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THE VALUE OF AN ONGOING AUDIT OF KANGAROO MOTHER CARE IN IMPROVING CLINICAL PRACTICE

Elise van Rooyen 

Department of Paediatrics, Kalafong Hospital, MRC Research Unit for Maternal and Infant Health Care Strategies, University of Pretoria
Background

A 20-bed Kangaroo Mother Care (KMC) unit was established at Kalafong Hospital, Pretoria in July 1999. Continuous and intermittent KMC as well as conventional care is practiced in the unit on occasion when the mother is not able to lodge with her infant. All discharged infants were followed up at a weekly clinic, which is held in the unit.

Objective

The objective of the presentation was to discuss the importance of keeping accurate records regarding the practice of KMC and to present the results of data collected over a 5-year period as well as to discuss the value of the audit in improving clinical practice.

Method

All patients admitted to the KMC unit from 1 August 1999 to 31 July 2004 was included in the audit. A data sheet was completed for each admission. The data sheet was developed to keep accurate records of the patients cared for in the KMC unit. Data captured on the sheet included the following: birth, admission and discharge dates, birth, admission & discharge weights, gestational age of the infants, transfer dates out of the unit due to apnoea or infection, feeding practices, number of infants on oxygen and the time period that they received oxygen, number of deaths and follow-up clinic attendances. 

The data was captured on the computer in Microsoft Excel and analysed each year. 

Results

A total of 1885 infants were admitted to the KMC unit during the 5 years. Details of the total admissions, admissions per month, average length of stay in days and the bed occupancy in the unit is summarised in Table 1. When looking at the length of stay the longest period that a patient stayed in the unit was 165 days. The reason for the long stay was because the infant was oxygen dependent and could not be discharged on oxygen. 

Table 1

	Year
	1
	2
	3
	4
	5
	Total

	Number of infants admitted
	319
	361
	369
	428
	*408
	1885

	Average admissions / month
	27
	30
	31
	36
	34
	31

	Average length of stay in days
	13
	14
	14
	13
	12
	14

	Bed occupancy rate
	58%
	68%
	73%
	75%
	85%
	72%


*A ten-bedded cubicle was closed for 3 months due to repairs to the roof

The infants admitted to the unit were allocated to different weight categories according to their admission weight. This is portrayed in Chart 1. Overall 47% (883) infants admitted to the unit weighed less than 1501 grams. 

Before implementation of KMC, infants were discharged at a weight of more than 1750 grams. After implementation of KMC 52% (970) infants were discharged from the unit weighing less than 1751 grams (Chart 2). In Table 2 the percentage of infants discharged at different weight categories is presented. More infants could be accommodated in the unit because it was possible to discharge infants at lower weights and thus sooner. Forty two percent of infants were discharged weighing less than 1701 grams. 

Admission Weight Categories

Chart 1






Chart 2
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Table 2

	Discharge Weight Categories

	Year
	1
	2
	3
	4
	5
	Total
	%

	< 1500g
	6
	7
	4
	7
	9
	33
	2

	1500 > < 1600g
	10
	44
	30
	76
	43
	203
	11

	1600 > < 1700g
	45
	114
	113
	121
	144
	537
	29

	1700 > < 1800g
	115
	63
	79
	85
	79
	421
	22


42% infants discharged with weight < 1700g

64 % infants discharged with weight < 1800g

Of the 1885 infants admitted to the KMC unit, 16 (0,8%) infants died in the unit or within 24 hours of being transferred back to the intensive care unit (ICU). (Table 3) Hundred and sixteen (6%) infants were sent back to the high care unit (HCU) due to apnoea or possible infection. Sixty infants had to be readmitted from home because they did not have satisfactory weight gain or because they lost weight. 

Table 3

	Deaths, Transfers and Readmissions

	Year
	1
	2
	3
	4
	5
	Total

	Number of patients admitted
	319
	351
	369
	428
	408
	1885

	Infants that died in the unit
	0
	3
	5
	4
	4
	*16 (0,8%)

	Infants T/F back to HCU with apnoea / possible infection
	25
	24
	17
	22
	28
	116 (6%)

	Infants readmitted from home
	5
	18
	12
	19
	6
	# 60 (3%)


*6 expected deaths - (trisomy 18, spina bifuda, microcephaly, AIDS, prune belly, PDA)

*10 unexpected deaths

*1 death associated with maternal depression

#47% infants readmitted from home during winter months

If the deaths that occurred are analysed it was found that there were 6 expected deaths and 10 unexpected deaths. (Table 3) One of the unexpected deaths occurred in a mother and infant pair where the mother was severely depressed. Due to her depression and poor response to communication it was only in retrospect that it was realised that the mother also had psychiatric problems. From this incident we realised that it is very risky to expect a mother to be the primary care taker of her premature infant if she has a severe depression or suffers from a psychological problem. Mothers who show signs of mental health problems are therefore excluded from the KMC unit and their infants receive conventional neonatal care. 

Characteristics of infants that died are summarised in table 4. In order to see whether the infant deaths had a seasonal variation the data was analysed to see when the deaths occurred. Eighty one percent of infant deaths occurred during the winter months, April to September and 44% deaths occurred during the months April and May. Each year 60% of the nursing staff in the wards change and this staff change occurs at the beginning of April each year. The high percentage of infant deaths during this period may be due to the lack of proper orientation in the Kangaroo Mother Care method and training in neonatal resuscitation methods. 

Infants were discharged much sooner and at a lower weight than in the past and it was therefore important to see how many infants did not have satisfactory weight gain of at least 10 grams per day. Infants who lost weight or did not gain weight was readmitted to the unit. Only 60 (3%) infants had to be readmitted during the 5-year period. (Table 3) In order to see whether the readmissions had a seasonal pattern, the data was analysed and it was found that 47% infants were readmitted during the winter months, April to September. Readmissions were not increased during the colder months compared to the warmer months. The main factors that played a roll in infants needing readmissions were mothers failing to practice KMC continuously. 

Table 4

	Characteristics of Infants that Died

	Birth weight < 1250 grams 
56%

	Weight at death < 1500 grams 
50%

	< 7 days in KMC 
37,5%

	Receiving oxygen 
50%

	HIV exposed
25%

	Died in April – September (Winter) 
81%

	Died in April – May (staff change)
44%


Characteristics of infants transferred back to the HCU is summarised in Table 5. From the data it is clear that the smaller infants were more prone to complications, which necessitated them to be transferred back to the HCU (72% of infants transferred weighed less than 1501 grams). Nearly half of all the transfers (46%) occurred during the first week after being admitted to the KMC unit. 

The most common reason for the infants to be transferred back to the HCU was incidents of apnoea or aspiration of feeds. Nearly all the infants that were transferred to the KMC unit were on tube feeds and the transition of tube to cup and then breastfeeding occurred in the unit. During the transition period the mothers need a lot of support from the nursing staff in order to acquire the skill to feed their premature infants and to learn the correct feeding techniques, which would prevent complications from occurring. This support may be lacking. One third of infants that had to be transferred back to the HCU were oxygen dependent. The data was analysed to see whether there was a seasonal pattern when transfers occurred, but no pattern was found. During the winter months April to September 45% of transfers occurred and during the staff change period 12% of transfers occurred. 

Table 5

	Characteristics of Infants transferred back to HCU

	Infants transferred back to the HCU
116 (6%)

	Birth weight < 1250 gram
54%

	Admission weight < 1250 gram
39%

	Admission weight < 1500 gram
72%

	Average discharge weight
1977 gram

	Average days in KMC 
30 days

	Average days in KMC (all patients included) 
14 days

	Length of stay before transfer:

	< 7 days
46%

	< 21 days
83%

	> 21 days
17%

	On oxygen 
30%

	HIV exposed 
20%

	Season of Year:

	T/F 1 April – 30 September (winter)
45%

	T/F 1 April – 30 September (Staff change)
12 %


One of the components of KMC is exclusive breastfeeding. The infants at Kalafong hospital are fed breast milk. Initially they receive expressed breast milk via oro- or nasogastric tubes then via syringes or cups until breastfeeding is established. Infants that were HIV exposed received pasteurised breast milk via tube or cup. 

Chart 3





Chart 4
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Breastfeeding has important anti-infective properties, which play an important role in the prevention of infections and necrotising enterocolitis. This may be one of the reasons why so few infants (6%) developed complications. 

The feeding methods of infants in the KMC unit is summarised in chart 3. Only 10% of infants received formula feeds. The average weight gain of the infants in the KMC unit was 24 grams per day.  

It was important to follow-up the infants that were discharged from the unit to see whether the infants who were discharged at a lower weight were thriving at home. A follow-up clinic was established and Chart 4 summarises the attendance rate.

Only one infant was abandoned during the period of the audit.

Conclusion

By completing a simple data sheet and analyzing the data on a yearly basis important information was obtained with regards to the practice of KMC. It enabled the medical staff to adapt current clinical practices in order to improve the care in the unit. The results of the audit provided guidance to management regarding staff allocations and emphasized the importance of staff orientation and training when nursing staff rotates each year. It provided information on the safety and cost-effectiveness of KMC as well as insight into which patients may be more vulnerable to develop complications or problems. The establishment of the KMC unit is of great value and has improved the general care of LBW infants in Kalafong Hospital.
COSTING OF OUTREACH STRATEGIES FOR IMPLEMENTING NEW HEALTH CARE INTERVENTIONS – THE CASE OF KANGAROO MOTHER CARE 

Anne-Marie Bergh, RC Pattinson

MRC Unit for Maternal and Infant Health Care Strategies and University of Pretoria

Background

This study is an exercise within the focus area of the costing of kangaroo mother care (KMC), which is part of the broader KMC research programme of the MRC Unit for Maternal and Infant Health Care Strategies that has been running since 1999. When one does a costing exercise, various elements or components could be included in or excluded from the equation. One distinction that could be made is between ongoing expenditure (e.g. cost of care and cost of maintenance), once-off financial outlays for enabling the implementation of a new intervention, and the cost of training staff for implementation (e.g. initial training of outreach for awareness and skills and continuous professional development). This paper only deals with the costing of the initial outreach to train staff and to support hospitals to implement KMC. 

What we already know

One of research questions of the MRC Unit’s KMC programme was: What kind of outreach strategy is the most effective or successful in the implementation of a new health care intervention? Three outreach strategies were investigated or are still under investigation, namely: 

· A research-based implementation package on its own.

· The package plus face-to-face facilitation (on-site visits).

· The package plus facilitation at a site of excellence (off-site, ‘hands-on’ facilitation).

The investigation was supported by the development of a progress-monitoring model and instrument to measure progress in implementation and differences in scores between hospitals receiving different outreach treatments. Currently the “gold standard” for outreach is a package plus on-site facilitation.  In the outreaches in three provinces the progress of hospitals up to the level of “evidence of practice” in less than one year was as follows: package only – 70%; package plus on-site facilitation – 100%; package plus off-site facilitation – 100%. 

What was already known was that new interventions were costly to introduce and that once-off workshops and a roll-out with a training-of-trainers approach often yielded questionable results. With regard to KMC implementation we had already established that the ideal for receiving facilitation was a five-member multidisciplinary team. Currently there are only minimal differences in implementation progress scores between hospitals receiving on-site and off-site facilitation respectively, and this study is still in progress. We have also found that some hospitals were able to implement a new strategy with a package only.
Aim

In order to get a sense of the cost of training staff for KMC implementation, we aimed to build a theoretical model based on the MRC Unit’s experience with the implementation of KMC, as well as results from qualitative enquiries. This model would then be used to calculate additional costs that would be incurred when using different outreach strategies for KMC implementation. 

The following research question was formulated: In the case of limited resources, what trade-offs could or should be made in terms of success of implementation and cost to achieve that success? 
Methods

A model was developed, using the following as points of departure:

· It would be a theoretical model for implementing the intervention in 30 public hospitals.

· In each hospital a core team of 5 people would be responsible for driving the implementation.

· All team members of all 30 hospitals would attend an introductory workshop of 6 hours at the site of excellence (the “training centre”) where the following would be attended to:

·
Introduction to intervention; 

·
Demonstration of use of implementation package;

·
Each hospital would receive one implementation package.

· There would be a control for distance – for the purposes of our calculation we worked from the premise that each hospital would be 100 km from the centre and 100 km apart from each other.

· Travelling costs were calculated at R1-50/km.

Details of types of outreach

	(1) Package alone: 

-  10 hospitals 

	5 participants per hospital

Team members:

-  Administrator/manager
-  Senior medical officer

-  Chief professional nurse

-  Other nurse

-  Allied health professional


	(2)  Off-site, ‘hands-on’ facilitation:

-  10 hospitals 
-  1 x 1-day, off-site training session

-  Facilitators: 

1 senior consultant


1 chief professional nurse 

	

	(3) On-site facilitation: 
-  10 hospitals 
-  2 visits of 3 hours each

-  Facilitator: 1 senior consultant

	

	
	Total: 150 participants



The three models for costing outreach
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Results

The average training cost of implementing KMC, where facilitation is involved, ranges between R4 600 and R6 200 per hospital, with very little difference in cost between the two strategies. Currently there are also minimal differences between the two strategies in terms of the success of implementation. 

Cost variables in the calculation of costs

	Cost variable
	On-site
	Off-site

	Salaries  (basic, beginning)
	(
	(

	Traveling (R1-50/km)
	(
	(

	Catering
	(
	(

	Accommodation
	(
	(

	TOTAL (100 km)
	R4622
	R 4684


Comparison of total cost per hospital by distance and outreach type

	Outreach type
	100 km
	150 km
	200 km
	250 km

	Package only
	R 2 592
	R 2 745
	R 2 895
	R 3 045

	Off-site, ‘hands-on’ facilitation
	R 4 684
	R 5 184
	R 5 684
	R 6 184

	On-site facilitation
	R 4 622
	R 4 902
	R 5 182
	R 5 462


Conclusion

· Achieving the “gold standard” of best implementation outreach (package plus on-site facilitation) costs about R5 000 per hospital. 
· One good incubator costs about R50 000.

· For the cost of one incubator the staff of 8 to 10 hospitals could be trained in KMC.

· Planners at all levels should not use costs as an excuse not to train staff on how to introduce a new health care intervention.

· Provincial planners could use insights from our results in their own costing exercises, taking their own context into account.

THE ILLNESS PROFILE DURING THE FIRST YEAR OF LIFE OF VERY LOW BIRTH WEIGHT INFANTS DISCHARGED FROM A KANGAROO MOTHER CARE UNIT

Kirsten GF, van Zyl JI, Kirsten CL, Thompson E.

Department of Paediatrics, Tygerberg Children’s Hospital and the University of Stellenbosch.

Non-ventilated infants <1600g born at Tygerberg Hospital receive intermittent Kangaroo Mother Care (KMC) and breast milk feeding. Apart from the 3-monthly visits at the neurodevelopmental High Risk Clinic (HRC) at Tygerberg Children’s Hospital (TBCH), these infants also receive basic health care at the Day Hospitals and Clinics in their community after discharge. No information exists regarding the post-discharge illness profile and health care support when these infants are sick during the first year of life or on the impact of breastfeeding or smoking on these diseases.

Aim: To determine the disease profile and health care support systems of infants <1600g who received intermittent KMC when they are sick during the first year of life.

Study design: Prospective, cohort analytical.

Methods: 127 infants with birth weights <1600g were recruited upon admission to the KMC Unit. Stable infants were transferred to the referral hospitals and discharged once they were fully breast fed and  weighed 1800g. The mothers were informed about immunisations at the clinics in their community and an appointment was arranged for follow-up at the HRC at TBCH. Weekly telephonic interviews were conducted after discharge.

Results: 24 infants were excluded from the study. 103 infants were followed  until 12 months corrected age. The most common diseases contracted and location of treatment are shown in the Table. There were no differences in the prevalence of otitis media (OT), gastro-enteritis (GE) or lower respiratory tract infections (LRTI) between the infants who were breast fed or formula fed (p=0.3) (Table 1). Gastro-enteritis occurred more often in the infants of mothers who smoked (p=0.05) while no differences were noted for otitis media or lower respiratory tract infections (p=0.5) (Table 2).  The type of infection and the facility where the infant was treated is shown in the Graph. Four infants died post discharge; 2 from SIDS, 1 from meningitis and 1 from a cardiomyopathy (Table 3).
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Conclusions

Otitis media was the most common infection followed by gastro-enteritis and lower respiratory tract infections.  Only one infant died from infection (meningitis). The Clinics, general practitioners and HRC at TBCH were most often used for health care support with the Day Hospital and chemist least often. Bronchiolitis remained the most important cause for hospital admission.

This study confirms the high incidence of otitis media in VLBW infants from lower socio-economic back grounds (64% in this study). This may have serious implications on the hearing and neurodevelopmental outcome of these infants.

Breastfeeding had no impact on the prevalence of infection in these infants. The association between maternal smoking and gastro-enteritis needs to be further explored.

LIMPOPO INITIATIVE FOR NEWBORN CARE (LINC): MAJOR ACHIEVEMENTS

PL Mashao, AF Malan, D Greenfield, NC Mzolo and BA Robertson

Centre for Rural Health (CRH), department of Paediatrics and Child Health, Medunsa. Polokwane Campus.

Introduction

In order to improve newborn care in Limpopo Province, the Limpopo Initiative for Newborn Care (LINC) team visited all 40 hospitals in the province to get more detailed assessment. Of the hospitals visited, we noted that there were major achievements in most hospitals. The LINC team also embarked on training health workers involved in perinatal care including doctors, midwives and enrolled nurses and enrolled nursing assistants. 

Findings

Findings based on observations of, and comments made to, the LINC team, and the findings of a second visit to 15 hospitals – level 2 and the bigger level 1 facilities.

Raised profile of newborn care in the Province

 All the role players have been reached (management to the ENAs).

 Awareness that there is a high neonatal mortality, which can be reduced.

 Good relationship with senior personnel at Provincial level.

Teaching and training

 155 Midwives trained from July 2003 – February 2005.

 18 Advanced training for Midwives during the months of July and August 2004 only for those midwives who attended 5 days basic newborn care training course.

 113 Doctors from July 2003 – February 2005.

 55 Enrolled nurse/Auxiliary nurses have received basic training on newborn care from July 2004 – November 2005.

Support for hospitals

 All hospitals have been visited.

 All level 2 and bigger level 1 twice and some 3 times.

 Staff have expressed appreciation for the support.

 Staff from tertiary complex have started outreach visits.

Support and encouragement for the development of level 2 nurseries – 

 Encourage the development of regional services with neonatal high care facilities.

 Conducted CPAP workshops.

 This support will be an important ongoing activity for 2005.

Perinatal audit

 LINC team participated in PPIP training.

 Assessed data at hospital visits.

 Assisted in interpretation of data at facility level.

 All hospitals use paper record of PPIP.

 3 hospitals enter it on computer.

 10 hospitals have regular audit meetings.

Staff and staffing

 Staff felt empowered.

 Knowledge - Evident that staff had a greater Knowledge understanding of clinical problems and appropriate care practices.

 Attitude – Enthusiasm and commitment to caring for newborns.

Staff Rotation

There has been slight improvement in some institutions on staff rotation.


Of 15 hospitals re-visited, 8 hospitals are now having permanent staff looking after newborns, 9 hospitals has less rotation and 10 hospitals dedicated EN/ENA to care for newborns.

Facilities

 8 hospitals managed to move their nurseries to bigger rooms.

 4 hospitals are in the process of making some minor structural changes like fixing a washing basin.

 3 hospitals managed to make KMC rooms more homely.

Equipment

 Essential equipment ordered in all hospitals.

 Pulse oximeters acquired in 4 hospitals.

 Neonatal probes for monitors in 3 hospitals.

 Hand lotion readily available in all hospitals.

Implementation tools

These were developed because of the lack of appropriate documentation

 Limpopo Newborn Record: All hospitals.

 Newborn observation chart: 10 hospitals.

 Limpopo Newborn Protocols/guidelines: available in 10 hospitals.

 KMC discharge score sheet: 10 hospitals.

Practices

 Routine bathing stopped in all hospitals.

 Vit K given IMI only in 14 hospitals.

 Appropriate accommodation for lodger mothers in 13 hospitals.

 Nursery admissions – 14 hospitals admits babies less than 7 days in nursery.

Kangaroo Mother Care

KMC practiced in 14 hospitals.

Staff enthusiastic about it.

Safer practices than were previously seen.

Some hospitals moved to better nurseries.

All hospitals doing KMC use KMC score sheets.

Conclusion

There has been a documented improvement in many aspects of newborn care.  A big step forward in just raising awareness of newborn care in hospitals in the Province has laid a foundation for:

 Ongoing work.

 Support and training.

 Regional services.

THE ROLE OF THE ENROLLED NURSES AND ENROLLED AUXILIARY NURSES IN THE IMPLEMENTATION OF THE LIMPOPO INITIATIVE FOR NEWBORN CARE
NC Mzolo, PL Mashao. Prof AF Malan, D Greenfield & BA Robertson 

Centre for Rural Health - University of KwaZulu Natal & Dept of Paediatrics & Child Health Polokwane/Mankweng complex 

1. Introduction

The Limpopo Initiative for newborn care was developed to improve newborn care in all facilities rendering maternity services in Limpopo Province. Training of personnel was regarded as high priority, and only doctors and midwives were trained initially. During hospital visits it was noted that in some facilities enrolled nurses and enrolled auxiliary nurses had a major contribution in newborn care from the time of admission of infants, subsequent care and even dealing with some emergencies that occurred in the neonatal unit.  It became apparent that there was need to strengthen the team to work together towards quality newborn care by empowering both categories with appropriate knowledge and skills to render an effective service. 

2. Methods 

1. A review of the situational assessment data to identify hospitals that allocated  enrolled nurses and enrolled auxiliary nurses in the neonatal unit among the 40 hospitals that provide maternity services in the province.   

2. Observations and interviewing of these nurses during hospital visits and clinical rounds in the neonatal unit to determine their role in newborn care.

3. A review of the scope of practice (as laid down by the South African Nursing Council) and the job descriptions of both these categories was made.

4. Preparation of a motivation for training these nurses in newborn care and planning a training programme.

5. Determine allocation and utilization of these nurses from eighteen randomly selected hospitals. 

3. Findings 

3.1 The Allocation of E/Ns & E/N/As in the nursery was as follows:

 







N

%


· Total no. of hospitals with both categories 

21 
 
 52

· Total no. of hospitals with E/N s only in nursery
 3  
 
 7.5

· Total no. of hospitals with E/N/As in nursery
 6

 15

· No of hospitals with neither E/N nor E/N/A

 10 
 
 25

3.2 The role of E/Ns and E/N/As in Newborn Care  

(a.) Allocation to a neonatal unit.  The enrolled nurses allocated in the neonatal unit were doing routine care to the newborns e.g. checking vital signs, assisting with feeding, nursing care of infants on phototherapy and bathing (before the practice was abolished).  However, they did not have a good understanding of the significance of some of the observations done.

(b). Assisting in or managing a Kangaroo Mother Care unit (KMC) 
Only one institution in Limpopo had a dedicated E/N who managed the KMC unit however after training of these nurses, the majority of institutions allocated these categories to the KMC units. (Interviews were conducted in the eight level two hospitals with regard to allocation of enrolled nurses in the KMC unit) Is this section in my brackets not part of the methods? 

Among the 8 Level 2 hospitals:


5 Hospitals made KMC unit a direct responsibility of the E/N.

2 hospitals allocated Professional nurses.

1 hospital had not yet established a KMC unit but rather practised intermittent

KMC.

Among the 18 hospitals sampled to determine utilization of E/Ns and E/N/As a total of 16 hospitals allocated either an E/N or E/N/A for KMC. 

3.3 Study of the scope of practice as laid down by SANC

The scope of practice of both categories showed a lot of similarities on what they can do for a patient.  Responsibilities for the enrolled nurses in addition to that of the enrolled auxilary nurses were as follows:   
· Supervision and maintenance of  fluid balance of a patient.

· Feeding of a patient. 

3.4 Motivation and planning for a training of E/Ns & E/N/As

The need to train enrolled nurses to become efficient in rendering quality newborn care was discussed with unit supervisors and nursing managers who also supported the idea.

3.4.1 Rationale for training

In the majority of facilities there was no dedicated staff for the nursery as it was part of the maternity unit. The enrolled nurses and enrolled auxiliary nurses were found available in the nursery (most of the time alone) whilst midwives were constantly called to assist in the labour ward and/or operating theatre and sometimes the nursery was virtually left unattended.

Because of shortages of professional nurses there was often minimal coverage of the unit except by E/N and E/NAs who were available and maintained some stability in the nurseries. However they had limited capacity to deal with neonatal problems.  
3.4.2 
Selection of E/Ns and E/N/As for basic training in newborn care  

Institutions were advised to select a candidate of their choice who is working in the neonatal unit/nursery, interested in working with the newborns and willing to undertake training.

 3.4.3 Duration: The training was conducted over 3 months in three sessions of 2-3 days. The total number of candidates trained for over 3 months was 54 (i.e. the number of E/Ns trained were 30 from 24 institutions and the number of E/N/As trained were 24 from 21 institutions).

3.4.4 Activities 

The newborn care basic training included class discussions and practical demonstrations in the neonatal unit. 

The participants gave the following expectations of what they wanted to learn: 

· To gain new knowledge and skill on newborn care so as to be able to:

·  care for preterm infants including feeding.

·  care for big babies > 4kg.

·  care for sick neonates.

· To learn about the following:

· Management of mother & infants on KMC.

·  how to resuscitate an infant.

·  how to teach mothers about breastfeeding and hold the baby.

·  how to reduce neonatal mortality and morbidity.

3.4. 5. Content

The content of training programme as planned by the LINC team included the following: Routine care of a normal newborn, identification and management of a sick neonate, management of low birth weight infants, supporting and assisting with breastfeeding and cup feeding, establishing and managing a KMC unit, performing observation and their implications, Jaundice and nursing care of infants on phototherapy and use of the phototherapy unit, care of infant in an incubator & care of an incubator ,doing a glucose test on the newborn, maintaining accurate records, use of protocols for newborn care , calculation of feeds & fluids and developing a job description for E/Ns and E.N/As.

3.4.6 Resources used for training
The PEP Manual for Primary care and Limpopo Protocols for newborn Care.

3.4.7. Participants’ comments following the training programme 

· Arrange more workshops of this kind at least 3 times a year and these should be done in the institutions. 

· I would like to be permanently allocated in the neonatal unit.

· I would like to do a full course of the Primary Care PEP Manual to further my knowledge.

· Our hospitals need better equipment to provide care.

· I wish to have more exposure in the clinical area so as to manage a KMC unit and wish that a training course was 5 days or more.

Participants’ wishes on what could have been included in the training programme:
Care of babies whose mothers have died, PMTCT and counselling, essential equipment for newborn care and how to use it as well as staffing in neonatal unit 

4.  Utilisation of the enrolled nurses and enrolled auxiliary nurses

Telephonic interviews were conducted with supervisors and the participants to answer the following questions:

Where were they allocated? 

What difference/change have been noted in the unit and on the trainees (individual performances) resulting from training? 

What were the trainees’ perceptions of themselves?

4.1 Allocation:  Among the 18 hospitals 17 of them had allocated the trained enrolled nurses and enrolled auxiliary nurses in the neonatal unit and one hospital had not yet sent an enrolled nurse for training.

4.2 The supervisors’ perceptions of the trainees and their contribution to the unit
The supervisors gave a positive feedback about the trained E/Ns and E/N/As: 
· They have adopted a sense of responsibility towards care of newborns and are always available in the unit and practice with confidence.

· They are managing KMC units well as they understand the assessment score and know how to teach mothers on KMC.

· They are able to detect changes in the infant’s condition in good time and report.

· They are able to teach their peers and give appropriate advice to mothers with regard to care of infant on phototherapy or in an incubator.

· They are also dependable in taking rounds with the doctors.

· The recording on the neonatal admission record has improved.
4.3 The perceptions of the trainees about their performance following the training programme 

I feel confident in teaching mothers, my colleagues and pupil nurses about breastfeeding and KMC.  I can now take rounds with the doctors and show them sick neonates.  I can manage the nursery whilst midwife is busy in the labour ward.  I am managing a KMC unit.

Conclusion

The role of the enrolled nurses and auxiliary nurses cannot be underestimated in the provision of quality newborn care and therefore in-service training and support is needed.  It does show that training has improved competence, confidence and also influenced placement of these nurses.

Recommendations

· Training of E/Ns and ENAs in basic newborn is essential to ensure that newborns are cared for by skilled personnel.

· Permanent allocation of these nurses in the neonatal unit should be considered following training, however, appropriate selection of candidates for training is important.

· More of the enrolled category of nurses that are allocated must be trained to ensure adequate coverage of the unit for 24hrs by skilled staff.

· In-service training is needed for those taking care of newborns using a valuable resource manual the (PEP Primary Care).

· Further in-service training must be given to these nurses on any newly implemented programme.

Considerations should be made to put their job description in order.
IS ACCREDITATION OF EXCELLENT NEWBORN CARE POSSIBLE?

AF Malan, NC Mzolo, L Mashao, DH Greenfield, BA Robertson

The Limpopo Initiative for Newborn Care (LINC) has accreditation of hospitals as one of its aims.  The programme is making a difference in the care of newborn infants, but how can this objectively be documented?  Survival rates often take several years to be improve and depend on accurate statistics.  Morbidity and quality of care are much more difficult to assess.  Assessment of long-term developmental outcome is of course highly desirable but unattainable.  We suggest a scheme to evaluate and accredit hospital care of the newborn in Limpopo.

The LINC team had developed suitable records, charts and guidelines, and done training of health personnel.  Suitable reference material was also provided.  Visits to hospitals reinforced the on-going training and allowed for direct observation of facilities, equipment, staffing, etc.  The above were discussed with personnel and a formal report sent to each facility.

Accreditation will be done on invitation from a hospital.  During two days, all facets of newborn care as outlined in the “wagon wheel” will be assessed.

Statistics

Quality of Care 
    Facilities

PMN Reviews 

        Equipment

Resource Material 


      Staffing

Excellent Newborn Care

Training of Personnel 

 Support Services

Kangaroo Mother Care 

Guidelines

Baby Friendly Hospital 
        Records

Policies

These, with the exception of quality of care, will be the same components demonstrated and discussed during the past 2 years.  

Each item will be checked according to a list.  Only the first few are shown below.  Items will be marked as either satisfactory (S) or not satisfactory (NS).  If not satisfactory, a comment will be made explaining the deficit.  The comments will form the report back to the unsuccessful hospital.

	
	S
	NS
	Comments

	1. Statistics

      
 - 2 full years

      
 - correctly calculated rates

 - ability to interpret the data


	
	
	

	2. Facilities

            - Resuscitation areas – nursery,

               theatre, labour ward

            - Nursery Adequate space

                        Hand wash basin

                        Heating / temperature

                        Air conditioning

                        Lighting, etc.

	
	
	


Quality of care will be evaluated on review of case records.  This will be done as objectively as possible using standardised score sheets for different conditions taking into consideration the level of care of the facility; level I, II, or III.  The investigations for possible infection is shown as an example.

	
	I
	II
	III

	Investigations:  WBC, total and differential      

                           Platelets

                           CRP                                                                                    

                           blood gases and acid-base

                           glucose

                           X-rays

                           blood culture

                           lumbar puncture
	(
(
(

	(
(
(
(
(
(
(
	(
(
(
(
(
(
(
(


Three categories will be reviewed: recorded information, assessment of problems and their cause, and clinical management.  These will be graded as shown.  

	
	Good
	Fair
	Poor 
	Absent

	Information
	
	
	
	

	Assessment
	
	
	
	

	Management
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The whole will then be judged as acceptable or not.

Using all the above, hospitals will either be accredited or not accredited as having achieved excellent newborn care.  Successful hospitals will receive a provincial certificate.  Those unsuccessful will be sent a report identifying aspects of care that need to be improved.

We believe a holistic evaluation and accreditation is possible in Limpopo bearing in mind that LINC has establish standard admission records, guidelines, observations, training and other aspects of newborn care.

EVALUATION OF HOSPITALS FOR NEWBORN CARE IN LIMPOPO PROVINCE

DH Greenfield, PL Mashao, NC Mzolo, AF Malan, BA Robertson

Limpopo Initiative for Newborn Care:  Centre for Rural Health, University of KwaZulu – Natal, and Department of Paediatrics, Polokwane Campus, Medunsa

Introduction

Informal visits to some hospitals in Limpopo Province were made by some of the LINC team in 2003.  These were followed by training of midwives and doctors in essential newborn care.  It was noted during these early visits, and the training, that there was a need for a “baseline” on what was happening in the hospitals with regard to facilities, staffing, newborn care practices and outcomes.

Methods

Two teams were formed, each consisting of a midwife with advanced midwifery training, and a doctor with experience in newborn care.

Each of the 40 hospitals in the Province was visited by one of the teams.  The format of the visit was to initially meet with the hospital management and then spend time in the maternity and neonatal wards with the staff.  This latter was the main activity.  The team then participated in a perinatal audit meeting and gave a talk on a topic selected by the hospital staff.  The perinatal statistics for the previous year were collected, and finally there was a report back to the hospital management.

A standard document was developed and used to record the findings of the visits.

Results

Table 1
Indicators (deliveries with a birth weight > 999g)

	Total births
	55 678
	

	LBW rate
	14.50%
	

	SB rate
	22.6 / 1000
	

	ENND rate
	14.6 / 1000
	

	PNM rate
	36.9 / 1000
	

	SB : NND ratio
	1.6 : 1
	


Table 2
Perinatal mortality by birth weight (2003)

	
	Total
	Live
	              Stillbirths
	Early NND
	ENNMR

	
	Births
	Births
	Fresh
	Macerated
	
	per 1000

	
	
	
	
	
	
	

	500 - 999g
	380
	199
	58
	123
	113
	567.8

	1000 - 1499g
	703
	506
	67
	130
	170
	336.0

	1500 - 1999g
	1318
	1112
	72
	134
	80
	71.9

	2000 - 2499g
	4089
	3909
	82
	98
	59
	15.1

	2500g +
	38199
	37893
	166
	140
	171
	4.5

	
	
	
	
	
	
	

	Total
	44689
	43619
	445
	625
	593
	13.6


1.
Statistics
· Table 1 shows a relatively high neonatal mortality rate in spite of a relatively low (for South Africa) low birth weight rate.

· Table 2 shows that most of the neonatal deaths occurred in infants with a birth weights of 1000 to 1499g, and 2500g and more.  The implications of this finding are that the care of immature infants needs to be improved, and that there are a lot of deaths occurring in term infants, probably due to intrapartum hypoxia.  This is in keeping with the high mortality rate of fresh stillbirths with a birth weight of 2500g or more.  In the case of these bigger babies, the intervention needs to be in the monitoring of the fetal condition during labour.

2.
Nursery facilities. The main problem was that space was not used efficiently, although in some hospitals minor structural changes were needed.

3.
Equipment
· 90% of resuscitation areas were inadequately equipped and maintained.

· There was no method of controlling the percentage of oxygen being administered.

· Oximeters were only available in 44% of the hospitals, and of these only 10% had a neonatal probe.

· Apnoea monitors were not available in 90% of hospitals.

· The provision of alcohol hand lotion was only available in 55% of newborn care facilities.

· Half of the hospitals did not have a glucometer.

· 10% of facilities did not have any method of controlling the rate of intravenous infusions.

3. Staffing
Rotation of staff, both medical and nursing, was the norm.  Many of the maternity and newborn units were run by junior staff, and after hours by sessional doctors.

5.
Protocols for newborn care were only available in 38% of hospitals, and where they were present, they appeared not to have been used.  Many of the staff were unaware of their existence.

6. Patient records which were used were generally unsuitable for the monitoring and care of newborns.  Observations of neonates appeared to be seldom, if ever, done.

7. Hospital policies

· Infants were routinely bathed, and almost all hospitals were using communal baby bathing areas.

· Outborn infants and re-admissions in the newborn period were usually admitted to the general paediatric ward.  

· In many hospitals a single oral dose of Konakion was given.
8. Perinatal review meetings were, at best, sporadic, and in 35% of hospitals did not occur at all.  Sub-district clinic staff and sessional doctors seldom, if ever, attended these meetings.

9. The Perinatal Problem Identification Programme (PPIP) was not used.  No data was entered on a computer at facility level, although a paper record was kept of the statistics and deaths.  There was therefore no analysis of the data and most staff were unable to interpret the significance of the data when it was available.

10. There was virtually no in-service education in perinatal care, and very little reference material available to the staff in the ward.  When reference material was available, it was locked away in a safe place!

Conclusions

The survey reported here has highlighted areas for intervention.  What has been reported has concentrated on the problems and deficiencies.  Many of these, however, are readily amenable to intervention, which can improve the outcome for the infants.

A very positive feature of the visits has been the enthusiasm of the staff, and their willingness to learn and to change practice where necessary.  

The findings of these visits have been reported back to the individual hospitals for action and to the Provincial Administration for support.  

INTRODUCTION TO LIMPOPO INITIATIVE FOR NEWBORN CARE

A Robertson
Department  of Paediatrics and Child Health

Polokwane Campus, Univerity of Limpopo

The Limpopo Initiative for Newborn (LINC) care commenced in April 2003, after health workers involved in a province-wide programme to improve reproductive health care expressed a need for assistance in improve newborn care at health facilities in Limpopo Province.

Of the 37 hospitals in the province, 1 is a designated tertiary hospital, 7 are designated regional hospitals and 29 are district hospitals. There are few senior clinicians in these facilities. Community service doctors mostly staff the district hospitals.  All categories of nurses rotate frequently in maternity and newborn facilities. 

The quality of newborn care at the beginning of the initiative was poor, with fragmented care in small rooms, separating inborn, outborn, big, and small newborns. Equipment and facilities were inadequate. A number of policies and programmes affecting newborns were poorly integrated. These included the Perinatal Problem Identification Programme (PPIP), Prevention of Mother to Child Transmission (PMTCT), Perinatal Education Programme (PEP), Kangaroo Mother Care (KMC), Baby Friendly Hospital Initiative (BFHI). These programmes were not seen as elements of the same service, all requiring the coordination of the unit manager. The danger was that LINC would be seen as another separate programme. 

The LINC Initiative is coordinated by the Department of Paediatrics and Child Health, Polokwane Campus, University of Limpopo, and the MCWH Directorate, Limpopo Province and funding provided to the Centre for Rural Health, University of Natal to facilitate the process. The team includes Prof Atties Malan, Emeritus professor of Neonatology, GSH, UCT, Dr Dave Greenfield, a Community Neonatologist from UCT, Ms Zo Mzolo, an Advanced Midwife trainer and MCWH adviser from the Centre for Rural Health who all spend one week a month in Limpopo Province. Ms Lolly Mashao, an advanced midwife is a fulltime coordinator and facilitator.  

An important part of the process was the establishment of team in each hospital to be responsible for improving newborn care. The team included management, unit manager, midwives and doctors as well as the programme representatives (PPIP, PEP, PMTCT, EPI, BFHI, KMC). A series of workshops introduced the team members to the requirements for good newborn care. They then conducted their own situational assessment of newborn care in their facility. 

A one week skills based training on basic newborn care was developed for professional nurses, a 2 day course for doctors and 3 day course for enrolled nurses. To date 155 professional nurses have been trained in 6 courses, 18 of whom underwent an additional weeks training. Five courses have been run for doctors training 113 doctors, and 3 courses for enrolled nurses with 55 trained. 

Further skills development has included on site training during hospital visits, the promotion of and support for PEP as well as CPAP demonstrations for regional hospitals. 

A number of tools to facilitate care have been developed. These include a Clinical Case record with monitoring tools, a newborn observation chart, newborn care guidelines and policies and norms and standards for newborn care. 

Support visits have played a key role in the process. Each hospital has hosted 2 – 4 day long visits that have allowed an objective evaluation of the situation, in-service training, clinical teaching and facilitation of perinatal meetings. Reports to hospitals after each visit have included recommendations on changes to facilities, equipment, staffing and care. The issues in the reports have been followed up on subsequent visits, ensuring accountability.  

The involvement of management at all levels has been vital. They have been included in workshops, special sessions and presentations and discussions before and after visits. 

An accreditation process is ready for implementation and will hopefully provide hospitals with an incentive to improve and provide clear norms and standards and targets to achieve. 

HST conducted an external evaluation of the project in November 2004. Some comments and recommendations include:

“ LINC provides an interesting and inspiring model for improving newborn care in under-resourced areas.” 

“Other provinces could benefit from learning about the process and implementing a similar process in their provinces” 

They have recommended that a package be developed of material for other provinces. They have also recommended ongoing funding for another 2 – 3 years, to sustain and further improve services. 

The priorities for the next 2–3 years will be consolidating work done and continuing support to hospitals, supporting the development of neonatal high care facilities in all 7 regional hospitals, support for the tertiary service and facilitating support from tertiary service, accreditation of facilities and capacity strengthening in Limpopo to conduct their own training.

The LINC Package will be available later this year and will include the following 

· Description of the process.

· Situation assessment tools.

· Visit tools.

· Newborn norms and standards.

· Newborn guidelines.

· Newborn record and charts.

· Accreditation tools.
PARENTAL INVOLVEMENT IN NEONATAL ICU

Martha Lekalakala

Kalafong Hospital

Aim

To empower parents especially women to be as much involved in caring for babies whilst they are admitted in the neonatal intensive care unit.

Method

1. As an intensive care unit might be scary and an unusual environment due to its monitors and ventilators, parents may feel unsettled. It is the duties of healthcare workers to oriented them and make them feel comfortable in the unit.

2. To empower parents to be involved in intermittent Kangaroo mother care in high care.

3. To educate parents and assist them to sign informed consent for either a surgical procedure, an exam or whatever procedure which needs to be done on their babies that needs a signed consent.

4. To assist them to understand the conditions of their baby and why their baby is admitted to an intensive care unit.

5. To educate them on possible outcome of their babies’ conditions.

6. To help them understand their rights and responsibilities as far as their babies are concerned.

Conclusion

Parents will be more willing and confident to participate in caring for their babies in the unit.

THE PROMOTION OF KANGAROO MOTHER CARE IN SOUTH AFRICA

L Goosen

SAKMCF

THE SOUTH AFRICAN KANGAROO MOTHER CARE FOUNDATION (SAKMCF) is a formally registered body with trustees who are all KMC enthusiasts and specialists in various fields of KMC. 

The objective of the trust is to facilitate the education and training of healthcare workers to provide KMC in their services, to promote and support KMC within all communities, primarily, but not exclusively in South Africa on a non-profit basis.

Practical KMC training and promotion resources that can be utilised by the healthcare community as well as interested members of the public are available from the SAKMCF. Some of these will in future be accessible from a SAKMCF website on the internet. 

These include:

· A training program for health professionals on the implementation of KMC in various settings;

· Educational leaflets for parents, promoting KMC for all babies, especially in special circumstances i.e. low birth weight babies;

· Information on the availability of educational videos;

· The Mother and Baby Friendly manual (which includes chapters on the principles and practice of KMC) from the Perinatal Education Programme (PEP);

· Journal reference database;

· Details of other available resource material;

· Details of relevant conferences and workshops. 

The facilitation of workshops at institutions eager to promote KMC can be arranged. 

Research on KMC is encouraged and we would be eager to support such initiatives.  

The SAKMCF has contact with National and International bodies that practice and promote KMC. These include South African initiatives in the Western Cape, Gauteng and Natal as well as other African countries, Asia, Europe and the Americas. Contact is also kept with other international bodies such as The International Network for Kangaroo Mother Care (INK).

The Foundation welcomes any interested persons or organisations wanting to share their expertise and include the information on our website, to contact us. Should you be interested in having access to any information that we may have, please contact us. 
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CENTERING PREGNANCY®-IS IT FEASIBLE IN SOUTH AFRICA?

de Gouveia E, Ickovics J, Schindler-Rising S, Kershaw T, Makin J.  MRC Unit for Maternal & Infant Health Care Strategies & University of Pretoria and Yale University

Introduction

The Centering Pregnancy Program® is an innovative model for group antenatal care which has been successfully implemented at more than 50 antenatal care sites around the United States and Canada.  In a group setting, women receive their basic antenatal risk assessment, can share and gain support from other women, improve their sexual risk reduction skills and gain knowledge and skills related to their pregnancy, condom use, STDs/HIV, childbirth and parenting.  Groups of 8-12 women of the same approximate gestational age are led by a midwife and an assistant. The Centering Pregnancy Program has structured 2-hour sessions that are implemented from the 2nd trimester of pregnancy (after initial individualized assessments have been conducted) through to the end of pregnancy.  There are 12 main content areas, with educational topics in each.  Patients monitor their own blood pressure and urine and have worksheets on self assessment topics to complete every session.

The program was developed and modified for young urban US women.   For the program to be effective, it needs to focus on cultural and content issues important to South African pregnant women. 

Aim

The aim of this study if group care is feasible and acceptable and to establish what needs to be modified in the current program.
Methods 

A total of 34 women in 5 groups volunteered to participate in the focus groups.  They were recruited from the Kalafong antenatal clinic while waiting for their routine check up.  A further focus group was done with 5 of the partners of these volunteers.  Seven of the health care workers at the Kalafong antenatal clinic also participated in a separate group.   Participants were asked to give their views on the current antenatal care model, the group care model, HIV and sexuality and gender roles.  The sessions were 1-1½ hours long, were tape recorded and transcribed for analysis.  Qualitative analysis was done using QSR N6 NUD*IST® software.

Topics included, present and past antenatal care experiences, information which they felt should be addressed more during their care, feelings about group care model, HIV, sexuality and gender roles.

Results


The women were fairly non-committal when asked about their present antenatal care with the majority reporting it was "okay".  There were women who reported abuse or maltreatment at the hands of the medical staff especially the nursing staff and especially during in-patient stays. Other sources of dissatisfaction were the long queues, long waiting times, poor clinic structure and rudeness of staff.

A continuous theme in all the groups was lack of communication. The health care workers do not volunteer information and the women do not ask because they feel intimidated.  There were many instances of miscommunication leading to distress and in any setting the women were most comfortable with their own language.

The main topic mentioned in all the groups which needed more attention was Human Immunodeficiency Virus (HIV) and sexually transmitted diseases (STDs) as well as sexuality during pregnancy.  Other topics included signs of labour, nutrition, genetic counselling (of concern to older women in groups), minor pregnancy complaints, mode of delivery, pain relief options, contraceptive methods, patient’s rights.  These were all specifically mentioned by the participants.

The health care workers were very defensive and claimed they already cover all the topics mentioned above.  They felt the most important topics to cover were contraception and again, HIV.  They felt uncomfortable about dealing with the topic of sexuality.

The partners felt they needed more information on minor complaints of pregnancy, family planning, their role during labour, mode of delivery and myths and misconceptions especially related to sex and HIV during pregnancy.  One partner felt the groups could even function as a method of marriage counselling.

When asked about group care, the women felt they would be comfortable discussing anything (even HIV status), would help each other with advice, would have no problems performing self measurements and felt the men should attend the groups but might be more reserved with men in the groups.

The health care workers were not very enthusiastic about the model (although the younger health care workers expressed more interest).  They thought that it might be a good thing in that the women might be encouraged to take responsibility for themselves but were reserved about women taking their own measurements. They did, however, think that it might mean less work for them. They believe that without control the women might manufacture readings. They were also concerned about the composition of the groups especially in relation to potential language barriers.  They felt the men should attend as they believe the men are better listeners.

The partners, in general, wanted to attend antenatal care but felt excluded by the women.  They were worried about issues of confidentiality especially with regard to sexual issues in the groups.  The men generally do not attend due to work responsibilities.  

The groups were specifically asked about HIV and prevention of HIV.  Condoms were a thorny issue for all parties and were seen as a marker of infidelity.  The men do not like to use condoms and tend not to test for HIV.  The women express frustration at their inability to protect themselves from STDs especially HIV.  

The discussion on gender roles brought up cultural issues.  Men traditionally do not participate in childbirth and child rearing.  The couples tend to live in separate households and women are taken care of by their parents or mother-in-law.  Unmarried fathers do not have free access to their partner and offspring as she is considered the "property" of her family until he pays for her regardless of marital status.

Discussion

We feel that the problems mentioned by the women with current system of antenatal care would be addressed by the Centering Pregnancy Program®.  The women come and participate in the group and do not wait for hours to be seen as individuals.  Group model acceptable to the women, there were no women who felt it was a bad idea.  We need, however, to train motivated facilitators which are generally the young, dynamic nursing staff who are open to new ideas.  

The current program requires a number of modifications.  It needs to be translated into local language.  We need to add extra topics not extensively covered by the current program namely women’s rights, sexuality and HIV issues, myths and misconceptions around pregnancy.  We also need to expand on certain topics such as the section on contraception and infant feeding especially as HIV positive women need information on all the feeding options available to them.  The sessions on diet need to be adjusted for the local conditions.  We feel the program needs to be restructured and perhaps condensed.  Attention will have to be paid to the composition of the groups especially with regard to language and certain cultural issues will need to be factored into the program with specific attention paid to the various living arrangements that these women have and choice of support persons that the women might wish to bring to the groups.

In conclusion we feel with modification this program will be feasible in South Africa.    

SERVICES OF SHAME”: WOMEN’S TESTIMONIES ON WHY ARE MATERNITY SERVICES INACCESSIBLE - A HUMAN RIGHTS ANALYSIS

N Mbombo (School of Nursing); D. Jackson  (School of Public Health) University of the Western Cape

Introduction
The delay and failure or infrequent attendance of maternity care during pregnancy is the worldwide major contributory factor to maternal deaths in developing countries, including South Africa. A study using a human rights approach was conducted in Cape Town to identify reasons why maternity women fail or delay to attend antenatal, intranatal and postnatal care. The results were interpreted and analysed using the International Bill of Rights, Human Rights treatise and instruments from United Nations documentations: Beijing Platform 1995; Cairo Programmme 1994. The African Charter on Human and People’s Rights; the South African Bill of Rights together with Patient’s Rights Charter were also used extensively to interpret the findings.
Study Objectives


1. Identify and describe the reasons for presenting late or failing to attend maternity care (antenatal, intranatal, postnatal) at a health facility.

2. Determine and analyze human rights issues that impact on accessibility to maternal health care.

3. Elicit opinions and observations on the delivery of maternal health services as perceived by its recipients.

Research Methodology

A qualitative multiple case study design was used where women who presented at six Midwife Obstetric Units (MOU) in the northern urban area, Cape Town were interviewed using semi-structured and open ended individual interviews. Testimonies are drawn from case studies of women who presented as:
· Unbooked: Delayed antenatal care (ANC) in current pregnancy but attended in the previous one). 
· Late Booked: Started ANC from 30 weeks gestation. 

· Born Before Arrival: Delivered on their way to MOU.

· Home Delivered: Delivered at home, attended ANC in the current and or previous pregnancy or no ANC;
· Booked: Attended ANC from 20 weeks and also came for intranatal care. 

There were a total of 30 women who were interviewed, six from each MOU. Data was analyzed thematically, using both inductive & deductive reasoning methods. Reliability and Validity as required for qualitative methodology, and ethical considerations were applied in the study.

Application of Human Rights  in the study

 The World Health Organization gives guidelines on how to use human rights in the context of health, and these were applied in the study as follows.
· Availability and Quality of services.

· Non-discrimination:  age, race, language and ethnicity, culture. 

· Access to information.

· Human dignity and respect: positive disposition by health worker, Confidentiality and privacy.  

Findings and Analysis from Human Rights perspectives

The reasons women give on why they fail or delay to attend antenatal, intranatal and postnatal care are intertwined. These are grouped into themes as below to highlight their testimonies.  The themes were analyzed from human rights perspectives. 
1. Humane Treatment (lack of)
Women indicated that health workers do not treat them as human beings, but as animals, hence they don’t feel eager to come for health care. 

They treat people like sheep or an animal, it’s just another thing that have (sic) to happen, that they have to do sometimes they (staff) forget that each woman who has a baby, that baby for her is special, and for you it’s a special time you go through, maybe, because they work  with thousand of babies, it doesn’t matter anymore, it’s just another baby and another mother, but you, for you as a mother, even for the father, it’s  just a special time - your child is special for you.

They treat people like dogs, then you rather stay away from there, and that’s why people don’t go, they don’t really want to help you…they abuse you…that’s why people don’t go…we have feelings…”.

HR Analysis: 

Using human rights instruments, providing inhumane treatment is interpreted as infringement of human rights, for example:

· The SA Patient’s Rights Charter: Everyone has the right to access health care services that include a positive disposition displayed by health care providers that demonstrate courtesy, human dignity, patience, empathy and tolerance. 

· The SA Bill of Rights #10 states: Everyone has inherent dignity and the right to have their dignity respected and protected.

· SA Bill of Rights #12(1)E: … not  to be treated…in a cruel, inhuman or degrading way”.

· The International Covenant on Civil & Political Rights (ICCPR) #7: No one shall be subjected to …inhuman or degrading treatment or punishment…

2. Safety Concerns for the unborn/ newborn child

They were concerned about the safety of their babies, they indicated that the health workers were negligent, and that they were afraid that they were going to harm their infants.  

· “I went there in the evening, then I had her alone, there were no sisters  present, they sat down and drank tea and were knitting. When they came, she was born already…say now what would they have told me if  the child was dead, or so, because that sister told me ‘like this, like this, you want to murder your child’ after I told her the child was  born”   

· “I still had my clothes on, and then I felt I’m not going to make  it, then I struggled…I felt the head and then I shouted, then they came and said ‘couldn’t I told them long time ago’ then I said ‘but you said that I will deliver after 2 hours…to the second one, then I didn’t go, I was scared that something can happen to my child”

· “I was scared that something can happen to my child…I thought I will rather finish at home, because I am not going there with the second one!”

· “I didn’t feel like going there to deliver...the things I heard of how they leave mothers alone in the labour ward, and someone told of how her baby almost got born in the toilet”
HR Analysis: The Children’s Convention definition of a child as a human being below the age of 18 years and this includes a newborn. The convention echoes: 

· Convention # 24 (1): …state parties shall strive to ensure that no child is deprived of his or her right of access to health care services. 

· Convention # 24 (2) (d) puts obligation to the states: “to ensure appropriate prenatal and postnatal care for mothers”.

· Convention: diminish infant and child mortality, and to ensure the provision  of …health care to all children….

· SA Bill Rt:  A child’s best interests are of paramount importance in every matter concerning the child. 

· SA Bill Rt:28(1)(d) Every child has the right to “be protected from maltreatment, neglect…”. 

3. Questionable Procedures

Women questioned health workers’ skills and some indicated that that was the reason they ended up being home deliveries. 

· I went to the labour ward twice, and both times they sent me home, I felt it was the right time the second time I was there…but they send me home again, the next morning I delivered on my way to the labour ward”

· “When I went in, the doctor felt my chest over my jersey…and just like that, I was, I don’t think I was in there for 5 min, before I was done, yes without lifting my jersey, and then I said to myself, we sat here all day just for this…everybody complained about Doctor who comes at 11 o’clock”

HR Analysis: 

· International Covenant on Economic, Social and Cultural Rights (ICESCR )#12.2 (a): “emphasises on the provision of measures to improve maternal health including access to quality antenatal and postnatal services”. 

· ICESCR #12.2 (d) endorses the provision of “…timely access to basic preventive, curative…health services and appropriate treatment…”

4. Privacy

Women indicated lack of privacy at heath facility was repelling to them.

· “…no privacy, anybody enters the examination room…there is only one room that they divide and there is constantly people entering the room at antenatal clinic…(in labour ward) I gave birth with other people in the room”

·    When the doctor came, they called three women at a time…in the treatment room, whatever, there’s three at a time, at the same time, one has BP taken, the others urine is tested…so it’s a crowd, - because I wanted to know how they go about sterilization.  

HR Analysis:

SA Bill Rt #14 states that “everyone has the right to privacy …”.

5. Disorganized Health Facility
One has to go to stand easily in the morning at clinic X. From 5 o’clock, one has to go and stand there, you have to stand outside, because they only open the gates at 7 o’clock… the sisters only come at 9 o’clock to help people, and they only help a certain amount of people”.

· “They say they open at 7 o’clock but start routine at 8 o’clock or past ten then they will go for tea and will be back past 12:00,  you will go home very late”.

5.1 Unhealthy environment

Some women were concerned about unhealthy surrounding of the health facilities indicating various reasons that include physical environment, emotional environment.

· “…since everybody that’s ill sit in one area also the TB sufferers and the coughing, you sit there in a place which should be clean and hygienic”.

· “I don’t think they wash the floors, the toilets also… it makes it uncomfortable for you to sit…” 

· “ The place is cold, loveless, when you get there…”

HR Analysis: 

· Pt Rt Charter: “…a  healthy and safe environment that will ensure their physical and mental health or well being…”.

·  SA Bill of Rt# 24 (a):  Everyone has the right to an environment that is not harmful to their health or well-being, and to have the environment protected.

· The ICESR General Comment 43 (a): Ensure the right of access to health facilities and services…especially for vulnerable and marginalized groups….

6. Discrimination
This was highlighted by several women from different perspectives, and some felt not welcomed at health facility. 

Teenage moms: “you were not supposed to get pregnant at your age”.

Marital Status: “only husbands allowed to support their wives in labour ward, nobody else is allowed”.
Economic status: “When she saw me in my uniform…then she was ever so nice, I mean, why are they rude until they see you in uniform, now they are nice to  you, but the rest, they still treat you very badly…it’s not right to have favourites”
Race: They didn’t treat me right…they said to me ‘ you hotnot, stand in the line’…they don’t know how to speak to people…my husband told me to stay away from that clinic…” 

HR Analysis: 

· The ICCPR #2 and 26: discrimination on grounds of marital status is a breach of a human rights obligation.

·  SA Bill Rt# 9(3): “the state may not unfairly discriminate directly or indirectly against anyone on one or more grounds including race, marital status”.

· The Convention on the Elimination of Discrimination Against Women (CEDAW #12): “States shall act to eliminate discrimination against women in health care to ensure equal access to health services”.

7. Health Information

Women were grateful with the health education they were receiving; however, some indicated HIV/AIDS information was too much and was trading off with pregnancy related information.

· “…Sisters do health education when there are students who need a mark or something”.

· “No information on childbirth, only HIV/AIDS”.

HR Analysis:

CEDAW #10 (h),women should have access to: “specific educational information to help ensure the health and well being of families, including information and advice on family planning”.

SA Bill of Rights 32 (1) (b):  “everyone has the right of access to any information that is held by another person…”. 

Observations & Opinions On Delivery Of Maternal Health Service
· “Staff rude if you are unbooked, but nice if booked”.

·   “Can see why other women do not want to go to clinics, it is for their own good and own health and it is dangerous”.

· “Sisters have no patience, there are sometimes inexperienced mothers and youngsters and it is their first time and don’t know what is waiting for them, they need staff with patience”.
· They take a lot of bookings, people, then they can’t attend to all of them”.

· “Pregnant women need a lot of support during labour… a lot of women are afraid when pain starts, when they are afraid, when they are really afraid, when they think about when the baby must come, and then they are really afraid”.

Conclusion
Women themselves did acknowledge staff shortage and low morale among staff because of this, and few were appreciative of the care they received sometimes. However, there’s no justification for maltreatment of patients. In the study, it was found that violation of maternity women’s human rights relating to:

· access quality health care;

· human dignity and respect;

·  discrimination on the ground of marital status, age, race;

·  In addition to other factors eg. Patient-related factors such as gender (the study used HR & Gender approaches) - this impact on the delay and failure to access QUALITY maternity care. 

Recommendations

· SA ratified all international human rights treaties/constitution - therefore the health system has obligation to respect, protect, and to fulfil the human rights of health service recipients. 

· Health workers are to mirror society’s values, African philosophy, that are embedded in humanism & respect for women. 

· Equal Care is not necessarily an appropriate care nor that different care is necessarily a worse care, therefore, women deserve special care than any other groupings because they are a vulnerable group. Allowing women not to share common rooms with other sick people, such as TB patients, doesn’t mean violation of TB patients’ rights to access health, but it’s about acknowledging that pregnant women have special needs that are recognised by human rights law. Furthermore, the SA Bill Rights does recognise that discrimination can be fair if it meant to address equity, pregnant women.

· The government to make maternal health a priority. An urgency to work on staff:maternity patient norms essential so as to minimise pull & push factors related to emigration of health workers that impact on staff shortage. The WHO guidelines should be revisited. 
MEDICAL STUDENTS DURING THEIR OBSTETRIC TRAINING USE MIDWIVES AND DOCTORS AS ROLE MODELS. IS THIS A PROBLEM?

G Draper

Introduction

The positive role that reflection can play in enhancing learning and professional practice is increasingly recognised (Butler, 1996).  Medical students doing an obstetric rotation in their fourth year of study were asked to write reflective commentaries based on their first delivery experiences. Using a critical discourse analysis approach various themes were identified. One of the more prominent issues was the relationship between students and midwives particularly as it related to the latter in teaching and mentorship roles. It was decided to explore this relationship further focussing on the midwife as a role model and the impact of that role modelling on the student’s development as a health worker. This was done within the theoretical framework of Situated Learning as describe by Lave and Wenger (1993). 

Method

Five students from the original group, who were currently in their final year of study, were selected by purposive sampling to form a focus group. The selection was based on their ability to reflect critically on their experience as evidenced by their commentaries, the racial and gender demographics of the class and lastly their availability and willingness to participate in a focus group exercise.

Their initial commentaries were subjected to a more detailed discourse and content analysis. The focus group was used to gather additional information both to validate the original data and to track possible changes in the attitude and understanding of each student.

Results

The results of the thematic analysis of all the commentaries submitted by the class are depicted in Table 1. This provides a background against which specific comments from the focus group members need to be seen.

Table 1. Thematic Analysis
	ISSUE HIGHLIGHTED BY STUDENT
	NUMBER OF STUDENTS
(N=50)

	Own role in the management of patients
	42

	Pain and suffering
	36

	The actual birth
	34

	Midwife’s role in caring for the patient
	33

	Gender issues
	10

	Life and death and coping with loss
	9

	Developing identity as doctors
	9

	Own birth or whether to have children
	9

	Awareness of HIV
	3


Rites of passage

It is clear from the more superficial analysis that more was happening in the lives of students than the mere acquisition of knowledge and skills. One student characterised the change as an initiation rite.

“To me, obstetrics has been a kind of initiation rite into medicine”. Student HN
Davis-Floyd (1994) reminds us that “a rite of passage is a series of rituals that move individuals from one social state or status to another as, for example, from girlhood to womanhood, boyhood to manhood, or from the womb to the world of culture. Rites of passage transform both society's perception of individuals and individuals’ perceptions of themselves”. 

Another student hints at birth as one of society’s rites of passage: 

“The most important part of the birth process is not the delivery but the quiet moments before and after when questions can be asked, doubts can be examined, fears can be faced and ultimately a woman can come to terms with a moment that is going to change her life forever”.





Student LK

It is important to note that it is the midwife who watches over both these processes of change and acts as a role model for the student even if it is by default rather than design.

Student LK comments on what she sees the midwife doing in this role:

‘It was wonderful getting to know the sisters and watching them interacting with the patients both as birth companion and a teacher…I have seen…. a nurse get a confused boyfriend up out of his chair to come and help the mother of his child …… I have seen…. all the nurses stand round a patient, one hugging her talking constantly in hushed tones as she gives birth to an IUD’. (IUD = intrauterine death).
Midwives as mentors and role models in a situated learning environment

Another student describes circumstances around some of the deliveries which she conducted and highlights the mentorship role of the midwives involved. With her first delivery the patient sustains a tear and she feels responsible and recalls:

“I owe an enormous debt of gratitude to the sisters at NSH who knew the fears/doubts I was having without me having to tell them. Their support and understanding is what got me through that first night and the rest of the block”. 










Student OA

At a later stage she conducts the delivery of a mother who has an anencephalic baby:

“Just before the delivery the sister pulled me aside and asked me if I was sure I wanted to deliver. I felt that I was strong enough and that I had a pretty good idea of what to expect so I assured her I would manage”.


Student OA

Yet another student describes in very graphic terms how a patient is verbally and physically abused. He writes:

“In that moment I felt my soul step aside from that bed as I began feeling dizzy from all the commotion. My mind became weary as I began to question the quality of care that is given in the public sector. I thought about my mother, who 21 years ago gave birth to me in a public hospital. I began to feel guilty that she would have had gone through the same horrifying experience in giving birth to me, all because they could not afford to go to a private hospital. I tried to picture her in that situation and I did not like it at all”. 







Student NR 
At a later stage he is able to put the situation into a different perspective and notes that there are sisters who more aware of the role of childbirth in the mother’s life.

“As I moved through the MOUs, I came across some of the most loving and caring nursing staff, whose major concern was to ensure that the mother’s experience in child birth was a sacred time. I realised that the norms I established in my first week at ...  were actually unacceptable and that such evil practise is only confined to a few of the sisters at that MOU”. 





Student NR
Student GL articulates the questions that go through students’ minds as they contemplate their first deliveries.

Thoughts were racing in my mind such as “what happens during birth”, “will I be able to handle the baby properly”, “will I faint” and “whether I will really enjoy the course?” 








Student GL
His first delivery involves a situation where the umbilical cord is around the baby’s neck. To him it is a disaster and cause for more anxious questions:

With my first delivery, the cord was around the baby’s head. Thoughts were racing in my mind….. “Does this mean that my obstetric block will not be an enjoyable experience?” “How can I have a tragic first delivery”? 


Student GL

The sister is clearly able to manage the situation and in doing so helps him to cope:

All this time I was calmed by her calmness and professionalism.
Student GL

He relates other instances where the staff exercised the mentorship role in a manner that allowed him to conclude his reflection on the time spent in the service with these words:

I can truly say that I have enjoyed this block. I have learnt a lot about obstetrics and myself. Giving birth is a natural process and having been a birth assistant I feel I’m in the right place. 







Student GL
The student who described the block as an initiation rite records her experiences as a newcomer:

“Being real ‘greenies’ and new to the game, we didn’t understand why they were being so awful when they didn’t even know us. Not wanting to spend the rest of the week in a hostile environment we went out of our way to be helpful – cleaning up deliveries that weren’t ours, fetching and carrying, booking patients so that that they could carry on watching ‘Generations’ ”.




Student HN
The same student records in some detail what the sister does not do or withholds from the patient.

Emotional support withheld:

“When she progressed to the active phase and was told to get up and go to the labour ward, I could feel the frowns as I helped her carry things there. I helped her up onto the bed and the sister sternly told me to leave her alone, she was fine”.

Student HN
I asked her if I could call E’s husband in because she had started to ask for him, and she said ‘no’.

No dignity or respect for the patient:

“During one of her contractions, the sister in charge (my least favourite!) yanked open the curtain, put a glove on and stared at E… as if she’d crawled out from a piece of cheese. She stood there staring, as E, sitting up, squeezed the blood out of my arm and concentrated on her breathing”. 



tudent HN
No information is given and no patience is shown:

‘At the end of the contraction, the sister said “So?” E, exhausted, asked the sister what she wanted. The sister seemed annoyed that the patient didn’t know the drill. “Lie down! Do you think I’ve got all night to wait for you?”

Student HN

Abdication of responsibility:

“As E… began to ease herself down on the bed, another contraction began, and lying down on the bed was no longer first priority – getting through the pain was. The sister looked at her in a mixture between disbelief and disgust, snapped off her gloves and said, “If you don’t want my help. I’m not going to help you. Your choice.” And off she went. 







Student HN

No supervision provided:

“I went back, did my best, fumbling around on my second delivery, hoping I didn’t mess things up“…… “just a bit of perineal and emotional support. Even that I wasn’t too good at because E… had torn, probably because the delivery was so uncontrolled”. “Eventually one of the midwives sauntered along to help stitch (without anaesthetic) and then my adrenalin rush turned into an anger that I could hardly control”.







Student HN
Fortunately the student has other experiences which balance the initial negative exposure. In reality, the student learns more from her patients than from her mentors and more about herself than the actual clinical situation.

Of these contacts she said: 

“It has been these moments that have changed me It hasn’t been pretty. It’s been beautiful and ugly and bewildering and very, very real. A classroom of life. And what it’s taught me most is that to be with someone in their pain, really with them, touches both mourner and comforter with a divine presence that reminds us what it is to be human”. 







Student HN
Overall she described her obstetric block as:

“An experience that has changed my life”. 

Insights from the focus group interview

Linking the fourth and final year experiences one student summed it up as follows:

“I think that the difference fundamentally between 4th year and 6th year is that the roles change in terms of the entry point was as a support more than as a doctor, and learning what it’s about.  Now when you’re a doctor, you’re actually now a very distant observer of the process, and more dealing with disease now, rather than actually doing…help the person walking in and walking out”. (GL)
Conclusions

Ideally students should use midwives and doctors as role models, learning how to care for mothers in labour from the one and how to manage obstetric complications from the other. In reality, power issues within and across professional lines, poor staffing and resource levels threaten what should be a symbiotic and mutually enriching relationship. The contribution that midwives make towards the training of medical students has traditionally been taken for granted. 

Student reflective writing provides a snapshot of the real world. What they are seeing and what they are saying is a challenge to rethink how we treat our patients and how we value and treat each other.

CLINICAL DECISION MAKING IN LABOUR FOR SAFER BIRTH

S Clow

Division of Nursing & Midwifery, University of Cape Town

Context

When the first Saving Mothers report was released in 1999 the Minister of Health noted, ‘In almost half of all the maternal deaths reported there was an opportunity to prevent that death, but that opportunity was missed.’ (Minister of Health, 1999).

Amongst those missed by health workers were: conditions not properly or promptly identified (incorrect diagnosis), poor problem identification, not following standard protocols (correct diagnosis but substandard management), partograph1 (labour graph) not being used, or being used inadequately, and infrequent, incomplete or prolonged abnormal observations without action. A key recommendation for the 1999-2001 triennium is that, “The correct use of the partogram should become the norm in each institution conducting births. A quality assurance programme should be implemented using an appropriate tool.” (Department of Health NCCEMD 2002).

The correct use of the partograph is recognised by the World Health Organisation as a key strategy for effective management of labour and timely referral of developing complications. (World Health Organisation 1989). However, it is merely a recording instrument. Its VALUE is dependent on accurate observations, completion in full, and effective application of knowledge and skills in order to make the necessary conclusions which affect clinical decision making. 

It appears that the departure point for research and surveillance in this area is the completion of the partograph. Where these are incomplete conclusions are reached about inaccurate diagnoses or substandard care. What is not known is why the partographs are incomplete. 

· Is it because the labour wards are hopelessly understaffed and there is no time to perform, let alone record, the observations on a regular basis?

· Is it because the staff are merely lazy or disinterested? 

· Is it because they do not understand the relevance and significance of accurate findings and recording?

· Is it that the process and progress of labour are inadequately understood, and thus observations are done incompletely resulting in premature or inaccurate conclusions?

· Is it that clinical skills are poorly developed and that there is little confidence in one’s ability to make a firm clinical finding?

Each of these areas merit serious investigation, but it is the last two questions which interest me.

Clinical reasoning needs at least the following building blocks. 

· Knowledge;

· Accurate and full clinical assessment;

· Analysis and application of theory to clinical findings.

At present we do not know these capacities amongst those working in maternity settings. Training programmes that are currently available tend to address the lower levels of cognitive functioning, i.e. knowledge & comprehension, rather than the higher levels, e.g. application, analysis, & synthesis which are necessary for quality clinical practice. (Quinn 1988).
It is my belief that, unless there is clinical understanding and reasoning behind its use, the partograph will remain just a recording instrument. Any efforts to increase the disciplined and complete use must address the more fundamental issues of clinical reasoning.

Intervention programme

An intervention programme which aims to improve the quality of clinical management in labour at primary level by registered midwives in the public sector health service was launched in the Western Cape last year. Phase 1 // is a training intervention (with a diagnostic component on the registered midwives’ current knowledge, skills and clinical decision-making abilities), // and Phase 2 will be a clinical guidance, mentoring and monitoring intervention to be introduced in 2005. // The impact of both these interventions will be evaluated through an audit of partographs. This project has been linked to an initiative to adopt a standardised partograph for the province after it was discovered that there were at least 7 versions in use. This paper will report on the baseline data for phase 1 of this project.

Purpose of the training programme

· Enhance the correct and appropriate use of the partograph for clinical management in labour.

· Introduce the revised format of the partograph developed for the Western Cape.

· Develop the necessary clinical understanding amongst midwives for labour management.

The workshops which have been offered twice in each of the 4 regions, last approximately 4 hours. Participants were assigned to groups, and the workshop is highly interactive which facilitates peer learning and teaching.

· Interpretation of a clinical situation in labour presented on a partograph.

· Accurate recording of a text description of a labour onto a partograph,
· Appropriate management in labour, with reference to the national maternity guidelines.
· Identifying areas of need for ongoing skills development.

Areas of disagreement or where there was lack of knowledge were identified within the groups and formed part of the wider discussion.

Pre- and post- training tests each lasting about 45 minutes were done on the training day. These were matched for content areas and cognitive levels to test knowledge of the correct use of the partograph, knowledge of labour, application and interpretation of clinical information, and appropriate clinical decision making. The purpose was to determine the baseline level of functioning and to evaluate the immediate effect of the training. 

Ethical considerations 

Permission to conduct study and have access to midwives

Informed participation by midwives

Protection of identity so they could not have the results used against them

Services not disadvantaged as this was offered as a regular in-service training programme

Benefits to midwives:

· Update in labour management.

· could request feedback on their evaluations.

Benefits to services:

· improved understanding regarding use of partograph and update in labour management.

· training material to be made available. This will facilitate the running of similar workshops within the regions on an ongoing basis.

· if a general level of incompetence is identified in a particular region this could be brought to the attention of the department responsible for training so that these areas can be addressed.

Preliminary findings

There were 143 participants in the training programme. Those from secondary, tertiary or private institutions, and local authority clinics were excluded from this analysis. Therefore this paper reports on 102 participants.

The 3 aspects to be reported on are the use of the partograph, knowledge, and analysis of clinical information. The combined score reflected a mean score of 49%.  Breaking this down into its component parts, 

1. Use of partograph

The mean score obtained was 64%. This was made up of:

a) Completeness which includes risk and labour assessment (maternal, fetal and progress of labour) had a mean score of 71%. Example : More than ½ of the respondents did not identify the aspects that would contribute to assessing risk; and b) Correctness which relates to how data was recorded had a mean score of 21%. Common errors were the representation of time where hourly lines were interpreted as ½ hour or sometimes 2 hours. This has significant implications for determining progress of labour. Also the level of the presentation was frequently confused with the station.

The evaluation section consisting of knowledge and analysis had a mean score of 41%.

2.
Knowledge

The mean score for knowledge was 56%. Examples of weak answers were :

· Diagnosis of established labour was described as  “contractions” or “3 strong”.

· Recognising fetal distress– not able to give an account of early decelerations + MSL.

3.
Analysis

The mean score for analysis was 38%. Some examples include :

· Latent phase not recognised but interpreted as slow progress of labour.

· Risk level ignored or risks not recognised e.g risk of prolapsed cord in the presence of a high presentation and ROM.

Results which combine knowledge and analysis of certain facets yield the following mean scores :

· Maternal assessment 
55%

· Fetal assessment 

38%

· Progress of labour 

32%

Referring back to the building blocks for clinical decision making, we should take cognisance of the fact that the higher order of cognitive thinking scored significantly lower at 38% than the lower level (56%), and it is this higher order thinking that is necessary to make reasoned conclusions of the often complex developments in labour. Benner et al, in their research entitled “clinical wisdom in critical care nursing” state, “Although scientific evidence is essential to good practice, the clinician must develop skills of reasoning that are closer to moving picture whose sequence, development, change and nuance can be considered.”

Given that there is generally a lower than desired level of knowledge and analytical skill apparent the significance is that there will be inadequate interpretation ( wrong or incomplete diagnosis ( incorrect management decision ( potential for missed opportunities. It is, therefore, to the benefit of maternity care for us to address the factors that can prevent this cascade of poor management, which is costly in terms of lives, resources and time.

While it is tempting to lay the blame for poor record keeping or substandard care at the door of shocking staffing levels, it should be remembered that this evaluation although done without prior preparation, was in a controlled environment and probably more accurately reflects the theoretical base from which midwives are functioning. 

In my abstract I posed the question “What good is our approach to care if we fail to intervene appropriately?” I would suggest that developing clinical reasoning will contribute to appropriate interventions.

Recommendations

Some of these are not new, but they are important:

· Need for a common understanding of how to use the partograph (Guidelines and protocols to be applied consistently).

· Strengthening knowledge base.

· Development of clinical reasoning.

· Training and mentoring policies and implementation for improved midwifery clinical practice.

· Sustainable quality assurance programme in relation to labour management.

Further education and focussed in-service training is not an optional extra or luxury – it is important to the service to ensure that omissions or errors are minimised and morbidity and mortality is reduced.

SECRECY IN SOUTH AFRICA: FACTORS AFFECTING A PREGNANT WOMAN’S ABILITY TO DISCLOSE HER HIV+ STATUS

B Forsyth, M Visser, J Makin, A de Villiers, R Gcabo, B Jeffery K Sikkema.

For the Serithi Project

MRC Unit for Maternal and Infant Health Care Strategies, University of Pretoria

Yale University   

Background

With the widespread introduction of programs for the prevention of mother-to-child transmission of HIV (PMTCT), HIV-infected women in South Africa often now first learn of their HIV status when tested during pregnancy. Reports suggest that most HIV positive women maintain secrecy and are unable to confide with others about their diagnosis. The inability to disclose to others might result in the woman being less likely to obtain support, access treatment for herself and ensure appropriate care of her child (including attention to safe feeding) “Silencing the self” may be a way to protect self-esteem and relationships, but can have a negative effect on an individual’s mental health and the health of her child.

Aim

The aim of this study was to identify factors that affect a woman’s ability to disclose her HIV+ status to others.

Methods 

This was a cohort study. Pregnant women were identified as HIV+ at four primary care clinics in two communities (Atteridgeville and Mamelodi) in Pretoria and then referred to the project by HIV counsellors. Interviews were conducted with the women agreeing to enter the trial during pregnancy and at 3 months after birth of the baby.

The following data was collected at both interviews:

· Socio-demographic data.

· Disclosure of diagnosis.

· Method of infant feeding.

· Intention/practice of breast or bottle feeding.

· Knowledge score.

· Any experience of violence.
· Psychological measures.

The psychological measures used included the following:

· The 10 item Rosenberg Self Esteem Scale..

· Center for Epidemiologic Studies –Depression Scale.

· Social support score adapted from Multi-dimensional Social Support Inventory.
· Coping score adapted from the Brief COPE scale.
· Power score developed by the research team to assess the woman’s ability to make decisions within her household.

· Stigma scale adapted from Bauman, et al. This consisted of two separate scales measuring internalised stigma (that which she feels herself) and perceived community stigma (what she perceives the community to feel).

Results 
	· Socio-demographic characteristics 
	

	· N= 317
	· 317  

	· Mean age:





	· 26.6 yrs

	· Median family income           


	· R1,200 per month

	· Marital status:

· Married or living with partner   


· Single, not living with partner



· No partner


  
    

· 
	49%

42%

9%

	· No formal employment







	75%

	· Housing 

· Brick or cement





· Water inside





· Flushing toilet





· Electricity






	53%

31%

67%

81%

	· Schooling

· No or Primary only





· Secondary





· Tertiary 





	10%

76%

14%


Women tended thus to have a low income, the majority were in a relationship, many of these were not living with their partner Most women lived in a brick dwelling with access to electricity Most women had some form of secondary school education and the majority were not formally employed.
	HIV Testing & Disclosure


	

	HIV testing

Tested this pregnancy

 

Prior to this pregnancy         
   
	92%

8%

	Disclosure of HIV status to others

Disclosure




	60%

	To whom

· Partner
       







· Friend




· Parent




· Siblings




· Other relations



· Others



	67%

19%

20%

19%

20%

6%


Of these women the majority tested during the pregnancy and not before. The majority had disclosed their status by the time of their first interview. The partner was the person to whom most disclosed their status.
	Disclosure –  Not significant

	Age

	Level of schooling

	Living with partner

	Employment

	Position in household (power score)

	Personal stigma score

	Perceived community score

	Knowledge score

	Self esteem score

	Depression score

	Coping score

	Experience of any form of violence ever


The above factors did not significantly affect whether a woman was likely to disclose.

	Disclosure – Significant

	1. Know someone with HIV (p=0.007)

	2. Have more perceived support (p=0.041)


The above were only factors that were likely to have a significant effect on disclosure. It must be noted that woman in the non-disclosure group were more likely to indicate they intended to breastfeed than those in the disclosure group (p=0.0005).

Preliminary data of 3 months follow-up interview
An equivalent interview was administered at 3 months after the birth of the baby. These results can only be seen as preliminary as only 146 of the original 317 had had an interview at 3 months.

	Change in disclosure
	

	Total interviewed
	146

	Disclosed


First interview 


3 month  


	61% (89/146)

7  76% (111/146)


As can be seen there had been an increase in the percentage of women who had disclosed.

	Significant factors affecting disclosure

	Not disclosed at 3 months

	Feel more personal stigma than those who have disclosed                        (p=0.0008)


Those that had not disclosed were more likely to feel a higher level of personal stigma than those who had which is different to what was found at the first interview.

Conclusions
Most women in our cohort learnt of their HIV status during pregnancy and hence this may be a time where efforts must be concentrated on encouraging women to test.

Most women disclose their status. Disclosure influenced by knowing someone who is HIV infected, having a support system, possibly personal stigma levels and time. Women who do not disclose are more likely to want to breastfeed.

THE STIGMA THE COMMUNITY ATTACHES TO HIV/AIDS
M Visser, A de Villiers, J Makin, N Claassen, A Vandormael, K Sikkema, B Forsyth, 

J Mundell, B Jeffery

MRC Unit for Maternal and Infant Health Care Strategies, University of Pretoria.

Yale University

For the Serithi Project
Introduction

HIV related stigma has been found to be a barrier to curbing the HIV epidemic in South Africa. The fear of disclosing HIV status is common in the South African community and violence and discrimination reported in media tends reinforce these fears. Concealment of HIV status may reduce social pressures on individual, but may increase transmission risks and limit access to treatment.
. 
There are two ways of assessing community stigma:
· Assess personal perceptions of individuals, as these attitudes may be related to behavior towards HIV infected persons.

· Assess perceived community stigma – how an individual perceives the stigma the community attaches to HIV.
Aims

To investigate the personal stigma the community attaches to HIV/AID.

To investigate how they perceive the community to react to individuals living with HIV.

To assess factors that might contribute to the stigma.

Method
A questionnaire was designed which included questions concerning:

· Respondent demographics (gender, age, language, marital status, employment education level).

· Health related questions (contact with HIV infected persons, level of disclosure, discussion of HIV in the community, protective behaviour, testing for HIV and ability to care for someone with HIV.

· Knowledge scale which contained 16 questions (nature and transmission of HIV.

· Two HIV stigma scales – personal and perceived community stigma compiled from questionnaire used in international research. The questions in both scales were similar In the first scale the person was questioned about their own feelings, in the second they were questioned about how they thought most people in the community felt.
The questionnaire was piloted on a small sample of respondents.
Population demographics from Atteridgeville and Mamelodi, Pretoria were obtained from national census data.

· The populations in both areas were stratified according to age and gender.

· A proportional sample of respondents was recruited according to age and gender of community.

· These respondents were recruited by students from the University of Pretoria Department of Psychology from areas where people gather during the day such as shopping centres, taxi ranks and community centres in both Atteridgeville and Mamelodi.

Results

A total of 1077 respondents were recruited from Mamelodi and Atteridgeville.

	Sample according to age and gender

	Age

18-25

26-50

51+
	Male

17%

30%

6%
	Female

14%

25%

8%


The above breakdown fairly accurately reflects the population in terms of gender and age in these two communities.

	Demographic data
	

	Marital status

Married

Single with partner

Single without partner
	27%

50%

23%

	
	

	Schooling
None +primary

Secondary

    Tertiary
	13%

63%

24%

	
	

	Employment
Unemployed
	67%


As can be seen from the above table most of the respondents had a partner, most respondents had some form of secondary schooling and most respondents were unemployed.

	Experience of HIV in the community
	

	Knows someone close to them who has or has died from HIV
	50%

	Have acquaintances with HIV
	60%

	Know about VCT
	70%

	Have been tested
	40%


The majority of respondents knew someone with HIV and knew about the VCT program.

	Knowledge questions

	% correct answers

	Cannot get HIV from drinking from same tap
	87%

	Can get HIV by not using condoms during sex
	92%

	Can get HIV from touching a person’s blood
	91%

	Can get HIV by being bitten by mosquito
	55%

	HIV test can remain negative for months after infection
	57%

	Person can have HIV for many years without becoming ill
	83%

	Persons with HIV always lose weight quickly
	46%

	Healthy lifestyle can help someone with HIV stay healthy longer
	92%

	Not all babies born to HIV positive women will get HIV
	33%

	Antenatal ARV’s reduce MTCT
	73%

	Healthy looking person can have HIV
	83%

	HIV can be transmitted mother to infant by breastfeeding 
	61%

	Having sex with many partners increases risk of HIV infection
	95%

	Can get HIV by sharing bathroom with infected person
	81%

	Traditional healers can cure HIV
	67%

	People with HIV are bewitched 
	90%


Questions that were poorly answered were about weight loss in someone with HIV, transmission to the baby the window period and transmission via insect bites.

Personal and Personal and perceived stigma perceived stigma. 
	Blame and Judgement
	Personal
	Perceived community stigma

	Getting HIV is punishment for bad behavior
	43%
	60%

	Having HIV is bad luck
	19%
	47%

	Think less of someone as they have HIV
	11%
	62%

	People with HIV have themselves to blame
	34%
	66%

	If you have HIV you did something to deserve it
	31%
	66%

	People with HIV should be ashamed of themselves
	23%
	62%

	Interpersonal distance
	Personal
	Perceived community

	Would not like to sit next to HIV+ person on public transport
	18%
	51%

	Would not like someone with HIV living next door
	15%
	48%

	Would not like to be friends with someone with HIV
	16%
	61%

	Afraid to be around people with HIV
	17%
	66%

	Would not employ someone with HIV
	30%
	67%

	Would not drink from a tap after someone with HIV
	20%
	55%

	Feel uncomfortable around people with HIV
	24%
	67%

	Value items
	Personal
	Perceived community

	Is safe for a person with HIV to look after someone else’s children
	48%
	67%

	People with HIV can teach us a lot about life
	15%
	36%

	People with HIV deserve just as much respect as anyone else
	12%
	42%


The above tables show the responses to the stigma questions . As can be seen there is a marked difference between the respondents own feelings regarding an HIV infected individual and what the respondents felt the community felt.  A total score was obtained for each scale and the two scales were compared using a paired sample t-test (p=0.000) Respondents on the whole saw the community as much more blaming and judgemental than themselves.

	Variables predicting personal stigma

	Knowledge of HIV 

	Level of education

	Gender

	Age 

	Ability to take care of family members with HIV

	Knowing someone close with HIV


In a stepwise regression analysis the factors mentioned in the above table were found to be significant predictors of personal stigma score. A suitable model to adequately explain the high level of perceived community stigma could not be found however.

Discussion
The people in the Mamelodi and Atteridgeville communities are familiar with HIV/AIDS and its impact on the community.  On the whole they have a good level of knowledge of HIV.  People with a positive attitude i.e. a low personal stigma score were more likely to be female, more educated, have a higher level of knowledge about HIV, more likely to know someone with HIV, be in the age category 18-25, able to care for those with HIV, than someone with a low stigma score.  There is a marked difference between personal and perceived community stigma.  It can only be speculated why there is such a difference.  The following are possible reasons: -

· Persons compare themselves with others and tend to see themselves as more positive.

· Media reports may influence perceptions of community stigma.
The question then arises if there is such a difference, which measure reflects the actual level of stigma in the community? For the following reasons it is felt that the perceived community stigma level is probably the most accurate: -

· An individual’s publicly reported attitudes may not necessarily be the same as his private beliefs and may not accurately predict behavior in a specific situation.

· It may be easier to be liberal in a hypothetical situation than in reality.

Behaviour can be influenced by a combination of personal and perceived community beliefs, with relative importance defined by the community culture. Collective beliefs may play a more important role in behavior than the individual’s beliefs.

The PMTCT program in the Western Cape province of South Africa: Changes and Challenges

Beverly Draper

School of Public Health & Family Medicine, University of Cape Town / Department of Health of the Western Cape

	Date
	District
	Testing
	Drug
	Infant feeding

	Jan 1999
	Khayalitsha
	Elisa
	AZT
	Formula

	June 2000
	5 priority sites
	Rapid test
	NVP
	Formula /

Exclusive Breast

	May

2003
	Whole province
	Rapid test
	NVP

AZT Khayelitsha
	Formula /

Exclusive Breast

	May 2004
	Whole province
	Rapid test
	NVP + AZT
	Formula > Breast


South Africa has experienced the most rapidly growing HIV epidemic in the world and between 1990 and 1998, HIV prevalence in pregnant women increased from 0.73% to 22.8%. By the end of 1998, 3.6 million South Africans were estimated to have HIV infection and by 2003 the HIV prevalence in the Western Cape had risen to 13.1%, exceeding 20% in some districts. Although the trend of rising HIV prevalence for the Western Cape is below the national prevalence curve from 1990 – 2003, there were pockets of high HIV prevalence that range from 14.5 to 27.8% identified in the 2003 provincial HIV antenatal survey. By 2000, the most common cause of maternal deaths in South Africa in all levels of health care was non-pregnancy related sepsis, and of those maternal deaths that were tested for HIV, 78% were infected. Mother to child transmission is the most significant source of HIV infection in children under 15 years and without any intervention, transmission rates are 25 – 48% in the developing world. It is, therefore, recognised that a program to prevent mother to child transmission is needed as part of the basic maternal and child health services and studies have shown that low cost antiretroviral regimens are likely to save lives and money.  

In January 1999, Khayelitsha was selected as a pilot site to initiate a Prevention of Mother to Child Transmission (PMTCT) program in the Western Cape and by May 2003, this protocol had rolled out to all the maternal and infant service sites throughout the whole province as an essentially nurse-driven service.  In July 2003,  the PMTCT protocol was revised to include dual drug therapy to both mothers and babies, a CD4 test to all pregnant mothers who test HIV positive, and a PCR test at 14 weeks for all infants born to HIV positive mothers. The introduction of a CD4 test has further led to the drafting of guidelines for the management of mothers who display a CD4 count below 200, to ensure integrated service delivery.

Since mid-2004, PMTCT dual therapy of AZT (Zidovudine) and Nevirapine to both mother and infant has been available at all facilities throughout the province. During 2004, 80824 women (85%) who booked for antenatal care in provincial facilities were tested for HIV, the majority at their first booking visit. Of these women, 11.8% tested HIV positive. 
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Successes in the program include a high HIV testing rate, largely due to the use of non-health professional counsellors who are thoroughly trained by ATICC (The AIDS Training and Information Counselling Centre) and are administered and mentored independently by non-governmental organisations who are funded for this purpose by the program.  Performing CD4 counts on all HIV positive mothers has aided in identifying pregnant mothers at risk and more recently, allowed them to be referred for assessment for antiretroviral therapy. Previously, Nevirapine was a take-home dose, a method that compromised  optimal uptake and also resulted in  double dosing with Nevirapine due to incidents of  false labour or poor compliance by  patients.
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Concurrent administration                                                                                   of AZT means that Nevirapine may                                                                           now be administered to the mother at facilities only, thereby improving                    uptake and avoiding the possible risk of Nevirapine resistance that might be caused by more than one dose prior to delivery. 

With introduction of PCR testing at 14 weeks, there is an anticipated improvement in the infant testing rate. However, this remains a gap in the program owing to the large loss to follow up of mothers after delivery, and is difficult to gauge. Early figures indicate that there is an increase to above 50% of infants born to HIV positive mothers who are returning for testing, as opposed to 2003 when the rate was 18%. Analysis of infant testing is now being performed in monthly cohorts with a 6 month lag, in order to include all babies born in a particular month. Currently, the only results that are available are from the Cape Town City [image: image36.wmf]Table 2. Prevalence of 
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region (constituting approximately 67% of the provincial population) which indicate a decrease in [image: image37.wmf]Table 3. Infants treated with 
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the rate of transmission to below 10% in some sub-districts.
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Despite the successful roll out, there remain multiple challenges to the sustainability of the program. Provision and training of human resources in service delivery to mothers and children is essential for the program and must be considered in the light of the current nursing staff shortage. The introduction of CD4 counts has posed a logistical challenge as an add-on laboratory service to a program that has become streamlined by rapid testing; furthermore, it is essential that timeous CD4 results are obtained in order to ensure appropriate management of the compromised patient. Antiretroviral uptake has improved for Nevirapine, but initiation with AZT is under review for extension of the course from 6 weeks to 12 weeks (at 28 weeks gestation) to ensure adequate patient uptake and compliance.  

PMTCT needs close co-operation with the antiretroviral drug roll out in the province, as it serves as a major source of referral of patients with low CD4 counts. Many of these patients are hospitalised, and systems to ensure their referral and management must be developed and strengthened. From January 2005, antiretroviral satellite clinics have been established on a weekly basis at the two maternal obstetric units in Khayelitsha where pregnant women with CD4 counts below 200, or who display symptoms or signs of stage 3 AIDS may be assessed for treatment, initiate antiretroviral treatment if indicated, and followed up until delivery, after which they will be able to continue to access their therapy at the Khayelitsha antiretroviral site. This will ensure improved management of these patients, as well as lowering the risk of HIV transmission to their infants. 
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Finally, the collection and analysis of operational data has proved to be an ongoing challenge that necessitates dedicated HIV co-ordinators and a format that is simple and understandable, in order that the operational data may direct future initiatives in the program. Therefore, in the light of these successes and challenges of expansion of the program, PMTCT initiatives require ongoing reality checks to establish the progress and weaknesses in the achievement of its targets. 

The PMTCT program should be viewed not only as a single goal to reduce vertical transmission of HIV, but as a process of increased HIV awareness amongst all pregnant women and their communities, a system to identify patients who may qualify for antiretroviral therapy, a vehicle to prevent the orphaning of young children and a means to reduce the prevalence of childhood HIV infection to negligible levels.
VALIDITY OF A CLINICAL SCREENING TOOL AND TOTAL LYMPHOCYTE COUNT (TLC) TO DETERMINE ADVANCED HIV DISEASE IN PREGNANT WOMEN

Chineta R. Eure1, M. Besser2, M. Fowler1, M. Earp1, S. Varnel1l, P. Weidle1, R. Sadek1, A. Greenberg1 ; 1Center for Disease Control and Prevention, 2University of Cape Town, Department of Obstetrics and Gynaecology

Introduction: 25% of women attending public antenatal clinics in South Africa are HIV+.  In Saving Mothers: Report on Confidential Enquiries into Maternal Deaths in South Africa 1999, complications from HIV infection were the most common cause of maternal mortality. Women are frequently identified as HIV+ during pregnancy. Some of these women will have AIDS or complications of HIV that may have an impact on the health of the mother or outcome of the pregnancy. In South Africa, if women are uncomplicated by medical and obstetric criteria, sisters and midwives provide most antenatal care, even for HIV infected women. In most antenatal care sites, women identified as HIV+ during pregnancy do not undergo further screening for advanced HIV infection. Protocols for the assessment and referral of HIV+ patients with advanced disease have not been developed. There are no HIV-specific criteria that prompted referral to a doctor for evaluation.  It would be beneficial to have a tool nurses and midwives could use to screen mothers for HIV-related conditions that warrant evaluation or treatment by a doctor. Women with advanced disease could be directed to receive antenatal care and deliver at a facility capable of dealing with potential complications of HIV/AIDS. Other interventions could be introduced, such as starting women with WHO stage 3 or 4 disease on cotrimoxazole prophylaxis or identifying candidates for anti-retroviral therapy. 

A simple screening tool in a checklist format was developed incorporating elements of medical history, review of systems, physical exam and a full blood count. The tool was designed for use by antenatal clinic sisters and midwives at the initial medical evaluation to identify women requiring physician consultation or transfer of care. This tool was designed to be equally useful in a rural setting, periurban midwife-obstetric unit (MOU) or in a hospital clinic where sisters and midwives provide front-line antenatal care. The purpose of this study was to assess the correlation of screening tool  items and  TLC  with the gold standard for advanced disease, namely a CD4+ cell count <200 cells/µL .

Methods:  During an antenatal clinic visit 250 HIV+ pregnant women were administered a 23-item screening tool including elements of past medical history and a brief physical exam. CD4+ cell counts are routinely done on all pregnant women in the Western Cape Province identified as HIV+ during pregnancy. The examiner (CE) was blinded to patients’ CD4+ cell counts at the time of the clinical evaluation. TLC was derived from the CD4+ count after patients were enrolled in the study. The association between simultaneously drawn antenatal TLC and CD4+ cell count measured as continuous variables, was evaluated using Pearson’s correlation coefficient (cc).  Odds ratios, sensitivities, specificities, and positive predictive values were computed to test the association between individual screening tool items and maternal CD4+ cell count <200 cells/µL.

Results:   230 (92%) of the 250 women had CD4+ cell counts during the present pregnancy.  Statistically significant factors associated with CD4+ cell count <200 cells/µL included: symptoms of weight loss (OR=2.2, 95% CI=1.1-4.4), white coating on tongue (OR=5.2, 95% CI=2.1-12.6), cough for > 2 weeks (OR=2.9, 95% CI=1.2-7.0); physical exam of oral thrush (OR=7.0, 95% CI=2.8-17.1) and a TLC <1250 cells/µL (OR=11.2, 95% CI=5.7-22.2).  Presence of any of these 5 factors demonstrated a sensitivity of 0.82, specificity of 0.67, and PPV of 0.50 for CD4+<200.There was a moderate correlation of TLC with CD4+ counts (Pearson’s cc,  r =.63, p<.0001).

Conclusions:   TLC <1250 cells/µL and 4 screening items were associated with a CD4+ cell count <200 cells/µL.  Further refinement of an abbreviated screening tool using these factors could allow antenatal nurses, midwives and doctors in resource limited settings to: identify patients at increased risk for perinatal morbidity and mortality, increase surveillance of at-risk patients for evidence of perinatal morbidity, make timely referrals of at-risk pregnant HIV+ women for specialized care, initiate cotrimoxazole prophylaxis and where available, refer eligible women for evaluation for antiretroviral treatment.

THE PREVALENCE OF CHORIO-AMNIONITIS AND CONGENITAL BACTERIAL INFECTION IN WOMEN AND THEIR INFANTS WHO DELIVERED BEFORE 34 WEEKS AND WHO RECEIVED ANTENATAL STEROIDS OR NOT

J Peters*, Kirsten G, Steyn W, Wright C, Carstens E. Department of Paediatrics, Tygerberg Children’s Hospital and the University of Stellenbosch, and the Academic Hospital of Gronigen*

Corticosteroids may affect the maternal and neonatal immune function. This may result in an increased incidence of congenital bacterial infection especially if there is premature prolonged rupture of membranes (PPROM).

Aim: To determine the prevalence of chorio-amnionitis (CAS) and neonatal congenital bacterial infection in infants < 34 weeks born to women who received antenatal steroids (ANS) or not (NANS) .

Study design: Prospective, cohort analytical

Study setting: Obstetrical and neonatal wards at Tygerberg Hospital

Patients and methods: Women with PPROM and ANS (Group I, number=6), pre-eclampsia and ANS (Group II, number=16), preterm labour and ANS (Group III number =13) and preterm labour and NANS (Group IV, number = 7) were studied. Placental histology was performed and IL-6, IL-8, CRP and leucocyte counts were performed on cord blood of the infants, on days 3, 7 and if an infection was suspected. A congenital bacterial infection was defined as the presence of clinical signs of infection as well as a positive blood culture at birth or two raised CRPs;at birth and 48-72 hours later. A positive CRP  was defined as > 5ng/ml, IL-8 > 60pg/ml and IL-6 as > 20pg/ml. Chorio-amnionitis was characterised by neutrophils with or without necrosis in the fetal membranes and subchorionic plate.

Results: The mean birth weight was 1620g ± 371 and mean gestational age 31.3w ± 2. CAS was present on placental histology in all 6 infants in Group I, 5 in Group II, 8 in Group III and 5 in Group IV. Twenty women received antenatal antibiotics. There was no association between CAS  and congenital bacterial infection (p=0.3). 

Table 1. Chorio-amnionitis in the placentas and congenital infection in the infants according to the different Groups
	Group (number)
	I

(6)
	II

(16)
	III

(13)
	IV

(7)
	All

42

	CAS on histology (%)
	3 (50)
	0
	5 (38)
	3 (43)
	11(26))

	CAS & congenital infection (%)
	1
	0
	1
	0
	2

	Congenital infection
	1
	2
	1
	1
	5


Table 2. Mean cord blood IL-8 and CRP levels in the placentas with CAS and women who received antenatal steroids or not

	
	CAS (n=24)
	No CAS (n=18)
	p

	Mean cord IL-8 
	604 ± 960
	170 ± 552
	0.12

	Mean cord IL-6
	342 ± 465
	61 ± 210
	0.05

	Mean cord CRP 
	6.5 ± 16.7
	1.04 ± 0.2
	0.11

	
	ANS (n=33)
	NANS (n=9)
	

	CAS
	11
	
	0.2

	Mean cord IL-8 (pg/ml)
	346 ± 833
	124 ± 232
	0.5

	Mean cord IL-6 (pg/ml)
	98 ± 278
	216 ± 391
	0.4

	Mean cord CRP 
	1.2 ± 0.7
	8.6 ± 20
	0.05

	Congenital infection
	3
	2
	NS


Conclusions: There was no association between chorio-amnionitis and a congenital infection. The mean cord IL-6 level in the placentas from women with CAS was significantly lower compared to the No-CAS Group. There was also no difference in the prevalence of congenital infection in the infants born to women who received antenatal steroids or not. The results should however be interpreted with caution due to the small sample size.

CULTURE-PROVEN SEPSIS DUE TO GRAM-NEGATIVE BACTERIA IN NEONATES: BACTERIA SPECIES AND THEIR CASE FATALITY RATES
S Velaphi, C Snyders, M Mphahlele, E Beckh-Arnold, M Khoosal

Department of Paediatrics, Chris Hani Baragwanath Hospital and the University of the Witwatersrand

Introduction

Sepsis continues to be an important cause of morbidity and mortality in neonates especially among the very low birth weight infants. Infections with resistant gram-negative organisms are a growing threat to hospitalized neonates.  Infants with gram-negative infections are more likely to suffer a fulminant illness with acute death. Mortality risk may be influenced by the infecting pathogen.  The mortality is more likely to be greater if inappropriate empiric antibiotics are used. Therefore, it is essential to have ongoing infectious disease surveillance.  The aim of this study was to determine gram-negative bacteria causing culture proven sepsis in infants admitted in the neonatal unit and to determine case fatality rates of different gram-negative isolates.  

Methods

This was a retrospective descriptive study. Chris Hani Baragwanath Hospital maintains a database of all infants born and/or admitted in the neonatal unit. This database includes maternal demographics, pregnancy and delivery data and infant data until discharge or death. Infants with suspected infection had blood cultures done and were processed by the clinical microbiology laboratory. The microbiology laboratory maintains a database of all positive cultures of infants in the neonatal unit. We reviewed records of all infants who had positive blood and/or cerebrospinal fluid (CSF) cultures due to gram-negative bacteria from January to December 2003. Early-onset sepsis was defined as sepsis whose onset was within the first two days (<3days) of life and hospital acquired sepsis was defined as sepsis whose onset was three days of life or later. Comparisons were made between survivors and those who died from culture-proven sepsis using chi-square for dichotomous variables and Mann-Whitney U test or t-test for continuous variables. 

Results

There were 187 infants with positive blood or CSF culture due to gram-negative bacteria during the period from January to December 2003. One hundred and twenty two (65%) hospital charts were reviewed. Fifteen percent of these cultures were from infants with early-onset sepsis (EOS). The overall mortality rate was 26%. The demographics and laboratory results of both survivors and non-survivors are shown in Table 1. The infants who died were of lower gestational age and had lower white cell counts than those who survived. 

Table 1
Demographics and laboratory results of infants with culture-proven sepsis due to gram-negative bacteria.

	
	Survived

(n = 32)
	Died

(n = 90)
	P-value

	HIV exposed  
	36%
	44%
	NS

	Delivery: Vaginal
	67%
	63%
	NS

	Inborn
	92%
	85%
	NS

	Median Apgar 5’
	9
	9
	NS

	Gender: Male
	65%
	68%
	NS

	Median BW (g)
	1600
	1530
	0.089

	Gestational. Age (wks)
	34
	32
	0.014

	Age at onset (d)
	8 (1-90)*
	6 (1-44)
	NS

	CRP
	31 (1-307)
	23 (1-314)
	NS

	Platelets
	126 (5-510)
	95 (9-243)
	NS

	Leucocytes
	9.5 (1.5-27.8)
	4.2 (1.0- 30.8)
	0.003


* - Median and Range

The common gram-negative bacteria causing EOS was Escherichia coli (E. coli) (61%) followed by Klebsiella species producing extended spectrum beta-lactamases (ESBLs) (22%). The other gram-negative bacteria causing EOS were sensitive Klebsiella species, Salmonella species and Acinetobacter species. The mortality rate among infants with culture-proven EOS due to gram-negative bacteria was 22%, and Klebsiella species producing ESBLs had the highest case fatality rate (50%) (Table 2). 

Table 2
Gram-negative bacteria causing early-onset sepsis and their case fatality rates. 

	
	Total


	Died (Case Fatality Rate for each

organism)

	Escherichia coli
	11 (61%)
	1 (9 %)

	Klebsiella species producing ESBLs 
	4 (22%)
	2 (50 %)

	Others
	3 (17%)
	1 (33 %)

	All
	18 (100%)
	4 (22 %)


The common organisms causing hospital-acquired sepsis were Klebsiella species, mainly the ones producing ESBLs (Table 3). Among the infants with hospital-acquired sepsis the mortality rate was 27%, with E.coli, Acinetobacter species and Enterobacter species having a case fatality rate of 38%, 33% and 33% respectively.  Klebsiella species producing ESBLs had a higher case fatality rate (23%) compared to cephalosporin sensitive Klebsiella species (no deaths).    

Table 3
Gram-negative bacteria causing hospital-acquired sepsis and their case fatality rates

	
	Total
	Died (Case Fatality Rate for

each organism)

	E. coli
	13 (12%)
	5 (38)

	Acinetobacter
	15 (14%)
	5 (33)

	Enterobacter
	9 (9%)
	3 (33)

	Klebsiella species producing ESBLs
	48 (46%)
	11 (23)

	Cephalosporin Sensitive Klebsiella species 
	10 (10%)
	0

	Others
	9 (9%)
	4 (44)

	All
	104 (100%)
	28 (27)


Discussion

Common gram-negative bacteria causing early-onset sepsis in neonates was E. coli whereas Klebsiella species were the common gram-negative bacteria causing hospital-acquired sepsis. Resistant organisms like Klebsiella species that produce ESBLs should be considered as possible causes of early-onset sepsis. Neonates infected with gram-negative bacteria had a high mortality rate. Klebsiella species that produce ESBLs have a high case fatality rate compared to the Klebsiella species that are sensitive to cephalosporins. The finding of Klebsiella species that produce ESBLs as a cause of early-onset sepsis suggest that it may have been acquired from the mother’s genital tract. These findings underscore the importance of ongoing surveillance so that a choice of empirically used antibiotics is appropriate.

HIV SEROCONVERSION DURING PREGNANCY IN THE TYGERBERG REGION OF CAPE TOWN

Gerhard Theron, Jeanne Schoeman, Debbie Grove, Elizabeth Carolus

Department of Obstetrics and Gynaecology, Faculty of Health Sciences, Stellenbosch University and Tygerberg Hospital

Introduction

AIDS is one of the leading causes of death in children, with mother-to-child-transmission being the dominant mode of acquisition of HIV among young children.   A recent study conducted at Johannesburg Hospital found the major cause of maternal deaths in 2000/2001 to be from AIDS-associated disease (42.7%).  A high viral load is associated with a higher risk of transmission.  Seroconversion during pregnancy will result in a viraemia and high viral load.

The current protocol at Tygerberg Hospital and the local midwife obstetric units is to provide voluntary counselling and testing to mothers at the booking visit.  It is possible that some of these women may become HIV positive during the course of their pregnancy, but would not receive the necessary drugs during labour and delivery, as they are believed to be HIV negative.  Especially at risk are those women who book before 24 weeks, increasing the interval between testing and delivery. 

These women will subsequently not receive any counselling as to what is the best method of infant feeding, placing the baby at an even higher risk of acquiring HIV.  Also, these women may only discover their true HIV status during their next pregnancy, should they have another baby.  If these women know their true HIV status, they will also able to make more informed decisions about future pregnancies.  As AIDS-related illness, such as pneumonia, is becoming the major cause of maternal mortality, it is important to utilize every opportunity to screen women for HIV.  Women who are still healthy may thus be given a chance to alter their lifestyle and care for their babies themselves, instead of leaving them orphaned at an early age.

To date and to our knowledge no study has been done in the Western Cape to determine how many women will seroconvert during pregnancy. 

Method

Consecutive HIV negative women (who had their first HIV test before 24 weeks) at antenatal clinics in the Tygerberg region who were between 36 and 38 weeks gestation were approached to partake in the study.  They were counselled for repeat HIV testing.  Patients who accepted repeat testing, received pre-test counselling and gave signed informed consent followed by HIV rapid testing and post-test counselling.  A total of 500 patients were to be recruited, with sample size at each site proportional to clinic size.  OraQuick Rapid HIV-1 Antibody Test was used for screening and Pareekshak HIV Tri Line card test as a confirmatory test.  In the event of discordance an ELISA test was performed.  The percentage women accepting HIV testing and the seroprevalence rate at these clinics during the time the study was conducted was determined, using the Perinatal Maternal to Child Transmission (PMTCT) program data.

Results

A total of 532 patients were recruited at Tygerberg Hospital (TBH) and 5 attached antenatal clinics from February to September 2004, 524 (98.5%) consented for a second HIV test (Table).  At the 6 recruitment sites the mean age of the study patients ranged from 22.9 to 29.3 years, the median gravidity from 1 to 2 and the proportion primigravidas from 14.4 to 62.4%.  The mean gestational age at the first antenatal visit ranged 15.9 to 18.4 weeks and the mean gestational age at retesting from 36.7 to 38.1 weeks.  At the 6 recruitment sites the percentage patients declining being screened at first visit ranged from 4.9 to 20.3% and the HIV seropositive rate from 0.9 to 16.7% (Table) according to the PMTCT program data collected from January to June 2004.  No patient seroconverted during pregnancy.  One discordant rapid test occurred, but the ELISA test was negative.

Conclusion

The seroconversion rate during pregnancy in the Tygerberg region appear to be lower than the 5% reported at the Chris Hani Baragwanath Hospital following the retesting of 390 patients.  It may be possible that knowledge of being HIV negative and post-test counselling impact on sexual behaviour.

Table

	Clinic
	N
	HIV prevalence (%)
	Declining test at booking (%)

	Tygerberg Hospital
	53
	8.7
	4.9

	Belhar
	47
	0.9
	13.8

	Delft
	142
	16.7
	12.8

	Bishop Lavis
	68
	0.01
	20.3

	Elsiesrivier
	148
	1.7
	12.6

	Bellville-Suid
	42
	9.4
	8.9


A PROGRAMME TO INITIATE AND SUSTAIN BREAST MILK FEEDING IN VERY LOW BIRTH WEIGHT INFANTS IN A PRIVATE HOSPITAL NICU

Herbst L, Kirsten GF*, Alexander R, Smith J*,  Muller PD ,Volschenk M, Toma A, Steyn I. Neonatal ICU, Panorama Medi-Clinic, Parow, and the University of Stellenbosch*

Breast milk feeding compared to formula feeding of very low birth weight (VLBW) infants, is associated with significantly reduced infection and necrotising enterocolitis (NEC) rates as well as an improved neuro-developmental outcome. The Vermont Oxford Network Database reported a <50% breast feeding rate on discharge for all infants admitted to an NICU and <30% for the infants <26 weeks. A well-structured programme to establish and maintain breastfeeding in these infants was developed at Panorama Medi-Clinic. 

Aim: To determine the efficacy of a breastfeeding support programme of ventilated infants as illustrated by the rate of breastfeeding at discharge from a private NICU.

Study setting: NICU, Panorama Medi-Clinic, Parow, Western Cape

Study design: Prospective, cohort analytical

Patients and methods: All infants admitted to the NICU of Panorama Medi-Clinic between 1/1/2002 and 30/9/2004 were studied.

On admission, a mother is instructed and given written notes on breast milk expression, storage, and labelling of containers. Expression is done by hand pump which is purchased new by each mother. Each mother has her own Milton/Presept container for her breast pump. Expression begins as soon as possible after delivery and thereafter at 2-3 hourly intervals during the day and once at night. Early intermittent Kangaroo Mother Care is practised.

Results

A total of 551 infants were admitted. Any breast milk feeding occurred in >90% of infants at discharge. The prevalence of breast milk and formula milk feeding according gestational age is shown in the Table and according to birth weight categories in Graph 2. The prevalence of necrotising enterocolitis was <2% (Table). The prevalence of breast milk feeding in this study was much higher compared to the results published by the Vermont-Oxford Network Data Base (VON database)(Graph 1).

Table
Breast and formula milk feeding in the survivors according to gestational age

	Gestational age (weeks)
	≤26
	127 - 28
	29 - 30
	30 - 32
	33 – 34
	>34

	Number
	22
	31
	50
	71
	110
	265

	Survival 
	64%
	84%
	96%
	99%
	98%
	95%

	Breastmilk (%)
	13(93)
	20(77)
	42(88)
	66(94)
	93(87)
	220(88)

	Breast & formula (%)
	1(7)
	3(11.5)
	1(2)
	4(6)
	4(4)
	10(4)

	Any breastmilk (%)
	14(100)
	23(88)
	43(90)
	70(100)
	97(91)
	230(92)

	Formula (%)
	0
	3(11.5)
	5(10)
	0
	10(9)
	21(8)

	NEC (%)
	3(13.6)
	0
	2(4)
	0
	1
	1
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Conclusion

The structured and supportive breastfeeding programme practised at this NICU was successful in >90% of the mothers. This is almost double the 40-50% breast milk fed rate at discharge in infants admitted to NICUs in first world countries. 

The high breast-milk feeding rate might have contributed to the high survival rate and very low prevalence of NEC in this Unit.

THE USE OF nCPAP FOR VENTILATORY SUPPORT OF INFANTS TREATED IN A PRIVATE HOSPITAL NICU

Toma A, Kirsten GF*, Alexander R, Smith J*, Muller PD,  Herbst L, Volschenk M, Steyn I.

Neonatal ICU, Panorama Medi-Clinic, Parow, and the University of Stellenbosch*

Initial nCPAP, on its own, is a non-invasive, very effective method of treating newborn infants with mild to moderate respiratory distress. It is also used post-extubation to prevent atelectasis and re-intubation. Pneumothorax has been associated with nCPAP.

Aim: To determine the prevalence of initial nCPAP use in infants treated in a private NICU and secondly, to determine the prevalence of pneumothorax during the use of nCPAP.

Study setting: NICU, Panorama Medi-Clinic, Parow, Western Cape

Study design: Prospective, cohort analytical

Patients and methods: All infants admitted to the NICU of Panorama Medi-Clinic between 1/1/2002 and 30/9/2004 were studied.

Infants >1000g with respiratory distress syndrome (RDS) are clinically evaluated at birth to be treated either with nCPAP or to be intubated and ventilated. All infants <1000g are intubated at birth and surfactant is administered within 15 minutes of birth. Infants ventilated for RDS (high frequency oscillation or intermittent positive pressure ventilation) are extubated to nCPAP to prevent post-extubation ateletasis. The presence of a pneumothorax was confirmed by chest x-ray.

Results: A total of 531 infants were admitted. 18 (7.6%) of the infants >2500g developed a pneumothorax compared to 6 infants <2500g.

Table 1
The use of nCPAP in the infants according to gestational age

	Gestation (weeks)
	<26
	27-28
	29-30
	30-32
	33-34
	>34

	Number admitted
	22
	31
	50
	71
	110
	265

	Survival 
	64%
	84%
	96%
	99%
	98%
	95%

	nCPAP (%)
	18 (82)
	26 (84)
	44 (88)
	53 (75)
	54 (49)
	109 (41)
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Conclusion

The majority of infants with RDS were treated with nCPAP.  Initial nCPAP on its own, was most often used in the infants between 30 and 34 weeks gestation, while post-extubation nCPAP was most often used in the more immature infants below 30 weeks gestation and the more mature infants >34 weeks   Pneumothoraxes occurred predominantly in the bigger and more mature infants. nCPAP should be used cautiously in the bigger infant. A pneumothorax should be considered in the bigger infant if there is a sudden deterioration during the use of nCPAP.
THE PREVALENCE OF RETINOPATHY OF PREMATURITY IN VERY LOW BIRTH WEIGHT INFANTS VENTILATED IN A PRIVATE HOSPITAL NEONATAL ICU

Alexander R, van Niekerk J, Steyn I, Kirsten GF*, Smith J*, Muller PD, Herbst L, Volschenk M, Toma A. Neonatal ICU, Panorama Medi-Clinic, Parow, and the University of Stellenbosch*.

Retinopathy of Prematurity (ROP) is the most important cause of blindness in very low birth weight (VLBW) infants from first world countries. Due to improved survival it is emerging as a major health problem in developing countries. The Vermont Oxford Network Database (VON) reported a prevalence of ROP of 65% and severe ROP (Grades 3 and 4) of 20% in infants <1000g. 

Meticulous monitoring of oxygen saturation levels during the administration of oxygen has been associated with a decreased prevalence and a less severe degree of ROP.

Aim: To determine the prevalence of ROP in VLBW infants treated in a private NICU according to a strict oxygen saturation monitoring protocol.

Study setting: NICU, Panorama Medi-Clinic, Parow, Western Cape

Study design: Prospective, cohort analytical

Patients and methods: All VLBW infants admitted to the NICU of Panorama Medi-Clinic between 1/1/2002 and 30/9/2004 were studied. 

Transcutaneous oxygen saturation levels are monitored continuously in infants during the administration of oxygen. Oxygen saturation levels are maintained between 86 and 93% and adjustments to decrease the inspired oxygen fraction are done continuously. 

All infants have a formal eye examination at four weeks of life. ROP is graded according to the International Classification for ROP, with grades 3 and 4 being the most severe.

Follow-up eye examinations are done if necessary according to the initial assessment.

Results

Table 1
The prevalence of ROP according to birth weight and gestational age categories

	Birth weight (g) & gestational age (weeks)
	410 – 1000g
	1001 – 1500g
	≤26 weeks
	27– 28 weeks
	29-30 weeks
	31-32 weeks

	Number of infants
	46
	91
	22
	31
	50
	71

	Survival
	76%
	95%
	64%
	84%
	96%
	99%

	ROP Gr 0 (%)
	50
	87
	40
	71
	75
	84

	         Gr 1 (%)
	35
	10
	40
	20
	22
	13

	         Gr 2 (%)
	3
	0
	0
	4
	0
	3

	         Gr 3 (%)
	11.8
	3.3
	20
	8
	3
	0

	         Gr 4 (%)
	0
	0
	0
	0
	0
	0

	Surgery for ROP (laser)
	2
	2
	3
	1
	0
	0
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Conclusions

The prevalence of ROP and severe ROP was significantly lower than the prevalence reported by the VON database. The strict continuous oxygen saturation monitoring with ongoing adjustments to the inspired oxygen concentrations as well as the high breast milk feeding prevalence must have contributed to the low prevalence of ROP.  
A PLEA FOR ELECTRONIC FETAL HEART RATE MONITORING AT DISTRICT HOSPITALS AND MIDWIFE OBSTETRIC UNITS IN SOUTH AFRICA

Hein Odendaal

Stellenbosch University

Introduction

Perinatal mortality rates in South Africa have declined in recent years according to in the PPIP reports, but the decline was less in rural than urban areas (Table I):

Table I
Trends in perinatal mortality rates in South Africa according to PPIP

	
	Rural
	City/Town
	Metro

	2000
	30.0
	39.4
	30.9

	2001
	38.4
	43.3
	25.5

	2002
	36.2
	38.3
	26.7

	2003
	24.2
	32.6
	27.2


However, rates for intrapartum asphyxia and birth trauma did not improve (Table II).

Table II
Perinatal mortality rates  af intrapartum asphyxia.

	
	Metro
	City/Town
	Rural

	2000
	3.3
	5.7
	7.6

	2001
	2.7
	6.7
	6.3

	2002
	3.5
	6.2
	6.9

	2003
	3.7
	5.5
	6.5


For the PNMS in the Western Cape, the perinatal mortality rates for births of 500g and more were 31, 31, 29 and 31/1000 respectively for the last 4 years. For births of 1000g and more, these rates were 17, 18, 16 and 18/1000 respectively. Again no improvement in the perinatal mortality rates was noted. Birth asphyxia was responsible for 11.6% of these deaths. 

Much effort has been put into the development of the partogram and the introduction of its use to all delivery units as it was thought that undiagnosed prolonged labour was responsible for many of the intrauterine deaths during labour. It has always been hoped that the use of the partogram would reduce prolonged labour and therefore also some of the associated perinatal deaths. It is, therefore, very disappointing to note that there has not been much improvement in perinatal mortality rates since its use was introduced.

Using the PPIP programme to assess the primary obstetric causes of perinatal death in the Western Cape, Greenfield found that asphyxia caused 19.9% if deaths at MOUs in contrast to 15.6% at district hospitals. The rates were even lower at secondary and tertiary hospitals. There are 15 MOUs in the metropolitan region of Cape Town of which only one has a cardiotocograph. In contrast, 14 of the 20 district hospitals, which have recently been assessed, have cardiotocographs. Although rural and urban populations differ, it is hard to explain that sosio-economic conditions or other factors could be responsible for the higher proportion of perinatal death due to asphyxia during labour at MOUs in the metropolitan region. It is likely that the better availability of cardiotocographs at district hospitals and therefore also better diagnosis of asphyxia during labour was one of the reasons for smaller proportion deaths due to asphyxia at district hospitals.

The literature

The Dublin trial did not show that electronic fetal heart rate monitoring is better than auscultation as the number of intrauterine deaths end neonatal deaths in each group was the same. However, they had a dedicated nurse at the patients’ bedside who listened to the heart every 15 minutes. They also frequently used scalp blood sampling when suspicious fetal heart rate patterns were noticed or when meconium was seen. Mahomed et al demonstrated that abnormalities in the fetal heart rate were reliably detected by Doppler ultrasonography. A research midwife listened during the last 10 min of every ½ hour. These research circumstances, where trained research midwives accurately observed the fetal rate, can’t be compared with the present situation at MOUs or at district hospitals where a single midwife looks after several patients simultaneously. 

Own Experience

In a case-control study in patients with early onset severe pre-eclampsia, there were 69 cases of abruptio placentae and 69 controls. The proportion of small-for-gestational age infants in the study and control groups were 52% and 45% respectively. Intermittent fetal heart rate monitoring were done every 6 hours, sometimes for only 5 minutes at a time, to detect fetal distress which usually precedes the clinical diagnosis of abruptio placentae. In this very high risk group of patients with abruptio placentae there was only 2 intrauterine deaths in contrast to no intrauterine deaths in the control group. There were 4 neonatal deaths in the abruption group in contrast to 2 deaths in the control group. This study showed convincingly that even intermittent monitoring helped to limit intrauterine deaths to a minimum in a very high-risk group of patients with severe pre-eclampsia and placental insufficiency who developed abruptio placentae.
One of the real disadvantages of fetal monitoring during labour is the increase in Caesarean rates for suspicious fetal heart rate patterns. However, with the proper training of personnel this is unlikely to happen. A good example is the Caesarean section rate at Tygerberg Hospital which changed very little from 1975 to 1999 in spite of the policy to monitor the fetal heart rate in all low risk patients electronically during labour.  During the same period the perinatal mortality rate declined from 35 to less than 20 per 1000 births.

For various reasons antenatal care is not as effective in South Africa to detect the fetus at risk for developing fetal distress during labour as in the industrialized countries where the studies for the meta-analysis were done. The most common reasons are the higher frequency of unbooked patients, more uncertain gestational ages and therefore more post-term pregnancies, poor detection of the small fetus and higher rates of infection before and during labour 

Recommendations

· Introducing fetal heart rate monitoring at a few pilot sites.

· Good training of midwives to interpret fetal heart rate patterns.

· Weekly discussion of fetal heart rate patterns with midwives.

· Call list of registrars/consultants to call to discuss non-reassuring patterns.

· Fax machine to sent suspicious patterns for opinion.

· Later use of digital techniques to sent monitoring data directly to expert.

· Careful recording of all intrauterine deaths during labour.

· Careful recording of all complications of asphyxia during labour.

· Regular analysis of results.

RUPTURE OF THE UTERUS IN DURBAN IN THE NEW MILLENIUM: WHY IS IT STILL HAPPENING?

NF Moran

Mahatma Gandhi Memorial Hospital, Durban, and

Department of Obstetrics and Gynaecology, Nelson R Mandela School of Medicine, University of KwaZulu-Natal

Introduction

Rupture of the uterus is an occurrence which is common in populations who have poor access to skilled obstetric care. Mahatma Gandhi Memorial Hospital (MGMH) is situated within the Durban Metropolis. Since July 2001, it has been providing a regional obstetric service for the North of Durban.  The area is covered by a network of midwife-run clinics feeding into the hospital.  Access to skilled care is reasonable. However, it has been noted that rupture of the uterus has still been occurring with some regularity at MGMH.  An audit was therefore undertaken to analyse all recorded cases of rupture of the uterus at MGMH since July 2001, so as to describe the clinical features associated with cases of rupture in the modern Metropolitan setting, and to identify avoidable factors associated with these ruptures.  From this it was hoped that recommendations could be drawn up to reduce the occurrence of rupture in the future.

Methods

Rupture of the uterus was defined as the occurrence in pregnancy (other than by intentional surgical intervention) of any full-thickness defect in the body of the uterus, including full-thickness scar dehiscence. Cases were identified from the labour ward delivery book and the theatre record book.  Records from the hospital perinatal and maternal mortality and morbidity audits were also used.  Where available, case-notes were scrutinized for more details.  A standardised data collection sheet was filled for each case and statistical analysis conducted.

Results

Twenty-one ruptures were identified from July 2001 to December 2004.  In one case inadequate information was obtained to contribute to certain aspects of the audit. Thus some of the results presented are based on the remaining 20 cases. Table 1 shows the rates of rupture during the years covered by the audit. In calculating these rates, deliveries occurring at the hospital’s referring clinics as well as at the hospital itself have been included in the denominator, in order to get closer to a population-based rate. Table 2 shows the parity of the women who suffered a rupture of the uterus.

In all but one case (95%) the women had booked for antenatal care. In only two cases (10%), did it seem likely that the uterus had already ruptured before the woman was admitted to hospital. The gestational age at rupture ranged from 19 to 42 weeks, but in five cases (25%) the gestational age was ≥ 41 weeks. Nine women (45%) who ruptured the uterus were over 35 years of age, and four (20%) were over 40.
There was one case of twins in the series, and one case of malpresentation (breech). In no case, was the rupture associated with an instrumental delivery. Oxytocin was used in two cases. In both these cases, there was no documented monitoring of contractions during the period of oxytocin infusion. Two cases followed induction of labour using misoprostol. One of these was a G4P3 woman with no history of previous uterine surgery, who had presented at 19 weeks’ gestation with a spontaneous rupture of membranes. There was a breech presentation. A 200µg misoprostol tablet was inserted per vagina, and the same dose was repeated when no contractions were noted six hours later. This was according to the institutional protocol for mid-trimester induction of labour. However, the same evening the patient went into hypovolaemic shock and died. A post-mortem revealed a massive haemoperitoneum, and a rupture at the fundus of the uterus. The other case involved an induction of labour for an intra-uterine death at 35 weeks’ gestation. A misoprostol dose in excess of that stipulated in the institutional protocol for third trimester induction was used. This was also one of the cases where oxytocin was used.

Thirteen women (62%) had a history of one previous caesarean section. In all but one of these, there was an attempt made at achieving a vaginal birth after caesarean (VBAC) in the pregnancy which resulted in uterine rupture. There was one further case of rupture which occurred in a woman with at least one previous caesarean, but information about the specific number of previous caesareans could not be obtained. The remaining seven women (33%) had no history of previous uterine surgery.

Birth weight categories of the babies in the series, both overall and specifically for those women with previous caesarean section are listed in table 3.

Two cases were intra-uterine deaths before the rupture occurred. Excluding these cases, the fetal/neonatal mortality rate was 70%. The fetal/neonatal outcome according to whether or not the mother had a previous caesarean section is shown in table 4.

The maternal case fatality rate was 43% (9 deaths). A further 5 cases resulted in severe morbidity (emergency hysterectomy). Table 5 shows the differences in maternal mortality and morbidity according to whether or not the woman had a previous caesarean section. Overall, in 17 out of the 21 cases (81%) either mother or baby or both died. In only three cases (14%) did both mother and baby survive without major morbidity.

A repair of the ruptured uterus was performed in eight cases (38%). Hysterectomy was performed in a further eight cases (four total and four subtotal hysterectomies). In five cases (24%), the patient died without being taken to theatre.

Few cases had associated patient-related avoidable factors related to the occurrence of the rupture. However, in three cases (14%), delay in the patient presenting to hospital/clinic was an important factor. The most important administrative avoidable factor was the staffing shortage (doctors and midwives) at the hospital, which clearly contributed to the rupture in 5 (24%) of cases. The lack of staff led to the following problems which contributed to the occurrence of the ruptures: delays in getting the patient to theatre for emergency or elective caesarean section; delay in doctor reviewing patient in labour; and lack of monitoring in labour.

Medical personnel factors which contributed to the ruptures included the following: partograph not used or used incorrectly – 5 cases (24%); fetus and or contractions not monitored appropriately – 5 cases (24%); fetus monitored, but evidence of fetal distress not acted upon – 3 cases (14%); prolonged 2nd stage of labour with no action – 3 cases (14%); inappropriate use of oxytocin –2 cases (10%); wrong decision made to allow VBAC - 3 cases (14%); doctor did not attend to patient when called – 2 cases (10%); protocol for IOL not followed – 1 case (5%).

Excluding any patient-related factors, in 10 cases (48%), the rupture was clearly avoidable from the point of view of the health care that was provided (taking into account administrative and medical personnel related factors). 

Table 1
Rupture numbers and rates per 1000 deliveries (at hospital and referring clinics)

	
	Number
	Rate

	2001 (2nd half)
	3
	0.6 per 1000

	2002
	9
	0.8 per 1000

	2003
	8
	0.7 per 1000

	2004
	1
	0.08 per 1000

	Total
	21
	0.5 per 1000


Table 2
Results: Parity of patients (parity known for 20 patients)

	
	Number
	%

	Para 0
	1
	5

	Para 1
	7
	35

	Para 2
	3
	15

	Para 3
	5
	25

	Para 4
	1
	5

	Para 5 and above
	3
	15


Table 3
Birth weights

	
	All babies (22)
	Previous C/S (15)

	<1000g
	2
	1

	1000 to 2499g
	2
	1

	2500  to 3499g
	11
	10

	3500 to 3999g
	4
	2

	4000g +
	1
	0

	Unknown
	2
	1


Table 4
Outcomes: Fetus / Neonate (two cases with pre-existing IUD excluded)

	
	No previous C /S (5)
	Previous C/S (15)
	All babies (No.= 20)

	FSB / undelivered
	5 (100%)
	8 (53%)
	13 (65%)

	NND
	0
	1 (7%)
	1 (5%)

	Alive at discharge
	0
	6 (40%)
	6 (30%)


Table 5
Maternal Outcome

	
	No previous C /S (7)
	Previous C/S (14)
	All women (No.= 21)

	Alive with uterus
	0
	7 (50%)
	7 (33%)

	Alive, no uterus
	2 (29%)
	3 (21%)
	5 (24%)

	Dead
	5 (71%)
	4 (29%)
	9 (43%)


Discussion

The rate of rupture at MGMH, appears to be similar to rates quoted for many “first world” countries, and is much lower than that quoted for many developing countries. However, it is quite likely that some cases of rupture at MGMH, which were not associated with major morbidity, were missed by this audit. For example, a case of full-thickness scar dehiscence detected at caesarean section, where the uterus was repaired with good outcome for both fetus and mother, might not have been documented as a case of rupture in the theatre or labour ward record books, and might not have been mentioned at morbidity meetings, and would thus have been missed.

As is the case in “first world” countries, this audit showed that the majority of cases of rupture at MGMH are associated with an attempt at VBAC. In 90% of the cases the rupture occurred in patients booked for antenatal care who were already in hospital at the time of the rupture occurring. Thus poor access to skilled obstetric care was not a major factor contributing to the ruptures.

The maternal and fetal outcomes associated with cases of rupture at MGMH were as poor as any reported from developing countries. Indeed, during the period of the audit, rupture of the uterus was the most common cause of direct maternal death at the hospital. This audit was, therefore, crucial to identify the avoidable factors leading to these ruptures, so that steps can be taken to reduce the risk of further ruptures occurring.

The maternal and fetal outcomes associated with rupture in women with previous caesarean section were not as bad as for those without any previous caesarean. Nonetheless, the outcomes were still very poor. This raises the question of whether VBAC should be attempted at all in a setting such as MGMH, where conditions such as the short-staffing in the labour ward are not ideal for ensuring a safe attempt at VBAC. This audit cannot answer that question as it does not provide a balanced view of the pros and cons of the two options, namely VBAC for selected individuals or elective caesarean section for all. In the meantime, certain recommendations can be made with regard to reducing ruptures occurring with attempts at VBAC. Firstly, it is imperative that care is taken to avoid unnecessary caesarean sections in women who have not had previous caesarean sections, so as to reduce the number of women who are pregnant with a previous caesarean. Secondly great care should be taken in assessing every pregnant woman with a previous caesarean, so as to identify those with a good chance of success at VBAC. Those with a poorer chance of success should be advised to opt for elective caesarean. Finally, it is important to thoroughly counsel a woman about the pros and cons of VBAC, and to consider her choice regarding mode of delivery.

Regardless of whether the woman has a previous caesarean or not, it is clear from this audit that many ruptures could be prevented by improved management and monitoring of labour.  Inservice training on topics such as partograph use and CTG monitoring is thus essential. Other areas where inservice training is important include protocols for induction of labour and misoprostol use.

It was encouraging to see a marked decrease in the rate of rupture at MGMH in 2004, and it is hoped that this is a reflection that some of the above recommendations are already being put effectively into practice.

Finally, the audit clearly highlighted the problem the hospital has with short-staffing. It is recommended that where relevant, critical incidents like rupture of the uterus be used as evidence of short-staffing, so that managers can be convinced of the urgency of the problem.
Conclusion

The audit highlighted that the most important feature associated with rupture of the uterus in the Metropolitan setting was an attempted vaginal delivery following one previous caesarean section. This does not appear acceptably safe in the particular setting of MGMH, and steps need to be taken to make it safer, including ongoing in-service education on how to conduct VBAC safely.

The audit provides strong evidence of the inadequate staffing in the Department, and of the catastrophic consequences of this shortage, and should be used as a tool to motivate for better staffing.
IS A CAESAREAN SECTION RATE OF 50% TOO HIGH FOR A SECONDARY TEACHING HOSPITAL?  AN AUDIT DONE AT THE PELONOMI HOSPITAL, BLOEMFONTEIN, SOUTH AFRICA
JM du Plessis, SSF Brand

Department of Obstetrics and Gynaecology, University of the Free State

Introduction

At present, the estimated caesarean section (c/s) rate in the public sector is between 10-20%, which correlates with the 15% average suggested by the World Health Organisation (WHO).

In July and August 2004, the c/s rate at Pelonomi Hopsital was respectively 50.1% and 52.4%.  Between November 1990 and September 1991, van der Walt and co-workers found the c/s rate to be 17.2%.  Why did the c/s rate triple in the last 14 years?  Locally and internationally there has been an outcry over high c/s rates in private practice, our figures in the public sector almost equals that.

Pelonomi Hospital forms part of the University of the Free State academic complex and is a secondary level teaching hospital, which serves as a referral hospital for the Souther Free State.  An audit was done for July and August 2004 to identify the factors contributing to this high c/s rate and implement changes as needed.

Method

All c/s done for July and August 2004 were analysed (n=213).  The following were noted:

· Indication for the c/s;

· The use of the partogram in cephalic-pelvic disproportion and poor progress;

· Usage of scalp pH as a diagnostic aid for fetal distress;

· Rate of HIV infections;

· Prevalence of postpartum infections;

· Note keeping;

· Percentage of primigravida and multigravidas who underwent c/s.

Results

Indication for c/s:

1.
Slow progress (SP) and/or cephalo-pelvis disproportion (CPD)
49.9%

2.
Fetal distress








18.3%

3.
Previous c/s (one or multiple)





13.6%

4.
Breech or other malpresentations





4.2%

5.
Antepartum haemorrhage






8.5%

6.
Twins









3.3%

7.
No notes in file







3.3%

8.
Other









1.9%

Nineteen percent of c/s were referred from peripheral clinics.  Primary care clinics in Bloemfontein referred 33.3% of c/s done.  The remaining 48% of c/s done were patient followed up at the Pelonomi High Risk Clinic.

Of patients tested for HIV, 22% were positive, 39% were not tested or declined testing and 39% were HIV negative.

The diagnosis of fetal distress was made by fetal heart monitoring alone and no secondary tests were utilised to confirm the diagnosis.

Only 27% of all c/s were discussed with the consultant on call.

The use of the partogram in patients with CPD or SP showed worrying trends.  In 28.4%, the partogram was not used at all, while in 20.45% of cases the partogram was filled out or interpreted incorrectly.  This means that in an astounding 49% of cases the partogram was used incorrectly or not at all.  This problem involved all levels of care from midwives to junior doctors and registrars.

Caesarean sections done for CPD or SP, 56% were done in nulliparous women and 44% were done in multiparous women.  Fifty percent of all nulliparous women did not receive oxytocin in labour.

Poor note keeping was reflected by the fact that 30% had no, or very poor clinical notes.

The postpartum infections rate was 15.5% and 3 patients (1.4%) underwent hysterectomy for postpartum sepsis.

Discussion

Philpott and Castle introduced the partogram to obstetric practice in 1872.  It has been shown in studies since, that the partogram reduces maternal and fetal morbidity and mortality.

In a study done by the WHO in South East Asia involving 35 484 women, it was shown that the correct use of the four hour partogram reduced the c/s rate to under 10%.  They recommend its use in all labour wards.

In 2000, the National Department of Health introduced a new maternity case record.  They suggest an action line drawn two hours after the alert line.  This was done to prevent transport delays.

In our audit, the partogram has been used incorrectly or not at all in almost 50% of cases.  This certainly contributes to the high rate of c/s.  One of the key recommendations of the Saving Mothers report highlights the correct use of the partogram.

It is also interesting to note that 50% of nulliparae with poor progress never received any augmentation in labour.  The Royal College of Obstetricians and Gynaecologists (RCOG) suggest that a c/s should not be performed for poor progress in these patients, without a trial of oxytocin.

The high rate of HIV infection also influenced the c/s rate.  In patients with poor progress there is a tendency to rather do a c/s, than performing artificial rupture of the membranes.  Pattinson and co-workers showed that there is no difference in c/s rate when oxytocin was used with intact of ruptured membranes.

Fetal distress was the indication for 18.3% of c/s done.  It is “distressing” to see that no secondary tests were done to confirm the diagnosis of fetal distress, as interpreted by fetal heart monitoring.  It is well known that a CTG is only a screening tool and even the most worrying pattern is only associated with acidosis in 50% of cases.  Low and co-workers found that in 20% of acidotic babies born, the obstetrician found the CTG to be acceptable.  The RCOG thus recommends secondary tests of fetal well-being after a non-reassuring CTG, to avoid over-intervention.

The single most important risk factor for postpartum sepsis is delivery by c/s.  The rate of HIV infection in the developing world compounds this problem further.  In our audit, 15.49% of patients developed postpartum infections, despite the use of prophylactic antibiotics during surgery.  A decrease in c/s should address this problem.

Lastly, it is important to note that obstetric malpractice litigation is on the increase, as reflected by the fees paid by obstetricians to obtain cover against claims.  In our audit, 30% of patients had very poor or no clinical notes and only 27% were discussed with the consultant on call.  This would make the defense of any litigation virtually impossible.

Recommendations

1. Correct use of the partogram and continuous training of all medical and nursing staff involved in obstetric practice.

2. HIV testing must be promoted, as these results have a profound influence on obstetric care.

3. Adherence to protocols for the management of poor progress in labour, as well as fetal distress.

4. All c/s should be discussed with the consultant on call.

5. All previous c/s must be evaluated at 36 weeks gestation, regarding the route of delivery, by senior obstetric staff.

6. All nulliparous women, with poor progress, should receive a trial of oxytocin, unless contra-indicated.

7. Spot checks should be done to improve note taking.

8.
A repeat audit in one year to evaluate the impact of the above recommendations on the c/s rate.

AMNIOINFUSION FOR MECONIUM-STAINED LIQUOR: A RANDOMIZED TRIAL

Mandisa Singata , L Mangesi, S Ferreira, M Makinana, Z Jafta, B Maholwana, Z Mlokoti, D Qolohle, L Thomas, D Jacobs-Jokhan, VC Nikodem, H Calvert, U Benjamin, E Nicolou, E Nguakeng, S Fawcus, P Dumminy, GJ Hofmeyr;  Effective Care Research Unit, East London Hospital Complex; Tembisa Hospital; Baragwanath Hospital; Mowbray Hospital; Karl Bremer Hospital; University of Fort Hare, University of Witwatersrand; University of Cape Town; for W Fraser and the Amnioinfusion Trial Group. 

Introduction

Meconium staining of the liquor (MSL) is a frequent disorder that is associated with an increased risk of both neonatal and maternal morbidity, including meconium aspiration syndrome (MAS). Maternal morbidity associated with MSAF includes caesarean section (CS) for the indication of real or presumed fetal compromise.  Amnioinfusion (AI), (transcervical infusion of saline into the amniotic cavity), is a simple technique used to attempt to prevent neonatal MAS. A possible secondary benefit is a reduction in the risk of caesarean section.  Previous randomised trials indicate that AI is a promising approach, particularly in settings with limited perinatal surveillance, but  methodological limitations of previous studies prevent firm conclusions from being drawn.

Indications for amnioinfusion include:

· Variable decelerations;

· Meconium-stained liquor.

Amnioinfusion for meconium-stained liquor: Systematic review conclusions

This systematic review was done before our study which shows that in institutions with limited peripartum surveillance there was a reduction in meconium aspiration syndrome with amnioinfusion.  In institutions with standard peripartum surveillance, meconium aspiration syndrome overall was less common, but this was based on numerous small trials with conflicting results. Recommendations were for a larger trial to be done.


[image: image11.wmf] 


Method

This was a multicentre trial funded by the Canadian MRC. Women in labour with a  cervix 2-7cm dilated and with thick meconiun stained liquor where recruited to the study after a 30 minute CTG was found to be acceptable to continue with labour. Informed consent was given by the participant and randomization was done telephonically to Canada to allocate women to either the Amnioinfusion or Control group. In both cases a continuous CTG was recorded until delivery. In the Amnioinfusion group an,intra-amniotic catheter (Intran III) was inserted and backflow of liquor was checked. For the loading dose 800ml at 20 ml per minute of normal saline was infused. The maintenance dose was 2ml per minute to a maximum of 1500ml.The control group was given routine care.

Results

Amnioinfusion had no effect on the - risk of neonatal meconium aspiration syndrome 

                                                         -overall clinical respiratory distress

                                                         -caesarean section

                                                         -other indicators of neonatal or maternal morbidity.

	 
	Amnio-infusion (N=983)
	Control 

(N=982)
	Relative risk
	95% Confidence interval

	Perinatal death
	5 (0.5%)
	4 (0.4%)
	1.25
	0.34-4.64

	Mod/severe MAS
	43 (4.4%)
	30(3.1%)
	1.43
	0.91-2.26


No differences in any outcomes measured

The systematic review on amnioinfusion for meconium-stained liquor was then updated.

THE ASSOCIATION BETWEEN CHLAMYDIA TRACHOMATIS, MYCOPLASMA HOMINIS AND SPONTANEOUS PRETERM LABOUR

Hein Odendaal, Jeanne Schoeman, Milly de Jager, Gerhard Theron, Karin  Norman, Debbie Grové, Christine Schabort  (Dept.  O&G), Carla McMahon, Lynne Liebowitz, Helga Ort, (Dept Microbiology), Stellenbosch University, Linda Chalkley, MRC.

Introduction

The 20% incidence of preterm labour at Tygerberg Hospital is cause of great concern.  Not only is it the most common single cause of perinatal mortality, but also one of the major causes for delivery of a baby between 750g and 1500g.  To prevent this tragic loss of life or expensive admission to a neonatal intensive care unit, causes for our high spontaneous preterm labour rate must be identified. Infection is one of the most probable causes of preterm labour.  However, it is still uncertain what role this infection plays in our community.  Initial studies could not confirm the protective role of vaginal lactobacilli.  We found high frequencies of preterm labour in patients with normal vaginal flora, as well as in those with no lactobacilli or mixed infection.  Later studies, although with small numbers, suggested that M. hominis may be a cause of preterm labour. This study was therefore designed to assess the roles of M. hominis and C. trachomatis.

Method 

Low risk mothers, between 16 and 23 weeks pregnant were recruited for the study at the first antenatal visit at the Bishop Lavis midwife obstetrical unit. To avoid contamination with K-Y jelly, the speculum examination was done without lubricant. A smear from the posterior vaginal fornix was obtained by rolling a swab across the vaginal wall and then onto a glass slide. This smear from the posterior fornix was then marked, heat fixed and Gram stained.  All these smears were examined by one person, using the method described by Nugent et al. Another swab was taken, from the endocervix, for detection of C. trachomatis and M. hominis. Specific primers, directed at the cryptic plasmid of C. trachomatis were used to detect this organism. An ATCC strain of C. trachomatis was used as a control. For Mycoplasmas  the PCR Mycoplasma Detection Set was employed to detect and identify some 11 Mycoplasma species (including M. hominis and U. urealyticum). An ATCC strain of M. hominis was used as control. All these examinations were done in batches, long after the initial swab has been taken. End points were common complications during pregnancy such as pre-eclampsia, abruptio placentae, poor fetal growth, gestational age at delivery, birth weight, weight-for-gestational age, 5-minute Apgar score, intra-uterine and neonatal death, neonatal hospital stay and common neonatal complications such as hyaline membrane disease and infection.

Results

There were 350 patients in the study. Seven patients (2 %) delivered elsewhere and were lost to follow up. Tests for C. trachomatis were positive in 40 (11.7 %) patients and negative in 303 (88.3 %). Except for the maternal age, obstetric demographic data of the two groups were comparable (Table I).

Table I
Obstetric data of mothers with positive and negative C. trachomatis findings 

	
	C. trachomatis pos.

N=40
	C. trachomatis neg.

N=303
	Significance

	Age (yrs): Mean

                SD

                Median
	20.6

4.6

19
	23.1

5.5

22
	P=0.0016

	Gravidity: Mean

                SD

                Median
	1.6

0.9

1
	1.8

1.1

2
	P=0.1531



	Parity: Mean

           SD

           Median
	0.6

0.9

0
	0.8

1.0

0
	P=0.1588

	Previous miscarriage

Previous ectopic 

Previous TOP              
	1

0

2
	23

1

3
	

	BMI: Mean

         SD

         Median
	22.9

4.1

22.1
	24.7

5.4

23.8
	P=0.036


N. gonorrhoeae and bacterial vaginosis were found more frequently in mothers who tested positive for C. trachomatis (Table II).

Table II
Other sexually transmitted diseases in mothers with C. trachomatis

	
	C. trachomatis pos.

N=40 
	C. trachomatis neg.

N=303
	Significance

	Syphilis
	2 (5%)
	18 (6%)
	P=1

	N. gonorrhoeae
	2 (5 %)
	1 (0.3 %)
	P=0.0373

	M. hominis
	25 (65.8 %)
	187 (65.4 %)
	P=0.9607

	Bacterial vaginosis

Negative (A)

Intermediate (B)

Positive (C)


	17 (42.5 %)

8  (20 %) 

15 (37.5 %)
	189 (62.4%)

19   (6.3 %)

95  (31.3 %)
	A in comparison with 

B+C: P=0.0158

OR=2.24 (95 % CI 1.10-4.61)


C.trachomatis infection was associated with lower birth weights and more preterm deliveries but the immediate neonatal outcome was good (Table III).

Table III
Perinatal outcome in Chlamydia positive and negative groups

	
	Positive
	Negative
	Significance

	Delivery: Vaginal                                                       Caesarean section 
	35 (87.5 %)

5 (12.5 %)


	277 (91.4 %)

25 (8.2 %)


	P=0.3751

 (Caesarean vs. vaginal)

	Before 37 weeks
	8 (20 %)
	28 (9.2 %)
	P=0.0369

OR 2.46 

(95% CI 0.94-6.25)

	Birth weight (g): Mean

                          SD

                          Median
	2779

577

2840
	2974

591

3040
	P=0.0271

	5 min Apgar: Mean

                     SD

                     Median
	9.7

0.7

10
	9.6

1.4

10
	P=0.5869

	Outcome: Normal

                Miscarriage

                IUD

                NND
	40

0

0

0
	298

1

3

1
	


IUD=intrauterine death, NND=neonatal death

All perinatal deaths occurred in preterm deliveries groups. There were no perinatal deaths in the C. trachomatis positive group. 

Discussion

It was surprising to find that 10.9 % of low risk mothers delivered before 37 completed weeks. 

This study failed to demonstrate an association between bacterial vaginosis and preterm labour but the association of C. trachomatis and bacterial vaginosis was confirmed. Intervention studies are needed to establish whether C. trachomatis is causative of some of the deliveries before term.

LOW DOSE ORAL MISOPROSTOL FOR INDUCTION OF LABOUR AT KALAFONG HOSPITAL: WHAT FACTORS PREDICT SUCCESSFUL VAGINAL DELIVERY WITHIN 24 HRS?

Mbele AM, Pattinson RC, Makin J

MRC Unit for Maternal and Infant Health Care Strategies

Department of Obstetrics and Gynaecology, University of Pretoria

Background

Induction of labour is one of the most frequent procedures in pregnant women. The decision to induce labour is taken when the risk of continuing with the pregnancy outweighs the benefits.  Low dose oral misoprostol has been the drug of choice in the developing countries for almost a decade now because it is cheap, stable at room temperatures, easy to prepare and the route of administration is convenient.

Misoprostol has been approved by the FDA for use during pregnancy since August 2002, this followed after systematic reviews showed that misoprostol is as effective as convectional and more expensive agents for induction of labour.  Its safety for induction of labour has not been determined because of paucity of large multicentre randomised trials to determine its safety.  There is also enough evidence that when used with mifepristone (RU 486) for first trimester abortion is both safe and effective.

At present there are different regimens used in South African institutions and there is no consensus reached yet about the safe and effective dose regimen for induction of labour.

Aims of the study

To ascertain the safety and efficacy of the Pretoria regimen of low dose oral misoprostol to induce vaginal delivery.

Setting  

Maternity ward at Kalafong hospital, an academic hospital in Atteridgeville, Pretoria.

Methods

All pregnant patients where labour was induced with oral misoprostol were included in a descriptive process audit from the 1st March 2004 to 30 October 2004.

Patients with contraindications for misoprostol induction were excluded i.e. multiple pregnancy, intrauterine death, previous uterine surgery and abnormal fetal lie.

The data sheets were completed before induction of labour and after delivery of the patients.

The Coronation-Liverpool regime was modified by administering an extended course of misoprostol for those patients where delivery was urgent.

· An admission cardiotocograph was done and was repeated after each dose misoprostol administered.

· Patients were grouped according to the urgency of delivery and time limits were specified for each patient.

· Misoprostol 200mcg tablet was diluted in 200mls of water to make a solution 1mcg per ml. Patients received orally 20mls every 2hrs for 3 doses followed by 40mls every 2hrs for 2 doses and a single dose of 60mls.  Misoprostol was stopped if the attending clinician considered the patient to be having adequate contractions. If a patient has not delivered after the first course, depending on the urgency of delivery, patient either receives an extended dose of misoprostol i.e. 60mls every two hours three times only or a patient is rested and a second course of diluted misoprostol is restarted after 24hrs.  
The datasheets were collected daily during the audit meeting and entered to a MS Excel database by AM and data was analysed using Epi Info 5.

Outcome measures

· Vaginal delivery achieved within 24 hrs.

· Caesarean section rate.

· Hyperstimulation syndrome.

· Serious maternal morbidity.

· Serious maternal morbidity.

Results

A total of 404 patients were included for the period from 1st March to 30th October 2004.

The mean age of patients was 27.61 years. Forty seven percent of patients were primigravidas .The mean gestational age was 38.14 weeks,  fifty eight percent of patients were more than 38 weeks pregnant. The rate of induction of labour was 9.6%.

There were three major indications for induction of labour i.e. hypertension (46.2%), postdates (21.5%) and rupture of membranes (20.5%), others (11.8%) (Table1). 

Vaginal delivery was achieved within 24 hours in 50.4% of patients and after 24 hrs in 6.3%.  The caesarean section rate was 43.3 %.

More caesarean sections (24.7%) were performed for fetal heart rate changes and 51% of these were patients with hypertension in pregnancy. In 15% (59) of patients induction of labour was urgent and these patients received an extended course. This group comprised of hypertension (57.6%), prelabour rupture of membranes (25.4%) and others (16.9%).  In 42% of these patients vaginal delivery was achieved and 58% had caesarean sections.

The maternal morbidity was 6.9% i.e primary postpartum haemorrhage (4.9%), abruptio placenta (1.7%) and uterine rupture (0.24%).

The neonatal morbidity was 3.9%, 15 of the neonates were admitted to neonatal high care for observation because of birth weight less than 2 kg.

There was one fresh stillbirth delivered during laparotomy for a ruptured uterus.

The univarate analysis showed that the following factors influenced the outcome of vaginal delivery achieved within 24 hrs i.e. parity, hypertension, rupture of membranes, oligohydramnios with intact membranes, non-reassuring CTG and bishop score (Table 2).  At present a score to predict successful vaginal delivery within 24hrs in patients where labour is induced with low dose misoprostol has been designed using the above parameters. The logistic regression analysis is still being conducted to determine the independent predictors of outcome.

Discussion

The Pretoria regimen is effective for induction of labour with vaginal delivery achieved within 24 hrs in 50.4% of patients, low rate of hyperstimulation syndrome, low neonatal and maternal morbidity; this is in keeping with studies done in other institutions in South Africa and in Cochrane systematic review (Table 3).

The caesarean section rate was 43.3%.  It is significantly higher than the caesarean section at Kalafong hospital of 31%. This may possible be due to the fact that a large number of patients labour was induced for hypertensive disease (46.2%). Twenty five percent of caesarean sections were performed for fetal heart changes; this might have contributed to the high caesarean rate but we do not know whether all these patients needed caesarean sections because we could not do fetal scalp PH because of HIV prevalence in our population.

In our series there was one patient with uterine rupture without any risk factors for uterine rupture. Our study showed that rupture of the uterus is an unpredictable complication in patients where labour is induced with misoprostol. Hofmeyr reported that rupture of the uterus has been documented in a nulliparous patient that received as little as 100μg of oral misoprostol. Large multicentre trials are still needed to determine safety of misoprostol for induction of labour. There maybe an association between oral misoprostol and post partum haemorrhage(4.9%) as complication of induction of labour, but further studies are warranted to confirm this association.

Recommendations

A score to predict successful vaginal delivery within 24 hrs has been designed using the parameters in table 1 and will be tested after the logistic regression analysis is completed.  This score will be useful when counselling patients about the mode of delivery if admitted for induction of labour with oral misoprostol (Table 4).

Table 1
Indications for induction of labour 

	Mbele (Kalafong)
	Ferreira (East London)
	Moran (Durban)
	Wing (Los angeles)

	Hypertension(46.2%)
	Hypertension(78%)
	Hypertension(30%)
	HT(18.3%)

	Postdates(21.5%)
	Postdates(7%)
	Post term(29.5%)
	Postdates(11.4%)

	Prelabour rupture of membranes(20.5%)
	Rupture of membranes(6%)
	Rupture of membranes(21.3%)
	Oligohydramnios(17.8%)

	Non-reassuring CTG(1.9%)
	Twins(0.99%)
	IUGR(8.1%)
	IUGR(4.4%)

	Chorioamnionitis (3.4%)
	DM(5%)
	IUD(7.2%)
	DM(6.7%)

	APH of unknown origin(4.4%)
	Anencephaly(0.99%)
	
	Others(8.3%)

	Eclampsia(0.99%)
	IUD(0.99%)
	
	

	
	Eclampsia(1.9%)
	
	


Table 2
Factors influencing induction of labour 

	 Parameters
	P- value

	Primiparous
	0.03

	Hypertension
	0.0034

	Non-reassuring CTG
	0.04

	Oligohydramnios<5
	0.027

	Poor Bishop score
	0.0012

	Ruptured membranes
	0.00016


Table 3
Outcome measures 

	Outcomes
	Mbele (Kalafong)

n=404
	Ferreira (East London)

n=101
	Moran (Durban)

n=202
	Wing
	Alfirevic (Cochrane review)

	Vaginal delivery within 24 hrs
	50.4%
	41.5%
	-
	52%
	50%

	Hyperstimulation
	1.4%
	1%
	1.35%
	-
	8.5%

	Caeserean sections
	43.3%
	31.7%
	38%
	-
	16.7%

	Maternal morbidity
	6.9%
	-
	1.5%
	-
	-

	Neonatal morbidity
	3.9%
	6.9%
	2.1%
	-
	-


Table 4
Mbele score

	Parameters
	                      Score

	
	0
	1
	2

	Parity
	Primigravida
	Multigravida
	

	Hypertension
	Yes
	No
	

	Ruptured membranes
	No
	
	Yes

	Non-reassuring CTG
	Yes
	
	No

	AFI
	Reduced
	Normal
	

	RI>95th centile
	Yes
	No
	

	Bishop Score
	≤3
	4-6
	≥7


How to counsel a patient?

	Mbele

Score 
	Chance of vaginal delivery within 24 hrs

	≤ 4
	34%

	≥ 5
	58%


NON-SUPINE, KNEE-CHEST POSTURE FOR DELIVERY:  A RANDOMISED TRIAL

Ferreira S, Hofmeyr GJ, Mangesi L, Singata M.

East London Hospital Complex; Effective Care Research Unit, University of the Witwatersrand and Fort Hare, South Africa

Introduction

The position assumed by women during labour and birth is influenced by several complex factors.  ‘Instinctive’ behaviour is difficult to identify because behaviour is strongly influenced by cultural norms.  Cultural norms are in turn moulded by current practices, and are modified over time.  For societies in which the majority of births take place within a medical facility, cultural norms have over the years been moulded by the expectations and demands of medical attendants, as well as restrictions imposed by medical procedures such as fetal monitoring, intravenous therapy, analgesia including regional analgesia, medical examinations and medical procedures.  During the second stage of labour, practices such as perineal support and assistance of the birth during ‘spontaneous’ delivery have restricted options for positions assumed by women.  Options for instrumental delivery are also limited.  

The wish of caregivers to have access to the woman’s abdomen to monitor the fetus has resulted in the predominance of the supine or semi-recumbent position in current Western culture. Mauriceau is credited with being the first to introduce the horizontal position for women in labour.  In contrast, historical reports record that before the modern medical era, women avoided the supine position during labour and birth, and were allowed to change position at will.  Various aids were used to achieve comfort in a squatting, kneeling or upright posture.  Historical illustrations show women in various upright postures for birth.

Apart from medical considerations, the influence of medical personnel and institutions over the positions adopted by women during labour and birth has been viewed as disempowering, abusive, humiliating and inconsiderate of women’s comfort and need to experience birth as a positive event.  In view of indirect evidence that a positive, supportive labour environment promotes a sense of competence and personal achievement experienced by women during childbirth, and their subsequent confidence as mothers and risk of postnatal depression, serious attention should be given to medical practices which may undermine or humiliate women during labour.

Several reviews of the topic are available.


Position and uterine efficiency

Uterine efficiency has been found to be greater in the lateral than in the dorsal position.  Roberts and others (10) found that uterine efficiency was greater in the lateral recumbent than the sitting position in early labour.  In other studies, upright postures have been associated with reduced experience of pain and improved progress of the active phase of labour.


Position and maternal ventilation

In an observational study, spirometry parameters were non-significantly more favourable in women in upright compared with horizontal positions.


Position and maternal cardiac output

Cardiac output is reduced in the supine position following epidural analgesia, in contrast to the lateral position, probably due to reduced preload volume.


Position and fetal oxygenation

The supine position during labour has been shown to be associated with reduced fetal oxygenation, as measured by pulse oxymetry.


Posture to correct fetal malposition

One small randomised trial has shown that lateral or posterior position of the fetal presenting part is less likely to persist after 10 minutes in the hands and knees position than in a sitting position.  However, whether this short-term effect influenced the progress or outcome of labour was not reported.  


Posture for second stage of labour

The supine or semi-recumbent position for birth is widely used in contemporary obstetric practice.  The main advantage cited is easy access of the caregiver to the woman’s abdomen to monitor the fetal heart rate.  Caregivers are comfortable with the dorsal position as it is the position in which they have usually been trained to conduct deliveries, including assisted vaginal deliveries, and is the conventional reference position for textbook descriptions of the mechanisms of vaginal delivery. However, the supine position has been associated with progressive deterioration of fetal pH status, when compared with lateral tilting, used to diminish uterine compression of the aorta and/or inferior vena cava.

The lithotomy position with the woman’s legs fixed in stirrups is used in many institutions both for spontaneous and particularly for assisted vaginal deliveries.  The use of stirrups may be combined with lateral pelvic tilting and a semi-recumbent posture with the mother sitting up at about 45 degrees, to reduce aortocaval compression.

The lateral recumbent position is also used for both spontaneous and assisted deliveries, with the advantage of avoiding uterine compression of the aorta and/or the inferior vena cava.

The squatting position is regarded by many as the most ‘natural’ position for childbirth.  It is often assumed spontaneously by women not exposed to other cultural or medical expectations, particularly those who use the squatting position in their day-to-day living.  Western women not used to squatting may have difficulty maintaining this posture.  In one study in Leeds, UK, only 16 percent of women allocated to squatting managed to do so, despite antenatal exercises.  Several aids such as birthing stools and cushions have been designed to make squatting more comfortable and sustainable.

Kneeling positions may also be assumed by women in the second stage of labour.  These may vary from upright kneeling to an ‘all fours’ position with pelvis and shoulders at the same level.

Several birthing chairs have been designed to enable women to sit upright during birth.  The seats usually have a cut-out section in the perineal area.

Several physiological advantages have been claimed for upright postures for childbirth.  These include:

· reduced compression of the aorta and/or inferior vena cava with improved placental blood flow, fetal oxygenation and fetal acid-base status.

· more efficient uterine contractions.

· increased pelvic dimensions.

· more efficient alignment of the fetus with the birth canal.

· more efficient bearing down.

· allowing the effects of gravity to assist maternal expulsive efforts.

A systematic review of randomised trials of alternative postures during the second stage of labour included 18 trials (5).  The overall methodological quality of the trials was poor.  Only 10 specified the use of sealed envelopes to reduce allocation bias; exclusions after randomisation occurred in some trials; in some, compliance with the allocated method was limited by the inability of women to maintain upright positions; and blinding is not possible in trials of this nature.  The main comparison was between the use of any upright or lateral position, compared with supine or lithotomy positions.  Upright or lateral positions were associated with:

1. Shorter second stages of labour (12 trials gave inconsistent results.  Overall, the mean reduction was 5.4 minutes, 95% confidence interval (CI) 3.9 - 6.9 minutes). This was largely due to a considerable reduction in women allocated to use the birth cushion. 

2. Fewer assisted deliveries (17 trials - odds ratio (OR) 0.82, 95% CI 0.69 - 0.98). 

3. Fewer episiotomies (11 trials - OR 0.73, 95% CI 0.64 - 0.84). 

4. More second degree perineal tears (10 trials - OR 1.30, 95% CI 1.09 - 1.54). 

5. More estimates of blood loss > 500ml (10 trials - OR 1.76, 95% CI 1.34 - 3.32). 

6. Less reporting of severe pain during second stage of labour (1 trial - OR 0.59, 95% CI 0.41 - 0.83). 

7. Fewer abnormal fetal heart rate patterns (1 trial - OR 0.31, 95% CI 0.11 - 0.91).

No statistically significant differences were found for:

1. Use of analgesia or anaesthesia during the second stage of labour (7 trials).

2. Caesarean section (12 trials).

3. Third or fourth degree perineal tears (4 trials).

4. Blood transfusion (2 trials).

5. Manual removal of the placenta (3 trials).

6. Unpleasant birth experience (1 trial).

7. Dissatisfaction with second stage of labour (1 trial).

8. Feeling out of control (1 trial).

9. Persistent occipito-posterior position (1 trial).

10. Admission to neonatal intensive care unit (2 trials).

11. Birth Injuries (1 trial).

12. Perinatal death (3 trials).

For individual methods compared with the supine position, use of a birth or squatting stool gave similar results to the overall comparison. Use of the birth cushion was associated with much shorter second stages, fewer assisted deliveries, a similar rate of episiotomies, fewer second degree perineal tears and similar estimates of blood loss >500ml.  Use of the birth chair was associated with no significant difference in the length of the second stage of labour, fewer episiotomies, more second degree perineal tears, and more estimates of blood loss >500ml.

Increased estimate of blood loss >500ml was limited to studies of the birth stool or birth chair.  Two possible explanations are increased vulval congestion leading to more bleeding from episiotomies or tears; or an artefact caused by the influence of the woman’s position on the estimation of blood loss.  Blood loss estimation is notoriously inaccurate.  On average, estimated blood loss is about half that measured.  In the case of the birth chair, blood loss is collected in a receiver, which may result in a more accurate (higher) estimate of blood loss.

A randomised trial not yet included in the review showed a trend to shorter second stage and fewer assisted deliveries with the squatting versus the supine position.

In another systematic review, maternal position during the second stage of labour had no significant effect on perineal trauma.


McRobert’s position

The McRobert’s position has become the position of first choice for the management of shoulder dystocia.  In the supine position, the woman’s thighs are flexed acutely, her knees being brought as close to her shoulders as possible. The effectiveness of this position was thought to be due to a reduced angle of inclination of the pelvic brim and thus more favourable relationship of the pelvis to the long axis of the uterus.  Laboratory simulation has shown reduced fetal extraction forces and risk of trauma using the McRobert’s position.  More recently, it has been shown that the McRobert’s manoeuvre is associated with a considerable increase in expulsive uterine force during maternal pushing (valsalva).  The mechanism was suggested to be the fact that the uterus was brought closer to the diaphragm.  The apparent benefits of the McRobert’s position might thus apply to normal vaginal delivery as well as to the management of shoulder dystocia.

The current routine for delivery at the East London Hospital Complex (Cecilia Makiwane and Frere Hospitals) is the supine or the lithotomy position.

Hypothesis

Compared with current routine practice, use of a knee-chest position and avoiding the supine position (preferably upright) will result in:

1. Shorter active (pushing) second stage of labour;

2. Fewer episiotomies and less perineal trauma;

3. Fewer neonates with 5 minute Apgar score <7;

4. Fewer neonates with umbilical artery pH <7.2 and base deficit >15;

5. Increased maternal satisfaction.

Objectives of the study

To determine the relative benefits and risks of a non-supine, knee-chest posture for delivery.

Study design

Randomised control trial.

Methods

Nulliparous women with no major pregnancy complications were informed about the details of the study and asked to participate.  Consent was requested at the antenatal clinic, or in early labour when the woman was sufficiently comfortable to make an informed choice.  An information and consent form was signed.  Baseline demographic and clinical data were collected.

Consented women who reached second stage of labour without major complications and for whom a normal vaginal delivery is anticipated, were enrolled in the trial by opening the next in a consecutively numbered, sealed opaque envelope.  Allocation was randomly ordered in variable sized balanced blocks, to two groups:

1. Study group:  Planned non-supine, knee-chest posture for second stage.  The woman was encouraged to assume a kneeling or crouching position.  During contractions she was encouraged to pull her knees towards her chest while bearing down.  If she was not able to maintain an upright posture, she was encouraged to use the knee-chest manoeuvre in the sitting or lateral position.

2. Control group:  The routine delivery technique (usually supine or lithotomy) was used.

Delivery data were collected, including:

1. Time of randomisation;

2. Time of starting bearing down;

3. Time of delivery;

4. Positions used;

5. Delivery method (spontaneous, vacuum, forceps, caesarean section);

6. Episiotomy;

7. Perineal trauma;

8. Number of perineal sutures;

9. Apgar score at 5 minutes;

10. Arterial cord blood pH and base deficit;

11. Maternal satisfaction (brief questionnaire).

Data were collected onto data forms, entered onto an Excel spreadsheet, and analysed using Epi Info 2002 and RevMan software.  The data were compared between groups using relative risks or mean differences, with 95% confidence intervals.  Analysis was by intention to treat.

Sample size

The sample size for the primary maternal outcome was calculated to have 80% power to detect an increase in spontaneous delivery within 30 minutes from 35% to 50%, with 95% certainty.  This required at least 182 women in each group.  To allow for some non-compliance with the allocated method, a sample size of 200 per group was used.

Ethical aspects

The study intervention (knee-chest, non-supine method of delivery) has potential advantages for the mother and baby, and the potential risks are small.  The control group received current standard care.   Mothers were fully informed about the study.

Questionnaire (completed by the participant or a staff member not involved with the delivery):

Please could you help us by answering these questions:

1. During the pushing part of the birth, before your baby was born, how severe was your pain?


No pain


Mild pain


Severe pain

2.  During the actual birth of your baby’s head, how severe was the pain?


No pain


Mild pain


Severe pain

3. How comfortable did you feel during the pushing part of the birth, before your baby was born?


Comfortable


Uncomfortable

4. How well did you feel that you yourself managed with the birth of your baby?


Not well


Well

Results

Table1
Baseline variables expressed as proportions (%) or mean values and standard deviation (SD).

	
	Non-supine, knee-chest group
	Routine care group

	
	N
	mean
	SD
	N
	mean
	SD

	Age (years)
	209
	22.7
	3.8
	210
	22.7
	3.8

	Height (cm)
	209
	160
	11
	208
	161
	5

	Weight (kg)
	208
	79.1
	13.7
	208
	77
	13.7

	Best estimate gestational age
	209
	39
	1.5
	210
	39
	1.8

	
	
	n
	%
	
	N
	%

	Head >2/5 above pelvis
	204
	22
	13%
	203
	26
	14%

	Occipito-posterior position
	209
	7
	3%
	211
	3
	1%

	Caput succedaneum +/++
	205
	57
	39%
	202
	48
	31%

	Moulding +/++
	204
	2
	1%
	201
	6
	3%


Table 2
Categorical outcomes expressed as proportions (%) and relative risks (RR) with 95% confidence intervals (CI)

	
	Non-supine, knee-chest group
	Routine care group
	
	

	
	N
	n
	%
	N
	n
	%
	RR
	95% CI
	P- value

	Vacuum/Forceps/ Caesarian Section
	196
	1
	0.5
	201
	2
	0.9
	0.51
	0.05-5.61
	0.577

	Difficulty with shoulders
	208
	4
	1.92
	211
	2
	0.49
	2.03
	0.38-10.96
	0.400

	Episiotomy
	208
	25
	12
	211
	14
	6.63
	1.79
	0.97-3.39
	0.062

	2nd/3rd degree tear
	209
	13
	6.2
	211
	15
	7.58
	0.82
	0.43-1.79
	0.581

	Apgar score 5min <7
	209
	3
	1.4
	211
	1
	0.47
	3.03
	0.32-28.88
	0.316

	Base Excess <-15
	203
	8
	3.9
	208
	11
	5.2
	0.75
	0.31-1.81
	0.515

	PH <7.2
	203
	45
	22.1
	202
	31
	15.3
	1.44
	0.95-2.19
	0.078

	Questionnaire:

 - Uncomfortable pushing
	209
	88
	42.1
	211
	96
	45.4
	0.93
	0.74-1.15
	0.483

	 - Severe pain pushing
	209
	175
	83.7
	211
	175
	82.9
	1.01
	0.93-1.10
	0.827

	 - Severe pain with birth
	209
	148
	70.8
	211
	143
	67.7
	1.05
	0.92-1.19
	0.455

	 - Did not manage birth well
	209
	21
	10
	211
	13
	6.16
	1.63
	0.84-3.17
	0.144


Table 3
Continuous outcomes expressed as mean values and standard deviations (SD), and mean difference with 95% confidence intervals (CI)

	
	Non-supine, knee-chest group
	Routine care group
	
	

	
	N
	Mean
	SD
	N
	Mean
	SD
	95% CI
	p-value

	Randomisation to delivery (min)
	207
	32.5
	20.5
	210
	31.2
	26
	0.66-1.65
	0.842

	Active pushing to delivery (min)
	207
	22.3
	15.4
	210
	20.3
	13.0
	0.63-1.98
	0.707

	Time non-supine (min)
	209
	19
	13.8
	210
	0.71
	4.7
	2.58-141.31
	0.0000354

	  -kneeling
	209
	5.2
	7.8
	210
	0.16
	2.0
	0.59-42.64
	0.0981

	  -lateral lying
	209
	3.0
	6.2
	210
	0.9
	0.9
	0.32-28.75
	0.312

	  -lateral tilt
	209
	2.6
	4.5
	210
	0.4
	0.5
	0.32-28.75
	0.312

	  -sitting semi prone
	209
	1.7
	4.1
	210
	0.04
	0.7
	0.18-21.99
	0.559

	  -sitting
	209
	0.48
	2.9
	210
	0.0
	0.0
	0
	0.315

	  -squatting
	209
	5.4
	5.6
	210
	0.0
	0.7
	0
	0.024

	Time Supine (min)
	209
	3.0
	6.5
	210
	21.4
	15.1
	0.04-0.47
	0.00016

	Blood loss (ml)
	205
	202.8
	94.6
	208
	203
	96.2
	0.98-1.04
	0.488


PROTOCOL FOR POST OPERATIVE NURSING CARE IN A POST NATAL UNIT

DR Kgoebane and nursing teams
Department of Obstetrics and Gynaecology, 
Kalafong Hospital

Introduction:

One in a thousand mothers collapse and die post operatively.  In order to curb and prevent such incidental loss, nursing care protocols drawn should be intensively reviewed to uplift and maintain quality nursing standards

It is highly recommended by nursing teams to adhere to implementing care according to reviewed unit protocols.
Objectives

· To detect any abnormal deviation from the patient:
-
level of consciousness;
-
absence or presence of reflexes;
-
bleeding from operated side ;
-
skin reactions and allergies etc.
· To monitor vital signs and report and changes;
· To monitor/observe the patient closely to prevent medico-legal hazards;
· To improve on the standards of patient care;
· To maintain optimum and quality patient care.
Aims

The primary aim of periodic review of unit protocols is to focus on:
-
preventable/avoidable obstetrics and midwifery occurences/complications;
-
intensive orientation of new personnel in the unit;
-
objective report-taking at different working shifts medical/nursing personnel;
-
scheduled/interim post-oerative unit rounds-obstetricians/midwives.
Conclusion

A significant improvement from sub-standard nursing/midwifery to quality nursing/ midwifery care is supported by routine and continuous review of set protocols with the aim of a zero-tolerance of maternal mortality.

OVERCOMING PITFALLS IN IMPLEMENTING THE VACCA OMNICUP SYSTEM FOR USE IN A BUSY LABOUR WARD 

E Farrell

Department of Obstetrics and Gynaecology, University of Pretoria

Background

The assisted delivery rate in the Pretoria Academic Complex has been disappointingly low for the past 10 years.  Although we cannot compare South African figures with those of European units because of the smaller pelvis of the African population, it is still lower than expected.  One of the possible reasons is the fact that there are many technical problems experienced by the doctors that do want to attempt assisting at vaginal deliveries, such as non-fitting tubing or an inability of the equipment to create a sufficient vacuum.

The Vacca Omnicup delivery system is a hand-held device designed for vacuum assisted vaginal delivery without an assistant.  It enables a single operator to create the vacuum needed and do the assisted delivery without fear of non-sterility.  This frees up the rest of the delivery room personnel for other tasks.  Parts are easy to assemble and fits perfectly with each unit, creating a strong vacuum within seconds.

Unfortunately the Vacca system consists of many small parts that need to be cleaned and re-assembled before it can be re-used. A potential problem therefore exists that, if sent away to a central point for cleaning and sterilisation, some parts may be lost and one may not be able to re-use the device.

Aim

We wanted to test the feasibility of cleaning and sterilising the parts on-site in the labour ward immediately after use, and re-assembling it for future use.  If this proved to be difficult and time-consuming, we would not consider the device suitable for use in a busy obstetric unit. 

Methods

The device was used for 10 assisted vaginal deliveries.  Immediately after the deliveries it was taken apart and cleaned in water, using a nailbrush and flushing tubes with clean water.  The parts were then soaked in CidexR  for 10 minutes, allowed to dry and re-assembled.

Results

Table 1 shows the findings of the study.  There was a definite learning curve, since the time spent on all aspects of the cleaning process decreased after each procedure.  

In all of the cases after the second delivery, the process took less than 30 minutes, including the ten minutes the parts spent in the CidexR solution.

Table 1
Time (minutes) used to prepare the Vacca OmniCup for re-use

	Delivery No
	Disassembly time
	Cleaning time
	CidexR 
	Re-assembly time
	TOTAL

	1
	3
	6
	10
	13
	32

	2
	3
	7
	10
	11
	31

	3
	2
	7
	10
	9
	28

	4
	2
	7
	10
	7
	26

	5
	2
	8
	10
	6
	26

	6
	2
	7
	10
	7
	26

	7
	2
	6
	10
	6
	24

	8
	2
	5
	10
	6
	23

	9
	2
	6
	10
	6
	24

	10
	2
	5
	10
	6
	23


Conclusion

The Vacca Omnicup system works exceptionally well and makes an assisted vaginal delivery effortless as far as technical aspects are concerned.  By showing that it could be cleaned quickly and effectively on-site in the labour ward, we have shown that it is practical to implement its use in a busy labour ward setting.  

We have ordered some for use in our labour ward and feel that we can recommend it to others as well.

THE EARLY LYMPHOCYTE COUNT PREDICTS THE DEVELOPMENT OF BRONCHOPULMONARY DYSPLASIA

Karen Ferreira, Johan Smith, Clarissa Pieper, Emmy van den Boogaard, Janneke Zoeteman, SJ Maritz,

Tygerberg Children’s Hospital, University of Gronongen & MRC

Introduction

The etiology of BPD is not well described or understood. A key role of inflammation has been suggested.  There is a relationship between BPD and a chorioamnionitis-induced small thymus and lymphocyte depletion.

Activated lymphocytes play a key role in the pathogenises of BPD.  The absolute number of lymphocytes (ALC) is lower during the first four weeks of life in BPD infants versus non-BPD infants and this is due to a lower number of CD4+ cells.

Objective of Study

The objective of our study was to investigate the absolute lymphocyte count within 72 hours of birth is predictive of the respiratory outcome (the development of BPD) in premature infants ventilated for Respiratory Distress Syndrome (RDS).

Study Design

This was a prospective cohort study done between February 2004 and May 2004.

Materials and Methods

PATIENTS

Parental informed consent was obtained. 

The inclusion criteria for the study were as follows:

1) Consecutive premature infants (<33 weeks gestation by Ballard score and/or antenatal sonar).

2) RDS.

3) Intubation and ventilation initiated < 24 hours of life.

4) Surfactant(Survanta/Cursurf) given via endotracheal tube.

Materials and Methods

METHODS

Arterial blood samples were drawn within 72 hours of life for the measurement of the ALC. The blood samples were collected in EDTA tubes. 

The ALC were measured with a BAYER ADVIA 120 CELL COUNTER.

Materials and Methods

DESIGN

The premature infants were followed up until discharged and classified into 3 groups: 

1) Non- survivors before day 28.

2) BPD.

3) Survivors without BPD.

BPD were defined at day 28 of life. 

Statistical Analysis

The homogeneity of the medians of the three groups was examined by the ‘MOOD’- test.

Descriptive statistics and non-parametric ANOVA analysis were used. Significance was accepted at P <0.05.

Results

48 Premature infants were enrolled. 

1)
Non survivors

(n=13)
27%

2)
BPD



(n=9)

34.6%

3)
Survivors without BPD
(n=26)
54.1%

	 
	Non-survivors

N = 13
	BPD

N = 9
	Survivors 

N = 26

	Weight (g)
	1069
	1207
	1389* (vs NS)

	Gestation (wk)
	28.8
	28.6
	30.2

	RVD-exposed (%)
	11.1
	14.2
	25

	Prenatal steroids (%)
	53.8
	88.8
	53.8

	C-section (%)
	46.1
	55.5
	38.4

	<= 1000g (%)
	30.7
	22.2
	11.5

	Chorioamnionitis (%)  
	15.3
	11.1
	7.6

	PET (%)
	23
	44.4
	34.6


	 
	Non-survivors
	BPD
	Survivors

	Age:

 ALC (h)
	18.5 

(20.6)
	26.9

(22.6)
	26.7

(20.6)

	ALC 

(X 109/L)
	2.57 

(1.2)
	1.6*

(0.54)
	3.14

(1.6)


Predictive Value Of Alc

	ALC 

(X 109/L)

< 72h
	SENS
	SPEC
	PPV
	NPV

	BPD

<=2.58
	100
	61
	47
	100
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Conclusions

A cut- off ALC < 2.58 within 72 hours of birth identifies infants who will develop BPD. 

The relationship is not linked to birth weight, gestational age, prenatal steroid exposure or maternal pre-eclampsia.

Suggestions

The role of the cell-mediated immune response, in particular the early Th1 / 2 phenotypes, in the development of BPD requires further research since the BRONCHOALVEOLAR FLUID of infants with BPD predominantly reflect cytokines of the Th 1 – subtype.

THE PROFILE AND OUTCOME ON DISCHARGE OF INFANTS <1250G TREATED AT TYGERBERG CHILDREN’S HOSPITAL DURING 1994 AND 2004.

JI van Zyl, GF Kirsten

Department of Paediatrics and Child Health, Tygerberg Children’s Hospital

Introduction

A long term follow up study of infants treated in the Neonatal Intensive Care Unit  (NICU) of Tygerberg Children’s Hospital (TBCH) during 1994 showed that the admission of infants <1250g to the NICU within 48 hours of life resulted in an improved survival but a poorer neurodevelopmental outcome (cerebral palsy and sensori-neural deafness) compared to similar infants electively not admitted to the NICU but treated in a Level 2 neonatal ward (NW). 
There have been significant changes n the management of low birth weight infants treated at TBCH since 1994. Due to a decrease in available nursing personnel, NICU beds were reduced from 16 to 8 and NW beds from 54 to 48. During the same time, deliveries at Tygerberg Hospital (TBC) and it’s drainage area progressively increased. According to Census 1996 and 2002 the population in the Western Cape increased by 14.3%, with an estimated increase of 48 000 people per annum due to migration to this province. The number of infant visits to the High Risk Follow-up Clinic for premature infants increased by 125% between 1994 and 2003. 

The low nurse:infant ratio, the overcrowding in the neonatal wards and the practice of predominantly formula milk feeding resulted in a very high nosocomial infection, necrotising enterocolitis (NEC) and admission rate to the NICU. The prolonged NICU stay of especially the infants who required surgery for NEC, restricted the available beds in the NICU so that infants below 1250g who were born outside TBCH or who were unbooked, were managed in the level 2 NW or only admitted if a ventilator was available. An eighteen bed Kangaroo Mother Care Unit (KMC) was established in 1998 and breast milk feeding replaced formula milk. At the same time, KMC Units were also established at secondary hospitals in the TBCH’s drainage area. Head box oxygen therapy for infants with RDS were replaced with nasal Continuous Positive Airway Pressure (nCPAP) and nasal cannula oxygen. Improved ventilatory strategies were also implemented in the NICU. The dramatic decrease in nosocomial infection and NEC and the duration of hospital stay after the introduction of KMC and breast milk feeding, allowed for the admission criteria to the NICU to include all infants >1000g or >28 weeks gestation. 

Aim of the study

To determine the neonatal mortality and morbidity of infants with birth weights <1250g treated in TBCH during 2004 and to compare this with the historical cohort of 1994.

Study design and setting: Prospective cohort analytical. 

Patients and methods

All infants with birth weights <1250g admitted to TBCH within 24 hours of birth during 2004 were included in the study. The 1994 cohort of infants was used as an historic control group.

Results

Seventy two percent more infants were admitted during 2004 (348) compared to 1994 (202). The total number of deliveries (live and stillborn) at TBH in 2004 (6273) was lower than in 1994 (7057) but the percentage of infants with birth weights between 500g and 1250g born in TBH increased from 5.2% to 7.4% (p=0.000). The percentage of infants in this birth weight category transferred alive from the labour ward to one of the neonatal wards increased from 51% to 65% (p=0.0000). 

The following results are only of the inborn infants in the 2 cohorts. The anthropometrical data of the two cohorts are shown in the Table. In 2004 significantly fewer infants (21%) <1250g received intensive care within the first 48 hours (p=0.0000) and 26% were admitted to the NICU before or after 48 hours compared to 1994 (46% and 52% respectively) (p=0.0000). More infants were exclusively treated in the level 2 NW during 2004 compared to 1994 (Graph 1). 67% of all the infants in 1994 and 74% in 2004 survived to discharge (p=0.8271). The survival for infants admitted to the NICU during their hospital stay in 1994 was significantly better compared to the infants exclusively treated in the NW. This changed during 2004 with more of the infants treated exclusively in the NW surviving compared to the infants admitted to the NICU (Graphs 2 and 3). The survival of NICU infants was also significantly better during 1994 than 2004 (Graph 4) and the survival of the NW infants was significantly better during 2004 than 1994 (graph 5). The survival of all the inborn infants in the different birth weight categories and those treated in the NW during 1994 and 2004 are shown in Graphs 6 and 7. 

Table

Anthropometrical data of the inborn infants in the two study Groups(SD*)

	
	1994
	2004
	p

	Total number inborn infants
	186
	300
	

	% African infants
	5%
	39%
	0.0000

	% of infants with birth weight <800g
	7%
	15%
	0.0000

	Mean birth weight(gram)

Range
	1106(562)

562 - 1248
	1025(530)

530 - 1242
	0.0216

	Mean gestational age(weeks) 

Range: 
	29.7(2.3)

23 - 37
	29.9(2.4)

24 - 36
	0.5208


*SD=standard deviation
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In conclusion, significantly more infants <1250g were delivered at TBH during 2004 and more of these infants were transferred alive from the labour ward to neonatology than in 1994. Despite a 61% increase in the inborn patient load, a decrease in mean birth weight, fewer available beds and less nursing staff, mortality did not increase, in fact survival improved for infants with birth weights 800-999g. More infants are now managed exclusively in a Level 2 NW and the survival rate of these infants improved significantly from 1994 to 2004. KMC, breast milk feeding and nCPAP must have contributed significantly to the improved survival in the exclusively NW managed infants of the 2004 cohort.

NEONATAL ADMISSIONS AND THEIR OUTCOMES AT THE DR GEORGE MUKHARI HOSPITAL

TJ Mashamba, NM Mdume, L Masote, OA Towobola

Department of Obstetrics and Gynaecology, Faculty of Medicine

University of Limpopo (MEDUNSA Campus)

Introduction

A sizeable number of all deliveries in our obstetric unit, end up as neonatal admissions, for a variety of reasons.  As a measure to co-ordinate the obstetric outcome with neonatal performance, an audit of cases transferred to the neonatal unit is currently under review in our department.

Objectives

These were (1) to determine the booking status of the mothers, (2) to determine the reasons for neonatal admissions, and (3) to assess how many of the neonates were ventilated.

Method

Files of all neonates admitted into the neonatal unit were retrieved for this review.  Information from the corresponding bed-letters of the mothers was also obtained, in order to establish their booking status.  All relevant information was entered into a computer-designed form for analysis.  Outcome measures for this review focused on: percentage of deliveries requiring neonatal admission; reason/s for admission; weight of neonates; booking status of the mothers; whether or not a ventilator was used and the neonatal mortality rate.

Results

There were a total of 735 live births, in the period of this review, out of which 48 needed neonatal admission (6.5%).  Ten mothers (20.8%) had no records of antenatal care and there were seven neonates admitted from twin pregnancies.  Out of the 48 admissions, 36 (75%) were very low birth weight babies.  All neonates weighing below 1800g admitted purely for observation were 28 (58.3%).  Reasons for admission varied from prematurity/LBW (32.67%); asphyxia (8.17%); meconium aspiration (4.8%) and congenital pneumonia (3.6%).  There were 7 (14.6%) neonatal deaths giving a neonatal death rate of 95/1000 births.  Three out of the seven neonatal deaths were not ventilated.

Conclusion

It was not surprising that low birth weight was the major contributor to neonatal admissions.  There was a high proportion of unbooked patients.  All neonatal deaths were of low birth weight and of the 4 extremely low birth weight babies, only one survived.

IMPROVING SURVIVAL RATES OF NEWBORN INFANTS IN SOUTH AFRICA

D Woods*, RC Pattinson#, D Greenfield*, S Velaphi**

Department of Pediatrics* ** and Obstetrics#, University of Cape Town*, Pretoria# and Witwatersrand**

Introduction

In South Africa, approximately 33% of under-five deaths, 44% of infant deaths before one year, and 87% of neonatal deaths in the first month occur during the first seven days after birth.  The numbers, rates and causes of these early neonatal deaths, as well as the probable modifiable factors associated with them, have not been well documented.  These data are needed to plan strategies for improving newborn survival rates

Methodology

Prenatal mortality data were collated from 102 sentinel sites within the public health service in South Africa over 4 years from 1st October 1999 to 30th September 2003 as part of the Prenatal Problem Identification Programmed (PPIP).  Both the primary (obstetric) and final (neonatal) causes of early neonatal death were allocated at mortality audit meetings as were probable modifiable (avoidable) factors.  Study sites were divided into metropolitan, cities and towns (urban), and rural regions.  Only infants weighing 1000 g or more who died within the first 7 days of life (early neonatal deaths) were included in the study.

Results

Of 452 927 live born infants weighing 1000 g or more, 3 916 died in the first week of life.  A further 17 were excluded as they were misclassified as stillbirths.  The overall early neonatal mortality rate was 8.7/1000.  It is estimated that these live born infants represent 20% of all infants born in the state health service during the 4 study year period.  The sample of 452 927 live born infants included 200 738 metropolitan births (44%), 146 999 births in urban regions (32%) and 105 190 rural births (24%).

The commonest primary (obstetric) causes of early neonatal death were “spontaneous preterm birth” (35.1%) and “intrapartum asphyxia” (35.3%).  Less common causes were birth defects, hypertensive disorders, infections, placental abruption and idiopathic intrauterine growth restriction.  The percentage of deaths due to preterm birth was 25.5% in metropolitan regions, 40.6% in urban regions and 38.4% in rural regions, while the percentage of deaths due to intrapartum hypoxia was 28.5% in metropolitan regions, 28.1% in urban and 40% in rural regions. 

The commonest final (neonatal) causes of death were “hypoxia” (35.3%) and “immaturity related” (35.1%).  Most of the infants who died of “hypoxia” weighed 2000 g or more.  Less common causes were infection, birth defects and trauma.  The percentage of deaths due to hypoxia was 36.5% in metropolitan regions, 33.1% in urban and 37% in rural regions while the percentage of deaths that were immaturity related in metropolitan, urban and rural regions were 25.6%, 41.3% and 37.3% respectively.  Hypoxia was, therefore, the commonest cause of early neonatal death in metropolitan regions while preterm birth was the commonest cause in urban regions.  The percentage of both causes was very similar in rural regions.

Common modifiable factors in metropolitan regions were poor intrapartum fetal monitoring (3.8% of deaths), insufficient nurses and doctors (3%), patient delay in seeking help in labour (2.2%), prolonged second stage of labour with no intervention (1.9%), inadequate facilities for neonatal care (1.5%) and lack of transport between facilities (1.5%).  Common modifiable factors in urban regions were patient delay in seeking help in labour (5.3%), no or infrequent antenatal care (3.8%), poor intrapartum fetal monitoring (3.7%), inadequate facilities for neonatal care (1.9%), delay in a doctor calling for help (1.8%) and delay in referral to a level 2 or 3 unit (1.7%).  Common modifiable factors in rural regions were inadequate facilities for neonatal care (4.%), no or infrequent antenatal care (3.5%), poor intrapartum fetal monitoring (3.2%), patient delay in seeking help in labour (2.4%), prolonged second stage with no intervention (1.4%) and lack of transport home (1.2%).

Many of the modifiable factors in metropolitan regions (e.g. a delay in seeking help and poor fetal monitoring in labour) can be associated with intrapartum hypoxia while many modifiable factors in urban regions (e.g. inadequate antenatal care and neonatal facilities) can be associated with deaths due to preterm birth.  All these factors were common in rural regions.

Conclusions

Knowing the causes of early neonatal death and the associated modifiable factors will help in planning ways of reducing the perinatal mortality rate in South Africa.  This will assist in achieving the fourth Millenium Development Goal of reducing the number of childhood deaths by two thirds to 31 per 1000 by 2015.  Improved intrapartum fetal monitoring, earlier intervention in the second stage of labour, reduced delay by women in seeking health in labour and earlier request by staff for medical assistance, and adequate neonatal resuscitation would all help to reduce deaths due to intrapartum hypoxia.  Many deaths due to preterm birth and less common causes could be reduced by improved staffing numbers and training, facilities and transport between facilities.  Innovative projects such as the Perinatal Problem Identification Programme (PPIP), the Perinatal Education Programme (PEP) and the recent development of wind-up medical technology including a fetal heart rate monitor and oxygen saturation monitor should help to address this challenge.  We have identified the problems and we know what to do to correct them.  What is now needed is the political will and provincial commitment to make the necessary changes.

REDUCING MORTALITY & MORBIDITY IN NEONATAL CARE

A Blunden

Over 9 million deaths occur each year in the world in the perinatal and neonatal period of which 98% of these occur in the developing world. Infant mortality rate 1991-1996, per 1,000 live births in South Africa totalled 56.1. Perinatal mortality rate (PNMR) is regarded as the most sensitive indicator of obstetric care.  The Perinatal Mortality Rate (PNMR) is <6/1000 births in developed countries for babies over 1000g, whereas for developing countries like South Africa it ranges from 30–200/1000 births.  

Maternal and child mortality rates are regarded as good indicators for the success of health care delivery systems in South Africa and other countries.  Due to the high perinatal and neonatal mortality rate in South Africa, the Perinatal Care Survey was implemented in 2000 to identify the major causes of the mortality and the most common avoidable factors, missed opportunities and substandard perinatal care in South Africa. Perinatal Problem Identification Programmes were formed in South Africa in each province and has resulted in the Saving Babies report yearly since 2000. The Saving Babies investigation and report in South Africa has led to the Perinatal Problem Identification Programme (PPIP) being developed. This has led to all provinces identifying priority interventions that can be implemented within available resources to improve perinatal care and the baby’s outcome.  The Saving Babies 3 report in 2002 has gone beyond identifying the challenges and is providing solutions of the key challenges identified. As a result of the ‘Saving Babies’ enquiry the Department of Health hopes that the identified strategies will be implemented and achieved, but are they?  

The WHO has recognized that newborn care is a neglected area worldwide and improvement in newborn care has now become a priority of WHO. What about the facilities an infant is born in?  In South Africa there are 484 hospitals with maternity facilities with approximately 12770 maternal beds. Of these hospitals 187 have Neonatal Intensive Care units with approximately 1854 registered beds.  However, many children in South Africa who survive in difficult social and environmental conditions carry a disability that impairs their physical growth and development and well-being. A combination of low birth weight, perinatal asphyxia, neonatal sepsis, acute respiratory infections, poor feeding practices and chronic malnutrition increases the morbidity and impaired growth, physical and mental development of these infants.  

Another scenario we have in Neonatal Intensive Care Units in South Africa is that when an infant does not respond to therapy, disease worsens or becomes severely hypoxic, equipment such as High Frequency Ventilators and Nitric Oxide machines are often hired by attending doctors and staff to improve the outcome of the patient with little or no training or knowledge of the machinery. Often this patient spends a long time in the unit and the outcome is not always acceptable, even death sometimes pursues. These types of cases should be transferred to units knowledgeable in the usage of the machinery and nursing care thereof to  mortality and morbidity of perinatal and neonatal statistics.  

Every infant needs the best start in life. More than 9 nine million children will continue to die unless solutions for and implementation of programmes to reduce the numbers such as classifying neonatal care and Neonatal Intensive Care Units is introduced.  In this presentation a suggested classification of neonatal care will be discussed that will hopefully address the problems identified by the Saving Babies 3 Report & WHO.

Background 

· 9 Million deaths a year (Perinatal & Neonatal).

· Perinatal mortality rate 30–200/1000 (SA).

· WHO <35/1000 neonates by 2015.

· Perinatal Care Survey/Saving Babies.

· Perinatal Identification Programme.

· Outcome of Infants depends on efficient & prompt care of a neonate at birth (Avery).

· 484 Hospitals maternal facilities in SA.

· 187 NICU’s.

· COHSASA – 47 Hospitals.

· 11 NICU’s COHSASA Accreditation.

Problem 

No national or international standardization of classification of Neonatal Care (Stark, 2003).

Question 

Where does a sick Neonate go to receive quality-nursing Care?

Proposed Classification of Neonatal Care 

· Level 1

· Level 2a

· Level 2b

· Level 3a

· Level 3b

· Level 3c

· Level 4

Advantages 

· Identify facilities needed in each unit.

· Identify the level of education needed. 

· Identify illnesses each level of care.

· Nurse to patient ratio.

· Identify procedures to be done.

· Develop standards of care.

· Inform parents/public/Drs of level of care.

Level 1: Newborn Nursery
· Resuscitation.

· Uncomplicated newborn cases.

· 35–37 wks gestation infants who are physiologically stable.

· All other neonates stabilized & transferred.

· Policies and procedures.

· 60% staff is registered nurses.

· Staff ratio: well babies is 1:8.

Level 2a: Special Care Nursery/Provide Level 1 care

· Provide Level 1 care.

· Low-risk cases.

· Neonates >32 wks gestation and >1500 grams.

· Physiologically unstable but do not need mechanical ventilation or CPAP.

· Have medical problems - anticipated to resolve quickly.

· Babies that require continuous monitoring or respiration or heart rate, pulse oximeter.

Level 2b: Special care Nursery
· Can provide Level 2a care

· Can provide mechanical ventilation or CPAP for short duration

· Neonates with recurrent apnoea requiring constant attention

· Exchange transfusions

· Equipment 

· At least 80% of staff are registered nurses

· At least 50% of staff qualified Neonatal Nurses

· Staff:  non-ventilated neonate is 1:3

· Staff: stable ventilated infant is 1:2 

Level 3a. Neonatal Intensive Care
· Neonates >28 wks gestation and >1000 grams birth weight.

· Can provide conventional mechanical ventilation.

· Critical ill neonates.
· Minor surgical procedures eg: inguinal hernia repair.

· At least 80% of staff are registered nurses.

· At least 50% of staff are qualified Neonatal Nurses.

· Staff: Non-ventilated Infants 1:2.5.

· Staff: Ventilated 1:1.

Level 3b. Neonatal Intensive Care
· Neonates <28 wks gestation and <1000 grams birth weight.

· High-Frequency Ventilation (HFOV) or inhaled Nitric Oxide (iNO).

· Major surgical procedures on neonates (excluding ECMO).

· Peritoneal dialysis.

· CT and echocardiography.

· At least 80% of staff are registered nurses.

· At least 50% of staff are qualified Neonatal Nurses.

· Staff:Infants is 1:1 Ventilated.

· Staff:Infants is 1:2.5 Non – ventilated.

Level 3c. Neonatal Intensive Care
· Can perform all of Level 3b NICU.

· Complex congenital heart defects requiring cardiopulmonary bypass.

· Isolated room’s facility.

· At least 80% of staff - registered nurses.

· At least 50% of staff-qualified Neonatal Nurses.

· Staff:Ventilated Infants is 1:1.

Level 4. Neonatal Intensive Care
· Level 3c NICU.

· Can provide ECMO.

· Policies and procedures related to NICU and ECMO. 

· At least one person on each shift will be qualified in the relevant ECMO training.
PARENTING YOUR PREMATURE BABY

Welma Lubbe 

Index

Aspects discussed regarding parenting the premature baby include the following:

1. Research background.
2. Research problem.
3. Aim of the study.
4. Need categories.
5. Why implement a parenting programme?
6. What is available?
1. Research Problem

Parents of neonates in NICU are not empowered to manage their own needs or the needs of their neonate while admitted to the NICU or after discharge.
2. Aim of the Study

To develop an intervention care programme for parents with neonates in level III NICU’s in private hospitals in Tshwane.

3. Need Categories

Need categories were identified through naïve sketches completed by parents with neonates still admitted to the NICU and from literature review.  Saturation of needs have been verified using a Lickert-scale.  Need categories that were identified included the following:

·  Information needs.

·  Communication needs.

·  Emotional needs.

·  Learning needs.

·  Discharge needs.

·  Individual needs.
To answer these needs a parenting programme was suggested and existing programmes were studied.  Motivation for implementing a parenting programme was summarized.

4.  Why implement a parenting programme?

Implementing a parenting programme will have the following implications:

·  Parental needs can be addressed and appropriate support provided.

·  Parental needs are addressed on their level of learning.

·  Continuous and updated information are provided.

·  Future emotional and relationship problems can be prevented.

·  Parental confidence in their ability to care for their baby are improved.

·  Parents with neonates in the NICU are empowered to care for their babies.

·  Cost saving.

·  A parenting programme also aids in staff training.
5.  What is available?

From this study the Preemie Parenting Programme was developed and this programme includes three areas:

· Little Steps – Preemie Parenting Programme which include a website module and workshops that are presented for parents while the baby is still admitted to the NICU.

· Multi-professional team training developed in the format of Low-Tech, High-Impact Care workshops; and

· Follow-up screening clinics (post-discharge) is being started.

5.1 The website module can be viewed on www.littlesteps.co.za.  This site includes most of the information that parents need when their baby is admitted to NICU.  Information were compiled and validated by a multi-professional team and are frequently updated.  The site contains a homepage with information on how to use the site (Fig 1), general information regarding the NICU (Fig 2 & 3), and premmie stress cues (Fig 4).  More information is included regarding self-regulatory behavior of the neonate (Fig 5), positioning (Fig 6) and positive touch techniques that can be implemented by parents and healthcare professionals (Fig 7).  The site also discusses the information parents need on kangaroo mother care (Fig 8) and feeding of the premature baby (Fig 9).  The program is individualized and specific to each hospital through the use of activity sheets that can be completed by parents (Fig 10).  Finally, the program gives information that parents can use with regards to support organizations available (Fig 11).
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Figure 1: Home page


Figure 2: General NICU information
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Figure 3: General NICU information
Figure 4: Stress cues
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Figure 5: Self-regulating


Figure 6: Positioning
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Figure 7: Positive touch


Figure 8: Kangaroo mother care
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Figure 9: Feeding the premature baby

Figure 10: Activity sheet
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Figure 11: Information centre

5.2 Parenting Workshops

The parenting workshops module can be used in both hospital and private practices and in the private and provincial sector.  Health care professionals can receive training and licensing to present these workshops at their workplace and also have the benefit of claiming services from certain medical aids.  Workshops include the following topics:

Workshop 1  
Behavioural states and cues

Positioning and Kangaroo Mother Care
Workshop 2  
Feeding your preemie




Going home with your preemie
Workshop 3  
CPR for infants & children
5.3 Follow-up clinics

Follow-up clinics have been started in Pretoria for screening of at-risk babies by a multi-professional team.

Conclusion

It is better to protect a preemie than to repair a child!  

Unknown

SANITSA: SOUTH AFRICAN NEONATE, INFANT AND TODDLER SUPPORT ASSOCIATION

Welma Lubbe

President of SANITSA Steering Committee

1. Aim of SANITSA

An interdisciplinary association that aims to prevent fragmentation of services regarding neonate, infant and toddler support in South Africa.  The support provided is based on research and evidence based practices and promotes a safe environment for the neonates, infants and toddlers, their families and caretakers. This support commences in the perinatal period and continues until the child reaches the age of three.

2. SANITSA Mission Statement 

· To improve the quality of life of neonates born prematurely, ill or at risk.
· To promote quality, cost-effective and holistic trans-disciplinary care;
· To promote optimal neonate, infant and toddler (NIT) development; and 
· To promote evidence based practice;

· To enhance the parent-infant relationships through education, training, counselling and research involving the trans-disciplinary team of the NIT’s, their families and any other relevant persons/authorities.

3. Objectives of SANITSA 

· Promote clinical, developmental, psychosocial and community support for South African NIT’s in all settings.

· Act as an advisory body regarding NIT support and training (clinical entry level, pre-course, courses).

· Equip the transdisciplinary teams to provide optimal, holistic support for neonates and their caregivers, including promotion of professional and leadership development.
· Recommend standards and norms for NIT support in South Africa.

· Liaise with individuals and organisations nationally and internationally.

· Facilitate acquisition of evidence-based data. 

· Networking.

· Administrating a resource database.

· Supporting research. 

· Supporting publications.

· Administrating the SANITSA website.

· Protecting intellectual property of members. 

· Disseminate research based information through relevant media.

· Membership management. 

· Solicitation of corporate support regarding NIT support.

· Provision of legal and non-profit organisation statement. 

· Secondary objectives: work in collaboration with other organisations that deal with health issues and education. 

4. Individuals involved in NIT Support 

	NEONATE, INFANT OR TODDLER
	TRANSDISCIPLINARY TEAM & ROLEPLAYERS

	· High risk NIT’s


          &

· Self-care agents of the NIT’s:

· Parents 

· Families 

· Caretakers 


	· Audiologist 

· Dietician

· Medical practitioner (General, paediatrician or neonatologist)

· Professional nurse (NICU, midwife, child nurse, community nurse)

· Occupational therapist

· Physiotherapist 

· Speech-language therapist

· Other professionals as determined by the context 


5. Components of optimal NIT Support
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Figure 1: Components of Optimal NIT Support

6. SANITSA Steering Committee

	PRESIDENT  Ms Welma Lubbe

	VICE PRESIDENT  Ms Carin Maree

	Structural Standing Committees
	Clinical / Education Standing Committees

Chairperson as elected by subcommittee chairs

	Finance Committee

(Treasurer)
	Communication Committee

(Secretary)
	Ethical-legal /   Research Committee
	Perinatal Clinical  Committee
	Developmental Support Committee
	Psychosocial / Community Support Committee

	Mr Johann Lubbe
	Ms Ida Pretorius
	Ms Carin Maree
	Previously - Dr Elise van Rooyen
	Ms Angie Hennessy
	Ms Welma Lubbe


Table 1: SANITSA Steering Committee

Contact details:  

Website: 
www.littlesteps.co.za



e-mail:
sanitsa@littlesteps.com 
           

Contact no:
082 732 4730

OBSTETRIC CARE IN THE THREE RURAL REGIONS OF THE WESTERN CAPE

Hein Odendaal

Introduction

The Department of Health of the Provincial Government of the Western Cape requested me to assess the various obstetrics and gynaecological services in the Western Cape. 

Methods 

The ways in which the community health centres, district hospitals and regional hospitals were to be assessed were carefully planned beforehand. The assessment was based on well accepted and recommended South African programmes and guidelines such as Second Report on Confidential Enquiry’s into Maternal Deaths, 2nd Perinatal Care Survey of South Africa, Perinatal Education Programme (PEP), Comprehensive Primary Health Care Package for South Africa, District Hospital Service Package, Regional Hospital Service Package and Perinatal Problem Identification Programme (PPIP). Available statistics were also studied.

Results

A total of 30 hospitals, 13 MOUs and 11 Community Health Centres (CDC) were visited. For this presentation, I shall concentrate on the findings at the district hospitals and CHCs. The following, for e.g. were found at CHCs: Some clinics experience personnel shortages, poor ambulance services cause serious problems, few nurses are trained to insert intrauterine devices, few patients are referred for tubal ligation, there are many teenage pregnancies, inadequate cervical cytology services are in place, some of the facilities are poor and have insufficient pamphlets on various health matters to give clients. Most of the available pamphlets are in English, supplies are sometimes depleted, many pregnant mother smoke cigarettes, academic hospitals give poor feedback about referrals and there are many handicapped children. Some of the findings at district hospitals were that recently qualified midwives were poorly trained to suture an episiotomy, resuscitate a newborn, diagnose abruptio placentae, use the partogram and detect fetal distress. Many available protocols were not used.

Recommendations

Services

Each district hospital should have a high-risk clinic to which minor problems can be referred from the surrounding antenatal clinics. Depending on the size of the community, the clinic should function a few hours to half a day every week. The person in charge could be a general practitioner, medical officer or somebody from the regional or teaching hospital depending on local circumstances. The number of deliveries done at district hospitals and the costs to provide a 24-hour service should be revised regularly. If the number of deliveries decline, it may be better to close smaller units. Although this may be inconvenient to the community, it will be cost-effective and, most importantly, give a better service as essential clinical skills can not be maintained in very small units

Training

1. The one-year course in midwifery, after the general training as used before the integrated course, should be reintroduced.

2. More midwives should do the advanced course in midwifery.

3. A 3-month practical training course should be introduced, for midwives working in small hospitals, to refresh their knowledge and skills. 

4. Educational delivery systems need to be designed to allow time for nurses to attend courses.

5. There should be an outreach and support programme by a team of obstetricians, neonatologists, nurses and anesthetists. (The discontinued Cape Obstetric and Perinatal Education (COPE) program should be reintroduced).

6. Essential literature should be freely available in labour wards or tea/reading rooms.

7. More use should be made of audiovisual programmes – good video programmes are available from e.g. the Stellenbosch University.

Quality Control

1. The availability and functioning of essential equipment should be regularly monitored by means of a control list. 

2. The availability and functioning of essential programmes and protocols should be regularly monitored by means of a control list. 

3. Different service outcomes need to be thoroughly investigated  (e.g. high PNMR, high teenage pregnancy rate, poor utilization of termination of pregnancy services).

4. Monthly obstetric service governance meetings across referral lines are necessary to continuously strengthen communication and patient outcome.

5. There should be a monthly perinatal mortality meeting between the clinical staff of the hospital and clinics.  

Training in family planning

1. Nurses should be taught how to insert intrauterine devices.

2. Nurses should be aware of and encourage the use of emergency contraception.

3. Emergency contraception should be freely available, also after hours and during weekends.

4. Patients should be referred for termination of pregnancy should it be requested.

5. Services for termination of pregnancy during the first trimester should be available at all district hospitals.

6. Medical methods should be used for termination of pregnancy in the second trimester.  Dilation and evacuation during the second trimester should not be used. 
Cytology Services

A structured programme for the screening for carcinoma of the cervix should be introduced.

Neonatal intensive care facilities 

More beds should be available for intensive care of small babies at tertiary hospitals.  In addition all secondary hospitals should have ample facilities for cPAP. This will improve neonatal outcome significantly and will reduce the needs for neonatal ventilation.

Transport Services

Better ambulance services are urgently needed.

Programme for doctors

It is foreseen that the number of general practitioners in rural areas will further diminish and that newly qualified doctors will have little practical knowledge because the number of medical officer posts were reduced to accommodate doctors for their community service. Fewer medical officers now do the diploma in obstetrics than previously. More opportunities for practical training should therefore be created in the form of more career medical officer posts at regional and large district hospitals. Locums should be available for these doctors when they wish to attend practical courses at secondary or tertiary hospitals.

The following essential programmes should be freely available and extensively used:

Third Report on Confidential Enquiry’s into Maternal Deaths 

Saving Babies 2001, 2nd Perinatal Care Survey of South programmes, such as the Perinatal Education Programme (PEP)
Perinatal Problem Identification Programme

Better Birth Initiative

Guidelines for Maternity Care

Essential equipment for neonatal resuscitation
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Conclusions

Although the basic infrastructure for a good service exists, services are poorly coordinated and planned. With minimal costs and better clinical guidance, services could be improved substantially.

THE PERINATAL PROBLEM IDENTIFICATION PROGRAM V2 – A PERINATAL DEATH AUDIT TOOL

Johan Coetzee

The Perinatal Problem Identification Program (PPIP) was developed around a few important principles. These were illustrated during the presentation while introducing the current update of the software.

Design principles

Firstly, PPIP is NOT intended to be a complete patient information management system. As a matter of fact, from the start the question has been: “How can we get the most answers about perinatal deaths, while keeping the data to be entered to an absolute minimum?”

Secondly, PPIP has to give meaning to the perinatal death audit process at the place where it is used, so the data analysis must be immediately available. At the same time, it must have the ability to create a larger, wider data set, to allow for regional and national data analysis, while preserving the integrity of the local data.

The data analysis mentioned above must be presented to the user, even at the most basic level, in a format that can be presented and interpreted without any further data manipulation or graphic or database tools.

PPIP must be capable of producing hard copies of all data analyses.

For the more advanced user, PPIP must allow the exact definition of which data to be included in analysis, as well as for data to be exported from PPIP for further manipulation.

It offers an extensive context-sensitive online help file.

PPIP now requires a once-off registration, and it is still free of charge.

Data entry

The data entry pages were demonstrated. As with earlier versions, information about total births, perinatal deaths, and maternal deaths are entered on three separate data entry pages. By using only part of the program, three levels of data analysis are allowed.

To facilitate the use of PPIP’s data on both the basic level and as part of a larger combined data set, PPIP allows the user to define what it terms a ‘data pyramid’. Up to ten levels of data sets can be defined, and data analyzed separately or as one. Therefore, before entering or analyzing data, the user has to open a specific data set. 

Data analysis

At the top of all data analysis screens, users will notice the three basic ways to select the data to be analyzed. These are the dates to include, the specific data to use in the analysis, depending on the way PPIP is used, and an option to include only the current data set or to include all lower levels in the data pyramid.

The data analysis screens are:

1. Total deliveries – This presents the total births in the different birth weight categories, and a grand total, and also allows the user to select any combination of categories, for instance to calculate total low birth weight deliveries. It also presents a summary of perinatal outcome, i.e. a breakdown of neonatal and intra-uterine deaths. Again, any combination of birth weight groups can be included in this summary.
2. Total births over presented in the form of a stacked bar graph. As with all graphs, this data is also presented in a table.
3. Total births comparing the different units in the data pyramid., presented in a table. Stillbirths, early and late neonatal deaths, and surviving neonates can be included or excluded form the numbers in the table.
4. The last table in this group displays the data without any data manipulation, so it is really the raw data as it was entered.
5. Perinatal mortality figures.  PPIP calculates the Perinatal Mortality Rate, Neonatal Mortality Rate, Early Neonatal Mortality Rate, Fetal Death Ratio and Fetal Death Rate for all births, births where the birth weight was 1kg or more, and then also for each of the individual birth weight categories, as well as for multiple pregnancies. The user can also group these birth weight categories together to, for example, calculate the rates for Low Birth Weight babies. The Stillborn/Neonatal Death Ratio and Perinatal Care Index are also calculated.
6. A graph summarizing what has happened with perinatal mortality rates over time. Again, these values are also available in a data table.
7. A list of the primary causes of perinatal deaths identified during the perinatal audit programme, sorted from most to least common. A data analysis filter allows the user to set up any combination of filters or inclusion criteria. Only cases that meet all the criteria  will be included in any further analysis. To enable the user to present the data immediately, without any further computer knowledge or software, this data is also presented as a pie graph.
8. A similar list of the final causes of neonatal death can also be done.
9. Unprocessed perinatal death data. 
10. A similar analysis of avoidable factors identified during the course of the audit programme can be done. 
11. Trends in avoidable mortality is displayed as a graph.
12. Primary causes of maternal deaths are displayed in the same way as that for perinatal and neonatal deaths. The only filter that can be applied refers to the timing of the death during or after the pregnancy.
13. Final causes of maternal death is analyzed in the same way. 

14. The Maternal Mortality Ratio and Maternal Mortality Rate are also calculated.
15. Unprocessed Maternal death data can be displayed.
16. Miscellaneous data items can be analyzed. These include:

a. Method of delivery.

b. Multiple pregnancy rates.

c. Distribution of antenatal care.

d. Syphilis serology rates.

e. HIV serology rates.

f. Antiretroviral use.

g. Maternal age.

h. Infants born before arrival at the health institution.

All data analyses can be printed, and all tables can be exported in Microsoft Excel format for further data manipulation or presentation.

The future

Work is currently underway on producing a third version of the software. This will offer further enhancements in the user’s control over data analysis, easier, more powerful reporting facilities, including the ability to produce .pdf documents and web pages, etc. 
THE PERINATAL PROBLEM IDENTIFICATION PROGRAMME (PPIP) IN THE WESTERN CAPE: FINDINGS AND IMPLICATIONS FOR SERVICE PROVISION

D Greenfield, EL Arends, L Olivier, H Odendaal

Subdirectorate, Maternal, Women and Child Health, Department of Health,  Western Cape

Introduction

PPIP was developed as a means of making it easier for health workers in perinatal care to identify problems resulting in the death of a fetus or infant.  The outcome of this process should be to take action to address these problems so that there will be a reduction in perianatal mortality.

Methods

Data was collected on PPIP in the Western Cape Province, for the year 1 July 2003 to 30 June 2004, was collected for mortality rates, causes of death and avoidable factors.  These were assessed and the data used to formulate action plans.  The facts behind the figures were also assessed.

Results

Most of the data collected was from the Cape Town Metropolitan Region, with some from the Boland Overberg Region.

What does PPIP say?

Table 1
Indicators
	PNMR (BW =/> 500g)
	34 / 1000

	PNMR (BW =/> 1000g)
	19 / 1000

	NNMR (BW =/> 500g)
	10 / 1000

	NNMR (BW =/> 1000g)
	5 / 1000

	LBW rate
	18.7%

	SB : NND ratio
	2.5 : 1

	PCI
	1.04


Table 2
Primary Obstetric Cause of Death:  BW > 999g

	
	Tertiary
	Secondary
	District
	MOU
	Province

	
	%
	%
	%
	%
	%

	Unexpl. intrauterine death
	7.0
	36.2
	21.4
	28.2
	221

	Antepartum Haemorrhage
	32.3
	19.2
	8.9
	4.5
	21.5

	Intrapartum hypoxia
	4.3
	12.7
	15.6
	19.9
	10.6

	Hypertension
	16.1
	4.6
	2.2
	4.5
	9.3

	IUGR
	4.3
	11.1
	
	9.0
	7.4

	Fetal abnormality
	14.9
	
	6.7
	
	7.0

	Spontaneous preterm labour
	
	5
	31.1
	13.5
	6.1

	Maternal disease
	7.5
	
	
	
	

	Infections
	4.3
	4.3
	6.7
	10.3
	


Table 3
Final Neonatal Cause of Death:   BW > 999g
	
	Tertiary
	Secondary
	District
	MOU
	Province

	
	%
	%
	%
	%
	%

	Congenital abnormality
	59.0
	14
	8.7
	14.8
	31.0

	Hypoxia
	17.9
	41.9
	39.1
	31.5
	28.7

	Infection
	10.3
	20.9
	13.0
	29.6
	19.5

	Immaturity related
	
	20.9
	26.1
	22.2
	14.8


Table 4

Avoidable factors  (probable)

1.
Never attended antenatal  clinic

2.
Fetal distress not detected in labour – fetus monitored

3.
Lack of transport – institution to institution

4.
Fetal distress not detected in labour – fetus not monitored

5.
Delay in seeking medical help in labour

6.
Booked late in pregnancy

7.
Delay in referring for secondary / tertiary care

8.
No response to syphilis serology

9.
Lack of neonatal transport

The problem areas identified are therefore:


Labour related hypoxia.  This is worst the more “peripheral” the delivery facility is.


Preterm labour and immaturity related problems in the infant.  This is especially a problem in the district hospitals and MOUs.


Unexplained, macerated intrauterine deaths and intrauterine growth restriction.


It was clear from the “Avoidable Factors” that some hospital practices were not up to standard.

What does PPIP not say?

We need to ask the question, “Why are practices not up to standard?” 

The above findings strongly suggest that staff are either not coping or do not know what to do.  In view of the ongoing education and the known severe shortage of staff, and of midwives in particular, it is likely that the staff are reaching the point where they are having difficulty in providing appropriate care.  The critical issue is:

· Staff shortage, especially of midwives.

· Low staff morale.

Areas where interventions could bring about a decrease in perinatal mortality.

1. In situations where the results of syphilis screening are not available, on site testing should be implemented.

2. Perinatal deaths, where the cause is not easily identified, such as macerated stillbirths, should be investigated, with at least placental histology.

3. Improve the booking rate by using the confirmation of pregnancy visit as the booking visit.

4. Hold regular perinatal audit meetings where these are not happening.  All appropriate role players must attend these meetings.

5. Introduce screening for asymptomatic bacteriuria in pregnancy.

6. Deal with staffing issues.

· Provide support for ensuring equipment and supplies, clinical support, and establishing referral criteria.

· Use staff appropriately.

· Deal with problems which make midwives leave the service and which prevent them from returning.

· Provide input and practical help in undergraduate, postgraduate and ongoing health professional education.  The main clinical problems which need to be adressed are:

· Monitoring of fetal growth at antenatal clinic.

· Monitoring of the condition of the fetus during labour.

· Neonatal resuscitation.

· Care of the small and sick infant.

· A matter of serious concern is the serious shortage of midwives.  It is therefore strongly recommended that a 2 year midwifery (green epaulette) midwifery training, at a professional nurse level, be re-instituted urgently.

Conclusions

There is a relatively low perinatal and neonatal mortality in the Western Cape as assessed in the sites using PPIP.  However, there have been some aspects of care which have been identified as needing improvement.  

A major, and very serious, problem, which is likely to prevent further improvement, is the critical shortage of midwives.
FROM RESEARCH TO IMPLEMENTATION: FACING THE CHALLENGES (IMPLEMENTING THE FINDINGS OF THE WCP PPIP REPORT JULY 2003 – JUNE 2004)

DH Greenfield, EL Arends, L Olivier, HJ Odendaal

MCWH – Western Cape

Introduction

The provincial MCWH sub-directorate is faced with numerous challenges in trying to facilitate the implementation of the recommendations of the provincial PPIP report (July 2003 – June 2004). Provincial PPIP sites are situated in the Metropole, Boland and Overberg districts. These recommendations are:

· All staff rendering perinatal care should attend perinatal review meetings.

· On-site syphilis screening be implemented.

· Investigation of perinatal deaths.

· Address delays in patient transport.

· Unexplained preterm labour – introduce screening for asymptomatic bacteriuria.

· Encourage early booking.

· Address staff rotation and rapid staff turnover.

· Re-establish the 2-year midwifery training course.

· Establish a provincial perinatal education team. 

The MCWH sub-directorate acknowledges that in order to achieve improved perinatal care and ultimately reduce perinatal mortality one needs to involve all relevant role-players/departments in the province. 

Process of implementation

1. A small task team consisting of two MCWH managers, the PPIP technical coordinator in the province and the lead clinician for Obstetrics Neonatology & Gynaecology planned the implementation of the recommendations. The task team recognized that there was a need to co-opt relevant role-players to assist with the implementation process. 

2. Findings of the PPIP report were presented to the provincial Health Management Committee to obtain buy-in from the top management in the province. The SG for Health chairs this meeting.

3. Members of the task team were then involved in planning the implementation of the recommendations in two health districts in the province. 

· Thus far a series of workshops have been planned to update staff rendering antenatal care in the districts.

· On-site syphilis testing to be implemented soon.

· Perinatal review meetings are to be held at all facilities and staff are encouraged to attend. It is a challenge though to get Local Authority staff who are responsible for antenatal care to attend these meetings.  

· Involvement of key people in communities to assist in encouraging pregnant women to book early. 

In terms of the other recommendations:

4. The provincial maternal guidelines committee and lead clinician is in the process of ensuring that relevant protocols are in place in all health facilities.

5. Lead clinician currently investigating the possibility of implementing screening for asymptomatic bacteriuria at antenatal clinics.

6. Transport:

· Already being addressed with EMS in the Metropole district and a dedicated neonatal ambulance is in existence. 

7. Staffing:

· A need to engage with hospital management to address the rotation of staff in the maternity section.

· A process was started to make more nursing posts available at Level 1 health facilities.

8. Training:

· In process of planning a meeting with academic institutions involved in the training of midwives, provincial and district HRD’s, representatives from services, NDoH, SANC and other relevant role-players to discuss the feasibility of restarting the two-year midwifery course in the province.

Conclusion

The provincial MCWH sub-directorate recognizes that this implementation process also needs input/participation from other departments in the province. Thus the sub-directorate is faced with the challenge of obtaining the involvement and commitment of these departments if it is to reduce perinatal mortality in the province.

UNDER FIVE MORTALITY IN SOUTH AFRICAN HOSPITALS

ME Patrick and Child PIP Group

MRC Maternal and Infant Health Care Strategies Research Unit, Department of Paediatrics, Pietermaritzburg Hospitals Complex

Aim

To determine, in children admitted to hospital, the inpatient mortality rate, causes of deaths, and the occurrence of modifiable factors (MF’s) in the care of children who died.

Setting

The setting was ten sites in 5 provinces of South Africa, from August 2003 to September 2004. The sites included: Edendale, Greys, Northdale, Kimberley, Metsimaholo, Kalafong, Witbank, Middelburg, and Scottburgh Hospitals, and the Mafikeng Region.

Methods

1. Identify all paediatric deaths in the participating hospitals. 2. Ascertain primary and associated causes of death. 3. Look for modifiable factors in each death

Based on findings, determine the size and nature of the problem of paediatric inpatient deaths and, thereafter, seek reasons in order to suggest strategies for improvement.

Children under-five were included for data analysis.

Results

Core Data

There were 1532 deaths from 19 695 admissions. Modifiable factors were recorded 5033 times. The overall case fatality rate was 8 per 100 admissions. Occurrence of modifiable factors was 3.2 per death. There were substantial differences in core data between the 10 participating hospitals.

	Admissions
	20 512

	Deaths
	1592

	Deaths per 100 admissions
	8

	Modifiable factors
	5033

	Modifiable factor rate per death
	3.2


Case fatality rates

The average, all-cause mortality rate for all the hospitals, was 8 deaths per hundred admissions. There was marked variability across the sites, with the highest rate being 15 and the lowest 3. 

Impact

For workload impact, at most there were 81 and 39 admissions per paediatrician and medical officer respectively per month, and at least there were 25 and 5 per month.

For deaths, at most, there were 108 and 45 deaths per paediatrician and medical officer respectively per year, and at least, there were 16 and 6 deaths.

Characterise deaths

58% of deaths occurred in children under 1 year old. In 63% weight was under the 3rd centile. In 83% the mother’s health status was unknown. In 58% HIV/AIDS was associated. 31% of the deaths occurred in the first 24 hours of admission.

Causes of Death

The main causes of death were: acute respiratory infection (33%), diarrhoeal disease (15%), sepsis (12%), AIDS (10%) and TB (3%). 

Modifiable Factors (MF’s)

Modifiable factors occurred at a rate per 100 deaths as follows: home=65; administration=25; clinics=51; admission/emergency=70; inpatient=69 and record keeping=37. Proportionately, of the 5033 MF’s, 79% were health system related and 21% were home/family related.  Health system modifiable factors related to administration (11%), clinics (16%), admission/emergency (22%) and inpatient care (22%). 11% of the MF’s were to do with poor record keeping. There were big differences in all parameters between participating hospitals.

Discussion

The Size of the problem

The study has shown the number of deaths and the inpatient death rates for the participating hospitals and given a South African average of 8 deaths per hundred admissions. There are big differences between the participating sites in case fatality rates, and this difference is not consistently proportional to the number of admissions.

Also shown is the occurrence rate of modifiable factors, with an average of 3.5 per death. There are very large differences between the participating sites

The Nature of the problem

Poor nutrition and the HIV/AIDS pandemic are major factors in the lives of children who die in hospital. The main causes of death are those expected for children dying in poor countries. 

Modifiable factors occur with alarming frequency inside the health system and have to do predominantly with basic process of caring for sick children, in the areas of case assessment, case management, monitoring and referring. These and the entire audit process are compounded by seriously problematic record keeping and archiving systems.

Possible Reasons

For the death rates, the large discrepancies between participating sites should be cause for closer investigation. Higher case fatality rates may be directly related to the processes of care delivery. The 58% association between deaths and the HIV/AIDS pandemic may indicate problems with access and adherence to HIV prevention and treatment programmes. The poor nutritional status reinforces what is known about the links between poverty, HIV infection and death.

The type and occurrence rate of modifiable factors is not surprising, knowing that large numbers of very sick children are being looked after by inexperienced staff. Of major concern though is the impact this may have on junior staff, who “grow up” in a system where modifiable factors are so frequent that this pattern of caring appears to be the norm. The system then becomes self-perpetuating.
Efforts to improve quality of care during the study have at times been curtailed by non-facilitatory environments and systems. Improvements in front-office systems are sustainable only if supported by improvements in back-office systems. Neither the front nor the back office can change where the “don’t care”, “ungazi”, “sekunjalo” ethos prevails.

Possible Solutions

Solutions fall into four broad areas. There is a need to:

1. Review, define and INSIST UPON the implementation of basic gold standards for the process of care delivery.
2. Recognise that implementation and sustainability are dependent on non-rotating core teams of senior nurses, principle medical officers +/- consultants.

3. Review and define access, infrastructure and staffing needs of sick children.

4. Radically improve record keeping and archiving systems.
Conclusion

The audit has provided information about paediatric deaths not previously readily available. The process of auditing will be extended to include all paediatric deaths, the software programme has been improved and in 2005 more hospitals have joined the process, now called Child PIP. 

PERINATAL TRAINING PROGRAMMES

Melvina Petersen: Perinatal Educator 

Mowbray Maternity Hospital, Cape Town 

Introduction

The Peninsula Maternal and Neonatal Service(PMNS) is a three tiered perinatal service forming part of the perinatal services in the Metropole Region of the Western Cape Province. In the early ‘80s, a need was identified to provide the midwives working at level 1 facilities.

(Midwife Obstetric Units) with the appropriate skills regarding newborn resuscitation and the management of obstetrical emergencies. The workshop was initially presented over a three day period on a monthly basis.

Due to many factors over the years (the massive exodus of expertised midwives due to the Voluntary Severence Package, international recruitment, the appointment of junior midwives in high risk perinatal settings, the implementation of the various perinatal initiatives), this programme has now evolved into 4 separate programmes: 5 Day Basic Programme for recently qualified midwives; 5 Day Intermediate Programme for midwives in the service for more than 3 years; 5 Day Managerial Programme for midwives fulfilling a managerial role; 5 Day Enrolled Category Programme for Enrolled Nurses and Enrolled Nursing Auxilliaries working in a perinatal care setting.

Method

These programmes are presented on a monthly basis. Nurses/midwives from the different perinatal institutions in the PMNS are invited to attend these programmes. From a predominantly skills programme in the ‘80s, these programmes now include knowledge, skills and attitudinal training as well as slots on personal development and self care. Care is also taken to train nurses to render holistic patient care, thus acknowledging the physical, emotional as well as the spiritual dimension of the patient. The presenters on the programme include the perinatal tutors, the clinicians working in the PMNS, professors in neonatology and obstetrics (both past and present), practitioners with expertise in managerial / leadership training, as well as workers offering pastoral care.

Results

1. Within any service, there is always room for improvement. The local Perinatal Audit Meetings however reflect that the perinatal mortality within the PMNS has remained fairly constant in spite of an increase in workload and a decrease in human resources. The Confidential Enquiries into Maternal Deaths in South Africa Reports as well as the Saving Babies Reports also reflect that the PMNS has of the lower morbidity and mortality rates compared to other metropolitan areas nationally. 

2. These Perinatal Education Programmes also allow for face-to-face contact with candidates from different levels and this has improved the communication between the different levels of care.

3. Candidates also gain respect for each other as they share the stressors experienced at the different levels of care. 

4. During the slots on self care/human relations, candidates have often identified personal issues that need to be addressed e.g. unresolved anger, unresolved bereavement issues, lack of self care.

Conclusion

It is a known fact that by providing the nurse with the relevant training not only improves her knowledge, but it also increases her confidence and competence. This in turn leads to a better level of job satisfaction, improves service delivery standards, and ultimately provides Public Health with a positive image. Training programmes such as the above do make a difference to the standard of care being rendered, therefore positively influencing perinatal statistics. Teaching health care workers to care for themselves also results in them becoming better carers.

BASIC PROGRAMME FOR NEWLY APPOINTED MIDWIVES
	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY

	INTRODUCTION
	TEMPERATURE CONTROL IN NEWBORNS
	PMTCT MATTERS
	NEONATAL

RESUSCITATION
	HUMAN RELATIONS

	TEA
	TEA
	TEA
	TEA
	TEA

	COMMUNICATION
	PARTOGRAM
	ASPHYXIA,

RDS IN NEWBORN
	UMBILICAL VEIN

CATHETERIZATION
	EVALUATION

	PERINTAL INITIATIVES
	MOTIVATION,

CONFLICT RESOLUTION
	DOCUMENTATION
	GOOD LABOUR WARD PRACTICE
	

	LUNCH
	LUNCH
	LUNCH
	LUNCH
	LUNCH

	OBSTETRICAL EMERGENCIES
	BEREAVEMENT
	MATERNAL MATTERS
	SELF CARE
	


Comments from candidate on the basic programme:

· I enjoyed the informal atmosphere/learning environment.

· I liked being challenged about my professional standards.

· The programme has given me a chance to gain more knowledge and skills.

· I suggest that this programme be offered to people in rural settings.

· I now feel more confident to deal with emergencies when on my own.

· I liked the hands on experience of the neonatal resuscitation slot.

· The documentation slot has made me aware of the medico legal implications.

· The labour ward practice slot reminded me of the little things that seem to be falling by the wayside.

INTERMEDIATE PROGRAMME FOR MIDWIVES IN SERVICE FOR MORE THAN 3 YEARS

	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY

	INTRODUCTION
	BIRTH EXPERIENCES
	UMBILICAL VEIN CATHETERIZATION
	NEONATAL RESUSCITATION
	HUMAN RELATIONS

	TEA
	TEA
	TEA
	TEA
	TEA

	PUERPERAL SEPSIS
	DOCUMENTATION
	HIV/AIDS IN PREGNANCY
	LEADERSHIP
	EVALUATION

	OBSTETRICAL EMERGENCIES
	RESPONSIBILITY

ACCOUNTABILITY
	MATERNAL RESUSCITATION
	B.B.I

PRINCIPLES
	

	LUNCH
	LUNCH
	LUNCH
	LUNCH
	LUNCH

	PARTOGRAM
	BEREAVEMENT
	MATERNAL MATTERS
	 SELF CARE
	


Comments made by candidates on intermediate programme:

· I Liked being able to share experiences and meeting other staff in the PMNS.

· I enjoyed the procedures: neonatal resuscitation and umbilical vein catheterisation.

· I liked the holistic approach: looking after the patient in totality.

· The human relations slot has shown me the importance of regular introspection.

· The update should be compulsory for all categories of staff.

· I enjoyed the group dynamics.

· Learning more about HIV/AIDS was the highlight for me.

· I liked the way the presenters treated us with respect.

· The self care slot has taught me how to “switch off” after a busy 12 hour shift.

MANAGERIAL PROGRAMME FOR MANAGERS

	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY

	INTRODUCTION
	DOCUMENTATION
	STAFF PERF. MANAGEMENT SYSYTEM
	NEONATAL RESUSCITATION
	HUMAN RELATIONS

	TEA
	TEA
	TEA
	TEA
	TEA

	OBSTETRICAL EMERGENCIES
	COMMUNICATION
	REPUTATION BUILDING
	PATIENT ADVOCACY
	EVALUATION

	SELF CARE
	TIME MANAGEMENT
	LEADERSHIP
	PROTOCOLS
	

	LUNCH
	LUNCH
	LUNCH
	LUNCH
	LUNCH

	AUDITING


	BEREAVEMNT
	SAVING MOTHERS FEEDBACK
	DISCIPLINARY MATTERS
	


Comments made by candidates on the managerial programme:

· Every manager should attend this programme.

· The saving mothers report was very interesting and informative.

· The informal setting allowed for spontaneous discussion.

· The presentations were excellent and applicable to the clinical areas.

· I liked the self care slot: the focus was on me as a human being. It made me realise that I need to make time for myself.

· The auditing slot made me realise the impact that poor documentation could have on the outcome of the mother as well as the baby.

ENROLLED NURSE CATEGORY PROGRAMME

	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY

	INTRODUCTION
	INFANT FEEEING MATTERS
	JAUNDICE,

PHOTOTHERAPY
	DOCUMNETATION
	HUMAN RELATIONS

	TEA
	TEA
	TEA
	TEA
	TEA

	PMTCT MATTERS
	COMMUNICATION
	FETAL HEART RATE MONITORING
	NEONATAL RESUSCITATION
	EVALUATION

	NEEDLE STICK INJURY POLICY
	PATIENT HANDOVER
	PROFESSIONAL CONDUCT
	CAREER PATHING
	

	KANGAROO MOTHER CARE
	PERINTAL INITIATIVES
	SELF CARE
	PATIENT ADVOCACY
	

	LUNCH
	LUNCH
	LUNCH
	LUNCH
	LUNCH

	SCOPE OF PRACTICE
	BEREAVEMENT
	HIGH RISK PREGNANCIES
	STAFF PERF MANAGEMNT SYSYTEM
	


Comments made by candidates on enrolled programme

· Documentation: I now realise the importance of writing things down.

· Bereavement: I will now be able to support a mother who has had a stillbirth.

· The programme has given me insight into what professionalism is all about.

· Fetal heart rate monitoring: thank you! – I am now able to identify danger signs.

· I was not aware that hypertension in pregnancy was so dangerous!

· I now know how to assist a person who is resuscitating a baby.

BETTER BIRTHS INITIATIVE – THE WESTERN CAPE ROLL-OUT

EL Arends, MCWH – Western Cape; A Roberts, Johnson & Johnson SA; S Fawcus, Mowbray Maternity Hospital.

Introduction

The successful implementation of the Better Births Initiative (BBI) at Mowbray Maternity hospital and it’s Midwife Obstetric Units led to numerous requests from other districts and health facilities in the province for more information about the Better Births principles.

Objectives

· To introduce the Better Births Initiative principles to service providers in the rest of the province. 
· To assist service providers to examine their current care of women during pregnancy and childbirth.
· To promote the practice of procedures for which there is proven evidence.

Process of roll-out

Following the numerous requests from other districts and health facilities for more information about the Better Births Initiative a provincial training task team was established. A series of 6 workshops were then presented throughout the province – in Malmesbury, Beaufort West, George, Worcester and two in the Metropole. Representatives from provincial and private facilities attended as well as staff from Local Government clinics rendering antenatal care. The Johnson & Johnson representative constantly presented top-minded awareness of the BBI programme and rollout to health professionals in both public and private sectors. 

Results of workshops

Numbers attended:

· Metropole District ( Two workshops were held in this district, one facilitated by the provincial training team and another by advanced midwifery students of UWC. 135 staff members from provincial, private and local government facilities including students from academic institutions attended the workshops.  

· Malmesbury (  20  provincial staff members attended the workshop.

· Beaufort West
 (   20  provincial and local government staff members.

· George (  33  provincial, private and local government staff members.

· Worcester (  44  provincial and local government staff members.

Obstacles 

Finding a suitable date as workshops had to be cancelled a few times due to staff shortages in facilities. Very few doctors attended the workshops.

Achievements

· A dynamic training team consisting of – an advanced midwife, obstetrician, professional health advisor and an active birth consultant.  

· Large numbers attended the workshops from different sectors.

· Enthusiasm of participants.

· Interactive workshops using the BBI workbook. Participants assessed their current practices and discussed whether there was a need to change or stop certain practices. 

· Alternate birth positions were demonstrated at some of the workshops. 

· Both qualified and voluntary doulas have been openly welcomed into the services.

Discussion

At the end of the workshop each facility chose to work on two or three BBI components. BBI posters and ladders were issued to each facility to monitor their progress. Participating health facilities were encouraged to discuss their progress at their own departmental meetings. One year after the training workshops the training team, in conjunction with the regional MCWH managers, will do an evaluation of the Better Births Initiatives at these facilities.

HEALTH CARE ATTENDANCE PATTERNS BY PREGNANT WOMEN IN DURBAN, SOUTH AFRICA

S Sibeko, J Moodley

Department of O & G, Nelson R Mandela School of Medicine,  University of KwaZulu-Natal

Aim

The main purpose of this study was to determine patterns of medical care in early pregnancy prior to attendance for antenatal care in public health care facilities.

Background

High rates of perinatal mortality and morbidity and maternal mortality in poor resource-scarce countries, remain a major problem. Two important reports viz. Saving Mothers and Saving Babies, identified patient related factors, i.e. no antenatal care, late initiation of antenatal care and infrequent attendance as factors having a negative impact on maternal and perinatal health.

Hypothesis

Women regarded as “unbooked” or “late bookers” are wrongly labelled as such because even though they present late to public sector for formal booking, they have attended/received some form of antenatal care in the private sector.

Method

A descriptive study was conducted at King Edward Hospital and its referral facilities, over a year i.e. between March 2002 and March 2003. Women were randomly chosen when they presented for antenatal care in their respective maternity units. They were subsequently recruited into the study after giving verbal consent. The interviews were conducted individually with the aid of a questionnaire.

Pregnant women were put in one of three categories i.e. early booker, late booker, or unbooked in labor. For purposes of this study the definition of the above three categories is as follows:

· Early booker < 20/40 or

· Late booker   > 20/40 or

· Unbooked in labor refers to a woman presenting to labor ward already in labor having received no prior antenatal care at all or having attended only once previously  without being informed of the results of any investigations performed at the only antenatal visit.

Results

The majority of pregnant women present for “formal” booking late in pregnancy, on average, 47% “book” at 6 months.  

Amongst the “early bookers”,  the majority of 60,6% confirm pregnancy within the public sector , on average, 2 months after last menstrual period. They subsequently commence antenatal care timeously i.e. before 20 weeks of gestation according to the definition of the study. They thus show a pattern of no delay between confirming and booking visits i.e. in 46.5% cases.

On the other hand the “late bookers” and the “unbooked” (49% and 59.8%) respectively confirm with the private sector in the majority of cases. Both groups confirm pregnancy at 3 months in the majority of cases. The “late bookers” have also shown a delay of 3 months between the confirming and booking visits. 

In all three groups, 36.1% do not know when to book, the highest (47.6%) being the late bookers.

Conclusions

Our hypothesis has been confirmed as more than 64.7% do attend the private sector early in pregnancy to confirm pregnancy.

Of the above, 35.39% actually attend more than once in the private sector, either for antenatal care or ill health.

CALCIUM SUPPLEMENTATION TO PREVENT PRE-ECLAMPSIA:  SYSTEMATIC REVIEW AND EXPLORATION OF DISCORDANT TRIAL RESULTS

Justus Hofmeyr¹, Alvaro Atallah², Lelia Duley³.  ¹Effective Care Research Unit, Eastern Cape Department of Health/University of the Witwatersrand/University of Fort Hare; ²University of Sao Paulo; ³Institute of Health Sciences

Introduction

High blood pressure with or without proteinuria are major causes of maternal death and morbidity worldwide, and perinatal morbidity and mortality. For these reasons, strategies to reduce the risk of hypertensive disorders of pregnancy have received considerable attention.

An inverse relationship between calcium intake and hypertensive disorders of pregnancy was first described in 1980. This was based on the observation that Mayan Indians in Guatemala, who traditionally soak their corn in lime before cooking, had a high calcium intake and a low incidence of pre-eclampsia and eclampsia. A very low prevalence of pre-eclampsia had been reported from Ethiopia where the diet, among other features, contained high levels of calcium. These observations were supported by other epidemiological and clinical studies, and led to the hypothesis that an increase in calcium intake during pregnancy might reduce the incidence of high blood pressure and pre-eclampsia among women with low calcium intake.

Several randomised trials of calcium supplementation over the last 25 years have shown considerable reduction in the incidence of pre-eclampsia, particularly in populations with low dietary calcium intake or at high risk for pre-eclampsia.  To verify these findings, WHO and collaborators undertook a large randomised trial of calcium supplementation from at least 20 weeks of pregnancy in over 8000 women from populations with documented low dietary calcium intake. 

Objectives

The objective of this systematic review is to determine, from the best available evidence, the effect of calcium supplementation during pregnancy on the risk of high blood pressure and related maternal and fetal/neonatal adverse outcomes.

Subgroup analyses were used to test whether these effects were influenced by a low/average or high risk of hypertensive disorders and by a low or adequate dietary calcium intake prior to the trial entry.

Criteria for considering Studies

The Cochrane Pregnancy and Childbirth Group’s Specialised Register of Controlled Trials and the Cochrane Controlled Trials Register were searched to identify all published, unpublished and ongoing trials with random allocation to calcium supplementation during pregnancy versus placebo.  Trial authors were contacted for additional information when necessary. Trials with no placebo and quasi-random trials were excluded. Trials included were those that demonstrated and intended supplementation of at least 1 g of calcium per day from, at the latest, 34 weeks of pregnancy compared with placebo treatment. 

The participants were pregnant women, regardless of the risk of hypertensive disorders of pregnancy. 

Prespecified subgroups were compared as follows:

· women at low or average risk of hypertensive disorders of pregnancy (unselected).

· women at above average risk of hypertensive disorders of pregnancy (these included women selected by the trial authors on the basis of an increased risk of hypertensive disorders of pregnancy e.g. teenagers, women with previous pre-eclampsia, those with an increased sensitivity to angiotensin II and with pre-existing hypertension).

· women or populations with a low baseline dietary calcium intake (as defined by trial authors, or if not defined, as a mean intake of <900mg per day).

· women or populations with adequate dietary calcium intake (as defined by trial authors, of if not defined, a mean intake equal to or greater than 900mg per day).

The primary outcome measures were prespecified clinical measures as follows:

For women:

· high blood pressure as defined by trial authors, with or without proteinuria.

· high blood pressure with significant proteinuria, as defined by trial authors.

For the child:

· preterm delivery (delivery before 37 weeks of estimated gestation).

· birthweight <2500g.

· admission to a neonatal intensive care unit (ICU).

· stillbirth, or death before discharge from hospital.

Methods

Categorical data were compared using relative risks and 95% confidence intervals. Statistical heterogeneity between trials was tested by using the chi-squared test with n (number of trials contributing data) minus 1 degrees of freedom. In the absence of significant heterogeneity (p >0.10) data were pooled using a fixed effects model.

For continuous data, pooled estimates of effect size were calculated from a weighted average, with weight based on the inverse of the variance.

Results

The reduction in pre-eclampsia in the WHO trial was considerably smaller than in previous trials in low calcium intake populations.  Sensitivity analysis showed lower effects in the larger trials.  The effect of calcium supplementation was more marked on severe pree-clampsia and the serious complications of pre-eclampsia.

Conclusions

Calcium supplementation in low calcium intake women causes a moderate but clinically important reduction in pre-eclampsia and its serious sequaelae.  Women of childbearing age should be encouraged to include adequate calcium in their diets, particularly when they are pregnant.  For women unable to achieve a diet with adequate calcium (1200mg per day), calcium supplementation should be given from as early in pregnancy as possible.  Calcium antacid tablets are usually considerably cheaper than tablets marketed for calcium supplementation.

Figure 1
Systematic review of the effect of calcium supplementation during pregnancy in the incidence of pre-eclampsia
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HEALTH PROMOTION FOR PREGNANT WOMEN - LIVED EXPERIENCES AND APPLICATION OF HEALTH PROMOTION MESSAGES IN A RURAL FARMING DISTRICT

Roberta Gordon, Tygerberg Hospital and University of the Western Cape; Debra Jackson, School of Public Health, University of the Western Cape.

Introduction

Studies have shown that pregnant women do understand and value information regarding their health and that of their unborn child.  However, those providing health promotion services often focus on medical procedures and health education messages, ignoring the cultural, socio-economic and psychological dimensions that impact the women’s health.  This research aims to look at specific components of health promotion messages shared with pregnant women attending Stellenbosch and Klapmuts Community Health Centres' Antenatal Health Promotion Programme and their perceptions of how they apply messages in their daily lives.

Methods

A qualitative evaluation study was conducted in two antenatal clinics where regular health promotion classes are offered during clinic sessions by a trained health promoter.  A purposive sample of nine pregnant women who had participated in the health promotion programme were interviewed using a qualitative interview guide focusing on the following themes:  source of health information, strengths and weaknesses of the programme, what health promotion messages they recalled, which messages they had been able to apply and promoting factors and barriers to application of health promotion messages, sharing of health information learned and perceptions of application of health messages in the community.  The interviews were conducted by the primary investigator and tape recorded and transcribed.  Data collection and data analysis were conducted simultaneously.  Barnard's fourteen stage methods of analyzing interview transcripts were used as a system for analyzing the data.

Results

A.
The participants own mothers appear to be the initial advisors regarding information about pregnancy.  The reason for this could be that the advise given to them was focused on how you can get pregnant and/or the symptoms of pregnancies and not on the social contexts and gender relationships that can lead to unplanned pregnancy.

At least three of the four who got information before they got pregnant were still in school, however, the fact that they got information early did not prevent unplanned pregnancy.  Although later unplanned pregnancy was not prevented, for adolescents who completed grade 12 it was delayed, at least approximately one year after completing grade 12.  This highlights the need for continued focus on productive health issues throughout the adolescent stages.

B.
Health promotion messages most remembered by the women related primarily to cigarette smoking, alcohol use and breastfeeding.  This suggests that key messages are covered by the health promotion officer (H.P.O.) and are recalled by pregnant women attending the health promotion (H.P.) sessions.


A specific strength noted repeatedly was the H.P.O.s ability to make messages concrete and understandable, such as detail on what to eat and not just general messages to eat better.


The women perceived the programme as wanting "to help us", but note that it doesn't reach all pregnant women.


Messages they were able to apply included: improving eating habits and reduced smoking.  Support and concern for the child made it possible to apply health promotion messages, while stress and being alone were the major barriers cited to apply the health promotion messages.  The "being alone" theme work both ways, some pregnant women smoked cigarettes and drank alcohol because they were alone, while others separated from their family and friends to avoid smoking and drink alcohol and this is difficult because then they are alone.


Women would like to continue to reduce smoking and drinking after pregnancy, but note that this will be difficult to do.  Cigarette smoking does seem to increase again in post-partum women who were able to stop during their pregnancy.  The reason for this could be that their motivation and perception is that her child is no longer in danger.  This suggests that women still undervalue their own health.  It appears that the pregnant women in this study think that barriers to apply H.P. messages for some pregnant women in the community is because of their attitude, personal experience and problems with addiction.


It appears that the pregnant women in this study judge peers who do not apply H.P.M.  They ignore reasons given by their peers for not applying H.P.M., and blame their peers for not taking care of their unborn child.  This is very disturbing that pregnant women cannot depend on their peers for support and understanding.  The pregnant women in this study are not considering the effects of political, socio-economic and cultural elements on health behavior.  It appears that they are mimicking the medical model approach. On a personal level women are experiencing intellectual empowerment, because they are learning and sharing the information with their mothers and other family members.  Some women find that not understanding and not being able to remember are barriers to sharing and applying messages.

Conclusion

The antenatal health promotion programme at Stellenbosch and Klapmuts Community Health Centres' is beneficial to many of the participants providing them with improved knowledge.  However, the programme does not have the necessary follow-up or community involvement to support application of health promotion messages for many women.  While some women are able to apply the messages for the good of the child, such as improved eating and reduced smoking during pregnancy, others find that life stressors and lack of support prevent them from making desired behavioural changes, or continuing these changes after pregnancy.  Recommendations for improving and expending the programme are based on health promoting settings and health/empowerment frameworks.

At an organizational level H.P. will need to be incorporated into the roles and tasks of health personnel.  The benefits of doing this improves employee morale, work satisfaction and productivity and therefore addresses the employees well-being.  This is crucial if H.P. services is to be expanded and promoted at community level.  The H.P.O. is empowering these women by building pregnant women’s confidence through her communication strategy of repeating messages when asked to do so, explaining logically or as one respondent mentioned "from A-Z' and using visuals such as pictures and drawings, to make sure the message was clear to them.  However, this approach needs to be applied consistently in the C.H.C.s by all health personnel.  Women face their biggest challenge when they return home.  Support from partners and family as well as the broader community is necessary to ensure well-being of pregnant women.  Social development policy needs to be streamlined to elements that effect women health in these areas.  It will, therefore, be necessary to network and negotiate with all role players including government to address women health throughout their lifespan.

Targeting women only could in fact be reinforcing their feelings of loneliness, hence one can understand why women undervalue their own health and perceive H.P.M. to be "to help us know and understand how to care for our child". 

They also perceive the H.P.M. to be for those who want help, even they see themselves as the soul guardians of their health, with no other influencing factors.  Their perceptions may be altered (therefore raising their critical consciousness) if health promotion is implemented at a local community level.

USING ACTION RESEARCH TO DEVELOP A WOMEN'S PERSONALISED HEALTH HANDBOOK IN THE WESTERN CAPE

Kirstie Rendall-Mkosi, University of Pretoria, School of Public Health; Debra Jackson, School of Public Health, University of the Western Cape; Joy Miles, Western Cape Provincial Department of Health; Edna Erends, Western Cape Provincial Department of Health
Introduction

Low birth weight (under 2500g) puts a neonate at increased risk of perinatal death, as well as long- term developmental delays. In some areas of the Western Cape, the rate of low birth weight is as high as 27%, which should be regarded as a public health emergency. The lifestyle risk factors in this population that are associated with low birth weight are poor maternal nutrition, smoking and drinking alcohol. One of the best predictors of a woman having a low birth weight baby is if she had a previous low birth weight baby. However, in the public health services poor histories are kept and women are not always able to remember or explain the outcome of a previous pregnancy.

The School of Public Health, UWC, became involved in the Healthy Childbearing Study, supported by the National Research Foundation, that runs from 2002 to 2006. The focus of the intervention study is on women in the West Coast / Winelands region, and mostly those living on commercial farms.  

Aims and approaches

This four phase study aims to firstly develop an understanding of the dynamics of the factors influencing women’s health behaviours in general and substance use in particular, using Grounded Theory. Secondly, to design a ‘patient held’ health handbook that could be used to record various health related information and provide essential health information to women. Finally, to evaluate the utilization of the handbook based on Utilisation Focused Evaluation.

The Health Action Model (by Tones & Tilford) shows the relationship between the normative system, belief system, motivational system, and the personal and environmental factors inhibiting or facilitating factors influencing health behaviour. The formative research and the first phase of this study attempt to describe these different systems in the target community in order to ensure that the handbook is relevant and takes the local norms and factors into account. Grounded theory implies that the participants are the ones who offer explanations and experiences of the issues in question and that their ‘voices’ form the raw data.

Formative studies done in the target community have revealed some key factors that need to be taken into account when planning health promotion interventions. These include that:

· Women have poor understanding of and control over aspects of lifestyle, fertility, and health in general and in pregnancy.

· Women book late in pregnancy and don’t attend ANC visits regularly.

· Women who smoke and drink in pregnancy do not receive effective support to reduce these habits.

· Poor record keeping in the health services make reproductive history inaccessible, adding to the poor identification and management of women at risk of low birth weight.

Although the researcher originally designed an intervention programme that would have included different strategies, settings and target groups within the region in a comprehensive way, unfortunately, due to limited funding and personnel availability it was decided to focus on women of childbearing age and use pregnancy and the ANC as the ‘window of opportunity’ to influence health related behaviours.

The potential benefits of the ‘woman held handbook’ are:

· To improve the relationship between service providers and women, and better continuity of care.

· Provide accessible health related information to women on farms to increase their general sense of control of their health, and their utilisation of the health and social services.

·  To increase their health literacy and commitment to healthier lifestyles.

· To promote a more positive sense of self and pride in their family.

Methods
Action research is being used by including frequent feedback to a reference group and the involvement of research assistants from 2 key non-governmental organizations based in Stellenbosch. Qualitative methods are being used in all four phases. The participants are women on farms in the Stellenbosch and Vredendal areas, health service workers in the antenatal services of these areas, and the relevant regional and provincial health officials.

At the time of this presentation (middle of phase three) the first draft of the handbook was being tested, and many participants at the conference, some of whom had been involved in the first phase of data collection, were asked to review the handbook individually or in a small group. The testing by the women on the farms is still to take place.

Once feedback from all participants has been received and changes to the handbook made, a pilot study will be done in Vredendal and Stellenbosch ANC services, forming phase four of the study. This will involve introducing the staff to the handbook, its purpose, and their role in handing it out to pregnant women. Based on the theory of Utilisation Focused Evaluation, by Patton, the participants, as the intended users of the handbook evaluation, will assist the researcher to set the criteria and indicators of success of the handbook. Although the exact number of handbooks to be issued and the evaluation methods are not finalised, it is anticipated that about 400 will be disseminated and that a sample of these women will be followed up to assess their perceptions and utilisation of the handbook.  

Results

In phase one the focus groups were held with two main questions being posed:  "What makes or prevents a women from being healthy?" and "What would you like in a health handbook?"  Part of phase one included interviews with experts in the field at a regional and provincial level, as well as one person from a private midwifery organisation. These participants were asked basically the same questions as the women in the focus groups.

Themes that emerged from the first question related to the home environment (overcrowding, poor water and sanitation); health knowledge (don't understand reproductive functions); interpersonal (domestic violence common); work environment (pesticides, smoke breaks encourage smoking); health services and chemist (irregular mobile clinics, can't afford chemist); and substance abuse (difficult to give up smoking, easy access to alcohol); and peer pressure (more acceptable to smoke and drink than not to). Although health in pregnancy was not directly asked about, the discussions focused to a large extent on this.

The discussion from the second question informed the design of the handbook. Based on the results of the focus groups and interviews, as well as reference to current health education pamphlets and manuals, the purpose and format of the handbook was refined and the contents written. The handbook is A5 size, with 32 pages, and a colourful cover with a plastic cover with a pocket at the back in which health cards can be carried. Contents for the handbook were grouped into four sections: personal and medical details (pregnancy histories, medical conditions); interactive records (menstrual calendar, pregnancy counselling checklists; and substance use counselling records); Information, (healthy lifestyles, reproductive anatomy and cycle, pregnancy, social grants); and local resources (health and social services, substance abuse organisations).  

The draft Handbook has also been circulated at this meeting. Feedback obtained from expert reviewers at this conference thus far is very positive, with support for the overall concept as well as for design aspects like including a photo of the woman inside the cover. Concerns were expressed about the realistic use of the handbook, and that it is difficult to serve as a detailed clinical record, as well as a woman’s personal notebook. Suggestions were made, for example, for simplifying the various recording tables and checklists, and alternative ways of encouraging the keeping of a menstrual calendar. Also, some of the health information describes the ‘nice to have’ services, but are not in line with current policy, such as the frequency of PAP smears, and access to C-section for HIV+ pregnant women. Problems with the Afrikaans version were identified as it seems it had been poorly translated from the English master version.

Conclusion

All these suggestions, and those still to be received from the women on farms will be combined to create the brief for the final version, ready for implementation in phase four. Although many barriers to the sustainability of such an intervention have been identified through the discussions and interviews, it is anticipated that these can be overcome through the design process and the way the handbook is introduced in the primary health care services.

It is hoped that final recommendations on the best design and use of the handbook, in the primary health care system, will be made to the Regional and Provincial health officials by the end of 2005. If the handbook is found to be useful it will, hopefully, be made available throughout the province, and serve to improve the health of women and subsequently their babies.

EVALUATION OF A STRICT PROTOCOL APPROACH IN MANAGING WOMEN WITH SEVERE DISEASE DUE TO HYPERTENSION IN PREGNANCY: AN AUDIT OF CURRENT PRACTICE 

Hennie Lombaard1, Robert C Pattinson1, Fèbè Backer1, Peter Macdonald2. 

1Department of Obstetrics and Gynaecology, Kalafong Hospital & University of Pretoria

 1,2MRC Maternal and Infant Health Care Strategies Research Unit and Obstetrics and Gynaecology Department, University of Pretoria
Background

Complications due to hypertension in pregnancy are the most common direct cause of maternal death in South Africa.  It was also the most common cause of acute severe morbidity in a survey of three clearly defined geographical areas in South Africa.  The final and contributory causes of deaths were most commonly cerebral complications (40% and 50%), cardiac failure (40% and 35%), respiratory failure (15% and 16%) and renal failure (10% and 18% in 1998 and 1999-2001 respectively).  Any improvement in the outcome of severely ill pregnant women with complications due to hypertension would have to address ways of preventing these organ systems from failing.

In 1997, the Pretoria Academic Complex, initiated the use of a standard definition of severe acute maternal morbidity (SAMM) and has been routinely collecting the data ever since.  After the initial survey 1997-1998, protocols were reviewed and a new approach to managing severely ill pregnant women was introduced.  This system was based on the systematic routine evaluation of each patient’s organ systems and where an abnormality was detected, this served as a trigger to further investigate and support that organ system.  This policy was adapted for managing critically ill pregnant women with specific common conditions and as a group became known as the strict protocols. 

This study looks at the effect of the introduction of this strict protocol on the outcome of critically ill pregnant women with complications of hypertension in pregnancy and identifies where further research or change in policy is required.

Method

Since 1997, a standard definition of women with severe acute maternal morbidity (SAMM) has been used in the Pretoria Academic Complex.  All cases of SAMM and maternal deaths were entered on the Maternal Morbidity and Mortality Audit System programme (MaMMAS).  A comparison of outcome of severely ill women who had complications of hypertension in pregnancy was made between 1997-1998 (original protocol) and 2002-3 (strict protocol) was performed.  Data includes referrals from outside the Pretoria Complex area to the tertiary hospitals.

Standard statistical techniques were used to compare the two time epochs.  The Chi Square test was used to compare categorical data.  A p-value of less than 0.05 was regarded as significant.  The outcome measures were the Mortality Index defined as the number of maternal deaths, divided by the sum of women with SAMM and maternal deaths and expressed as a percentage.  The criteria for each organ system dysfunction/failure is specified in the definition of a woman with SAMM4 and the rates of each organ system dysfunction were compared between the two time epochs. 

The strict management protocol used for severely ill pregnant women with complications of hypertension was as follows: 

Stabilization: 

The stabilization of the patient consisted of admission to the high care obstetrics unit. In this unit an intravenous line was placed and 300ml bolus of ringers lactate was given. There after the patient was given magnesium sulphate a loading dose of 14gr. Then a urine catheter is placed. After 30 minutes of giving the fluid bolus and magnesium sulphate, the blood pressure is reassessed.  If still a blood pressure of > 160/110mmHg nifedipine 10mg or labetolol are given.

If the patient was still confused after the initial stabilization and hypoxia and hypertensive encephalopathy had been ruled out, then haloperidol was given intravenously.

Systemic Evaluation:

Mother.  The following were systems were examined:

Central nervous system, cardiovascular system, respiratory system, the hepatic system, the renal system, haematological system, endocrine system, gastrointestinal tract, musculoskeletal system.

Pregnancy evaluation:  

The uterus was examined to assess for tenderness, contractions, size, lie, presentation, and estimated fetal weight, amount of liquor and presence of a fetal heartbeat.  A vaginal examination was performed to assess the Bishop score of the cervix, once the mother was stable and if there was an antepartum haemorrhage a sterile speculum was performed, again once the mother was stable. 

Fetal Evaluation:  

A sonar evaluation of the fetus was performed once the mother was stable and included the following:

Estimated fetal weight, Doppler of the umbilical artery, Amniotic fluid index, Transcerebellar diameter, Middle cerebral artery Doppler, Ductus venousus waveform, Structural abnormalities.

If the expected fetal weight was more than 800g or the fetus was known to have a gestational age of 28 weeks or more, the fetus was regarded as viable. In these cases corticosteroids were administered and the fetal heart rate pattern monitored six hourly with a cardiotocograph.

After all this information had been gathered a management plan was formulated. In most cases the laboratory blood results (initially only an AST, creatinine, haematocrit and platelets) were available within the hour and during the stabilisation phase of the patient. The management plan is based on the concept deciding whether the baby is better in or better out.

To make a final decision four questions needed to be answered by the clinician, namely:

1. Is it safe for the mother to continue the pregnancy?

2. Is it safe for the fetus to continue the pregnancy?

3. The risk to neonate if the fetus was born.

4. The risk to the mother if the fetus was born.

When the decision was made to manage the patient expectantly the patient is transferred to the ward and is followed up by an obstetrics firm specialising in managing women with hypertension. In the ward the patient is evaluated daily by the registrar and the haematocrit, platelets, creatinine and AST was done twice weekly. The fetus is followed up with 6 hourly CTG and every two weeks with sonar for fetal growth. If there is concern about the foetus the amniotic fluid volume and Doppler are evaluated more often.

Antihypertensive drug protocol:

Alpha methyldopa was used as the first line oral antihypertensive agent (an initial dose of 500mg 8 hourly and increasing to a maximum of 750mg 8 hourly). In cases of severe hypertension (blood pressure is more than 160 mmHg systolic or 110 mmHg diastolic) 10mg nifedipine orally to swallow (not chew) was administered. Nifedipine replaced dihydralazine in the strict protocol as it has been shown to be better in controlling blood pressure and is safer for the fetus.  If the blood pressure is still greater than 160/110 mmHg after one hour a repeat the dose of nifedipine was given. If there was a maternal tachycardia of more than 120 beats per minute or if the woman was unable to swallow Labetolol13 was given.

Fluid management:

After admission to high care obstetric unit the patient is placed on a maintenance fluid of 125ml/hr ringers lactate intravenously. A strict input and output chart was kept by the nursing staff. The attending registrar regularly worked out the fluid balance taking into account insensible losses and blood loss. With this system the attending clinicians are aware if the patient is in a negative or positive fluid balance. If the patient is excreting less than 30ml per hour and the patient is in a negative balance the patient was given a 300ml ringers lactate bolus. If the patient was in a positive fluid balance the patient was started on a low dose dopamine infusion.

The Ethics Committee of the Faculty of Health Sciences gave approval for the initial study and the programme is still registered with the ethics committee.  The hospital administration at each hospital continues to give approval for the audit.  Patient’s information is anonymised once entered on the database.

Results

In 1997-8 there were 27025 births in the Pretoria Academic Complex and 32814 births in 2002-3, an increase of 21.4%.  This excludes all referrals and patients born in private institutions.  The Maternal Mortality Ratio (MMR) for indigent patients from the Pretoria area, dying due to complications of hypertension in pregnancy remained unchanged with 9 deaths (MMR 33.3/100000 births) in 1997-8 and 8 deaths (MMR 24.4/100000 births) in 2002-3.  However, the prevalence in the general pregnant population of women severely ill due to complications of hypertension in pregnancy from the Pretoria area rose from 40 patients (0.15%) in 1997-8 to 64 patients (0.20%) in 2002-3.  The numerators and denominators for the patients referred are unknown. 

Overall, local population and referred patients, there were 79 women with SAMM who survived and a further 18 maternal deaths due to complications of hypertension in1997-8, compared with 91 women with SAMM and 13 maternal deaths in 2002-3.  The distribution of the ages and parities of the women were similar in the two epochs. Eleven percent of the women were less than 20 years in 1997-8 compared with 9.6% in 2002-3. The majority were between 20 and 29 years (50.6% and 52.8% respectively) and 28.9% and 31.7% were between 30 and 39 years respectively.  The majority of women were primiparous 42.3% in 1997-8 compared with 43.2% in 2002-3.  

Table 1 compares the distribution of the different categories of women with severe complications of hypertension in pregnancy.   Significantly more women had severe complications following eclampsia in 1997-8 compared with 2002-3, however, the opposite was true for women with severe complications following HELLP syndrome. It is important to note, the diagnosis of eclampsia or HELLP does not automatically classify a woman as having severe morbidity, there also has to be organ system dysfunction as defined above.  Overall, the Mortality Index declined from 18.6% in 1997-8 to 12.5% in 2002-3 (Odds Ratio 0.62, 95% Confidence Intervals 0.27-1.45).  There were no differences in Mortality Indices within the individual disease categories.

Table 2 compares the organ system dysfunction/failure for severely ill pregnant women with complications of hypertension.  Significantly fewer women had renal failure (34.0% to 12.5%, p=0.0005) and cerebral complications (35.1% to 14.4%, p= 0.0012) than before, and liver dysfunction (7.2% to 1.9%, p=0.07) decreased not significantly.  However, more women had immune system failure (2.0% to 8.7%, p=0.038) and had an increased risk of have respiratory failure (21.6% to 30.8%, p=0.19).  Cardiac failure remained constant (30.9% and 26.0%).

The average number of organ systems that failed or dysfunctioned for all critically ill women were 1.69 in 1997-8 and 1.25 in 2002-3.  This indicates that per critically patient there were less organ systems severely abnormal in the second epoch than the first.

Table 3 compares the patients that came from the Pretoria area only.  The pattern of organ system dysfunction/failure was the same but the numbers there were of insufficient power to detect significant differences.  The Mortality Index in Pretoria for 1997/8 was 22.5% and 2002/3 was 12.5% (OR 0.49, 95% confidence intervals 0.15-1.57).

Discussion

This review of managing critically ill pregnant women with complications of hypertension in pregnancy between two time periods, five years apart, has shown a change in pattern of organ system dysfunction/failure.  Significantly fewer women are developing renal failure and cerebral complications than before.  However, there has been no change in other common complications in the respiratory and cardiovascular system.  

The reduction in critically ill patients referred from outside the Pretoria area could also account for the change in the findings.  The longer time to get into a tertiary unit is likely to increase the severity of the complications.  Thus the shift from 61% of critically ill women being referred in 1997-8 as opposed to only 48% in 2002-3 could account for the change.  However, if only the cases from the Pretoria area are examined (Table 3), the same shift in pattern is seen although the number of cases was too few to detect significant changes.  So, although, the reduction in referrals may play a part it also is not the only explanation.

The final major explanation is that the management of the patients has improved.  This is supported by the average number of dysfunctioned organ systems per patient fell from 1.69 in 1997-8 to 1.25 in 2002-3.  As expected, women who died had more organ system dysfunction than those women that survived.  It is possible (probable) that the management using the strict protocol prevented further organ systems becoming involved.  The change has been associated with the introduction and adherence to a strict protocol for managing such critically ill women. The strict protocol was based on the previous audit in 1997-8 and new research findings like the use of magnesium sulphate for women with severe pre-eclampsia.  The feedback system of regular audit meetings to discuss cases, one on one meeting where required and regular teaching sessions to discuss specific issues confirms the success found in previous randomised trials.  The rapid turnover of staff necessitates regular reinforcement of protocols.

The lack of change in the respiratory and cardiovascular system organ dysfunction/ failure suggests that there is still significant room for improving the protocol.  This is an emerging problem with 37% of maternal deaths due to eclampsia or pre-eclampsia 1985-1999 in the UK being ascribed to “pulmonary”, Adult respiratory distress syndrome was a contributing factor in 28% of deaths associated with HELLP syndrome. Cardiac and respiratory functions in severe pre-eclampsia are not particularly well understood and future research must be structured to identify where changes in the protocol can improve outcome.  The increasing incidence of HIV infection in the area account for the rise in immune system failure.  This may be impacting on the pulmonary and cardiac function as well.

The increase of 33% in prevalence of critically ill women due to complications of hypertension from the Pretoria area is disturbing.  The reason for this is unknown.  There has been a large influx of people into the Gauteng area in the last 5 years as evidenced by the increase of more than twenty percent of births in the Pretoria area and 2001 Census.  This in-migration of many impoverished people looking for employment would be expected to bring more unhealthy people to the region.  This would increase the pressure on the primary health care services to identify these patients early (at antenatal clinics) and refer appropriately, and increase the pressure on secondary and tertiary services that must deal with the increased load of critically ill patients.  Appropriate plans for distribution of resources need to be made to deal with this challenge.

Conclusion

The strict protocol approach based on the systemic evaluation of critically ill pregnant women due to complications of hypertension has been associated with a reduction in the preventable complications, such as renal failure and cerebral compromise by improved fluid management and blood pressure control.  However, there has been no change in the prevalence of cardiac or respiratory failure.  Cardiac and respiratory function in women with severe hypertension in pregnancy needs further investigation and strategies need to be developed to improve its management. 

Table 1
Comparison between the sub-categories of complications of hypertension in pregnancy and their Mortality Indices. 

	
	1997-1998
	2002-2003
	p MI

	
	MD
	SAMM
	Total
	%
	MI
	MD
	SAMM
	Total
	%
	MI
	

	Chronic Hypertension
	1
	2
	3
	3.1
	33.3
	1
	4
	5
	4.8
	20.0
	

	Proteinuric Hypertension
	6
	22
	28
	28.9
	21.4
	4
	30
	34
	32.7
	11.8
	0.49

	Eclampsia*
	9
	38
	47
	48.5
	19.1
	6
	22
	28
	26.9
	21.4
	0.52

	HELLP**
	2
	17
	19
	19.6
	10.5
	1
	35
	36
	34.6
	2.8
	0.27

	Liver rupture
	0
	0
	0
	0.0
	0.0
	1
	0
	1
	1.0
	100.0
	

	All Hypertension
	18
	79
	97
	100
	18.5
	13
	91
	104
	100
	12.5
	0.32


MD – Maternal Death; SAMM – Severe acute maternal morbidity; MI – Mortality Index

* - Significant decline in proportion of eclampsia from 1997/8 to 2002/3, p=0.0026

** - Significant increase in proportion of women with HELLP syndrome 1997/8 to 2002/3, p=0.026

Table 2
Comparison of the prevalence of organ system dysfunction/failure per severely ill pregnant women with complications due to hypertension. 

	Organ system
	1997-1998
	2002-2003
	p

	
	SAMMn=79
	MD

n=18
	SAMM+MD

N=97
	% OSD
	SAMM

N=91
	MD

N=13
	SAMM+MD

N=104
	% OSD
	

	Hypovolaemic shock
	7
	1
	8
	8.2
	5
	1
	6
	5.8
	NS

	Respiratory failure
	17
	4
	21
	21.6
	29
	3
	32
	30.8
	NS

	Cardiac failure
	25
	5
	30
	30.9
	23
	4
	27
	26.0
	NS

	Renal failure
	29
	4
	33
	34.2
	11
	2
	13
	12.5
	0.00054

	Liver failure
	5
	2
	7
	7.2
	1
	1
	2
	1.9
	0.07

	Cerebral complications
	24
	10
	34
	35.1
	9
	6
	15
	14.4
	0.0012

	Haematological dysfunction 
	25
	4
	29
	29.9
	26
	1
	27
	26.0
	NS

	Immune system failure
	1
	1
	2
	2.1
	6
	3
	9
	8.7
	0.038


% OSD – Percentage of severely ill women who developed that organ system dysfunction/failure

Note:  A patient can have more than one organ system dysfunction/failure

Table 3
Comparison of the prevalence of organ system dysfunction/failure per severely ill pregnant women with complications due to hypertension for patients only from the Pretoria area. 

	Organ system
	1997-1998
	2002-2003

	
	SAMMn=31
	MD

n=9
	SAMM+MD

N=40
	% OSD
	SAMM

N=56
	MD

N=8
	SAMM+MD

N=64
	% OSD

	Hypovolaemic shock
	2
	0
	2
	5.0
	3
	1
	4
	6.3

	Respiratory failure
	7
	3
	10
	25.0
	16
	2
	18
	28.1

	Cardiac failure
	12
	4
	16
	40.0
	13
	3
	16
	25.0

	Renal failure
	6
	1
	7
	17.5
	5
	1
	6
	9.4

	Liver failure
	0
	0
	0
	0.0
	1
	1
	2
	3.1

	Cerebral complications
	8
	4
	12
	30.0
	4
	3
	7
	10.9

	Haematological dysfunction 
	9
	1
	10
	25.0
	19
	1
	20
	31.3

	Immune system failure
	0
	1
	0
	2.5
	2
	2
	4
	6.3


% OSD – Percentage of severely ill women who developed that organ system dysfunction/failure

Note:  A patient can have more than one organ system dysfunction/failure

SEXUAL ACTIVITY IN PREGNANCY

F Mkhize; R E Mhlanga; J Moodley

Department of O&G, Nelson R Mandela School of Medicine, University of KwaZulu-Natal

Sexual activity often continues throughout pregnancy, with attendant complications such as bleeding and sexually transmitted diseases.  A pilot study was undertaken to investigate sexual practices during pregnancy.  All participants interviewed admitted to having sexual intercourse during pregnancy.  No antenatal education addressed this aspect of life.

The majority of patients experienced problems during and after sexual intercourse.

About 46% did not use condoms consistently.

This study highlights the need for a comprehensive approach to prevention of sexually transmitted infections including information about sexual activity in pregnancy and the puerperium.  There are also religious and cultural rules that govern sexual behaviour, and these should be encouraged in promoting women’s and perinatal health.  Further research is needed in this area.

This study highlights the need for antenatal education to include information about sexual activity in pregnancy and the puerperium so that a more comprehensive approach to the prevention of sexually transmitted infections is taken to improve women’s and perinatal health.  Moreover such education should also include the relevant communities religious and cultural beliefs that govern sexual activity in pregnancy.
EUROPEAN RESEARCH FUNDING FOR INTERNATIONAL COOPERATION IN HEALTH RESEARCH: THE INCO PROGRAMME
Albrecht Jahn
Scientific Officer, European Commission, Directorate General for Research, INCO - Unit N2

Under the current 6th Framework Programme European research funding scheme, supporting joint research projects between European and African countries is a major activity. The respective programme (INCO-Dev) covers the key areas of health, food security and management of natural resources. It focuses on mutually beneficial efforts and promotes equitable partnership in research between European countries and INCO target countries, which include all Sub-Saharan African countries.

Because of the idea of creating partnerships, support is not given to individual institutions but to consortia of complementing partners, the minimum requirement being three African and three European partners.

The current call (deadline for applications is 13 Sept 2005) will include a focus on health research. Priority will be given to “Health care Systems, Policy and Management” and “Knowledge and technologies to improve control of neglected communicable diseases”. Health systems research should be related to the pursuit of the health related Millennium Development Goal’s, especially the targets set out in reducing maternal and child mortality and include research health policy and the application of principles of accessibility, affordability, equity and quality of care.

There is a range of types of applications, such as Specific Targeted Research Projects (STREP), Co-ordination Actions (CA) and Specific Support Actions (SSA); the latter can be used to disseminate findings and to develop a network in preparation of a later full proposal submission.

The presentation will illustrate the scope and potential of EU funding using examples from the region and give an outlook on the future of INCO in the 7th Framework Programme, which is currently under preparation. Comments and suggestions for the new programme from the audience will be very much appreciated.
COMPARING ANC POLICIES ACROSS THREE AFRICAN COUNTRIES

J Barniol1 and the MATCARE collaborators2
1 Institute of Tropical Hygiene & Public Health, Heidelberg University- Germany 
2 Women’s Health Project, University of Witwaters Rand - South Africa, Muhimbili University College of Health Sciences, School of Public Health and Social Sciences, Ministry of Health Cape Verde and Karolinska Institute- Sweden.

Objectives

As part of a large international research project on maternity care, we analyzed current policies and guidelines in order to compare maternal health policies across the three African countries participating in the project - Cape Verde, South Africa and Tanzania- and to analyze their antenatal care policies in relation to the new World Health Organization antenatal care model. 

Methodology
Policy documents and guidelines available from the three countries regarding ANC, delivery and postnatal care were gathered and reviewed: ANC cards, national guidelines for maternity care, national strategies, referral guidelines, manuals, reports, etc. The new WHO antenatal care model was chosen as reference in an attempt to apply the most evidence-based approach to ANC. 

Results

The main findings are summarised in Table I and Table II and include: 

1) A core set of activities, recommended lab tests and examinations during antenatal care quite similar between the three countries and the new WHO ANC model. Furthermore, WHO recommends screening for socio-economic conditions (e.g. strenuous workload, poverty, single mothers, gender-based violence, etc.). 2) Discrepancies in the risk factors (e.g. young and old age of the mother, multiparity) namely in the cut off points. This inevitably leads to major differences in the proportion of pregnancies perceived and treated as high risk pregnancies. WHO identifies 25% of pregnancies as high risk, while in Tanzania (based on the current ANC card) over 60% of the pregnancies are considered as high risk, in South Africa they are estimated at > 30% and in Cape Verde at >45%. 3) New components of antenatal care are being introduced in the three countries (antenatal care sentinel surveillance for HIV, voluntary counselling and testing and prevention of mother to child transmission. 

Finally, a difference worth mentioning is the fact that for WHO, contrary to the three countries presented here, the risk factors do not automatically mean “need for referral”, but intensification of observation beyond the recommended 4 visits.

Table I
Summary of interventions and evaluations according to maternal health policies in the three countries

	ANC
	Cape Verde
	South Africa
	Tanzania
	WHO ANC  model

	
	YES

3 risk levels:

*another consultn.  **see a doctor

***deliver in hospital
	YES

3 risk levels (moderate, normal and high risk)
	YES

2 risk levels (high risk and low risk)
	YES

2 levels

“normal” and “special”

	Number of routine visits
	minimum of 3
	minimum of 5 
	minimum of 4 
	4 visits

 1st <12w             2nd # 26w         3rd #  32w    4th  #36-38

	Anaemia prophylaxis
	YES -folic acid-
	YES -folic acid-
	YES -folic acid-
	yes –Fe, folic acid-
	yes (if Hb>7g/dl)
	yes (if Hb>7g/dl)
	

	Malaria
	NOT NEEDED
	NOT NEEDED
	YES -SP-
	
	
	
	

	Tetanus

	YES (2 doses) 
	YES (1-3 doses ) 
	YES (5 doses)
	1st dose
	
	2nd  dose
	

	Recommended

lab exams
	Hb

Proteinur. in urine 

Glucose in urine

Blood group, Rh 

Syphilis

---

---
	Hb at 1st & 4th  

Proteinur. in urine

Glucose in urine

Blood group, Rh, Syphilis

----

HIV after VCT

Ultrasound >35
	Hb

Proteinur in urine 

Glucose in urine

Blood group, Rh, 

Syphilis

Vaginal exam


	“Hb”

Proteinur.

Bacteriur.

blood & Rh Syphilis

Vag. exam
	“Hb”

Proteinur.  

Bacteriur.
	Hb

Proteinur.

Bacteriur.
	Proteinur.

Bacteriur.

	Recommended examinations
	Maternal height 

Maternal weight  

Blood pressure 

SFH in cm

Foetal heart rate

Foetal  lie

Oedema

Palpation for twins
	Maternal height

Maternal weight

Blood pressure, 

SFH in cm

Foetal heart rate

Foetal lie

Oedema

Palpation
	Maternal height 

Maternal weight

Blood pressure 

Uterine size 

Foetal heart rate 3rd v   

Foetal lie at 4t h v

Oedema

Palpation for twins 
	Mat height

Mat weight

Blood pres

SFH 

---

---

---


	---

---

Blood pres

SFH

---

---

Oedema
	---

---

Blood pres

SFH

Heart rate

---

Oedema

Palpation
	---

---

Blood pres

SFH

Heart rate

Foetal lie  

Oedema

Palpation

	Maternity waiting homes
	NO
	In some rural areas
	in some districts 


	
	
	
	


Table II: Lists of risk factors 

	List of Risk factors
	Cape Verde
	Tanzania
	South Africa
	WHO

first visit
	WHO

follow-up visits

	Obstetric history:

	Previous caesarean section
	(
	(
	(
	(

	

	Previous myomectomy or hysterectomy
	
	
	(
	
	

	Previous cervical or vaginal surgery
	
	
	(
	
	

	Previous stillbirth or perinatal death
	(
	(
	(
	(
	

	Previous abortion
	( (> 2)
	( (> 3)
	( (> 3)
	( (> 3)
	

	Last baby preterm delivery at 7 moths or less
	
	
	(
	
	

	New born’s  weight 
	( (> 4 kg)
	
	
	 ((> 4.5kg)

      (< 2.5kg)
	

	Multiparity
	( (>5)
	( (>4) 
	( (>5)
	
	

	Previous pre-eclampsia or eclampsia:
	(
	(
	(
	(
	

	Previous vacuum or forceps delivery
	(
	(
	
	
	

	Previous post-partum haemorrhage or retained  placta
	( 
	(
	(
	
	

	Previous growth retarded foetus
	
	
	
	
	(

	Previous infertility treatment
	
	
	(
	
	

	Current pregnancy:

	Young age
	( (<16)
	( (<20 ) 
	( (<16)
	( (<16)
	

	Old age 
	( (>35)
	( (>35)
	( (>35)
	( (> 40)
	

	>10 years since last pregnancy
	
	(
	
	
	

	Height < 150 cm 
	( all
	( primigravida
	
	
	

	No maternal weight gain in a woman <60kg
	
	
	(
	
	

	>2kg /month weight increase
	(
	
	
	
	

	Body mass index
	
	
	
	
	((<18.5; >32.3kg/m2

	Rhesus negative
	(
	(
	(
	(
	

	Pre-eclampsia or eclampsia
	(
	(
	(
	
	(

	            Hypertension 
	( (BP> 130/85)
	(( BP> 140/90)
	(( BP> 140/90)
	(( BP> 140/90)
	

	           Gross oedema
	(
	(
	(
	
	(

	Vaginal bleeding or ante partum haemorrhage
	(
	(
	(
	(
	

	Reduced foetal movement 
	( 
	(
	(
	
	( 

	Intrauterine death
	(
	(
	
	
	

	Breech or transverse lie
	( 
	(
	(
	
	( 

	Suspected or known multiple pregnancy
	(
	
	(
	(
	

	Pelvic mass
	
	
	
	(
	

	Mismatch of uterine size and gestational age
	(
	(
	(
	
	(

	Uterus large (>90th ) or small (<10th ) for dates
	
	
	(
	
	( (<10th )

	Uterine height >36 cm
	(
	
	
	
	

	Symphysis-fundal height decreasing
	(
	
	(
	
	

	Foetal growth retardation
	
	
	
	
	(

	Post-term pregnancy
	( (> 40 weeks)
	( (> 40 weeks)
	( (> 41 weeks)
	
	

	Extensive vulval warts that may obstruct vaginal delivery
	
	
	(
	
	

	Severe illness (with pyrexia, shortness of breath, etc.)
	
	(
	(
	
	(

	General medical history:

	Concurrent disease (diabetes, cardiac disease, etc.)
	(
	(
	(
	(
	

	Known substance abuse (incl. heavy alcohol drinking)
	
	
	
	(
	

	Limping
	
	(
	
	
	

	Lab tests:

	Albumin  in urine 
	(
	(
	(
	
	

	Glucose in urine
	(
	(
	(
	
	

	Anaemia (in Hb)
	((< 8 g/dl)
	( (< 8.5 g/dl)
	( (< 8.5 g/dl)
	
	(  (< 7 g/dl)

	Socio-economic factors:

	
	YES (only profession )
	NONE
	YES (but not specified)
	YES
	

	TOTAL of RISK FACTORS =
	30
	27
	32
	15
	11


Conclusions
As observed in the results section, referral based on antenatal risk assessment is controversial and, in some cases, policies are contradictory. The reality is that health workers are often caught between contradictory strategies and priorities advocated by international funding agencies, national policies and the need for adaptation into the local context.

Based on available evidence, some argue that routine antenatal screening, as performed in many countries, is not very effective because: i) the risk categories are too broad and unspecific, ii) low quality of screening and use of inappropriate screening techniques, iii) low acceptability of referral advice and, iv) a ritualistic approach to ANC. However, there is also evidence that selected screening interventions and referral can be beneficial if implemented properly (e.g. measuring fundal height to identify multiple pregnancies or taking blood pressure for hypertension.

Overall, although they are at different stages of change, the three countries are going in the direction of the new WHO ANC model recommending rationalization of the antenatal care risk approach by reducing the existing lists of risk factors and interventions to those locally proven to be effective for the outcomes of the mother and the baby.  

METHODOLOGICAL ASPECTS OF QUALITY MATERNITY CARE PROJECT.

R Mpembeni1 , Albrecht Jahn2 and the Maternity Care collaborators3
Introduction

Mortality associated with complications of pregnancy and childbirth is still disproportionately high in most developing countries. According to the World Health Organization (WHO) estimates, about 585,000 deaths occur each year world wide due to complications of pregnancy and delivery and 99% of them occur in the developing countries (WHO, 1996). Maternal mortality is the health indicator with the highest discrepancy between developed and developing countries. While the lifetime risk of death as a result of pregnancy or child birth is estimated at one in 16 for women in some countries in Africa, it is about 1 in 2000 for women in Northern Europe. In 1987, the International Safe Motherhood Initiative was initiated and its initial target was to halve maternal mortality by the year 2000. The initiative was reviewed after ten years and no significant reductions in maternal mortality were observed globally but key lessons were revealed. Among the key lessons learnt is that: Improving maternal health requires a continuum of services including referral capacity for the management of complications, safe motherhood interventions to strengthen the performance of the health systems and need for local adaptation of health programs. The Quality maternity care project was developed on these lines and the overall objective of the Project was to strengthen the health systems in the three African countries to provide appropriate and equitable care in pregnancy and child birth, with a special emphasis on locally adapted and tested strategies and interventions.

Methodological issues

Study Design: 

The study was an intervention using before and after design. In year one, the project undertook an initial assessment of the health system in each of the three sites. Results of the baseline studies and review of local and international literature guided the development of appropriate interventions which were implemented in the second year of the study. After the interventions, post intervention assessments was conducted in the third year of the study.  The Health System Research Methodology (HSR) was employed in pre and post intervention assessments.

Research Sites:

The project brought together three research teams from Tanzania, Cape Verde and South Africa. The three settings are very diverse and this diversity offers a maximum chance of learning from each other whilst sharing enough common features to be of mutual relevance. In Tanzania, two rural districts were selected. One of them, Kasulu district in Kigoma region which is a border district facing a huge challenge of massive influx of refugees from Rwanda, Burundi and Democratic Republic of Congo (DRC). The second district is Mtwara district which is also a border district with Mozambique. In South Africa, a densely populated sub district in Johannesburg was selected.  This sub-district contains large sprawling townships and squatter camps and although access to care is not seen as a major problem, the quality of care in health care facilities and appropriate client and provider behaviour are huge challenges for the health services. In Cape Verde, three islands comprising around 30% of the total population were selected. Each island represents a different type of district and faces a unique set of challenges with one island having no hospital and routine airline flights being the only means of transport to the hospital.

Data collection methods

The Health System Research (HSR) methodology required a development of a joint conceptual frame work which represents the main components of the system under study and their interaction in order to identify variables (indicators) that can be used to describe the system and measure change. The key service components identified include (1) Antenatal Care categorized into 2 main activities (preventive activities, and screening) (2) Delivery Care for normal pregnancies (3) Referral for high risk pregnancies and complicated deliveries and (4) Essential Obstetric Care at hospital level. The joint conceptual model is as shown in fig. 1 below.

Fig. 1

Conceptual model of maternity services:
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Target group: 
all pregnant women
	Antenatal Care I:
Preventive activities for all pregnant women:

•
Prevention of Malaria and Anaemia 
•
Tetanus vaccination
•
Health Information/Education/Counselling (e.g. complications, FP)
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	Antenatal Care II:
Screening: Identification of risk factors and health problems

•
History taking
• 
Physical examination
•
Bio-medical tests (e.g. sero-test for syphilis, proteinuria))
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Emergencies

	Delivery care for normal pregnacies in first line health facilities

· Delivery supervised by 
trained personnel

· First aid in case of complications
	
	Referral to hospital
for high risk pregnancies and high risk deliveries

· Antenatal referral

· Referral for delivery

· Emergency referral
· Postnatal referral

	
	


	
Self-referrals
Emergencies
	Essential Obstetric Care at Hospital: 
Essential elements of referral level care (WHO, 1991):
(1) Surgical obstetrics (2) Anaesthesia (3) Medical treatment, 
(4) Blood replacement (5) Monitoring of labour, (6) Management of women at high risk, (7) Family Planning, (8) Neonatal special care


Based on the joint conceptual model, the list of specific indicators were developed using the Donabedian model which  comprises the categories of input, process, output and outcome but also indicators addressing management and staff related issues (knowledge, motivation, job satisfaction) were considered.
Data collection tools were developed based on the list of indicators. The development of tools was a joint effort of all country teams and this resulted in a format which accommodated the diversity in health systems of the three countries. A master copy of each tool was developed which was then adopted for use in the respective settings.  Table 1 gives an overview on selected indicators and the data sources used in initial health system analysis.

Table 1: Project indicators and data sources:

	Research areas and indicators
	Data sources

	Assessment of antenatal care: 
Accessibility; availability of essential drugs and equipment; coverage of ANC and delivery care; coverage of tetanus immunisation and anaemia prophylaxis; duration and content of counselling; sensitivity of screening; rate of referral advice in high risk pregnancies; referral compliance.
	· Observation with checklists 

· Documents analysis: antenatal registers antenatal cards, census

· interviews with health workers

· interviews with service users 

	Assessment of referral: 
rate of referral advice in high risk pregnancies; referral compliance, rate of self-referral, rate of institutional referral, antenatal referral, delivery referral, emergency referral.
	· Documents analysis: antenatal registers antenatal cards, census

· interviews with health workers

· interviews with service users 

	Assessment of hospital-based obstetric care: 
Availability of essential elements of obstetric care according to WHO  QUOTE "(WHO 1991)" 
(WHO 1991)
; rate of hospital deliveries; CS rate; time lag in emergency management; performance score in obstetric tracer procedures, stillbirth rate; case fatality rate, hospital based maternal mortality; user satisfaction.
	· observation with checklists 

· Documents analysis: delivery and theatre book, discharge register, partographs, case files)

· Interview with service users

· interviews with health workers

· maternal and perinatal audit


In addition to the initial Assessments of the health system, a critical review of the local as well as international studies and databases (eg, COCHRANE, WHO Reproductive Health Library) was done. Although the results of the initial assessment were used in priority setting and identification of appropriate local interventions, the reviews ensured that the interventions are also evidence based. This strategy distinguishes this project from other conventional intervention studies which aim at implementing a specific intervention predetermined either by international bodies. 


Results

As a result of the above outlined systematic assessments and a common priority setting process involving health authorities and health care providers, the three sites came up with different sets of interventions according to their specific needs and conditions. The selected interventions targeted the following areas:

1. Revision of diagnostic and therapeutic routines (New referral criteria and new ANC card in Tanzania, The integrated reproductive Health card in Cape Verde).

2. Improve health workers technical, interpersonal skills and motivation (i.e. Health Workers for Change Initiative in South Africa).

3. Improve quality of delivery and neonatal Care (i.e. introduction and use of partogram, training of neonatal care with emphasis on preterm babies in Tanzania and Cape Verde).

4. Improving continuity of care with emphasis on emergency referral (i.e. Strengthening use of Midwives Obstetric units (MOU’s) in South Africa).

       
Data management


For both the pre- and post-intervention assessments, data entry and preliminary quality checks were carried out at each study site. Descriptive analysis was also carried out at each study site. Pre and post comparison within and between sites will be done using the joint databases to be created. 



Discussion


The study was conducted in three sites with different health system and different levels of development all of which may influence the outcome of health. The aim was not to show whether one intervention works better in one situation than the other but to show how the strategy of local adaptation can lead to interventions which are appropriate and effective. This strategy distinguishes this study from other interventions which are stereotypical and hence not effective in some settings. For example, TBA training though it was a Global initiative and with a lot of donor funding could show any impact on reduction of maternal mortality. Also the fact that Local health authorities and health care providers were involved in planning the intervention, could facilitate faster translation of our findings into concrete guidelines and instruments.
TRAINING OF MATERNITY CARE PROVIDERS IN A REGIONAL HOSPITAL: IMPACT ON DELIVERY CARE PRACTISES AND DATA UTILIZATION

Massawe SN, Mpembeni RM, Leshabari MT and MATCARE collaborators

Introduction

Tanzania is still experiencing unacceptably high rates of maternal mortality. Available data show that the level of maternal mortality is 529/100,000 live births (TDHS, 1996). Most of these deaths (60%) are due to direct obstetric causes (Urassa, 1996) suggesting a failure to get appropriate care for women with delivery complications. It has also been noted that majority of the women who die of maternal causes, have had a contact with the health system prior to death (Olsen, 2002; Urassa 1996). Suboptimal care and inadequate treatment has been reported to be a contributing factor (Urassa, 1995). An important strategy in reducing maternal mortality is, therefore, to ensure provision of quality emergency obstetric care for women who manage to reach the health facilities. One important factor of this attribute is, the technical quality of health care providers i.e. the level of knowledge and skills of health care providers on handling complications.  

This article summarizes results of an intervention study aimed at improving the delivery care quality in a hospital in South Eastern Tanzania through training of health care providers.

Methodology
The design of this study involved comparison of the performance of maternity care workers before and after the intervention. Initial assessment on the extent to which emergency obstetric care services were delivered was done at the hospital. The assessment included interviews with health care providers, inventory checklists for both equipment and supplies, exit interviews with women who delivered in the hospital,  review of delivery records for the year proceeding the survey and review of partographs. Initial findings indicated that the use of partographs for labour monitoring was low,  interpersonal communication between health care providers and clients was poor and record keeping for neonatal resuscitation, referral and outcome of referral was inadequate. Generally there was inadequate knowledge on management of basic obstetric complications. For example, although it was found that eclampsia is among the major causes of maternal deaths in the hospital, there were deficiencies in the management of these cases and the drug of choice for managing eclampsis (Magnesium sulphate) was available. The hospital did not have shortages of neither equipment nor supplies, however, there was a shortage of trained personnel. 

Based on the findings of the initial assessment, the intervention package was developed which involved, a two weeks on the job training for all maternity care providers. It was developed in collaboration with regional and hospital management. The training focused on: 

· Use of partograph for monitoring labour;

· Neonatal resuscitation; 

· Record keeping and introduction to EPI6 program for development of computer data base of all deliveries;

· Management of eclampsia and other obstetric complications if and when they occurred during the training. 

The national Life Saving Skills (LSS) curriculum for training health care providers was adopted for use in this training. 

Some months after the training, a post intervention assessment was conducted using the same methodology and instruments which were used in the baseline assessment.

Results

The baseline survey involved a review of 3096 deliveries which occurred in the hospital from October 2001 to September 2002. Seven months after the intervention, we have records for a total of 1976 deliveries. Table 1 below shows perinatal outcomes in the hospital pre and post intervention.

Table 1: Perinatal Outcomes before and after the intervention

	
	Before 
	After 

	Total Births
	3096
	1976

	Live Births
	2973 (95.7%)
	1901 (96.2%)

	Still Births

    Fresh Still Births

    Macerated Still Births
	123 (4.3%)

68 ( 2.2%)

65 ( 2.1%)
	75 (3.8%)

28(1.4%)

47 (2.4%)

	Early Neonatal Deaths
	28 (0.94%)
	9 (0.5%)

	Perinatal Mortality
	151 (5.1%)
	84 (4.4%)


The data in table 1 compares baseline values and the first seven months after the intervention. There is now an improvement in perinatal outcomes in the hospital following the intervention. For example, the still birth rates decreased from 4.3% to 3.8%% after the intervention and there was a marked decrease in the number of fresh still births and early neonatal deaths following the intervention although the difference was not statistically significant (p>0.05). Perinatal mortality also decreased form 5.1% to 4.4% following the intervention but the difference was also not statistically significant (p>0.05).

Use of Partograph

Only 70 partographs were available for review at the baseline assessment. After the intervention partographs were used for all deliveries except those who are admitted  at the second stage of labour. We, therefore, randomly selected 197 partograms for review in the post intervention assessment. Overall use of partographs for labour monitoring has increased significantly from 2% at baseline to 100%. Also, the proportion of properly filled partographs has increased significantly from 16% in the pre intervention assessment to 49.2% following the intervention. These differences were statistically significant (p<0.05)

Health care providers were trained on the use of Magnesium sulphate  (MgSO4) for management of eclampsia. As summarized in table 3, there is a significant improvement in the management of such cases after the intervention. Significant changes were specifically observed in mode of delivery where the rate of Caesarean Section in eclamptic patients was reduced from 62% to 31.3%. Also, maternal outcome improved as the case fatality rate decreased from 19% to 6.3%. There was no change on fetal outcome post intervention (p>0.05).  

Table 2: Management of Eclampsia Pre and Post the Intervention

	  
	Before (n=26)
	After (n=16)
	p-Value

	Mode of Delivery

                  SVD

                  CS
	10 (38.5%)

16 (61.5%)
	11 (68.7%)

5 (31.3%)
	0.05

	Foetal Outcome

        Live baby

        Still Births

        Early Neonatal Deaths
	13 (50.0%)

8 (30.8%)

5 (19,25)
	8 (50.0%)

7 (43%)

1 (6.3%)
	0.44

	Maternal Outcome

        Mother Alive

        Mother died
	21 (80.8%)

5 (19.2%)
	15 (93.7%)

1 (6.3%)
	0.475


We also conducted interviews with women who delivered in the hospital and the main aim of the interview was to assess their satisfaction on the care they received. Although even pre intervention assessment showed a higher degree of satisfaction, Post intervention results are even better. Table 4 shows proportion of women who showed satisfaction with different aspects of care pre and post intervention.

Table 3: Patient Satisfaction

	
	Pre Intervention

N=131
	Post Intervention

N=182
	p-value

	Satisfaction with Attitude of Provider who attended her
	93.1
	99.4
	0.005

	Satisfaction on the way she was examined
	96.9
	98.8
	0.408

	Satisfaction on the way the provider Communicated with her
	92.4
	98.9
	0.0074

	Satisfaction on the explanations given
	90.1
	98.3
	0.001829

	Satisfaction with the Maternity ward
	81.7
	93.4
	0.00182

	Satisfaction with the Delivery room
	78.6
	92.1
	0.000480

	Cleanliness of the maternity ward
	80.9
	81.3
	0.923


Due to the availability of the computer data base of all deliveries, monthly reports are generated from the data base and discussed in monthly meetings. This has improved utilization of data for continuous quality improvement.  

Despite of the fact that there was no financial incentive given to staff, it is noted that the morale of staff has increased significantly. Inter-personnel communication has improved and more women now go to the hospital for delivery than before.  This is indicated on findings on patient satisfaction summarized in Table 3. Also following the training, staff have become more responsible such that they can make telephone calls to the researchers to assist in supplying any of the essential items the hospital has run short off.

Discussion

On the overall, the trend shows an improvement on the quality of delivery care in the hospital following the intervention. A decrease in stillbirths and particularly fresh still births is an indication of delivery care quality improvement. However, proper record keeping which now reveals more adverse outcomes than before may be the reason behind why the difference is not statistically significant.

Use of partographs has increased significantly following the training. However, the proportion of properly filled partographs increased to only 49%. Although this increase is significant, it is still not up to what was expected. The main reason for this is the fact that some of the personnel who were trained left the ward, either for further training or transfers and staff without training on partograph use joined the ward. It appears that the staff who joined were not trained by others, probably due to heavy workload in the ward. 

Management of eclampsia has improved significantly in the hospital. Of significance was fewer number of women delivered by caesarean section post intervention and the case fatality rate. There was no significant change on fetal outcome pre and post intervention. Non significant difference in our study may be due to the fact that the number of eclampsia cases we analyzed was small and also most of the eclampsia cases were of lower gestational age.

Patient satisfaction increased significantly following the intervention.  This was so despite of the fact that congestion in the ward was worse compared to the situation in the baseline assessment. However, improvement in the inter-personnel communication and increased knowledge and skills in delivery care could have contributed to this increase in patient satisfaction. 

Conclusion: 

The seven months data appear to suggest that the intervention had an impact on the quality of delivery care in the hospital. Regular staff updates are, therefore, necessary to ensure continuous quality improvement in health facilities.

COMMUNITY-BASED SAFE MOTHERHOOD IN TANZANIA

Declare Mushi1, Albrecht Jahn1 and the Matcare Collaboration2   

1 Institute of Tropical Hygiene & Public Health, Heidelberg University-Germany

2 Women’s Health Project, University of Witwaters Rand- South Africa, Muhimbili University College of Health Sciences, School of Public Health and Social Sciences, Ministry of Health Cape Verde and Karolinska-Sweden. 

Introduction 


Every year about 600,000 women die around the globe, due to pregnancy complications and delivery problems.  99% of these deaths occur in developing countries where only 53% of mothers give birth with a skilled attendant compared to 99% in developed countries (WHO, 1996). The highest risk is found in Western and Eastern Africa with rations over 1000/100,000 live births (Abou, 1998, WHO, 1995). Despite several interventions, recent studies show that the problem is on an increase.

In Tanzania, maternal mortality ratio (MMR) is 550/100,000 live births and it ranges from 197-700 per 100,000 live births depending on the region (Tanzania Bureau of Statistics, 1991). Maternal deaths account for about 27% of all deaths in women aged 15-49 (TDS, 1996, Font et al. 1999). The majority of women die because of early or late pregnancy (Pirjo, 1998, Mswia et al.2003,). Though ANC visits is 97%; over 56% of all deliveries take place outside health facilities with unskilled attendants. Noted factors for maternal deaths as identified in the literatures are hemorrhage, obstructed labour, anemia, sepsis, poor obstetric care social-cultural, economic and geographical factors. Other factors include a poor transportation and communication system, lack of knowledge, lack of birth preparedness and low community involvement (Susan, 1998, Addai, 1998, Jahn, 2000, Harrison & Bergström, 2001).

It has been argued that improving health facilities and obstetric care does not automatically influence women to use those facilities.  This is especially true in rural communities where socio-cultural and economic factors stand as main barriers. Community involvement is a crucial factor especially in overcoming delays in seeking timely care and improving referrals (Shehu, 1999, Jahn, 2001, Santareli, 2003). Though Tanzania has tried to bring the problem to public attention, community level interventions are not well developed. If, however, communities are fully involved, properly mobilised and empowered they can play a big role in promoting maternal health and can produce desired results (Moore, 1998, Ahluwalia IB et al. 2003). Community participatory interventions with multiple effects can address the complexity of maternal health problems (Moore, 1998).

Methodology:

The Study Design: This is an operational/action study designed to develop and test appropriate community-based safe motherhood interventions. The study will be carried out in three phases: (a) situational analysis (b) intervention and (c) evaluation. Comparing the pre- and post- intervention data will do evaluation of the intervention outcome.

Variables

Key variables to be used for evaluation of the intervention are: 

a) Demographic- age, gender, marital status, education, occupation. 

b) Informational- increased knowledge on maternal health and HIV/AIDS.

c) Utilization- increased delivery in health facilities or with skilled attendants.

d) Performance-effectiveness and acceptance of trained safe motherhood promoters (SMPs).

Goal of the Study:

The overall aim is to develop, test and assess community-based safe motherhood intervention. This will involve the community in promoting maternal health by facilitating pregnant women to deliver with skilled attendants and seek timely care in case of complication. The package comprises of three components: 

(a) education and awareness and 

(b) training of Safe Motherhood promoters,

(c) Networking and coordination.

Specific Objectives: 

a) To assess change in awareness and knowledge on maternal health and HIV/AIDS within specific target groups. 

b) To assess the change in community response to maternal health problems. 

c) To asses the acceptance and effectiveness of Safe Motherhood Promoters.

Study Area and Population

The study is being carried out in the Mtwara Rural District, Mtwara Region in Southern Tanzania. Four villages Mahurunga, Kitunguli, Kihimika and Tangazo in Kitaya Division with the total population of 8130 have been selected.  Most villagers are subsistence farmers and 60% live within 15km from the health facilities. Based on 4% crude birth rate in Tanzania about 950 pregnant women will be followed for the period of 2004-2007.   

Activities Accomplished 

Phase 1: Key Findings from the Situational Analysis

A situational analysis, which used qualitative methods such as, focus- group discussions, semi-structured interviews and key informant interviews, was carried out in June and July 2004. MMR in Mtwara is 550/100,000 live births (DMO’s report 2003). Though ANC visit is 96%, 63% of women deliver at home with unskilled attendants of whom 26% are assisted by TBAs and 29% by relatives. Postnatal visits are below 40%. Interestingly in one village, Kihimika, there is a famous blind TBA who assists over 60% of women in her area. Harmful traditions and beliefs are deeply rooted and practiced by the majority of women. Teenage pregnancy and early marriage are common in the community. Regarding knowledge, 68% of respondents could not mention more than two pregnancy complications or danger signs. A knowledge test revealed that majority of pupils has little knowledge on reproductive health. 67% of pupils could not mentioned the age at which a woman can conceive, about half 45% could not mention puberty signs. 60% of pupils said it is safe for a woman to deliver at home while 63% said it is important for a pregnant mother to observe traditions for safe delivery.  Community involvement and participation as well as men’s involvement in maternal health is very low. Community members and various groups showed interest to remedy the problem. 

Phase 11: Intervention October 15th -31st, November2004

Intervention Model

The intervention adapted the Community Cycle Model (CCM) which involves identification and prioritization of problems, participatory planning and implementation and evaluation because it offers a low- cost and sustainable solution for maternal health problems at the community level. (Howard-Grabmann, 1993).

Training Methodology: Community participatory teaching and training technique (LePSA) was used to train community volunteers known as Safe Motherhood Promoters (SMPs).  Themes were introduced using starters such as role-plays, pictures, videos, and stories. The training also uses small group discussions, practical fieldwork assignments (learn by doing) and feedback to the large group. The following activities were accomplished: - 

1. Hold meetings with district management team and all community leaders to share results and plan for the implementation of the intervention. Representatives from all community groups and institutions were invited. 

2. Selection and training of 50 SMPs, 10 from each village (2-4 from each sub-village) 60% of them being women. SMPs work 4 hours a month.

3. Awareness meetings and video show at sub-villages and in primary schools, distribution of IEC materials and introducing SMPs to communities.

4. Holding meetings in remote villages with pregnant women in order to motivate them to have a birth preparedness plan and to deliver with skilled attendants. 

5. Baseline survey by SMPs to record all pregnant women, place of delivery of all children under age of 5 for each woman. 

6. Holding feedback meetings with community leaders and SMPs to develop a plan of action (POA). 

Follow-up and Monitoring 

On Going Activities

SMPs, under the supervision of a village health committee, are currently providing maternal health awareness and education, home visiting to encourage timely care seeking, delivery with skilled attendants and postpartum care. A local health officer is helping to co-ordinate intervention activities, monitor progress and to compile monthly reports from SMPs. The main researcher is doing regular follow-ups through emails, telephone calls and to conduct field visits every six months. 

Evaluation

The evaluation of the process and the outcome will be done in November 2006. Some of the key indicators to assess intervention outcomes are (a) Proportion of people know at least three issues on pregnancy complications, danger signs, risk factors and HIV/AIDS prevention. (b) Proportion of women with Birth Preparedness Plan. (c) Proportion of women who deliver in health facilities or with skilled attendant at home. (d) Proportion of referral by SMPs. (e) Proportion of respondents who see services provided by SMP as useful (f) Proportion of people satisfied by intervention. (h) Changes in positive and negative effects. 

LESSONS LEARNT SO FAR

1. During community awareness and education events it was obviously easily observed that there is a need for aggressive community-wide maternal health education on a continuous basis.

2. Trained local community volunteers and using videos can cost effectively help in communicating maternal health massages at an individual and family level in a very short time.

3. LePSA approach helped communities to reflect and challenge their tradition and beliefs.

Challenges/ Limitations

1. The intervention methodology is time consuming, labour intensive and costly in-terms of follow up and monitoring.

Other factors such as financial and quality of care at health facilities still remain a challenge to maternal health improvement.

QUALITY OF MATERNAL CARE IN SOUTH AFRICA: WHERE DO WE REALLY STAND?

LS Thomas, S Fonn, KS Tint, R Jina (University of Witwatersrand)

and MATCARE Collaborators 
Introduction
In 2001, an EU-funded multi country project to improve the quality of maternal care services in 3 African countries was started. Study sites in each country were selected in conjunction with the local Department of Health. In South Africa, clinics, Midwife Obstetric Units/MOU’s and the relevant referral hospitals in a sub-district of Gauteng Province were chosen as the study area.

Methods:

Study design: Intervention study. The study commenced with an assessment of maternal health services in the study site. Based on this data, a set of potential interventions were developed. The research team, with the local health authority, prioritised and implemented some of the potential interventions. At the close of the study, a post intervention assessment was done to describe the impact of the study. The post intervention phase drew information from managers (maternal health supervisors, clinic supervisors and health information officers), health care workers and patients in the health service, and routine data (ANC & labour cards) were reviewed for completeness and quality. 

Results: 

The pre-intervention phase identified the following problems: demotivated health workers; under-utilized MOU’s; poor supervision of maternal services and; poor data collection and utilization

The interventions implemented included: managers trained to conduct workshops addressing worker attitudes; Open Days held at MOU’s to raise awareness of the services offered; training on the Better Births Initiative, & Neonatal resuscitation; patient record checklists used on a monthly basis to assess quality of services; and selecting Health Information personnel (HIS) to address problems with data utilization. 
Post intervention phase findings were: 

· few of the trained staff conducted workshops on staff attitudes; but there was some improvement in staff training and morale in the post intervention stage.
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· there was an increased utilization of MOU’s; 


[image: image23.emf]MOU Utilization

Kwathema MOU utilization

0

20

40

60

80

100

120

Jan Feb Mar April May June July

Months: 2004

Number of deliveries

Series2

Open

Day


*
there was an increase in knowledge regarding neonatal resuscitation and clinical obstetric care but knowledge of the partogram and its usage in the labour ward was still inadequate; 
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· maternal health care supervision was found to have been insufficient in most facilities; there was poor uptake of HIS staff suggestions. 

· Results of patient interviews found that patients were not completely at ease during their consultations and there were also still dissatisfaction with the choice of place of delivery and care during delivery and consultation.

Conclusions:

Supervision of maternal health services is still a problem, with not much change between the pre- and post-intervention results. However, the region has decided to incorporate a system used in this project to address the problems of poor records. Generally the focus of the project interventions in South Africa was on the health workers, their managers, how they used data, and their relationships with patients and colleagues. This was because, in this study site, other resources such as money, drugs, buildings and the like were not so much an issue. While this is a complex area in which to intervene, it seems to be the area that more emphasis is needed.

REGISTERING DELIVERY CARE IN CAPE VERDE.  A NEW INSTRUMENT FOR REPORTING AND QUALITY IMPROVEMENT

Pitt Reitmaier1, Ernesto Rocha 2
1 Department of Tropical Hygiene and Public Health – Heidelberg University – Germany

Within the study Enhancing health system quality of care in pregnancy and childbirth based on locally generated evidence and adapted interventions, maternal care providers and managers in Cape Verde decided to improve on the registry of delivery care in the study area.

The need to overcome the pre-existing delivery book was justified by

· inappropriate philosophy, centered on the register of the demographic event and not on activities and performance of delivery services

· very poor pre-existing form with a variety of ambiguous and missing variables

· absence of a manual

· poor legibility of data, in part due to inappropriate form and definitions

· no mechanisms of periodical evaluation of service performance foreseen

The new register as a hardcopy book (format double A4) and as a computer software (ACCESS) was developed and tested in 2002 and implemented in all facilities in the study area on 01/01/2003. It allows for:

· registry of obstetric activities, independent from the outcome

· registry of referrals

· data-entry, controlled by extensive plausibility checks

· ad-hoc self-evaluation within facilities, districts or regions

The instrument is designed to support processes of quality improvement by providing information on processes, output and outcome as well as listing complicated cases for audit.

Demand for maintenance and support was not very high, nevertheless regularly needed.

At the conference, results of a final evaluation will be presented.

This locally adapted instrument is going to be implemented throughout Cape Verde together with a new partograph, an Integrated Women’s health card, hospital records, referral records and emergency kits and standards.

A TRI-NATION EFFORT TO INFLUENCE MATERNAL HEALTH POLICY: DID WE OR DIDN’T WE?

L S Thomas (University of Witwatersrand)

P Reitmaier (Cape Verde), R Mpembeni (Muhimbili University College of Health)

Introduction

This multi-country study involving South Africa, Cape Verde and Tanzania took an alternative approach to research. Usually predetermined interventions, often taken from international agencies, are applied and evaluated. In this study the same data collection tools were used but interventions suggested by the findings were then country specific. The aim of the project was to improve maternal health services. This paper describes the impact of the project on maternal health policy in the three countries.  Have there been any sustainable policy improvements or new policies created, and if so at what level?

Methods
This paper draws on the interim reports from each country and describes the policy level interventions that have been implemented in each country.

Results

South Africa: The main policy change was at the regional level and it was on the introduction of a method to improve the supervision of maternal health services. Supervision was found to have been inadequate, and a checklist used to assess ANC and labor card records were seen as an efficient tool for clinic managers. The checklist/audit tool was developed by a prominent South African obstetrician, Prof H Philpot. The Regional Department of Health has incorporated the check lists into the district’s clinic managers’ manual, which puts in place an audit system to assess the quality of patient records in the district and which may be used in other districts in the province at a later stage. Examples of the audit tools are shown below:

ANC card audit Tool


[image: image25.emf]MONTHLY PATIENT ANC CARD REVIEW:

Examine 10 or so ANC cards at random each month in your facility. Check the cards of clients who are 36 weeks pregnant 

or more. If a question can be answered fully, score 1 point, if half complete, score ½ point. If not answered score 0 point. 

(Use your discretion to score points).

History:

1. Age, parity and gravidity

2. Details of previous pregnancies, including causes of death and indications for operations.

3. Previous illnesses that might influence this pregnancy, including cardiac, renal and diabetic disease.

4. History of the present pregnancy.

5. The date of the first day of the last menstrual period (LMP) and the estimated date of delivery (EDD).

6. The estimated period of gestation by dates (POGD) correctly recorded or plotted on the antenatal graph at each visit.

Examination:

7. Maternal height and weight.

8. Blood pressure recorded at each visit.

9. Heart examination for cardiac disease.

10. Estimation of period of gestation by palpation (POGP) (usingSFH in cms, fetal size, hardness of the head, amount of 

liquor) recorded or plotted on the graph.

11. Estimation if POGP=POGD or if there is evidence of IUGR (Intra Uterine Growth Retardation), recorded at each visit.

12. Fetal presentation recorded from 36 weeks onwards.

13. Fetal heart heard or fetal movements felt.

14. Urinalysis for proteinuriaand glycosuria.

15. Haemoglobinand Rhgroup.

16. Syphilis test result recorded.

17. Has the client been counseled for HIV testing?

18. Has tetanus toxoidbeen given?

Interpretation and decisions

:

19. Identification and recording of risk factors, their severityand significance.

20. Record of action plan, including interventions and referral if indicated.

21. Decision on place for delivery discussed with mother and recorded.

22. Transport arrangements for when she goes into labor discussed with mother.

23. Decision taken by mother re future family planning.

24. Have the findings at 1st visit and 36 weeks been double-checked and counter signed by an advanced/experienced 

midwife or doctor.

25. Date of next visit recorded.

TOTAL (out of 25)…….

PERCENTAGE (x 4)……….


Labor Record Audit Tool:


[image: image26.emf]MONTHLY PATIENT LABOR CARD REVIEW Examine 10 or so labor card/admission book at random each month.Do this after labor has been completed. Use the 

following checklist to assess each patient record. If a questioncan be answered fully, score 1 point, if half complete, score 

½ point. If not answered score 0 point. (Use your discretion to score points).

Admission Assessment form

:

1. Is there evidence that the health worker has reviewed and summarized the ANC record and listed the maternal and fetal 

risk factors?

2. Check the items on the admission form. Are all completed?

3. At the end of the form, is there a decision on diagnosis and management?

4. Were the admission findings and decisions checked and counter-signed by an Advanced/experienced Midwife or doctor?

Labor Graph/Partogram

:

5. Is the list of risk factors recorded at the top of the labor graph?

6. Has the fetal heart rate been recorded half-hourly?

7. Has the state of the liquor (as recognized by a pad check) been recorded at least 4 hourly?

8. Has the degree of mouldingbeen recorded when a PV has been done?

9. Have the contractions been recorded half-hourly?

10. Has the cervical dilatation been plotted at least 4 hrlyduring the Latent Phase and at least 2 hrlyin the Active Phase?

11. Has the cervical dilatation been plotted in relation to the lines drawn for the latent and Active Phases, and for the Alert 

and Action Lines?

12. Has the level of the head in relation to the brim of the pelvis been recorded at least 4 hrlysince admission?

13. Has the maternal BP and pulse been recorded at least hourly?

14. Has the maternal temperature and urinary output been recorded at least 4 hrly?

15. Is there a record of drugs and fluid given?

Management of Labor Form (On a separate page from the partgram):

16. Is this recorded after doing each vaginal examination, or atleast 4hrly?

17. Is the summary of fetal condition recorded?

18. Is the summary of labor progress recorded?

19. Is the summary of maternal condition recorded?

20. Is the decision on further action recorded?

21. Is the time of next intended review stated?

22. Were these assessments checked 4hrly by an advanced/experienced midwife or doctor?

Assessment of the Newborn:

23. Has this form been completed?

Final summary of Labor:

24. Has this form been completed?

25. In the third stage of labor is there a record that active management was carried out?

TOTAL (out of 25)……... PERCENTAGE (x4):……………


Tanzania: Here the main policy change has also been at regional level on improving the guidelines for antenatal care. Two of the main objectives of the project have been about improving the quality of delivery care at hospital level; and improving access to emergency obstetric care services, in the case of the latter, the aim is to follow the WHO guidelines and decrease the number of risk factors that Tanzania uses currently. So the new policy, if implemented adequately, is anticipated to ensure that the real obstetric emergency cases are identified and referred at the appropriate time.

Cape Verde: Here there is a whole new paradigm shift in viewing maternal health services. Rather than reducing maternal care to the demographic event of recording births, the change is to rather have a more patient centered approach. This is being done by the introduction of a life long ‘Women’s Health Card’, shown below, that records each pregnancy and related events in the card, along with any other health problems that may occur or are occurring in the woman’s life. Since the woman is expected to have this card for her entire life, this will give health care providers a clearer understanding of her health status. But, in order to do this, current maternal policy at all levels has to be modified or changed. The Ministry of Health in Cape Verde is very interested in this approach and, hence, it is anticipated that, in the near future, this will be adopted widely in Cape Verde.


[image: image27.emf]
Conclusions

It is important to realise, that each of these countries is at different stages in the evolution of maternal policy. 

In South Africa, maternal policy is already well developed at national level; and it is also widely implemented at other levels, with varying impact. Currently South Africa is at the stage of looking for methods to improve the implementation of policy. The ability to effectively use various management tools is still a problem and there is resistance to change probably due to the perception that the best is already available.

Compared to South Africa, Tanzania is still in the phase of developing, improving and assessing maternal health policy. And while there are changes in policy at regional level on the Antenatal care protocol for high-risk pregnant women as well on the minimum number of antenatal visits needed, more work is needed to make the policy well known and well adopted on a National scale. 

In Cape Verde, policy at national level is quite developed and seems to be well adopted, mainly due to the efforts of a group of committed individuals as the country is quite small, and charismatic leadership in this scenario is possible. But, again, as with Tanzania, they are also in the phase of improving existing policies or developing new policy, as for the ‘Women’s Health Card’.
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Challenges in the program





* Human resources


* ARV roll out


* Re-introduction of laboratory


   services


* Roll out to include hospital referrals


* Patients with low CD4 counts


* Uptake of AZT


* Nevirapine resistance


* Collection of data








Successes in the program


* HIV testing rate >80%


* Nevirapine is now facility based


* Identification of women at risk 


with CD4 count at HIV testing


* PCR testing





Reality checks


Are we really lowering the vertical transmission rate?


Are we facilitating awareness to the proportion of mothers who test negative?


Is PMTCT a means to identify patients with stage 3 disease?


Are addressing issues of stigma?


Are we embracing social support systems?
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� during ANC and depending on immunisation history


� Determination of uterine size by palpation using weeks of gestation.


� For WHO, this risk is defined as previous surgery on reproductive tract and includes: myomectomy, removal of septum, cone biopsy, classical CS, cervical cerclage.
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Discharge Weight Categories

Before KMC implementation: Discharge  weight  >1750 g

After KMC implementation: 52% (970) infants  < 1750 g
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      Table 2. Prevalence of  the most  common infections during the first year of life in infants who were breast or formula  fed and whose  mothers smoked

		Disease		Breast feeding & smoking		Formula milk & smoking		p

		GE(%)		8(33)		13(62)		0.05

		OM(%)		13(43)		18(55)		0.3

		LRTI(%)		9(45)		14(54)		0.5
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Graph 2. Breast milk, breast & formula milk and formula milk feeding at discharge among survivors according to birth weight categories
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Table 3. Infants treated with nCPAP before IPPV and post-extubation

		Gestation (wks)		<26		27 - 28		29 - 30		31 - 32		33 - 34		>34

		nCPAP (%)		82		84		88		75		49		41

		nCPAP before IPPV (%)		11		19		25		62		64		20

		nCPAP post-extubation (%)		89		81		75		38		37		80
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Table 2. Prevalence of Pneumothorax and BPD according to the different gestational age categories

		Gestational age (wks)		<26		27 - 28		29 - 30		31 - 32		33 - 34

		Pneumothorax (%)		4.5		0		4		3		2

		BPD (oxygen at 36 weeks gestation (%)		22		17		7		9		4
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Table 3. Hospital admissions and deaths during the first year of life (%)

		Hospital admissions		Deaths		Total

		LRTI		19 (18%)		19

		Hernia repair		7 (7%)		7

		GE		6 (6%)		6

		Meningitis		3		1		3

		Other: SIDS
           Cardiomyopathy		
1		2
1		2
1

		Total
		38 (37%)
		4(4%)
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Graph 1. Any breast milk feeding at discharge among survivors according to gestational age compared to the VON Database*
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Graph. Type of infection and facility of treatment

%

Place of treatment

*HRC + High Risk Clinic at Tygerberg Hospital
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KMC Follow-up Clinic

Average attendance rate - 80%
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Table 1. Prevalence of most  common infections during the first year of life in breast and formula fed infants

		Disease		Breast fed
(54)		Formula milk fed (51)		All 
(105)		p

		GE: infants (%)                             
       episodes		24(44)
34		21(41)
29		45(43)
63		NS

		OM: infants (%)                      
       episodes		30(56)
40		33(65)
51		63(60)91		NS

		LRTI: infants (%)
         episodes		20(37)
34		26(51)
56		46(44)
90		NS
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Feeding Methods in the KMC Unit

Average weight gain was 24 grams per day
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Graph 2. Prevalence of the different Stages of  ROP at Panorama NICU according to gestational age in the infants <34 weeks gestation
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Graph 4. Prevalence of Severe ROP (Stages 3 & 4) according to gestational age in the infants <34 weeks gestation compared to the VON Database*
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Graph 3. Prevalence of the different Stages of  ROP at Panorama NICU according to birth weight categories
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Graph 1. Prevalence of ROP (Stages 1 – 4) according to gestational age in the infants <34 weeks gestation compared to the VON Database*
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