly – this is the disgrace of FGM that still blots the façade of our civilisation perhaps portraying the perfect crime that is committed amid festivities.

Global Action for the eradication of FGM

“PEACEDIATRIC”: AN AFRICAN VISION

SA Abdelaal

Child Health Advisor to the Former Egyptian Minister of Health

Child Health Secretary for the IAMANEH Egyptian Section

Undoubtedly, children always have such a warm place in our hearts.  Whoever they are: black or white, rich or poor, Christian or Jew, Tutsi or Hutu.  They have such a strong influence upon us, forcing us to be cheerful.  Crying or failing to thrive, they are capable of transforming our lives into misery.

It’s true we are living in one land-locked continent.  Yet, regretfully, we African Paediatricians from Cape to Cairo and from Dakar to Madagascar, still did not react to the generations entirely grown up in the midst of cruel circumstances made by the African man-made adversities.

If the noble science of Paediatrics in Africa never accepted the colonial concept of subdividing our continent into north and sub-Saharan states, so why don’t we Paediatricians in Africa, grasp the sensibility of our children’s status to let them force us (adults) to get together and more importantly let them live in our global village with what’s called the “global-habitation” i.e. global cohabitation.

Additionally, we African Paediatricians evermore experience – cheerlessly – the child status deterioration made by the various natural disasters like drought, floods, earthquakes etc.  So besides shaping mainly their physical and psychological portrait, we might as well restructure a trans-nation child health care togetherness in Africa, which will force parents to unite and tolerate each other vis-à-vis such calamities.

This is exactly the roe of the futuristic Peacediatric approach in our African continent: A peaceful approach through African Paediatricians to man-made or natural disasters.

Peacediatric is a Paediatric means for establishing peace.  Considered as one of the influence-able health-political approaches, it aims at reaching in our Africa “healthier” political relationships.  And the expected route of the African Paediatricians by making up today the healthy peaceful child, is to “peacefully” formulate in our actual 7th millennium the adult’s behaviour towards each other.

Hence the major goal of the future African Peacediatricians is to reach: A “healthy” peace in Africa for the “sick” and “sake” of our future Homosapiens!

THE IMPACT OF DOMESTIC VIOLENCE ON REPRODUCTIVE AND CHILD HEALTH

RK Jewkes, J Levin, on behalf of the SADHS project team
INTRODUCTION:

In 1993 the United National General Assembly adopted a declaration which defined gender-based abuse as:

· Any act of gender-based violence that results in or is likely to result in, physical, sexual or psychological harm or suffering to women, including threats of such acts, coercion or arbitrary deprivation of liberty, whether occurring in public or private life

· VAW has been associated with a range of adverse reproductive and child health outcomes.

· The  1998 South African Demographic & Health Survey (SADHS) provided an opportunity to examine associations between abuse in pregnancy and self-reported adverse outcomes

· 1998 SADHS METHODS:

· nationally representative cross-sectional study 

· 11, 735 women respondents aged 15-49, (95.2% response rate)

· sample drawn using multi-stage random methods stratified by province and urban/non-urban areas 

· All women were asked about their sexual and reproductive health and history and experiences of abuse

RESULTS:

Proportions of women who have experienced adverse pregnancy outcomes by abuse category

	
	% ever pregnant women
	95% CI
	P value*

	Abused in pregnancy
	3.65
	3.1-4.2
	

	Ever experienced pregnancy loss:

All women

Abused in pregnancy

Not abused in pregnancy
	16.4

27.9

15.9
	15.3-17.4

22.1-33.8

14.9-17.0
	<0.0001

	Ever given birth to a child that died

All women

Abused in pregnancy

Not abused in pregnancy
	15.2

13.2

15.3
	14.2-16.2

9.2-17.2

14.3-16.3
	0.346

	Ever had a child born dead

All women

Abused in pregnancy

Not abused in pregnancy
	3.9

5.4

3.7
	3.4-4.4

3.4-4.4

2.1-8.7
	0.291

	Ever had lost a child aged one year or less

All women

Abused in pregnancy

Not abused in pregnancy
	12.4

10.6

12.5
	11.5-13.3

6.8-14.5

11.5-13.4
	0.390


* calculated allowing for clustering

Multiple logistic regression model of factors associated with  risk of pregnancy loss
	Variable
	Aggregated analysis
	

	
	Odds Ratio
	95% CI
	P value

	Western Cape

Eastern Cape

Northern Cape

Free State

Kwazulu Natal

North West

Gauteng

Mpumalanga

Northern Prov.
	1.00

0.79

0.69

0.92

1.01

0.62

1.21

1.08

0.83
	-

0.59-1.07

0.50-0.94

0.67-1.27

0.74-1.39

0.43-0.91

0.89-1.65

0.76-1.52

0.57-1.22
	-

0.122

0.019 *

0.610

0.928

0.015 *

0.219

0.678

0.345

	Rural residence
	0.97
	0.79-1.19
	0.763

	African

Coloured

White

Asian
	1.00

1.64

2.43

1.62
	-

1.26-2.12

1.83-3.23

1.16-2.25
	-

<0.001 *

<0.001 *

0.004 *

	Number of pregnancies
	1.53
	1.46-1.60
	<0.001 *

	No education

Sub A- Std 5

Std 6- Std 9

Std 10

Higher
	1.00

1.33

1.47

1.53

1.96
	-

0.99-1.77

1.08-2.00

1.09-2.15

1.31-2.92
	-

0.056*

0.015 *

0.015 *

0.001 *

	Abuse in pregnancy
	1.78
	1.24-2.57
	0.020 *


* statistically significant (P<0.05)
DISCUSSION
Highly significant association between pregnancy loss and abuse
The association remained significant after adjusting for age, race, educational status, number of pregnancies, urban/rural residence and province. 

No evidence of an association between still birth, early infant death or death up to one year and abuse
Limitations of using the South African Demographic and Health Survey for such analyses
* under-reporting of abuse in the 1998 SADHS was highlighted by the Three Province validation study

This will reduce the magnitude of associations between abuse and health outcomes. 

* under-reporting of pregnancy loss with possible reporting bias in pregnancies with abuse

* all adverse outcomes were self-reported and did not neatly fit recognised epidemiological categories.

(e.g. infant mortality or still birth).  

* the abuse and adverse outcome may not have occurred in the same pregnancy
A BACKGROUND TO KANGAROO MOTHER CARE

N Bergman

This paper presents biological, physiological, neurobehavioural, evolutionary and anthropological arguments for the contention that maternal-infant skin-to-skin contact is the natural “habitat” or place for all newborns, and that in this habitat they have a programmed “niche” or behaviour, which in the immediate newborn period is to breastfeed.  There is an urgent need to restore this original paradigm, in preference to the current normal standard of incubator care and formula feeding with bottle.

Homo sapiens is a mammal, and defining for all mammals is that they have breasts (Latin mammae) for suckling their young.  Biological research in numerous mammals has shown that the neural events in pregnancy are “highly conserved” (Keverne and Kendrick 1994), that is they are almost identical in all species.  The subsequent endocrine priming of pregnancy, again, is remarkably similar across species” (Keverne and Kendrick 1994).  Once birth takes place, all mammals studied show a “set sequence of behaviours” (Rosenblatt 1994), which leads to the initiation and the sustaining of breastfeeding behaviour.  These behaviours do differ, each species having its own set sequence.  A surprising and key finding in this research has been the finding that it is the newborn’s behaviours which is determining, the newborn’s action elicit care taking responses from the mother (Rosenblatt 1994).  Once initiated by the newborn, “breastfeeding is established through a set of mutual complex sensory stimulations in mother and child” (Kjellmer and Winberg 1994).  However, in all species, suckling “is a remarkably fragile and transient behaviour” (Alberts 1994), and is easily disturbed by any intervention (Christensson et al 1994).

Biologists describe mammals as developing through a series of habitats, (uterus, mother’s body, nest of siblings, the world), and in each habitat, the developing organism is physically capable and neurobehaviourally programmed to behave in such a way as to provide for its own needs (Alberts 1994).  The key concept is that the developing organism is endowed with the behaviours required, those behaviours express themselves in the habitat for which they are designed, and it is the habitat that provides the needs of the organism.  Removed from the correct habitat, all mammals exhibit an identical pre-programmed response, referred to as the “protest – despair response” (Alberts 1994), which was first described in human babies.  The protest response is one of intense activity seeking reuniting with the habitat, the despair response a withdrawal and survival response of decreased temperature and heart rate, mediated by massive rise in stress hormones.  Reunited with the correct habitat (mother), there is a rapid rise in heart rate and temperature.  The “protest-despair response” was first described in humans, in orphans after World War II, it was subsequently studied in monkeys and then in many other mammals.  “Separation distress calls” have been documented very carefully in rats (Alberts 1994).  Very similar distress calls have been shown in human infants placed in cots, and such cot babies make 10 times as many cry signals as babies on SSC (Michelson et al 1996).  The calls of SSC babies have a completely different character, and it has been suggested they are intended to elicit assistance from the mother to reach the nipple for suckling (Christensson et al 1995).

Kangaroo Mother Care has been variously defined, but two essential components are skin-to-skin contact and breastfeeding.  From the biological perspective, in the immediate newborn period of Homo sapiens, skin-to-skin contact represents the correct “habitat” and breastfeeding represents the “niche” or pre-programmed behaviour designed for that habitat.

The habitat provides more than just nutritional needs.  In the uterine habitat, it is clear that oxygenation is provided through the placenta and the cord, warmth is provided, nutrition also from the placenta, and protection.  These are the four basic biological needs.  Parturition (birth) represents a “habitat transition”.  In the new habitat, the basic needs remain the same.  Research over the last ten years provides strong support for the contention that the newborn itself in the skin-to-skin habitat, not the mother or the health services, provides these basic needs.  Oxygenation has been shown to be improved on SSC, to the extent that KMC is used successfully to treat respiratory distress (Ludington-Hoe et al 1994).  Infants removed from incubators and placed SSC show a rise in temperature (Syfrett 1994) and a dramatic drop in glucocorticoids (Mooncey et al 1997), as predicted by the “protest-despair response”.  Nutrition is improved, both with respect to the mother’s ability to breastfeed, and with respect to the newborn’s utilisation of the feed. Full-term undrugged infants, left on their mother’s chest and undisturbed, will all breastfeed spontaneously within one hour, with no help at all (Widstrom et al 1987).  The stimulations the newborn gives the mother during SSC elicit caregiving and protective behaviours from the mother.  Immunity is improved, demonstrable even 6 months later (Sloan et al 1994).  In no published paper is a single adverse outcome reported for KMC.  Positive effects on the mother are better bonding, healing of emotional problems associated with premature birth, among others.

Evolutionarily, Homo sapiens is born extremely immature, with only 25% of final brain size, compared to 45% of chimpanzees and much higher in all other mammals (McKenna 1993).  This has been suggested as being a compromise, the consequence of the narrowed pelvis and birth canal following bipedalism, and the enlarging brain wanting to get through the pelvis, the brain therefore grows after birth.  Homo sapiens therefore developed mechanisms for coping with immaturity.  Being born premature is therefore not such a serious mishap for Homo sapiens as for other animal species, as long as the correct habitat is provided.

Some may feel that the human being with its massive forebrain cannot be compared to other animals.  There has, however, been anthropological research which further supports this view.  Homo sapiens evolved as “tropical hunter gatherers” over the last 3 million years.  Changes started 10000 years ago with the beginning of agriculture, but there are still tropical hunter gather peoples living, which have been studied by anthropologists (Lozoff and Brittenham, 1979).  Common for all groups is that newborns and infants are carried constantly, they sleep with their mothers, there is immediate nurturant response to crying, feeding takes place every 1 to 2 hours, and breastfeeding continues for two years.  In the last 100 years, this million year pattern (of “carry care”) has been changed to one where the child is left lying still (“cache care”) separated from mother, ignored when crying, fed four hourly by the clock (“nest care”), with formula (from a “follow care” species) and substitutes from an early age.  Lozoff et al (1977) state that these changes alter the initiation of the mother-infant relationship, which may be “strained beyond the limits of adaptability”.  “Separation causes changes in the fundamental efficiency of systems” (McKenna 1993).  “Early separation can produce major shifts in susceptibility to stress-induced pathology” (Hofer 1994).  “The origins of many behavioural deviations are unknown…… some can be traced back to violations of an innate agenda?” (Kjellmer and Winberg 1994).

In our Western paradigm (paradigm=world view, set of basic assumptions), the newborn has generally been regarded as helpless, (“the mother clueless, and the father useless”) with the newborn requiring help for all its needs.  For full term babies, the mother is seen as providing these needs; for prematures, the health service must remove the newborn from the mother and provide for its needs.  The original paradigm suggests otherwise.  For the full-term infant, its sole requirement is the correct habitat, which is not the mother a caregiver, but the mother as a provider of SSC.  The full-term infant is reasonably robust, the premature frail.  However, the premature’s need for the correct habitat is even greater than the fullterm’s.  The premature is endowed with the same neurobehavioural programme and behaviours, but due to its physical immaturity, does require support.  The support should be afforded to it, but without removal from the correct habitat.

The primary violation, the worst case scenario, to any newborn is separation from its habitat/mother.  This applies to Homo sapiens as fully as to other mammals studies.  This requires a new paradigm.  For prematures, our present paradigm sees the incubator as the habitat and the bottle as the feeding method, and we have defined normal ranges for heart rates and temperatures in the incubator habitat.  That habitat is one separated from mother, one with ten-fold increases in stress hormones, which produces despair with lowered heart rates and temperature.  Our “normal values” will need redefining.  In our health care we need to recognise the central place of the mother as the habitat which the newborn urgently and desperately needs.  We need to recognise the capabilities of the newborn in providing for its own needs.  While it was observed that ability to suck on a bottle only started at 34 weeks post-conceptional age, recent research has shown that suckling, (a myographically distinct behaviour from sucking), from the breast is possible at 28 weeks.  We need to design our health care and adjust our routines to ensure that primarily support is afforded to the mother to provide the habitat, and assistance is given to the premature to provide for its own needs, recognising the neurobehavioural capability may not be matched with physical development.

The KMC paradigm holds that prematurity is not a disease, but that separation from the habitat (mother) will make a premature diseased.  Likewise withholding of the niche (breastfeeding and breast milk as two separate concepts) will make the premature diseased.  In the KMC paradigm the original habitat and niche is the starting point of care, to which we add whatever available technology and support is available.

The mission and objective of the International Association of Maternal and Neonatal Health (IAMANEH) is to “improve maternal and neonatal health throughout the world”.  Kangaroo Mother Care is a single intervention which dramatically improves the health of both mother and newborn.

 TRANSLATING RESEARCH FINDINGS INTO PRACTICE

J Grimshaw*, R Foy

*Programme Director and Professor of Health Services Research, Health Services Research Unit (HSRU), University of Aberdeen; MRC training fellow in health services research

Scottish Programme for Clinical Effectiveness in Reproductive Health (SPCERH), University of Edinburgh

The lag between evidence and practice

Clinical research is continually producing new findings that may contribute to effective and efficient patient care. The traditional model of dissemination is based upon the publication of research findings reaching a target audience which then responds by changing practice. However, relying upon this model alone yields disappointing results in the real world.

For example, the publication of ISIS-2 in 1988 demonstrated a substantial benefit for thrombolysis in the initial management of acute myocardial infarction. Despite this, the European Secondary Prevention Study Group observed in 1996 (publication not study date) that the eligible proportion of patients receiving thrombolysis in 11 countries varied between 13% and 52% (median 36%). The same group also observed that the eligible proportion of patients receiving beta blockers at discharge in 11 European countries varied between 31% and 77% (median 44%).

Barriers to getting research findings into practice

Over 20,000 medical journals are published every year. The average UK NHS consultant has one hour or less per week available to read. The Users’ Guides to the Medical Literature now recommend ‘that resolving a clinical problem begins with a search for a valid overview or practice guideline as the most efficient method of deciding on the best patient care’.

Availability is steadily increasing of both systematic reviews (through the Cochrane Library and the Reproductive Health Library) and clinical guidelines. Unfortunately as with the growing mass of literature, the proliferation of clinical guidelines of variable quality may overwhelm or even alienate potential users. Guidelines are more likely to be valid if produced by national or regional guideline development groups according to rigorous and explicit methods.

Other barriers to the implementation of effective practice operate across different levels: structural (e.g. financial disincentives); organisational (e.g. inappropriate skill mix, lack of facilities or equipment); peer group (e.g. local norms); individual (e.g. knowledge, attitudes and skills); and professional – patient interaction (e.g. patient preferences).

Evidence based implementation

Rigorous evaluations (mainly randomised controlled trials) will provide the best evidence of effectiveness of different interventions. Systematic reviews of rigorous evaluations of implementation interventions are more useful in informing decisions since the consistency of findings across different settings can be assessed and potential effect modifiers explored. The Cochrane Effective Practice and Organisation of Care Group undertakes such reviews. The Group covers four general approaches to changing behaviour: professional interventions (e.g. continuing medical education, audit and feedback); organisational interventions (e.g. expanded role of pharmacists); financial interventions (e.g. professional incentives); and regulatory interventions. The collaboration includes over 100 researchers from 12 countries.  To date, over 1400 primary studies have been registered, contributing to 15 reviews and 20 protocols for reviews.

Overview of systematic reviews

An overview of systematic reviews of interventions to change health care provider behaviour suggests the potential of a variety of strategies but these tend to be effective only under certain condition. Active approaches (e.g. reminders, interactive education, educational outreach visits) are more likely to be effective than passive approaches (e.g. lectures) but also more likely to be costly. Multi-faceted interventions targeting different barriers to change are more likely to be effective than single interventions. Tailoring interventions according to identified barriers and needs may enhance effectiveness.

The research agenda

As a relatively new area of health services research, it has a distinct perspective and specific methodological challenges. Collaboration will become increasingly important: no individual research group or country’s health services research programme can address this agenda comprehensively. Afroimplement, a network of European Union and Southern African researchers, represents one such collaboration. The present work programme is built around protocol development workshops for rigorous evaluations of dissemination and implementation strategies.
COLOUR CHART SCREENING FOR ANAEMIA IN PREGNANCY

GR Howarth, M Smallwood, L Pistorius, RC Pattinson

Department Obstetrics & Gynaecology, Kalafong Hospital & University of Pretoria.  

South African Medical Research Council Unit for Maternal and Infant Health Care Strategies.

Objectives

According to the World Health Organisation (WHO) screening for anaemia in pregnancy is an essential part of antenatal care.  This is of particular importance in the developing world as the prevalence of anaemia and indeed anaemia in pregnancy is more prevalent than in the developed world.  One of the problems encountered by those in the developing world is that of lack of resources.  Equipment required for screening for anaemia is either expensive, complicated or a combination of the two.  For this reason the WHO has developed a colour card for the estimation of haemoglobin.  

This card has been successfully tested on non-pregnant populations and found to be suitably accurate.  The card has however, not to the best of our knowledge, been tested exclusively on a population of pregnant women.  We wished to measure the sensitivity, specificity, positive and negative predictive values of the card in identifying anaemia in pregnancy (defined as haemoglobin < 10g/dl).

Methods

Our antenatal clinic serves an urban black population, where the majority of attendees are from an economically disadvantaged background.  We screen all attendees at the first visit for their haemoglobin level, by sending blood away to our laboratory for a Coulter® estimation of their haemoglobin.  Following oral informed consent from participants a drop of blood remaining in the syringe after the blood had been drawn was used to evaluate the haemoglobin utilising the WHO colour card.  The estimation according to the card was recorded and later compared to the laboratory value, which was considered to be the "gold standard".

All colour card estimations were performed by MS, a Canadian aid worker.  MS was taught how to use the card according to the instructions issued by the WHO and his accuracy was checked in the laboratory prior to the start of the study.

Outcome measures

Haemoglobin in pregnant patients as estimated utilising the WHO colour card and then compared to the haemoglobin as determined by the laboratory.

Results

Of the 213 patients evaluated 61 had a haemoglobin of less than 10 g/dl, giving the prevalence of anaemia (defined as haemoglobin < 10g/dl) as almost 30%.  Of the 61 patients with a haemoglobin less than 10 g/dl the card correctly identified 32 of them.  Of the 152 patients that were not anaemic the colour card estimation was correct in 145 of them.

Table I:  The rows represent the findings of the WHO colour card, while the columns represent the laboratory results

	
	< 10g/dl
	"Normal"
	

	< 10g/dl
	32
	7
	39

	"Normal"
	29
	145
	179

	
	61
	152
	213


For identifying patients with a haemoglobin less than 10 g/dl the card had a sensitivity of 52%, specificity of 96%, positive predictive value of 82% and negative predictive value of 82%.

Conclusion

While the card is not expensive and easy to use, the sensitivity of the card for antenatally identifying patients with a haemoglobin of less than 10g/dl is too low for the card to be used as a screening test in antenatal clinics.

FAILURE TO DETECT TWIN PREGNANCY: THE PROBLEM OF LATE ANTENATAL AND INTRAPARTUM DIAGNOSIS OF TWINS IN SOWETO

MC Groot, E Buchmann

Chris Hani Baragwanath Maternity Hospital and Department of Obstetrics and Gynaecology, University of the Witwatersrand

In South Africa, most women receive antenatal care from midwives without the assistance of routine pregnancy ultrasound examination.  Twin pregnancy, a high risk condition to mother and fetuses, can therefore only be detected by clinical suspicion before a diagnosis is made.  With a twinning rate of 1.6% in our community it is an alarming fact that so many cases are only detected late in pregnancy or not at all during the antenatal period.  We undertook this study to investigate the problem of late diagnosis of twin pregnancy in Soweto, an area well served by midwife clinics and by a large tertiary referral hospital.

Methods

This was a descriptive study of consecutive pairs of twins delivered at Chris Hani Baragwanath Hospital, Soweto. One set of triplets who presented during this time was excluded from the study. Data was collected from antenatal and intrapartum notes.  Special attention was given to the circumstances of suspicion and diagnosis of these twin pregnancies. previous twin delivery or positive family history of twins and the correlation of dates with SF measurement were the main indices of suspicion. If the diagnosis was not being made within three antenatal visits either by a clinical suspicion or definite clinical diagnosis and the patient subsequently referred to hospital for further investigation and ultrasound, we labeled the case as a ‘surprise’.

Results

Records of 100 pairs of twins were examined.  A positive history was found in 31 (22 family history, 9 previous history of twins).  It was found that very little regard was given to this important information and that it did not help to bring about a diagnosis sooner than the first 3 visits whereafter the diagnosis was labeled a surprise. In only 50% of cases was a surprise avoided by a positive history.

Fifteen pairs were discovered at delivery of which all but one was in the third trimester. Ten pairs were found during labour of which three were in the second trimester. Forty-one women were referred for other obstetrical and medical complications during pregnancy, according to our referral protocol for the clinics. Six women presented themselves unbooked in labour. The perinatal mortality rate in this group of twins was 185 per 1000, the rate of pre-eclampsia was 23% and the caesarean section rate was 28%.  

Discussion

The well-known clinical stigmata of a multiple pregnancy are not easily noticed by midwives and doctors in Soweto, with the diagnosis being missed in almost one half of twin pregnancies. This figure is likely to be similar or perhaps worse in other areas served by the public health service in this country. Fortunately in this scenario twin pregnancies are more likely to have other medical and obstetrical complications which are fairly easily detectable with regular antenatal examination routines and methods e.g. hypertensive disorders and anaemia. Patients are thus referred for the so-called ‘wrong reasons’ and so detected with routine ultrasound examination, which is standard for most obstetrically complicated patients. Unfortunately most of these complications only present in the third trimester which still does not solve the problem of early detection and would only target less than 50% of the twins as seen from our figures.  The teaching of antenatal care on all levels in South Africa must give emphasis to a high index of suspicion for twins in all pregnancies. Should the thinking not rather be twins until proved otherwise, other than singleton until proved twins?

LIGHT FOR GESTATIONAL AGE BABIES - THE ACCURACY OF SEQUENTIAL SCREENING WITH SYMPHYSIS PUBIS-FUNDUS GROWTH MEASUREMENT AND DOPPLER FLOW VELOCIMETRY OF THE UMBILICAL ARTERY

GB Theron, AM Theron, J Schoeman, D Grove, M-L Thompson*

MRC Perinatal Mortality Research Unit, Department of Obstetrics and Gynaecology, University of Stellenbosch and Tygerberg Hospital.  

*Department of Biostatistics, University of Washington, Seattle.

Objective:

To determine the accuracy of sequential screening with symphysis pubis-fundus (SF) measurement and Doppler velocimetry to diagnose light for gestational age (LiGA) babies and identify patients at risk for complications due to placental insufficiency was studied.

Method:

The study population consisted of patients at a community based antenatal clinic having a singleton pregnancy with gestational age confirmed by ultrasound.  Patients with poor SF growth were referred for a resistance index (RI) of the umbilical artery.  The control group was randomly selected from patients with normal SF growth.  RI’s were measured on control patients at gestational ages predicted to mirror those at which poor SF growth was anticipated in the study group.  The pregnancy outcomes of all patients were determined.

Outcome measures:

LiGA babies and complications due to placental insufficiency.

Results:

Poor SF growth was diagnosed in 50 (5,4%) of a total of 918 patients.  A control group of 194 patients was selected from the remaining patients with normal SF growth.  The mean birth weight of the babies in the study group (2611g) was significantly lower (p=0,000) than the control group (3194g) with more (p=0,000) LiGA babies (46,0% vs. 7,7%).  The accuracy of SF measurement as a first line screening method to diagnose LiGA babies is shown in Table I.

Five patients in the study group had RI indices >75th centile with none in the control group.  Fetal distress was diagnosed in 5 patients in the study group.  Two of these had normal Doppler indices.  One was post term and fetal distress developed following induction of labour.  The other had an unexplained LiGA baby (2300g at 37 weeks).  The remaining 3 with Doppler indices >75th centile were LiGA and all had major neonatal morbidity.  All 3 required delivery by caesarean section for fetal distress.  One  of the 2 patients in the control group with fetal distress had pre-eclampsia and the other was induces because she was post term.

One fetus in the control group was an early neonatal death due to a lethal congenital abnormality.

Conclusion:

Sequential screening with SF measurement and Doppler flow velocimetry is an effective screening method to detect LiGA that may develop complications due to placental insufficiency.  All fetuses with possible placental insufficiency were identified.  Only one of the 45 patients with poor SF growth and normal Doppler indices developed fetal distress.  LiGA babies with normal SF growth did not develop complications due to placental insufficiency.

Table I:  The accuracy of SF measurement as a 1st line screening for LiGA babies
Yes          No
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89%

Accuracy


86%

Relative risk

4,1   (2,9-5,8)
A LOW-COST COMMUNITY-BASED OBSTETRIC ULTRASOUND SERVICE: IMPACT ON OBSTETRIC SERVICES USED

L Geerts*, GB Theron, AM Theron, D Grové, HJ Odendaal

Perinatal Mortality Research Unit, Department of Obstetrics and Gynaecology, University of Stellenbosch and Tygerberg Hospital, South Africa

*Present address:  Obstetric and Fetal medicine, King’s Health Trust, Denmark Hill, London.

Objective

To investigate whether, in an unselected pregnant population, the introduction of an ultrasound (US) service with the primary aim of accurately dating the pregnancy, has a significant impact on the use of obstetric services.

Major endpoints:

Gestational age (GA) at booking, number of antenatal (AN) visits, number of patients referred to specialized services for fetal surveillance and cost.

Methods

This prospective comparative cohort study evaluated all women booking for AN care at 2 urban Midwife Obstetric Units (MOU) in February-March ’97 (baseline study, n=718) and May-December ’97 (intervention study, n=2291).  Initially, both MOU’s had no routine US available but referred selected patients according to predefined indications for US at the referral center (TBH).  In the intervention study, a mobile US service was introduced in the study MOU for all patients booking with a symphysis-fundus height of less than 24 cm as well as patients who would otherwise need referral to TBH only for US.

Results

3009 patients were included in the study and full data were available on 2694 (89.5%). The number of primigravidae in the control unit increased over time but sub-analysis stratified according to parity did not affect the results (Table 1).  The intervention had no effect on gestational age at booking or delivery, mode of delivery or neonatal outcome (Table 2).  After the intervention the main differences between the MOU’s were a lower incidence of preterm labour/rupture of the membranes (16.4 vs 12.0%), postdatism (11.2 vs 8.2%), FEC referrals (28.6 vs 15.9%), CTG’s (9.7 vs 5.4%) and Dopplers (13.2 vs 10.0%) in the study-MOU (Table 3).  More subjects received a scan (84 vs 44%) in the study MOU (Table 4) and 85% of these scans were performed in the MOU at a cost of R6.93 (+1USD) per booked patient.

Conclusions

This basic US service significantly improved dating and reduced the need to refer patients from primary to a higher level of care.

Table 1
Population characteristics

	
	Controls
	
	Subjects
	
	P

	
	Before
	After
	Before
	After
	

	Total n patients
	375
	1280
	343
	1011
	

	N analysed
	349 (92%)*
	1116 (85%)*+
	311 (90%)
	918 (90%)+
	

	Age (SD)
	25.5(5.8y
	25.5(2.3y*
	26.0(6.5y
	26.1(2.2y*
	*p<0.05

	Gravidity~
	2(1-6)*
	2(1-9)*+
	2(1-8)
	2(1-10)+
	*p<0.03 - +p<0.000

	Parity~
	1(0-6)*
	1(0-8)*+
	1(0-7)
	1(0-6)+
	*p<0.000 - +p<0.09

	% Primigravidae
	29.6*
	38.3*+
	34.7
	34.0+
	*p<0.03 - +p<0.000


N= Number of patients, y = years, NS = not significant (p>0.05), ~ = median (range)

Table 2
Obstetric and neonatal outcome in controls and subjects

	
	Controls
	
	Subjects
	
	P

	
	Before
	After
	Before
	After
	

	GA Booking (SD)
	19.8 (7.2w
	20.4 (7.5w
	20.1 (6.9w
	19.9 (7.2w
	NS

	% PTL/PPROM
	17.2
	16.7+
	16.4*
	12.0*+
	*p<0.05 -+p<0.003

	% Postdates
	11.7
	11.2*
	10.2
	8.2*
	*p<0.03

	% Vaginal

     delivery
	91.1
	91.7
	91.3
	91.8
	NS

	Birthweight (g)
	2984 (696
	2968 (616
	3002 (609
	2968 (636
	NS

	% Liveborn
	96.0
	96.1
	97.1
	96.7
	NS

	% Surviving
	94.1
	95.5
	95.8
	96.0
	NS

	% Major

    Morbidity
	5.0
	3.1
	3.7
	4.3
	NS

	% SGA
	14.2
	14.1
	15.0
	13.1
	NS

	% LBW (500-2499g)
	15.5
	17.4
	17.6
	19.9
	NS

	% VLBW (500-1499g)
	2.6
	2.9
	2.7
	3.5
	NS


PTL = Preterm Labour (before 37 completed weeks), PPROM = Preterm Prelabour Rupture of the Membranes, Postdates = Delivery beyond 42 completed weeks; SGA = Small for gestational age (below 10th centile)

Table 3
Obstetric management in control and study unit before and after intervention.

	
	Controls
	
	Subjects
	
	P

	
	Before
	After
	Before
	After
	

	N Antenatal visits
	7(1-16)
	7(1-17)*
	6(1-17)
	6(1-18)*
	*p<0.05

	% Admissions
	17.2*
	21.8*+
	19.6
	18.7+
	*p<0.08 - +p<0.09

	% Fetal Evaluation

   Gestation

   Other
	34.4*

27.5*

6.3
	28.6*#

22.2*#

6.2
	29.6+
22.8+

6.1
	15.9+#

10.5+#

5.2
	*p<0.04 - +,#p<0.000

*p<0.04 -+#p<0.000

NS

	% CTG
	13.2*
	9.7+
	8.0*
	5.4+
	*p<0.04 - +p<0.000

	% Dopplers 
	14.6
	13.2*
	11.5
	10.0*
	*p<0.03

	Amniocenteses

   Karyotype

   Maturity
	4

4

0
	13

8

5
	6

5

1
	18

17

1
	

	% US scan Total

   Routine

   Selective
	41.3

0

41.3
	39.7*

0

39.7*
	43.7+
0

43.7+
	83.6*+
71.8

24.6*+
	*+p<0.000

*+p<0.000


ABDOMINAL CERVICAL CERCLAGE IN PATIENTS AT RISK FOR MIDTRIMESTER ABORTION AND/OR PRETERM LABOUR

EC de Coning, N Basson, HS Cronje

Introduction

Management of patients at risk for mid-trimester abortion and/or preterm labour are problematic.  The disappointing results obtained with the McDonald and even the Shirodkar cerclage in patients with cervical incompetence plus bedrest, prophylactic antibiotics and tocolytics in patients identified as at risk for preterm labour necessitated a renewed evaluation of the surgical intervention in these patients.  Subsequently, abdominal cerclage was performed and its results are reviewed in this study.

Method

Patients with the history of two or more previous perinatal losses or three or more mid-trimester abortions were carefully evaluated sonographically at 14, 18 and 22 weeks for funneling of the endocervix as well as cervical shortening (<2.5cm).  As soon as changes were noted a laparotomy was performed and Mercilene tape was applied at the level of the internal cervical os without opening the visceral peritoneum or mobilisation of the bladder.  All patients received prophylactic antibiotics, indomethacin and nifedipine peri-operatively.  The patients were delivered by elective caesarean section at or as near as possible to term.

Results

The study is ongoing

Preliminary results:

No of patient identified


10

No of procedures


10

Complications with procedure

  1
(slight bleeding)

Outcome


Abortion


  1


Intra-uterine death

  1


PROM



  1


Elective c/s before 37 weeks
  0


Elective c/s after 37 weeks
  7


Healthy neonates

  7

Conclusion

The abdominal cerclage is a forgotten, but well tolerated and remarkably successful form of cerclage in patients at risk for mid-trimester abortion or preterm labour.

HISTORY AND DEVELOPMENT OF KANGAROO  MOTHER CARE

A Malan

The past 40 years have seen dramatic changes and innovations in the care of newborn infants.  Many are high technology and include ventilation, ultrasound, blood gas analyses, saturation monitors and exogenous surfactant.  Some low technology interventions are of major benefit to babies.  These include phototherapy, bonding, theophylline, steroids and breastmilk.  To the latter should be added kangaroo mother care (KMC) with it’s unlimited potential for implementation in South Africa.

Although there had been the occasional anecdotal reports of KMC from India, the Arctic and elsewhere, the story really began in Bogota, Columbia in 1979.

Bogota was then a city of some 5 million people, mainly poor.  The hospitals were overcrowded, understaffed and under-equipped with up to 12 000 births each year.  Many were preterm deliveries.

The mortality rate was high, infections were rife and poor maternal bonding resulted in many infants being abandoned.  The picture is familiar to that seen in other developing countries.

In September 1979, Drs Rey and Martinez introduced their Programa Madre Canguro in the Clinica San Pedro.  The program consisted of the following:

· Early discharge home once the babies were stable, irrespective of weight;

· Reliance on exclusive breastfeeding;

· Placing the infant in the kangaroo position to provide warmth, love. Stimulation and facilitate lactation;

· Education and training of the mothers;

· Ambulatory consultations to monitor the infants with continued support of the mothers.

The result was a dramatic reduction in the mortality of those infants who survived the first few days of life.

Drs Rey and Martinez presented their data in 1983 at a Congress on Maternal and Fetal Medicine in Bogota.  KMC was then introduced in Lima, Peru and other South American countries.  The results from Bogota were widely publicised by UNICEF and as a result, many visitors went to Bogota to see what was being done.

One of the early visitors was Whitelaw from England who published his impressions and findings in the Lancet in 1985.  European countries introduced KMC early on, most often due to the efforts of dedicated individuals, mainly midwives.  Notable protagonists were Wahlberg (Sweden) and de Leeuw (The Netherlands), while Anderson pioneered KMC in the USA.

The introduction of KMC in most Western countries resulted in many reports in the literature documenting positive results in terms of survival, breastfeeding, serious infections, etc.  Few reports were, however, of rigidly controlled trials.  Physiologic studies confirmed benefits to the mother-infant dyad with no adverse effects.  Reports on longer term outcomes are slowly emerging now.

It will thus be seen that KMC moved from a life and cost-saving intervention to poorer societies to it’s incorporation in high care neonatal units in the first world.

An international meeting was held in Trieste, Italy in 1996.  This meeting adopted KMC as the formal name.  It also delineated the use of KMC in different settings.  A second international meeting was held in Bogota in 1998 where world-wide implementation of KMC was reported (A report of this workshop will be published in Acta Paediatrica later in 2000).  Baltimore, USA also hosted a congress on skin-to-skin (KMC) care in 1998.  The Fundacion Cagura in Bogota has trained many visitors, and plans are afoot to establish training centres around the world.

KMC came to Southern Africa in 1984 (Maputo, Mozambique) and Manama, Zimbabwe in 1988.  The latter was introduced by Bergman who had seen KMC in hospitals in Sweden.  He reported a 50% better survival for infants below 1500g in their mission hospital.  Bergman introduced KMC to Wesfleur Hospital, Atlantis in 1995 and helped with the pilot study at Groote Schuur Hospital in 1996.  The pilot study confirmed better growth and breastfeeding rates, and earlier discharge home.

Following this a special KMC Ward was established at Groote Schuur Hospital the next year.  Many hospitals in the Western Cape and other provinces have adopted KMC into their care of newborn infants.

The plea is that all facilities should have KMC as an integral part of hospital/clinic policy.

To conclude:

In affluence, KMC is a precious gift.

In financial constraints, it is a useful additive to infant care.

In poverty, it may be the only means of survival.

THE IMPACT OF AN AGGRESSIVE BREAST FEEDING PROGRAMME FOR VERY LOW BIRTH WEIGHT INFANTS ON THE PREVALENCE OF NECROTISING ENTEROCOLITIS
GF Kirsten, CL Kirsten.

Departments of Pediatrics, Tygerberg Hospital and the University of Stellenbosch, South Africa

INTRODUCTION

Tygerberg Hospital serves as the tertiary referral centre for babies born in the hospital as well as a large part of the rural Western Cape. There are about 38 000 deliveries in our area. The low birth weight rate is 22% and the very low birth weight rate 6% compared to that in developed countries which is 6% and 1% respectively. The infant:nurse ratio at Tygerberg Hospital is high.  Due to limited post-natal beds mothers were previously transferred back to referring hospitals very quickly after delivery and breast feeding seldom took place.  There was a high incidence of necrotising enterocolitis (NEC) and nosocomial infection, a high morbidity and mortality and frequent re-admissions to the neonatal intensive care unit (NICU). A survey at our premature neurodevelopmental follow-up clinic showed that only 22% of the mothers breast fed until 6 weeks. Lucas et al (Lancet 1990; 336(8730):1519-23) showed that NEC occurred less frequently in breast fed VLBW infants. 

An aggressive breast feeding programme was introduced on 1st May 1998 for all infants <1800g in the level II neonatal ward of Tygerberg Hospital.  Its key elements were to: 1) motivate all mothers to breast feed; 2) commence skin-to-skin nursing and breast feeding as soon as possible; 3) encourage local mothers to spend each day with their infants; 4) postpone transfer of rural mothers; 5) obtain rooming-in accommodation in the hospital; 6) motivate and educate staff on the importance of breast feeding; 7) extend this programme to rural hospitals. An audit was done after 12 months to determine the impact of the programme and to compare this with historic data from the preceding year.  

AIM

To determine the impact of an aggressive breast feeding and skin-to-skin nursing program on the incidence of NEC in infants <1 800g.
STUDY DESIGN: Cohort analytical study.

RESULTS

A total of 573 infants were admitted to the level II ward over a 24-month period. The infants in the control group (290), admitted between 1/5/97 and 31/4/98, were predominantly formula fed and nursed in an incubator. The 283 study group infants were admitted between 1/5/98 and 31/4/99 and received predominantly expressed breast milk and intermittent skin-to-skin care. The results are shown in the Table.

	
	Pre-breast milk
	Breast milk and skin-to-skin
	P

	Total patients <1800g
	290
	283
	

	Mean birth weight (g)
	1367 ( 271
	1401 ( 280
	0.6

	Mean gestation (weeks)
	31.3( 2.9
	31.4 ( 2.6
	0.1

	Total died
	21 (7.2%)
	12 (4.5%)
	0.1

	Total NEC
	29 (10%)
	8 (2.8%)
	0.004

	No of  parenteral nutrition units consumed
	1290
	834
	0.01

	No of abdominal X rays 
	600
	339
	0.01

	Annual consumable expenditure (Rand)
	609,509
	224,384
	0.001

	Mean hospital stay (days)
	23.3 ( 16
	18.4 ( 11
	0.002


CONCLUSIONS: 

This programme resulted in a significant reduction in NEC and mean hospital stay. There were considerable cost savings and the programme had a positive impact on staff morale.  Developing countries have a high incidence of low birth weight babies and this demands intensive nursing care. Our study confirms that maternal involvement is a solution to the chronic nursing shortage which is a reality in state hospitals in South Africa. In addition breast feeding and intermittent skin-to-skin nursing will increase survival of low birth weight babies.

ADAPTATION OF LODGER-MOTHERS AT HOME AFTER PROLONGED ROOMING-IN WITH THEIR HOSPITALISED NEONATES AT GA-RANKUWA HOSPITAL

EM Chauke

Department of Paediatrics and Child Health, MEDUNSA and Department of Nursing Science, University of Pretoria

Introduction

Ga-Rankuwa Hospital has a service rendered for mothers whose infants are sick or premature in the neonatal intensive care unit.  This system is called rooming-in.  Mothers attend to their infants three hourly, feeding and changing supervised by the nurse.  These mothers are taught daily by lay health educators and a social worker who comes once a week for emotional support and counseling.  This study looked into the impact of prolonged rooming-in on the mothers after discharge.

Objective

To determine how mothers with preterm infants who roomed-in for a month or more adapt at home after discharge.

Methods

Sample

Convenience sampling method was used.  Mother’s stayed in hospital for a month or more.

Geographical areas: Mothers were from Soshanguve, Mabopane and Ga-Rankuwa.

Marital status: single and married.

Data collection

Data was collected 3 months after the mother’s discharge.  A structured interview schedule was used.

Period: 1998-1999.

Results

Sample Description

N=40 mothers

Age range: 17-43 years

Marital status: 60% single (some still had relationships with partners)

Education: 90% had > grade 8.

Length of stay: 1 month = 18%, between 1 and 2 = 55%, 2 months & longer = 28%.

Practices

Mothers Feeding Practices

	Feeding Methods
	% Mothers

	Bottle
	18

	Breast
	25

	Bottle and breast
	53


77% of the mothers had already introduced solids.

Follow-up Pattern

% Mothers attending follow-up

	Frequency
	% Mothers attended

	None
	8

	Once or twice
	45

	Thrice or more
	43


Emergency and Services within Reach

	Services
	% within Reach
	% Preferred for emergency

	Clinic
	77
	43

	Surgery
	50
	18

	Hospital
	18
	35

	Traditional healer
	5
	3

	    Telephone (help-line)
	3
	3


Health Education and Support in Hospital

Physical care=Nurses 100%, doctors 85%

Emotional support = lay health educators 93%, nurses 83%, 48% of the mothers did not receive any support from the social worker.

Topic which helped mothers to care for their infants with confidence at home

	Topic
	% mothers

	Importance of breastfeeding
	50

	Infant feeding (introduction of feeds)
	48%

	Keeping the infant warm
	43

	Importance of bonding
	35

	Treatment of minor ailments
	30

	Infant care
	28


NB
Even though 50% of the mothers knew about the importance of breastfeeding only 25% had not added artificial feeds.

Support at home after discharge

Mothers (84%) did not have relationship problems with their partners.  95% of the father accepted their infants.  85% of mothers received emotional and financial support from their partners.  50% of mothers received physical assistance from their mothers and 73% received emotional and financial support from them.  All mothers said there is a need for monthly meeting after discharge in the presence of a nurse to discuss their concerns.  All mothers said rooming-in should be continued.

Conclusion

Mothers adapted well at home after prolonged rooming-in.  Mothers were given emotional and financial support at home, mainly from their mothers.  Physical support was offered by nurses and doctors in hospital.  Mainly lay health educators, followed by nurses gave emotional support.  Follow-up played an important role in supporting mothers of preterm infants after discharge.  Rooming-in even though prolonged did not affect the mother’s lives after discharge, instead mothers were skilled in caring for their infants with confidence at home.

Recommendations

Monthly meetings to discuss mother’s concerns.  Social workers to be more involved.  Doctors and nurses to inform mothers of reasons for follow-up.

RESEARCHING THE ESTABLISHMENT OF KANGAROO MOTHER CARE UNITS: SOME REFLECTIONS ON METHODOLOGICAL ISSUES

A-M Bergh, E van Rooyen* 

Department of Educational Studies, University of South Africa

* Department of Paediatrics, University of Pretoria

MRC Unit for Maternal and Infant Health Care Strategies

Aims and Methodology

Action research is often associated with attempts to solve institutional problems or with the process of implementing new programmes or interventions at institutional or system level.  The research is adapted as the process evolves and can include a variety of combinations of appropriate quantitative and qualitative research methods which are selected as the study progresses.  Recommendations and solutions informed by these research results are implemented on a continual basis, all with a view to achieving the end outcome, which is normally an improvement in the quality of some aspect of health care.

This paper is based on the findings of part of the first phase of an action research project aiming to document and describe the establishment and implementation of kangaroo mother care (KMC), over time, in two large public hospitals in two of the northern provinces in South Africa.  Both of them started with the implementation of continuous KMC in a separate ward in the first half of 1999.  Unstructured, in-depth interviews and observations were used as main methods of data collection to identify important management issues in the decision-making process to introduce KMC in special units or traditional neonatal wards.  This approach enabled us to cover ground which is not always possible with the application of the traditional experimental and other descriptive and analytical research methodologies.

When an individual or a group of people embark on the institution of a new intervention in a health care facility, they normally ‘shop around’ in the literature and/or visit some other health care facilities that have already instituted that intervention.  What others describe to them verbally is often an ideal or the official policy of the facility, which does not always match the more complex reality of what is observed in practice.  Applied to KMC, for example, one may hear a statement like “We are practicing intermittent KMC in our hospital”, but when one visits unannounced, virtually no one is ever practicing it, often because of real or convenient “staff shortages”, or because the individual interested in KMC is not on duty.  In such an instance, KMC is not really part of the institutional culture yet.

One of the main reasons for embarking on our research project is encapsulated in the following two statements by respondents:


In the beginning it was hit and miss.


Conditions are all different, they vary from hospital to hospital.
Because there is no one ‘deal’ model of KMC, our research is aimed at ‘mapping’ different processes and various alternatives in the practicing of KMC, inter alia to help people to avoid some of the “hits and misses” identified by our research.  We are in the process of developing visual maps or diagrams to capture different dimensions of these processes and alternatives.

Issues of Implementation

Part of the initial research was also to identify the issues which need attention in a situation analysis.  We organised some of the issues relevant at an institutional and departmental level and with which health workers are grappling around the following constructs:

· Institutional structure;

· Management issues;

· Infrastructure; and

· People issues.

Many of these aspects are quantifiable, but they also have unquantifiable dimensions which are captured in the institutional climate and ethos.  Non-quantifiable facets which we highlight include:

· Human/interpersonal relations;

· A culture of care and commitment;

· Respect for human rights; and

· Judicious use of resources.

By distinguishing between quantifiable and non-quantifiable dimensions of implementation we also wanted to capture the interaction between structure and agency (the institution and the actors) from a sociological point of view.

Two particular aspects were further elaborated for use in situational analyses and for the continuous self-monitoring of the system.  They materialise differently is different health care facilities.  Firstly, there is the question of who is involved in the establishment and maintenance of a KMC unit (the ‘actors’ or ‘agents’); the second question is which management model would suit a particular facility best.

The actors

We developed a conceptual model of the different actors involved, which is divided into three groups:

· Staff directly involved in the intervention, care and support in the unit, itself;

· Administration and maintenance staff; and

· Funding sources.

In our map of the actors we use fine lines to depict the intricate interwovenness and interaction between the different actors.  Nurses are the primary caregivers and act as mediators between the mother-infant dyad and the other actors.  All KMC units revolve around the interaction between nurses and paediatricians, but the roles allocated to other actors (e.g. occupational and speech therapists, dieticians, physiotherapists, health educators, social workers) vary between institutions and are sometime conceptualised and formulated around the particular interest of an individual or the availability of staff in a particular profession.

Implementation models

We are also working on a diagram which summarises the variety of possible institutional management models with regard to the implementation of KMC.  Some institutions do not have a special KMC ward and provide only conventional intensive and high care and some form of intermittent KMC.  Other institutions have a special KMC ward which could be integrated with the neonatal ward in that it is treated as one unit with the same staff and managers responsible for both sections.  On the other hand, the KMC ward could also be totally separate from the neonatal ward with its own staff and own doctors.  This latter model presents more problems with regard to communication, continuity and cost-efficiency.

Facilities also have different criteria for levels of stability to be reached before a baby is eligible for intermittent and/or continuous KMC.  The way in which intermittent and continuous KMC is practiced also depends on whether the health care facility has a lodger mother unit or not.

Institutions practicing no or only intermittent KMC could also discharge patients to other step-down KMC facilities (e.g. in regional or local hospitals) or the mother and baby could be discharged early, practice KMC at home and the baby is followed up each day (the original Bogota model).  Criteria for discharge vary between facilities and earlier discharge seems to be associated with greater levels of staff confidence.

Developing a self-reflective tool

We are now in the process of developing a systems model as self-reflective tool for the various actors to use in the quest for improving practice.  We see the functioning of a KMC unit in the light of the vision and mission of the national and provincial health departments, the individual health care facility, and the KMC unit itself.  We also consider quality goals expressed in terms of effectiveness, i.e. quality of care and quality of outcome (infant survival and optimal health), and efficiency, i.e. affordability and sustainability.  Quality of care is mainly what is being evaluated in the daily activities in the KMC unit.  Self-monitoring mechanisms can develop spontaneously or can be devised to assess the quality of care in a unit.  Encouraging the establishment of such mechanisms becomes very important within the overall context of quality assurance, where quality is not only assessed by means of external and internal audits, but also by way of self-evaluation sin the form of reflective processes within the team.  This could also be used as a barometer for the degree of ownership of the concept of KMC and the KMC unit that the health team is willing to embrace.

Strengths and weaknesses of an action research approach
In the course of the research the strengths and weaknesses of our choice of an action research approach also came to the fore.

Strengths

· Developments can be monitored over time.

· Incremental changes can be implemented continuously.

· It can help to improve ownership and team action, to break down traditional hierarchies, and to improve interpersonal relations.  (One respondent observed: “It is absolutely the people’s project.”)

· As a result of ongoing observation through research, participants tend to remain more alert, to keep ‘on their toes’, to learn more.  These are all important dimensions of human development and empowerment.

· The approach links well with self-monitoring activities required by quality assurance and the self-reflective activities can lend credibility in the case of an external audit.

· It lends itself to a combination of quantitative and qualitative research methodologies, thus bridging traditional barriers between the two paradigms.

Potential weaknesses

· Good co-ordination of the research is essential.

· The research process can be time consuming and emotionally draining for the chief researcher(s).

· There are always challenges to get the cooperation of all actors.

· The institutional position of the chief researcher(s) may determine the direction of the research or the research preferences.  A researcher working inside the institution may favour certain focal areas and does not always have an overview of the positions of all the actors.  In contrast, an ‘outside’ researcher observes more from a ‘distance’, is seldom able to initiate changes and activities, and has more the role of an adviser.  Finding the ‘balance’ between ‘inside’ and ‘outside’ researchers in the project remains a challenge.

LOW BIRTHWEIGHT BABY CARE IN THE NEW MILLENIUM

M Hann

Towards the end of the twentieth century rationalization of health services had forced us to look at new ways of providing safe, effective and affordable health care.  The benefits and safety of Kangaroo Mother Care (KMC) as a method of caring for low birthweight (LBW) infants has been demonstrated in numerous studies, in different contexts all over the world.  

Following a small clinical control trial of KMC in our own neonatal unit in 1996 which confirmed significant improvement in weight gain, shorter hospital stay and better breastfeeding, KMC has become our standard method of caring for LBW infants.  We have opened a KMC Ward, which has a domestic rather than hospital atmosphere, as a transitional step between hospital and home.   

On her first visit to the neonatal unit the mother is informed that she will be required to live in the KMC Ward with her infant prior to going home.  Once the infant weighs 1700g, is able to feed from a cup or breast and is well, he is moved from the incubator into the KMC Ward with his mother where they practice KMC 24 hours per day while striving for exclusive breastfeeding.  During their stay we have the opportunity to assess the mother-infant relationship and to put breastfeeding on a firm footing.  The mothers do all the nursing of their own infants supervised by one nurse.  The role of the nurse is that of a confidant and advisor.  She talks to the mothers on KMC and mother-craft.  We encourage visiting mothers whose babies are still in the neonatal unit to participate in the group discussions and to make use of the facilities in the KMC Ward.

During 1999 we admitted 645 infants to the KMC Ward. Although the mean gestational age was less than 37weeks, 161 infants weighed more than 2Kg at birth and were admitted to the KMC Ward to get breastfeeding established.  The mean age and weight of each group on admission is shown in table 1. The mean weight on admission for all groups was heavier than the required 1700g reflecting the difficulty in getting mothers who have discharged back into the hospital – despite all our efforts in preparing them for this event early.  The mean duration of stay in the KMC Ward was less than 5 days for all the groups with a range of 1-14 days.  Eleven infants had to be readmitted for “failure” of KMC i.e. failure to gain weight , poor feeding or hypothermia. Three infants died.  One was a cot death and the other two were due to late onset sepsis.

	Table 1. Age and weight on admission to the KMC Ward

	Birth  weight (g)
	Postnatal Age (days)

Mean (SD)
	Postnatal weight (g)

Mean (SD)

	<1000

<1250

<1500

<2000

>1999
	     62 (18)

     41 (11)

     31 (11)

    12 (10)

      6 (5)
	    1740 (50)

    1748 (58)

    1756 (89)

    1785 (91)   

    2720 (640)


 The mother and infant are assessed for discharge by means of an objective daily scoring sheet.   The infant should weigh at least 1800g, be gaining weight in the Kangaroo position and preferably exclusively breastfed.   The mother’s competence and confidence in handling her infant are also assessed. 

At discharge the mother is given a letter and two appointments for follow up at her nearest clinic.  The first visit is for a weight check within three days and the second to see a Medical Officer within 14 days.  As many patients only came to follow up once and 30% came much later than 3 days after discharge our documentation of follow up is poor with only 189 (45%) of patients attending follow up.  The data presented is from the first documented visit. 

The data on how much KMC is done after discharge is also disappointing.  Sixty-three percent of mothers (119) were asked whether they do KMC at home, 114 (96%) said “yes”, although we don’t know how much or for how long, and only 53 (44%) do KMC outside the home.  The percentage of infants being fed breast milk, both at discharge (95%) and at follow up (86%), is high and although few babies are exclusively breastfed at discharge (16%), when they come to follow up the absolute numbers are bigger (46%), despite the smaller denominator. 

Although KMC is embraced with enthusiasm at our hospital, we have a long way to go before it gains acceptance and KMC is a familiar sight on the streets of Cape Town.  Nevertheless KMC works. Apart from all the physiological advantages, our LBW babies go home earlier, and almost all are breast milk fed which are major advantages in a developing country.   “You too can Kangaroo!”

PERINATAL MORTALITY RATES AND THE NEED FOR KMC IN GAUTENG PROVINCE

T Chaane, RC Pattinson*, IT Hay*, E van Rooyen*, M Modise, RV Prinsloo*

MCWH Unit, Gauteng Department of Health and *MRC Unit for Maternal and Infant Health Care Strategies, University of Pretoria

Aim

To describe the Perinatal Mortality Rate (PNMR) in Gauteng Province and identify problems areas.

Method

All hospitals in Gauteng performing deliveries collected data and sent it to the Maternal, Child and Women’s Health Unit (MCWH) every month.  Data was collected from April 1998 to March 1999.  Data was analysed per hospital, per region, per level of care, per referral area and for the Province as a whole.  The PNMR of babies 1000g or more, the neonatal death rate (NNDR), the low birth weight rate (LBWR), the perinatal care index (PCI), the caesarean section rate and the proportion of teenagers and older women were calculated.

Results

There were 120612 deliveries reported in Gauteng during the study period.  There were 8030 deaths of babies with a birthweight of 1000g or more (5084 stillbirths and 2946 neonatal deaths).  The percentage of pregnancies in women less than 18 years of age was 6%, and more than 35 years of age was 8%.  The average caesarean section rate was 15%.  The PNMR for the Province was 29.6/1000 deliveries. NNDR – 14.0/1000 livebirths, and Stillbirth rate – 15.6/1000 deliveries.  The SB:NND ratio was 1.73:1 and the Perinatal Care Index was 1.61.  The MMR was 84.6/100 000 deliveries (excluding deliveries and deaths occurring in Private Hospitals).

Key findings

· The PNMR of 29.4/1000 births is high when compared to the Western Cape and very high when compared with developed countries.  When compared with developing countries, it is substantially lower.

· The neonatal death rate for the Province is unacceptably high and is similar to developing countries.

· The majority of births occur in Level 2 and 3 institutions.

Recommendations

1. Institutions identified as possibly having problems need further investigation and should answer specific questions that are defined by the report.

2. A detailed analysis of the pattern of disease and avoidable factors should be carried out in sentinel sites throughout Gauteng to pinpoint specific problems in perinatal care.  This could lead to a targeted approach to solving the problems throughout the Province.

3. A specific investigation into neonatal care should be conducted and serious attention given to introducing a lodger mother facility in all institutions caring for neonates and to encourage skin to skin care (Kangaroo Mother Care).  This aspect of the report will be explored in the presentation.

+

FERTILITY MASTERY BY MEANS OF NATURAL FAMILY PLANNING

P McGregor, HP Wirz

The two modern methods of Natural Family Planning, viz. the Billings Ovulation Method and the Symptothermal Method utilise the easily recognized signs and symptoms of ovulation and can therefore be used during all stages of the woman’s reproductive years including periods of irregularity, post-partum, perimenopausal and coming off contraceptive medication. These two highly effective methods have, for the last 2½ decades, replaced the rhythm method that was based on the remote event of menstruation.

Following menstruation and the stimulation of ova maturation, the developing Graafian follicles produce oestrogen resulting in the production of cervical mucus which in turn produces the sensation of wetness and slipperiness at the vulva – one of the signs successfully followed by couples using the natural methods. The excellent correlation of the woman’s ability to determine the mucus symptoms and the correlation with the scientifically verified hormonal profile and the vaginal ultrasonographic evaluation of follicular development and ovulation has been well documented by Hilgers, Brown and WHO1,2,3,4 was demonstrated using graphs and illustration.

The fertile period extends from the time of the wet and lubricative sensation at the vulva to three days after its discontinuation.  Menstruation can be expected to follow the ovulatory signs, in the absence of a pregnancy, after a constant interval for a particular woman. The variable period of a woman’s cycle is the pre-ovulatory period but since the signs and symptoms of ovulation (and not menstruation) are followed in the modern natural family planning methods, the variability of cycle length is of no consequence.

Prof Odeblad5,6,7 has shown that a number of different mucus types are produced by secreting units in the cervix in response to different hormonal and neuroendocrine stimuli. These can be recognized by a number of different investigations including the different ferning pattern by air-drying the individual mucus types on a glass slide.

[image: image10.png]



Figure 1. The air-dried ferning pattern of the different mucus types

The G (gestagen) mucus secreting units are situated on the lower aspect of the cervical canal and are stimulated by progesterone. The G-mucus is a viscid mucus and produces a cervical plug that is impenetrable by sperm. It also contains lymphocytes and leucocytes as well as immunoglobulins which provides an effective barrier against microorganisms entering the uterus. With the stimulation of oocytes and the production of oestrogen by the developing Graafian follicles the L-mucus secreting units produce L-mucus (identified by its 90° ferning pattern), which provides a scaffolding for the subsequent less viscid S-mucus. The other important function of the L-mucus is the trapping of abnormal sperm – the scientific verification for which was discussed. Once the oestrogen level exceeds 150pg/ml the S-mucus secreting units are stimulated to secrete a sperm-conduction, very fluid-like mucus which changes the pH of the vagina from an acid to a neutral, slightly alkaline milieu thereby increasing the sperm life span from minutes to 3-5 days. This mucus (which has a needle ferning pattern on air-drying) channels the sperm into the S-mucus secreting units where the sperm have a negative effect on mucus production. It is the S-mucus that is responsible for the wet, lubricative sensation at the vulva – the symptom and sign that women are taught to identify when using modern natural family planning. 

Just prior to ovulation a surge of noradrenalin, which parallels the LH surge, stimulates the P2-mucus secreting units. This mucus type has an affinity for the z-granules produced in the cervical isthmus that contains mucolytic enzymes. This combination degrades the L-mucus scaffolding and S-mucus thereby releasing the sperm to continue their journey through the channels of P6-mucus channels. Following ovulation the corpus luteum production of progesterone once again stimulates the G- mucus secreting units to produce the viscid G-mucus sealing off the cervix and producing the raised body temperature – the sign used in the Symptothermal Method to confirm ovulation.
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	Figure 2. The effect of mucus secreting units with age
	Figure 3. The development of the different mucus secreting units during adolescence


The effect of age on the cervix, summarised in figure 2 above, and the rejuvenation effect of pregnancy on the cervix and the ageing effect on the cervix consequential to the use of exogenous hormonal contraception was discussed. The sequential development of the different mucus secretary units in the adolescent is shown in figure 3. A casual relationship of early sexual intercourse and cervical cancer as a result of the late onset of the barrier G-mucus production and intra-vaginal location of the mucocutaneous junction of the cervix was made.

The recent statistics of a sustained success rate of over 97% for couples learning the modern natural family planning methods in Mauritius, where 27% of the fertile couples using family planning use the Symptothermal Method of Natural Family Planning (NFP), was elucidated.  The percentage of different ethnic and religious groups using NFP correlated proportionately with the demographic makeup of the population of Mauritius were over 50% of the population are Hindus.

MINILAPAROTOMY AND ENDOSCOPIC TECHNIQUES FOR TUBAL STERILISATION

R Kulier, D Walker, M Boulvain, G de Candolle, A Campana

Department of Obstetrics and Gynaecology, University of Geneva, Switzerland

Objective

To evaluate laparoscopic tubal sterilisation, as compared to minilaparotomy and/or culdoscopy in terms of operative morbidity and mortality and failure rates.  Different tubal sterilisation methods and anaesthetic techniques were analysed separately.

Type of Study

Cochrane systematic review.

Methods

A systematic search of the literature was performed according to Cochrane Collaboration guidelines.  Randomised controlled trials comparing the different approaches to enter the abdominal cavity, the different sterilisation techniques and the different anaesthetic methods were considered.  Selection of the trials, for inclusion was performed by three reviewers.  Results were analysed and pooled with the use of RevMan software.

Results

Six randomised controlled trials met the inclusion criteria for the review.  Minilaparotomy vs laparoscopy: There was no difference in major morbidity between the two groups (OR 2.03, 95%CI 0.86-4.81).  Duration of operation was about 5 minutes shorter in the laparoscopy group (WMD 5.34 minutes, 95% CI 4.52-6.16).  Minor morbidity was less frequently reported following laparoscopy (OR 1.89, 95% CI 1.38-2.59).  Women undergoing culdoscopy had more major morbidity than women in the minilaparotomy group (OR 0.14, 95% CI 0.02-0.98).

Conclusion

The results of the randomised controlled trials comparing minilaparotomy and laparoscopy do not show a clear superiority of one of the compared techniques.  The outcomes being rare and the included studies have limited power to demonstrate significant differences.  This review suggests that minilaparotomy and laparoscopy are equally safe for performing tubal sterilisation. Laparoscopy seems the preferred option in industrialised countries.  However, in settings where resources and availability of trained personnel are limited, minilaparotomy could be preferred without compromising short term efficacy.  Culdoscopy is a present rarely used.  No data on long term efficacy, in terms of failure rate, and on women’s acceptability are available.

QUINACRINE STERILISATION: ASSESSMENT OF SAFETY AND EFFICACY

E Kessel

Department of Public Health and Preventative Medicine, Oregon Health Sciences University, USA

Quinacrine sterilisation (QS) involves transcervical insertion of quinacrine pellets using a modified Copper T IUD inserter.  Pellets are placed at the fundus in the proliferative phase of the menstrual cycle.  Efficacy is presently estimated at 1 pregnancy failure per 100 women at 2 years.  Early complications are lower for QS than surgical sterilisation and this is also true for risk of ectopic pregnancy with newer insertion protocols.  The risk of birth defects is very low, when estimated from a model with reasonable assumptions for probability of insertion in a pregnant uterus or within 30 days of conception, probability of such exposed pregnancy being carried to term, and probability of quinacrine exposure to the fetus causing a birth defect.  Although quinacrine is a mutagen it is unlikely to be a carcinogen.  Concentrations of quinacrine in the uterus after transcervical insertion are higher than for oral administration for only a matter of a few hours, although this brief period is adequate to cause injury to the tubal epithelium, leading to inflammation and an occluding scar.  Oral administration of quinacrine is accepted as non-carcinogenic.  QS has a somewhat lower efficacy than surgical sterilisation and is not reversible.  Each site of use of QS must make its own risk-benefit assessment.  The benefits of any contraceptive that can raise contraceptive prevalence are greatest for developing countries.

Sterilisation today, predominantly for women, is the most prevalent contraceptive method.  However, the evidence of unmet need for this intervention is considerable, as estimated from surveys in which 50% of women desiring no more children lack access to acceptable or acceptance of surgical sterilisation.  Prospects for meeting the demand are poor with current surgical methods.  Experience with quinacrine sterilisation (QS) demonstrates its high client preference when offered side by side with surgery.  The availability of QS would clearly increase contraceptive prevalence and avoid unwanted pregnancies with all their morbidity and maternal mortality.  Let us address the questions that remain concerning QS safety and effectiveness.

By now, over 100 000 cases of QS have been performed in 25 countries.  Most were part of government trials, while others involved research in medical schools.  An increasing number of non-governmental organisations (NGOs) and private clinicians have conducted their own risk-benefit assessment and include QS in their clinical services.  In the United States, QS will be used “off label” by clinicians with prescriptions filled by compound pharmacists.  To date, no case fatality has been reported in this wide experience.
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Risk-benefit assessment
The conclusion drawn from the above assessment is that efficacy of QS is excellent but not as good as surgical female sterilisation and the increased risk of QS are low or non-existent for the main concerns of ectopic pregnancy, birth defects and cancer.  Such risks and lower efficacy compared to surgical sterilisation must be balanced against the potential benefits of QS.  These include increasing access to sterilisation with its prevention of unwanted pregnancies and their associated morbidity and mortality, avoiding morbidity, mortality and discomfort of surgical sterilisation, and expanding options for women, including their empowerment.

A risk-benefit assessment is the proper criterion to judge trials or use of any medical procedure.  Benefits in this case of an additional contraceptive option are greater for societies where maternal mortality is high and access to sterilisation limited.

Each locality must conduct its own risk-benefit assessment for the use of QS.  Clinicians and organisations in a growing number of communities are deciding that QS is another option to be made available to all well informed women as their right and a means of protecting their health and family.

COST-EFFECTIVENESS OF ALTERNATIVE MODELS FOR PROVIDING COMMUNITY BASED REPRODUCTIVE HEALTH SERVICES IN SUB-SAHARAN AFRICA

I Askew, J Chege, N Maggwa, B Janowitz, R Homan, I Kaboré

Over the past two decades, numerous efforts have been made to develop and implement non-clinic based approaches to providing information and services for a limited range of reproductive health issues.  Initially focusing on promoting the practice of child spacing through educating community members on family planning and through supplying selected contraceptive methods (condom, spermicide, and oral pill), some programmes are now including education on HIV/AIDS as well as sexually transmitted infections (STIs).  Known generically as Community Based Distribution (CBD) programmes, a variety of organizations, both governmental and non-governmental, have implemented this approach using voluntary, part-time or full-time agents recruited jointly with the community in which they work.  By 1998, 20 countries in the region had at least one CBD programme.  For the most recent review of CBD programmes in sub-Saharan Africa see Phillips et al (1999).

Since 1988, the Africa Operations Research and Technical Assistance Project of the Population Council (with funding from USAID) has been undertaking research to design and test alternative models of CBD in 11 countries throughout the region.  Much has been learnt, and continues to be learnt, about programme effectiveness and, more recently, cost-effectiveness.  Virtually all well-run CBD programmes can increase, often dramatically, contraceptive use in programme areas through a combination of promoting the idea of using modern contraception and of improving access to methods, thereby meeting latent demand.  Not all CBD programmes are structured similarly or perform equally effectively, however an analysis of 13 CBD programmes in five countries indicated that agent productivity ranged from 10 to 1,455 client contacts annually.

The major factor that seems to influence agent productivity is their employment status –voluntary agents performed least effectively and salaried full-time agents performed most effectively, with agents who receive a financial allowance for their part-time work performing between these two extremes.  Thus although tangible incentives, including remuneration, will improve productivity, other factors can also play a role.  For example, strong supervision from the programme and support from the community are critical, and agents who provide a broad range of services tend to be more productive than agents who focus only on family planning.  An analysis of the personal characteristics of agents (e.g. marital status, age, religion, education) in seven Kenyan programmes showed that none of these were particularly important.  However, it is clear that female agents are more effective at reaching women and male agents more effective at reaching men.

This same study in Kenya also analysed and compared the costs of providing services through different CBD models.  Using the ratio of ‘cost per client served with a family planning method’ as the indicator of cost-effectiveness, a surprisingly narrow range emerged, from between $1.26 to $3.64 per client.  Interestingly, both the least and most costly programmes had similar structures, in that they used part-time agents who received an allowance and were run by NGOs.  Moreover, there was virtually no difference in this ratio between programmes that used full-time salaried agents ($1.73) and those that used volunteers ($1.45 - $1.57).

Remuneration of CBD agents is one of the key concerns for most organizations developing CBD programmes.  The initial assumption tends to be that volunteers should be used, because it is felt that they will be less costly than those who are salaried.  While this assumption is correct in the strictest sense of programme expenditure on agent remuneration, a study in Tanzania, which compared three programmes that paid allowances to their agents, showed that there are other considerations to be made.  As can be seen in the following table, the programme in which the direct payment to the agent is the lowest (i.e. the MOH programme) is actually the least cost-effective in terms of overall cost per client visited.  The programme in which a similar level of direct expenditure per agent is made (the UMATI programme) has been able to organize itself so that its overall efficiency, in terms of cost per client served, is much better.

	Cost per client visit in Tanzania (US$)

	
	MOH
	SDA
	UMATI

	Agent payment
	0.29
	0.94
	0.31

	Supervision and training
	4.65
	0.71
	0.78

	Total
	4.94
	1.65
	1.09


In summary, there is little difference in cost per client served between most types of CBD programme.  Programmes with salaried agents reach more clients but do not necessarily cost more per person reached.  Decisions on agent remuneration should not be made without consideration of the wider framework of the costs of supporting, supervising and training agents.

CONSEQUENCES OF HIV INFECTION IN PREGNANCY

M-L Newell

Reader in Epidemiology, Department of Epidemiology and Biostatistics, Institute of Child Health, 

Introduction

HIV infection has become a major problem complicating the management of pregnancy. Since the early 1980’s more than 34 million people have become infected with HIV worldwide (1). By far the largest majority of these live in sub-Saharan Africa, although currently there are large increases in Asia and South-East Asia. It is estimated that every day more than 1600 children become HIV infected, 1500 of whom live in sub-Saharan Africa. Although the numbers are very much smaller in Europe, HIV infection still poses a problem for many. HIV infection is not a reportable disease, and estimates of the number of people affected are based on the number of infected people diagnosed with AIDS, which is reported centrally. 

By mid-1999, nearly 40,000 women, most of child bearing age, had been diagnosed with AIDS in Europe, and 8,650 children of less than 14 years of age (2). Most of the children with AIDS were reported from Romania, where many had acquired their infection through contaminated needles and syringes. After Romania, most cases come from Spain, Italy, France. With the widespread introduction of combination therapy to delay progression of disease the number of AIDS cases reported is declining. However, based on limited evidence from individual studies, the incidence and prevalence of HIV infection in Europe is stable, or may even be increasing. As is the case world-wide mother-to-child transmission is the major mode of acquisition of infection in European children, and there were nearly 3500 children with AIDS who acquired their infection vertically. For their mothers, injecting drug use was a common route of HIV infection, although heterosexual acquisition of infection is increasingly common and has now overtaken injecting drug use.  
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Conclusion

In Europe as elsewhere the management of HIV infection in pregnancy poses dilemmas as there may be conflict between what is best for the mother and what is best for the prevention of vertical transmission and the child. Further issues in less well resourced countries are the lack of infrastructure within which HIV infection and prevention of mother-to-child transmission can be managed. Indeed, assessments of the cost-effectiveness of short-course ZDV and other HIV interventions neither include the costs of changes in antenatal care nor take account of the wider benefits in health outcomes. 

The risk of vertical transmission can be substantially reduced with the use of zidovudine prophylaxis, elective caesarean section and refraining from breastfeeding; in Europe the rate can now be as low as 1%. However, old problems remain and new ones have emerged. The old ones are the issue of antenatal screening and the difficulty of identifying HIV infection in pregnant women in time to offer the various vertical transmission interventions. New ones are the issue of more widespread use of combination ARVT in HIV infected adults, so that women who are known to be infected before pregnancy are often on HAART at conception and in early pregnancy. The consequences of exposure to ARVT during early gestation are unknown. Another issue is the possible adverse effect of VT interventions for the baby, and only with longer experience will it be possible to quantify the occurrence of such events reliably. Little is known about the effect on the woman for her progression of disease of exposure to vertical transmission anti-retroviral prophylaxis for a limited time period. Does the vertical transmission prophylaxis need to include ZDV? If planning an elective caesarean section should this be done at 36 weeks in women who are also treated with combination anti-retroviral therapy?
MATERNAL MORTALITY RELATED TO AIDS AND NON-PREGNANCY RELATED SEPSIS IN SOUTH AFRICA 1998

RE Mhlanga, R Mulumba, N Simelela

National Committee on Confidential Enquiries into Maternal Deaths (NCCEMD) of SA

Objective

To document the prevalence and causes of maternal mortality due to AIDS and non-pregnancy related sepsis and identify avoidable factors, missed opportunities and substandard care involved in these deaths.

Method

Maternal deaths are notifiable and when a maternal death occurs, a maternal death notification form is filled in and sent to the Provincial MCWH Units.  Provincial Assessors assess the maternal death and send a report.  This report is forwarded to the NCCEMD where the data is collated and the prevalence, pattern of disease and avoidable factors, missed opportunities and substandard care in maternal deaths are described.

Results

Deaths in this category constitute the second leading component in maternal mortality in South Africa during 1998 (14.5%).  There were 130 deaths from non-pregnancy related infections, mostly from AIDS (82), pneumonia (20) and pulmonary tuberculosis (7).  The HIV status was known only in 24.2% of all maternal deaths.  Thirty-two cases of pneumonia, tuberculosis and meningitis could have been reclassified as AIDS had their HIV status been known.  Most of the maternal deaths due to AIDS were in the age group 20-29 years.  The women were typically of low parity (not more than 2 births).  Most deaths occurred in Level 2 institutions.  Relatively few instances of substandard care were recorded in women dying from AIDS.  This reflects the uncertainty as to the appropriate management of these women, rather than good care.

Conclusion
Recommendations include increased voluntary counselling and testing, routine determination of maternal HIV status, and the compiling of ethical and management guidelines for HIV positive women and women with AIDS.  A policy on prophylactic antibiotic use is also needed.

MATERNAL MORTALITY RELATED TO PREGNANCY RELATED SEPSIS IN SOUTH AFRICA 1998
H van Coeverden de Groot, R Makopo

National Committee on Confidential Enquiries into Maternal Deaths (NCCEMD) of SA

Objective

To document the prevalence and causes of maternal mortality due to pregnancy related sepsis and identify avoidable factors, missed opportunities and substandard care involved in these deaths.

Method

Maternal deaths are notifiable and when a maternal death occurs, a maternal death notification form is filled in and sent to the Provincial MCWH Units.  Provincial Assessors assess the maternal death and send a report.  This report is forwarded to the NCCEMD where the data is collated and the prevalence, pattern of disease and avoidable factors, missed opportunities and substandard care in maternal deaths are described.

Results

There were 67 maternal deaths were attributable to pregnancy-related sepsis.  The 41 cases associated with viable pregnancies are discussed in this paper, while the 26 septic abortion-related deaths are described elsewhere.  Pregnancy-related sepsis was the fourth commonest cause of maternal deaths being responsible for 19% of direct and 12% of all maternal deaths.  Of the maternal deaths, 70% were <30 years old and 22% were teenagers.  Primigravidas accounted for 44% and 6% had a parity of more than 4.  The majority (42%) of maternal deaths occurred at level 1 hospitals.  Death due to puerperal sepsis followed a caesarean section in 46% of cases.  In 27% of all cases, labour had been obstructed.  The final cause of death was nearly always septic shock (73%) or multi-organ failure (24%).  In 68% of the patients, their HIV status was unknown.  Of those who had, 69% were HIV-positive.  Patient-related avoidable factors were identified in 42% of the cases.  The commonest problem was delay in seeking professional help, largely as a result of the patient failing to appreciate the seriousness of the particular complication of pregnancy.  Administrative-related avoidable factors were identified in 32% of the deaths.  Medical personnel-related substandard care was identified in 53% of the patients. In 25% of cases the diagnosis was incorrect and in 29% of cases the management protocol had not or was inadequately followed.  Lack of or inadequate monitoring of the patient occurred in 21% of cases.

Conclusion

Prophylactic antibiotics must be used for all women undergoing caesarean sections.  Protocols for managing puerperal sepsis should be available in every hospital where caesarean sections are performed.

SELF-REPORTED GYNAECOLOGICAL MORBIDITY AND TREATMENT AMONG RURAL CHILD-BEARING WOMEN IN NIGERIA
MA Mgbekem

Many women in Nigeria as in many other developing countries suffer a lot of health complications due to peculiar problems associated with gynaecological morbidity.  This study investigated gynaecological morbidity and their treatments among women of child-bearing age in Ogoja – a rural community in South Eastern Nigeria.  Using a well-structured questionnaire, data was collected from 350 women of various socio economic strata for analysis.  From the findings of the study, 44.9% of the respondents identified painful menstruation as a serious problem.  This was followed by scenty irregular bleeding (17.3%), spotting between periods (14.3%) and heavy bleeding (10.2%).  About 38% observed the disorder from first menstruation, 20.4% before child birth, 18.4% after childbirth and on contraceptives while 9.2% after miscarriage or abortion.  Also 8.16% of the respondents have contracted non-specific urethritis, 5.1% have contracted gonorrhoea while 10.2% have contracted other types of sexually transmitted diseases.  58.33% of the respondents sought treatment from chemists (over the counter) while 41.47% sought treatment from hospitals.  Ignorance, social stigma, lack of appropriate information, poverty and lack of sex education were identified as contributory factors to the problems.  The findings from the study have serious implications for the health of this disadvantaged group of women and at the same time suggests the need for policy articulation and intervention programmes.  These are capable of improving the health status of the women, the households and ultimately ushering in sustainable development in the country.

AN INTERVENTION STUDY TO REDUCE ADVERSE PREGNANCY OUTCOMES DUE TO SYPHILIS IN MOZAMBIQUE

NB Osman1,2,  K. Challis2,3,  E. Folgosa4,  M. Cotiro1  and S. Bergström2
1)
Department of Obstetrics and Gynaecology, Eduardo Mondlane University,
Central Hospital, Maputo, Mozambique

2)
Division of International Health (IHCAR), Department of Public Health Sciences, Karolinska Institutet, SE-171 76 Stockholm, Sweden

3)
Department of Obstetrics and Gynaecology, Sundsvall Hospital, Sundsvall, Sweden

4)
Department of Microbiology, Eduardo Mondlane University, Maputo, Mozambique

Introduction

Syphilis is an important cause of morbidity and mortality during pregnancy in sub-Saharan African countries, where high rates of seropositivity have been found.

Previous studies on stillbirth in Mozambique (1-4), Malawi (5), South Africa (6) and in Zimbabwe (7) have shown that pregnant women with active syphilis during pregnancy are more likely to have a perinatal death. The syphilis seroprevalence among pregnant women has remained around 10-15% for the past 15 years (8,4,9). Although around 90% of pregnant women attend antenatal services and the Ministry of Health policy is to screen all pregnant women for syphilis, several barriers to its effective implementation have been recognised. 

Objectives

To create and evaluate an alternative screening approach among pregnant women in order to reduce adverse pregnancy outcome due to syphilis in Mozambique.

Methods

Four suburban antenatal clinics, two “control” and two “intervention” clinics were compared regarding syphilis screening and treatment. Pregnant women with positive RPR test (n=929) were enrolled, 453 in the intervention and 476 in the control clinics. In control clinics  the normal routine regarding syphilis screening was followed for 383 women remaining for follow up. The nurse-midwives sent all pregnant women coming to the antenatal clinic to the laboratory to have an RPR test done. The women had to return 1-2 days later for the result and had then to go back with it to the nurse-midwife, who had to send all positive results to the STD clinic or to a doctor for appropriate treatment.

In intervention clinics nurse-midwives were trained to perform RPR test. RPR-seropositive cases were immediately treated on site by the nurse-midwives with a single IM dose of 2.4 million IU benzatinic penicillin after counseling. This patient counseling was intentionally individual and carried out in privacy. The partners were invited to come any afternoon as soon as possible to the antenatal clinic for treatment.

 In the third trimester (around 30 weeks) a new RPR test was performed and all women with positive RPR test results were again treated and the partners were invited to come for treatment. All pregnant women enrolled in the study from the intervention and control clinics were advised to deliver at the Maputo Central Hospital and serum aliquots were collected for a new qualitative and quantitative RPR test. After delivery the newborns were examined and all antenatal cards were collected. Several home visits were performed to find women who did not come for delivery at the Central.

Results

At delivery, the drop out rate was 15.7% in the intervention and 20.1 % in the control group. The mean age was similar in the two groups (23.6 years and 24.0 years, respectively) and the mean parity was 1.9 in the intervention and 1.7 in the control group. No significant differences between intervention and control groups were noted regarding history of stillbirths and livebirths, and number of currently living children.

The perinatal mortality was significantly higher in the control group than in the intervention group, 3.4% vs. 1.3% (p=0.030). In the intervention clinic, one aim was to address the issue of RPR quality performed by nurse-midwives in comparison with the quality of the same test performed by laboratory technicians at microbiology reference laboratory. The nurses sent 1069 negative sera, of which 62 were positive at the reference laboratory, giving 5.8% false negative results. Of 431 positive sera sent by the nurses, 55 were negative at the reference laboratory, giving 12.8% false positive results.

At delivery the intervention group had significantly more negative RPR results- 40.9% vs. 24.2% (p=0.000). 

Discussion

With this intervention it was possible to reduce maternal seropositivity at delivery and the perinatal death rate but we could not show a decrease in other adverse outcomes such as abortion and low birthweight. One explanation might be the high dropout rate in the control group, implying a possible loss of women with adverse pregnancy outcomes, who might not be motivated to come back. The stillbirth rate in the intervention group was only half of the rate in the control group but this difference is not statistically significant since the rates are low. But not having a child alive on the seventh day post-partum is significantly more common in the control group. The advantages of such an on-site screening for maternal syphilis with RPR in a setting similar to one studied here have been described also by other authors (10-12).

Conclusion

More active training of nurse midwives in antenatal care to perform on site RPR tests, to give syphilis treatment and to notify partners' results in improved perinatal outcome and more sero-negative parturient women.

URICULT TRIO® AS SCREENING TEST FOR BACTERIURIA IN PREGNANCY

A Greeff

MRC Unit for Maternal and Infant Health Care Strategies, Kalafong Hospital and University of Pretoria

Introduction

The effective treatment of bacteriuria in pregnancy decreases the incidence of premature labour with all it's complications as well as pyelonephritis (1,2,3). Asymptomatic bacteriuria  is a common and potentially dangerous medical condition when it occurs in pregnancy (4). The incidence is reported as being between 2% and 10% (5). In a local study which had been performed in our own department a few years ago, the incidence was 11% (1). Between 15% an 45% of untreated cases will develop pyelonephritis. The risk for premature labour and low birthweight babies drops significantly when patients are being treated as opposed to those not being treated.

Previous studies have been performed using urine reagent sticks with the purpose of finding an appropriate screening test for asymptomatic bacteriuria (5,6,7,8,9,10). In a study in our center the sensitivity of reagent sticks ranged from 18% to 67% with the best sensitivity being with the combination of leucocytes nitrates or proteins. In the same study urine was plated on site on to blood agar before transporting it to the laboratory. This posed a sensitivity of 94%. However, the blood agar plates are not commercially available.

There is currently still no practical and cost effective screening test available for bacteriuria in pregnancy. Uricult Trio® was investigated for this purpose. The Uricult Trio® consists out of three growth mediums namely CLED, MacConkey and E. Coli and is manufactured by a company called Orion Diagnostica in Finland. It is designed mainly for the detection of E. Coli and all the literature distributed only involves studies where E. Coli was to be detected. The company though does distribute a chart  on which one is supposed to be able to identify different types of organisms. With the use of the chart which accompanies the growth mediums, the investigator is also able to interpret the size of the colonies.

Methods

Patients were recruited from the antenatal clinic with their first visit as well as from labour ward and divided into a symptomatic and asymptomatic group. A midstream urine specimen was collected . The Uricult Trio® slide was then dipped into the urine and directly placed into the incubator while the rest of the specimen was sent to the laboratory for a culture. A form with all the details of the patients was filled in with data consisting of the patient’s name, symptoms, hospital number and Uricult Trio® specimen number. The Uricult Trio® specimen was then incubated for 16-24 hours according to the manufacturers instructions and was interpreted by one investigator. The colony size was recorded on the information sheet. The result of the Uricult Trio® was then compared to the laboratory culture  after three days or as soon as the results were available. As soon as the results were available, the patients were contacted and treated with nitrofurantoin.

The laboratory test was regarded as significant with a growth of 100 000col./ml or more while the Uricult Trio® was regarded as positive with a growth of 1000col./ml or more.

Ethical approval of the study was given by the University of Pretoria Ethics Committee.

Data was analyzed using the standard sensitivity, specificity, positive- and negative predictive value as well as by calculating the likelihood ratios for the positive and negative tests (11). A likelihood ratio of 1 indicated that the test has no predictive value for the outcome of interest. In order for conclusive prediction of the outcome event of interest to be achieved, a likelihood ratio of more than 10 or less than 0.1 would be required for a positive and negative test result, respectively. Moderate prediction can be achieved with likelihood ratio values of  5-10  and 0.1-0.2 whereas likelihood ratios 1-5 and 0.2-1 would generate only minimal prediction .

Results

A total of 454 patients were recruited for the study. Of the 454 patients, 79 laboratory specimens never reached the laboratory with the subsequent effect that only 375 patients were included in the study. The symptomatic group consisted of 127 patients and the asymptomatic group consisted of 248 patients. 

Figure 1
Outcome of patients entered in the trial.
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The results of the Uricult Trio® is summarized in table 1.  In this study the prevalence of significant bacteriuria in the symptomatic group was 29.13% and in the asymptomatic group 23.39%.

Since the urine of the patients were investigated for bacteriuria in pregnancy, it was also important to treat the patients with significant bacteriuria. The patients who were admitted to the ward could be followed up very easily while the patients who were seen at the antenatal clinic were phoned if a relevant telephone number was available. Seventy percent of the patients were able to give a reachable telephone number.

Table 1
Results.

	
	Asymptomatic
	Symptomatic

	Sensitivity
	78.37%
	81.03%

	Specificity
	48.89%
	55.03%

	Positive predictive value
	38.67%
	35.61%

	Negative predictive value
	84.62%
	90.43%


Table 2
The likelihood ratio for positive and tests.

	
	Prevalence
	Likelihood ratio positive
	Post test probability

	Symptomatic
	29%
	1.26
	35%

	Asymptomatic
	23.4%
	1.8
	35%

	
	Prevalence
	Likelihood ratio negative
	Post test probability

	Symptomatic
	29%
	0.44
	13%

	Asymptomatic
	23.4%
	0.35
	7%


All the organisms which were cultured are reflected in table 3.

Table 3
Organisms cultured.

	Organism
	Symptomatic
	Asymptomatic
	Total

	Acinobacter lwoffi

Enterobacter spp.

Klebsiella pneumoniae

Enterococcus faecalis

Acinobacter baumanni

Non hemolytic streptococci

Staph. Epideridus

Pseudomonas auruginosa

Escherichia coli

Proteus mirabilis

Alpha hemolytic streptococci

Staph. Saprophyticus

Flavobacterium

Citrobacter koseri

Citrobacter freudii

Alcaligenes faecalis

Staph. Aureus

Beta hemolytic streptococci

Klebsiella oxytoca

Mixed culture (>3 organisms)
	4

8

1

2

4

1

1

0

12

3

1

0

2

0

3

1

1

1

0

2
	5

7

6

1

5

3

2

2

20

4

0

1

1

2

3

1

0

1

2

13
	9

15

7

3

9

4

3

2

32

7

1

1

3

2

6

2

1

2

2

15


The organisms which were missed by the Uricult Trio® are listed in table 4.

Table 4
Organisms missed

	Organisms missed
	Total

	Acinobacter lwoffi

Enterobacter spp.

Klebsiella pneumoniae

Enterococcus faecalis

Acinobacter baumanni

Non hemolytic streptococci

Staph. Epidermidus

Pseudomonas auruginosa

Escherichia coli

Proteus mirabilis 

Alpha hemolytic streptococci
	2

5

3

2

3

1

1

1

2

1

1


DISCUSSION

The Uricult Trio® did not perform as well as we would have expected in terms of sensitivity and positive predictive value or after the likelihood ratios were calculated, when it was compared to onsite plating onto blood agar as done in a previous study, where the sensitivity there was found to be 94%(1).

The manufacturer tested the Uricult Trio® in a population where E. coli was the causative organism for urinary tract infections in 90% of cases. In two European studies the sensitivity for detecting E. coli was 92% and 95%(12,13). This is borne out by our study because the sensitivity for detecting E. coli was 93.75% and only 2 E. coli infections were missed. E. coli was the causative agent in only 36% of  infections in comparison to 80%-90% in the European studies.

In order to find a reason for the poor sensitivity of the test the organisms which were responsible for the false negatives were analyzed. Organisms missed included E. coli, Klebsiella pneumoniae and Pseudomonas auruginosa which are common urinary pathogens, but none were consistently missed (Table 4).  

The advantage of the test is that none of the Uricult Trio® specimens got lost as opposed to 76 which were lost on their way to the laboratory. This also highlights the value of an onsite test.  Another advantage of the test is that one can potentially get hold of the result much sooner and easier than with a conventional laboratory culture which would also have a great impact on the cost of hospitalization. Hence the search for an effective on-site test must continue. 

We also know that in our population the prevalence of HIV/Aids has increased significantly and at this stage it can only be speculated whether it has an influence on the prevalence of bacteriuria in pregnancy as well as whether it has as influence on the causative pathogens.

CONCLUSION

The Uricult Trio® did not perform as well as was expected and can therefore not be recommended as a screening test  for bacteriuria in pregnancy. The reason for the failure was the diversity of organisms found in urine culture in our population.
COMPARISON OF MORBIDITY AND MORTALITY RATE AMONG LOW BIRTHWEIGHT INFANTS IN TWO NEONATAL UNITS  FROM DEVELOPING COUNTRIES.

JA Owa1, I Al-Dabbous2 and AA Owoeye3.

Department of Paediatrics and Child Health, Obafemi Awolowo University, Ile-Ife, Nigeria1.  Department of Paediatrics, Qatif Central Hospital (QCH), Qatif, Saudi Arabia2. Department of Paediatrics, Wesley Guild Hospital (WGH), Obafemi Awolowo University, Teaching Hospitals Complex, Ilesa, Nigeria3.

Introduction

Neonatal mortality rate (NNMR) is an important component of infant mortality rate (IMR) data in many of the third world countries. It may account for half to two-thirds of deaths in the first year of life.  Neonatal mortality rate (NNMR) and day-one mortality rate are directly related to health service activity and are useful indices for comparing effectiveness of health services available to children in different countries.  High rates of preterm delivery and low birthweight (LBW) infants are major factors of high neonatal and infant mortality rates in most of the developing countries.

One of the major recent advances is the evolution of neonatal intensive care.  This facility, unfortunately, is not usually available to most of very ill LBW preterm infants in most of the developing countries.  Limited funds makes imperative that priorities are given to other less expensive but easily applied preventive measures. With emphasis on primary health care (PHC) activities and prevention of many of the vaccine preventable diseases however, it is anticipated that neonatal care will be accorded its rightful priority

Saudi Arabia and Nigeria are two developing countries with various level of care in their medical facilities. For example, Qatif Central Hospital (QCH), Saudi Arabia has a neonatal unit (NNU) which  provides neonatal intensive care  that includes ventilator support. On the other hand, only special care services are available to very ill babies at Wesley Guild (WGH) in Nigeria. One of the authors (JAO) has had an opportunity to work in these two units. This provided a unique opportunity to compare the outcome of management of LBW infants in the two units.

The objectives of this study was to compare the birthweight-specific and gestational age-specific mortality rates among LBW infants in two NNU and determine what can possibly be done to further improve the outcome in such infants. 

Materials and Methods

Data were retrospectively obtained from the records of all LBW infants (birthweight less than<2500grams) delivered in the two hospitals and who were admitted into the NNUs. The periods covered in the study were January 1990 to December 1994 in QCH and January 1991 to December 1995 in WGH. The data obtained included, postnatal age on admission, birthweight, gestational age, sex, major indications for admission and /or the diagnosis, management, duration of stay in units (at the time of discharge or death) and outcome. 

It is the policy at QCH to admit only babies delivered in the maternity unit of the hospital into the NNU. All other ill neonates from outside are usually admitted into the paediatric intensive care unit (PICU). In WGH, Ilesa babies from outside (admitted within the first month of life) in addition to babies delivered in the maternity unit of the hospital are admitted into the unit. In both hospitals, the data analysed were those of LBW infants delivered in the hospitals to remove the compounding factor of outside delivery.

The gestational age (GA) of the babies was determined based on maternal first day mothers last menstrual flow and clinical assessment using Ballard et al gestational age assessment chart.  The babies were stratified into weight and GA range groups. Mean and standard deviation were calculated for weight and GA, and statistical analysis was by Chi-square (X2) and Student’s ‘t’ tests for means and proportions respectively. Values of p ( 0.05 were regarded as statistically significant.

Results

In WGH and QCH 379 and 373 records were reviewed respectively. In the respective hospitals 11 and five took discharge against medical advice leaving 368 infants in each hospital for comparison. There were 57 deaths in WGH and 69 deaths in QCH giving the overall mortality rates of 15.5% and 18.8% (p >0.1) respectively (Table I). Table I also shows the male ratios, the mean and SD of GA and birthweight and duration of stay in the units. The BW and GA were significantly higher in WGH than QCH while duration of stay was significantly lower in WGH than QCH (p<0.001).

In Table II, the major respiratory problems observed in the babies are compared. Significant differences were observed in rates of diagnosis of birth asphyxia (BA) and respiratory distress syndrome (RDS). Birth asphyxia occurred in 59 (16.0%) and one (0.3%) in WGH and QCH respectively (p<0.001). On the other hand RDS was recorded for 10 (2.7%) and 111 (30.2%) at WGH and QCH respectively (p<0.001). The other problems diagnosed were meconium aspiration syndrome, apnoea, pneumonia, upper respiratory tract infections, transient tachypnoea of the new-born, and congenital malformations. There was no statistically significant difference in the prevalence of these other conditions. .

Tables III and IV compare the distribution of GA and birthweight. Higher proportions of lower GA and BW were observed in QCH than WGH (p<0.001). The proportions of very low birthweight (VLBW); BW(1499 gm) and infants of GA ( 32 weeks were higher in QCH than WGH (p<0.001). 

The overall mortality rates were 57 (15.5%) and 69 (18.8%) in WGH and QCH respectively. Though the mortality rates were higher in QCH than WGH, the difference was not statistically significant. The mortality rates were analysed in relation to the distribution of GA and BW (Tables V and VI). The GA-specific and BW-specific mortality rates in both hospitals the mortality rates were inversely related to the BW and GA. The mortality rates were significantly higher in the VLBW and infants of GA ( 32 weeks in WCH than QGH (p<0.001). Babies with GA and BW above these values survived better in WGH

Discussion

The WGH NNU serves at least six states in Nigeria while the NNU in QCH serves Qatif area which is a major local government area of Eastern Province of Saudi Arabia. Both units therefore provide medical services to a sizeable proportions of the populations of the two countries. The neonatal mortality rates in LBW infants in these two units were still very high when compared with data from the developed worlds of Europe and America where the NNMR are under 5%.  A very recent report from Europe even reported an NNMR of 2.18%.for LBW infants.

The most common respiratory problems in two NNU (RDS in QCH and BA in WGH) may have a common basis. The difference was probably a reflection of the differences in the available facilities in the two units. In QCH neonatal intensive care facilities like ventilators and a standby portable X-ray machine are available. More detailed evaluation of the ill VLBW infants was therefore possible. Also more of the VLBW infants therefore lived long enough for more accurate diagnosis to be made. Most the VLBW babies who died in WGH died with 24 hours of life and most of these deaths were attributed to BA, based mainly on the assessment of APGAR scores at birth. 

Introduction of neonatal intensive care facilities into WGH will have a great impact in reducing the very mortality rate among VLBW infants. Though the question of high cost of providing such facilities is real, it is not a justifiable enough reason to continue to deny thousands of such babies in Nigeria and other developing countries a chance to life. Advances in neonatal intensive care have greatly contributed to the survival of such VLBW infants.  Since there are no easy ways of accurately predicting neonatal morbidity in extremely LBW infants (BW <1000 grams at birth) all babies should therefore be given a chance. Other reasons for the need of such facilities include the need to train junior doctors since access to training abroad becomes more and more difficult each day. The appropriate utilisation of new technology appears to have contributed to marked reduction of perinatal mortality even among groups of high-risk patients. Recent decline in mortality rates have been attributed to improved neonatal care. Reduction in prematurity takes longer time to achieve.

The slightly better mortality data in WGH was due largely to lower mortality in babies weighing (1500 grams or the GA ( 33 weeks. The LBW babies in WGH are relatively more mature. The other reason is that lethal congenital anomalies are relatively more common in Saudi Arabia partly as a result of consanguineous marriages.  Since autopsies were not usually performed some of the lethal congenital malformations could easily have been missed. 

There are rooms for improvements in both units. Improvement in NMR in advanced countries has been attributed to many factors that include: better and more extensive access to ANC, a general improvement in standard of living, better nutrition, better obstetric and neonatal care and greater access to high quality medical care through perinatal regionalisation. A critically ill, very VLBW infant with moderate to severe respiratory distress syndrome needs neonatal intensive care facilities like ventilator support. Facilitated access to medical and perinatal care and improvement in neonatal care facilities would reverse the current unfavourable neonatal morbidity and mortality in the VLBW infants in Nigeria.

In conclusion, reduction in preterm LBW rates both centres will reduce NNMR in the LBW infants. This depends on easy improved access to prenatal care. Introduction of neonatal intensive care facilities into WGH will have a great impact in reducing the mortality rate among the VLBW infants and therefore overall NNMR. In QCH reduction in incidence of congenital malformations will reduce NNMR in the bigger babies. This will require a well organised genetic counseling programme based on accurate data.

Table I: Comparison of the main clinical parameters of the babies

	
	Hospitals
	

	Parameters 
	WGH, Ilesa
	QCH, Qatif
	+P value

	Total
	379
	373
	

	Discharge against medical advice
	11
	5
	NS

	Male: Female ratio
	1.02: 1
	1: 1.08
	NS

	Gestational age (Weeks)*
	34.7 
SYMBOL 177 \f "Symbol" 4.3
	32.3 
SYMBOL 177 \f "Symbol" 3.9
	< 0.001

	Birthweight (Grams)*
	1787 
SYMBOL 177 \f "Symbol" 443
	1596 
SYMBOL 177 \f "Symbol" 454
	<0.001

	Duration of admission (Days)*
	12.3 
SYMBOL 177 \f "Symbol" 10.2
	23.0 
SYMBOL 177 \f "Symbol" 22.4
	< 0.001


*Mean plus or standard deviation

+NS (not statistically significant) = P value >0.05

Table II: Comparison of the major respiratory problems in the babies

	Major respiratory 
	WGH, Ilesa
	QCH, Qatif
	+P value

	Problems
	Number
	% of total
	Number
	% of total
	

	Birth asphyxia
	59
	73.8
	1
	0.8
	<0.001

	RDS
	10
	12.5
	111
	90.2
	<0.001

	MAS
	2
	2.5
	4
	3.3
	NS

	Apnoea
	2
	2.5
	-
	-
	-

	Pneumonia
	2
	2.5
	-
	-
	-

	TTN
	2
	2.5
	3
	2.4
	NS

	URTI
	1
	1.2
	1
	0.8
	NS

	Aspiration
	1 
	1.2
	1             
	0..8
	NS

	Congenital malformation
	1
	1.2
	2
	1.6
	NS

	Pneumothorax
	-
	-
	1
	0.8
	-



	Total
	80
	100
	123
	100


	<0.0001


+NS (not statistically significant) = P value >0.05

Table III: Comparison of the distribution of the gestational age of the babies
	GA
	WGH, Ilesa
	QCH, Qatif
	

	(Weeks)
	Number
	% of Total
	Number
	% of Total
	+P value 

	<27
	15
	4.1
	40
	10.9
	<0.001

	28 – 32
	93
	25.3
	146
	39.7
	<0.001

	33 – 36
	144
	39.1
	148
	40.1
	NS

	37 – 42
	116
	31.5
	34
	9.2
	<0.001

	Total
	368
	
	368
	
	


Comparing proportions of babies with GA above 33 weeks

X2 = 34.5; P < 0.001

+NS (not statistically significant) = P value >0.05

Table IV: Comparison of the distribution of the birthweight of the babies

	Birthweight
	WGH, Ilesa
	QCH, Qatif
	+P value

	(Grams)
	Number
	% of Total
	Number
	% of Total
	

	<999
	24
	6.5
	44
	12.0
	<0.01

	1000-1499
	61
	16.6
	95
	25.8
	<0.01

	1500-1999
	126
	34.2
	156
	42.4
	<0.05

	2000-2499
	157
	42.7
	73
	19.8
	<0.01

	Total
	368
	
	368
	
	


Comparing proportions of babies more than 1500 grams

X2 = 18.7; P < 0.001

+NS (not statistically significant) = P value >0.05

Table V: Comparison of gestational age-specific mortality rate (MR%) of the babies between the two hospitals
	GA
	Wesley Guild Hospital, Ilesa
	Qatif Central Hospital, Qatif
	+P value

	(Weeks)
	Alive
	Dead
	MR%
	Alive
	Dead
	MR%
	

	< 27
	3
	12
	80
	10
	30
	75.0
	NS

	28 – 32
	59
	34
	36.6
	119
	27
	18.2
	<0.01

	33 – 36
	136
	8
	5.6
	141
	7
	4.7
	NS

	37 – 42
	113
	3
	2.6
	29
	5
	14.7
	<0.01

	Total
	311
	57
	15.5
	299
	69
	18.8
	NS

	SYMBOL 163 \f "Symbol" 32
	62
	46
	42.6
	129
	57
	30.6
	<0.05


+NS (not statistically significant) = P value >0.05

GA = Gestational age

Table VI: Comparison of birthweight-specific mortality rate (MR%) among the babies
	BW
	Wesley Guild Hospital, Ilesa
	Qatif Central Hospital, Qatif
	+P value

	(Grams)
	Alive
	Dead
	MR%
	Alive
	Dead
	MR%
	

	<999
	4
	20
	83.3
	11
	33
	75.0
	NS

	1000-1499
	37
	24
	39.3
	78
	17
	17.9
	<0.01

	1500-1999
	117
	9
	7.1
	147
	9
	5.8
	NS

	2000-2499
	153
	4
	2.5
	63
	10
	13.7
	<0.01



	Total
	311
	57
	15.5
	299
	69
	18.8
	NS

	SYMBOL 163 \f "Symbol" 1499
	41
	44
	51.8
	89
	50
	36.0
	= 0.02


+NS (not statistically significant) = P value >0.05

BW = Birthweight

LOW BIRTHWEIGHT IN AN INNER CITY JOHANNESBURG POPULATION

PA Cooper, BJ Cory

Department of Paediatrics 

University of the Witwatersrand

The central Johannesburg population has undergone a complete change in demographics  over the past 15 years.  What was previously a white high density residential area is now largely a black area with significant numbers coming from other parts of Africa.  The area includes Hillbrow, Berea, Joubert Park, Braamfontein, the City Centre and surrounding residential suburbs.

Methods

All deliveries during 1996 and 1997 were entered onto electronic data base from information obtained from the labour ward register on all of the approximately 8000 deliveries per year.  Data included birth weight, gestation, address, race, mode of delivery etc.  In an attempt to exclude referral bias, only mothers with addresses from central Johannesburg or immediate surrounding suburbs were included, since low risk deliveries from areas such as Alexandra took place at primary health care centers with only complicated cases referred to the hospital, which in turn would lead to bias.

Surveys of the area have previously shown that most families live in overcrowded flats or apartments.  Compared with most peri-urban township areas, the inner city population enjoys a higher socio-economic status with significant numbers of ‘upwardly mobile’ people.  However, there is a lack of extended family support.

Results

With the exclusion of those who were not from the central Johannesburg area, there remained almost 6000 deliveries per year, of which 94% were black (African) and the HIV positivity rate amongst the antenatal population was 20-25%.

The incidence of low birth weight can be seen in the graph below: 
[image: image13.wmf]Incidence of Low Birth Weight

0

1

2

3

4

5

6

7

8

9

<1000

1000-1500

1500-2000

2000-2500


As can be seen the very low birth weight rate was 2.8% while the low birth weight rate was 14.3% of all live births.  Only 2.4% of infants had a birth weight >4000g.  The overall mean birth weight was 3025g, while the most frequent birth weight category (100g divisions) was  3100-3200g

Survival of very low birth weight infants in our study population was over 90% for those with birth weight 1000-1499g and just over 50% for those <1000g in spite of the latter not usually being offered mechanical ventilation due to a limitation of resources.

Conclusions

The low birth weight rate in this study was similar to a previous survey we did for  Gauteng province which gave a figure of 15.9% of live births, while the World Health Organisation estimate for Africa is 16%.  However, some figures from rural areas in Southern Africa give low birth weight rates <10% e.g. Botswana, Venda.

Thus in spite of a relatively higher socio-economic status, the inner city Johannesburg population has low birth weight rates only marginally better than the average for Africa, while some rural areas appear to have more favourable rates.  This raises the question as to whether there are aspects of rural life that improve the low birth weight rate.  However, the specific causes of low birth weight in this population are still largely unknown and it is likely that a reduction in low birth weight rates will take many years.  The contribution of the high HIV positive rate amongst this population of mothers to low birth weight is also unknown.

However, it is noteworthy that survival of very low birth weight infants is good, even in those <1000g who are not offered ventilation.

PROSPECTIVE RISK OF STILLBIRTH IN PREGNANCY

GR Howarth, LR Pistorius, BS Jeffery, RC Pattinson.

Department Obstetrics & Gynaecology, Kalafong Hospital & University of Pretoria.  

South African MRC Unit for Maternal and Infant Health Care Strategies.

Objectives: Conventional stillbirth rate for a specific weight category is calculated as
       

 Number of stillbirths  in weight category
per 1000 deliveries

 Number of deliveries in weight category

Conventional stillbirth rates are excellent for assessing perinatal care and evaluating  perinatal care prior to and following an intervention.  The problem with conventional stillbirth rate the numerator includes only stillbirths delivered in the weight category and the denominator includes only deliveries in that category.  As there are no in utero fetuses included in either the numerator or the  denominator, conventional stillbirth rates cannot be used to evaluate the risk that a particular fetus in utero has of dying.

The prospective risk of stillbirth is expressed as

Number of stillbirths at or beyond a weight category

per 1000 deliveries

Number of deliveries at or beyond that weight category

The advantage of utilising the prospective risk of stillbirth is that one can ascertain the risk of stillbirth to particular weight categories of fetuses while still in utero.

Methods

Computerised statistics of our obstetric database were collected over a period of 6 years and 30 847 deliveries were included.  All 1262 stillbirths were identified and conventional stillbirth rates were compared to prospective risk of stillbirth rates.

Outcome measures

Conventional and prospective risk of stillbirth rates were  calculated in 500g  increments of weight categories, starting at 500g.

Results

As could be anticipated the results differed significantly in the lower weight categories as a result in the much larger denominator in the prospective risk of stillbirth.  At the largest category both were the same as they used the same numerator and denominator.


Conventional

         Prospective
  500-  999g

   667/1000

   
41/1000 

1000-1499g

   227/1000
   

26/1000 

1500-1999g

   119/1000

   
19/1000 

2000-2499g

     42/1000

   
14/1000 

2500-2999g

     14/1000


11/1000

3000-3499g

     10/1000


  9/1000

3500-3999g

     11/1000


13/1000

4000-4499g

     18/1000


20/1000

4500-4999g

     11/1000


34/1000

       >5000g

   143/1000 

          143/1000

Conclusion

The prospective risk of stillbirth rate (PRSB) differs considerably from the conventional stillbirth rate.  Unlike conventional stillbirth rates the PRSB rate can be utilised to estimate the risk of a specific fetus  in a specific pregnancy, thus facilitating obstetric decision making.  Ideally PRSB should be calculated for different common obstetric conditions, facilitating decision making in these conditions.

THE INCIDENCE OF RETINOPATHY OF PREMATURITY IN VERY LOW BIRTH WEIGHT INFANTS BORN AT KALAFONG HOSPITAL

JC Swanepoel*, PJL Odendaal**, SD Delport*

Department of Paediatrics* and Ophthalmology**, University of Pretoria and MRC Unit for Maternal and Infant Health Care Strategies

Introduction

Advanced retinopathy of prematurity (ROP) is the leading cause of blindness in very low birthweight (VLBW) < 1500g infants.  The causes of ROP are multifactorial, with hyperoxaemia (PaO2 > 80mmHg) being most important.  Blindness can be prevented by means of screening, which facilitates the identification of advanced disease (threshold ROP).  Further progression to retinal detachment and blindness can be prevented by timely cryotherapy or Argon laser photocoagulation under general anaesthesia.  This illustrates that screening of ROP in VLBW infants (irrespective of the severity of underlying disease) should be undertaken.

Aim

To determine the incidence of ROP in VLBW infants born at Kalafong Hospital.

Patients and Methods

Infants born at Kalafong Hospital weighing 1500g or less were enrolled.  Informed verbal consent was obtained from the mother.  All infants enrolled were black, from disadvantaged communities.

Screening for ROP commenced between four and six weeks after birth, and screening was continued until forty weeks after conception or until the retina was fully vascularised.  The frequency of screening depended on the severity of ROP at initial screening, ranging from twice weekly for pre-threshold disease to one in three weeks for infants with no ROP.  ROP was classified according to the International Classification of ROP (ICROP) by the Committee for the Classification of ROP.

Pupils were dilated with two minims of cyclopentolate hydrochloride and phenylephrine into each eye before examination.  The fundi were examined with an indirect opthalmoscope and a 30-D lens.  If necessary the lids were retracted using a speculum after installation of the topical anaesthetic Oxybuprocaine 0.4%, and scleral indentation was done if necessary.

If threshold disease was present cryotherapy or Argon laser photocoagulation of the peripheral avascular retina was performed under general anaesthesia.  Screening was continued until no risk of retinal detachment was detected.

Results

One hundred and forty five infants were enrolled over a period of ten months (15/2/99 – 25/12/99).  They were comprised of 126 singletons and 11 twins (19 infants).  Screening was completed in 83 singletons and 11 twins (Table 1).

Five of the 11 twins screened developed no ROP.  Of the remaining 17 singleton infants, 14 developed grade I & II ROP and three developed grade III ROP.

Two out of the three infants in both the singleton and twin groups that were diagnosed with Grade III ROP, developed threshold disease necessitating intervention by means of cryotherapy.

The incidence of threshold ROP in twins (18%) was higher than the incidence in singletons (2.4%) (p=0.065).  This is approaching statistical significance and may become significant with a bigger sample size.  The incidence of grade I & II ROP was 18.1%, of ROP grade III was 2.1%, and of threshold ROP necessitating intervention 4.3%.

The incidence of threshold ROP in singleton infants of 2.4% is comparable to the incidence found in Afro-American infants of 3.2% in a study conducted in 1997.  In the same study the incidence of white infants was reported to be 7.4%.

Table 1

	
	Singletons

(n=126)

Median

Range
	Twins
(n=19)

Median

Range

	Number of infants
	126

1200 gram

(780-1500)
	19

1100 gram

(500-1490)

	Died before screening
	17

1200 gram

(700-1400)
	7

1100 gram

(500-1490)

	Lost to follow up
	26

1335 gram

(1000-1500)
	1

1490 gram

	Screened
	83

1200 gram

(780-1500)
	11

1020 gram

(500-1480)


Table 2

	
	Singletons
(n=83)

Medican

Range
	Twins
(n=11)

Median

Range
	P

	Infants screened
	83

1200 gram

(780-1500)
	11

1020 gram

(500-1480)
	0.06

	No ROP
	66 (17%)

1290 gram

(780-1500)
	5 (27%)

1100 gram

(990-1480)
	

	ROP I & II
	14 (1.2%)

1065 gram

(810-1200)
	3 (9%)

960 gram

(500 –1435)
	

	ROP III and threshold
	3 (2.4%)

1080 gram

(1040-145)
	3 (18%)

940 gram

(900-1100)
	


Conclusions

· The incidence of threshold ROP in VLBW black infants necessitating intervention to prevent blindness is 4.3%.  The incidence of threshold ROP in twin infants necessitating intervention is higher (18%) than in singletons (2.4%).

· Twins may be a high risk group for developing threshold ROP.

· Screening VLBW infants for ROP should be attempted to prevent blindness.

NEONATAL INFANT SCREENING IN SA: FACTORS IN THE ESTIMATION OF COST AND PERFORMANCE OF TEST PROTOCOLS

SM Swart

University of Stellenbosch

The early identification of blindness has been a high priority in industrialised countries since 1974.  With the advent of commercially available systems to measure the auditory brainstem response (ABR) and otoacoustic emissions (OABs), research efforts since 1992 have been directed toward the development of model systems for identifying neonatal hearing impairment.  The argument for early identification of deafness that is, prior to 6 months of age, is powerful.  Outcome studies have demonstrated that children who are “early-identified” and receive intervention prior to 6 months have significantly better receptive and expressive vocabulary, speech production and academic performance.

In South Africa early identification of deafness is an emerging issue.  The methods used locally range from high-risk questionnaires at 6 weeks, to a developmental questionnaire at 9 and 18 months, to a ‘rattle test’ at 9 months, administered at clinics.  The test sensitivity of these is low or unproven, with a high false positive rate.  The argument against the use of automated ABR or OAEs in South African centres on issues of cost and access.  However, with proven test sensitivity of 97 and 100% for ABR and OAEs respectively, and the demonstrated outcomes in terms of quality of life and cost, it is timeous to re-consider and re-evaluate the issue of neonatal hearing screening locally.

Research into the development of a model system for SA is in progress.  This paper reports on the factors for consideration in estimating the cost and performance of neonatal hearing screening protocols in SA.

NATIONAL MALE SEXUAL AND REPRODUCTIVE HEALTH SURVEY: KNOWLEDGE, ATTITUDES AND PRACTICE IN YOUNG MEN (16-60 YEARS) IN SOUTH AFRICA

M Beksinska, H Rees

Reproductive Health Research Unit, University of the Witwatersrand

Background and Rationale for the Study

In many societies men play the dominant role in decision-making regarding reproductive health issues.  Numerous studies have found that men influence a woman’s reproductive health choices.  It is however, usually the woman’s responsibility for using some form of contraception, for child spacing and limitation of family size.  The International Planned Parenthood Federation (IPPF) in 1989 designated “male involvement” in family planning a priority problem area, and recommended increased efforts either to bring men into positive decision-making with their partners or influence behavioural changes.  In its invitation for new research initiatives to study the role of men in family planning and reproductive health, the WHO (1994) acknowledged the paucity of data in this field and advocated increased efforts in reproductive focusing on men.  The initiative calls for addressing the role of men in areas affecting reproductive health, such as their utilization of existing services and their involvement in contraceptive use.  

The overall aim of the project was to collect information on the knowledge, attitudes and practices of men on fertility regulation and other areas in reproductive health.  The findings of this study are being used to assist in the design of programmes to involve men in reproductive health, and particularly to promote shared responsibility in this area.

Methodology

The multi-centred baseline study was conducted over a one-year period, from July 1996 to August 1997.  The study was restricted to African men because of financial and sample size constraints.  Men aged between 16 to 60 years in urban and rural areas in all nine provinces were included in the study and this report focuses on the 16-20 year olds.  The sample was drawn through a process of multistage sampling.  Sampling areas were purposely selected to reflect varied socioeconomic and rural factors in all nine provinces.  Qualitative and quantitative data were collected using a semi-structured questionnaire administered by trained fieldworkers.  The sample size was assumed to indicate differences within and between sample variables at baseline and over time.

Principal Findings

Over 2000 men were interviewed in total.  Almost a third (28%) were still in full time education, 28% were unemployed, the rest were in some form of employment.  Marital status depended on age group.  A third were married (33%), just over a fifth (30%) had a regular girlfriend and the remainder either reported having no partner or a casual partner.  Although many men defined themselves as single with no partner, many of this group were still sexually active.

Sexual Behaviour and Practices

In total, 61% of the 16-20 age group reported having had sexual intercourse.  Almost all of the 20-year olds (93%) had sexual experience compared to less than half (45%) of the 16-year old group.  Because of this it was not possible to report on average age of first sexual intercourse in this age group as a whole but in the 20-year olds it was 15 years.  In the 21-40 age group this was also 15 years and 17 years in the 41-50 urban men and 18 years in the rural 41-60 age group.  Not all men were sexually active at the time of interview.  Only 12% had used contraception at their first sexual encounter.  Over half (54%) of men reported having two or more partners in the last year, and about a third had two or more partners at the time of interview.  A small number of men had paid for sex (4%) in the past, but not all of the women were classified as commercial sex workers.  Twenty-seven percent of men with sexual experience said they preferred dry sex.  This figure is higher in the younger age groups interviewed in this study.  These men associated dry sex with increased sexual enjoyment.  Common substances used by women to dry the vagina were towels, tissue papers, Dettol, Jik, Vicks, snuff and Tiger Balm.

Sexually Transmitted Infections

Knowledge of common sexually transmitted infections (STIs) based on the recognition of symptoms and signs was high amongst respondents.  Just under a quarter of men who had ever had sex reported having had an STI and the majority (94%) sought treatment for their problems.  Over half went for treatment to a public health sector clinic or hospital (58%) and 27% went to a private doctor.  Almost a fifth went to a traditional healer in the first instance.  Six percent of men did not seek treatment primarily because their symptoms got better.  Seventy percent of respondents knew the source of their STI and the majority of them who knew informed their partner.  Some of the men reported a change of sexual behavior following an increase in their knowledge on STIs.  Information about STIs was obtained from the radio, TV, public clinic, newspaper and / or friends.

Condom Use

In the younger age group, (16-20) of those with sexual experience, 60% had previously used condoms and about 50% of currently sexually active men reported they were currently using them, but not all this group were using them consistently.  In the 21-60 age group, 48% of men had ‘ever’ used a condom.  Not all respondents were confident about the effectiveness of condoms in the prevention of STIs and HIV/AIDS with almost a third (31%) saying that condoms were either not effective or they were unsure.  Over two-thirds of the men (69%) provided condoms in their relationships.  Sources of supply of condoms included public clinics (80%) and to a lesser extent, pharmacies (20%).  Sixty percent of the respondents said they would consider using a female condom for the prevention of STIs and pregnancy.  Most of the men who showed interest in using the female condom were those who were currently using male condoms.

Contraception and Attitudes to Family Size

The average ideal family size for men in the youngest age group was three, which was lower than the older age groups, and indicates a trend from smaller family size. More than half the men gave economic factors as the primary influence on family size.  Other common factors given as needing consideration in decision-making on family size, were family support and provision of children’s education needs.  A quarter of men (25%) indicated a preference for male children.  Knowledge of commonly available, modern, reversible contraceptive methods, such as the pill, injectables and condoms was high (around 70%) and most men knew where to obtain contraceptive methods.  

Contraceptive use was 65% in the sexually active, however some men said that they were unsure if their partners were using a method and so this figure may be an underestimate.  The most widely currently and ever used contraceptives were condoms, injectables and pills.  Traditional and natural family planning methods have been used by very few men.  Most men (76%) were comfortable with the idea of women in general using contraceptives, and felt the practice should be started as soon as women become sexually active or immediately after first menstruation.  The majority of men (85%) said they disagreed with termination of pregnancy.

Rape and Violence in Relationships

Although the majority of men understood the meaning of rape, many (78%) said women exposed themselves to being raped by the way they dressed and by walking alone after dark.  Few men mentioned that men were directly responsible for rape.  Over half of respondents did not believe in the concept of rape within a marriage.  Almost a quarter of men (23%) said it was acceptable to hit a partner in a relationship.

Conclusion

There were positive improvements in attitudes and practice in the youngest age group compared to the older men in this study.  The most notable differences could be seen in the areas of contraceptive use, family size, birth spacing and condom use.  Men in the 16-20 age group showed that although they may not necessarily have had more knowledge than the older men, they were more positive about shared responsibility in reproductive health.  There were, however, areas that needed to be addressed.  Although condom use had appeared to improve across the age groups, many young men had already experienced at least one episode of STI.  The tendency to go for treatment outside of the public health services was similar to the older age groups.  This has been identified as a problem area as Syndromic management for treatment of STIs is known to be not as well implemented in the private sector.  Their attitudes towards violence and rape were similar to those of the older men, and young men were very negative about termination of pregnancy.  Many young men in this study had never been given any reproductive health information nor had attended any services.  Access to sexual and reproductive health services for all men, and in particular the youngest men, needs to be addressed to impact on current reproductive health problems.

Table 1
Sexual experience of men aged 16-20

	Age
	Had sexual intercourse (%)



	16
	45

	17
	66

	18
	77

	19
	81

	20
	93


Table 2
Knowledge of contraceptive methods and ever use with partner

	Contraceptive methods
	Knowledge
	Ever-used



	
	%
	%

	Injectables
	71
	21

	Pill
	64
	14

	Male condom
	79
	31

	Female condom
	4
	2

	IUD
	11
	2

	Emergency contraception
	1
	>1

	Withdrawal
	3
	3

	Abstinence
	3
	3

	(n=613)


UROGENITAL TRACT INFECTION IN MEN AND PRETERM LABOUR

TA Lawrie, R Menkveld, E van Paperndorp, HJ Odendaal

Department of Obstetrics and Gynaecology and the MRC Perinatal Mortality Research Unit, Tygerberg Hospital and the University of Stellenbosch

Introduction

Bacterial flora in the male urogenital tract is common, although its presence often indicates contamination rather than infection. The objective of this study was to determine whether an association exists between preterm labour in women and abnormal semen analyses in their male partners.

Methods

This case-control study was conducted in the maternity unit at Tygerberg Hospital.  Male partners of women in labour between 24 and 34 week gestation and those of women delivering at term were asked to participate.  Couples were eligible provided that the gestation was accurately estimable by sure dates or an early ultrasound.  All women in the study group had received labour suppression with hexaprenaline, ampicillin and metronidazole.  Exclusion criteria for the study included the absence of sexual intercourse in the preceding three months; treatment of the male partner with antibiotics in the preceding month; cervical incompetence or the presence of a uterine anomaly; multiple pregnancy; antepartum haemorrhage; hypertensive disorders of pregnancy; intrauterine growth restriction; blood group sensitisation and fetal congenital anomalies.

Written informed consent was obtained from all participants.  A semen sample was obtained by masturbation, within on week of the episode of labour with or without delivery, at the hospital.  The diagnosis of preterm labour was made by clinicians not involved in the study, and managed accordingly.  The particulars of both partners were recorded by means of a short structured questionnaire, and delivery details were obtained from hospital records.

World Health Organisation guidelines were followed for the semen collection and analysis.  The same technician performed all of the semen analyses.  This technician was blind to the case-control status of the participants.  Bacteriological culture was performed on the ejaculates and an ELISA was performed for Chlamydia trachomatis.  Ethics approval for this study was obtained from the Research Committee of the University of Stellenbosch.

Results

The two groups were comparable with regard to the male and female characteristics except that significantly more women in the study group had experienced preterm labour in a previous pregnancy (7/15 versus 2/20; p=0.019).  The mean gestation at recruitment was 30 weeks for the study group and 39 weeks for the control group.  Sexual frequency and the period of abstinence were comparable.  There was no significant difference in the number of white blood cells in the semen (0.25 [0.38] x106 in the study group versus 0.19 [0.45] x 106 for controls) or any of the other semen parameters.  The mean gestation at delivery of the study and control groups was 35.5 weeks and 39.5 weeks, respectively (p=006).  There was no significant difference in intrapartum signs of infection, fetal outcome and apgar scores.

Table 1
Main outcome measures

	
	Study
	Control
	P

	Pyospermia (wbc > 0.5x106
U. urealyticum

S. aureus

C. trachomatis

M. hominis

Group A streptococcus
	4/13

1/15

2/15

0/15

0/15

0/15
	2/18

2/20

2/20

0/15

0/15

1/20
	NS


Conclusion

This pilot study provides no evidence of an association between preterm labour and male urogenital tract infection and inflammation.  Screening male partners ejaculates for markers of infection is unlikely to be useful marker of risk for preterm labour.

EVALUATION OF THE KWA ZULU NATAL YMCA BETTER LIFE OPTIONS PEER EDUCATION PROGRAMME

DN Conco, L Hlongwa, M Beksinska

Reproductive Health Research Unit in partnership with YMCA Kwa Zulu Natal

Introduction

A study was undertaken to evaluate a community based peer education model as implemented by the YMCA Better Life Options (BLO) programme in Kwa Zulu Natal.  The main objective of this study was to identify what peer educators need to effectively run the peer classes and to identify broader issues around sustainability and funding.  This article presents summary findings of: 41 community members who were identified as key informants; 31 parents of peer educators and local co-ordinators; 108 youth participants; 39 peer educators and 6 local co-ordinators.  

Community views

More than half (59%) of the key informants interviewed were aware of the BLO program in their community.  Some respondents reported change in their attitudes and knowledge of ARH issues because of their involvement with the BLO program.  “Before I was afraid to talk about certain issues like menstruation because I was told that we should not talk about it, it is not appropriate, but now I am free to talk about such topics…” Quote from a schoolteacher.  They recommended that the BLO programme should include other activities like sports and entertainment.  They also recommended that the YMCA should increase their support to the peer educators and local co-ordinators.

Youth participants' views

Youth participants enjoyed the peer education sessions.  The majority of them reported that their behaviour was influenced by what they had learnt from the sessions.  There was significant difference in the ages of youth participants and their peer educators.  The average age for peer educators was 19 (17-24) whereas the average age for youth participants was 14 (range 9-21) years.  Most youth participants viewed their peer educators as teachers, youth leaders or role models, only a few identified the peer educators as equals.  These findings contradict issue of equality amongst peers in peer education.  

Peer educators' views

Peer educators were highly enthusiastic about their work and how they had positively influenced the lives of other young people.  The peer educators had benefited a lot from the BLO programme in terms of skills, travelling opportunities, remuneration and personal development.  They recommended more managerial support from the YMCA structure.  They also would like more training support, in terms of facilitation and counseling skills.

Local co-ordinators

Like peer educators, local co-ordinators had benefited a lot from the BLO programme.  They identified challenges facing management in terms of support, supervision and communication within the YMCA structure.  They did not feel their efforts were valued and they did not have confidence in the YMCA management.  

Strengths of the BLO:  

· BLO had a formal management structure in place to support the implementation of the peer education program. 
· The YMCA had functioning systems in place to support this initiative e.g. system to pay peer educators according to the number of sessions run
· The training programme for peer educators was highly rated by the peer educators
· The communities were involved in this program.
Challenges facing the BLO:

· The capacity within the YMCA management structure to support the peer education program is questionable.

· Issue of paying the peer educators and local co-ordinators make the initiative costly therefore difficult to duplicate it or sustain for a long time.

· There is no control over the quality of the sessions run by the peer educators

· Lack of selection criteria for the peer educators

· YMCA management need to be more visible to the communities

Conclusion

It is vital to define what peer education means.  One could argue that the YMCA BLO programme is just another education/information programme not necessarily a "peer education" programme, especially if the age is one of the criteria for being peer.  However, the YMCA/BLO programme seem to have considerable impact on those individuals who are involved with it over some time, more than a year or so.  The impact was more evident amongst the local co-ordinators and peer educators.  

The YMCA formal management structure for the BLO programme made the implementation of this programme a reality.  There are challenges facing the management especially the capacity at the local structures and the sustainability of the programme is still questionable.  The local co-ordinators that are employed as part-time are paid and the peer educators who are considered volunteers were paid for the number of sessions done.  

The peer educators and local co-ordinators had benefited much from the programme.  This has been shown in evaluations of other African countries where peer educator programmes seem to have significant impact on the behaviour of the educators themselves.  In Zambia, 94 percent of peer educators reported that they are practicing safer sex since they became involved in the programme (Erulkar et.al, 1998).  It was clear from the focus group discussions that Peer educators and Local co-ordinators felt empowered to run their workshops and deal with problems. 

It was clear that many negative attitudes held in the past for many peer educators had been dealt with and turned into real changes in attitudes and behaviour. They felt confident and proud to disseminate their new beliefs and behaviours.  Issues of incentives are also commonly raised in other peer education programmes and other systems often need to be put into place to replace the remuneration issue to keep attrition from becoming a problem.

MCH NEWS: FOUR YEARS ON

J Irlam

MCH Information and Resource Centre (MCHIRC), Child Health Unit, Dept. of Paediatrics and Child Health, University of Cape Town

Objectives

A newsletter for primary level health workers about maternal and child health-related policy, practice, research, and resources

Methods

At least three 12-page issues have been produced per year since February 1996. 

Over 6000 hard copies are distributed free of charge to health workers and organisations. 

Packages of free resources are advertised and disseminated by MCHIRC to district health resource centres 

Full electronic versions are available from the website of the Child Health Unit (www.uct.ac.za/depts/chu)

Extracts from each issue are circulated to over 350 members of the mchmail e-mail list.

Feedback is obtained by means of annual readership surveys and letters to the editors.

Results

The Policy and Research sections are rated the most useful. 

Content is used for in-service training, workshops, lectures, research reports, for informing policy, for personal update, and for giving advice and information to patients.

Most information requests are on specific topics such as breastfeeding, adolescent sexuality, maternal care, and prevention of childhood illnesses.
Conclusion

MCH News is fulfilling its purpose

Priorities for the year 2000 are:

Increasing the readership

Increasing the number of contributors from around the country

Including more content on maternal health
POSTGRADUATE COURSE FOR TRAINING IN REPRODUCTIVE MEDICINE AND REPRODUCTIVE BIOLOGY

R Kulier*, A Campana

* Department of Obstetrics and Gynaecology, University of Geneva, Department of Reproductive Health and Research, World Health Organisation, Geneva, Switzerland

The PGC for Training in Reproductive Medicine and Reproductive Biology has been initiated in 1991 as a joint programme of the Department of Obstetrics and Gynaecology, University of Geneva and the Special Programme of Research, Development and Research Training in Human Reproduction, WHO.  Each year there are about 30 participants in the Geneva-based course.  The course is sponsored by international organisations, such as IAMANEH, WHO, UNFPA, Swiss National Science Foundation, governmental and private organisations.

Objectives

The aim is to educate graduates in current research techniques in reproductive health and to make the participants acquainted with the most recent advances in these fields.  The final aim of the course is to provide a basic knowledge sufficient to allow the trainees to initiate research and/or participate in research work important for their settings.  The close collaboration with WHO and other Departments of the Faculty of Medicine of the University of Geneva provides a multifaceted education and broad international orientation.  The participants are mostly young clinicians who are starting an academic career in their countries.  Therefore, giving the necessary skills and training for research is seen as an important capacity building activity for the participants.

The candidates apply via several routes, such as IAMANEH country links, WHO collaborating centres or individual responses to the notices sent out and placed on the internet.  Their cv’s are carefully scrutinised by the scientific committee before acceptance.  Regional balanced representation is attempted as much as possible.  The profile of the course since its beginning and plans for the future will be presented.

EVALUATION OF THE USE OF THE NEONATAL MANUAL OF THE PERINATAL EDUCATION PROGRAMME

DH Greenfield

Department of Paediatrics, University of Cape Town

The Perinatal Education Programme (PEP) is a learner directed, problem-orientated learning programme in perinatal care.  It was developed in order to improve perinatal care in Southern Africa.  There are three manuals:

1. Maternal Care

2. Newborn Care

3. Perinatal HIV and AIDS

This presentation summarises the important findings of an evaluation of the use of the Neonatal Care Manual of the Programme.

Methods

A trial was conducted in 2 hospitals and their satellite clinics in the Eastern Cape Province of South Africa.  The midwives at Uitenhage Provincial Hospital and Letitia Bam Health Centre studied the programme and the staff at Dora Nginza Hospital and Motherwell Health Centre did not use their programme, and formed the control group.

The participating midwives in both centres were tested before and after the use of the programme in Uitenhage.

The following aspects were tested.

1.
Knowledge

- Mutiple choice questions

2.
Skills


- Objective structure clinical examination testing.

· Endotracheal intubation.

· Insertion of an umbilical vein catheter.

· Measuring blood glucose.

· Examination of a baby.

· Scoring gestational age.

3.
Patient care practices
- Chart reviews of sick and potentially sick infants.

· Observations done on the baby

· Quality of notes written.

· Problem identification.

· Patient management.

Results


Similar results to those shown in the graphs, with statistically significant improvement, were demonstrated when comparing the test and control areas after the Programme had been used.

Conclusions

Studying the Perinatal Education Programme has made a significant improvement in the knowledge, skills and patient care practices of the participants.  This improvement did not occur in those who did not study PEP.

CHANGING PATTERNS IN PERINATAL CARE IN MIDDELBURG HEALTH DISTRICT – MPUMALANGA

M Muller, RC Pattinson

Hypothesis

Weekly, internal perinatal mortality meetings are more effective in changing perinatal care practices as opposed to bimonthly specialist driven outreach meetings.

Alternative Hypothesis

Weekly or bimonthly perinatal mortality meetings make no difference to perinatal care practices.

Method

Study design: before and after study

From 1 March 1997 – 30 June 1998 a bimonthly specialist driven outreach teaching program was performed based on information obtained from the Perinatal Problem Identification Programme (PPIP).  In July 1998, the feedback system changed to an internal weekly perinatal mortality meeting with external help as requested.  The perinatal mortality indices were compared between two identical time periods: 1 March 1997 – 30 June 1998 and 1 July 1998 – 30 October 1999 to see if there was any objective change in perinatal care practices.

All cases have been reviewed by an outside single constant observer (RC Pattinson) during the study to try and ensure consistence in the allocation of avoidable factors.

Results

	
	Before
	After
	P

	PNMR
	36.4/1000
	38.2/1000
	NS

	NNDR
	15.8
	12.4
	NS

	Avoidable factors
	
	
	

	    Medical Personnel
	40.4%
	27.6%
	<0.003

	    Patient
	18.5%
	47.8%
	<0.000

	    Administrative
	4.1%
	9.0%
	NS

	    No information

    available
	19.2%
	1.5%
	< 0.000


Discussion

The perinatal mortality rate (PNMR) was unchanged between the two time periods 36.4/1000 and 38.2/1000 respectively.  However there was a slight reduction in neonatal death rate (NNDR) 15.8 to 12.4.

There has been a slight reduction in medical personnel related avoidable factors (from 40.4% to 27.6%) of deaths, p<0.003, the availability of information and case notes (p<0.000).

Unfortunately this has coincided with a significant increase in patient related avoidable factors (p<0.001).

Conclusion

Immediate feedback has substantially improved the standard of perinatal care in Middelburg district.  Bimonthly outreach feedback is less effective.  Perinatal mortality meetings must be less frequent and regular to have an effect.

PROBLEMS MIDWIVES EXPERIENCE WITH LEGISLATION AND THEIR NEEDS IN THIS REGARD

C Dorfling

Introduction
From own experience and in conversation with midwives I have identified several problems with  the legislation that regulates the practice of the midwife. Midwives have expressed a need for this position to be clarified. A research done in 1993 indicated that midwives experience legislation governing their practice as limiting and hindering them in rendering an effective service. The respondents indicated that the legislation concerned was unrealistic and also caused them to be uncertain of their own actions.  It was indicated that they were very often expected to act outside the ambit of what they perceive to be the scope of their practice. The respondents expressed a clear need to have the previously stated problems addressed by means of effective legislation.  I recommended that certain amendments be affected to the relevant legislation to bring it in harmony with the needs of the practice. 

The research was followed up in 1999 with a survey to verify the validity and continued existence of the aforesaid problems and needs.

The nature of the research:
In both studies two questions were posed to respondents, practising as midwives (Afrikaans and English):

“What problems do you experience with the legislation of the midwife?

“What changes are necessary in the legislation to provide for the needs of the practice of the midwife?”

Content Analysis of the Data:

In both studies a content analysis according to Kerlinger was performed and the information was categorised by the researcher and an independent coder. The categories of problems and needs were identified – consensus was reached between the coder and the researcher in this regard.  

Trustworthiness:

According to Guba the validity of qualitative research could be improved by the use of triangulation.  Guba recommends that the conclusions of research should be compared with at least two other sources to increase the validity of the results The information compiled by means of focus groups should thus be compared with  two other theories, sources of data, methods or sources of information to ensure validity.

In compliance with the criteria of Guba the information gathered from the  group interviews in 1993 was compared with a survey of the situation in practice as well as an analysis of the legislation, in order to confirm its validity.  My analysis of the legislation was submitted to experts (professional officials of the SANC and legal consultants) in order to confirm its validity.

As a further guarantee for trustworthiness a follow-up survey was undertaken in 1999 by means of unstructured questionnaires thereby verifying the results obtained in the initial study. 

Some time has now lapsed since I conducted this research.  There has been no change in the legislation since then.  The question arises whether the problems and needs that were identified in 1993 still exist and whether it still needs to be addressed?  The midwive’s scope of practice is at present being reviewed  by the South-African Nursing Council.  It is thus  important that the authorities take cognisance of the problems that midwives experience and their needs in respect of the relevant legislation and to address same in further intended legislation. 

The aim of this paper is to compare the 1993 results with the responses received some six years later in order to verify the validity of the initial research results.

THE COMPARATIVE RESULTS:

The needs of midwives as regards legislation:

Groups: 

One regulation should be valid for all.

Notification about changes in legislation

List of regulations regulating their practice

Clear guidelines about standing and telephonic prescriptions

Questionnaires:

Combine R2488 & 2598

Regular in service programmes and workshops should be held by the SANC regarding the legislation.

Groups & Questionnaires
Regular revision of legislation.

Midwives should be informed about new regulations.

Legislation for midwives in private hospital.

Specific regulations for advanced midwives.

Realistic regulations - midwives in practice should be involved in the formulation of legislation.

Compulsory further professional training of midwives.

Other Categories

Groups & Questionnaires
Midwives are ignorant about legislation.

Guidelines should be formulated to help the midwife to interpret her scope of practice.

Midwives experience various ethical problems that arise from other relevant legislation.

Conclusion
The approach of the legislature in adopting legislation in the past shows a failure to fully appreciate the needs of the midwife and disregarded or insufficiently recognised changes in circumstances and medical advances.  The legislature should be more sensitive to the needs of the subject of its legislation i.e. the midwife to ensure safe and effective health care to those in need of a professional service.

THE IMPACT OF FREE HEALTH CARE ON ANTENATAL ATTENDANCE AND SUBSEQUENT BIRTH OUTCOME AT ALEXANDRA HEALTH CENTRE IN JOHANNESBURG

L Hutchinson, GTH Ellison, P Jass
Institute of Urban Primary Health Care at Alexandra Health Care and University Clinic and Department of Community Health, University of the Witwatersrand Medical School

Introduction

· On the 14th of May 1994, the newly elected government in South Africa introduced free health care for all pregnant women and all children under 6.

· Purpose of this policy was to improve access to health care for women and children by removing the barrier of user fees.

· Subsequent evaluations at government clinics throughout South Africa, in both urban and rural settings, suggest that free health care leads to a substantial rise in clinic attendance.

· In settings where antenatal attendance was low, free health care also leads to an increase in the number of pregnant women seeking antenatal care.

· In settings where antenatal attendance was already high, pregnant women attended antenatal care earlier in pregnancies.

· While access to free primary health care increased the overall number of patients referred for hospital treatment, many of these referrals were unnecessary and in settings where adherence to referral criteria was more strictly enforced, there was no increase in referral rates.

Aim of study

· The aim of the present study was to evaluate the impact of free health care on antenatal attendance and subsequent birth outcome at Alexandra Health Centre and University Clinic.

· Alexandra Health Centre is a non-governmental health facility which stopped charging user fees when the Department of Health introduced free health care at all government clinics in 1994.

· It remains the principal source of primary health care for more than 200 000 residents of Alexandra, and overcrowded and deprived urban township comprising formal and informal housing covering just 2km2 northeast of Johannesburg.

Material and Methods
To provide a representative sample of deliveries occurring before and after the suspension of user fees.

Sociodemographic

· Maternal age

· Parity

Perinatal Death

· Still/live birth

· Gestational age at birth

· Birth weight

· Place of birth

Data was abstracted from the Health Centre’s maternity clinic register for all births occurring in January, June, July and December of each year between June 1992 and July 1999.

· Data covered more than 6000 births

· 5986 had complete data on all 6 sociodemographic and perinatal variables, on which the following analyses were conducted.

Results
Antenatal care and perinatal outcome

· Throughout this period, mothers who attended antenatal care prior to delivery were less likely to:

· give birth before arriving at the clinic, and were less likely to have either a stillborn, preterm or low birthweight babies.

· In part, the apparent benefits of antenatal care simply reflect the age and parity of the mothers involved, since primiparous mothers, who were more likely to attend antenatal care and were less likely to give birth before arriving at the clinic and were less likely to give birth to low birth weight babies.

Free health care, antenatal attendance and perinatal outcome
· Following the suspension of user fees, there was an unexpected decline in the mean number of deliveries per day.

· From 11.4 *SEM 1.2) beforehand to 10.5 (SEM 1.0).

· While this may reflect an increase in pregnant women seeking care elsewhere or,

· an increase in the proportion of high-risk mothers referred to government hospitals,

· The decline in deliveries was accompanied by a modest increase in the percentage of mothers who had received antenatal care prior to delivery at Alexandra (91.4% to 94.8%).

Given the apparent benefits of antenatal care, it is not surprising that the suspension of user fees was associated with:

· A significant decline in preterm and low birth weight babies; and

· a modest number of mothers who gave birth before arriving at the clinic.

· After controlling for antenatal care attendance, the suspension of user fees had no residual effect on the prevalence of preterm births or the percentage of mothers who gave birth before arriving at the clinic.

· There was an independent association between the suspension of user fees and the prevalence of low birth weight babies, even after controlling for antenatal attendance and parity.

Conclusion
The results suggest that the suspension of user fees had a beneficial effect on birth weight over and above the associated improvement in antenatal care attendance.

This effect may reflect either:

· Improved health in general and health prior to conception, or

· An increase in hospital referral rates for those mothers at high risk of delivering low birth weight babies.

Either way, this is the final study to demonstrate that improvements in health status (as measured by birth outcome) accompanied improved access to antenatal care following the suspension of user fees in South Africa.




A STUDY ON THE UTILISATION OF MIDWIFERY OBSTETRIC UNITS IN GAUTENG PROVINCE

ML Modise, T Chaane, R Weiner

Background

Midwifery Obstetric Units (MOUs) have been established within Gauteng Province to promote Maternal Health Care at primary level and to increase access to obstetric services for uncomplicated deliveries.

Problem Statement: The Gauteng Health Department’s Maternal and Child Health Directorate was concerned that some MOUs are under-utilised especially for deliveries and postnatal care and therefore not be cost effective.

Aim
To assess the utilisation of MOUs.

Objective
· To assess current utilisation over a year.

· To assess reasons for utilisation or non-utilisation.

· To assess cost effectiveness of MOU’s.

Method
Routine available data was used, which provides information on the location of the MOU, antenatal visits, number of deliveries and monthly average.  All regions assisted in identifying the main problems in the different MOUs.

Results
Most MOUs were not reaching the WHO guidelines of 150 deliveries per month.

The number of deliveries ranged from 6 months to 160 months.  Not all MOUs offered ANC and PNC.

There were a wide range of reasons for under-utilisation e.g. the opening of additional MOUs in the same area.  Ageing population in certain areas, women attending ANC at MOU and deliver at private clinic, limited service rendered by MOUs, lack of friendly services, over referral of normal deliveries and emigration to new residential areas.

Recommendation
In case of severe under-utilisation and MOU should be merged with the nearest taking into consideration accessibility and equity.  Implement aggressive social marketing of MOUs to the community.  Re-organisation of under-utilised MOUs through merging six MOUs into 3 fully utilised delivery services.  User-friendly perception surveys to be done regularly.  Effective referral channels and criteria, reliable transport system and improve communication.

THE PERINATAL PROBLEM IDENTIFICATION PROGRAM (PPIP)

CR Hartmann, RC Pattinson, JD Coetzee

MRC Unit for Maternal and Infant Health Care Strategies, University of Pretoria

The Maternal and Infant Health Care Strategies Research Unit has developed a computerised program based on the ICA Solution Audit System to assist in maximising maternal and perinatal care.  I for Identification of maternal and perinatal deaths, C for Cause of maternal or perinatal death, A for Avoidable factors.  The solution is developed by health workers once the information has been obtained and analysed, and the problems clearly identified.

The program, PPIP 1.0 for Windows, is user friendly and provides information at different levels.  It calculates all the relevant rates for the maternal and perinatal period, namely: Maternal Mortality Rate (MMR), Perinatal Mortality Rate (PNMR), Stillbirth Rate (SBR), Neonatal Death Rate (NNDR), Low Birth Weight Rate (LBWR), Weight Specific Mortality Rate (WSMR), Perinatal Care Index (PCI) and SB:NND ratio.  If the causes of maternal and perinatal deaths are allocated, the disease pattern for the area is determined.  This information enables you (the health workers and health administrators) to prioritise the management and the allocation of resources and research.  Finally, if the missed opportunities and the avoidable factors are assessed, the analysis indicates how the health delivery systems are working and where the problems lie.

The PPIP program amalgamates the data from the lowest level, for example a midwife obstetric unit, to the highest level, for example, a country.  In this way, health districts or health regions are included.  The rates can be calculated during different periods of time and improvements or deterioration in the health service can be measured.

During perinatal and maternal mortality meetings, the data is presented and solutions for the identified problems can be discussed.  The PPIP program is available from the MRC Unit – E-mail: matinfru@global.co.za or Fax: +27-12-373-0825.

BREAST-FEEDING AND HIV-INFECTION – EVALUATING REVISED WHO GUIDELINES IN A RESOURCE-POOR, HIGH HIV PREVALENT SETTING

M de Paoli1, KI Klepp1,2, E Helsing3, R Manongi4

Institute for Nutrition Research, University of Oslo1; Research Centre for Health Promotion, University of Bergen2; Norwegian Board of Health3, Community Health Department, Kilimanjaro Christian Medical Centre4

The purpose of this study if to assess the awareness, knowledge and perception of the risk of mother-to-child transmission (MTCT) through breastfeeding, investigate perceived conflict of this dilemma as seen by pregnant mothers and to assess the perceived feasibility and consequences of the revised WHO/USAIDS/UNICEF guidelines on breast-feeding and HIV.

A cross-sectional interview survey has been conducted (July – September 1999) in antenatal clinics in Kilimanjaro region, Tanzania.  500 pregnant mothers attending antenatal clinics have been strategically selected to represent an urban and rural community setting.  (Trained interviewers recruited for a referral hospital (KCMC) conducted the interviews).

The questionnaire consists of three parts: (1) questions about individual characteristics such as age, sex, area of residence and educational level; (2) questions probing general knowledge and perceptions about breastfeeding in general and the perceived risk of MTCT; (3) and questions on coping strategies and outcome expectations regarding breastfeeding promotion, infant feeding and the revised guidelines (To conceptualise the processes of change, outcome expectation and self-efficacy in relation to alternative feeding options for HIV-positive mothers, a model of perceived self-efficacy was used.  Furthermore, questions regarding participants’ motivation and reservation in taking part in trials to reduce MTCT, regardless of whether they would or would not consider to take part in such a trial).

Breastfeeding and MTCT is a complex and sensitive topic, and many “actors” are involved.  Focus group discussions with pregnant mothers were conducted parallel with the questionnaire survey and will be used to supplement the more quantitative approach.

SERO-PREVALENCE OF HIV ANTIBODY IN NEONATES AT GA-RANKUWA HOSPITAL USING AN ENZYME IMMUNOASSAY ON DRIED BLOOD SPOTS

AD Steel1, M Driessen2, MC de Beer1, EJ Smit3, SP Parker4, WD Cubitt4

MRC Diarrhoeal Pathogens Research Unit1, Department of Paediatrics and Child Health2, Department of Medical Virology3, MEDUNSA, Institute of Child Health, University College of London, UK4

Introduction

The sub-Saharan Africa is estimated to have 22 million people infected with HIV, in relation to the estimated 33 million people infected worldwide.  In South Africa, it is estimated that 1500 new HIV infections occur every day and that within 10 years, 8 million South Africans will die from AIDS.  An estimated 23% of the South African adult population is reported to be infected already.

Increased awareness and surveillance procedures are required to help target appropriate regions of the country where intervention studies can be performed.

The testing of dried blood spots (DBS) for the presence of human immunodeficiency type 1 (HIV-1) antibodies were first described in 1990.  Although large scale population-based epidemiological studies have been undertaken in developed countries, the usefulness of this technology has only been assessed once in South Africa.

Material and Methods

Patient Samples
Anonymous screening of newborn infants for the presence of antibodies to HIV-1 was carried out at the Ga-Rankuwa Hospital during the 1997-99 period.  Three cohorts were included in the study.

· Between April and June 1997, DBS were obtained from 82% of all infants admitted to the neonatal unit.

· From July 1998 to September 1999 DBS were collected from 11% of infants admitted, who were participating in another epidemiological study.

· In September 1999, the percentage prevalence was determined in a cross-sectional survey from 98% of all infants admitted on that day.

Reliability of assay on DBS
Routine diagnostic blood samples sent to the Virology Laboratory at Medunsa were used in a series of experiments to analyse the specificity and sensitivity of the particle agglutination assay on known HIV-positive or HIV-negative bloods.

Prior to centrifugation, 100 routine blood specimens delivered to the Virology Laboratory, were spotted onto Whatman 3m filter paper and left to dry at room temperature.  The analysis of these DBS was then compared to the HIV antibody result obtained from the standard AxSym method.

Particle Agglutination Assay
A modified method of the Serodia particle agglutination assay (Fujirebio Inc, Japan) was used.  In brief, the whole blood sample to be tested was collected onto Whatman No 3 blotting paper.  A 5mm punch of each DBS was eluted in 100(l TPHA buffer (Fujirebio) in a flat bottom microtitre plate at 4oC overnight.

A 1:5 dilution (5(l and 20(l) of the eluted sample was made in a V-shaped microtitre plate, in TPHA buffer.

Gelatin particles sensitised with inactivated HIV-lantigens, were reconstituted according to the manufacturer’s instructions (Fujirebio Inc, Japan) and 25(l of a 1:10 dilution of the reconstituted particles were added to each well.  A positive and negative control blood spot, treated the same as the test samples, were included in each plate.  The plate was covered, shaken and left for 3 hours on a vibration free surface at room temperature.  Results were read visually.  A positive result was recorded on observation of a tight discrete agglutination pattern.  Non reactivity was identified by the presence of a small definite pellet at the bottom of the well.

The sensitivity of the test was confirmed using control samples from the Virology Laboratory, Medunsa.  Test samples were screened according to the AxSym method, and the modified DBS test, using the method described above, respectively.

Results
The sensitivity of the modified particle agglutination test on DBS was confirmed by the 100% correlation between the results obtained from samples tested by the modified test method and those by the standard AxSym method.

	Hospital
	Study
	Time Period
	No of infants
	HIV results

	Ga-Rankuwa
	Neonatal
	April – June 1997
	273
	37 (13.6%) pos

	Ga-Rankuwa
	Neonatal
	July 98 – Sept 99
	168
	45 (26.8%) pos

	Ga-Rankuwa
	One day survey
	September 1999
	44
	8 (18.2%) pos


Discussion
The modified method of the Serodia particle agglutination assay proved to be sensitive enough to use as a screening test for HIV-1 antibody in epidemiological surveillance studies.  It is inexpensive in comparison to other HIV tests and is relatively simple.  The sample collection is easy, as it can be obtained by the means of a finger or heelprick.  Dry blotting paper can be stored at room temperature for a long period and transportation of samples can be done without the danger of infection.

This method provides a reliable and safe method for large scale sero-epidemiological surveys in Africa.

RAPID APPRAISAL OF THE MATERNAL HEALTH SERVICE AT PRIMARY HEALTH CARE FACILITIES

KS Tint, S Fonn, D McCoy
Women’s Health Project (WHP) and Initiative for Sub-District Support (ISDS)

This paper presented part of the overall findings based on two projects, one being conducted by Women’s Health Project in the Northern Province and the other joint project with ISDS in five different sites which consisted of Mpumalanga, Free State, Eastern Cape, Western Cape and North West Provinces.

Both studies were the health systems research assessing current practice and organisation of services at primary health care facilities; the accessibility to maternal health services; the utilisation of antenatal care and delivery at the clinic and user’s understanding and feelings towards the services. These studies aimed to recommend the generic issues that will be barrier to and opportunities for improving services

The first study consisted of ten study-sites in 5 provinces and clinics were from different administrations and selected according to their geographical location( peri-urban/ rural). The second study in Northern Province included 182 clinics from all seven regions. 
Methods

The quantitative and qualitative methods include: 

· A self administered questionnaire was completed by clinic in-charges and professional nurses from a total of 192 clinics from both studies  

· From the first study, the existing statistical data from the study sites was reviewed to determine clinic utilisation 

· Key informant interviews were conducted with clinic supervisors and sister in charge/ acting sister in charge to assess their understanding, feelings and attitudes towards maternal services

· 20 focus group discussions consisting of four different groups i.e. youth, adult men, women of reproductive age and older women in each province were conducted to assess user’s feelings, understanding and attitudes towards maternity services.  

Findings

Triangulation of the findings of various data collection tools will be used in data analysis.  

Clinic organisation and current practice of primary care:
· Clinic supervisors and health providers from all clinics understand the supermarket approach which was used to make all services available everyday at one clinic. 

· All the clinics reported to have started implementing a supermarket approach. 

· However observing current practice reveals differences, these include:

· Two health centers provided vertical services under one roof;

· Some clinics only saw patients with appointment;

· In 6 clinics services are still organised vertically, but other patients are not turned away and served later however it means spending more time waiting for the service.

Accessibility of maternal services as reported by clinic staff

In these studies, maternal services included booking for antenatal care (first visit), repeat visit and delivery service at the clinic. Local authority clinics and small size clinics from the Northern Province did not have delivery rooms. It showed that even though the delivery rooms were available the services were not readily provided. It was only in the health centers that maternity delivery was provided for 24 hours. The study showed that except for a few clinics in the Northern Province, the rest of the clinics in all six provinces either did not provide the service at all or assisted delivery to the pregnant women only for a limited time of the day usually from 8hr00 to 17hr00. 

	Province
	Site
	ANC 1st
 visit
	ANC

repeats
	Delivery

room 
	Delivery service


	Post natal care

	Free State
	Kopano Health centre
	(
	(
	Have
	( х
	(

	
	K.Maile
	(
	(
	Not have
	(
	(

	Eastern Cape
	A D Keet
	(
	(
	Not have
	(
	(

	
	Kruisfontein
	(
	(
	Not have
	(
	(

	Mpumalanga
	Block C
	(
	(
	Have
	(
	(

	
	Steenbok
	(
	(
	Have
	(
	(

	North West
	Jericho
	(
	(
	Have
	( х
	(

	
	Kgabo Health center 
	(
	(
	Have
	( х
	(

	Eastern Cape
	Mntwana
	(
	(
	Have
	(
	(

	
	Tshungwani
	(
	(
	Not have
	(
	(

	Northern Province
	182 clinics
	(
	96%(
	86% have
	81 %(
	(


Not available 
(; Available everyday and all day
(; Available everyday but only at specific times
(; Available on specific day
(; Available for 24 hour service
х 

Utilisation of maternity services at primary care level

The clinic data from 1994 to 1999 was reviewed. The graph below is the typical utilisation pattern of maternity services at all clinics. The antenatal visits took placed in clinics but very few delivered at clinics. The catchment population of the clinics were also analysed and showed that they were not mobile migrant populations.

Health providers’ opinions and attitudes towards their services

The most frequently stated reasons for the decline in the utilisation of maternity services are: clinics are not well equipped; lack of security at clinics for 24 hours or after hours services; staff do not manage the cases properly

Users’ opinions and attitudes towards maternity services at clinics

When we asked ‘what are your experiences for having birth at clinic?’, we had various responses from the users as well as from their relatives. Most of the users said it was better to have delivery at town (hospital). The following quotes showed the level of quality of care at clinics.

North West groups said, ‘pregnant women in labour are not assessed well . Staff said why are you pushing, do you want to kill your child when they come back from watching TV during their duties.’ Mount Frere groups said, “ It is bad, they shout at you.”

The users were aware of the poor status of facilities. In Eastern Cape, the groups said, “In our clinics, there is no electricity, no proper equipment, no ambulance services for delivery”. They were told during their antenatal visits to have R 280 to 290 for transportation to hospital when they have labour pain.

The study showed what are the barriers for the accessibility of maternal delivery at clinics. Majority from Mount Frere said that the clinics provided the delivery service during the day only. Tonga groups said, ‘The clinic has no sympathy, they slammed the door on us, saying it was after hours and they cannot deliver the baby’. One older woman said, ‘My daughter-in-law was denied delivery at clinic. We took her back home and within few minutes, she delivered her baby; this is her third child.’  They also mentioned that there was high rate of home deliveries in their areas.

Conclusions

1. Maternity services are provided but accessibility is limited

2. Deterioration of quality of maternity services at clinic level;

3. Utilisation of maternal delivery at clinic has declined;

Recommendations

· Clinics should have a support structure that includes ambulance services, equipment and support infrastructure, protocol for maternity care and labour management 

· Sensitisation of health care workers, including supervisors, to improve the provision of humane services

· Reinforcement for proper management of maternity services by effective supervision, on-going monitoring mechanism

· Involvement of community through Batho Pela Initiatives

CHILDBIRTH EXPERIENCES IN OUR STATE MATERNITY SERVICES

C Nikodem, H Brown, J Hofmeyr, P Garner

Previous surveys of women who have given birth in state maternity services in South Africa have highlighted considerable dissatisfaction with the care they received.  In particular women are often left alone during labour and many unpleasant practices of unknown benefit, such as enemas and starving of women during labour, are still routine.

This baseline study is the first phase of a project to implement change in childbirth care.  Interviews were held with 200 postnatal women at ten maternity services in and around Gauteng as well as focus group discussions with staff at the maternity services.  In both the interviews and the focus group discussions the participants were asked questions relating to the care they received or gave, problems they encountered and obstacles to change.  In particular the staff were also asked about certain evidence based practices in obstetrics.

The results as shown on the poster, show that women in childbirth are left alone and subjected to unpleasant routine practices.  The staff do practice certain evidence based practices but not all.  Instances of slapping and shouting at patients are mentioned by staff and patients.  The biggest obstacle to change is the lack of resources.

In summation the results of this baseline study show that interventions to improve the level of care that women receive in labour are needed.

AN EDUCATIONAL PACKAGE FOR THE IMPLEMENTATION OF CHILDBIRTH COMPANION PROJECTS IN MATERNITY SERVICES

H Brown, J Hofmeyr, C Nikodem, P Garner

International and local research has shown the importance of the presence of childbirth companions, both to the mother’s psychological well being and to her relationship with her newborn child.  Currently in South African hospitals women are often denied a childbirth companion, and due to the staff shortages in these busy hospitals, spend much of their time in childbirth alone and uncomforted.

The Effective Care Research Unit is currently involved in a large research project, part of which is a randomised controlled trial to see whether by introducing the concept of childbirth companions using an audiovisual package we can  successfully encourage maternity services to implement childbirth companion projects.

The package has been developed in our unit and consists of a workbook to facilitate staff discussions, a video called Childbirth Companions – Every Woman’s Choice and posters to promote childbirth companions.  In this package that we will present at the conference in the form of a table with the video available for people to view as well as the workbooks and posters and pamphlet and a poster detailing the research project.

PROLONGED LATENT PHASE OF LABOUR IN SOWETO

J Maghoma, E Buchmann
Chris Hani Baragwanath Maternity Hospital and Department of Obstetrics and Gynaecology, University of the Witwatersrand

Prolonged latent phase of labour is widely considered benign, with no apparent increase in maternal or neonatal morbidity.  To date, few studies have specifically examined this obstetric problem.  The objectives of this study were to assess the maternal, fetal and obstetric risks associated with prolonged latent phase of labour.

Methods

This was a retrospective cohort study.  The study population was all deliveries at Chris Hani Baragwanath Hospital.  Included were women at term giving birth after spontaneous labour to singleton vertex presentations, with an unscarred uterus, no pre-eclampsia, no prelabour rupture of membranes, no chronic medical disorders, and a live fetus at the onset of labour.  Maternal, neonatal and intrapartum data were extracted from the case files of eligible mothers.  The study was conducted over 3 months in 1999.  

Prolonged latent phase of labour was defined as exceeding 8 hours in duration, where latent phase is defined as labour where the cervix is 3 cm dilated or less.  The time in this study was considered from the first clinical assessment in the latent phase of labour until the onset of the active phase of labour.  Maternal outcome measures included caesarean delivery, postpartum haemorrhage, postpartum pyrexia, and puerperal sepsis.  Measures of fetal morbidity included passage of meconium, 5-minute Apgar scores, neonatal admission, and neonatal death.  Outcome measures were compared between women with prolonged latent phase and a control group, with similar inclusion criteria, who were admitted in the latent phase but where this was not prolonged. The number in the control group was however restricted to 100.

Results

During the study period, 2549 women were delivered at Chris Hani Baragwanath Hospital, of which 150 (5.9%) had a prolonged latent phase (>8 hours).  These 150 women were compared with the control group of 100 mothers as described above.  Nulliparity was more frequent in the case group (73% v. 39%; P <0.0001).  Caesarean delivery was more frequent in the case group (29% v. 6%); P <0.0001).  The active phase length of labour did not differ significantly between case and control groups (6.4 h v. 5.5 h.).  Meconium staining of the liquor was more frequent in the case group (15% v. 5%; P <0.05), as were Apgar scores <7 after 5 minutes (17% v. 3%; P <0.001) and rates of neonatal admission (22% v. 1%; P <0.0001). There was one neonatal death, in the case group.  Results are shown in the tables 1, 2 and 3.

Conclusion

Prolonged latent phase of labour is associated with increased risks for obstetric intervention and poor fetal outcomes.  It is unclear whether the poor outcomes are caused by the prolonged latent phase itself, by the different interventions or by both.  The optimal management of prolonged latent phase is still unknown and requires further studies by means of randomised controlled trials.

Table 1. Baseline variables for women with prolonged and normal latent phase of labour

	
	Prolonged latent phase (N=150)
	Normal latent phase (N=100)
	Statistical significance

	Maternal age (mean)
	23.3
	26.7
	P <0.0001

	Gestational age in weeks (mean)
	38.7
	38.8
	NS

	Nulliparas
	109
	39
	P <0.0001

	Length of latent phase in h.(mean)
	16.0
	2.4
	

	Length of active phase in h. (mean)
	6.4
	5.5
	NS


Table 2.  Maternal outcomes of women with prolonged and normal latent phase of labour

	
	Prolonged latent phase (N=150)
	Normal latent phase (N=100)
	Statistical significance

	Postpartum haemorrhage
	5
	3
	NS

	Postpartum pyrexia
	31
	0
	P <0.0001

	Postpartum sepsis
	6
	0
	P =0.045

	Caesarean section
	43
	6
	P <0.0001

	Oxytocin augmentation
	93
	17
	P <0.0001


Table 3. Neonatal outcomes of women with prolonged and normal latent phase of labour 

	
	Prolonged latent phase (N=150)
	Normal latent phase (N=100)
	Statistical significance

	Birth weight in grams (mean)
	3028
	3136
	NS

	Apgar score <7 at 5 minutes
	25
	3
	P = 0.0006

	Thick meconium stained liquor
	18
	5
	NS

	Neonatal admission
	32
	1
	P <0.0001


(NS = Not statistically significant)
RANDOMISED COMPARISON OF A NOVEL TITRATED ORAL MISOPROSTOL REGIMEN FOR TERM INDUCTION OF LABOUR WITH FOLEY’S CATHETER AND VAGINAL DINOPROSTONE

BB Matonhodze, GJ Hofmeyr, J Levin

Coronation & Chris Hani Baragwanath Hospitals, University of the Witwatersrand

Objectives
To compare the effectiveness and safety of three methods of labour induction at term: 1. Oral misoprostol solution in repeated small doses.  2. Combined Foley’s catheter and oral misoprostol regimen and, 3. Vaginal dinoprostone with/without oxytocin.

Methods
Women with obstetric indications for labour induction after 34 weeks gestation were randomised to one of the three induction methods, stratified by cervical score and membrane status.  The oral misoprostol regiment involved dissolving a 200ug tablet of misoprostol in 200ml tap water, and the woman drinking small aliquots 2 hourly till she was in active labour.  The combined method involved inserting a 16G-29G Foley’s catheter into the cervix (ruptured membranes excluded from this method) and filling the balloon with 50ml of water and applying mild traction and encouraging the woman to walk around.  The oral misoprostol regimen was commenced once the bulb came out and the woman was not in active labour.  The dinoprostone group were given 2mg dinoprostone into the posterior fornix, repeated after 6 hours if she was not in active labour.  Oxytocin was given to this group if there was no signs of active labour after 18 hours.  Intravenous lines/drips, artificial rupture of membranes were strongly discouraged, and blood loss at Coronation Hospital was measured.

Outcome Measures
The primary outcome measure was the proportion of women undelivered within 24 hours.  Other outcomes measured were caesarean section rates, hyperstimulation, meconium staining, maternal and neonatal morbidity as well as measures of the women’s satisfaction.

Results and Conclusion
The results are being analysed and will be presented.

THE EFFECTS OF WATER ON BIRTH:
A RANDOMISED CONTROLLED TRIAL

C Nikodem, A Nolte, J Hofmeyr

Objective

The primary objective of the study was to ascertain the effects of the use of water during birth on maternal outcomes.  The main maternal outcomes evaluated were maternal experience of the second stage of labour, and trauma to the birth canal.  

The second objective was to set guidelines for midwives whether or not to conduct deliveries under water.

Setting

The study was conducted at two academic state hospitals serving the same low to middle income group urban population in the midwestern suburbs of Johannesburg, running over a period of two years, from May 1994 to May 1996.  Women in active labour who met the inclusion and exclusion criteria were asked to participate in the study. 

Study design

A randomised, prospective, experimental design was used to evaluate maternal experience, trauma to the birth canal and other additional maternal and neonatal outcomes

Main outcome measures

Primary outcomes evaluated were maternal experience of labour during the second stage of labour and trauma to the birth canal.

Results

The results of this study showed that the use of water during birth significantly reduces the mothers' perception of the pain experienced compared to what they expected it to be, and enhanced their satisfaction with their ability to cope with labour.  No differences were noted in trauma to the birth canal.  No adverse maternal effects were noted.  The primary hypotheses of this thesis did not include neonatal outcomes, but one neonatal death occurred in the water group.  The most likely cause of death was pre-existing intrauterine fetal infection.

Conclusions and recommendations

The use of water during the second stage of labour may decrease the use of interventions such as episiotomies.  Women who delivered in water were significantly more satisfied with their birthing experience.  Meta-analyses of this study and previous non-randomised studies showed a significant decrease in the incidence of episiotomies, second, third and fourth degree tears if women delivered in water, although more women may experience first degree tears.  

Maternal and neonatal morbidity is increased when women deliver in water.  The possible harmful effect of inhalation of fresh water by an infant is not resolved and a large collaborative randomised controlled trial is recommended.

It is recommended that the routine use of immersion in water during the second stage of labour should only be offered to women by competent birth attendants, who follow specific guidelines, until clear evidence is available on the possible beneficial or harmful effects of immersion in water during the second stage of labour on the mother and her infant.

THE CLINICAL SIGNIFICANCE OF THE ENDEMIC NEONATAL ROTAVIRUS INFECTION IN THE NEONATAL UNIT, GA-RANKUWA HOSPITAL

Driessen M1, de Villiers FPR1, Peenze I2, de Beer M2, Steele AD2

1Department of Paediatrics and Child Health, MEDUNSA

2MRC Diarrhoeal Pathogens Research Unit, MEDUNSA

Introduction
Unique strains of rotavirus (RV) have been identified in asymptomatic neonatal infections endemic to Maternity Units worldwide.  However, reports from the literature indicate that RV could be associated with other serious conditions including necrotising enterocolotis (NEC), sudden infant death syndrome (SIDS), diffuse intravascular coagulopathy (DIC), central nervous system involvement like seizures, aseptic meningitis, encephalitis, apnoeic episodes, etc.

During 1987 the endemic RV strain circulating in the neonatal unit of Ga-Rankuwa Hospital was identified and it was shown to be highly conserved at the genomic level over the next three-year period.  However, during April/May 1997 two electrophoretic strains of RV were identified to be circulating in the unit, which is highly unusual.

Objectives
· Determine the prevalence of rotavirus infection in the neonatal unit at Ga-Rankuwa Hospital.

· Compare the endemic rotavirus strain circulating presently with that recovered previously in the same ward.

· Prospectively examine the potential role of this rotavirus in commonly seen clinical problems in neonates admitted to the neonatal unit at Ga-Rankuwa Hospital.

Patient and Methods

Subjects
The neonatal unit, Ga-Rankuwa Hospital routinely admits term and preterm newborns from labour wards at the hospital, as well as from local community clinics, rural referral hospitals, and home deliveries.  The disease profile includes prematurity and/or low birthweight, respiratory distress, neonatal jaundice, surgical cases, birth asphyxia, neonatal infections, and congenital abnormalities.  The unit includes a lodger mother facility which house lodger mothers to help caring for and breastfeeding their infants (Fig 1).

Two infants per week admitted in the neonatal intensive care were enrolled, regardless of their birthweight or diagnosis.  Daily stool specimens were colleted, and record was kept on a daily basis of all clinical information available on the infant for the duration of the hospital stay.  Infants who shed RV in their stools were allocated to study group 1 while those that remained uncolonised were allocated to the control group.  Whenever a septic screening was needed for any other infant in the unit, RV screening was included, and colonised infants were allocated to study group 2.

Data was collected over a 14 month period (July 1998 – September 1999).

Rotavirus detection
The stool specimens were diluted in a 10-20% suspension in distilled water and then stored at –20oC until further analysis.  Rotavirus antigen was detected by a commercial ELISA (Rotavirus DEIATM, Dako, Denmark).

Rotavirus characteristics
The RV strains were characterised at the level of the three important antigens (Fig 2).

· VP6 subgroup ELIS

This was performed with monoclonal antibodies (Greenberg et al 1983).

· VP7 genotype determination

This was determined using a method described by Gouvea et al, 1990.

· VP4 genotype determination

This was determined in a similar fashion using a procedure described by Gentsch et al, 1993.

Results and Discussion

Prevalence of rotavirus
Just under half (22 out of 49) prospectively studied infants were found to be infected with RV during their hospital stay in the neonatal unit (study group 1 and control group).  These two groups were comparable (no statistical differences) regarding their characteristics (Table 1).

Study group 2 (44 out of 169 septic screens) excreted RV and had statistically significant lower birthweight and longer hospital stay, while 4 infants in this group also had a second episode of RV infection.  An important observation that was made in this group, was that the bigger and more term infants developed RV infection statistically significantly sooner than the smaller and more preterm infants (p=0.0001 Spearman Correlation Coefficients).  This implies that there could be factors that protect the preterm infant against RV infection more effectively.  It could be in the preterm breast milk versus the term breast milk.  It could be in the more immature gut where the protease enzyme is inadequate (protease cleaves the VP4 to allow the viral receptor site to be exposed and then to attach to the cell receptor on the microvilli of the gut).  It would be interesting to investigate all these possibilities further.

All these results seem to indicate the endemic nature of RV infection in the closed environment of a neonatal unit.

Characteristics of the Rotavirus Strain
The predominant strain which was identified to be circulating in the neonatal unit was a VP7 serotype G9 and VP4 genotype of P[6].  However, two other strains were determined to circulate for short periods.  Neonatal rotavirus strains generally have a VP4 P[6] genotype.  The VP7 antigen elicits the production of neutralising antibody and so would be under added selective pressure from passively acquired antibody shift.

In July 1998, when the study was initiated a G3P[6] strain was present (Fig 3).

Secondly, between January and April 1999, G1P[8] strains appeared to be introduced into the neonatal unit (Fig 3).

The G1P[8] strains were known to be the major circulating strain in the community served by the Ga-Rankuwa Hospital during the 1999 rotavirus season.  Presumably the strain was introduced into the Unit via the mothers or attending staff.  Subclinical infection of the circulating strain would be expected in mothers with young children.

The detection of predominantly G9P[6] strains in the latter months of the study (June to august 1999) would seem to indicate that the endemic strain did not allow an ecological niche for the “new” strain to become established.

Clinical signs and symptoms associated with RV infection
RV infection was not found to be asymptomatic in this patient population group.  Only 3 infants (13.6%) in group one, and 1 infant (3.7%) in the septic screen group (who excreted RB since the day before discharge) were asymptomatic (Table II).

Signs and symptoms were mainly those general signs suggestive of sepsis including pyrexia > 38oC, jaundice other than physiological, respiratory deterioration, anaemia, and low platelet and white cell counts.

Gastro intestinal related symptoms included 6 or more stools per day, vomiting, raised gastric aspirates, distended abdomen, bloody stools, abdominal x-rays suggestive or confirming NEC.  Confirmed or suspected NEC was associated with 3 (13.6%) infants in group 1, and 25 (56.8%) in the septic screen group 2, which seem to support the possible link between RV infection and NEC.

Positive culture for other associated pathogens including Klebsiella, Pseudomonas, Candida, Coagulase negative staphylococci, Staphylococcus aureus, (-hemolytic streptococcus, streptococcus group B and D, and enteropathogenic E. coli species were positive in 6 (27.3%) infants in group 1, 13 (29.5%) in the septic screen group, and 5 (18.5%) in the control group.

Central nervous system related signs and symptoms did not seem to be important in this patient population group.  All cerebrospinal fluid specimens screened for RV were negative, as well as all throat swab specimens.

Surprisingly more infants in the control group (40.7%) were HIV positive than in the RV positive group 1 (22.7%) and the septic screen group (24.4%) although this was not statistically significant.

Conclusion

RV infection seems to be endemic in the neonatal unit of Ga-Rankuwa Hospital, but not asymptomatic as previously believed.

Clinical signs and symptoms mainly seem to be general signs suggestive of sepsis, and gastro intestinal related.

Preterm and low birthweight infants seem to be protected more effectively, which should be further investigated.

Continued surveillance and molecular characterisation of the RV strains circulating in the ward will hopefully allow some answers regarding the genetic reassortment that seems to have occurred during the study period.

NATIONAL INCOMPLETE ABORTION RESEARCH: SOUTH AFRICA 2000 – SURVEY OF TERMINATION OF PREGNANCY SERVICES

K Dickson-Tetteh, H Brown, R Jewkes, J Levin, L Mavuya, H Rees

Reproductive Health Research Unit, Chris Hani Baragwanath Hospital

Introduction
In February 1997, the Choice on Termination of Pregnancy Act was introduced in South Africa.  This act was part of an effort to promote reproductive choice and rights, and to reduce abortion-related morbidity and mortality.  The Reproductive Health Research Unit is conducting a large research project to monitor the impact of the change in abortion related legislation, on the number of illegal and unsafe abortions still being carried out in South Africa.

This research project consists of three components the first part of which is a survey on the termination of pregnancy (TOP) services.  The other components consist of an epidemiological study to determine the number of incomplete abortions and a qualitative study to determine the factors affecting women’s decisions to have an unsafe abortion.

Aim
To determine the availability and accessibility of TOP services since the change in legislation and since the introduction of designated TOP services.

Objectives
To determine which designated TOP services are performing TOPs; how many TOPs are being performed per month; whether late or early TOPs are being performed and the patient waiting time for TOP.

Methods
All provincial health co-ordinators were asked to provide a list of designated TOP services for each province.  This list was then confirmed using a telephonic interview with each TOP service.  Each service was asked to provide data on TOPs as outlined in the objectives in the three month period prior to the telephonic interview, that is for the period of September to December 1999.

Results and conclusions: These will be presented at the conference

LATE ABORTIONS AND PERINATAL DEATHS IN PATIENTS WITH HYPERTENSION DURING PREGNANCY

DW Steyn, DR Hall, M Robertson, GF Kirsten

Departments of Obstetrics and Gynecology1 and Paediatrics and Child Health2, Tygerberg Hospital and the University of Stellenbosch and the MRC Unit for Perinatal Mortality

Hypertension in pregnancy is associated with increased maternal and perinatal morbidity and mortality.  Final causes of perinatal losses in mothers where hypertensive disease is the primary cause may vary. We therefore undertook a prospective study of all perinatal deaths associated with underlying maternal hypertension over a three year period in order to determine the final cause of death.

Patients and methods

All perinatal deaths in Tygerberg Hospital are reviewed weekly at a combined meeting of obstetricians and neonatologists. The primary causes of death are categorised according to the Whitfield classification.

Stillbirths were defined as babies born with no heartbeat at or after 28 weeks' gestation, or weighing 1000 grams or more when the gestational age is unknown.  Neonatal deaths were deaths that occur in babies born with a heartbeat at or after 28 weeks' gestation, or weighing 1000 grams or more when the gestational age is unknown, but die within the first 28 days postpartum.  However, for the purpose of this study all babies weighing 500 grams or more and born with a heartbeat, were described as neonatal deaths if they subsequently died.  These neonatal deaths were considered to be early when they occur on or before the first seven days.  The perinatal mortality rate is defined as all perinatal losses from fetal viability till 28 days postpartum per 1000 births. Late abortions were defined as babies weighing 500 grams or more but of less than 28 weeks' gestation (or less than 1000 grams where gestation was unknown). Hypertension is considered as the primary cause when the death was attributed to the hypertensive condition or to the complications of its management.  We classified hypertensive conditions according to the proposal of Davey and MacGillivray.  When abruptio placentae occurred in patients with underlying hypertensive disease, the latter was considered to be the primary cause of death for the purpose of this study.

Results

Two hundred and forty five perinatal deaths due to hypertensive conditions occurred over the three year period. The major final causes of death in patients with hypertensive disease were abruptio placentae, termination of pregnancy, intra-uterine growth retardation and prematurity.  The majority of losses (91.4%) were associated with pre-eclampsia.  HELLP syndrome, eclampsia or both complicated forty cases of pre-eclampsia. 

One hundred and two losses (41.6%) occurred before 28 weeks gestation and another 87 (35.5%) before 34 weeks gestation. The distribution of perinatal losses according to gestational age, primary and final causes is given in table 1.  The birth weight was below 1000 grams in 133 cases and above 2500 grams in 9 cases. The stillbirth to neonatal death rate was 7.1:1.  The occurrence of the 30 neonatal deaths in relation to time and final cause of death is shown in table 2.  

Abruptio placentae

Abruptio placentae was the cause of perinatal death in 88 patients of whom 77 (87.5%) had pre-eclampsia.  Eighty five (97.7%) presented with intrauterine deaths on arrival at the hospital. Three mothers with pre-eclampsia and abruptio placentae had early neonatal deaths due to asphyxia.  A further 6 patients with abruptio placentae had neonatal deaths which were attributed to complications of prematurity.  Forty five (51.1%) patients presented with abruptio placentae after 34 weeks’ gestation.  

Intra-uterine growth retardation 

Thirty-three of the 38 deliveries (87%) in this group took place before 34 weeks’ gestation. 

Prematurity

Twenty-four (9.8%) neonatal deaths were attributed to complications of prematurity.  The mean gestational age at delivery was 28.2 weeks. There were 17 early neonatal deaths, of which 6 occurred within 24 hours after delivery.  The median number of days between delivery and death was 5.  The indications for delivery were such that continuation of pregnancy was considered to be too unsafe for either mother or fetus or both. Eight of these deaths occurred when the fetuses survived delivery due to severe pre-eclampsia or its complications before 28 weeks gestation.  

Termination of pregnancy

Severe maternal disease and a gestational age too low to expect neonatal survival were the decisive factors in each of the 72 terminations of pregnancy ending in stillbirths.  These exclude the 12 cases presenting before 24 weeks’ gestation with birth weights below 500 grams as well as the nine cases where neonatal deaths occurred.  

Maternal age, gravidity and parity were similar in the various groups.  Patients with abruptio placentae presented at a significantly later gestational age, while mean birth weight was also higher in this group.  One hundred sixty three (66.5%) patients were referred from other institutions, while 63 (26%) patients received no antenatal care.  Termination of pregnancy was the most common cause of perinatal death among patients referred from elsewhere, while abruptio placentae remained the most common cause in patients from our own area. The booking status of the patients did not influence the distribution of causes of death.  

Discussion

Most perinatal deaths in hypertensive pregnancies in our unit occur very early or are due to abruptio placentae later in pregnancy. Interventions to improve outcome are not readily available.  Future research should concentrate on efforts to find a way of preventing clinical disease or to postpone its onset where it cannot be prevented and to further refine absolute indications for delivery in cases presenting at early gestation. The development of methods to accurately predict the risk of developing abruptio placentae poses a particular challenge. 

Table 1
The distribution of perinatal deaths according to underlying cause, final cause and gestational age at delivery.

	Pre-eclampsia 
	Other hypertension 

	Gestational age 
	< 34 w
	( 34 w
	< 34 w
	( 34 w

	Abruptio placentae 
	38
	39
	5
	6

	Termination of pregnancy 
	70
	0
	2
	0

	Intra-uterine growth retardation 
	28
	5
	5
	0

	Prematurity
	23
	0
	1
	0

	Unknown
	13
	3
	1
	1

	Other
	2
	3
	0
	0

	Total
	174
	50
	14
	7


Table 2
The distribution of neonatal deaths according to underlying cause, final cause and the time of loss.  (ENND = Early neonatal death, LNND = Late neonatal death).

	Pre-eclampsia 
	Other hypertension 

	
	ENND
	LNND
	ENND
	LNND

	Abruptio placentae
	2
	0
	0
	1

	Prematurity
	16
	7
	1
	0

	Unknown
	3
	0
	0
	0

	Total
	21
	7
	1
	1


RISK OF GYNAECOLOGICAL COMPLAINTS AND OF SEXUAL DYSFUNCTIONS ACCORDING TO THE HISTORY OF SEXUAL VIOLENCE

E Hardy,1,2  MJ Osis,1 G Duarte,1 A Faúndes1,2 

1Departamento de Ginecologia e Obstetrícia, Faculdade de Ciências Médicas, Universidade Estadual de Campinas (UNICAMP). 2Centro de Pesquisas das Doenças Materno-Infantis de Campinas (CEMICAMP), Campinas, São Paulo, Brasil. The study was partially funded by The Ford Foundation

Introduction

Sexual violence against women is a problem that has always existed, however it has only recently started to receive greater attention and been considered an abnormal behavior. As recently as 1992, the United Nations Economic and Social Council defined  violence against women as “every act of gender violence that results or may result in a woman´s physical, sexual or psychological injury or suffering, including the threat of these acts, coercion or arbitrary deprivation of freedom, both in public and private life”.  Several studies have shown that most violence within the home tends to follow progressive evolution, starting with psychological/emotional violence, followed by physical violence and ending with sexual violence.  

In general, when facing the care of a woman who has been victim of sexual violence, the main concern is with the physical and psychological trauma as well as with the prevention of sexually transmitted diseases (STD) and of pregnancy. However, evidence has emerged showing that sexual violence results, in the long term, in gynecological consequences, the cause of which usually remains hidden because of the difficulty that a woman faces to spontaneously refer a situation of violence, specially if it takes place within the home. In addition, in the context of marriage or consensual union, it is frequent for a woman-victim not to refer to certain events as forms of violence because she considers them normal  in married life. 

The results presented correspond to a study that had as its objective: the evaluation of a  possible association between history of sexual violence and some of the gynecological complaints and sexual dysfunctions that are more frequent, in a Brazilian population. 

Subjects and Methods 

This was a cross-sectional study. A total of 1 838 women, 15 to 49 years of age and who had been pregnant at least once were interviewed in their homes. Interviewees were asked, whether they had ever had sexual intercourse against their will. If positive, they were asked whether they had ever  been obliged to have sex; how they had been obliged; subjects who had not been obliged were asked why they had agreed to have intercourse against their will. Participants were divided into four groups: did not have a history of sexual violence; had ever had sexual intercourse against their will but who had not felt coerced; those who were coerced and those who had been obliged to have intercourse, through some form of aggression (raped). Subjects were also asked about having had menstrual irregularities, pelvic pain and/or dysmenorrhea during the 12 months previous to the interview. They were also asked about how often they had libido, orgasm as well as pain after intercourse. 

The Statistical Package for the Social Sciences (SPSS-PC) was used for the processing and analysis of data. The difference between groups was evaluated with the chi square test. 

Results

Only a little over a third (38.1%) of the subjects did not refer a history of sexual violence, 7.1% had been raped and over half of the women (54.8%) who referred to having had sexual intercourse against their will, but had not been obliged. The last group could be divided into 31.8% who said that this happened without them having felt coerced into having sex, while 23% referred some kind of coercion as, for example: “it is a woman’s obligation to serve a man”, “so that he does not to look for another (woman)”, “because of the husband’s insistence/to end soon/to see whether he fell asleep”, “to prevent a fight/so that the partner did not get angry”, “for her partner not to think that she had another (man)”.

The prevalence of anorgasmy was a little lower, but the differences between the groups without violence and the others were proportionally similar. The exception was the group of women who referred having had sex against their will following some kind of coercion, among whom the proportion who had anorgasmy was slightly higher than that observed for women who had been raped.

The prevalence of  “always” or “almost always” having pain during menses was 60 and 50 percent higher among women who had a history of sex against their will, with or without coercion, and over twice as frequent among  those who were raped, compared to women without a history of sexual violence.

Discussion

The results of this study show, without question, that in a sample of Brazilian women of low and middle-low socioeconomic status, the association already described in the literature between history of sexual violence and some more  frequent gynecological complaints.  Even less aggressive ways of imposing masculine desire in the sexual life of a couple, were associated with a greater prevalence of the most common gynecological complaints, that often have no apparent explanation. 

On first sight, it could be said that sexual intercourse against a woman´s will , without having been “obliged” or “coerced” does not constitute sexual violence. Nevertheless, when the reasons why women accepted sex against their will  were focused, it was found that almost half of them had in fact experienced some kind of coercion that led to them agreeing with the situation. The coercion  was  of different nature, including the internalization of the idea that women have the “duty of serving their husband”, through some forms that could easily be considered as implicit violence. 

These results must be brought to the attention of the gynecologists to remind them about this etiologic factor  that has been almost unknown up to now. At the same time, in society as a whole, continuous promotion of greater equity in gender relationships between men and women, as a facto of extreme relevance to reach better conditions of sexual and reproductive health, is needed. 

THE MAGPIE TRIAL:  MAGNESIUM SULPHATE VERSUS PLACEBO FOR WOMEN WITH PRE-ECLAMPSIA

L Duley, on behalf of the Magpie Trial Collaborative Group, Institute of Health Sciences, Oxford, UK

Summary

Magnesium sulphate is the best anticonvulsant for women with eclampsia, but whether it also helps women with pre-eclampsia is unclear. The Magpie Trial is a large international randomised trial evaluating the effects of magnesium sulphate for pre-eclampsia on women and their babies.  Recruitment began in July 1998, and by June 2000 over 4500 women had been recruited from 134 hospitals in 30 countries.

Background

Pre-eclampsia is a relatively common complication of pregnancy, affecting between 2-8% of pregnancies (WHO International Collaborative Study of Hypertensive Disorders of Pregnancy 1988). Although outcome is often good, pre-eclampsia is a major cause of morbidity and mortality for the woman and her child (Department of Health 1998), and also accounts for considerable use of maternity service resources (Rosenberg et al 1990, Anthony 1992, Bouvier-Colle et al 1996). Eclampsia is rare, affecting around 1 in 2000 deliveries in the UK for example, but is associated with a considerably higher morbidity and mortality (Douglas et al 1994).

Magnesium sulphate is the best anticonvulsant for women with eclampsia  (The Eclampsia Trial Collaborative Group 1995), but whether it also helps women with pre-eclampsia is unclear.  A systematic review of randomised trials concludes there is promising evidence that magnesium sulphate may reduce the risk of eclampsia, but with little information about safety, possible effects for the baby, or the impact on other important outcomes (Duley et al 2000).  Data from other sources have led to the hypothesis that, for low birthweight babies, in utero exposure to magnesium sulphate may reduce the risk of cerebral palsy  (Nelson 1996), but an increase in mortality for these babies is also possible (Mittendorf et al 1998).  Magnesium sulphate is clearly the most appropriate choice of anticonvulsant to test in a randomised trial  (Duley et al 2000, Duley & Neilson 1999).

When a woman develops pre-eclampsia it is difficult to predict whether or not she will go on to have an eclamptic convulsion.  Potentially, therefore, very large numbers of women could be given prophylactic magnesium sulphate.  So, even if magnesium sulphate does reduce the risk of eclampsia, we need more information about safety and other possible effects for mother and baby.  The Magpie Trial aims to find out whether women and/or their babies overall do better if they are given magnesium sulphate rather than placebo for treatment of pre-eclampsia.  This paper will briefly describe the trial and summarise progress to date.

Methods

The Magpie Trial is an international randomised trial, co-ordinated from the Institute of Health Sciences, Oxford. 

Which interventions are being compared?

Magnesium is being compared with placebo.  Clinicians at each hospital choose whether they wish to use the intravenous or the intramuscular route for maintenance therapy.

Who can be invited to participate in the Magpie Trial?

Women can be invited to participate in Magpie if they have pre-eclampsia, and magnesium sulphate is being considered.  The minimum criteria for trial entry are in Table 1. 

Table 1
Criteria for inviting women to participate in the Magpie Trial 

	A woman can be invited to participate in the Magpie Trial if:  

· Magnesium sulphate is being considered and

· she is not yet delivered, or delivered within the last 24 hours and

· blood pressure is (90mmHg diastolic or (140mmHg systolic, on two occasions about 30 minutes apart  and
· proteinuria (1+ and


· consent has been given




How are women entered into the trial?

Once a woman has given consent, she is entered into the study either by taking the next in a consecutively numbered series of packs, or by telephoning a 24 hour randomisation service.  

How is the trial treatment provided?

All hospitals are provided with customised Magpie Trial treatment packs.  Each pack contains 9 x 10ml ampoules of either 50% magnesium sulphate (5g per ampoule) or placebo.  They also contain a 1g ampoule of calcium gluconate (10ml) the antidote for severe toxicity, and an Eclampsia Rescue Pack.   This Rescue Pack ensures that in the event of eclampsia women can be given magnesium sulphate without any delay.

How is the trial treatment administered?

For the intravenous regimen, trial treatment is administered as a loading dose of 8ml, followed by a maintenance regimen of 2ml/hr for 24 hours.  For the intramuscular regimen, the trial treatment is administered as a loading dose of 8ml intravenously and 20ml in divided doses intramuscularly, followed by 10 ml intramuscularly every 4 hours for 24 hours.

Monitoring is clinical, using respiratory rate, tendon reflexes and urine output. 

What outcomes are being measured?

The primary outcomes are eclampsia and, for women recruited before delivery, death of the baby.  Other important outcomes include measures of serious maternal morbidity (such as coagulopathy, pulmonary oedema and stroke), complications of labour and delivery (such as caesarean section and postpartum haemorrhage), toxicity and side effects, and use of health services resources.  Follow up for all women is until discharge after delivery.  Data collection is simple and based on clinical information only.  No additional tests are required.

In the UK, follow up of the children by postal questionnaire is planned for when they are four years of age.

How many women are needed? 

Sufficient women with pre-eclampsia will be randomised to provide really reliable evidence about the effects of magnesium sulphate on substantive outcomes.  The estimated sample size is 14,000 women, based on magnesium sulphate halving the risk of eclampsia and an estimate of 1% for the risk of eclampsia in the placebo arm.

Current progress

The first woman was recruited to the Magpie Trial in July 1998, and by June 2000 over 4500 women had been randomised.  Recruitment now involves 134 hospitals in 30 countries across four continents. 

Discussion

Multicentre collaboration on a trial like Magpie is a substantial undertaking for all concerned, but is the only way to provide really reliable answers to many of the important questions within maternity care.  The Magpie Trial is addressing an important clinical question.  Results from this study will help guide future care for women with pre-eclampsia throughout the world. 

Anyone interested in joining the Magpie Trial collaboration is welcome to contact the Magpie Trial, Co-ordinating Centre, Institute of Health Sciences, Oxford, OX3 7LF. Tel 01865 226642, fax: 01865 227173, email: magpie@ndm.ox.ac.uk.  Visit our website on http:/www.magpietrial.org.uk/

PREGNANCY OUTCOME IN WOMEN WITH CARDIAC VALVE REPLACEMENT

JS Olivier, DR Hall, AF Doubell*, DV Grove

Departments of Obstetrics and Gynaecology and *Internatal Medicine, Tygerberg Hospital and University of Stellenbosch.  MRC Perinatal Mortality Research Unit.

Introduction

Pregnancy outcome in women with one or more prosthetic cardiac valve replacement determined by several factors.  The general condition prior to and during the pregnancy, as well as the type of valve and whether or not anticoagulants are required, determine the risk for each patient.  The situation in developing countries differs for that in developed countries in that most cardiac valve replacements are performed for post-rheumatic valve disease.  The women seldom seek counseling prior to falling pregnant and, once pregnant, may only book for care after the first trimester.  Thus, women with rheumatic valve disease may present late in pregnancy with cardiac failure, requiring valve replacement, or women with prosthetic valves present at an advanced stage of pregnancy for antenatal care.  There is still considerable doubt about the correct management of gravid patients with prosthetic cardiac valves.

Methods

Cardiology records over a 10-year period (1989-1998) were examined to identify pregnant patients with valve replacement.  Two groups were identified, those who fell pregnant with a valve replacement and those who received a prosthetic valve during pregnancy.  These patients were managed according to hospital policy.  Valve replacement during pregnancy was reserved for severe cases, unresponsive to optimal medical therapy.  Descriptive data, major maternal complication and data pertaining to perinatal outcome were examined.  Major maternal complications were regarded as mortality, cardiac failure, haemorrhage, valve thrombosis and thrombo-embolism.

Results

A total of 59 pregnancies were identified from the records of 38 women.  In 49 cases the valve replacement had been performed prior to the pregnancy, while 10 women underwent valve replacement during pregnancy.

Conclusions

Pregnant women with heart valve prosthesis are high risk cases. In this study, maternal mortality and morbidity were high, but the perinatal outcome was good.  Although it has been suggested that warfarin therapy should be discontinued during the first trimester because of fetal risk, the maternal risk and the late booking by pregnant patients in our study, mitigate against this approach.  Women who underwent valve replacement during pregnancy experienced a high perinatal loss, but had few post-operative complications.  Intra-operative delivery of viable babies must be considered.

MATERNAL MORTALITY RELATED TO OBSTETRIC ANAESTHESIA IN SOUTH AFRICA 1998
C Rout

National Committee on Confidential Enquiries into Maternal Deaths (NCCEMD) of South Africa

Objective

To document the prevalence and causes of maternal mortality related to obstetric anaesthesia and identify avoidable factors, missed opportunities and substandard care involved in these deaths.

Method

Maternal deaths are notifiable and when a maternal death occurs, a maternal death notification form is filled in and sent to the Provincial MCWH Units.  Provincial Assessors assess the maternal death and send a report.  This report is forwarded to the NCCEMD where the data is collated and the prevalence, pattern of disease and avoidable factors, missed opportunities and substandard care in maternal deaths are described.

Results

Inadequacies in the reporting and assessment process and lack of autopsy examinations and reports considerably impaired the review process.  Nevertheless, more information is available than in the previous report and supports the conclusion made then that there is a considerable problem with the level of training of doctors practicing obstetric anaesthesia.  Most of the deaths (18 of 27) appear to have been directly due to general anaesthesia.  Human error or incompetency was the main element of the deaths, rather than lack of equipment or facilities.  Most deaths occurred in level 1 or 2 hospitals where medical practitioners may be placed in the position of providing anaesthesia for obstetrics without appropriate training.

A REVIEW OF MATERNAL DEATHS IN SOUTH AFRICA DURING 1998
RC Pattinson, J Moodley

National Committee on Confidential Enquiries into Maternal Deaths (NCCEMD) of South Africa

Objective

To document the prevalence and causes of maternal mortality and identify avoidable factors, missed opportunities and substandard care involved in these deaths.

Method

Maternal deaths are notifiable and when a maternal death occurs, a maternal death notification form is filled in and sent to the Provincial MCWH Units.  Provincial Assessors assess the maternal death and send a report.  This report is forwarded to the NCCEMD where the data is collated and the prevalence, pattern of disease and avoidable factors, missed opportunities and substandard care in maternal deaths are described.

Results

Data was collected on the maternal deaths occurring during 1998 in South Africa.  Collection of maternal deaths was incomplete and a Maternal Mortality Ratio could not be calculated.  However a clear pattern of disease and problems in patient care emerged.  The “big five” causes of death were complications of hypertensive conditions in pregnancy, AIDS, obstetric haemorrhage, pregnancy-related sepsis and pre-existing medical conditions.  Women 30 and older were at greater risk of dying than younger women.  Women in their first pregnancy with 5 or more were also at greater risk.  Obstetric haemorrhage was the most common cause of death at level 1 hospitals, whereas AIDS was at level 2 hospitals and hypertensive diseases at level 3 hospitals.  The vast majority of anaesthetic related deaths occurred at level 1 hospitals.  Non-attendance and delayed attendance at the health institutions were the most common patient orientated problems.  Poor transport facilities and a lack of intensive care facilities were the major administrative problems.  Problems in the care of women occurred in more than half the cases of maternal deaths, the majority occurring at the primary level of care.  Poor initial assessment and diagnosis of cases especially at secondary level of care, failure to follow standard protocols at primary and secondary levels and poor monitoring of patients at all levels of care were the common health worker related problems.

Conclusion

Ten key recommendations based on this information have been made by the NCCEMD that if implemented will result in a reduction of maternal deaths.

MATERNAL MORTALITY RELATED TO PRE-EXISTING MATERNAL DISEASE IN SOUTH AFRICA 1998

DK Desai, DP Naidoo, J Moodley

National Committee on Confidential Enquiries into Maternal Deaths (NCCEMD) of South Africa

Objective

To document the prevalence and causes of maternal mortality due to AIDS and non-pregnancy related sepsis and identify avoidable factors, missed opportunities and substandard care involved in these deaths.

Method

Maternal deaths are notifiable and when a maternal death occurs, a maternal death notification form is filled in and sent to the Provincial MCWH Units.  Provincial Assessors assess the maternal death and send a report.  This report is forwarded to the NCCEMD where the data is collated and the prevalence, pattern of disease and avoidable factors, missed opportunities and substandard care in maternal deaths are described.

Results

Pre-existing maternal disease remains an important cause of indirect maternal mortality in countries with poor socio-economic status.  There were 59 maternal deaths due to pre-existing maternal disease.  This comprises 10.4% of the total mortality.  There were 28 deaths die to maternal cardiac disease.  The non-cardiac deaths occurred mostly in insulin dependent diabetics and neurological conditions of stroke and epilepsy.  Valvular heart disease (54%) and peripartum cardiomyopathy (25%) were the most frequent cardiac conditions.  Fifty-four percent of the 35 women died within 24 hours of admission and 60% of the deaths occurred in the postpartum period.  The majority (77%) have demonstrated some deficiency in their care.  The major shortcomings recognised were failure to recognise symptoms and/or signs of mild to moderate cardiac failure.  There was failure to consider peripartum cardiomyopathy when faced with unexplained cardiac failure especially in cases associated with pre-eclampsia.  A failure to perform ancillary electrocardiogram and chest radiography together with “reluctance” to seek specialist help and advice when noted.

Conclusions

The following recommendations are made: Early specialist medical opinions in all women with suspected or known cardiac disease; all women assessed as having moderate to severe cardiac disease delivering under specialist care should education of level 1 and level 2 health care personnel to recognise symptoms and signs of cardiac failure; obstetric cardiac clinics run by medical specialists in conjunction with obstetricians should impact positively on the very high maternal cardiac mortality.

THE EFFECT OF ESSENTIAL FATTY ACID METABOLITE SUPPLEMENTATION DURING PREGNANCY AND LACTATION ON GROWTH AND DEVELOPMENT OF VERVET MONKEYS (Cercopithecus aethiops)
HY Tichelaar1, MC Mdhluli2, CM Smuts1, AJS Benade1

1National Research Programme for Nutritional Intervention and the 2Experimental Biology Programme of the Medical Research Council, Tygerberg

Introduction
Optimal neural functioning an adequate intake of ω6 and ω3 fatty essential fatty acids (EFA).  A healthy diet is necessary before conception to prevent that infants are born with congenital malformations or have a low birth weight (LBW).  Micronutrient deficiencies such as iron and iodine are also known to influence neural function and metabolism of EFA.  Intervention programmes aimed at improving EFA status of pregnant women and the fetus must consider confounding factors such as smoking, alcohol consumption and diet, a history of low birth weight and micronutrient deficiencies.  Non-human primates are suitable models of human physiology to study tissue and lipid changes in response to dietary intervention.  Arachidonic acid (AA; 20: ω6) and docosahexaenoic acid (DHA; 22:6ω3) are the main fatty acids in brain tissue.  DHA is preferentially associated with neural membrane proteins.  Reduced retina and cerebral cortex DHA levels have been observed in infant Rhesus monkeys on ω3 deficient diets.

Methods
We examined the changes in anthropometry and fatty acids of vervet infants from females (n=12), aged 6-17 years who had 2-9 previous live births and who’s high carbohydrate diet (low in ω3) fatty acids) in the form of a patty was either supplemented (experimental group) with a DHA rich oil (320mg ω3 fatty acids/day, which included 280mg DHA) for at least one year before and during pregnancy and lactation (based on the Canadian Recommendations for pregnant women), or not supplemented (control group) under controlled conditions (Figure 1).

Following an overnight fast (18 hours), the female vervets were sedated with ketamin HCI (10mg/kg intramuscular).  Blood (2ml) and anthropometric measurements were taken at birth, after 1, 3 and 6 months when infants were weaned.  Plasma and red blood cells (RBC) total phospholid (TPL) fatty acids were extracted with chloroform/methanol (2:1; v/v) and analysed by gas-liquid chromatography for fatty acid composition.


Results

Plasma (11.9% vs 4.92%), RBC (11.14% vs 4.53%) TPL DHA and milk DHA (3.51% vs 1.65%) was higher (p<0.001) after 6 months of lactation in infants from ω 3 fatty acid supplemented females, compared to the control infants.  Experimental infants had higher weights after 3 and 6 months (698g vs 573g and 947g vs 722g respectively; p<0.05); were longer after one month (327mm vs 312mm; p<0.05); had longer lower leg length after 6 months of lactation (108mm vs 101mm; p<0.01) and had larger head circumferences after 3 (202mm vs 194mm; p<0.05) and 6 months (208mm vs 195mm; p<0.01) than the control infants.

Discussion

The exciting results of this pilot study suggest that ω 3 fatty acid supplementation of pregnant and lactating female vervets had profound effects on their offspring.  DHA incorporation was the greatest in the experimental infants after 6 months of lactation suggesting compliance to the ω 3 fatty acid supplementation.  Although RBC AA levels were lower in the experimental infants, growth was not negatively affected.  The higher weight and greater head circumference of the experimental infants may imply that they were more developed than the controls.  The findings of this study are encouraging and should be used to design a clinical trial of ω 3 fatty acid supplementation with pregnant women to measure growth and development of their infants.

DOCOSAHEXAENOIC ACID-ENRICHED EGGS AS A SOURCE OF DHA DURING THE LAST TRIMESTER OF PREGNANCY

CM Smuts, E Borod, SE Carlson

Nutritional Intervention, MRC, Tygerberg and Department of Dietetics and Nutrition, University of Kansas Medical School, USA

Introduction
The last intrauterine trimester is very important for fetal development and is also the period when most docosahexaenoic acid (DHA; 22:6(3) starts to accumulate in the central nervous system until six months post-term.  Further studies are needed to look at factors such as maternal DHA intake that may influence the accumulation of DHA during the last trimester.  The worldwide variability of DHA intake may differentially influence neural development.  To determine if maternal DHA intake affects growth and development, this study investigated the use of DHA-enriched eggs as a source of DHA during the last trimester of pregnancy.  The trial was carried out to determine (a) if pregnant women would accept eggs; (b) if blood lipids in mothers and infants reflected their DHA intake from eggs; and (c) to ensure that the composition of DHA-enriched eggs had no obvious effects on pregnancy outcome.

Study population and Methods
We studied pregnant women who were randomly assigned to eat either regular (n=19) or DHA-enriched (n=18) eggs (up to 1 dozen per week) during the last trimester of pregnancy.  DHA-enriched eggs contained ~135mg DHA.  A third group of pregnant women, who indicated in the initial interview that they routinely only ate a few if any eggs, were followed as a non-randomised group (n=16).  Exclusion criteria were diabetes or gestational diabetes at enrollment, and any other serious illness that may have adverse effects on pregnancy or infant outcomes such as cancer, lupus and hepatitis.  All women, who were enrolled, provided blood samples and information on dietary intake using the Block Food Frequency questionnaire.  Blood was also drawn from mothers and their newborns (cord blood) at delivery.  Lipids from plasma and RBC were extracted with chloroform/methanol (2:1; v/v) and analysed by gas-liquid chromatography (GLC) equipped with a capillary column (SP-2560; Supelco, Inc., Bellafonte, PA).

Results
During the study the randomised groups consumed an average of 8.9 (regular) and 10.7 (DHA-enriched) eggs.  These provided 245.6mg and 1445.6mg DHA per week, respectively.  At birth the maternal plasma triglyceride (TG) and total phospholipid (PL), and the RBC PL DHA levels (% wt/wt) did not suffer significantly between the treatment groups.  The plasma TG DHA levels were higher in the babies from mothers who are regular or DHA-enriched eggs, compared to the low egg intake group (p<0.05).  The total DHA intake/d (from diet and eggs) significantly correlated with maternal plasma TG and PL, and RBC PL DHA at birth when controlled for weeks in the study (r=0.388; r=0.273 respectively).  The total dietary DHA intake/d and DHA intake/d from eggs only was positively associated with infant weight at birth when controlled for birth order (r=0.317; r=0.024 and r=0.297; p=0.031, respectively).  Mothers who received OmegaTech eggs had less preterm deliveries (5.6%) than the Regular (25%) and Low (26%) egg intake groups.  No LBW infants (<2500g) were born in the OmegaTech group, but the prevalence was 12.5% and 26% in the Low Egg and Regular Egg groups respectively.  The placental weights also tended to be higher in the Omegatech group (760 + 86g) compared to the Low Egg (658 + 122g) and Regular Egg (663 + 159g) groups.

Discussion
The higher DHA intake had no significant affect on maternal and infant arachidonic acid (AA; 20:4ω) and DHA levels.  Compliance and a complicated intrauterine transferral system help to explain this finding.  Maternal RBC PL DHA was strongly associated with the infants’ plasma and RBC PL DHA status.  Maternal DHA intake was strongly associated with maternal plasma and RBC PL DHA status, especially in the OmegaTech group.  Birth weight correlated positively with maternal DHA intake.  The OmegaTech group had the lowest incidence of preterm delivery and LBW, and also had the highest placental weights.  Eggs seem to be a practical carrier of DHA and the higher DHA intake had no adverse effects on pregnancy outcomes.  We are currently investigating the influence of OmegaTech eggs on pregnancy outcomes in a larger study with adequate statistical power.

REVIEW OF TWO RAPID SCREENING TESTS FOR ASYMPTOMATIC BACTERIURIA DURING PREGNANCY

EJ Abalos. 

Centro Rosarino de Estudios Perinatales (C.R.E.P.). Rosario. Argentina

Objectives

To determine the diagnostic accuracy of nitrite and leukocyte esterase reagent strip test as screening method for predicting asymptomatic bacteriuria during pregnancy.

Search strategy

A computerised Medline search was conducted to identify all relevant studies using the words “bacteriuria”, “urinary tract infection”, “asymptomatic”, “pregnant*”, “diagnosis”,  “screening” and “sensitivity”, in different combinations. For each article identified, a search of their references, and the references of the references was performed.
Selection criteria

Case series or cohorts studies that evaluate nitrite and/or leukocyte esterase reagent strip test as screening method for predicting bacteriuria in asymptomatic pregnant women. Results of tests compared with an adequate gold standard (i.e. urinary culture). Data from studies that could be extracted to perform 2x2 tables.

Methods

Reviewer was no blinded to the authors or sources of the articles. The criteria used to assessing the quality of the trials were: 1) Independent and blinded comparison with an adequate gold standard (a positive culture showing a single bacterial growth equal or more than 100,000 colonies). 2) Adequate spectrum of women in whom the test will be performed in clinical practice (for the objectives of this review: asymptomatic pregnant women). 3) If the results of the evaluated tests had had any influence in the decision of performing the gold standard. 4) Methods tested described with enough details to permit their reproduction. The following data were taken under consideration and were extracted from each study: number of patient enrolled, gestational age, socio-economic status, exclusions (for any cause). Likelihood ratios for positive and negative tests results were computed in each study, along with their 95% confidence intervals (95%CI). For each stratum, a X2 test of heterogeneity was computed before the summary likelihood ratio was calculated. A fixed-effect model was used to generate a summary estimate of the likelihood ratio. Sensitivities were calculated for each trial. Data were combined across studies using a weighted mean of these sensitivities. The computation of this confidence interval takes into account the sum of the inter-study and intra-study variances.

Data collection and analysis

Six relevant studies were included and results were stratified in four groups: nitrite test, leukocyte esterase test, both tests positive and either one test or the other positive. The summary estimates of the likelihood ratio for positive and negative test results, with their 95% confidence intervals (CIs), were computed in each stratum according to a fixed-effects model. Sensitivity was combined across studies using a weighted mean and 95%CI was calculated. 

Main results

A total of 3,341 asymptomatic pregnant women who had a nitrite test were included in six studies (Table I). A summary likelihood ratio for a positive test result was 47.0 (95%CI 29.4-75.1). The summary likelihood ratio for a negative test result was not estimated due to the heterogeneity in the likelihood ratios between studies (Chi-square 17.4, df=5). Three studies evaluated leukocyte esterase tests, involving 1,862 patients (Table II). The summary likelihood ratios for a positive test result was 16.0 (95% CI 11.4-22.5). In this stratum heterogeneity between studies was also high, so summary likelihood ratios for negative test result was not estimated. Either leukocyte esterase or nitrite tests positive were evaluated in 1,797 patients included in two studies (Table III). The summary likelihood ratio for positive test result was 18.6 (95%CI 13.5-24.6). For negative test result heterogeneity between the two studies was such that the pooled estimate would be misleading (Chi-square23.5, df=1). In these two studies both, a positive nitrite and leukocyte esterase test were also evaluated. As they reported no false positives (100% Specificity), likelihood ratios were not calculated because this results become unreliable. The Summary Sensitivity was 37.6% (95%CI 23.4-51.7) for nitrite tests, 61.8% (95%CI 21.2-100) for leukocyte esterase tests, 26.7% (95%CI 8.6-44.9) when both test positive, and 80.2% (95%CI 46.1-100) when either one test or the other were positive. As prevalence of asymptomatic bacteriuria across the studies ranged from 2.3 to 9.3, summary predictive values were no estimated.

Conclusions

Although combined tests seem to be promising in detection of bacteriuria in asymptomatic pregnant women, there is insufficient evidence for reassuring clinicians and patients that a negative result is truly negative. Further methodologically sound investigation needs to be conducted with adequate sample size in order to assess the effectiveness of combined tests as screening methods for predicting asymptomatic bacteriuria during pregnancy.

SUMMARY OF ANALYSES
Table I: Characteristics and Results of nitrites reagent strip tests performed in asymptomatic pregnant women for assessing the prediction of bacteriuria.
	First author
	Prevalence of Bacteriuria
	Nº of Women
	Sensitivity (95%CI)
	Likelihood ratio for positive

Test result
	Likelihood ratio for negative

Test result

	Tincello, 1998
	5.4%
	893
	18.8
	39.6 (12.6-124)
	0.8 (0.7-0.9)   

	Bachman, 1993
	2.3%
	1047
	45.8
	156.3 (46.6-524.5) 
	0.5 (0.4-0.8)

	Robertson, 1988
	8.3%
	750
	43.4
	42.8 (19.4-94.3)
	0.6 (0.5-0.7)

	Abbasi, 1985
	4.6%
	65
	66.7
	78.8 (4.5-1379.6)
	0.3 (0.1-1.7)

	Campos-Outcalt, 1985
	4.7%
	299
	57.1
	18.1 (8.2-39.6)
	0.4 (0.2-0.8)

	Archbald, 1984
	9.3%
	287
	36.7
	191.4 (11.6-3169.4)
	0.6 (0.5-0.8)

	Summary
	
	
	37.6 (23.4-51.7)
	47.0 (29.4-75.1)
	Not estimable

	X2 Heterogeneity
	
	
	7.7
	10.7 (df=5)
	17.4 (df=5)


Table II: Characteristics and results of leukocyte esterase reagent strip test performed in asymptomatic pregnant women for assessing bacteriuria
	First author
	Prevalence of Bacteriuria  
	Nº of Women 
	Sensitivity (95%CI)
	Likelihood ratio for positive

 Test result
	Likelihood ratio for negative 

Test result

	Bachman, 1993
	2.3%
	1047
	16.7
	5.9 (2.2-15.4)
	0.9 (0.7-1.0)

	Robertson, 1988
	8.3%
	750
	77.4
	18.9 (12.8-28.1)
	0.2 (0.2-0.4)

	Abbasi, 1985
	4.6%
	65
	100
	15.5 (6.0-40.0)
	0.1 (0.01-1.8)

	Summary
	
	
	61.8 (21.2-100)
	16.2 (11.4-22.5)
	Not estimable

	X2 Heterogeneity
	
	
	11.7
	4.9 (df=2)
	73.0 (df=2)


Table III: Characteristic and results when either nitrite or leukocyte esterase react in urine samples of asymptomatic pregnant women

	First author
	Prevalence of Bacteriuria  
	Nº of Women 
	Sensitivity (95%CI)
	Likelihood ratio for positive

 Test result
	Likelihood ratio for negative 

Test result

	Bachman, 1993
	2.3%
	1047
	50.0
	16 (9.4-27.0)
	0.5 (0.4-0.8)

	Robertson, 1988
	8.3%
	750
	92.0
	18.6 (13.3-26.0)
	0.1 (0.02-2.0)

	Summary
	
	
	80.2 (46.1-100)
	18.1 (13.5-24.1)
	Not estimable

	X2 Heterogeneity
	
	
	3.8
	0.2 (df=1)
	23.5 (df=1)


SHOE SIZE AND PELVIC (IN-)ADEQUACY

LJ van Bogaert

Department of Obstetrics & Gynaecology, MEDUNSA satellite campus at Philadelphia Hospital

Objective

To investigate whether shoe size is a useful indicator of pelvic adequacy.

Patients and methods

The maternity files of patients in the maternity ward on day one after delivery were used. The inclusion criterion was the availability of the recorded shoe size on the antenatal record, as well as maternal stature if recorded. 

Among the total of 658 shoe sizes 497 (75.5%) were from patients after normal vertex delivery (NVD) and 161 from patients having a Caesarean birth (CB). Among the latter, 118 (73.3%) had a CB for cephalopelvic disproportion (CPD), and 44 for another indication than CPD.

Results: 

Table 1
Comparative demographic features: NVD vs. CB.

Variable

NVD


CB


t
P

Age (years)

24.9 (24.2,25.5)*
25.9 (24.9,27.0)
1.58
0.11

Parity


2.2 (2.1,2.4)

2.2 (2.0,2.5)

0.00
1.00

Weight (kg)

67.9 (66.7,69.2)
71.1 (68.7,73.6)
2.72
0.007

Height (cm)

157.9 (156.5,159.3)†
157.2 (153.3,161.1)‡
0.42
0.67

Birth weight (g)
3052 (3009,3094)
3154 (3078,3229)
2.60
0.01

Shoe size

5.7 (5.6,5.8)

5.6 (5.4,5.8)

0.46
0.64

*Values are mean (95% CI); † n = 114; ‡ n = 30.

Table 2
Comparative demographic features: CB for CPD vs no-CPD.

Variable

CB for CPD

CB no-CPD

t
P

Age (years)

25.5 (24.3,26.7)*
26.4 (24.0,28.9)
0.74
0.46

Parity


2.1 (1.8,2.3)

2.5 (1.9,3.0)

1.48
0.14

Weight (kg)

71.2 (68.3,74.0)
69.3 (65.1,73.6)
0.77
0.45

Height (cm)

156.1 (151.6,160.5)†
158.9 ((148.5,169.2)‡
0.62
0.54

Birth weight (g)
3174 (3085,3263)
3087 (2946,3228)
1.16
0.25

Shoe size

5.6 (5.4,5.8)

5.7 (5.3,6.1)

0.55
0.58

*Values are mean (95% CI); † n = 23;‡  n = 7

Table 3
Simple linear regression of shoe size against maternal height.

Variable
Intercept
Slope 

SEE*

r2
r
P
All cases*
145.5

2.2

±7.7

9.7%
0.31
0.0001

NVD

149.3

1.5

±7.3

5.3%
0.23
0.014

All CB

134.1

4.3

±9.1

27.5%
0.52
0.0024

CB for CPD
130.8

4.8

±8.7

30.4%
0.55
0.0064

CB no-CPD
144.6

2.8

±11.3

15.1%
0.39
0.39

*SEE = standard error of the estimate.

Discussion

Conventional wisdom seems to assume that small shoe size and short stature are related, and that short stature and small shoe size are risk factors of CPD. To the best of our knowledge, only three studies have addressed this issue. The conclusions however are conflicting. One study concluded that small shoe size together with short stature is a risk factor of CPD; the number of cases was, however, too small to draw statistically valid conclusions. Another study reached the conclusion that stature is a poor indicator but that a shoe size less than 4 doubled the risk of CB for CPD as compared with a shoe size between 4 and 6. The third study concluded that maternal height is a better indicator of pelvic adequacy than shoe size. This study, however, was fraught with statistical errors, since the recalculation of the data showed that, in contradiction with the report, the 63 patients who had a CB for CPD had an average shoe size smaller than the 70 controls that had a NVD. 

In the present study, shoe sizes were similar regardless of the mode of delivery and of the indication for Caesarean birth. Similarly, statures were comparable in all groups. The correlation between shoe sizes and height, although statistically significant, was of a maximum of 30 percent.

Conclusion

Our present and earlier findings do not support the view that shoe size is a useful predictor of pelvic (in-)adequacy.

THE PRACTICE OF KANGAROO MOTHER CARE AT KALAFONG HOSPITAL, GAUTENG PROVINCE, SOUTH AFRICA

M Lekalakala, E van Rooyen, IT Hay

Department of Paediatrics and MRC Research Unit for Maternal and Infant Health Care Strategies, Kalafong Hospital and University of Pretoria

Objective
To describe Kangaroo Mother Care (KMC) practices at Kalafong Hospital.

Methods
During the course of 1999, medical and nursing staff members held meetings to develop protocols and procedures for the running of the newly established KMC Unit.

Outcomes
Practical ward protocols and practices.

Results and Conclusions
The Unit opened on 21 October 1999.  Eighty seven babies were managed from 21/10/99 to 31/12/99.  No deaths have been reported.

The different protocols and practices in the KMC Unit are documented in poster format and include the following topics:

· Admission criteria

· General

· Medication

· Discharge criteria

· Follow-up

· KMC Scoring Card

CONCEPTION, MISCONCEPTIONS AND CONTRACEPTION – UNWANTED PREGNANCIES IN PRETORIA

R Mokhondo, BS Jeffrey

MRC Unit for Maternal and Infant Health Care Strategies

Introduction

A pregnancy confirmation clinic was set up at Kalafong Hospital in Pretoria.  The purposes of the clinic were several, namely, confirmation of suspected pregnancies, early commencement of antenatal care, timely referral for termination of pregnancy if desired, and investigation of patterns of usage and problems experienced with contraception.  In this paper the findings related to contraception will be presented.

Methods

Women presenting with suspected pregnancy were offered a sensitive urine pregnancy test.  Each woman was managed according to one of several protocols depending on the results of her pregnancy test and her wishes for the pregnancy.  Data was collected from each patient regarding present or most recent contraceptive usage, why she stopped using the method, or if still using it, whether it was being used correctly.  This data was analysed in conjunction with pregnancy test results and wishes for continuation or termination of pregnancies.

Results
Data was collected on a total of 410 women of whom 311 (75.9%) were pregnant.  Of those who were pregnant, 212 (68%) desired termination of pregnant.  The most commonly used contraceptives were the injectable (34.9%) and oral contraception (33.7%).  No contraception was used by 23.4% of the women.  Of the women using oral contraception, 43.5% (of whom 88.3% were pregnant) missed one or more doses.  Substantial numbers of women reported side effects or perceived side effects  on injectable contraception.  There were also reports of problems experienced at family planning clinics and gender based violence.

Conclusion

A large proportion of women presenting with unplanned pregnancies have become pregnant as a result of incorrect use of contraceptives, poor understanding of the method used or difficulty in obtaining access to contraceptive materials and advice.

PRETERM LABOUR – ARE VAGINAL BACTERIOSIS AND MYCOPLASMA INVOLVED?
I Popov*, J Schoeman, M Smith, D Grove, HJ Odendaal

Department of Obstetrics and Gynaecology, University of Stellenbosch and MRC Perinatal Mortality Research Unit and *Department of Obstetrics and Gynaecology, University of Natal

Objectives
Treatment of vaginal bacteriosis with metronidazole will reduce the risk of preterm labour.

Method
Primigravidea and multigravidae at risk for preterm labour were screened for vaginal bacteriosis (Gram stain) and other pathogens (culture).  Patients positive for vaginal bacteriosis were randomized to receive either metronidazole or vitamin C.

Outcome measures
Vaginal bacteriosis, metronidazole, Mycoplasma hominis, preterm labour.

Results
No difference was found in duration of pregnancy between patients with and without vaginal bacteriosis.  Those who received vitamin C had significantly less preterm labour than the metronidazole group (p=0.0374).  Patients positive for Mycoplasma hominis also had more preterm labour.

Conclusions
Vaginal bacteriosis is not a risk for preterm labour.  Mycoplasma hominis might cause preterm labour.  Metronidazole may be harmful.

IS PRETERM LABOUR CAUSED BY INFECTION?

J Schoeman, M Sylvester, D Grove, LMT Dicks, HJ Odendaal

Departments of Obstetrics and Gynaecology and Microbiology, University of Stellenbosch

Objective
To assess whether the Nugent score of vaginal flora helps to predict preterm labour.

Methods
Lateral vaginal smears of 893 primigravidae and multi-gravidae at risk for preterm labour were Gram stained and scored.

Outcome Measures
Nugent score, positive culture for M. hominis and preterm labour.

Results
Good inter- and intra-observer variation was found (JS & MS).  Positive Nugent-scores (7-10) were found in 29%, intermediate scores (4-6) in 9% and negative scores (0-3) in 62%.  No correlation was found between a positive Nugent score and preterm labour.  M. hominis was found in 44% of patients with a positive Nugent score and was associated with preterm labour.

Conclusions
A positive Nugent score is a poor predictor of preterm labour, but might be a screening test for M. hominis.

FINANCIAL IMPLICATIONS OF TREATING LOW BIRTH WEIGHT BABIES.  COMPARISON OF IC/HC VERSUS BASIC SUPPORTIVE CARE
AC van Wessel, LM Over, AE van der Vyver, JLL Kimpen

Department of Paediatrics and Child Health, Division Neonatology, Pelonomi Hospital and University of the Free State

Objectives
The aim of the study was to look at the cost-effectiveness of our treatment policy concerning LBW-babies at Pelonomi Hospital.

Methods
From 18 August to 25 October 1996 all babies that were born with a birth weight < 2500g were included in the study (Total of 260).  They were treated according to the standard policy at that time.  The cost of treatment was determined for each baby, using a cost factor equation.  Babies were stratified into weight groups by 200g increments.  The average cost per weight category was calculated.

Results
We found that the most expensive group to treat in IC/HC was the 900-1099g category and that IC/HC was 5 times more expensive than basic supportive care in this group.

Conclusions
Although the numbers in each group were small, a clear trend was found.  Based on these data one could argue that IC should be reserved for babies >1100g in order to provide the most cost effective treatment.

OUTCOME OF INFANTS WITH BIRTHWEIGHT <1000G AT BARAGWANATH HOSPITAL 1981-1999
PA Cooper, M Mokhachane, RM Mphahlele, E Beckh-Arnold, M Urban

Department of Paediatrics, University of the Witwatersrand

Objectives
Infants with birthweight <1000g are seldom ventilated at Baragwanath Hospital due to the limitation of intensive care facilities.  They are, however, offered all other forms of therapy routinely available to larger infants.  The purpose of this study was to examine the survival of infants with birthweight <1000g over the past two decades.

Methods
Historical data was available for the 1981-1982 time period and data from the computerised neonatal database which was functional from 1990 were analysed.  Apart from the availability of newer antibiotics and refinements in certain areas of management, no fundamental changes in care took place over this period.

Results
Survival during the period 1981-1982 was 14%.  This had increased to 24% for the years 1990-1991, 32% for the years 1995-1996 and to 54% for the most recent time period 1997-1999.  Follow-up data suggests that long term outcome of surviving ELBW infants is very good.

Conclusions
Remarkably good survival figures can be achieved in extremely low birthweight infants even in the absence of the availability of mechanical ventilation, provided other aspects of their care are optimised.

THE PERSONAL PREGNANCY EXPERIENCE OF NINETY SOUTH AFRICAN DOCTORS

TA Lawrie, M de Jager, GJ Hofmeyr

Department of Obstetrics and Gynaecology/Effective Care Research Unit, University of the Witwatersrand

South African obstetricians in the private sector have been criticised for their liberal use of caesarean section.  Internationally too, there is a lowering of the threshold for caesarean section, and medical practitioners themselves seem unconvinced of the benefits of vaginal versus caesarean birth.  Our main objective was to observe prospectively any differences in pregnant medical practitioners’ personal expectations of childbirth, and the actual event.  The main outcome measure was mode of delivery.

Methods
We recruited 90 pregnant medical practitioners by placing a note in the South African Medical Journal.  Telephonic interviews were conducted antenatally, from 27 weeks gestation, and at six weeks postpartum by means of a structured questionnaire.  Details recorded included post obstetric history, expected mode of delivery, actual mode of delivery, pregnancy complications and fetal outcome.

Results
The sample comprised general practitioners (34.4%), specialists (25.6%), medical officers (25.6%), registrars (10%), and others (4.4%).  The mean gestation at recruitment was 32.2 weeks (range 27-39).  There were 50 primiparas (55.6%) and 40 multiparas (44.4%).  The mean age was 30.7 (range 26-39) and 32.7 (range 26-40) respectively.

Eighty eight women (97.8%) attended private obstetricians.  Thirty-two (35.6%) women, including ten primiparas, planned an elective caesarean section for delivery.  The remainder (64.4%) expected a normal vaginal delivery.  Previous obstetric problems of multiparas were preterm delivery (3), hypertensive disorders (2), shoulder dystocia (2), fetal growth restriction (1) and stillbirth (1).  Antenatal complications occurring after recruitment included preterm labour (19), hypertensive disorders (3) and gestational diabetes (2).

The mean gestation at deliver was 38.9 weeks (range 32-42) with seven women (9%) delivering before 37 weeks gestation.  Table 1 shows the delivery details of the women.  Overall, the indications for emergency caesarean section included fetal distress (6), failed induction (4), cephalopelvic disproportion (4), breech/malpresentation (3), failed vacuum (3), twin pregnancy (2) and other (3).

Table 1
Mode of delivery
	Mode of delivery
	Primiparas
	Multiparas
	Total

	Elective c/s
	10/49 (20%)
	19/39* (48.7%)
	29/88 (33%)

	Emergency c/sa
	21/39 (53.8%)
	4/20 (20%)
	25/59 (42.4%)

	Forceps/vacuuma
	11/39 (28.2%)
	2/20 (10%)
	13/59 (22.0%)

	Total intrapartum operative deliverya
	32/39 (82.1%)
	6/20 (30%)
	38/59 (64.4%)

	Normal vaginal delivery
	7/49 (14.3%)
	14/39 (35.9%)
	21/88 (23.9%)


C/s=caesarean section, a denominator excludes women undergoing elective c/s; 

* including 15 women with a previous c/s 

Ninety-two babies with a mean birthweight of 3210 grams (range 1600-4400) were born to 88 women.  Sixteen babies (17.4%) experienced problems in the early neonatal period.  Twelve of these babies were born by Caesarean section, two by forceps and two (twins) by a normal vaginal delivery.  Respiratory problems were most common.  Two babies suffered cephalhaematomas.

Comment
The rate of medical intervention in this study, particularly in primiparous women, is extremely high.  Three possible explanations need consideration: sampling bias may have contributed; though this was minimised by studying the index pregnancies prospectively; the results may reflect the pattern of private obstetric practice in South Africa; or doctors may be a high-risk group for operative intervention.  We believe that the time has come for critical appraisal of the increasing incidence of caesarean sections.

FLUID ACCUMULATION IN THE FETAL THORAX

EC de Coning

Department of Obstetrics and Gynaecology, University of the Free State

Introduction
Accumulation of fluid in the thorax is not a common finding.  Ethiological factors are multiple and range from primary lung pathology, lymphatic obstruction to non-immune hydrops.

Case Studies
We report 4 cases where fluid collection in the fetus was the dominant ultrasound abnormality.

Diagnosis

Outcome


Comments
20 weeks

Intrauterine death

E.coli cultured from aspirate

28 weeks

Intrauterine death

Extra lobular sequesting lung

29 weeks

Iatrogenic neonatal death
Viral hydrops

20 weeks

Normal term


Unilateral effusion (transudate)

Conclusion
Fluid accumulation in fetal lungs is an infrequent ultrasonographic diagnosis with poor fetal outcome.  Intrauterine fluid aspiration is helpful to establish diagnosis.

THE PREVALENCE OF THE C677T AND A1298C MUTATIONS IN THE METHYLENETETRAHYDROFOLATE REDUCTASE GENE IN AN OBSTETRIC OUTPATIENT POPULATION
GS Gebhardt, CL Scholtz, HJ Odendaal.

Introduction

Homocystein is a highly reactive amino acid and it can cause direct endothelial damage, as shown in cell cultures and in animal studies [Wall RT et al]. Molecular defects in the methylenetetrahydrofolate reductase (MTHFR) gene may result in hyperhomocysteinaemia. Hyperhomocysteinaemia is associated with arterial endothelial dysfunction in humans independent of other risk factors, such as hyperlipidaemia, hypertension and smoking [Woo KS et al]. It is also a risk factor for venous thrombosis, neural tube defects and placental infarction or abruptio [Goddijn-Wessel TAW et al].

There are several different mutations described in the MTHFR gene, of which the C677T and A1298C mutations are the most investigated. The A1298C mutation on its own does not cause elevated homocystein levels, but combined heterozygosity for both these mutations is associated with hyperhomocysteinaemia and decreased plasma folate levels [van der Put NMJ et al]. 

Objective

The aim of this study was to determine the prevalence of the C677T and A1298C mutations in the gene coding for MTHFR in a routine antenatal setting.

Methods

Venous blood was sampled on 114 consecutive new patients at their first booking visit at the antenatal clinic at Tygerberg Hospital in the period 15 July 1999 - 15 September 1999.  Venous blood was collected in EDTA tubes for DNA extraction following informed consent. Genomic DNA was amplified using the polymerase chain reaction to determine the C677T and A1298T genotypes. Amplified products were digested with Hinfl and MboII restriction enzymes respectively and the resulting fragments analysed on polyacrylamide gels.

Results

There were 30 patients heterozygous for the C677T mutation and two homozygous (T/T). Thirty-nine patients were heterozygous for the A1298C mutation and five homozygous (C/C). Sixty-seven percent of patients have a mutation and only 3.5% have both mutations. No patient was homozygous for both mutations.

Conclusions

These figures are in keeping with the published prevalence of these mutations in normal populations and are lower than the prevalence in pregnancies complicated by abruptio placentae and intra-uterine growth restriction.
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