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SESSION 1: PAPER 1
Tracking MDGs 4, 5 and 6 in South Africa – where does the data come from?

Debbie Bradshaw1, Joy Lawn2, Kate Kerber2, Nadine Nannan1 on behalf of the Every Death Counts Working team

Institutions: 1. MRC Burden of Disease Research Unit.  2. Saving Newborn Lives, Save the Children.

Major efforts to improve the health information system in South Africa have been underway since 1994. However, challenges remain in obtaining reliable, representative data to monitor Millennium Development Goals 4, 5 and 6 relating to child morality, maternal mortality and major diseases such as HIV/AIDS respectively. 

A review of available data was undertaken including vital statistics, surveys and facility based audit data. We found that none can provide reliable estimates of the trend in mortality rates. The various strengths and limitations were compared. Data quality problems in the 2003 Demographic and Health Survey and the 2001 Census have resulted in growing uncertainty in the level of child mortality in South Africa. Registered child deaths increased from 33 000 in 1997 to 62 000 in 2005. Difficulties in assessing the completeness of death registration for children makes it impossible to distinguish an increase in death rates from improved death registration. Facility audit data (Saving Mothers, Saving Babies and Saving Children) provide extremely important information to guide health service providers but do not give reliable population based rates. The lack of reliable observed data on childhood mortality makes it necessary to resort to mathematical models of demographic trends and the impact of HIV/AIDS. 

In terms of progress on the MDGs, it is possible to conclude: 

MDG 4: There is uncertainty in current levels of under-5 mortality - but consensus that under-five mortality has increased and is not on target to meet MDG-4. Minimum estimates are that 20,000 babies are stillborn and another 22,700 die before they reach one month of age. An additional 52,000 children die before their fifth birthday. 

MDG 5: Maternal mortality ratios observed from the Confidential Enquiry and from registered deaths under-estimate the actual level of maternal mortality but indicate an upward trend in recent years. The UN modelled estimate based on determinants of maternal mortality indicate the level to be about 230 deaths per 100 000 births. 

MDG 6 (HIV/AIDS): Systematic surveillance of the prevalence of HIV among pregnant women has shown a rapid increase in the prevalence of HIV from less than 1% in 1990 to 30% in 2004. The prevalence in 2005 shows signs of a decrease in the prevalence, particularly in the younger ages.

Further improvements of the comparability of existing data are possible, for example with more consistent use of cause of death classification. However major improvements in the availability of national and provincially representative data will require further strengthening of the health information system and intermittent, high quality demographic surveys.
SESSION 1: PAPER 2
MEASURING THE MATERNAL MORTALITY RATIO IN ZIMBABWE: THE METHODOLOGICAL AND LOGISTICAL CHALLENGES

Munjanja SP1, Magwali T1, Mushangwe V1, Rusakaniko S2, Nyandoro M3

1Department of Obstetrics and Gynaecology, 2Department of Community Medicine, University of Zimbabwe, 3 Reproductive Health Unit, Ministry of Health and Child Welfare, Zimbabwe

Introduction 

The national maternal mortality ratio (MMR) has been previously reported to be between 300 and 2000 per 100 000 live births using the sisterhood methods, statistical modelling and the census.  These methods have wide confidence intervals, and are not precise enough to allow monitoring of trends in the short or medium term (7-15 years). The estimates cannot be used to determine the impact of national safe motherhood programmes. Most other reports on maternal mortality in Zimbabwe have been from institutions, apart from a community based study done in the province of Masvingo in 1990.  This showed a maternal mortality ratio in rural Zimbabwe of 168 per 100 000 live births.

It was decided to establish the MMR of Zimbabwe using direct estimation, with enough precision to monitor trends every 10 years.

Methodogy 

The design was a population based cross sectional study of maternal deaths. It was a combination of a prevalence survey of births, and a reproductive age mortality study (RAMOS) in women. The target population was the pregnant women of Zimbabwe, followed up to six weeks after delivery or miscarriage, or death.

Zimbabwe is divided administratively into 61 districts, within which are ten provinces.

Cluster sampling of the districts was applied with the province as a cluster. Within each province, 1 district was randomly selected, but in Harare province, due to its size, two districts were selected. A total of 11 districts were selected out of 61.

Sample size

The sample size was based on the estimate of the MMR of 695 per 100 000 live births from the Demograhic Health Survey of 1999.  Table 1 shows that if the MMR was to be as low as 500 per 100 000 live births, a sample of 22 422 would be needed for the estimate to have a 95% confidence interval of +/-15%. Using a design effect of 2, due to cluster sampling, the final sample size was 45 000.

	MMR
	No of live births required for MMR to be within 15% of the estimate

Confidence level (%)

	
	90%
	95%
	99%



	500
	17048
	22422
	32785



	700
	13254
	17222
	26766



	1000
	10514
	14230
	22043




District allocation of study population

In each district selected, the allocation of live births was determined by the proportion of its population relative to the total population of the 11 districts (Table 2). The time required to record the deliveries prospectively was determined by the crude birth rate, which was estimated at the time of the study to be 3%. Using this figure, a period of data collection of 9 months was required to reach the sample size total.

	Province 
	District(s)
	Population 
	Population proportion 
	Live births expected 

	Bulawayo 
	Nkulumane 
	208 463
	0.09
	4106

	Harare 
	S. Eastern
	97 000
	0.04
	1911

	
	Western 
	243 777
	0.10
	4802

	Manicaland
	Mutare
	389 988
	0.17
	7681

	Mashonaland Central
	Bindura 
	147 492
	0.06
	2905

	Mashonaland East
	Mutoko
	146 678
	0.06
	2948

	Mashonaland West
	Zvimba
	297 797
	0.13
	5865

	Masvingo
	Chivi
	192 126
	0.08
	3784

	Matabeleland North
	Tsholotsho
	137 621
	0.06
	2711

	Matabeleland South
	Matobo
	107 408
	0.04
	2116

	Midlands
	Kwekwe
	313 310
	0.13
	6171

	Total 
	
	2, 284 660
	1
	45 000


Fieldwork

Four enumerators (midwives) in each district were employed. The field work approach was two pronged. Women were followed up from delivery up to 42 days to record outcomes. Secondly, deaths of all women of reproductive age (12- 49 years) were investigated and a verbal autopsy conducted if the cause of death was unknown. The information with both approaches was obtained from institutions and from the community. The informants included the women themselves, health workers, ward and village councillors, village health workers, traditional birth attendants, police and family members. Fieldwork started 1st of May 2007 and ended 31st March 2008.

Methodological and logistical challenges

The main challenges were collecting data from the community, linking up information from several sources for the same woman, mobility of women after delivery and finding information about sensitive cases (criminal abortion, poor outcome during home delivery etc).

Results

In this preliminary analysis 7376 live births have been entered onto the database. Altogether 11 different types of sources of information had been used. 78% of births occur in institutions and 22% at home but there is a significant urban: rural difference (95.5% vs. 60%). The overall skilled attendance rate is 73.5%. The caesarean section rate was 5%.  Eclampsia, post partum haemorrhage and complications of AIDS are the three leading causes of maternal deaths in that order. 66% of deaths were from direct obstetric causes, 22% were from indirect causes and the remainder were from incidental causes. 60% deaths occur in the post partum period. The number of live births is too few for a reliable MMR estimate to be given.

Conclusion

Direct estimation of the MMR in Zimbabwe has been attempted, and the fieldwork has been concluded. Although there were major methodological and logistical challenges, the study showed that direct estimation is possible. Full results will be presented at the next Priorities conference. 

SESSION 1: PAPER 3

ESSENTIAL STEPS IN MANAGING OBSTETRIC EMERGENCIES TRAINING PACKAGE

Prof J Moodley for the ESMOE Working Group

Introduction

During the 2002-2004 triennium 3 406 maternal deaths were reported in South Africa. (3 296 excluding co-incidental deaths) A total number of 1 208 death i.e. 36.7% of the total were due to avoidable factors. Of these, 80% were related to obstetric haemorrhage, and anaesthetic causes.  Hypertension and sepsis also contributed significantly to this statistic. Of note however, is that haemorrhage-related and anaesthetic deaths occurred more frequently at level 1 hospitals, and to a lesser extent, level 2 institutions. These hospitals are staffed largely by junior doctors having just completed internship or performing community service hence focused training in emergency care needs to be aimed at these doctors.

The 9th key recommendation of the Saving Mothers report suggests that anaesthetic skills among health care workers at level I hospitals be improved. 

We propose that similar priority be placed on improving emergency obstetric skills of level 1 and 2 health care workers, which should involve the College of Obstetrics and Gynaecology and the HPCSA.  We propose the Essential Steps in Managing Obstetric Emergencies (ESMOE), based on the RCOG Life Saving Skills course (Essential Obstetric and Newborn Care), adapted for local use.  It involves the use of mannequins, actor-patients, skill demonstrations and short PowerPoint lectures in order to train and assess required knowledge of junior doctors.

Obstetric emergencies e.g. shoulder dystocia and acute collapses are high risk, infrequently witnessed events. A simulated scenario comprises a setting in which mannequins and/or a living person and props are used to construct a real life scenario of a rare but medically risky occurrence.

It is felt that simulation in Obstetrics and Gynaecology has the potential to improve education, training and evaluation and ensure competency. It has also been extensively used in anaesthetic and trauma teaching. Numerous studies have shown better performance in post-test scores when students/trainees were trained with the use of simulators and scenarios than in didactic lectures. However, it has been shown that repetitive didactic lectures i.e. re-enforcement of a principle leads to a change in behaviour. A randomised controlled trial comparing students who performed the Advanced Trauma Life Support (a well known trauma training course conducted with simulated scenarios) course versus routine undergraduate training, and who underwent pre- and post course testing, found that the ATLS group only showed a statistical improvement in the post-test score.  This suggests that focussed training improves knowledge. 

The management of all emergencies begin with the same basic steps of ABC, and this repetitive training will ensure that health professionals exposed to many different emergency scenarios will be fluent in cardiopulmonary resuscitation, at least till more definitive treatment is initiated.  

In South Africa, the existence of the Academy of Advanced Life Support ensures proficiency in cardiac and paediatric life support. Further, the Advanced Trauma Life Support training course offers training in trauma emergencies.  This type of course is sorely lacking for the training of any South African doctor in the skills of emergency obstetrics within the borders of this country. The American ALSO course and the RCOG MOET course are among the few teaching programmes specialising in obstetric and neonatal emergency care.

Hence, our proposal is to develop and scale up a programme to equip junior doctors, with the necessary training to manage obstetric emergencies definitively, or until they can be transferred to the next level of care.

The training package that has been developed uses a facilitator’s guide, mannequins, posters and CD/DVDs. It has 12 modules, namely:

1. Resuscitation Maternal

2. Resuscitation Neonatal

3. Shock and unconscious patient 

4. Eclampsia and pre-eclampsia 

5. Haemorrhage

6. Sepsis

7. Assisted delivery

8. Obstructed labour

9. Obstetric complications

10. Surgical skills

11. Complications of abortions

12. HIV in pregnancy.

The package will be piloted in a number of sites in South Africa between March and June and a final package will be available for scaling up in July 2008.

SESSION 1: PAPER 4

REFLECTIONS OF A 5 YEAR INTERVENTION TO IMPROVE NEWBORN CARE IN HOSPITALS IN LIMPOPO PROVINCE

BA Robertson, Department of Paediatrics and Child Health, University of Limpopo

PL Mashao, AF Malan, D Greenfield, NC Mzolo, Centre for Rural Health

Introduction: 

Limpopo Initiative for Newborn Care commenced 5 years ago as an intervention to improve newborn care in all 40 hospitals in Limpopo province. Limpopo hospitals are mostly rural and have a shortage of senior health workers with experience in obstetric, neonatal and paediatric care. The initiative has seen a marked improvement in newborn care in all hospitals and clinics in the province. There has been a 15% reduction in neonatal mortality, 10 hospitals have been accredited for providing good newborn care at a set standard, and others are approaching readiness for accreditation. However newborn care in Limpopo still has a way to go until we reduce neonatal mortality rates to those found in large metropolitan areas.  In this presentation we reflect on what strategies have worked, what haven’t and why. 

Methods: 

This talk comes from the combined experience of the 5 facilitators who have been involved throughout the project, from site visit and accreditation reports and from telephonic interviews with key people at the receiving end of the interventions.

Results: 

1. Essential factors needed for the intervention to get off the ground. This includes a commitment from the province and local management. Finding a person at each site to provide leadership and ensuring a single facility and team to provide newborn care.

2. Important barriers that need to be broken down at each site include the perceptions of the type of care newborns require, old fashioned practises and physical walls that needed breaking down. 

3. Interventions and strategies that were unsuccessful and why they did not succeed will be discussed.  This includes our experience on training of nurses that did not lead to an improvement in skills as well as obstacles to PMTCT, CPAP, the failure to improve the outcome for bigger babies, and difficulties with audit.

4. Interventions that were successful and why they have succeeded will be discussed. These are a successful nurse training intervention, keys to making KMC succeed, as well as other tools, interventions, and strategies that have worked. 

5. Plans for the future improvements are discussed as are recommendations to training institutions and management.  

Conclusions:

We trust that those in similar situations will be able to learn from our successes and failures.

SESSION 1: PAPER 5

SAVING CHILDREN 2006: A REVIEW OF THE CHILDREN WHO DIE AND THE QUALITY OF CARE THEY RECEIVE IN THE SOUTH AFRICAN HEALTH SYSTEM
Stephen CR; Patrick ME and Child PIP Users 

Department of Paediatrics, Pietermaritzburg Hospitals Complex; MRC Maternal and Infant Health Care Strategies Research Unit, University of Pretoria

Introduction

The quality of care children receive in the South African health system is experienced by providers and receivers as suboptimal.  The mortality review process for children dying in hospital enables detailed assessment of the health profile of children who die and the quality of care they received.  The Child Healthcare Problem Identification Programme (Child PIP) provides structure for the mortality review process, and findings gathered from Child PIP sites in hospitals across South Africa (SA) have been compiled into the Saving Children reports.  There had been considerable growth of Child PIP since the programme was field tested in 2004 (Table 1) and the current coverage is shown in Table 2.  

Table 1: Child PIP provinces and sites 2004-2008

	
	2004
	2005
	2006
	2007
	2008

	Provinces
	6
	9
	9
	9
	9

	Sites
	14
	21
	31
	51
	57


Table 2: Child PIP distribution and coverage 2008 by hospital level

	District
	Regional
	Tertiary
	Central

	30/257 (12%)
	22/65 (34%)
	3/6 (50%)
	2/9 (22%)


This paper reports on Child PIP findings for 2006.

Setting

In 2006, 31 hospitals in SA used Child PIP, and 26 submitted data to the national database.  At each site the study population included all admissions (0-18 yrs), and detailed data were collected on each death.  Health profile information was gathered for each child (social, nutritional and HIV context, and cause of death).  Quality of care information was obtained by determining modifiable factors.  Data were organised and analysed using Child PIP software.

Methods

The Child Healthcare Problem Identification Programme (or Child PIP) is a project whose purpose is to use the mortality review process to improve the quality of care that children receive in the SA health system.  Child PIP provides a structure for this process and helps healthcare workers answer the question… ‘Is this the best I can do?’ for children dying in hospital by: 1) Ensuring all deaths are identified; 2) Assigning a medical cause to each death; 3) Determining the social, nutritional and HIV context, and 4) Determining modifiable factors in the care of each child who dies.

Results

Analysis of Child PIP data gives information about the health profile of children who die, viz. something about their context (social, nutritional and HIV experience) and their likely medical cause of death, and it gives information about the quality of care they received from those entrusted with caring for them.

Information about children who died

From monthly tally data, there were 2 005 deaths from 33 792 admissions, with 2 223 deaths being reviewed in detail.  The in-hospital mortality rate was 5.9 deaths per 100 admissions.  For each death there were 2.2 modifiable factors.  

Table 3: Core data 2006

	Total admissions*
	33 792

	Total monthly tally deaths*
	2005

	In-hospital mortality rate (IHMR) *
	5.9

	Audited deaths†
	2 223

	Total modifiable factors†
	4 970

	Modifiable factor rate per death†
	2.2


* From monthly tally sheets

† Individual audited deaths
Age distribution

The majority of deaths occurred in children under 5 yrs of age (90%), with 64% being under 1 year.  Neonates admitted to and dying in children’s wards made up 5% of the total audited deaths. 

Wellbeing of mothers

The social context of children is reflected in Child PIP by looking at their caregivers.  Data about mothers showed that 8% of children who died were already maternal orphans, and a further 10% had mothers were too sick to care for them. Thus almost 1 in every 5 children who died did not have a well mother to care for them.

Nutritional profile

As a proportion of all deaths, 65% were underweight for age, and over half of these children (55%) were severely malnourished.

HIV profile

The HIV experience of children is described in Child PIP in a number of ways (HIV laboratory and clinical category; PMTCT parameters such as nevirapine and cotrimoxazole administration; and access to anti-retroviral therapy).  The following charts show HIV laboratory and clinical categorization.  Two-thirds of children were tested for HIV, and of these almost 50% were infected and a further third were exposed.  Almost one half (49%) of children had Stage III or IV HIV disease.  

Proper management of a child with HIV requires both a well-interpreted HIV test as well as conscientious clinical staging, and what is striking is that for over one third of children dying in hospital the HIV status was unknown.
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Chart 1: HIV laboratory category








Chart 2: HIV clinical staging
Cause of death 

The most frequently recorded diagnoses in children who died were ARI (18%), septicaemia (16%), diarrhoeal disease (13%), TB (pulmonary and extra-pulmonary 10%) and PCP (8%).  The enormous impact of HIV is shown in Chart 3.

Chart 3: Cause of death
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Information about quality of care

Quality of care information is given in Child PIP through the assessment of the quality of the health records, as well as the identification of modifiable factors (MFs) in the overall processes of care.  The following three parameters were chosen to highlight different aspects of care.

· Modifiable factors

Charts 4 and 5 show the place where modifiable factors occurred and the person responsible respectively.  Many modifiable factors occurred in the home, a reflection of the challenges faced by caregivers who form an essential part of the health system.  However, the highest rates were recorded in hospitals, in the emergency and ward setting.  This is further emphasized when looking at the MF rate by person responsible, with there being just over one MF related to clinical personnel for every child death that occurred.
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· Unknowns in Child PIP


Chart 6: ‘Unknowns’ in Child PIP
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For all the parameters collected in Child PIP there is a data category for where information is ‘unknown’.  The information that Child PIP looks at is regarded as essential for the proper clinical care of a sick child.  For example, if the weight of a child is unknown that child cannot be cared for properly.  Thus the frequency of ‘Unknowns’ becomes a proxy for quality of care received.  Chart 6 plots the frequency of unknowns for various categories of information.

HIV care

Child PIP gathers information about a number of aspects of HIV care and the data reflects significant gaps: 50% of children, who were eligible, did not receive nevirapine or cotrimoxazole; one third of infants were mixed fed; and one third of children dying in hospital had not had an HIV test.  HIV testing is the universal first step in managing HIV and should be seen as an important proxy for general HIV care, as it is important for both prevention and management of HIV.

Conclusion

The Child PIP audit continues to provide information showing the health profile of a paediatric population ravaged by HIV and poverty, and dying of preventable conditions.  It also indicates that the quality of care they receive throughout the health system can be improved.

The data from Saving Children have

Figure 1: ‘Every Death Counts’
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been integrated with that from ‘Saving Mothers’ and ‘Saving Babies’ and a number of key actions have been identified and are described in ‘Every Death Counts’ as summarised in figure alongside (full text can be viewed on www.childpip.org.za).

To address these problems, actions must be implemented at the level of policy, administration, clinical care and education in medical schools and nursing colleges.

It is the responsibility of all of us, healthcare workers and managers, to respond to the challenges posed, and to create solutions.  It is hoped that the Saving Children Reports and the recommendations contained therein will be a useful tool in this process.  

SESSION 1: PAPER 6

PMTCT AND INFANT FEEDING: USING POPULATION BASED MODELLING TO GUIDE HIV AND INFANT FEEDING POLICY IN SOUTH AFRICA

Mickey Chopra
HSRU, Medical Research Council

Objectives:

To compare the estimated impact of different infant feeding policies for HIV-positive women in different parts of South Africa.

Methods

Mathematical simulation modelling is used to estimate the effects on HIV-free survival (HFS) by 12 months of three postnatal intervention scenarios:  no postnatal intervention (BF12), no breastfeeding by HIV-positive mothers (BF0), and implementation of safer breastfeeding practices (exclusive breastfeeding, management of breast problems, and early breastfeeding cessation at 6 months) (SBF6).  Simulations were carried out for all nine provinces in South Africa and two districts within the Eastern Cape.

Findings

Our simulations suggest that in seven of the nine provinces safer breastfeeding (SBF6) results in the greatest HFS at 12 months. In the Western Cape and Gauteng, no breastfeeding at all by HIV-positive mothers (BF0) produces a similar outcome to SBF6. However, analysis from two districts within the Eastern Cape illustrates the heterogeneity within provinces resulting in the selection of different optimal infant feeding strategies within provinces. Regardless of the infant feeding option selected, reduced adherence to the optimal feeding option leads to increased HIV infection and death.  We estimate that, in comparison with the no intervention scenario, at least 14,250 post-natal HIV infections and deaths could be avoided per year if optimal feeding options are adopted.

Conclusions

More emphasis needs to be given to post-natal support for infant feeding. Failing to address postnatal HIV transmission will undermine the success of PMTCT.
SESSION 2: PAPER 1

NEONATAL AND MATERNAL PROFILES OF INFANTS BORN OUTSIDE HEALTH FACILITIES IN MADADENI HOSPITAL DRAINAGE AREA (2005 – 2007)

Bondi F

Madadeni Hospital

Introduction

Primary care physicians whilst faced with the usual ‘textbook’ neonatal and obstetric problems also have to deal with topical tropical issues, such as, babies born outside modern health facilities.  Therefore, it is imperative that they familiarize themselves with this group of infants, who have not had a good start in life.  There is need to accurately define these babies, identify the barriers to optimal perinatal care and put in intervention strategies to overt such risky births.  This study sought to define the baseline characteristics of all mother-infant pairs who receive skilled care and who subsequently presented at Madadeni Hospital; either directly or via the clinics.

 

Method

Madadeni Hospital and its annexed nine midwifery run clinics provide the main obstetric and neonatal services in Northern KZN.  These facilities conduct about 6000 births monthly.  Babies presenting in Madadeni Hospital are mostly inborn but a considerable number are referred by the clinics.  This study excludes these infants as we focused on those born outside any health facility.  They were either born at home or en route to a nearby facility.  We also involved infants born under bizarre circumstances such as, in the toilet, open grass field or just on the road side.  The study period was from 2005 to 2007, the interval that we had a special register for births outside health facilities in our region.

 

Results

There were 19, 214 deliveries during the 3 – year study period, of which 868 (4.5%) were undertaken outside health facilities.  Most (801 or 92%) of these births occurred at home and mainly unmarried women (714).  About ⅔ (577) of these patients were booked and 25% were teenagers (≤20yrs), 240 resides in Madadeni and the remaining 628 came from other townships or rural areas.  Medical problems (Asthma, diabetes etc.) were reported in 69 instances whilst obstetric complications were present in 258.  Most of these complications were perineal tears, PIH and PPH.  HIV status was documented in 354 cases of which 62.4% were positive.  There was a preponderance of female babies (M: F = 1: 1.4) and a majority (588 of 868, 68%) were term (≥2500g) infants. The time in interval between delivery and presentation in the nearest health facility was available for 226 newborns, with only 50 arriving within one hour (range 30 mins – 3 days).  There were 48 neonatal, deaths, 83 stillbirths and 2 home-related maternal deaths.

Conclusion

Home deliveries are common in our region and such births are associated with significant morbidity and mortality.  The need to develop programmes so as to provide optimal perinatal care for all mothers.  In particular, there is a need for dedicated ambulance services with swift response times. 
SESSION 2: PAPER 2
ANALYSIS OF NEONATAL FACILITIES AT A REGIONAL HOSPITAL IN KWAZULU NATAL ACCORDING TO NORMS AND RECOMMENDATIONS FROM THE DEPARTMENT OF HEALTH

N Khan, N Nair, M Adhikari, KL Naidoo, S Kauchali

King Edward VIII Hospital, Department of Paediatrics,

Nelson Mandela School of Medicine University of Kwa-Zulu Natal

King Edward VIII Hospital is a regional referral hospital in KwaZulu-Natal, with 8000 deliveries a year. It is fed by two district hospitals and a community clinic which deliver 12000 babies a year. Only one of these has neonatal beds, the others refer problem babies to KEH. The KwaZulu Natal Department of Health has published Norms and Standards for delivery of quality care for children and control of infection in hospital units. Recent outbreaks of infections in nurseries in the region suggest that care children receive in hospitals fall short of these standards.

Aim: To critically assess condition of facilities in a regional level hospital in terms of norms as per circulars from the KwaZulu Natal Department of Health.

Methods: We referred to DOH circulars pertaining to bed requirements and distribution of beds into various levels of care as well as circulars relating to bed spacing for infection control.

We the calculated our bed requirements and required distribution, and compared it to current bed status and bed utilization. We also measured out the floor area, calculated accommodation for beds according to criteria stipulated, and compared this to current usage.

The infrastructure essential for ward functioning- electrical, oxygen, medical air and suction- were also evaluated and compared to what was required for care.

Results: We require 44 beds to serve the region; however, we function with a unit that can only physically accommodate 40 beds. The staffing situation for these beds is inadequate. The distribution of beds into the various levels of care falls short of the norms as the nursery functions with 4 high care beds when it requires 10. A Kangaroo Mother Care unit is non- existent. We have space for an isolation ward, but no staff.

The electrical, suction and oxygen points are inadequate in number, and many of the individual units are in a state of disrepair.

Conclusions: The evaluation reveals that our nursery is not functioning at the levels required according to provincial guidelines. The facilities are also inadequate and require review by hospital management. It is recommended that all neonatal units undertake this type of evaluation in order to motivate for improved facilities for care.

SESSION 2: PAPER 3

ASSESSMENT OF NEWBORN CARE FACILITIES AT LEVEL 1 HOSPITALS

DH Greenfield

Limpopo Initiative for Newborn Care,   Centre for Rural Health, University of KwaZulu-Natal,   MCWH Programmes, Department of Health, West Cape Provincial Government

Introduction

Essential aspects for the provision of health care are:

1. The knowledge and skills of the personnel to be able to provide appropriate care

2. Facilities and equipment to be able to do what is needed

3. To provide the care needed – actually “do the job”

Neonatal outreach programmes have been initiated in Limpopo and West Cape Provinces, and in the Zululand District of Area 3 in the North of KwaZulu-Natal.  This is a report on the findings of facility visits to level 1 hospitals in these areas.

Methods

Hospitals were visited after prior arrangement with the individual hospital management.  A doctor was accompanied by a an advanced midwife, or, in the case of the West Cape, by the District Maternal, Child and Women’s Health (MCWH) Coordinator, some of whom were also advanced midwives.

The format of the visit was:

1. Report to the hospital management about the purpose of the visit.

2. Visit the newborn care areas and record the findings using a previously drawn up check list.  The team doing the visit were usually accompanied in the clinical areas by a senior member of management and the relevant staff responsible for the care of the newborns, including in many cases the doctor(s).  In addition to the assessment of the facilities, this provided an opportunity for teaching the staff who were present.

3. At the end of the visit, there was a brief verbal report back to hospital management. 

4. This was followed by a written report a short time later.

Detailed data was available for 30 hospitals in Limpopo Province, 25 Hospitals in West Cape Province, and 5 hospitals in Zululand.  In the West Cape, all of the hospitals were in towns, whereas most of the hospitals in Limpopo and KwaZulu-Natal were rural.

Findings

Kangaroo Mother Care (KMC)

This was being practiced in most hospitals, but the quality of the care provided needed to be improved.  It was not being practiced continuously even in the KMC ward.  Most hospitals had a designated KMC ward/area.

Resuscitation

In general there were deficiencies in essential equipment.

Oxygen and suction apparatus was frequently not connected

The resuscitation areas were generally untidy and disorganised, and sometimes dirty.

Drugs and equipment for the newborns was usually mixed with that used for adults.

The overhead heater was seldom switched on.

In summary, the resuscitation areas were seldom ready for an emergency.

Nursery

The area used for newborn care in most hospitals was almost always very small.

This was often packed with equipment, which was not in use.

There were large numbers of incubators, many of which were not working.

There was usually no method of controlling the temperature  of the room, other than a heater, resulting in the environment being very hot.

There was almost always no way of monitoring a patient receiving oxygen.

There was often no way of monitoring the rate of administration of IV fluids.

Many hospitals had no, or inadequate, hand hygiene facilities.

Support Services

Laboratory:
Very slow service in 50% of hospitals

Mobile X-ray:
Only available in 50% of hospitals and in many of them the machine was out of order.

Pharmacy:
Neonatal theophyllin was not available in 22% of hospitals

In some hospitals neonatalyte was not available.

Protocols

There were few available.

When available, there was generally little evidence that they were being used.

Policies

There were few available.

Babies were routinely bathed in about 50% of hospitals.

Admissions of neonates from “outside” were to the paediatric ward in 62% of hospitals because the babies were “dirty”.

Records

In 50% of the hospitals there was no special admission document for newborns.

In most hospitals the “Nursing Process” documents were used for these babies.  These documents are unsuitable for newborns.

The observation charts used were usually those used in adult wards and were unsuitable and inappropriate for newborns.

A KMC discharge score sheet was not available in more than 50% of hospitals.

Patient care practices

When these could be clearly identified, many were inappropriate or incorrect.

Perinatal Audit

Regular audit meetings were held in slightly more than 50% of hospitals.

In 7 out of the 60 hospitals the data was being entered on the Perinatal Problem Identification Programme (PPIP).

Many of the hospitals did, however, have a paper-based record of the perinatal deaths.

When the data was entered on the computer, some aspects were often incomplete, especially the entry of the individual deaths.

The coding of the causes of death and avoidable factors was often incorrect, suggesting a lack of knowledge on the part of those doing the coding.

Staffing

The doctors are often very junior with little or no support.

There are insufficient midwives to supervise newborn care.

There are insufficient enrolled nurses or enrolled nursing assistants.

There was usually no staff designated to newborn care, especially at night.

Staff rotation was the norm in almost all the hospitals.

Staff training

In the Western Cape Province, many of the nursing staff had studied the Perinatal Education Programme.

In the other Provinces, few of the nurses had had any post-basic training in newborn care.

Nurses with advanced midwifery training had some knowledge of newborn care, but it seemed generally to be fairly rudimentary.

Doctors almost always had little or no knowledge or experience of newborn care.

Conclusions

1. Almost all aspects of newborn care were found to be deficient.

2. It was possible to make recommendations: 

· To hospital management about:

· Upgrading facilities and equipment

· Sending staff for training

· To guide the content of training of all levels of staff providing clinical care

· To the Provincial authorities about the service needs for newborn care.

SESSION 2: PAPER 4

NEONATAL CARE AT LEVEL 2 HOSPITALS IN LIMPOPO PROVINCE
PL Mashao, D Greenfield, A Malan, Zo Mzolo & A Robertson

University of Limpopo, Centre for Rural Health (CRH), University of KwaZulu-Natal

Background

LINC has been running for 5 years in Limpopo Province. This presentation was focussing in neonatal care at level 2 hospitals. LINC has targeted all 40 hospitals in the province. But this report will be on 5 level 2 hospitals in the province.
At the beginning of the project, level 2 hospitals were functioning as district hospitals.They had inadequate facilities, essential equipment were not available, staffing was inadequate for both nurses and doctors and there were no newborn care guidelines.

Interventions

All 5 hospitals were visited by the LINC team about 2-4 times a year. LINC training courses were conducted for nurses and doctors in all hospitals. Manager’s incharge of neonatal units were also trained. There were regular quarterly regional meetings in each district. 

Achievements

· Facilities

· All have renovated and extended their facilities to include high care, general care, KMC

· Equipment

· All have 2 functional CPAP units with piped air

· Have enough pulse oximeters

· Have acquired overhead servo incubators for high care

· 1 hospital has neonatal ventilator

· Policies and guidelines available and used

· Newborn admission record and observation chart used 

· Hospitals are taking limited referrals from level 1 hospitals

· Newborn care practices improved in all hospitals

· KMC 

· KMC practiced at all hospitals

· Homely environment

· Improved monitoring in KMC unit

· Use KMC discharge score 

· Follow-up at hospital after 3-5days

· Support services

· Lab turn around time improved

· Portable Xray available in all units

· Regular Perinatal reviews

· Use PPIP

· Staffing

· Permanent and senior unit manager

· 80% nurses done LINC training

· 1 paediatrician in each hospital
Accreditation

Three hospitals were accredited for excellent newborn care

· One with Platinum  

· One with Gold

· One with Silver

The remaining 2 are expected to be assessed later this year

Neonatal mortality data from the 5 level 2 hospitals

There has not yet been an overall decrease in the neonatal mortality rates for infants between 1000 and 2000g

· Data collection may have become more accurate

· There have been increased referral of higher risk mothers and babies

· Important to measure process, and not just the outcome – especially when service is developing

Challenges

Units have inadequate space 

All these hospitals are not accepting enough referrals

· Inadequate space

· Insufficient senior paediatric doctors

There is a need to identify problems causing morbidity and mortality

In all these hospitals, there are inadequate paediatricians.

Projected number of regional neonatal beds required
	District
	Annual Deliveries 
	Required 

Beds at regional hospital 

Level 2: 2-3 /1000

Level 1: 3-4 /1000
	Actual

	Mopani
	25479
	60
	17

	Vhembe
	34199
	80
	39

	Sekhukhune
	23477
	60
	24

	Capricorn
	29635
	80 + 60
	60

	Waterberg
	14603
	40
	16


Conclusion

There has been an improvement in the facilities and equipment at level 2 hospitals

Most hospitals have not yet reached their full potential for providing a good level 2 service.
All these hospitals need more Paediatricians. Their facilities need new structures according to set norms 

Facilities

· Improved but need new facilities in most

· Need to apply the norms 

Future Plans

· Continue support required until enough paediatricians and senior doctors 

· Decentralise training to regions 

· Doctors and nurses

· Improve referrals and regional support

· Referral – facilitate referral from level 1- 2 

· Work with Hospital and Provincial management to plan regional neonatal units. 

· Increase the use of CPAP

· Provision for limited IPPV 
SESSION 2: PAPER 5

IMPLEMENTATION OF NEW NEONATAL TRAINING COURSE FOR PROFESSIONAL NURSES AND ENROLLED NURSE/ASSISTANT NURSES IN LIMPOPO PROVINCE
PL Mashao, AF. Malan, D Greenfield, NC Mzolo, BA Robertson.

Department of Paediatrics & Child Health (University of Limpopo) & Centre for Rural Health

Introduction

Most newborn care in the province is provided by nurses. One function of LINC was to train all categories of nurses on newborn care in all hospitals in the province. There was a need to develop training materials. Initially training nurses in the past 4 years was done using the traditional training methods. There was a need to develop training materials to train nurses. These materials were developed following Integrated Management of Child hood Illness (IMCI). Facilitators were trained from each district on these materials.

Overview of the Course

The course structure followed an IMCI format on the following:

· Assess and classify

· Identify treatment, treat, monitor and care

· Counsel

· Plan discharge

· Discharge and follow-up

STAGES IN THE MANAGEMENT OF SICK AND SMALL NEWBORNS
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If present



Assess for emergency signs                        

EMERGENCY TREATMENT until stable
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Triage:







If present


Assess for respiratory distress 


treat for RESPIRATORY DISTRESS

[image: image39.wmf]15

Neonatal cause of death

PPIP: deaths before discharge

5 312 deaths (SB V: 2003

-

2005)

Child PIP: deaths under 1 month

420 deaths (2005

-

2007)

Hypoxia

Immaturity

Congenital

Sepsis

Trauma

Other

ARI

Sepsis

GE

PCP

Meningitis

Other

From: SB V 2003

-

2005

From: Child PIP database 2005

-

2007

[image: image40.jpg]EEG Waveform Left

T
,N T





[image: image41.png]L] FI~1.

25





[image: image42.png]50
TEr] EEG Waveform Left

5

0

5

2!
-2

-50
50
k] EEG Waveform Right

25

0

-25

-50

id 38
ﬁ'100 aEEGLeft
50
&
10
5

0

id 38
B - = CRight

50
25

10
5

0
13:42 Thu 18 Dec







If absent or when stable




Check for other priority signs and conditions
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Check risk factors and special treatment needs   
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Check for injuries or malformations
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                  Check feeding

Training package
	Materials

· Chart booklet

· Training modules

· Practical guide

	Methods

· Discussions

· Slide / videos

· Written exercises

· Practical demonstrations

· Clinical practise



Newborn care chart booklet

1. Assess and classify                                   

A) Need for emergency care

B) Respiratory distress

C) Other priority signs and conditions

D) Risk factors and special treatment needs 

E) Injuries and malformations 

F) Feeding

2. Identify treatment, treat, monitor and care 

A) 
Neonatal resuscitation

B) General principles of treatment, monitoring and care

· Maintain body temperature

· Administering oxygen

· Maintaining normal glucose

· Feeding and fluid management

C) Treating and monitoring specific conditions / situations incl.

· Low birth weight
- Apnoea

· Respiratory distress 
- Serious acute infection / severe disease 

· Syphilis 

- HIV affected mothers and babies

· Tuberculosis

- Jaundice              

· Asphyxia

D) Drugs dosages

3. Counsel the mother

4. Ward Management                                      

· Facility, equipment, staff 

· Records and monitoring

· Infection control

· Admission policies

· Mother and family policies

· Audit

5. Managing babies in the postnatal ward

6. Discharge and follow-up
7. Neonatal resuscitation in detail
Process of assessment

	Ask, Check Record
	Look, Listen, Feel
	Signs
	Classification
	Act Now


Implementation of the new training package

Hospitals identified staff to be trained. Training conducted in level 3 & 2 hospitals. Participants were trained in group of 12-16 for 5 days. Total of 55 professional nurses and 35 enrolled nurses and enrolled nurse assistants were trained.

On the first day of training participants were asked to discuss the expectations of the course. The purpose and objectives of the course were also presented to participants. In all the 5 days participants were attending the theoretical and practical sessions. A recording form was used during practical sessions to assist participants with the assessing, classification and acting on identified problems.

On evaluation of the course, all participants appreciated the course and indicated that all sessions discussed were very useful. Facilitators were also asked to evaluate the course and they saw the course as an eye opener and assisted them to re-enforcement of the updated information. 

Conclusion

Possible to develop suitable training materials

Easily followed by participants

Materials highly appreciated to take home for use

Need to do formal evaluation

SESSION 2: PAPER 6

NEONATAL RESUSCITATION

N. Rhoda

Neonatal Dept

Groote Schuur Hospital and UCT

The change from intra-uterine to extra-uterine life is probably the most dangerous time of a newborns life. In order for a smooth transition, the neonate will benefit from attending personnel who are skilled in neonatal resuscitation. In newborn resuscitation unlike adult, the commonest scenario is respiratory failure rather than myocardial insufficiency or dysrythmic events. Therefore in the majority of neonatal emergencies, a prompt attention to ventilation and circulation would save the greater majority of babies. 

In rural Uganda, a pilot study showed that nurses trained in basics neonatal resuscitation decreased the incidence of birth asphyxia, improved APGAR score and decreased the mortality of babies weighing more than 2 kg. In the global realization of the Millennium Development Goal 4, we will have to start at the beginning and ensure all infants born in RSA are attended by personnel trained in neonatal resuscitation.

Neonatal resuscitation programs which are based upon the American Academy of Paediatric Guidelines have evolved in the last 2 decades from being largely based on clinical experience, to the increasing reliance upon evidence based medicine using randomized control trials. The 2 areas in which accumulating evidence is most compelling are the areas of the mechanics of providing positive pressure ventilation and the routine use of room air rather than oxygen as the inflating gas. This presentation therefore will try to highlight the emerging changes and challenges in the resuscitation practice at birth.

SESSION 3: PAPER 1
MORTALITY RATES AMONGST HIV EXPOSED AND HIV NON-EXPOSED INFANTS IN 3 SITES ACROSS SOUTH AFRICA

Mickey Chopra, Tanya Doherty, Ameena Goga HSRU, Medical Research Council; Debra Jackson, School of Public Health, UWC; Mark Colvin, CADRE; Lars-Ake Persson, Uppsala University

Background: Understanding the history of HIV infection in the context of PMTCT and concomitant risk factors for mortality is important if the mix and timing of interventions is to be optimized. Whilst there is a growing literature on mortality risks for HIV infected infants there is relatively little that compare the risk of HIV exposed but uninfected infants in comparison with those who are not exposed in the same population.

Objectives:  We report the results of a prospective cohort study that followed HIV positive and negative mothers and their infants for 36 weeks. The purpose of this paper is to present an analysis of the infant mortality and risk factors amongst HIV infected, HIV exposed and HIV non-exposed infants 

Methods: A prospective cohort study of 635 HIV positive mother-infant pairs and 212 HIV negative mother-infant pairs across three routine sites in South Africa. Data were collected using semi-structured questionnaires during home visits between the antenatal period and 36 weeks post-delivery.  Infant HIV status was determined at 3, 24 and 36 weeks by HIV DNA PCR. Survival analysis using Kaplan Maier and Cox’s proportional hazards regression models were used to calculate mortality rates and risk factors for mortality.  

Results: A total of 75 infants died of whom 8 were born to HIV negative mothers. Thirty-six month mortality risk after Kaplan-Maier analysis for infants born to HIV infected and non-infected mothers was 10% and 4% respectively (RR 2.25, 95% CI 1.34 - 5.62). There was no significant difference in 36 week survival rates between those HIV exposed but uninfected infants and those who were not HIV exposed. Almost a quarter (24%) of infants who died did so between birth and 3 weeks of age.  A further 57% died between 3 and 24 weeks of age, so that 81% of all infants who died did so before 6 months of age. Amongst HIV exposed infants the two strongest risk factors for infant death were infant testing HIV-positive at three weeks of age, and maternal log viral load.   Other factors that were associated with infant death were low socioeconomic score, low birth weight, four or more antenatal visits and residing in either Rietvlei or Umlazi.  Mode of feeding (infant formula or breastfeeding), Caesarian section, maternal age and education and disclosure of HIV status by 3 weeks were not associated with infant death. Early HIV infection of the infant (RR 25.1 95% CI14.87-47.98), area of residence and maternal viral load (p<0.01) were found to be independently related to mortality 

Conclusions: Infants with early HIV infection (3 weeks) made up the bulk of the mortality experienced by this cohort by 36 weeks. Infants with early infection in this cohort deteriorated very quickly. This suggests that the current protocol of testing at 6 weeks with results at 10 weeks post-natal maybe too late for may infants with early infection.

SESSION 3: PAPER 2
THE INFLUENCE OF HUMAN IMMUNODEFICIENCY VIRUS INFECTION ON MATERNAL AND PERINATAL OUTCOMES WITH CONSERVATIVE MANAGEMENT OF PRETERM PREMATURE RUPTURE OF MEMBRANES

F Mjoli, N Pirani, E Buchmann

Department of Obstetrics and Gynaecology, University of the Witwatersrand

Objective

Preterm premature rupture of membranes (PPROM) is a common presenting problem in obstetric units in South Africa. Our objective was to evaluate if conservative management of PPROM in the setting of human immunodeficiency virus (HIV) is associated with increased risks of poor short-term perinatal and maternal outcome.

Methods

We undertook a retrospective birth cohort study of all singleton gestations with PPROM from 28-33 weeks’ gestational age. The inclusion criteria were: known HIV status, no associated maternal conditions, no clinical evidence of intrauterine infection, and a latency period of 48hrs or more. The outcome measures were gestational age at delivery, total latency period, treatment given, maternal and neonatal outcomes, and neonatal intensive care (ICU) admissions.

Results
A total of 114 women were included in the study. Thirty-eight were HIV positive (33.3%), and 76 were HIV negative (66.6%). The mean gestational age at delivery for both groups was 31 weeks, and the mean latency period was 6 days. Maternal chorioamnionitis as a complication was more frequent in the HIV positive group (10.5% vs 1.3%; P=0.04), and this reached statistical significance. Fetal distress and abruptio placentae were by far the commonest reasons for delivery in both groups. Significantly more neonates belonging to the HIV positive group required care in neonatal ICU (28.9% vs 14.4%; P=0.07), and their duration of stay in ICU as compared to the HIV negative group was significantly longer  (P=0.013). Maternal and neonatal mortality rates did not seem to differ between the two groups. Data on perinatal transmission of HIV were not available.

Conclusion

Despite our findings, it appears that conservative management of PPROM in the HIV positive women is not associated with increased risks of short-term maternal and neonatal morbidity and mortality. Prospective studies with larger sample sizes and HIV transmission data information are still required to demonstrate any differences in maternal and neonatal morbidity and mortality, including long-term outcomes. Guidelines to ensure appropriate management and intervention of such patients are necessary.

SESSION 3: PAPER 3
OBSTACLES TO COMMENCING PREGNANT WOMEN WITH AIDS ON HAART

C Robbertse1, GB Theron2, AM Theron2.  Departments of Obstetrics and Gynaecology, Faculties of Health Sciences, Pretoria1 and Stellenbosch2 Universities and Tygerberg Hospital

Aim: To determine why HIV-positive, pregnant patients with low CD4-counts who deliver at Tygerberg Hospital are not placed on HAART  

Methods: A retrospective case study whereby patient files were selected on criteria of the patient having delivered at Tygerberg Hospital in addition to having had a CD4-count of less than 200cells/mm3. Demographic information of the patients, patient history and reasons for not having been placed on HAART were recorded on a data-recording sheet.

Results
A total of 131 patients were identified. 

Patient demographics are shown in Table 1. Average age of patients was 27.3 years with a median of 27 years. Average gravidity was 2.2 with a maximum of 6 and a minimum of 1. Median parity was 1.

Pregnancy duration at delivery data is shown in Table 2. The average gestational age at delivery was 36.6 weeks with a median of 38 weeks and a standard deviation of 4.3. 40.2% of the neonates were premature (under 37 weeks) of which 25% were under 34 weeks.

	Table  1: Patient information

	
	Age 

(year)
	Gravidity
	Parity

	Average
	27.3
	2.2
	1.1

	Standard 

deviation
	4.5
	1
	0.9

	Median
	27
	2
	1

	Minimum
	17
	1
	0

	Maximum
	39
	6
	3


	Table 2: Pregnancy duration 

at delivery (weeks)

	Average
	36.6
	

	Standard deviation
	4.3
	

	Median
	38
	

	Minimum
	26
	

	Maximum
	44
	

	Premature indication:
	
	

	· Under 37 weeks
	53
	40.2%

	· Under 34 weeks
	33
	25%


	Table 3: CD4 count 

distribution

	CD4 - Count
	%

	199  – 150
	44

	149 - 100
	31

	99 - 50
	17

	<49
	8


	Table 4: Pregnancy related 

complications

	Complications
	n

	Preterm delivery
	86

	Twin pregnancies
	5

	Syphillis
	2

	Eclampsia
	1

	PI Hypertention
	1

	Oligohydramnios
	1
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CD 4 count distribution of the patients is shown in Table 3 and graphically potrayed in the pie graph.

Pregnancy related complications experienced in the patients are shown in Table 4.  The most prominent complication was preterm deliveries, with 86 patients having delivered before 37 weeks.

	Table 5: HIV related diseases

	Disease
	n

	Anaemia
	33

	TB
	17

	CIN
	3

	Pneumonia
	2

	PC Pneumonia
	2

	Oral candida
	2

	Skin Rash
	1

	Pleural Effusion
	1

	Oral hairy leukoplakia
	1

	HIV encephalopathy
	1


HIV related diseases are shown in Table 5. Several HIV related diseases was present in these patients. Anaemia was the most commom problem with 33 patients being affected. The significance of TB in HIV is reitterated with 17 of the patients having TB.

The average gestational age at which patients were tested for HIV was 24.6 weeks and the average gestational age at which they were referred to ART clinics was 30.9 weeks. Therefore, there is a 6 week time lapse between HIV testing and referal to ARV clinic!

Table 6 shows the reasons why patients were not placed on HAART therapy:

	Table 6: Reasons for not being placed on HAART

	
	Amount
	%

	1.Already 34 weeks gestation
	38
	29.0

	2.Patient misses ARV clinic appointment
	19
	14.5

	3.Patient does not complete ANC program  
	18
	13.7

	4.First contact in labour
	10
	7.6

	5.Patient fails adherence program
	10
	7.6

	6.Premature labour
	10
	7.6

	7.TB has to be treated first
	10
	7.6

	8.Never referred to ARV Clinic
	7
	5.3

	9.Appointment too late, so that 34 weeks passed
	3
	2.3

	10.Patient too ill for treatment
	3
	2.3

	11.IUD/ TOP before referral
	2
	1.5

	12.ARV Clinic does not treat patient
	1
	0.8

	*ARV: Antiretroviral                  * ANC: Antenatal Care    

 *IUD: Intra Uterine Death        *TOP: Termination of Pregnancy  


29.0% of patients only booked for their first ante natal visit after 34 weeks gestation or their CD4-counts were only available after 34 weeks gestation, therefore they were already ineligible for HAART therapy. 14.5% of patients did not keep their ART clinic appointments. 13.7% of patients defaulted their ante natal clinic programs and only reappeared in labour. 10% of patients was seen the first time during labour. 7.6% of patients failed the HAART adherence program and was therefore ineligible for treatment. 7.6% of patients went into premature labour before treatment could commence and a further 7.6 % had to have TB treatment before HAART could be initiated. 5.3% of patients visited their ante natal clinics and their CD4-counts were known before 34 weeks, however they were never referred to an ART clinic.

Therefore, if we summarise all these reasons we can see that 73% of the reasons were due to patient related factors. 19% was due to disease entities ie. patients being too ill etc. and 9% was due to health care factors.

Conclusion
The time elapsed between HIV testing and referral to an ARV clinic, namely 6 week, is unjustified long and can be shortened to one week. Women diagnosed to be HIV positive must be seen one week later for the CD4 count result. If their CD4 count is found to be below 200 cells/mm3 they should be refered to and seen at the ARV clinic on the same day. This will decrease the number of women who surpass 34 weeks after testing and before referal and ensure that a greater number of patients have the opportunity to receive HAART. These measures have already been implemented at Tygerberg Hospital.

Most reasons found for patients not being placed on HAART are factors outside of the control of the health care system. Patients not attending ante natal clinics or missing appointments can only be decreased by further community education. 

However, patients simply not being referred to ARV clinics are unacceptable and the reasons for this have to be identified and rectified.

SESSION 3: PAPER 4
A randomised trial of intrapartum versus postpartum rapid HIV testing in the Western Cape, South Africa (p1031a)

Theron GB1, Maupin R2, Shapiro DE3, van Dyke R4, Bulterys M5, Louw J1, Small J6.   1Department of Obstetrics and Gynaecology, Faculty of Health Sciences, Tygerberg, 2Louisiana State University, 3Harvard School of Public Health, 4Tulane University Medical School, 5Centers for Disease Control and Prevention, 6School of Child and Adolescent Health, University of Cape Town.
Introduction

Pediatric HIV infection is an important health problem in South Africa.  The sentinel surveillance during 2006 revealed that 29% of women attending public health care antenatal clinics are HIV positive.  The two-part nevirapine (NVP) National Perinatal Mother to Child Transmission Programme (PMTCT) has the potential to reduce MTCT by nearly 50% for HIV positive women attending antenatal clinics.  However a proportion of women do enter labour with unknown HIV status.  The correct management of these women is uncertain.  The mother infant rapid intervention at delivery study was designed to address this crucially important additional opportunity for intervention.

Method

A cluster-randomised trial was designed to compare the feasibility and acceptance of intrapartum versus postpartum voluntary counseling and testing (VCT) for HIV.  The unit of randomisation was calendar weeks. Our prior hypothesis was that the acceptance rate postpartum would be higher than intrapartum Point and 95% confidence interval estimates were determined of the proportions of eligible women who accepted VCT and the proportion of women who received their test result prior to delivery.  The median time required to obtain informed consent, to complete the rapid testing and administer NVP were calculated.

Results

During the study period 7238 women were screened with 6197 (85.6%) having a documented HIV status, 542 were eligible for the study and 343 (63.3%) were enrolled in the study with 46 (13.4%) that had at least one positive rapid HIV test.  The most important reason why women with unknown HIV status were ineligible for the study was 268 (25.7%) that already progressed to the second stage of labour with delivery deemed to be imminent (Table I).  The most common reasons for declining to participate in the study were 73 (36.7%) women reporting testing but with no documented results, 47 (23.6%) who did not want to know their HIV status and 30 (15.1%) who did not want to be part of a study (Table II).   Participants in the study had a mean age and gestational age of 25 years and 38 weeks respectively, with 70% that attended antenatal clinics and 54% reported only one sexual partner over the last 5 years.

The proportion of women eligible for the study who accepted enrolment was 161 (66.8%) of 241 in the intrapartum group and 182 (60.5%) of 301 in the postpartum group (difference: 6.3%; p=0.15; 95% CI (-1.8%, 14.5%)).  The median time required to obtain informed consent in the intra- and postpartum group were 14 and 15 minutes respectively and the median time from initiation of HIV pre-test counselling until test results were available were 44 and 45 minutes respectively (Table III).  In the intrapartum group all women in true labour had their tests completed prior to delivery.  Nine women in false labour were excluded from this analysis.  The time interval from administering NVP in the Intrapartum Group was a median of 134 minutes before delivery (Table IV).  The acceptance and ability to administer NVP and AZT prophylaxis in the Postpartum Group was 26 out of 27 (including one false positive test).  One patient absconded prior to her baby receiving prophylaxis.

Conclusion

In a region with an established PMTCT program about 15% of women entered labour with unknown HIV status.  Two thirds of women in labour accepted being tested and there was sufficient time to complete VCT and testing before delivery.  Contrary to our a priori hypothesis that the acceptance rate will be higher in the postpartum group, the rates did not differ significantly.  Rapid intervention on admission to labour wards is feasible and well accepted.  Infrastructure and resources should be put in place within the labour wards of public hospitals to utilize this last opportunity to reduce MTCT of HIV.
Table I
Reasons why women were ineligible for the study
	
	Intrapartum*

N=3355
	Postpartum*

N=3341
	Total

N=6696

	Documented HIV status
	3092

(92,2%)
	3105

(92.9%)
	6197

(92.5%)

	Progressed to 2nd stage / indication immediate delivery
	148 (4.4%)
	120 (3.6%)
	268 (4.0%)

	Private patient
	60 (1.8%)
	66 (2.0%)
	126 (1.9%)

	Planned C/S
	10 (0.3%
	14 (0.4%)
	24 (0.4%)

	Intra-uterine death
	12 (0.4%)
	10 (0.3%)
	22 (0.3%)

	Obstetrical emergencies
	12 (0.4%)
	5 (0.1%)
	17 (0.3%)

	Other
	21 (0.6%)
	21 (0.6%)
	42 (0.6%)


Table II
The most common reasons for declining to participate in the study

	Reports testing, not documented
	73 (36.7%)

	Do not want to know status
	47 (23.6%)

	Think not at risk for HIV
	7   (3.5%)

	Do not want to partake in study
	30 (15.1%)

	To much pain
	3   (1.5%)

	Other
	39 (19.6%)


Table III
The median time from initiation of HIV pre-test counselling until test results were available

	
	Intrapartum
	Postpartum

	Median*
	44
	45

	Quartile 1
	38
	37

	Quartile 3
	58
	60


*p = 0.91 (Wilcoxon test)

Test evaluation completed prior to delivery

161/161 (100%)

Table IV
Acceptance HIV testing and ability to administer ARV in the Intrapartum Group

	  ≥ 1 positive HIV test
	19

	Accepted ARV’s prophylaxis
	18

	Received ARV’s prior to labour
	1

	Received ARV’s during labour
	17

	Interval prior to delivery (min)
	

	Median
	134

	Quartile 1
	108

	Quartile 3
	389

	Infants
	

	Proportion receiving NVP&AZT
	19/19


SESSION 3: PAPER 5
DEPRESSION IN A COHORT OF HIV INFECTED WOMEN FOLLOWED FOR 18 MONTHS AFTER THE BIRTH OF THEIR INFANTS

Makin J*, Forsyth B&, Kershaw T&, Neufeld S&, Visser M*, Jeffery B*

* Serithi Project MRC Unit for Maternal and Infant Healthcare Strategies, University of Pretoria  & CIRA, Yale University

Introduction: It has been shown that HIV positive women are up to four times more likely to suffer from depression than women in general. Associated factors are lower education levels, stigma, more negative life events, lower levels of perceived social support and type of coping strategy utilized. Depression has been found to be linked to negative HIV outcomes namely declining CD counts and higher rates of HIV related mortality than those who are not depressed. Women who are depressed are less likely to access treatment and when on treatment are less likely to be adherent. There are not many studies in the literature looking at the follow-up of women diagnosed during pregnancy and followed up over time and whether in fact there are factors associated with depression that could account for any changes over time.  From our other work involving this cohort there is some suggestion that our population is different from other populations described in the literature  It was thus decided  to do this study to establish levels of depression, changes over time and whether there factors associated with these changes with the view to identify where intervention could best be targeted to deal with depression.

Method: Trained HIV counselors at four antenatal clinics in Tshwane recruited HIV Positive women shortly after the diagnosis had been made during pregnancy. They were referred to the project and if they gave consent were interviewed at +/- 28 weeks gestational age. The same interview was administered at 3, 9 and 18 months postpartum. Data included socio demographic variables, “power score”. past history of violence, disclosure , CD4 count. and knowledge score. Psychological variables included measure of stigma, social support, self esteem and coping. Depression was measured using a modified CESD depression score Associations between depression and variables measured at each time point making use of Pearson’s correlation coefficients or Student  t tests Variables with a pvalue of < 0.1 were entered into a mixed linear model.

Results: Two hundred and twenty four women were included in the analysis The mean depression level at 28 weeks was consistent with that of borderline depression (12) Depression scores were significantly lower at 3 month (8) compared to the levels found at 28 weeks levels but started to rise thereafter By 18 months the levels (17) had risen such that the mean score was consistent with that of clinical depression,. Overall depression levels were significantly associated with higher levels of previous violence , lower self esteem, higher levels of personal stigma more avoidant coping, and higher levels of negative support. Changes in depression at the different time points were not associated with any of the independent variables measured.

Conclusion: Depression is a significant problem in our population. Any intervention needs to take account of the factors associated and the intervention must be ongoing.
SESSION 3: PAPER 6
THE PSYCHOSOCIAL IMPACT OF STRUCTURED SUPPORT GROUPS FOR PREGNANT WOMEN LIVING WITH HIV

Jonathan Mundell (Serithi Project); Maretha Visser (University of Pretoria); Jenny Makin (Serithi Project); Kathy Sikkema (Duke University); Bridget Jeffery (Serithi Project); Brian Forsythe (Yale University)

Introduction

As the HIV epidemic ravages the developing world, it has become increasingly evident that novel and culturally relevant intervention strategies be explored. Sub-Saharan Africa is the most severely affected by the epidemic, with an estimated 70% of all HIV infections. In addition, women are increasingly bearing the brunt of the HIV epidemic (Gross, 2004), and in South Africa, for example, an estimated 13,3% of women and 30.2% of pregnant women are infected with HIV (The South African National HIV Prevalence, HIV Incidence, Behaviour and Communication Survey, 2005). Research in South Africa has also shown that HIV-infected women have a greater need for psychosocial support than their male counterparts (Olley et al., 2003). 

Despite this dire need for psychosocial intervention, research in sub-Saharan Africa to date has tended towards a focus on mainly the prevention and treatment of HIV, neglecting the development of psychosocial support for those infected (Amon, 2002; Skinner & Mfecane, 2004). In this study, therefore, a structured support group programme was developed to meet the specific needs of pregnant HIV-infected women in South Africa. The intervention was then assessed in terms of various psychosocial variables, in an attempt to improve the understanding of the impact of the intervention. Two hypothesis were proposed for the study:

· Pregnant HIV-positive women participating in support groups will experience a statistically significant decrease in their depression scores, level of felt personal stigma, perceived community stigma and negative coping in relation to a control group.
· Pregnant HIV-positive women participating in support groups will experience a statistically significant increase in their self-esteem scores, positive ways of coping, support, level of disclosure and level of HIV-related knowledge in relation to a control group.  
Methods

Recruitment of participants: Pregnant HIV-infected women were recruited through the Serithi Project
, from four different Voluntary Counselling and Testing (VCT) clinics in two townships in Tshwane (Pretoria). Both communities are predominantly black Sepedi speaking, of a below average socio-economic status. Once recruited to the Serithi Project, these women were invited to take part in the support group intervention, which consisted of ten structured sessions, addressing various HIV-related topics. 

Intervention: An action research approach (Walker, 1998) was utilised in the development of the structured programme for the support group intervention, with the intention of ensuring that the specific needs of the women would be incorporated into the structure. The action research process, and development of the structured group programme are discussed in Visser et al. (2005). Sessions were semi-structured so as to encourage group participation and experiential learning through games, role-plays, exercises, story telling, case studies and the sharing of experiences, feelings and ideas. Following the development of the program, and the compilation of a facilitator manual, implementation of the intervention commenced. The manual gives detailed descriptions of each session, consisting of a session outline, explanations of exercises, conversation points that should be covered during each session, and background information on each session for the facilitator.  A preparation guideline for each session is also included, as well as lists of materials that will be needed. The focus of each of the ten sessions is displayed below:

Week 1: Introduction and Orientation






Week 2: HIV and access to Treatment





Week 3: HIV, Pregnancy and Birth






Week 4: The Emotional Experience of having HIV




Week 5: The Emotional Experience of having HIV (continued)


Week 6: HIV, Disclosure and Stigma






Week 7: Coping, Problem Solving, and Stress Management


Week 8: HIV and Relationships







Week 9: HIV in the household, Human Rights and Stigma


Week 10: Life Planning and Goal Setting


Facilitation: The groups were facilitated by psychology Masters students from the University of Pretoria and an HIV-positive woman from the Serithi project. It was felt that having an HIV-positive co-facilitator would eradicate any language and cultural issues, and would also provide a “role-model” for the group members, and present them with a positive view of the virus. In preparation for the intervention, six Masters students and four experienced HIV-positive women (two from each township) took part in a comprehensive training workshop. This workshop was split into four separate themes, namely: HIV and AIDS knowledge, counselling and group facilitation skills training, training on how to implement the sessions, and finally, the ethics involved in working with HIV-positive women in a group setting and in research.   Following the training on these four themes, the facilitators then took part in role-play group sessions.   

Data collection: All participants in the Serithi Project took part in an initial individual interview, while still pregnant, conducted by a trained research assistant in each woman’s mother tongue. This interview lasted between one and two hours, and included questions on the woman’s health, demographics, her financial situation, her reaction to receiving her HIV-positive results, the disclosure of her status, and various psychological measures, with the aim of gaining a better understanding of her experiences of living with HIV. A follow-up interview was then conducted approximately 3 months after the birth of their baby. Data from these two interviews were used to assess the impact of the intervention, by comparing results of participants that took part in the intervention, with those who did not. The variables included in the analysis were levels of depression, self-esteem, coping, social support, disclosure, personal stigma, perceived community stigma and coping. The scales that were used included the Centre for Epidemiologic Studies Depression scale (CES-D, Radloff, 1977), the Rosenberg (1979) Self-esteem Scale (RSE), an adaptation of the brief version of the COPE inventory (Carver, Scheier & Weintraub, 1989), an adaptation of the Multidimensional Social Support Inventory (MSSI) (Bauman & Weiss, 1995), and an adaptation of a stigma questionnaire designed by Westbrook & Bauman (1996). 

Evaluation: A quasi-experimental design was used for this study, which historically dominates evaluation strategy (Trochim, 2001). Summative evaluation has been employed to measure the effects or outcomes of the intervention. Participants who took part in the support group intervention (intervention-group) and participants who did not take part in the intervention (control-group) were interviewed after recruitment during pregnancy (pre-test), and when their babies were 3-months old (post-test). Results were compared at the post-test to assess the impact, but also at the pre-test, so as to recognises any sample bias.

Results
Sample: Over a period of 18 months, 361 women were recruited, of whom 144 (40%) agreed to participate in the groups, with the remaining 217 (60%) women declining the invitation. Nineteen women (13%) who took part in the intervention were lost to follow-up, leaving 125 to be included in the analysis (Intervention Group). 
In addition, of the pregnant HIV-positive women who declined the invitation to take part in the intervention, 
72 (33%) were lost to follow-up, leaving 145 to be included in the analysis (Control Group). 
There were 15 support groups implemented during this time (+-10 participants per group).   

Demographics: The mean age of the participants in this study was 27.08. The majority of the participants were Sepedi speaking (n=117, 44.3%), had attended high school (n=206, 78%), and were single (n=217, 82.2%). In terms of their living conditions, less than a quarter (n=60, 22.7%) of the women have piped water inside their houses, almost half (n=118, 44.7%) have materials other than brick for the walls of their homes, and just less than three-quarters (n=192, 72.7%) have flushing toilets. In addition, almost three-quarters (n=191, 72.3%) of the women were not working at the time of the study. The mean per capita income was R383.07 per month.    

Pre-intervention Analysis: So as to recognise any sample bias, a pre-intervention analysis was conducted to examine differences between the intervention group and control group at baseline (Data from the initial interview). Significant differences were noted between the groups in terms of regular income (p=0.04), with a significantly fewer number of women from the intervention group working. This was expected, as un-employed women are understandably more available to take part in such interventions. In addition, the intervention group showed significantly higher active coping scores (p=0.039), and disclosure rates (0.025), compared to the control group. Active coping and disclosure are both expected traits of individuals who would take part in such interventions, and so these results we also expected.

Post-intervention Analysis: In terms of the post-intervention analysis, a number of significant differences were found between the intervention group and the control group, suggesting a definite positive impact associated with the involvement in the support group program. The intervention group showed significantly higher positive coping (p < 0.05), self-esteem (p < 0.05), levels of positive support (p < 0.05) and HIV-related support (p < 0.01), and disclosure (p < 0.01), compared to the control group.  The intervention group also showed significantly lower levels of negative support (p < 0.05). Further analysis is underway, specifically regarding levels of depression.

Conclusion
It was concluded that support groups can be effective in assisting HIV-positive women in their journey toward psychosocial adjustment to their HIV infection. It is important, however, that interventions aimed at HIV-positive individuals in South Africa should be developed to fit the specific needs of the target group. 

SESSION 4: PAPER 1
NEONATAL DEATHS: DO THEY (WE) COUNT?

Dr ME Patrick, Dr CR Stephen

Grey’s Hospital, Pietermaritzburg, University of KwaZulu-Natal

Background
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The neonatal population forms the largest age group in any county’s population pyramid. Despite this, little time is spent in nursing colleges and medical schools on neonatology, the quality of neonatal care provided in health services is often suboptimal, demographic and health information for this age group is often poor and the least resources (beds, equipment, nurses, doctors etc.) are allocated to them. South Africa is no exception.

An assessment of the well-being of the neonatal population can be made by looking at many indicators, three of which include:
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The health profile of the neonatal population, and

3. The quality of care that the neonatal population receives.

This paper addresses what is known with regard to these indicators, what is not known, and what possible ways can be used to strengthen information on neonatal wellbeing. It is only with good-quality information that appropriate interventions can be devised and targeted for improving quality of neonatal care, and thereby decrease neonatal morbidity and mortality.

Definitions

The Perinatal Problem Identification Programme (PPIP) and the Child Healthcare Problem Identification Programme (Child PIP) projects both look at neonatal mortality, and provide information on the health profile of the babies who die, as well as on the quality of care they received. The relevant definitions are:

Perinatal period

· 22 completed weeks to 7 completed postnatal days

Perinatal mortality rate (PNMR)

· Foetal and early neonatal deaths per 1000 births

Neonatal period

· Early – birth to 7 completed days

· Late – day to 28 completed days

Neonatal mortality rate (NMR)

· Neonatal (early) deaths per 1000 live births

 Importantly, the PNMR does not include late neonatal deaths. However, PPIP can include late neonatal deaths in PNMR, and Child PIP audits early and late neonatal deaths occurring in children’s wards, but cannot generate a PNMR.

Neonatal deaths in the context of overall child mortality
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The global burden of childhood deaths is born predominantly by Sub-Saharan Africa.

If cause-specific under-five mortality is assessed, neonatal causes account for about 36% of under-five deaths. The neonatal mortality (NMR) rates in Sub-Saharan Africa and for Eastern and Southern Africa are 44 and 40 per 1000 deliveries respectively. In industrialised countries the NMR is 4 per 1000 deliveries.  (The State of The World’s Children: UNICEF 2008). Africa, while having 11% of the world’s population, has 25 % of the world’s neonatal deaths.
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The Millennium Development Goal 4 targets the under-five mortality rate for reduction by two-thirds. As a continent, Africa’s under-five mortality rate has reduced from about 180 per 1000 live births in 1990, to around 160 currently, and the target is 62. The neonatal mortality rate for Africa is currently about 40 per 1000 live births, and so contributes about one-quarter of the under-five rate.  In South Africa, since 1990, the under-five mortality rate is actually increasing, the current estimate being about 70 per 100 live births. The neonatal mortality rate appears to be static at around 20 per 1000 live births, according to the World Health Organisation (WHO). PPIP data provide a neonatal (early and late) mortality rate of 9.5 per 1000 live births.

WHO (2006) estimates that there are 22 000 neonatal deaths in South Africa per year. PPIP audits about    7 000 neonatal deaths per year, and Child PIP audited only 100 in 2006. There are very little or no data on 15 000 neonatal deaths per year.

Improving neonatal death data
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Various pathways can be followed to a neonatal death. Understanding these enables an understanding of the challenges faced in comprehensively collecting neonatal death data. A neonate may die in the nursery, without having left the institution of birth, or at home, having been born there, or after discharge from a nursery, or in a children’s ward, or in a nursery having been re-admitted. Whether or not data is collected, or the nature of the data collected for neonatal deaths, depends on the place and timing of the death.

PPIP and Child PIP provide important neonatal mortality information. Cause of death information differs substantially between Child PIP and PPIP, reflecting the expected difference in disease profile of babies re-admitted after going home healthy, with their neonatal problems resolved.

PPIP provides information on perinatal quality of care by looking at avoidable factors occurring during antenatal, intrapartum, and neonatal care. Child PIP cannot as yet provide modifiable factor data for this specific age group, but this will be possible in the next software version.

What is lacking in particular, are accurate perinatal and neonatal mortality rates.

Conclusion and recommendations

PPIP provides data for:

· PNMR

· NMR

· Cause of death

· Quality of PERINATAL care (avoidable factors)

Child PIP provides data for:

· In-hospital mortality rate (age-specific mortality rates)

· Cause of death

· Quality of PAEDIATRIC care (modifiable factors)

In order to improve quality of neonatal death data, it is important to capture as many neonatal deaths as possible. From a PPIP and Child PIP perspective, for neonates (0-28 days) dying in hospital this means:

· Those dying in the nursery should be captured in PPIP

· Those dying in children’s wards should be captured in both Child PIP and PPIP. There will be no ‘rate’ duplication as the denominators are different in the two programmes. By entering neonatal deaths in both systems, information will be strengthened both with regard to rates, and with regard to quality of perinatal and paediatric care.

For babies dying at home, there remains a huge information gap, and a challenge to public health experts is to improve information on this large and relatively unaccounted-for group of children.

SESSION 4: PAPER 2
ARE WE SYSTEMATICALLY UNDERESTIMATING THE NUMBERS OF NEONATAL DEATHS IN OUR INSTITUTIONS?

NF Moran

Mahatma Gandhi Memorial Hospital

KZN

Introduction

According to the latest (fifth) perinatal care survey of South Africa (Saving Babies report 2007), the neonatal mortality rate as determined from data collected by the PPIP (Perinatal Problem Identification Programme) is 9.5 per 1000 live births (birth weight ≥ 1000g)1. Most PPIP sites are hospitals and it is acknowledged that the PPIP data is predominantly institution-based, rather than population-based. Another system for collecting institutional data on neonatal mortality rates in South Africa is the District Health Information System (DHIS)1. This is the Department of Health’s system for collecting health care indicators from all state-run health care institutions in the country. Institutions have a dedicated Facility Information Officer who enters the institution’s statistics into the database and forwards the information to the District Office on a monthly basis. Neonatal mortality statistics are included in the data collected by the DHIS.

It is assumed that PPIP data captures neonatal deaths that occur in the labour ward, operating theatre (at the time of caesarean section), in the neonatal nursery, and in the post-natal ward. However, it seems likely that at most PPIP sites, neonatal deaths which occur in the paediatric wards are not being captured in the PPIP database. The Child Healthcare Problem Identification Programme (Child PIP) data from 2006 has found that 5% of all deaths in the paediatric wards in South Africa are neonatal deaths (personal communication, Dr. C.R. Stephen). This suggests that the perinatal care surveys of South Africa may have hitherto systematically been underestimating the true neonatal mortality rate at South African institutions by excluding neonates who are admitted to the paediatric wards days or weeks after birth, and who then die in the paediatric wards within the neonatal period.

Mahatma Gandhi Memorial Hospital (MGMH) in KZN is one of the few hospitals in South Africa which has been collecting both PPIP and Child PIP data for a few years. However, neonatal deaths occurring in the paediatric wards have not been entered into PPIP. MGMH is therefore an appropriate site to assess the extent to which neonatal deaths have been underestimated by PPIP due to exclusion of the neonatal deaths in the paediatric ward. 

The purpose of this study was firstly to analyse the neonatal deaths in the paediatric ward at MGMH, as recorded by the Child PIP, and, where relevant, to incorporate these deaths into the PPIP database. The extent to which PPIP has been underestimating the neonatal death rate could then be determined. Any impact on the relative importance of different causes of the neonatal deaths could also be determined.

Secondly, the neonatal death data for MGMH, as recorded in the DHIS, would be analysed and compared to the neonatal death data obtained from the PPIP and Child PIP, so as to assess the accuracy of the DHIS data. 

Methods

Complete PPIP and Child PIP data was available for the period January 2006 to June 2007. The neonatal mortality rate and causes of neonatal mortality were determined for this time period according to the PPIP database. The PPIP database at MGMH only includes information about babies born at the hospital. Live babies born at the hospital therefore form the denominator in calculating the neonatal mortality rate. Babies born elsewhere, but dying at the hospital are not included in the database. 

The Child PIP database at MGMH includes all deaths occurring in the paediatric ward, as well as child deaths occurring in the casualty department. It does not include deaths in the neonatal nursery. The Child PIP database was used to identify all cases of neonatal death (within 28 days of birth) for babies born within the Jan 2006 to Jun 2007 period. Causes of the deaths were also identified from Child PIP. Paediatric ward admission registers were examined and case notes were retrieved and examined to determine the identity of the mother. In cases where the case notes did not provide adequate information, labour ward registers were examined to determine if the baby had been born at the hospital or not. In cases where the baby had been born in the hospital the details of the neonatal death were added to the PPIP database. The extent to which PPIP had initially underestimated the NNMR could then be determined as could any change in the statistics for causes of deaths.

The DHIS statistics for neonatal deaths at MGMH for the period Jan 2006-June 2007 were obtained from the Facility Information Officer (FIO). These statistics were immediately available on the FIO’s computer and these were the statistics which had been forwarded to the District Office at the relevant time.

Results

Child PIP data

From January 2006 to June 2007, there were 221 deaths in the paediatric ward or casualty department. Of these, 14 were entered into Child PIP as neonatal deaths. However, after examining the ward admission registers and the case notes, it was found that 4 of these cases had been wrongly entered as neonatal deaths (they in fact died beyond the neonatal period), while in one case the neonate had been born in December 2005 and died in January 2006. These 5 cases were excluded from the analysis. Deaths in July 2007 were also checked in case there was any neonatal death of a baby who had been born in June 2007. There were none. This left a total of 9 babies born between January 2006 and June 2007, who subsequently suffered a neonatal death in the paediatric ward. These 9 neonatal deaths accounted for 4% of the deaths in the paediatric ward over that time period.

Of these 9 neonatal deaths, 5 were born at MGMH, 2 at local clinics which refer to MGMH, and for the 2 others documentation of the place of birth could not be found, but it is unlikely that they were born at MGMH as there was no record of the birth in the hospital birth register. 

Regarding these 9 neonatal deaths: age range at death: 4 – 24 days; birth weight range: 2.1kg – 3.7kg; causes: all 9 deaths were from sepsis; HIV exposure: 8 HIV–exposed, 1 not exposed; feeding: 5 formula, 1 breast, 1 mixed, 2 unknown

PPIP data analysis (Jan 2006 to June 2007)
10,301 live births at MGMH (≥500g)

173 neonatal deaths

Neonatal mortality rate: 16.8 per 1000 live births

10,212 live births at MGMH (≥1000g)

95 neonatal deaths

Neonatal mortality rate: 9.3 per 1000 live births

Top 3 final causes of neonatal death (≥1000g)

1. asphyxia
44 (46%)

2. immaturity
18 (19%)

3. infection
13 (14%)

Combining PPIP and Child PIP data

As all the neonatal deaths found on the Child PIP database had birthweight over 1kg, combined analysis of PPIP and Child PIP neonatal deaths was done only for births ≥1000g:

5 out of 100 (5%) hospital-born neonatal deaths (≥1000g) were missed by PPIP. Of these 100, 5 (28%) of the 18 neonatal deaths due to infection were missed by PPIP.

Corrected statistics:

10,212 live births at MGMH (≥1000g)

100 neonatal deaths

Neonatal mortality rate: 9.8 per 1000 live births

Top 3 final causes of neonatal death (≥1000g)

1. asphyxia
44 (44%)

2. immaturity
18 (18%)

infection
18 (18%)

DHIS neonatal data (January 2006- June 2007)

Number of neonatal deaths at MGMH (≥500g): 1

Number of neonatal deaths at MGMH (≥1000g): 0

Investigation into why the DHIS was missing almost all neonatal deaths at MGMH suggested that one of the main reasons was the format of the DHIS data capture sheets collected from every ward on a daily basis. It was found that only the labour ward data capture sheet had a format for collecting neonatal death data in the different birth weight categories. Thus neonatal deaths occurring anywhere else were being systematically excluded.

Conclusion

This study confirmed that the numbers of neonatal deaths at MGMH have been systematically underestimated. The extent of the underestimation was modest in the case of PPIP (5% for deaths ≥1000g), and was due to exclusion of neonatal deaths in the paediatric ward. When looking only at neonatal deaths due to neonatal infection, the underestimation was greater (28%). It is likely that the same type of underestimation is occurring at many PPIP sites around the country, which would imply that infection is a more important cause of neonatal death than the Perinatal Care Surveys of South Africa have hitherto suggested.

There may be other factors which lead to PPIP data underestimating the numbers of neonatal deaths in our institutions, but these were not investigated in this study.

In the case of the DHIS, the underestimation of neonatal deaths was almost total. All 100 neonatal deaths ≥1000g were missed. It is not known whether the same problem is present to this degree elsewhere, but it is likely that the same type of problem identified in the DHIS data collection process at MGMH may be present in many other institutions. This is a concern as DHIS data is the institution’s official health care data, upon which health care priorities and policies may be based.

Solutions

1. PPIP data should routinely include neonatal deaths from paediatric wards. This would be easy to achieve in any institution which is also conducting Child PIP.

2. There should be routine feedback of DHIS data at institutional level from the Facility Information Officer to the maternity and neonatal clinicians, so that major problems in the data can be identified, and flaws in the data collection process addressed.

SESSION 4: PAPER 3
MORTALITY RATES FOR A MODEL MATERNAL AND CHILD HEALTH CARE SYSTEM IN MPUMALANGA

Elmarie Malek1 and Sophie La Vincente2,3, 1Department of Paediatrics, University of Pretoria at Witbank Hospital, South Africa; 2Centre for 2Centre for International Child Health, University of Melbourne; 3National Centre for Epidemiology and Population Health, Australian National University 2Centre for International Child Health, University of Melbourne; 3National Centre for Epidemiology and Population Health, Australian National University

Introduction

Reducing mortality and improving quality of health care for newborns at provincial health facilities is one of the objectives of a collaborative project to develop a model Integrated Maternal and Child Health Care service in Mpumalanga Province, towards achievement of MDG 4 for the reduction of childhood mortality. This requires tracking of hospital neonatal mortality rates as a key indicator. In Mpumalanga province, crude hospital neonatal rates are being monitored using routine PPIP data. PPIP data provides a baseline for neonatal mortality and can be used to assess inter- and intra-hospital variability in neonatal mortality. However, to compare mortality rates over time or between hospitals, it is necessary to consider the case mix in each hospital. The case mix will be different between hospitals, but also within a hospital over time. Standardising adjusts for the confounding effects of case mix on mortality.  This enables more valid comparison of mortality between and within hospitals over time. 
· This epidemiological method is utilized in many countries but has not 

yet routinely been applied to PPIP data in South Africa 

Methods

Standardisation of neonatal mortality rates against birth weight for improved comparisons at and between hospitals was applied to PPIP data collected in Mpumalanga from 2003-2006. Data was summarised for each hospital individually and comparatively, and separate reports for each hospital have been generated.    

Results 

Baseline standardised mortality rates for hospital neonatal deaths have been established. 

A comprehensive report has been generated, describing hospital neonatal mortality and stillbirths (both crude and standardised) at all Mpumalanga Provincial hospitals collecting PPIP data between 2003-2006, as well as individual hospital summary reports.

Next steps

1. Introduction of the hospital neonatal mortality summary reports to hospital staff and district management teams in Mpumalanga as part of a collaborative project to establish a model Integrated Maternal and Child Health Care System (MACH). The neonatal component of this project includes the following components:

· orientation workshops with hospital staff and managers to raise awareness about hospital neonatal deaths at using PPIP data summary reports,

· assessment of progress towards establishing recommendations from the Saving Babies reports, with activities such as conducting hospital visits and hospital teams completing a situational analysis and action plan for newborn care,

· providing training on the use of a newborn admission record, neonatal care guidelines and care tools, 

· part-time project coordinator(s( to support teams

2. Explore the expansion of the hospital neonatal mortality summary sheets to include maternal and child mortality rates with the aim of developing an integrated sub-district project site fact sheet 

3. Pursue the routine application and inclusion of standardised neonatal mortality rates into District and Provincial PPIP reports in Mpumalanga.
SESSION 4: PAPER 4

EARLY ONSET NEONATAL SEIZURES INDICATE THE QUALITY OF PERINATAL CARE

Zandisile M. Nazo, Alexis Cejas, Nontombi Matafeni and David Buso. 

Neonatal Division, Department of Paediatrics and Child Health, Faculty of Medicine, Walter Sisulu University, Mthatha.

Introduction
Research evidence exists that relates early onset neonatal seizures (EONS) with perinatal risk factors.  We undertook the study with the following objectives

· To investigate the rate of occurrence of EONS and hypoxic ischaemic encephalopathy (HIE)

· Examine the intrapartum monitoring of deliveries associated with EONS

· To identify risk factors for EONS

Methods
A retrospective, descriptive, cross-sectional case control study was used to fulfill the objectives of the study.  Among a cohort of 621 term neonates with a birth weight equal to and greater than 2,5 kilograms admitted, between May 2004 and April 2005, to the neonatal unit of Nelson Mandela Academic Hospital, 190 neonates had EONS.  From these cases 62 were randomly selected, studied, analyzed and compared to 60 matched controls.  The selected 62 cases were further grouped into 27 survivors and 35 non-survivors.

Results
The incidence of EONS was 23.3 per 1000 live births.  The rate of occurrence of EONS among the cohort of term neonates admitted to the neonatal unit was 30.6%.  The rate of EONS among early neonatal deaths was 60%.  Sixty nine percent of the selected cases met our criteria for HIE.  Using Sarnat and Sarnat HIE classification 72% of neonates had grade II and 28% had grade III.  Partogram was only used in 30.6% of cases and in all was incorrectly done and applied .  Cardiotocogram was used in only 22.6% of cases.  A 5 min Apgar score equal to or of less than 6 and meconium staining of the neonates were significant risk factors for EONS and early neonatal deaths.

Conclusion
The incidence of EONS and the rate of HIE are very high.  In our institution EONS are associated with high mortality and morbidity.  Intrapartum monitoring is not used as it should.  A combination of 5 min Apgar  score = or< 6 and meconium staining of the neonate can be used to predict EONS and early neonatal death.

SESSION 4: PAPER 5
EARLY EXPERIENCE WITH THE USE OF THE AMPLITUDE INTEGRATED ENCEPHALOGRAPHY (aEEG)

F Nakwa, S Velaphi

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

Introduction

The amplitude integrated electroencephalography (aEEG) is a tool used to monitor electrocortical activity. It aids in the diagnosis of seizures and assists with the prediction of outcome in neonates with asphyxia. It has been used to identify neonates who might benefit from early intervention in clinical trials. The apparatus consists of biparietal electrodes on either side that give a single tracing that is filtered, compressed and processed into a tracing at 6cm/hr. The diagnosis of abnormal electrocortical activity and seizures is based on changes in the background pattern of aEEG (see Figures 1). In our hospital we have recently acquired an aEEG and have used it in a few patients. The aim of this study was to describe findings of aEEG in patients who were monitored with aEEG for electrocortical acitivity or seizures. 

Method

This was a retrospective review of records of patients who were put on amplitude in our neonatal unit from March 2007 to November 2007. Patients were put on aEEG mainly for two reasons, firstly to assess the severity of brain damage in those who were encephalopathic by looking at electrocortical activity and secondly to confirm seizures in those who were suspected or diagnosed with clinical seizures. The patients were divided into groups based on the indications for monitoring i.e. clinical seizures or encephalopathy. The background changes and seizure activity were recorded and described for both the group of patients who had encephalopathy and those who had clinical seizures. 

Figure 1: Description of different patterns of aEEG

a. Continuous normal voltage (Normal aEEG) 

Upper part of the tracing (broad band) is >10 and the lower part of the tracing is > 5mV


[image: image1]
b. Discontinuous normal voltage (Moderately Suppressed)
Upper part of the tracing (broad band) is >10 and the lower part of the tracing is <5mV


[image: image2]
c. Burst Suppression (Abnormal)

Upper part of the tracing (broad band) is >5 and the lower part of the tracing is <5mV, interspersed with bursts >25mV


[image: image3]
d. Continuous low voltage (Abnormal)

Both upper part and lower part of the tracing (broad band) are <5 mV; raw EEG shows low amplitude background. 


[image: image4]
e. Isoelectric tracing (Abnormal)

Both Upper and Lower amplitude <5mV; raw EEG – inactive background
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Results

A total of 55 patients were monitored between March 2007 and November 2007. Forty-five patient records were retrieved and analyzed. Forty (72%) patients were placed on the monitor because they were suspected or confirmed to have clinical seizures, 8 (15%) were placed mainly because they had neonatal encephalopathy and in 7 (13%) patients the reason for being placed on aEEG was not stated. The common cause of encephalopathy and seizures was prenatal asphyxia as shown by the relatively low Apgar scores and abnormal blood gases shown in Table 1. 

TABLE 1
BLOOD GAS PARAMETERS OF PATIENTS WHO WERE MONITORED WITH AEEG  

	Blood gas parameters
	Median (Range)

	pH (n=40)
	7.1 (6.,6-7,3)

	Base excess (n=40)
	-17,7 (25-30,3)

	Lactate (n=18)
	14,5 (1,8-18)

	pO2 mmHg (n=36)
	102 (30,4-432)

	pCO2 mmHg (n=36)
	42,1 (14,4-96,7)

	Median  1 min Apgar score  
	4 (0-9)

	Median 5 min Apgar score
	6 (0-10)


Sixty two percent of patients required bag mask ventilation as part of the initial resuscitation and 31 % needed to be intubated. Patients were monitored for a median time of 30 hours; with 82 % monitored for less than 48 hours. The recommended time of monitoring is 48-72 hours. Of those that had clinical seizures, 7% had a normal tracing; whilst 28% and 65% had a moderately suppressed tracing and a suppressed tracing respectively. Eighty-seven percent in the encephalopathic group had a suppressed tracing and 13% a moderately abnormal tracing Table 2. Electrical seizures were detected in 48% of those with clinical seizures and 52% had no seizures. In the encephalopathic group seizures were not detected in 75% of patients (Table 3).

TABLE 2
BACKGROUND AEEG FINDINGS IN THE FIRST 6 HOURS OF MONITORING IN BOTH GROUPS

	
	Clinical  Seizures       (n= 40)
	Encephalopathic 

(n = 8)

	Normal
	3 (7%)
	0

	Moderately Abnormal
	11 (28%)
	1 (13%)

	Suppressed
	26 (65%)
	7 (87%)


TABLE 3
PRESENCE OF ELECTRICAL SEIZURES IN PATIENTS WITH CLINICAL SEIZURES AND THOSE WITH ENCEPHALOPATHY

	
	Clinical seizures (n=40)
	Encephalopathic (n=8)

	Electrical seizures
	19 (48%)
	2 (25%)

	No electrical seizures
	21 (52%)
	6 (75%)


Conclusion:

Fifty two percent of patients with clinical seizures did not have electrical seizures. The reasons for this discrepancy could be due to a delay in placing the  neonate on the monitor after diagnosing clinical seizures and therefore the infant was given anticonvulsants prior to placing on the monitor and aborted the seizure or patients were misdiagnosed as having clinical seizures when did not actual have seizures. Twenty five percent of infants with encephalopathy but no clinical seizures were detected to have electrical seizures.  Therefore the aEEG assisted us with both making or confirming the diagnosis of seizures and excluding seizures in those who were suspected to have clinical seizures. 

SESSION 4: PAPER 6
MECONIUM ASPIRATION SYNDROME REQUIRING ASSISTED VENTILATION: PERSPECTIVE IN A SETTING WITH LIMITED-RESOURCES   

A Van Kwawegen, S Velaphi
Division of Neonatology, Department of Paediatrics, Chris Hani Baragwanath Hospital and the University of the Witwatersrand

Introduction

Meconium aspiration syndrome (MAS) is associated with significant morbidity and mortality. Complications associated with MAS include interstitial emphysema, pneumothorax, pneumonia and persistent pulmonary hypertension of the newborn (PPHN). Mortality rates have decreased, with some countries reporting mortality rates of less than 15% 1. This has been explained by reduction in births at more than 41 weeks gestation, more frequent diagnosis of non-reassuring fetal heart rate patterns2 and the use of adjunct respiratory therapies like exogenous surfactant, nitric oxide and high frequency ventilation3. Most of these reports come from developed countries. Developing countries have several limitations, e.g. poor monitoring during labour and lack of adjunct therapies, as well as difficulty in acquiring a chest x-ray (CXR) to make the diagnosis of MAS. Therefore patients might have a worse outcome compared to those from developed countries. The aim of this study was to describe characteristics, management, and outcome of neonates with MAS requiring mechanical ventilation in a setting where resources are limited. 

Methods

We conducted a retrospective record review in the neonatal unit at Chris Hani Baragwanath hospital between January 2004-December 2006. Infants with severe MAS, defined as having a history of meconium stained amniotic fluid (MSAF), the need for mechanical ventilation4 and a CXR consistent with MAS, who weighed > 2000g were identified from neonatal intensive care unit (NICU) records. Maternal and infant hospital records were reviewed. Data collected included infant demographics, ventilatory requirements, therapy given and outcomes. Comparison between survivors and non-survivors was performed using Chi-square or Fisher exact test for categorical variables and Student t-test for continuous variables.  Permission to conduct the study was received from the University of the Witwatersrand Human Research Ethics Committee.

Results

2157 infants required mechanical ventilation between January 2004 to December 2006; 800 weighed (2000 grams. 143 had a diagnosis of MAS or had an abnormal CXR with changes suggestive of MAS. 55 patients were excluded either due to an absence of history of MSAF, incomplete hospital records, CXR not found or no comment regarding CXR findings. Eighty-eight patients had complete records with a history of MSAF in the mother’s or infant’s hospital file, changes on CXR and were ventilated and therefore were included in the study. Characteristics of infants with MAS are shown in Table 1. Seventy seven percent of infants who had electronic monitoring had abnormal cardiotocograph (CTG), and 51% had no electronic monitoring. Thirty one percent were born at more than or equal to 41 weeks. Complications and outcomes are shown in Table 2.  Mortality was 48% in infants who developed PPHN compared to 13% in those who did not develop PPHN. Factors associated with mortality were female gender (p=0.046), maximum peak inspiratory pressure (p<0.001), development of pneumothoraces (p<0.001) and PPHN (p=0.001) (Table 3). Most of the deaths occurred early during their NICU stay. The use of exogenous surfactant, high frequency oscillatory ventilation and nitric oxide was low at 14%, 32% and 6% respectively. 
TABLE 1
CHARACTERISTICS OF INFANTS WITH MAS REQUIRING MECHANICAL INFANTS


Number (%)


Birth Weight (grams)







3080 (2100 – 4330)*

Gestational age by Dates

≤37 weeks







8 (9) 

38 – 40 weeks







39 (44)

≥ 41 weeks







27 (31)

Not recorded







14 (16)

1 minute Apgar Score








6 (1 – 9)*

<5









19 (21)

(5









64 (73)

Not recorded








5 (  6)

5 minute Apgar Score








8 (3 – 10)*

<7









21 (24)

(7









54 (61)

Not recorded








13 (15)

Required Resuscitation

No









50 (57)

Yes









38 (43)

- Bag Mask Ventilation






38 (43)

- Bag Mask Ventilation + Chest Compression



  1 (  1)

- Above + Adrenalin







  0

Intubated and suctioned for meconium





20/38 (53)

Mother monitored with CTG

Yes with abnormalities






33 (38%) 

Yes with no abnormalities






10 (11%)

No









45 (51%)

Consistency of Meconium

Thick









47 (53)

Thin









 6 (7)

Unrecorded








35 (40)


* - Median (Range)

TABLE 2
COMPLICATIONS, DURATION OF STAY IN NICU AND OUTCOME OF PATIENTS WITH MAS REQUIRING MECHANICAL VENTILATION (N =88).

                                        

Number (%)

  Complications

    - Pneumothorax




21 (24)

    - Persistent Pulmonary Hypertension

50 (57)

Median duration of stay in NICU (days)

 4 (1-31)*

     -      ( 3 days




33 (38)

     -    4 – 7 days




35 (40)

     -    8 – 14 days




10 (11)

     -     > 14 days




10 (11)

Outcome among all patients (n= 88) 

     -  Died





29 (33)

     -  Survived





59 (67)

Outcome among those without PPHN (n =38)

     - Died





  5 (13)

     - Survived





33 (87)

Outcome among those with PPHN (n = 50)

    - Died





24 (48)

    - Survived





26 (52)   
 * - Median (Range)

TABLE 3
COMPARISON BETWEEN SURVIVORS AND NON-SURVIVORS

Non-Survivors
Survivors

p-value

       (n=29)

 (n=59)

Characteristics

  - Mean birth weight



2976 ±  546

3128 ± 429

0.157

  - Gestational age



   40 (32 - 43)

   40 (35 – 43)

0.843

  - Apgar score at 1 minute


     6 (1 - 9)

     7 (2 - 9)

0.582

  - Apgar score at 5 minutes


     8 (3 – 10)

     8 (4 - 10)

0.360

  - Requiring resuscitation at birth

38%


46%


0.640

  - Intubated for suctioning at birth

10/11 (91%)

16/ 27 (59%)

0.121 

Peak Pressure required on admission*
26 (25 – 29)

25 (25 – 29)

0.070

Oxygen index on admission

15.6 (8.1-21.7)
12.2 (7.6-18.5)
0.183

 Patients at different levels of admission OIs





0.413

  - Number of patients with OI < 10

8 (28%)

24 (41%)

  - Number of patients with OI 10-20

11 (38%)

21 (35%)

  - Number of patients with OI >20

10 (34%)

14 (24%)

Median Maximum Peak Pressure*
32 (30 - 35)

28 (25 – 32)

<0.001

Complications

  - Pneumothorax



15 (52%)

6 (10%)

<0.001

  - Persistent pulmonary hypertension
24 (83%)

26 (44%)

0.001

Duration of stay in NICU


2 (1-12)

10 (2-25)

<0.001


· - Median (25th – 75th percentile)

Conclusion

About a third of patients who had severe MAS were born to mothers who were postdates and about half of them were not monitored electronically. These may have contributed to these patients developing severe MAS. Development of PPHN was associated with high mortality. The limited use of adjuvant therapy may have contributed to high mortality in infants with severe MAS.  Reducing patients who deliver post-term, monitoring during labour and appropriate neonatal care might improve incidence of MAS and those requiring ventilation and therefore less strain on already limited resources.

SESSION 5: PAPER 1
WORSENING OF PERINATAL OUTCOMES AFTER COMMISSIONING OF A NEW TEACHING HOSPITAL, PRETORIA ACADEMIC HOSPITAL

Bomela HN, de Witt TW, Wittenberg DF, Macdonald AP, Mashigo GM

Introduction

A new hospital building was commissioned in early 2006. The new hospital was designed to cater entirely for tertiary referrals for obstetrics and neonatal care. A much bigger neonatal intensive and high care unit has been built for a total of 27 beds of which 6 are acute neonatal intensive care unit (NICU) beds.  Routine deliveries are now to take place in the old hospital, re-commissioned as the Tshwane District Hospital (TDH). We take referrals mainly from Mamelodi and Tshwane District hospitals which have 12 “Kangaroo Care” beds i.e. 8 in Mamelodi hospital and 4 in TDH. Both hospitals have neither intensive care nor high care facilities. We have studied the impact of the new facility on the hospital’s perinatal outcomes.

Methods

Data pertaining to this hospital was extracted from the PPIP programme database and supplemented by additional in-house audit data. The statistical information was related to staffing and resources to obtain a comprehensive picture.

Results

The low birth weight rate in this hospital has reached 31.7%, the perinatal mortality rate has increased by more than 50%, and the Perinatal Care Index is showing an upward trend.  All parameters of neonatal outcome showed a sharp deterioration since opening of the new hospital compared with the previous years despite a decreasing number of deliveries.

Despite much bigger space for neonatal intensive care, the neonatal service has been continually overfilled. On average acute NICU has bed occupancy of 166% (10 instead of 6) and high care of 138% (29 instead of 21). No space has been found for a “Kangaroo Care” unit despite repeated motivations. Overcrowding has been associated with epidemic outbreaks of nosocomial infection and necrotising enterocolitis which we experienced during the course of last year.

Additional agency nurses have been made available and the majority of them without NICU care training, but the number of medical posts for neonatology has not been increased. This has caused a marked increase in workload for the three registrars rotating in NICU who not only do admissions, discharges and continued care of inpatients, but also attend to the caesarean sections and other difficult vaginal deliveries.

Conclusion

1. Rapid population growth results in a continued increase in the need for planned provision of obstetric and neonatal care.

2. A referral obstetric and neonatal service cannot exist in isolation from its feeder hospitals. It requires adequately supervised primary obstetric and neonatal care and an excellent transport system.

3. Modernisation of space and equipment without adequate medical and nursing staff leads to critical work overload and a deterioration of patient care.

4. A tertiary neonatal service must have a “Kangaroo Care” facility attached to it for early down-referral or else the large number of very small infants results in a clogging up of through-put.

SESSION 5: PAPER 2
PREGNANCY OUTCOMES AT VICTORIA PRIVATE AND MAFIKENG REGIONAL HOSPITALS IN THE NORTH WEST PROVINCE, SOUTH AFRICA

Patrick Litenye Lomalisa (Victoria Private Hospital, Mafikeng) and Debra Jackson (School of Public Health, University of the Western Cape)

Introduction

There are great disparities of pregnancy outcomes and distribution of health care providers between developed and developing countries and between groups within countries. The Third Saving Mothers report (2002-2004) showed that most maternal deaths occurred in public sector facilities and the South African Health Review (2007) revealed that during 1998/1999, 72.6% of general practitioners and 75.2% of medical specialists worked in private sector. The objective of this study is to compare the fetal and maternal outcomes in a private and a public hospital located in the same town.

Methods

Study setting

The study was conducted in the central district of the North West province in South Africa with an estimated population of 800,000 inhabitants (census, 2003). Victoria private hospital is the only private hospital that serves 100,000 inhabitants and there are 4 Obstetricians and 2 Pediatricians all South African trained specialists who are working full time. All deliveries are conducted by Obstetricians in the private sector. Mafikeng regional hospital which is the referral hospital serves 700,000 inhabitants and had no full time trained South African obstetricians or pediatric specialists. Most deliveries are conducted by the midwives and doctors are called only for complicated deliveries in public sector.

Study design
This is a retrospective analysis of all births (fetal weight >/= 500 grams) which were conducted in the two institutions from 01/03/2007 to 30/11/2007 inclusive. We analyzed the mode of delivery, perinatal outcomes (still birth and early neo-natal death rates) and maternal outcomes (maternal mortality and severe acute maternal morbidity).

A severe acute maternal morbidity is any case during pregnancy or within 42 days of its termination who was admitted to the intensive care unit (ICU) irrespective of the cause.

Results

During the review period, there were 625 births (633 babies) at Victoria private hospital and 1923 (1962 babies) at the Mafikeng regional hospital. Although there were no substantial differences with regard to the delivery by Caesarean section in both hospitals, there was less vacuum delivery in public hospital (Table 1). The analysis of indications of Caesarean section illustrated in Table 2 showed a high proportion of elective Caesarean section in the private sector. Regarding the emergencies cases, dystocia and fetal distress represented respectively 27.5% and 56.1% of indications of Caesarean section in private and public hospitals (Table 2).  There was high rate of Caesarean section due to HIV infection in private sector due to the fact that all cases of HIV infection and alive babies (40 out 42) in private sector delivered by Caesarean section.

Although, there were no significant difference concerning the still birth rate in the 2 hospitals, the early neonatal death rate of 3.7% reported in public hospital is cause of great concern (Table 3). We observed also that 7.9% of neo-natal deaths babies weighed more than 1000 grams at Mafikeng regional hospital which represented missed opportunities to reduce the high perinatal mortality reported. The analysis of causes of deaths in private sector showed that 12 were unexplained,3 due to complications of hypertension,1 to fetal abnormality,1 to IUGR,1 to infection and 1 to cord prolapse.

3 of the19 still born babies were delivered by mothers who were HIV sero-positive and only 3 of 19 still born babies were considered avoidable (HPT, cord prolapse, IUGR) in private sector.

There was no maternal death recorded and only one patient was admitted in ICU after complication of criminal abortion in the private sector. However, at Mafikeng regional hospital, there were 72 and 6 mothers who were respectively admitted to ICU and died during the audit period. The causes of maternal deaths were Eclampsia (2 cases), Post partum hemorrhage (3 cases) and HIV infection (1 case) whilst the causes of severe acute maternal morbidity were eclampsia (55 cases), post partum hemorrhage (10 cases), rupture of uterus (3 cases), complication of abortion (1 case), asthma in pregnancy (2 cases) and antepartum hemorrhage (1 case).  We did not find any case of eclampsia and there was no case of postpartum hemorrhage that necessitated admission to ICU in private sector. Further studies are needed to determine factors (e.g. skilled attendant, patient demographic profile, socio-economic status) that are contributing to the difference of pregnancy outcomes reported between the 2 institutions.
Conclusion: The care of pregnancy in a private hospital is associated with better maternal and fetal outcomes when compared to the public hospital. There is a need of restructuring the Health system in the country to address these inequities.

Table 1
Comparison of mode of delivery between the 2 hospitals

	Mode delivery
	Victoria hospital
	Mafikeng hospital
	p-value



	Caesarean section
	307 (49.1)                                     
	825(42.9)
	

	Vacuum
	114(18.2)
	5(0.3)
	<0.001

	Normal vertex
	204(32.7)
	1093(56.8)
	

	Total
	625(100)
	1923(100)
	


Table 2
Comparison of indications of Caesarean section between the 2 hospitals

	Indication of Caesarean
	Victoria hospital
	Mafikeng hospital

	Previous C/S
	103(34.6)
	111(14.4)

	Dystocia
	64(21.5)
	281(36.3)

	HIV infection
	40(13.4)
	11(1.4)

	Fetal distress
	18(6.0)
	153(19.8)

	Malpresentations
	18(6.0)
	42(5.4)

	Hypertension
	17(5.7)
	117(15.1)

	Others
	38(12.7)
	58(7.5)

	Total
	298 (100)                                                                        
	773(100)


Table 3
Comparison of perinatal indices between the 2 hospitals

	Perinatal index
	Victoria hospital
	Mafikeng hospital
	p-value

	Indices 500 g +
	
	
	

	Total babies
	633
	1962
	

	Still birth rate
	19(3.0%)
	83(4.2%)
	

	Early neonatal

death rate
	0(0.0%)
	72(3.7%)
	

	Perinatal mortality rate
	19(3.0%)
	155(7.9%)
	<0.001

	Indices 1000g+
	
	
	

	Total babies     
	618
	1921
	

	Still birth rate
	10(1.7%)
	65(3.4%)
	

	Early neonatal death rate
	0(0.0%)
	49(2.6%)
	

	Perinatal Mortality rate
	10(1.6%)
	114(5.9%)
	<0.001


SESSION 5: PAPER 3

INTRAPARTUM VAGINAL COLONISATION WITH SELECTED BACTERIAL PATHOGENS AND THE IMPACT OF MATERNAL HIV INFECTION

CL Cutland1, PV Adrian1, SJ Schrag 2, ML Kuwanda 1, ER Zell 2 , SA Madhi 1    

1 Respiratory and Meningeal Pathogens Research Unit, CHBH  2 Centers for Disease Control, Atlanta, USA.

Neonatal sepsis, in particular early infections caused by Group B streptococcus (Streptococcus agalactiae), Escherichia coli and Klebsiella, contributes importantly to early childhood mortality in Africa.  The emergence of HIV may also contribute to an increased incidence of neonatal sepsis in HIV-exposed infants.  Administration of intravenous penicillin or ampicillin during labour has been effective at preventing some forms of neonatal and maternal infections in developed countries. However, this intervention is neither practical nor feasible to implement in many resource poor countries where disease burden is greatest.  Few data are available for Southern Africa on maternal vaginal colonization with leading sepsis pathogens and on differences in vaginal colonization between HIV-infected and uninfected women.

A randomized, controlled clinical trial has been conducted in Soweto, South Africa to evaluate the efficacy of 0.5% chlorhexidine wipes of the birth canal during labour and of the infant at birth in reducing 1) vertical transmission of leading pathogenic bacteria from mother to child during labour and delivery, and 2) incidence of neonatal sepsis and maternal peripartum infection. 

Enrolment of participants into this trial was completed in October 2007. The results of maternal vaginal colonisation with S. agalactiae, E. coli and Klebsiella pneumoniae, prior to trial interventional wipes, are now available. 

5130 women had a vaginal swab performed for colonisation soon after arrival in labour. Swabs were transported to the RMPRU laboratory in Amies without charcoal transport medium and processed within 48 hours of collection. 

20% (1050/5130) of women were colonised with GBS, 44% (2238/5130) with E. coli and 8% (390/5130) with K pneumoniae. 26% of women were HIV-infected. GBS colonisation was lower in HIV infected women (17%) than HIV uninfected women (22%) [p=0.0003]. HIV infected women had a marginally higher incidence of colonisation with E. coli (46%) than HIV uninfected women (43%) [p=0.05], but had similar colonisation with K. pneumoniae (7% vs. 8%; p=0.4).

GBS colonisation was lower in women who had received antibiotics in the 7 days preceding admission in labour (14%) than in women who had not received antibiotics (21%) [p=0.003], but colonisation with Gram negative bacteria was higher in women who had received antibiotics than in women who had not received antibiotics in 7 days preceding admission in labour (E. coli -51% vs. 43% [p=0.01]; K. pneumoniae- 11% vs. 7% [p=0.01]). Swabs performed after rupture of membranes isolated a lower GBS colonisation rate (18%) than swabs performed prior to rupture of membranes (22%) [p=0.0007]. Rupture of membranes did not affect colonisation with E. coli and K. pneumoniae. Women <25 years of age had lower rate of colonisation with GBS (19% vs. 22%) [p=0.01 than older women; colonization rates with E. coli (43% vs. 44%) [p=0.4] and K. pneumoniae (7% vs. 8%) [p=0.6] did not differ by age.

The incidence of maternal vaginal colonisation with bacterial pathogens at presentation in labour is affected by maternal HIV status, antibiotic use prior to labour, rupture of membranes and maternal age.  

SESSION 5: PAPER 4

THE DISEASE PATTERN IN PREGNANT HIV INFECTED WOMEN.

Chauke HL, S Mafisa, RC Pattinson,.

MRC Maternal and Infant Health cCarte Strategies Research Unit, Department of Obstetrics and Gynaecology, University of Pretoria

Objective

To determine if the disease pattern pregnant HIV infected women and to compare this pregnant women who are not HIV infected.

Methods

Data from every pregnant women from SW Tshwane is collected after delivery.  This database was analysed with respect to HIV status of the women.  Also a three-year retrospective audit of pregnant women who had severe acute maternal morbidity (SAMM) or who died in the Pretoria Academic complex.  A critically ill pregnant woman was defined as a pregnant woman who developed SAMM according to the definition of Mantel et al., or who died. Information on all women with SAMM or who died is collected at the time of the event on specially designed forms and entered on a modified Maternal Morbidity and Mortality Audit system (MaMMAS) programme. Data on all critically ill women in the audit system was analysed with respect to the HIV status and the primary obstetric cause from 2004-2006.

Results

There were 5457 women from the SW Tshwane database, 17,6% were HIV infected, 69.3% were HIV negative and 13.1 % the status was unknown.  Where the HIV status was known 20.3% were HIV infected.  Significantly fewer HIV infected women had hypertension in their pregnancy (2.4% vs 4.8%, OR ).49 – 95% CI ).32-0.76).  Interestingly there was no difference in the prevalence of postpartum haemorrhage.  (4.2% vs 3.5%, OR 1.21 95% CI 0.84-1.73).  

There were 674 critically ill women delivering in the Pretoria Academic Complex between 2004 and 2006. Five hundred and ninety-seven patients had SAMM and there were 77 maternal deaths. The HIV status was known in 375 patients (55.6%), and of these 153 were HIV infected and 222 were not infected. HIV infected women were significantly more likely to have non-pregnancy related infections (tuberculosis, PCP pneumonia, pneumonia and malaria), and septic abortion, but had significantly less chance of complications of hypertension and abruption.  The prevalence of pregnancy related sepsis and postpartum haemorrhage did not differ. The mortality index was significantly higher in HIV infected women (25.3%) compared with non-HIV infected (98.9%).

Conclusion

HIV infected women suffer more from non-pregnancy related infections than HIV negative pregnant women.  These must be actively screened for during the antenatal period.  Although hypertension is less frequent in HIV infected women, there should be no change in monitoring these women during antenatal care.

SESSION 5: PAPER 5

The Utility of a Postnatal "Bridging Card" in Facilitating Communication between Health Centres

Richardson E, Pattinson R, Bergh A, Makin J.

MRC Unit for Maternal and Infant Healthcare Strategies, University of Pretoria

Introduction

Currently in South Africa, information about the infant/mother dyad is transmitted via the child’s Road to Health chart. This should include information found on the mother’s antenatal card (e.g., the mother’s HIV status). Very often such information is not transferred to the Road to the Health chart. Throughout most of the country, the antenatal card is kept with the labour record at the hospital post-delivery. This is important for ensuring that information on prior complications is available at the time of future births. Unfortunately, it leaves other health centres without adequate records to provide continued care to the mother and child (including for future pregnancies). Previous qualitative research in southwest Tshwane district has demonstrated a need amongst health care workers for tools to improve postnatal care (e.g. improved communication between health centres, a standardized checklist to facilitate postnatal visits and to indicate when referral is necessary). Other studies have shown increased morbidity and mortality due to poor information transfer. To intervene, the Western Cape has begun a programme of stapling the mother’s antenatal card to the Road to Health card to facilitate the transfer of information; however, this leaves the hospital without a record. A bridging card has thus been developed to meet the needs of health care workers at various levels of care. It is hoped this card will form part of a larger package aimed at improving postnatal services throughout South Africa by:

i) Allowing for improved communication between hospital and clinics by providing more detailed patient history;

ii) Giving mothers a reminder of their postnatal responsibilities;

iii) Providing a checklist to nurses at the clinic to facilitate referral for common problems; 

iv) Allowing for more reliable follow-up—even when the mother and infant separate—as the mother’s record can be detached from the child’s card.

A pilot study was then done to assess the how effective the card would be in facilitating all of the above.

Methods

This pilot forms part of a larger study aimed at identifying and developing resources to assist managers and health care workers in the integration of services for HIV-infected mothers and their children. After obtaining consent, exit interviews were conducted on a random sample of 100 mothers (positive and negative) from southwest Tshwane district on discharge from the regional hospital. A bridging card containing a discharge summary for both the mother and child was stapled to each child’s Road to Health card. Mothers were given instructions on the importance of attending the one- and six-week visits and were asked to bring the stapled cards to the visits. Staff at each of the local clinics were briefed on the card and were asked to fill out the health details on the card in the space provided for each of the postnatal visits. They were also asked to detach the cards at the 6 week visit. The cards were then collected from the various clinics to assess the utility of the intervention 
Results

100 cards have been distributed to women attending primary care clinics in the Kalfaong Hospital catchment area. Results will be collected and analyzed eight weeks after distribution of the cards to allow for data gathering on infant follow-up. Key indicators will include the proportion of mothers attending the one- and six-week postnatal visits, the number of HIV-exposed children who undergo PCR testing, details on infant feeding, as well as other important health statistics.  These results will be presented at Priorities.

SESSION 5: PAPER 6
REPOSITIONING POSTNATAL CARE IN AN HIV PREVALENT ENVIRONMENT IN SWAZILAND 

N Mzolo, CRH-UKZN; B Nzama, Fort Hare University; G.Mazia, BASICS; P. Khumalo, MOHSW/SRHU

Introduction 

The postnatal period is the most vulnerable time for the mother and her baby with 75% neonatal deaths occurring within the early neonatal period and 50% of babies dying at delivery or within the first 24 hours.  Most deaths have some preventable causes

Problem 

The Swaziland Ministry of Health (MOHSW) and its Reproductive Health Unit (RHU) identified a gap in Maternal and Neonatal Care services.  Postnatal care services are largely limited to family planning and immunization because of cultural beliefs which results in missed opportunities of care for mothers and their infants including prevention of transmission of HIV during breastfeeding.

Objectives  

The objectives of the intervention were to

Provide key components of essential maternal and newborn care in the postpartum period

Increase access to quality post natal care

Offer comprehensive high quality PMTCT care to meet national targets for the expansion of the PMTCT programme

Evaluate, document and disseminate best practices  

Develop plans for scaling up the intervention to other institutions    

Methods 

Mutually convenient contact points were identified for the mother-infant dyad and health providers.  Sites were selected for the pilot programme (3 hospitals, 3 PHUs/CHCs and 1 MCH centre).  A baseline assessment of the existing services (ANC, labour & PNC) was done, a training package was developed and administered, site visits were conducted to facilitate processes and there was a change in the schedule for postnatal visits 

Elements of the implementation  

These included training workshops for activities to facilitate organizational change and supportive supervision

Training strategy 

This comprised training of a core group of supervisors/managers and key postnatal care providers.  In addition staff from facilities were trained and a BASICS Team set up which included trainers from the core group.  Physicians were orientated about the way in which post natal care had been reorganised in order to facilitate referral mechanisms.  Furthermore training sessions were provided for RHM/CHW with regard to new guidelines and the roles of the RHM (advertise, deliver messages, identify dangers signs)  

Content of technical training

This included appropriate timing for post natal visits and their integration with PMTCT services.  The idea of postnatal visits was to be promoted during antenatal clinics and before discharge after delivery.  The sharing of plans for the reorganization of postnatal services and supervisory activities would close the gaps identified in the baseline assessment  

Packages of care for mother and baby:

Immediate essential care after delivery for mother and baby

Pre-discharge assessment and advice

Early postnatal visit (within 1 week - first contact preferably within 3 days) 

Late postnatal visit (6 weeks)

Special care of the low birth weight baby about:

Temperature maintenance

Feeding

Infection prevention

Follow-up  

Training materials

Care packages- posters/job aids for hospital health workers (BASICS) 

Care packages -job aids for PHUs and clinics (BASICS) 

Supervision tools (BASICS)

Handouts of power point presentations (BASICS)

Reference manuals (SNL, WHO)

Recommended readings (BASICS II, The Lancet, Safe Motherhood) 

Danger Signs

A pictorial representation of danger signs in the neonate was provided

Quality of care in the postnatal period

The following elements were measured:


Maternal health 

       Newborn health, 


HIV/PMTCT, 

 
Timing and spacing of pregnancies

 
Client-provider rapport


Information on care and follow up

Maternal health components

These included asking about danger signs, counseling on danger signs and physical examination of the mother

Newborn health components

These were observed and included feeding difficulties, jaundice, fever, abnormal breathing, redness around the umbilicus and skin rash

Infant feeding components in PNC

These included reinforcement of advice about exclusive breast-feeding, how to know if baby is getting enough milk, encouragement of the mother to discuss issues of concern to her, etc

HIV/PMTCT components

These were counseling for all clients and discussion of HIV prophylaxis.

Outcome of training.  

When comparing the baseline with the end line there was significant improvement in almost all elements.

Challenges for implementation  

Limited availability of functioning basic equipment

Conflicting activities limiting the scheduling of training workshops and participation of providers

Short period for implementation  

Inadequate existing monitoring tools 

Shortage of staff trained

Lack of documentation of care rendered in sites

Recommendations of provider

Proper staff deployment 



89%

Ensure equipment is adequate


67%

Review and improve Infrastructure 

63%

Train all staff





63%

Encourage family involvement in care 

52%

Integrate HIV/MCH




37%

Provide a one stop service for mother and baby 33%

Provide postnatal guidelines


15%

Sustainability opportunities

Identified feasibility issues

MOHSW and partners are interested in expansion

Guidelines for the MOHSW/job aids/reference manuals/supervision tools/monitoring tools provided  

Local capacity built: trainers, supervisors from all regions, coordinator

All academic institutions have representatives trained as trainers and supervisors.  Training of nursing students is happening on site (RFM maternity).

Spontaneous information sharing between providers at sites

Physicians have been introduced to the strategy

RHM trainers from the 4 regions have been introduced to the strategy

Recommendations

Policy Provide mandatory training in PNC including continuing in-service education  

Final adaptation/development of implementation tools

Consolidation and expansion (roll out)

Programme: 

Facility

Links with community

Training on importance of accurate documentation 

Training

Training curriculum to be provided for PNC (for all health providers and community health workers) 

Core team of trainers to be built up

Build capacity for all health providers 

On-site continuing education

Strengthen training and capacity on breastfeeding, ENC, FP and integration of services 

Strategy should be focused on infant feeding options for HIV positive mothers (training for providers)

PMTCT and PNC to be added to pre-service education

Implementation tools

Review M and E tools to incorporate PNC

Finalize PNC service guidelines 

Integrate PNC components into supervision tools 

Finalize PNC Job aids 

Revision of postnatal registers

PNC IEC materials for mothers and families

Consolidation and expansion

Expansion to all the facilities in the country providing MCH services

Continue supportive supervision to all sites, starting immediately with the pilot sites 

Measure the impact the new guidelines for PNC have on maternal and neonatal mortality rates, as well as the effect on complications and mortality from HIV/AIDS by means of improving follow-up and access to services.

Recommendations from the study

Enable all sites to improve PNC 

Strengthen linkages to community-based care including capacity building for RHM, home visits.

Use of the media for dissemination of information to the community

SESSION 5: PAPER 7
NORMS AND STANDARDS FOR THE MIDWIFERY WORKFORCE.  DOES SA HAVE MIDWIVES? HOW MANY?

Dippenaar JM
Medunsa Campus University of Limpopo.

Introduction

The norms and standards for nursing and midwifery are regional and contextual according to the WHO (1996: 6) and the core competencies include the shaping and managing of healthcare systems. 

There is no official database for the required or existing midwifery workforce in South Africa, at point and time. The number of ‘post’ for midwifery in obstetric care in the public sector is also difficult to determine because of the transformation of the healthcare system to a primary healthcare system where midwifery is only one of the functions a primary healthcare nurse will perform during a work period. In addition maternal healthcare functions in a fragmented way, with levels of care and functional division of care into tasks e.g. ante-natal, intra-partum and post-partum care, Women’s health and genetics, contraception, screening for cervical cancer, termination of pregnancy, Child and Couth Health, Integrated management of Childhood illnesses, EPI expanded programme on immunization and nutrition. (Van Rensburg, et al 2004: 414)(SA Yearbook 2003/4: 378.)
The management principle of ‘what cannot be measured cannot be managed’ applies. Dennill, (2002) in (van Rensburg, et al 2004: 340) is of the opinion that due to the socio political and historical forces outside nursing ‘very little forward planning has been done to meet the estimated requirements for nurses in South Africa for the future.’ This includes but do not distinguish midwives. Lack of formulation of the requirements of the midwifery workforce for the SA healthcare context and not knowing the extent, size and capabilities of the midwifery workforce hampers strategic planning, quality and outcomes of maternal healthcare as indicated by Parkhurst, et al (2005). 
In South Africa the midwife as caregiver are not mentioned or distinguished from the nursing workforce in research concerned with health human resource development over the last 10 or more years. (Mayan, 1998, Kortenbout, 1998 & Magwaza, Mathambo, Magongo, Kortenbout, Mvo, & Makhany, 2003). The Draft Confidential Nursing strategy for SA (Mahlathi, 2006) also does not distinguish between nurses and midwives for South Africa. The question asked in this presentation is ‘Does South Africa have midwives? How many?

Does South Africa have Midwives?

South African midwives were the first in the world to obtain state registration in 1981 through the Medical & Pharmacy Act (Act 34 of 1981), which regulated the practice. In 1944 the Nursing Act (Act 45 of 1944) governed by the Medical Council replaced this act and continued to give rights to midwives to practice as a private practitioner. (Abraham, Jewkes, & Mvo, 2001: 241 and Pretorius, 1976: 45) until the Nursing Council was established to give nurses and midwives direct representation in parliament. Act 50 of 1978 Nursing Act as amended (Nursing Bill Government Gazette No. 27904 of 12 August 2005). (Now Act 33 of 2005). The South African Nursing Council is the regulating body for midwifery.

Accordingly the SANC oversee the training and registration of midwives. It can be accepted that South Africa has midwives per definition as stated in the new Nursing Act, Act 33 of 2005 Chapter 2; 30 (2).‘A midwife is a person who is qualified and competent to independently practice midwifery in the manner and to the level prescribed and who is capable of assuming responsibility and accountability for such practice. This is in line with the definition of a midwife adopted by the International Confederation of Midwives 2005, Brisbane, Australia (ICM/WHO/FIGO 1992 in Fullerton et al 2003: 174) stating that; A midwife is a person who, having been regularly admitted to a midwifery educational programme, duly recognized in the country in which it is located, has successfully completed the prescribed course of studies in midwifery and has acquired the requisite qualifications to be registered and/or legally licensed to practice midwifery. Based on the definition and legal standing through the regulating body it can be accepted that South Africa has midwives.

The poor management of the midwifery workforce taints the perceptions of midwives in South Africa. An extant visitor from the USA related in SA their experience of childbirth in America at the hand of American midwives, noting that ‘Funny we don’t have midwives in SA?’ This is a perception from the private sector. Negative publicity from the public sector of midwives in an international publication asks ‘Why do nurses abuse patients? Reflections from South African Obstetric Services? (Jekwes, et al, 1998). This view was supported by Penn-Kekana & Blaauw, (2004: 20-22) confirming the poor quality of maternal healthcare. They report no norms and standards for staffing in any province.

How many midwives are practicing in SA?

There is no official database of the number of midwives practicing midwifery in South Africa. The South African Nursing Council is the regulating body that is responsible for the standards of practice, training standards and registration of midwives. The number of midwives registered is enrolled by SANC. The number of midwives that practice in the market is not known. The integrated training programme for nurses in South Africa leads to dual registration as a professional nurse (community and psychiatry nurse) and midwife. The number of professional midwives that are directly involved in midwifery from the registered pool of midwives care is not known. Thompson, Watson & Steward (2007) found that nearly 50% of nurses globally are qualified as midwives as well, with benefits for the practice. The information on midwives in South Africa is inconsistent, and this makes any inferences of limited value.

The workforce governance is the function of the healthcare system or market. In South Africa with a public and private sector Parkhurst, et al (2005; 133) find a ‘brain drain’ of staff to the private sector for better salaries and working conditions. There are an estimated 62,7% of nurses (HDR Review 2003: 537) employed in the public sector. All categories of nurses amount to a total of 190,449, of which 97,423 are registered professional nurses. 54,000 of the 97,423 professional nurses are also registered as midwives (SANC 2006). The number of this pool of registered midwives that are directly involved with maternal care is unknown.

There is a shortage of 32,734 nurses in the public sector. Due to unavailable data of the private sector no information can be given of shortages. The Health expert (Rispel & Behr, in v d Merwe, 1992: 24) indicates that more than 50% of all categories of nursing staff are working in the private sector. There is 1 nurse (all categories) for every 225 people in SA. The ration 1:250 for all categories and 1: 417 (1990) registered nurses are well within the WHO recommendation. The ratio nurse per population is 343/100,000 (all categories). (HDR Review 2003: 523). The WHO norm is 200/100,000. Eighteen percent (18%) of the nurses on the SANC rolls do not practice. The inter-regional differences are indicated in table 1 considered to influence the outcomes of care. Regions with better staff ratios also have a lower maternal mortality. (Saving Mothers 2004: 296)
Table 1
Staff ratios per province (SANC 2006)

	Region                       Ration

	Western Cape          1:190 

Gauteng                    1:195

Free State                 1:238 

Northern Cape         1:246 

Kwazulu                  1:267 

North West              1:311 

Eastern Cape            1:323

Limpopo                  1:414 

Mpumalanga             1:417 


There are 773 midwives registered in advanced or post basic midwifery as an additional qualification (SANC: 2005) The number of midwives with an additional qualification that is working in direct clinical care is also not known.

Two in-service educational programmes, the DEPAM (Decentralized programme for Advanced Midwifery) and the PEP course played a role in the improvement of clinical skills of midwives and raised standards of care. Mativandlela, (1998) indicated that 2,537 manuals for training were dispatch to provinces before the DEPAM was approved as a post-basic training programme by the SANC. Advanced practice according to the WHO (1996) is contextual. In South Africa according to the SADHS (1998) only 30% of women see a medical doctor during pregnancy and 70% of care in the public sector is in the hands of midwives, necessitating the need of advanced practitioners.

It can be concluded that the number of midwives involved in direct care in South Africa is unknown in-spite of skilled attendance of 92%.

Skilled attendance

‘Skilled attendance’ as the evidence based principle for reduction of maternal mortality is according to Penn-Kekana, et al (2004) and Parkhurst, et al (2005) only the first step in understanding the complexity of healthcare and maternal mortality. South Africa and USSR in spite of near universal skilled attendance fail to reduce their maternal mortality. (Parkhurst, et al 2005:131). The USSR has double the number of midwives in the system against Western and Eastern European countries with mortality of 40/100,000 versus 5,5/100,000 for those countries. Skilled attendance does not indicate or correlate linear with staff ratios and the reduction of maternal mortality and is thus not a reliable indicator for quality of care.

There are two aspects locked up in the concept of ‘skilled attendance’ that are of importance. Graham in Parkhurst (2005: 128) find that the entire system must function in unison, the skills of the attendant and the enabling environment, for quality of care. 

The ‘Skilled attendant ‘ is an accredited health professional (midwife, doctor or nurse) educated to proficiency to manage normal pregnancy and birth according to the (WHO/ICM/FIGO, UNFPA, World bank 2004a in MacDonagh 2005). The interpretation and understanding of skilled attendance and attendant varies in the literature. The second aspect of the concept of Skilled attendance refers to the partnership of skilled attendants with and in an enabling environment backed up by political will. 

An enabling environment is dependant upon the functioning of the entire healthcare system. This includes, appropriate staff ratios, skill-mix, geographic distance, clinical standards, emergency care, technological inputs and standards for resources.

Skill mix

The midwifery workforce is based on the principles of normalcy of care in an enabling environment. Midwifery is defined as a global, unique and highly specialized form of healthcare practice that provides care for women in relation to the normal event of pregnancy and birth. (Fullerton, Severino, Brogan & Thompson, 2003). Midwifery is industry specific. The concept normalcy of pregnancy and birth is questioned for clarification by Anderson’s (2003:48) The WHO (Gould 1996 in Bojỡ, Hall-Lord, Axelsson, Udẽn & Larson 2003: 76) confirms that normal birth is the normal physiological process of labour and vaginal birth when few or no interventions occur or is needed. Midwives according to the WHO practice in this normal paradigm and have a duty to practice according to the best available evidence. The availability of the supportive system for referral of complications is of utmost importance. In this regard the number and availability of medical practitioners become of importance.

Graham et al, 2001 found a powerful correlation between the midwife /medical partnership and the MMR. Embedded in an enabling environment is ratios and skill-mix of staff with particular reference to the number of doctors dedicated to maternal health. Table 2 gives the ratios of doctors in general for selected countries.

Table 2
Doctors Per 100,000 of the Population (South Africa at a glance 06-07 Editors Inc)
	Country                                               per 100,000

	South Africa
	69

	Brazil
	206

	China
	164

	Cuba
	591

	India
	51

	Kenya
	13

	Mexico
	171

	Poland
	220

	UK
	166

	USA
	549


The HDR Review, (2003: 523) indicates that 60% of the medical doctors in South Africa are in private practice with a ratio of 225: 100,000 of the population. The ratio of doctors for the public sector is 29:100,000 of the population. The shortage and mal-distribution of doctors affect the midwifery practitioner, compounded by a shortage of resources. (HDR Review 2003: 541). The lower the number of doctors in a healthcare system the more nurses is needed and the more ‘task shifting” will occur in healthcare. There is a 33% shortage of medical doctors in the public sector, with fewer doctors in the rural areas and a concentration in urban areas. When the skill-mix is ideal the midwife can do what they do best namely give supportive care for normal birth as the scope of the midwife, including upholding the 3 C’s of evidence based midwifery care based on the midwifery model principles: of continuity of care, choice of provider & control (Carr, 1994 & Dower, Miller & O’Neill, 1999).
Non-nursing duties:

Midwives are involved in many tasks that are not clinical. McCrea, et al. (1992) in McKenna (2001: 53) found that midwives routinely undertook a large number of non-midwifery duties. The researchers concluded that this added unnecessarily to the midwives' workload, to low morale and high staff turnover.  In Ireland, Savage (1997) estimated that the midwives in her study spent 50% of their time in non-midwifery duties. In the research setting for the present study, Ruddy et al. (1997) calculated that midwives spend eight of 24 hours undertaking what were perceived to be non-midwifery duties (Ruddy et al. 1997).  The non–nursing duties should be minimized in midwifery practice and has not been determined in the South African healthcare system where patients are transported between levels of care accompanied by a midwife as a requirement.

Other factors that impact on the midwifery workforce are the geographical distances, Parkhurst, 2005 (2005:131) found that a densely populated country like Bangladesh with few geographical barriers quick and easy emergency transport is the norm in contras to most African settings. It is important that the contextual constraints of each context be factored in when the midwifery workforce is planned.

Benchmarking

The contextual differences make it difficult to find a suitable example for benchmarking maternal healthcare and the midwifery workforce. Several examples are identified using various points for comparison.

· Parkhurst, et al (2005:136) did a four-country comparison with Uganda, (MMR 1100/100,000) Russia (MMR 75/100,00) and Bangladesh (MMR 600/100,000) based on low and middle income status factors, and found that high levels of skilled attendance with an in appropriate skill-mix or miss allocation of staff can lead to sub optimal care.

· A comparison with Brazil: (MMR 260/100,000) is done on the basis that
· The GDP% spending of the public-private mix is comparable with SA 
· Brazil is a developing country like SA. 

· Because of an innovative intervention strategy to reduce maternal mortality.

Brazil

Brazil with the assistance of the The Pan American Health Organization (1998) declared a DECREE 1998 Governmental Decree 2181/98 to make an Ethical Commitment to decrease maternal mortality. (Girot, Endres and Wright, 2005) Stakeholders included midwives represented on the highest level of decision-making. The approach included the development of Midwifery units established for “humanized” maternity care to deal with all low risk births. (Normalcy of birth). The goal was to have 10% of all births take place in these units.

Staffing norms were set for this context that included the training of 1600 obstetric nurses, 600 midwives and 100 daulas and more obstetricians by 2006 and the setting of an education policy for the training and formation of skilled staff through a 18 months internship. Girot, et al (2005) report a reduction in maternal mortality when the style of maternal care was altered in collaboration with international support.

Conclusion

The conclusion is that South Africa has 54,000 registered midwives. The number of midwives directly involved in midwifery is unknown. SA does not have an evidence-based strategy or norms and standards development for the midwifery workforce, suitable for the needs of the context. The lack of a reliable database of midwives that are directly involved in maternal healthcare makes the efforts to determine norms and standards nil and void and impact negatively on the ability to meet the MDG’s for 2020.

Recommendations

It is imperative that South Africa determines the required philosophy of care suitable and in line with international trends. This includes a collaborative approach of the three main pillars for effective workforce governance of the WHO (2006a: 123) in ‘Formulating National health workforce strategies’ namely command and control approach (institutional regulation), self-regulating professional societies, and civil society organizations as aspects of governance of the workforce. The health care system, the profession and civil society need to be involved in the decision-making of the type of services and midwifery needed for this context to create the enabling environment conducive for quality of care. The specification of an enabling environment should result in improved levels of satisfaction, cost effective service delivery and the reduction of maternal mortality. This should be enforced through regulation. Many evidence-based options have been tested, is operational and available.
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ACTIVE MANAGEMENT OF THE THIRD STAGE OF LABOUR: A CLINICAL TUTORIAL CD-ROM
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Postpartum haemorrhage is unpredictable, so every woman is at risk. The active management of the third stage of labour (AMTSL) is a combination of actions to speed the delivery of the placenta and prevent postpartum haemorrhage. Through simple actions, trained providers can prevent postpartum haemorrhage and play a vital role in saving women’s lives. There are three key steps to ATMSL: (1) Having first palpated the uterus to check there is no other baby, give a uterotonic drug within 1 minute of delivery. Oxytocin is the drug of choice given intramuscularly. (2) Apply controlled cord traction. Apply firm pressure on the lower segment of the contracted uterus in an upward direction, while at the same time pulling with a firm, steady tension on the cord in a downward direction. (3) Immediately after the delivery of the placenta and membranes, begin to massage the uterus and continue until it is firm. Remembering these steps with every delivery will save women’s lives. Two large trials in the United Kingdom have consistently shown that active rather than physiologic management reduces the length of the third stage, the incidence of postpartum haemorrhage, and the need for blood transfusion. For every 12 women receiving active management, one postpartum haemorrhage is prevented.

Active Management of the Third Stage of Labour: A Clinical Tutorial CD-ROM was created by the PATH Maternal and Newborn Technology Initiative (MNTI Project) in partnership with the KwaZulu-Natal Department of Health to standardize the intrapartum care provided by birth attendants in South Africa to save the lives of mothers and newborns. The CD-ROM presents the key information, skills, and practices required of birth attendants to routinely offer women AMTSL for the prevention of postpartum haemorrhage in the context of normal labour. The material is presented in two sections: the first, a 12-minute clinical tutorial that describes and demonstrates the steps of this simple, lifesaving procedure, using actual clinical sequences and supporting illustrations, and a second, 14-minute tutorial of supporting resources broken down into five core topics that provide essential information to deliver this procedure safely and effectively during routine intrapartum and immediate postpartum care. The core topics are Evidence and Review of AMTSL, Causes and Prevention of Postpartum Haemorrhage, Uterotonic Drugs, Infection Prevention, and Essential Newborn Care. This clinical training CD-ROM was made possible through support provided by The Atlantic Philanthropies to PATH in partnership with the KwaZulu-Natal Department of Health. 
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EVALUATION OF KANGAROO MOTHER CARE IN MALAWI
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Background 

Of the 1.2 million annual infant deaths in Africa in the first month of life, 27% are directly due to low birth weight (LBW) and/or preterm birth.  Infections are also a major risk factor for the death of these infants.  Malawi has a LBW rate of 20% and although remarkable progress has been made in reducing under-five mortality, there has been very little reduction in neonatal deaths (27/1000 live births).

Many LBW and preterm infants could be saved without intensive care, by keeping them warm in the skin-to-skin position, feeding them regularly, preventing infections and recognising and managing complications such as respiratory distress syndrome, infections and jaundice timely.  Kangaroo mother care (KMC) is a well-known low-cost and feasible method of caring for babies, especially those that are preterm, at all levels of care and in all settings.  Scaling up the implementation of KMC and Essential Newborn Care (ENC) to district level is one of the Malawian Ministry of Health’s (MoH) key priority responses in their Road Map for Maternal and Newborn Health, which is linked to the national Essential Health Package.

Malawi is one of the few African countries with a history of systematic implementation of KMC. In 1999 a KMC unit was established at the Zomba Central Hospital with European Union (EU) funding. Between 2002 and 2004, Save the Children worked with the MoH to develop an ENC course, which included a brief introduction to KMC. This course was widely implemented in Malawi and incorporated into pre-service training at the College of Nursing. At the same time seven hospitals received some form of additional support for the introduction of KMC. Furthermore, a five-day KMC workshop was offered separately at Zomba Central Hospital (ZCH) and in 2005 a national policy for KMC was developed.

Purpose of the evaluation

In 2007 a retrospective evaluation of KMC practices at the seven hospitals was done in collaboration with the South African MRC Unit for Maternal and Infant Health Care Strategies. The aim was to identify the strengths and weaknesses of KMC implementation in these facilities and to find out to what kind of approaches and strategies had worked and what had not worked.  Other questions were

· Can KMC be scaled up to all district hospitals?  

· What links exist between communities and health facilities? 

· How should the lack of human resources be dealt?

· What should the length of off-site training be?
Methods

There were 10 hospitals in the study. Six of the project hospitals were visited and a telephone conference was held with the seventh hospital. Three health facilities of which no knowledge of KMC implementation was available were visited for comparison purposes. Table 1 gives an overview of the level and types of facilities included in the study:

Table 1
Facilities included in the study

	Type of facility
	Project facilities
	Additional facilities

	Central hospital
	3
	

	District hospital
	1
	

	Mission hospital
	3
	1

	Community hospital
	
	1

	Heath centre
	
	1


Qualitative data were collected through discussions with key informants. The South African standardised progress-monitoring tool8 was used to get a sense of the nature of quality of KMC practice.

Results

Of the project hospitals, five of the seven managed to implement continuous KMC successfully and sustainably. Three of these were central hospitals and two mission hospitals. The other two hospitals had KMC wards, but appeared to have problems sustaining services, partly related to human resource challenges. Three hospitals indicated that they had also trained providers from other sites. In two of the facilities that were not part of the project, there was a high awareness of KMC, as well as evidence of attempts to implement KMC. It appears as if lack of sufficient information and confidence hampered efforts to sustain the practice.

Three recommendations for immediate attention were identified:

· Intermittent KMC should be introduced for stable infants in neonatal units, even before they are transferred to continuous KMC in a KMC unit.

· Current feeding practices should be strengthened for all babies in KMC, with scheduled feeding time and adequate nursing supervision.

· All infants should be transported in the skin-to-skin position between home and health facilities or between facilities.

Many of the informants expressed the perception that newborn care was not a priority in the health system. There are also two other broad challenges for KMC implementation and sustainability, namely human resources and specific perceptions and practices in individual facilities: 

· The wide-scale practice of staff rotations leads to the loss of staff with skills in KMC and jeopardises sustainability in some instances. Dire staff shortages hamper nursing and clinical supervision of infants in KMC, prevent staff from attending essential further training and lead to insufficient orientation of new health care staff in KMC. There is also resistance from staff to undergo on-site training from colleagues who have trained off-site. 

· A widespread perception was that KMC could not be implemented without a special unit, special beds and heaters.  In some facilities the quality of record keeping, especially with regard to feeding, was poor and there was also a variation in the discharge criteria between hospitals. The lack of appropriate follow-up systems after discharge also leads to the loss of babies.

The following factors were identified as crucial for sustainability:

· Advocacy and sensitisation: Appropriate communication and collaboration with community health structures and local leaders are essential.

· Management at all levels: There is a need for active support and leadership, as well as good communication and consultative participation.

· Implementation: Experienced persons need to drive the process and the right persons, who would receive ongoing support afterwards, should be sent for training.

· Service delivery: KMC should be integrated into current services to avoid a “project mentality” and the establishment of a community follow-up system was essential. 
Conclusion

There is strong support from the MoH in Malawi for KMC, as well as awareness of the benefits of KMC among health workers, even in hospitals and health centres not practising it. Health workers at all facilities in the study were positive about KMC and saw potential for scaling it up to all district hospitals. Although the design and implementation of a scale-up programme for Malawi is possible, a new training system may be needed, with shorter, integrated off-site training in the form of one-day workshops for district officials and two-day workshops for key implementers at district hospitals, combined with continuous on-site facilitation and support. Leadership and enough personnel are other crucial elements. Given the extreme lack of clinical staff, novel approaches to appropriate care will be required, including the use of other health cadres such patient attendants. Furthermore, a solid monitoring and evaluation system for tracking practices and quality will be important.

SESSION 6: PAPER 2
THE UNDERSTANDING AND PERCEPTIONS OF MOTHERS PRACTICING KANGAROO MOTHER CARE AT KALAFONG HOSPITAL

Elise van Rooyen, Rachel Mokhondo, Anne-Marie Bergh

MRC Unit for Maternal and Infant Health Care Strategies

Department of Paediatrics, Kalafong hospital and University of Pretoria

Background

Kangaroo Mother Care (KMC) is a method of caring for newborn infants that was introduced in 1979 in Bogotá, Colombia. It is particularly beneficial for nursing low birth weight (LBW) and preterm infants. In KMC the infant is placed skin-to-skin on the mother’s chest, between her breasts and secured with a wrap. This method of care was developed as an alternative to inadequate and insufficient incubator care for those preterm and or LBW newborn infants who had adapted to the extra-uterine environment, who were stable and only required to feed and grow. (Whitelaw & Sleath, 1985:1206-1208).  

The KMC method requires a paradigm shift from conventional health care practices, where the health care workers are the primary caretakers of the infants, to supportive roles where the mothers are supported in becoming the primary caretakers of their infants. (Affonso D, Wahlberg V, Persoon B, 1989, 43-51) The support includes information about KMC and its benefits, general health care education and teaching the mothers the specific skills that would enable them to feed and take care of their infants (Cattaneo; Davanzo; Uxa & Tamburlini, 1998:442; Victor & Persoon, 1994: 891-895; Kirsten & Bergman, 2001).

The relatively simple and novel method of KMC was considered to be the best method of resolving the demand for LBW infant care at Kalafong Hospital. A 20-bedded KMC unit was established and opened on 6 July 1999. LBW infants who were stable, did not need intravenous treatment and were on oral feeds, were admitted to the KMC unit. Most of these infants were cared for either by continuous or intermittent KMC, depending on whether they were receiving oxygen or not. On discharge, the infants were followed up on a weekly basis until they reached a normal birth weight. (Van Rooyen et al. 2002:6-8).

Adequate and accurate information should be provided to the mother to enable her to make an informed decision about the health care of her infant and whether to participate in KMC (Patients' rights charter, 1999; Cattaneo; Davanzo; Uxa & Tamburlini, 1998:442). To address this issue an information leaflet was developed in simple English to inform mothers about the practice of KMC at Kalafong hospital. 

KMC-practice guidelines and protocols were developed after the unit was established. These were developed in order to set a high standard of care in the unit and to provide the necessary information for all health care personnel working in the KMC unit. This was to ensure that the mothers would receive the necessary support from all staff members involved in the care of the infants in the KMC unit. “KMC should not be a mere unsupported entrustment of the tiny infant to its mother.” (Kirsten & Bergman; 2001) The guidelines and protocols are regularly updated and adjusted. 

After the KMC unit was established, intermittent KMC was introduced in the HCU where mothers would sit with their infants in the skin-to-skin position. This intermittent practice took place at feeding times. The mother would feed her infant in this position and sit with the infant for about an hour at a time. Mothers were usually assisted by a lay health care worker, and shown how to take their infants out of the incubator and position their babies on the chest. She would also tell the mothers about KMC and why it is important to do KMC. This information was endorsed by the medical and nursing staff working in the HCU. 

Problem Setting: In spite of excellent mortality and morbidity figures from an ongoing audit in the KMC unit, (Van Rooyen et al; 2002) it was observed that knowledge about the KMC method, as well as support and education to the mothers in rendering optimal care to their infants, might be insufficient. It appeared questionable whether mothers were always fully informed about the practice and benefits of KMC before their participation in KMC. Mothers often lacked knowledge and skills about keeping their infants in the kangaroo position and feeding them, using the correct techniques. They did not always fully comprehend their roles in being the primary care givers when they were discharged home with their infants. This problem developed in spite of all the measures set in place to prevent a lack of knowledge and support from the staff. 

According to the nursing staff mothers were informed about KMC but they lacked knowledge because they were unwilling to practice KMC and were uninterested in learning about KMC. From the above issues emerged the need to investigate which factors or scenarios were responsible for the poor practice and knowledge of KMC. 

Aim of the Research

Firstly the aim was to investigate the mother’s knowledge and understanding of the Kangaroo Mother Care method with the focus on the different components of the KMC method of care. 

Secondly the aim was to establish the mother’s perceptions of the medical and nursing care practices, support and information provided in the neonatal and KMC units at Kalafong Hospital.

Method

Qualitative data was collected by means of 

1. In-depth individual interviews (11)

The researcher was unable to participate in the in-depth interviews, because the interviews took place during the KMC follow-up clinic. An experienced research assistant who is a retired professional nurse and able to speak SePedi and SeTswana, the languages that are most commonly spoken by the majority of mothers in the ward, conducted the in-depth interviews. The interviews took place in the KMC ward in a separate room ensuring privacy and confidentiality. Mothers already discharged from the KMC unit were interviewed. The research assistant explained the aims of the study to each participant striving to do it in their mother tongue or in a language that the participant understood and spoke well. Written informed consent were obtained from each participant.

The interviews took the form of the participants telling their stories about their experience and understanding of the KMC method of care as well as their experiences in the unit. The interviews were guided by means of an interview guide.

2. Focus group discussions (6)

These were held with mothers that were in the KMC unit. The discussions were held in a separate building to ensure privacy and confidentiality. The same research assistant who conducted the in-depth interviews, also conducted the focus group discussions. The researcher attended all the focus group discussions as an observer and took field notes. The interviewer acted as interpreter whenever the mothers spoke in their mother tongues. 

The research assistant explained the aims of the study to each participant striving to do it in their mother tongue or in a language that the participants spoke well. A written informed consent was obtained from each participant. The discussions were taped on an audiocassette recorder which was transcribed by the researcher. 

Results

Care Before Admission to KMC unit

In the high care unit most of the mothers were shown how to hold their infants in the KMC position. Little information on the benefits of KMC was provided. There was inadequate preparation of mothers in anticipation of transfer to the KMC unit and uncertainty of what to expect in the KMC unit by the mothers. One mother’s comment on her attempt to obtain information:

 “When I ask for something they do not give answers, or they just look at you like this, as if your are dead. They don’t want to take care of you.”

Understanding and Knowledge of KMC

The mothers understood the following components and benefits of KMC:

KMC provides warmth to the baby:

“Kangaroo mother care protects the baby from getting cold”

“It is important for the baby to be kept here on the chest to be kept warm” 

KMC helps the baby to gain weight and grow well: 

“Babies grow faster and easily”

The physical closeness of the baby to the mother helps with the bonding process:

“When we do KMC you know the baby and the baby knows you.” 

Mixed Perceptions of Care

“The staff in the ward is very supportive. They are always there for you. It depends on the staff’s personality whether they are friendly. Some of the staff is not always friendly. Some of the staff is good…….

“The nursing staff welcomed me and introduced themselves. They explained when the time of feeding was – the same as in ward 27 [High Care Unit]. They told us the procedure of how to feed our babies. We had to wash our hands and change the nappy before feeding the baby. 

These mixed perceptions of care were due to the fact that there was a new nursing sister who were conscientious, hard working and introduced good nursing practices to the unit. Unfortunately she left after a few months when her contract with the hospital expired. The focus group interviews were held just before and after she left the unit. 

Negative Experiences of Care

Staff attitudes and behaviour:

“When I arrived in the KMC ward …the staff did not have welcome faces. They do not talk smartly.” 

“No-one showed me around when I arrived in KMC. I was scared to ask the nurses, they shout or are nasty with me.”

“There are not quick reaction to a problem”

Lack of orientation, information and explanation:

“I had to look at other mothers and learnt from them what to do”

“Some doctors come to our babies and they take blood but they don’t tell us the results or what they are doing or why the procedure is done.”

Despite experiences of poor support mothers remained positive about KMC:

Feelings of well-being:

“KMC makes me feel well “

“I was so happy cause I was going to see my baby next to me”

Experiences of bonding: 

“… it gives me time to grow with my child and have knowledge of my child ” 

“We know our babies’ hearts are beating”

Integrating KMC into daily life:

“While doing KMC I can also wash dishes and do other tasks”

Conclusion

Mothers were not adequately informed on and prepared for KMC during pregnancy and the perinatal period. There was a lack of information about KMC in the high care unit as well as the KMC unit. Nursing support was experienced as insufficient in both units. 

In general mothers had positive perceptions of other health care role players like the doctors, physiotherapists, dieticians, occupational therapists and speech-language therapists. 

An enthusiastic and dedicated nurse made a big difference in mothers’ experiences of their treatment in the KMC unit. Despite shortcomings in the support of mothers, KMC was well accepted and practised in the unit and at home

Recommendations

A more concerted effort to include KMC in health education and promotion at antenatal clinics is needed in order to prepare and inform the mother better about the practice of KMC. 

Innovative strategies to improve nursing staff morale and attitudes are urgently needed!

SESSION 6: PAPER 3
YOUR NICU CAN’T AFFORD TO BE WITHOUT IT!

L Goosen

Your NICU cannot afford to be without it……..Bank Milk

High tech equipment and drugs can save premature babies diagnosed with respiratory distress.

Necrotizing enterocolitis, characterised by bowel wall necrosis, is another life threatening condition that premature infants are susceptible to. This condition is largely preventable if formula feeds are avoided. In other words if these babies are fed breastmilk only.

Besides

· Non-breastfed infants had a 10 fold higher risk of dying when compared to predominantly breastfed infants

Bahl R et al, Bulletin of WHO 2005; 83: 418-426

· Delayed breastfeeding initiation increases risk of neonatal mortality

Edmond KM, et al Paediatrics 117; 380-386B

· Breastfeeding in first hour could save 1 million lives – 

Dept of International Dev; Published in the American Journal Paediatrics

· Late initiation of breastfeeding (after day 1) was associated with 2.4 fold increased risk of mortality - WHO

· Adequate breastfeeding and complementary feeding can save twice as many lives as other interventions - World Bank.
The potential costs implications in the absence of breastmilk: 

In the USA costs increase by $186,200 when treating an infant with NEC.

Should the infant need surgery it spirals to $R259,700

Closer to home, at Tygerberg Children’s Hospital babies with NEC spend  an additional 1 to 2 weeks or more in the Neonatal ICU

Neonatal nursery costs at Mowbray Maternity Hospital:

NICU

R5,720 per day

High Care
R1,658 per day

Nursery
R   634 per day
In other words to treat a single case of NEC at a secondary state hospital costs the department of health in excess of R80.000

This figures excludes surgery, often required for these infants. 

How can we avoid NEC in the NICU:

· Encouraging mothers to express, soon after birth and at least 8 to 10 times a day thereafter

· Encouraging mothers who are HIV positive to pasteurise their milk for their babies

· Offering mothers accommodation close to their babies.

· Encouraging skin to skin care 

· In instances where mothers milk is still not available – donor bank milk offers another beacon of light and life.

The reasons why mothers milk is not always available to susceptible infants vary, most often due to maternal illness, living far away and unaffordable travelling expenses. 

In the Western Cape, Milk Matters attempt to provide milk to babies who have limited access to their own mothers milk. 

To this end Milk Matters has assisted in the setting up of 4 milk banks. Three of which were supplied with essential equipment. In addition, 9 hospitals have been supplied with donor milk - all for less than R150,000. All in all hundreds of babies in the Western Cape have received Bank Milk or Donor Expressed Breastmilk.

Our Recipients
Micro prems, babies weighing less that 1,500gr, whose mothers are not in a position to provide ‘own mothers milk’ for their infants

An outline of what milk banking entails:

DONORS
Moms of prems with excess milk, 

Breastfeeding moms who specifically express to donate

Working moms who express for their own babies and extra to donate

MARKETING

At Hospitals

Clinics 

By word of Mouth 

Radio Talks, 

Very importantly, identify potential donors within your institution
FORMS

Indemnity, Information, Screening, Recipient, HIV test referral letters
METHOD

Sterile glass jars are provided to donors 

Donor moms cool & freeze the expressed milk 

The milk bank receives the frozen milk

Defrosts to Pasteurise using the  Holder Method 

Rapidly Cools  and Freezes the milk
 

Defrost for use 

Refrigerate for up to 24 hrs

Syringe Driver for 4 hrs
FUNDING 

      Private and Corporate

EXPENDITURE 

      Pasteurisers and freezers, 

      Pamphlets and posters, 

      Co-ordinator

Results

Decrease in the incidence of NEC 
Increase in motivated  staff, both doctors and nurses 

9 Hospitals presently participating in the Western Cape

4 Pasteurisers in use, 

More donors always needed!!

Ultimately Breastfeeding is being promoted. 

The options remain in order of priority;

· Mothers own fresh or frozen milk is always the best option

· Mothers own pasteurised milk the second option

· Donor milk is the third option, when the above are not available
Conclusion

Skin to skin care, Developmental Care, Breastfeeding and Bank Milk belong in every NICU.

Find out how to source Bank Milk for your NICU     

www.milkmartters.org (Cape Town) 

www.ithembalethu.org.za (Durban) 

www.sabr.org Johannesburg)
www.hmbana.org (North America)   

www.ukamb.org ( United Kingdom)
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A CASE FOR A HUMAN MILK BANKING ASSOCIATION OF SOUTH AFRICA

P Reimers

Coordinator iThemba Lethu Breastmilk Bank

What is donor Milk Banking?

Donor human milk banking is the collection, pasteurisation, storage, and distribution of human milk that has been donated by healthy lactating women. All donor mothers are screened and the milk is pasteurised according to international standards laid down by Human Milk Banking Associations. Holder pasteurization reliably inactivates HIV and Cytomegalovirus and will eliminate titers of most other viruses (Lawrence, 1999). Most bioactive properties remain viable after pasteurization.

What are the benefits of Donor Milk?

Donor human milk plays an important role in reducing mortality and morbidity in critically ill or premature infants and so is vitally important to improve child survival in industrialized and developing countries. Research has shown that human milk is exceptionally suited to infants and contains many nutritional and immunological factors that have never been manufactured. It especially benefits the preterm and immune compromised infant. 

Benefits for preterm infants:

· Necrotising Entrocolitis is four times less likely in infants that receive donor milk rather than formula (McGuire & Anthony, 2003).

· Faster emptying of  the stomach 
· Intestinal permeability is reduced faster  
· Less residuals and faster realization of full enteral feeds
· Shorter stays in hospital, fewer infections
· Factors in breast milk stimulate gastrointestinal growth, mobility and maturation (Wight, 2001).
How does Donor Milk Banking fit into Health Policies?

Every effort should be made to feed fresh breast milk to a mother’s own infant; where this is not possible, donor human milk is recommended as the first alternative by both the World Health Organization and UNICEF.  Milk Banking should be part of a comprehensive breastfeeding programme that protects, supports and promotes breastfeeding. The Baby Friendly Hospital Initiative has numerous opportunities within 10 steps to successful breastfeeding for the implementation of donor milk banking. The Global Strategy for Infant and Young Child Feeding’s (WHO/UNICEF 2003) aim is to improve the survival of infants through optimal feeding. Donor milk banking will also help achieve the Millennium Development Goals (2000) of reducing under- five mortality by two-thirds.

What is the situation in South Africa?

iThemba Lethu Community based Milk Bank in Durban was the first to be established in South Africa by Professor Anna Coutsoudis in 2001 to meet the needs of babies in the transition home who have been abandoned or orphaned as a result of HIV/AIDS. Milk Matters was then established in the Western Cape and they operate in a number of hospitals providing milk for preterm infants. This was followed by the South African Breastmilk Reserve in Gauteng, they have a public private partnership where private hospitals collect donor milk and share with the public hospitals.

What are international trends?

· In 1993 United Kingdom Association for Milk Banking was formed and their guidelines were endorsed by the British Paediatric Association. Human Milk Banks operate all over Europe. 
·  The Human Milk Banking Association in the United States have recently celebrated their 20th  Anniversary, they too have issued guidelines for operation of Milk Banks

· Brazil leads the world when it comes to Milk Banking. Milk Banking was established in 1981 and operates under Ministry of Health. Infant mortality rates have dropped from 87.9 per 1000 in 1980 to 27.6 per 1000 in 2007. Milk Banking has dramatically improved breastfeeding rates.  The average duration of breastfeeding increased from 5.5 months to 10 months in 10 years. In 1999-2000 in Brazil, 300,000 preterm babies were fed 218,000 liters of donor milk and the estimated cost savings to the Ministry of Health for one year was $540 million. Dr Almeida (2001) who heads up the programme said “Human milk banks have been one of the most important strategic elements in public policy favouring breastfeeding in the last two decades in Brazil.”

What is the role of the Human Milk Banking Association of South Africa? (HMBASA)

· To set standards,  provide national guidelines and maintain the safety and quality of donor milk, this will include the updating of guidelines  in accordance with any new research and clinical evidence

· To ensure Milk Banking reaches its full potential as an essential component of maternal and child health especially for the preterm and sick infant.
· Provide organizational support, training and assistance, as necessary, in setting up new banks.  
· Conduct research

· The maintenance of a database of all banks
Management Committee of HMBASA

The Management Committee will consist of 10 – 20 people with a representative from each of the following constituencies. 

· Ministry of Health Representative 

· UNICEF Representative

· Neonatologists

· Nutritionist/Public Health Scientist

· Lactation consultants

· Microbiologist/immunologist

· Public Relation specialist/Fund Raiser

· Midwife

Conclusion

There is a long history of safe operation of donor milk banking internationally, it can save lives, reduce morbidity and save health care costs while ensuring optimal physical and neurological development. Milk Banking and breastfeeding are intimately linked and the up scaling of donor milk banking will also improve breastfeeding rates. HMBASA was constituted at the Priorities Perinatal Conference in March 2008 and will be another step towards establishing recognition for Milk Banking in South Africa and help ensure the provision of the gold standard for safe handling of human milk.
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THE USE OF DONOR BREAST MILK IN A NEONATAL UNIT

LG Lloyd, SD Delport

Department of Paediatrics and the University of Pretoria

Introduction

The use of own mother’s milk in low birth weight (LBW) infants prevents nosocomial sepsis and necrotising enterocolitis (NEC) - two potentially lethal conditions - which occur commonly when formula feeds is administered to LBW infants.  At Kalafong Hospital the exclusive use of breastmilk became a reality in September 2006 when donor breastmilk (DBM) was accessed from the South African Breastmilk Reserve (SABR).  Informed written consent is obtained from mothers before DBM is administered and measures is initiated to stimulate lactation.  An audit was done to determine the indications for the use of DBM, the duration of use and the incidence of feeding intolerance.

Patients and methods

Clinical and feeding records of infants (birth weight ≤2000g) admitted over a one year period were reviewed.  The following variables were documented: Age of infant, indication for DBM, duration of administration, volume received per infant, feeding intolerance (aspirates, vomiting, abdominal distension, omission of feeds), NEC, HIV exposure and total volume utilised.

Results

Over the one year period (01/09/2006 to 31/08/2007) 315 LBW infants were admitted.  Their median birth weight was 1440g (540-2000g).  The lactation of 39 mothers was inadequate.  They were approached for consent to administer DBM and 38 gave consent.  A total of 47/315 (8/47 multiple pregnancies) received DBM.  The median birth weight was 1400g (540-1900g).  The most common indication was absence of breastmilk in an on-site mother.  The median duration was 7 days (1-43 days).  Feeding intolerance occurred in 2/47 infants and was characterised by abdominal distension and minimal feeding aspirates.  No infant developed NEC.  HIV exposure were recorded in 28/47 infants.  The total volume utilised over one year was 48 litres. 

Conclusion

Mothers accept DBM as an alternative milk when their own milk production is insufficient.  DBM is well tolerated by LBW infants.  Its use should be the norm to facilitate exclusive breastmilk consumption for 14 days after birth by vulnerable infants at risk for NEC.
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TREATMENTS FOR BREAST ENGORGEMENT DURING LACTATION: A SYSTEMATIC REVIEW

L Mangesi, GJ Hofmeyr, G Muzonzini

Effective Care Research Unit, East London Hospital Complex, University of Fort Hare, University of Witwatersrand

Background

The birth of the baby is an important event in any family. It is therefore important that for a mother to have a healthy baby, she gives her baby the best nutrition. In recognition of the immense importance of breastfeeding, the Baby-Friendly Hospital Initiative was launched by UNICEF/WHO in 1991. Breastfeeding results in decreased problems such as infections and other medical problems. It has also been linked to enhancement of cognitive development, prevention of obesity, hypertension and insulin dependent diabetes mellitus. It therefore lowers the rate of sickness episodes and consequently the rate of hospital admissions. 

Breast engorgement occurs if the baby sucks less milk than the amount that the mother produces. Inadequate emptying of breasts results in problems such as breast engorgement, plugged milk duct, breast infection and insufficient milk supply. Some health professionals compound this problem by discouraging women from breastfeeding when breast engorgement occurs. Lack of knowledge in managing this condition could be the reason for this inappropriate advice. Primary engorgement occurs in the first few days after the baby is born, and it occurs when the mother's body is still trying to adjust to the amount of milk that the baby demands. Secondary engorgement occurs later, and it occurs when the mother is not feeding as frequently as she used to or the baby's demand has decreased. Augmentation mammoplasty has also lately been identified as a cause of breast engorgement when women who have had such operations are breastfeeding.

Objectives

To identify the best forms of treatment for women who experience breast engorgement.

Methods

The review considered randomised controlled trials and quasi-randomised trials where treatments for breast engorgement were evaluated. Participants were all women receiving any treatment for breast engorgement during breastfeeding. Use of medical and non-medical forms of treatment was evaluated. Primary outcomes that this study intended to measure were temporary cessation of breastfeeding, permanent cessation of breastfeeding and mastitis. For secondary outcomes it intended to measure temperature higher than 38 degrees Celsius, maternal opinion of treatment, maternal acceptance of treatment, analgesic requirement, hospital admission, mother's confidence in continuing to breastfeed and breast abscess.

Twenty three studies were considered. Five of those studies published more than once. Nine were excluded because they were preventive studies and participants in other studies were non-nursing mothers leaving. This left only nine studies to be included. Included studies were randomised trials but method of randomisation not stated in 5 trials, 1 used coin toss, 3 quasi-randomised: Hosp numbers and days, in 6 studies the mother is the unit of allocation, in the other 3 a breast is the unit of allocation.

Treatments evaluated

	Treatment
	Control

	Oxytocin 2.5 iu subcutaneously daily (20)
	Saline (25)

	Protease complex for 3 days (35)
	Placebo tabs for 3 days (24)

	Serrapeptase 10 mg (2 tabs) tds for 3 days (35)
	Placebo 2 identical tabs (35)

	Cabbage leaf extract cream for 2 hours (21)
	Placebo cream (18)

	Chilled cabbage leaves (28)
	Room-temperature cabbage leaves (28)

	Chilled cabbage leaves as requested (34)
	Chilled gelpacks (34)

	Ultrasound 5-8 min an hour before breastfeeding (110)
	Sham ultrasound (87)

	Cold breast packs and halter 15-20 min after breastfeeding (45)
	Routine treatment (43)

	Treatment 1
	Treatment 2
	Treatment 3

	Essential care and oxytocin prn (70)


	Essential care and accupuncture at points HT-3 and GB-21 daily (70)
	Essential care and accupuncture at points HT-3, GB-21 and SP-6 daily (70)


Results

In pre-specified outcomes, data were only available for maternal opinion of treatment and breast abscess. No data were available on primary outcomes. Studies were of poor methodological quality. The numbers small, only one study contributed data to each outcome for which data available; some results were presented in narrative way. There were however no significant difference between different comparisons except: 

In a study comparing protease complex with placebo, the study favoured protease complex in the following outcomes: swelling not improved (P=0.006), treatment not perceived to be good by the mothers (P=0.0007) and pain not improved (P=0.02). In a study comparing gelpacks and cabbage leaves, 2/3 of women preferred cabbage leaves as they said they had immediate effect

Robson 1990 comparing breast packs with routine management was excluded pending information from trial authors. More information is needed on how randomisation was done as pre-treatment scores. A study comparing oxytocin and placebo reports that oxytocin is better but there were no numeric data.

Discussion

Common practice in women with breast engorgement is to advise more frequent breastfeeding. In the study of cabbage leaf extract versus placebo: breast engorgement parameters were improved after compared with before breastfeeding.  However, the effects of breastfeeding have not been studied in a randomized trial.

Conclusion

The studies were very limited but one study suggested some effectiveness of protease complex. More research is needed, particularly on the effectiveness of advice to feed more frequently.
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AUDITING ASPHYXIA IN THE BOLAND OVERBERG REGION 2000-2007: A PPIP STUDY

Charl Oettle
Worcester Hospital, Western Cape, South Africa

Introduction
The Boland Overberg Region lies immediately to the East and Northeast of the Cape Town Metropole. It is centred on Worcester, where the regional hospital lies, and serves a district with seven district hospitals and two midwife obstetric units (MOU). Approximately 9500 deliveries are done in the region annually.

It is almost a truism to recommend audit of one's clinical practice.  Audit gives one an idea of the extent and nature of problems, and allows one ideally to correct substandard practice.  With this in mind, regular perinatal mortality audit meetings have been held at Worcester Hospital since 1998. This was expanded gradually throughout the region, such that since 2003, audit meetings have been held regularly at all the district hospitals referring to Worcester Hospital. An attempt has been made with varying success to get all staff (medical and nursing) involved in the care of pregnant and labouring women to attend the meetings. Formal teaching on topics raised by the audit is given each time, and a forum set up to address specific problems encountered at clinic and labour ward level. 

The Perinatal Problem Identification Program (PPIP) has been very helpful on a number of counts; it provides a coherent overview of the statistics of the hospital and the region, and quantifies the causes of perinatal mortality. 

Intrapartum asphyxia (IPA) is the fourth most common reason for perinatal death of babies over 1kg in the region.  Unlike the other main causes of death (antepartum haemorrhage, unexplained intrauterine death and premature labour), whose causes are multifactorial and linked to the socio-economic circumstances prevailing, the rate of IPA is a useful marker of the quality of labour ward practice. Assessing the change in its rate over time in the context of regular audit, would give one an idea of the value of that audit in addressing problems in the labour ward. 

Methods
Data collected for PPIP was used to do a focussed analysis of trends in deaths from IPA in the region.  The study period was from June 2000 to December 2007. The data were essentially complete for the whole region for the last five years of the study, viz. from the beginning of 2003. Deliveries and deaths of babies > 1kg were considered.  Deaths consequent on the following were included: Traumatic breech delivery, precipitous labour, ruptured uterus, traumatic assisted delivery, labour related intrapartum asphyxia, meconium aspiration, cord prolapse and cord around the neck. Deaths from unspecified trauma (PPIP code 0700), domestic violence (code 0703) and motor vehicle accident (code 0704) were excluded from the analysis.

Results

A total of 56638 deliveries and 1157 deaths was analysed.  193 deaths (16,7%) were as a result of IPA. The overall perinatal mortality rate (PNMR) for babies >1kg was 20,4/1000 deliveries; the overall neonatal mortality rate (NNMR) for babies >1kg was 6,3/1000 live births. The low birth weight rate (babies born weighing <2,5kg) was 23,5%. The overall caesarean section rate was 14,5%.  The PNMR directly as a result of IPA was 3,4/1000.  The mean weight of babies dying from IPA was 2634,5g.  The frequency of the different causes of death from asphyxia can be seen in Figure 1. Labour related intrapartum asphyxia and cord around the neck were the most common, accounting for nearly two thirds of the deaths. 

Figure 1
Frequency of causes of asphyxia

Subanalysis of trends was done for the regional hospital with its attached MOU, and for the district hospitals. Worcester had a PNMR of 22,5/1000; that from IPA was 3,4/1000. The caesarean section rate was 16,8%.  The district hospitals had a PNMR of 18,7/1000; that from IPA was 3,01. Their caesarean section rate was 12,7%.  No obvious significant trends in mortality were apparent year on year for either of these sub groups. The caesarean section rate climbed steadily over the years, from 10,3% in 2000, to 17,1% in 2007; there has been no obvious concomitant decline in PNMR or rate of death from asphyxia. There was no clear relationship between the caesarean section rates of the various hospitals and their respective mortality rates.

The different hospitals differed widely in the proportion that IPA played in their deaths, from 10% at best, to 26% at worst.  

77% of deaths from IPA had at least one avoidable factor which probably led to the death of the baby.  In those deaths from IPA where the avoidable factors probably leading to the death of the baby were attributable to health worker error, 44% of the deaths had more than one avoidable factor, and 7% of the deaths had as many as five avoidable factors.

Discussion

Intrapartum asphyxia is almost by definition avoidable; it is a catastrophe with many ramifications, social, emotional, financial, medico-legal.  The deaths considered here are but the end of a spectrum of damage to the newborn; those that survive are often left with hugely disruptive disability. It is clear that a major focus of labour ward care should be to prevent its occurrence. An enormous amount of effort has been put into regular joint audit of deaths and labour ward practice in the region.  If one uses IPA as a measure, this has not led to significant improvements in outcome.  The reasons for suboptimal labour ward care are clearly multifactorial; some of the factors involved are the widespread problems of staffing shortages, frequent rotation of staff, transport/referral problems and inadequacy of equipment. One needs sufficient numbers of well motivated staff, possessed with specific knowledge, skills and backup if one is to run a labour ward effectively. The audit meeting alone is unlikely to be able to correct all that is not ideal.  There is often a problem in getting all the people involved to attend - sessional general practitioners and night staff seldom come to the meetings, and appropriate feedback is often lacking. The habit of rotating staff away from their area of expertise is a folly, the more so in a context of low staffing numbers.  It actively undermines good labour ward practice and management.  The community service system for doctors has helped in general with getting medical staff to service more rural hospitals, but suffers from the same problems of frequent staff rotation and the lack of continuity of care.

Conclusions
1.
Nearly 70% of deaths from IPA are directly related to poor labour ward practice, especially problems with monitoring.

2.
Of all the various reasons that babies die, asphyxia is the one for which the responsibility rests squarely on the shoulders of those involved in care of women in labour.  In theory at least, these deaths are almost entirely avoidable.

3.
External monthly audit alone does not seem to be sufficient to effect change.

4.
Appropriate standards of labour ward practice have to be maintained on a day-to-day basis, especially correct use of the partogram, and focussed monitoring of the condition of the mother, child and progress of labour.

5.
Guidelines and protocols need to be prominent in labour ward.

6.
Infrastructural issues need to be addressed, especially that of shortages and staff rotation.

7.
Mechanisms of upgrading the skills and knowledge of non-attenders at audit must be sought.

8.
Labour is a risky business for the mother, the baby and (medico-legally) the health service provider - the need to provide good care must be taken very seriously.
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TOTAL PERINATAL RELATED LOSSES AT TYGERBRG HOSPITAL AND IT`S DIRECT DRAINAGE AREA – A COMPARISON BETWEEN 1986, 1993 AND 2007

Q Losper, GB Theron.  Department of Obstetrics and Gynaecology, Faculty of Health Sciences, Stellenbosch University and Tygerberg Hospital

Objective

A prospective descriptive study design aimed at identifying the:

· Primary causes of death

· Final causes of death

· Possible avoidable factors

· Relevance of post mortems and placental histology

All singleton infants born in the Tygerberg Hospital (TBH) drainage area weighing >499g during 01/07/2006 to 30/06/2007 were included in the study.  A comparison was made with the leading causes of deaths during two previous studies periods in 1986 and 1993.  The percentage of primary causes of deaths that changed with the inclusion of placental histology, were also evaluated.

Method
A weekly perinatal mortality meeting (PNM) is held in the Department of Obstetric and Gynaecology at TBH.  This meeting is attended by obstetricians, paediatricians, a geneticist and pathologists.  At this meeting each case of intra-uterine and neonatal death is given a primary and final cause of death.  Avoidable factors are also discussed and this information is entered into the Perinatal Problem Identification Programme (PPIP).  Every intra-uterine death weighing >499g with their placentas are examined by the geneticist.  Certain placentas, as per protocol, were sent for histology to the pathologists, to aid in identifying the causes of deaths.  Infants included in the study were those delivered in TBH and the two direct drainage midwife obstetric units (MOU), namely Bishop Lavis and Elsies River MOU’s. All rural referrals were excluded from the study.

Results 

The total singleton births for the study period were 10396 and 111 pairs of twins, all from patients residing in the TBH drainage area.  The total perinatal related losses (TPRL) in the singleton pregnancies were 272 cases.  There were 25 deaths from the twin pregnancies.  The TPRL with respect to singleton pregnancies were 26.2/1000 births.

The leading primary obstetrics causes of deaths in singleton pregnancies were: infections 47 (17.3%), spontaneous preterm labour (PTL) 41 (15.1%), antepartum haemorrhage 40 (14.7%), intra uterine growth restriction (IUGR) 40 (14.7%), fetal abnormality 31 (11.4%), hypertensive disorders 25 (9.2%), unexplained intra uterine deaths 22 (8.1%), intrapartum hypoxia 12 (4.4%) and maternal disease 9 (3.3%)(Table 1).  The leading final causes of neonatal deaths were: immaturity related 26 (40.6%), congenital abnormalities 11 (17.2%), infections 10 (15.6%), hypoxia 10 (15.6%) and unknown 5 (7.8%) (Table 2)

The total number of placentas sent for histology were 162 and 58 of these placental reports changed the primary cause of death in the singleton pregnancies (Table 3).  Unexplained intra uterine deaths would have been 46, due to placental histology 18 deaths could be attributed to infection and 24 became idiopathic placental insufficiency.

Total avoidable factors were 240 of which 209 were patient avoidable factors, 19 were medical avoidable factors (Table 4) and 12 were administrative avoidable factors.

Table 1
Primary obstetric causes per weight categories

	Primary obstetric causes
	500g- 999g
	1000g- 1499g
	1500g- 1999g
	2000g- 2499g
	>2500g
	Total (%)

	Spontaneous preterm labour
	32
	4
	3
	2
	0
	41(15.1)

	Infections
	20
	7
	7
	3
	10
	47(17.3)

	Antepartum haemorrhage
	14
	9
	6
	9
	2
	40(14.7)

	Intrauterine growth retardation
	12
	10
	6
	3
	9
	40(14.7)

	Hypertensive disorders
	17
	3
	3
	2
	0
	25(9.2)

	Fetal abnormality
	8
	7
	5
	6
	5
	31(11.4)

	Trauma related
	0
	0
	0
	0
	3
	3(1.1)

	Intrapartum hypoxia
	0
	0
	1
	1
	10
	12(4.4)

	Maternal disease
	4
	1
	1
	0
	3
	9(3.3)

	Other
	0
	2
	0
	0
	0
	2(0.7)

	Unknown intrauterine death
	6
	2
	4
	4
	6
	22(8.1)

	TOTAL
	113
	45
	36
	30
	48
	


Table 2
Final neonatal causes of deaths per weight categories

	Final neonatal causes of death
	500g - 999g
	1000g - 1499g
	1500g - 1999g
	2000g - 2499g
	>2500g
	Total (%)

	Immaturity related
	22
	3
	1
	0
	0
	26(40.6)

	Hypoxia
	0
	1
	1
	3
	5
	10(15.6)

	Infection
	2
	1
	3
	2
	2
	10(15.6)

	Congenital abnormalities
	2
	2
	3
	1
	3
	11(17.2)

	Trauma related
	1
	0
	0
	0
	0
	1(1.6)

	Other
	0
	1
	0
	0
	0
	1(1.6)

	Unknown causes
	0
	0
	1
	3
	1
	5(7.8)

	TOTAL
	27
	8
	9
	9
	11
	


Table 3
Placental histology and effect on allocation of a primary cause of death

	Number
	From
	To

	3
	Unknown (46)
	PTL with Chorioamnionitis with intact membranes

	14
	 
	Chorioamnionitis

	4
	 
	Abruption

	1
	 
	Treponemal Infection

	24
	 
	Placental Insufficiency 

	3
	Spontaneous PTL
	Placental insufficiency

	2
	Chorioamnionitis
	Placental insufficiency

	1
	Hypertension Related
	Placental insufficiency

	1
	Hypoxia
	PTL with Chorioamnionitis with intact membranes

	2
	Cervical Incompetence
	PTL with Chorioamnionitis with intact membranes

	1
	Hypertension Related
	Chorioamnionitis

	2
	Maternal disease
	Chorioamnionitis


	Number
	Medical Avoidable Factors

	2
	Underestimate fetal size

	2
	No response to history of still births, abruptio etc

	1
	No response to maternal glycosuria

	1
	No response to poor fundal growth

	1
	fetal distress not detected intra partum: fetus monitored

	1
	fetal distress not detected intra partum: fetus not monitored

	1
	prolonged second stage with no intervention

	1
	delay in referring pt to secondary or tertiary care

	1
	No response to apparent post term pregnancy

	1
	No response to history of poor fetal movement

	2
	breech presentation not diagnosed until late in labour

	1
	fetal distress not detected antenatally: fetus not monitored

	1
	antenatal steroids not given

	1
	incorrect management of APH

	2
	Other


Table 4
Medical Care Related Avoidable Factors

Discussion

The TPRL for this study was 26.2/1000 deliveries, which is lower than the two previous studies in 1986: 36.7/1000 and in 1993: 30.5/1000 (Table 5)

Table 5

	
	1986
	1993
	2007

	Total number of singletons
	7923
	8616
	10396

	IUD rate /1000
	27.4
	26.5
	20.0

	NND rate /1000
	9.3
	4.1
	6.2

	TPRL rate /1000
	36.7
	30.5
	26.2


In 1988 Pattinson et al  identified the primary leading causes of TPRW as being antepartum haemorrhage, spontaneous preterm labour, unexplained IUD’s, multiple pregnancies, infection and fetal abnormalities.  Prins et al found that infections, especially caused by syphilis, was increasing and has become one of the leading causes of death, even surpassing unexplained IUD’s.  Infection related losses now account for highest primary obstetric cause of death and unexplained IUD’s has decreased due the contribution of placental histology (Table 6).

Table 6

	
	1986
	1993
	2007

	spontaneous PTL
	24.1
	20.5
	15.1

	Infections
	9.6
	14.1
	17.3

	APH
	28.9
	25.5
	14.7

	IUGR
	4.8
	1.5
	14.7

	hypertension
	5.2
	11.4
	9.2

	fetal abnormality
	7.9
	8
	11.4

	Trauma
	1
	0
	1.1

	Intrapartum hypoxia
	3.8
	2.7
	4.4

	Maternal disease
	1.4
	0.7
	3.3

	Other
	1
	2.2
	0.7

	Unexplained IUD
	12.4
	12.9
	8.1


The 2003-2005 PPIP has identified the National PNMR as 37.5/1000 births.  Unexplained intra uterine deaths were the most common recorded primary obstetric cause of death, accounted for 24.6% of all deaths.  In the index study unexplained IUD ranked seventh and only accounted for 8.1% of deaths.
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THE BETTER BIRTHS INITIATIVE IN THE EASTERN CAPE: 5-YEAR FOLLOW-UP
M Singata, N Kwadjo, N Gaba, GJ Hofmeyr, L Mangesi, N Mushweshwe, A Mgoli, N Makinana, G Apphla, B Mgudlwa, N Pinzi

Effective Care Research Unit, SMSB Project (Dept of Health, Eastern Cape), East London Hospital Complex (O & G Dept)

Introduction
In 2002, the Effective Care Research Unit conducted Better Births Initiative (BBI) workshops in all districts of the Eastern Cape.  The objective of the workshops is to provide evidence-based, humane care during childbirth.  Specific aims are to identify ineffective labour practices, which are still in use and need to be stopped (i.e. routine enemas and perineal shaving, starvation during labour, confinement to bed, birth in the supine position and routine episiotomy), and effective practices, which need to be implemented (e.g. childbirth companionship, MgSO4 for eclampsia, PMTCT).

At the beginning of the workshop, participants are asked to evaluate their labour practices against evidence of effectiveness (mainly from the WHO Reproductive Health Library) and identify changes, which need to be made.

In 2007, the BBI workshops were repeated in 6 districts including 19 hospitals of the Eastern Cape Department of Health ‘Saving Mothers, Saving Babies’ Project (Mrs N Kwadjo).  The workshops also included updated on management of major causes of maternal mortality.

Methods
The evaluation of labour practices from the 2007 workshops was compared to that from the 2002 workshops to assess the progress towards evidence-based labour care over time.

Results
In the 2002-2003 workshops, the following practices were seen as needing to be changed: labour companionship, reduce episiotomies, mobility in labour, upright birth positions, oral fluids, reduce suctioning, reduce amniotomy, reduce shaving, reduce enemas (9 practices).  Finding in the 2007 workshops are that the hospitals reviewed had managed to change 5 practices and 4 are still a challenge to them.  Reasons for success and failure will be discussed.

Conclusions
It is evident that change can be achieved, but any change is difficult.  It takes time, and requires long-term follow-up and support.
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USE OF THE UNIJECT INJECTION DEVICE IN PUBLIC HEALTH PROGRAMS—GLOBAL EXPERIENCE TO DATE, PLANS FOR EVALUATION, AND INTRODUCTION IN SOUTHERN AFRICA

Steve Brooke, MBA, PATH; James A. Litch MD, DTMH, PATH; Dolly Nyasulu, PATH; Michelle Folsom, PATH; Joseph Titus, MBChB, KwaZulu-Natal Department of Health

In 1987, the World Health Organization and others organized a global Evaluation Panel for Injection Technologies (EPITECH), calling for the development of innovative injection devices which could help address the risks of unsafe injection and enable improved immunization, family planning, and maternal and child health programs. PATH responded by developing both the technology now produced and marketed as the Soloshot™ series of autodisable syringes and the Uniject™ injection device.  

The Uniject device is a prefilled, single-dose injection device specifically designed to prevent attempts at reuse. It combines a drug or biological, syringe, and needle packaged in a sealed foil pouch. Uniject devices are available in 0.25-, 0.5-, and 1.0-ml dose sizes and can be ordered with any standard needle size. The Uniject device delivers the following key features and benefits:

· Single dose to minimize wastage and facilitate outreach to individual patients.

· Prefilled to ensure that the correct dose is given, and to simplify procurement and distribution logistics.

· Nonreusable to minimize patient-to-patient transmission of bloodborne pathogens.

· Easy to use, to allow self-injection and use by health workers who do not normally give injections, and to facilitate use in emergency situations.

· Compact size for easy transport and disposal.

Two compelling Uniject success stories have emerged in recent years. First, the Ministry of Health of Indonesia, as an early adopter of the device as a vaccine delivery system, relies on hepatitis B vaccine in Uniject for its nationwide birth-dose program. Since 2003—for the first time in history—every newborn in Indonesia now receives the first dose of hepatitis B vaccine within a few hours or days of birth thanks to the Uniject device. Second, UNICEF with its partners BD, PATH, and the Bill & Melinda Gates Foundation under the Partnership for Child Health adopted Uniject as a method of administration of tetanus toxoid. Uniject was used to deliver 9 million doses of tetanus toxoid to women in remote populations throughout the world, including Afghanistan, Ghana, and Mali. This large-scale deployment of Uniject powerfully demonstrated the device’s excellent suitability for outreach scenarios in difficult-to-reach areas. 

Major trends with positive implications for Uniject continue to unfold. These range from the development of higher-value vaccines with long-term backing from GAVI to the increasing desire to eliminate the preservative thimerosal from vaccines. Other promising developments for Uniject include an increasing likelihood that DMPA in Uniject could be available to major international donors within approximately two years and a recent increase in the number of pharmaceutical companies launching other Uniject applications. One of these applications is oxytocin in Uniject, expected to be commercially available later in 2008.

PATH, in collaboration with the KwaZulu-Natal Department of Health, is now planning a study in which oxytocin devices will be evaluated for quality and coverage in achieving routine and comprehensive active management of the third stage of labor (AMTSL) at every birth to prevent postpartum hemorrhage. Use of the Uniject device to deliver oxytocin may make it possible to scale up lifesaving AMTSL much more rapidly and broadly by eliminating some of the occupational safety and ease-of-use issues associated with a traditional ampoule and syringe.
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A SIMPLE FORMULA FOR ESTIMATING BIRTH WEIGHT IN LABOUR AT TERM

EJ Buchmann, KJ Tlale

Department of Obstetrics and Gynaecology, University of the Witwatersrand

Background

Estimation of fetal weight during labour at term is frequently done to determine risk for cephalopelvic disproportion or shoulder dystocia. Estimation by clinical palpation has been shown to be as good as ultrasound in intrapartum fetal weight estimation at term, giving estimates correct to within 10% of the birth weight in 60% to 70% of cases. Symphysis-fundal height (SFH) measurement may offer an easier method of fetal weight estimation, but no simple formula is available. The objectives of this study were 1) to derive and validate a simple formula for birth weight based on SFH, and 2) to determine a useful SFH cut-off for prediction of fetal macrosomia (birth weight ≥4000 g). 

Methods

Two prospective cross-sectional studies (derivation study and validation study) were done on women ≥37 weeks’ gestation with singleton live cephalic presentations. The derivation study was done at Chris Hani Baragwanath Maternity Hospital and the validation study at Johannesburg Hospital and Chris Hani Baragwanath Hospitals. All participants in both studies were in the active phase of labour. Measurements were made by EJB in the derivation study and by KJT in the validation study. Symphyis-fundal heights were measured between contractions to the highest point on the uterus, according to instructions in the Maternal Care Manual of the Perinatal Education Programme. Maternal parity, gestation, height, weight, membrane status and level of the head were also recorded. Statistical methods included multiple linear regression, simple linear regression, scatter plots and receiver operated characteristic (ROC) plots.

Results 

In the derivation study, 504 measurements were made. The mean SFH was 37.0 cm and the mean birth weight was 3190 g. The proportion of infants ≥4000 g at birth was 4.4%.  Birth weight correlated well with SFH (r=0.64). A multiple linear regression model revealed that SFH could account for 85% of independent prediction offered by the following variables: SFH, maternal height, maternal weight, parity, gestation and cervical dilatation at the time of measurement. Simple linear regression gave the formula: birth weight in g = 301 + 78 [SFH in cm] (Figure 1). This meant that for each cm increase in SFH, birth weight increased by 78 g. This could be adjusted, with minimal change to the regression line, to: birth weight in g = 100 ([SFH in cm] – 5), giving an increase in 100 g in fetal weight for each cm SFH. From the regression line, this would be most predictive in the birth weight range of 2500 g to 3500 g. 
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Figure 1
Scatter plot for birth weight (y axis) by symphysis-fundal measurement (x axis) in the derivation study (n=504). Regression lines shown are for the mathematical formula (continuous) and for the derived simplified formula (dotted).  

When applied to this study sample, the formula gave estimates correct to within 10% of the birth in 67% of measurements. Regarding prediction for macrosomia, an ROC plot suggested 40 cm as the most useful cut-off measurement. The sensitivity was 82%, the specificity 80%, the posivitive predictive value 16% and the negative predictive value 99%. 
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Figure 2
Scatter plot for birth weight (y axis) by symphysis-fundal measurement (x axis) in the validation study (n=294). Regression lines shown are for the mathematical formula (continuous) and for the derived simplified formula (dotted).

In the validation study, the researcher measured 294 women. The mean birth weight was 3221 g. The mean SFH was 3700 g, which equated to a mean estimated birth weight, using the formula, of 3200 g. Simple linear regression between SFH and birth weight gave a correlation coefficient (r) or 0.58. The regression equation was: birth weight in g = 585 + 71 [SFH in cm] (figure 1). Using the derived simplified formula, 65% of estimations were correct within 10% of the birth weight. Again, the regression line adjusted to the simplified formula did not appear to deviate much from the mathematically derived line in the birth weight range of 2500 g to 3500 g.  Prediction for macrosomia with an SFH of 40 cm had a sensitivity of 83%, specificity of 82%, positive predictive value of 17% and negative predictive value of 99%. 

Conclusion

A birth weight formula suggesting birth weight = ‘SFH minus 5’ was derived and validated. The formula may not be accurate for predicting macrosomic infants. However, a measurement of less than 40 cm provides 99% assurance of a non-macrosomic newborn. These findings may be applicable and useful for Southern African public service situations, in women at term in labour.  
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POSTERIOR AXILLA SLING TRACTION (PAST):  A NEW TECHNIQUE FOR INTRACTABLE SHOULDER DYSTOCIA

GJ Hofmeyr, CA Cluver*

Effective Care Research Unit, University of the Witwatersrand/Fort Hare and Department of Obstetrics and Gynecology, East London Hospital complex, South Africa 

*Department of Obstetrics and Gynecology, East London Hospital complex, South Africa 

Background
Shoulder dystocia is a uniquely hazardous and usually unpredictable complication of birth. The baby’s survival depends on rapid performance of one or more maneuvers, yet these maneuvers and the sequence in which they should be attempted have not been systematically evaluated. Management of this life-threatening condition remains empirical.  Prolonged neglect of shoulder dystocia places the mother’s life at risk from uterine rupture and hypovolaemic shock (Randrianantoanina et al 2007).  Recent reports have emphasized the dangers of traction on the baby’s head and neck or cephalic replacement (Ross and Beall 2006), and the value of direct rotational manipulation of the baby and early efforts to deliver the baby’s posterior arm. In the December 2006 issue of Obstetrics and Gynecology, Menticoglu reported a new technique for delivery of the posterior arm in shoulder dystocia, using finger traction in the posterior axilla.  We report two cases in which standard methods of delivery failed, including finger traction in the posterior axilla, but the shoulder dystocia was overcome by traction with a soft plastic catheter sling around the posterior axilla. 

Case Presentations: 

Case 1

A 21 year old HIV positive primigravid woman on highly active antiretroviral therapy presented with an intrauterine fetal death of unknown cause at 38 weeks’ gestation. In labour she progressed well until full cervical dilation when labour became obstructed. A vacuum delivery of the macerated head was performed and shoulder dystocia followed. Routine attempts at delivery by Mc Robert’s maneuver, suprapubic pressure, attempts to deliver the anterior and the posterior arms including posterior axilla finger traction, and attempts to rotate the baby were unsuccessful.

In theater under spinal anaesthesia the routine methods were again attempted unsuccessfully.  Attempts included digital posterior axillary traction, but the pelvis was very small and insufficient traction force could be applied digitally. As a last resort, a soft plastic suction catheter size Fr14 was folded in half over the operator’s right index fingertip and the loop was manually inserted around the posterior shoulder and under the axilla. The loop was then retrieved with the left index finger and withdrawn so that the proximal end and tip of the catheter met to create a sling around the shoulder. An artery forceps was applied to the ends and traction was applied. The posterior, followed by the anterior shoulder were then delivered without delay. The macerated baby weighed 3.2 kilogram and had a fractured humerus of the posterior arm. No maternal injury was incurred and the mother was discharged 2 days later. This method of delivering the posterior arm is a new method that was conceived by the two authors jointly.

Case 2.

A 25-year old primigravid woman was admitted with a history of labour pains for 5 hours. On examination she was in latent phase of labour. Cardiotocography showed fetal heart rate decelerations and the baby died shortly after admission. Labour progressed poorly and an intravenous oxytocin infusion was administered. The second stage of labour was prolonged and the head was delivered with a size 6 metal vacuum cup after 3 contractions. Shoulder dystocia ensued.  McRobert’s maneuver, suprapubic pressure, posterior head traction, attempts to deliver the posterior arm and finger traction in the posterior axilla were unsuccessful.  A soft plastic suction catheter was fed around the posterior axilla using the same method as in the above case, and the posterior shoulder delivered with traction on the catheter.  The posterior arm was swept down over the chest and the rest of the baby delivered without difficulty.  There were no injuries to baby or mother.
Discussion
The advantages of posterior arm retrieval, and failing that, digital posterior arm axillary traction to resolve shoulder dystocia have been emphasized in the literature, as has the risk of fracture of the humerus during digital posterior axillary traction. In our cases, these maneuvers attempted by an experienced obstetrician, with the advantage of spinal analgesia in the first case, were unsuccessful.  Substituting a soft plastic catheter sling for the digital axillary traction allowed greater traction to be applied while eliminating the space occupied in the pelvis by the operator’s fingers.

Although in the two cases presented this procedure was carried out in the case of  dead babies, the speed with which apparently intractable shoulder dystocia was overcome leads the authors to suggest that this method, while carrying a risk of upper limb trauma, may be lifesaving for a baby with shoulder dystocia when all else fails. 

The advantages of this method include speed and the avoidance of maternal trauma such as symphysiotomy, caesarean section or hysterotomy. It may decrease the risk of infection, the time spent in hospital, the cost and emotional trauma. In the case of a very small pelvis, placement of the catheter may be most easily achieved by someone with small hands. The authors tested the strength of a size Fr14 plastic suction catheter in vitro and found that at least 40kg traction force could be applied without snapping the catheter

Posterior axilla sling traction should not be first line treatment of shoulder dystocia as it may cause trauma to the baby, however when other methods fail we suggest that it be attempted without delay. A large bore suction catheter should be readily available in all delivery rooms in the first place in case needed for suctioning of meconium, and in the second place for management of shoulder dystocia.
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THE LAUNCH OF A PERINATAL AND CHILDHOOD “WIKI”

DL Woods

Perinatal Education Trust and Eduhealthcare

The Perinatal Education Programme (PEP) has provided decentralised, self-help learning courses in maternal and newborn care to nurses, doctors and medical students for many years.  Over 50 000 participants have used this opportunity in South Africa to take responsibility for their own professional growth and continuing education.  Recently the book “Child Health Care: a learning programme for professionals” has expanded the range of topics to include child health, while a further book on Childhood HIV will soon be added to address the enormous challenge of HIV infection in children.

Currently the 8 PEP manuals are being republished in the same attractive and user-friendly layout as these two child health books.  Additional PEP books on Intrapartum Care and Developmental Disability are in preparation.

All these distance learning courses are also available in pdf format on free websites so that colleagues, especially in poor countries beyond southern Africa, can have access to the educational material.  This enables health care workers to establish and manage their own training programmes without having to depend on formal teaching projects.

Through a partnership with Electric Book Works and generous sponsorship through Eduhealthcare, a not-for-profit organisation, the full range of book and web-based perinatal and childhood programmes are now being converted into a “wiki-type” format.  Using a similar concept to the hugely successful Wikipedia, both local and international contributors are invited to comment on the learning material.  All contributions will be formally reviewed and recognised to maintain a high academic standard.  Comments will be added to the web text as drop down boxes.  Each pair of questions and answers will have an icon indicating the number of comments attached.  In this way it is anticipated that the core content of all these courses will be enriched and expanded through shared comment based on personal experience and evidence-based trials.

While access to the website is free, the multiple choice questions, used to enable participants to monitor their progress through each course, and an end of course examination will be made available at a small fee.  This will enable individuals, groups or institutions to manage their own course assessments.

Access to all the perinatal and child health learning programmes in the new “wiki” format are available on the website www.EBWhealthcare.com  Books can also be ordered on the site.  It is hoped that as many “Priorities” colleagues as possible in South Africa will join this innovative project by submitting comments and suggestions, or forwarding appropriate journal articles and editorials.  In this way we can all contribute to and share in a range of cheap, appropriate and highly effective self-directed learning courses aimed at improving the care of mothers, infants and children.  All nurses and doctors working in these fields will now have easy access to opportunities for continuing medical education.

SESSION 8: KEYNOTE
THE DEVELOPMENT OF NEONATOLOGY; THE BEGINNING OF CARE FOR THE FOUNDLING

M Adhikari

Department of Paediatrics, Nelson R Mandela School of Medicine, University of KwaZulu Natal

In years gone by, the burden of maternal disease was such that the newborn was ‘incidental’ and often was a foundling. Of paramount concern was the survival of the mother. However in the 1950s more low birth weight infants began to survive and the concept of neonatal intensive care developed.  As the infant mortality declined by 47% between 1965 and 1980, the burden of disability became evident. The need to care for babies became a priority.

Historians trace the beginnings of incubator care to Johann Georg van Ruehl in 1835 at the Imperial Foundling Hospital in Petersburg, Russia. The French obstetrician Stephane Tarnier first conceived the idea of building an incubator, called a ‘thermo-siphon’, hot water circulated between a double-walled metallic cage. Incubators were installed in the Paris Maternity Hospital in 1880. Pierre Budin showed that keeping babies arm reduced mortality by 25-50%.

In 1958, Virginia Apgar, an anaesthetist, developed a scoring system to assist with the decision as to whether resuscitation of the newborn was required. Twenty years later clearer goals were established with respect to the one minute and 5 minute scores. The importance of the twenty minute Apgar was published. More importantly, guidelines for the withholding or withdrawal of care were developed and neonatal bioethics came into being.

One could state that fetal medicine was an area that developed in 1901 when Ballantyne advocated antenatal care. Maternal mortality was 5/1000 in Great Britain at the time. He stated that life threatening conditions could be detected and treated early. In 1982 maternal mortality had declined to 0.1/1000, factors that contributed to this decline included blood transfusion, antibiotics, oxytoxic agents and anesthetics. In 1960 it was realized that the fetal heart could be counted and asphyxia could be diagnosed in-utero. Fetal abnormalities and fetal surgery then developed.

Intravenous (IV) access was not possible until the butterfly was developed, initially however this was for adults. Subsequently butterflies were made and sterilized by paediatricians. These were inserted in veins on the heads of the babies and fixed with plaster of paris!!. Gradually the technology for IV access developed, various catheters, longlines were refined. Sites for venipuncture were an issue – blood was taken from the femorals, posterior fossa and external or internal jugular.

In the 1940s it was recognized that premature infants required oxygen which was delivered to the baby as a single nasal prong, masks which were difficult to fix and eventually the oxygen head box. Soft nasal prongs, mixers to deliver a specific ambient oxygen concentration came onto the market. It was noted that premature infants developed visual problems at two years of age and this was linked to oxygen therapy. Changes were observed in the eye and the condition was initially labeled retrolental fibroplasia. By 1953 it was estimated that 8000 infants had been blinded by oxygen therapy. Immaturity was recognised as the underlying situation for the development of the condition. The effect of this experience was to give less oxygen with a resultant increase in disability.

Pulmonary dysmaturity or cystic emphysema was a condition recognize in the 1960s occurring in premature infants who required oxygen and remained cyanosed in 100% oxygen.  Wilson Mikity (1960) and Burnard 1966 describe the changes which subsequently were found to be similar to those described by Northway in 1967 in infants who were on prolonged ventilation. This was seen as oxygen toxicity to the lungs and occurred in the dysmaturity syndrome and the ventilated babies.  The concept of chronic lung disease evolved. Animal studies supported the pathological changes found in affected lungs with anti-surfactant and anti-macrophage effects of high oxygen exposure. 

Neonatal ventilation was initiated in Cape Town by Professor Smythe for neonatal tetanus and Professor Malan and Heese for hyaline membrane disease. Guidelines for ventilatory strategies and sophisticated ventilators developed with continuous positive airway pressure being part of the ventilators. High frequency oscillation and NO became available for selected cases in whom conventional mechanical ventilation had failed.

Continuous positive airway pressure (CPAP), a strategy to prevent alveolar collapse in expiration, was developed in the 1980s when the Gregory box was developed. This required a tight fit around the neck to prevent leaking of the pressure, masks were developed but this lead to cases of cerebellar haemorrhage related to the tightness of the mask application. Suitable nasal prongs were developed nasal CPAP is now standard of care.

In chronic lung disease, a common diagnosis in many units, steroids was shown to be beneficial in babies for weaning from the ventilator and from oxygen.  The courses of steroids tended to be many days and subsequently poor neurological outcomes were documented. However, if steroids are not used the costs of prolonged periods of ICU care and oxygen therapy needs to be weighed against the rapid weaning with steroids.

One of the major advances in neonatal care was the development of surfactant replacement therapy (SRT) which has changed the management of low birth weight infants significantly. The initial ideas of rotating the baby in all directions proved to be unnecessary as ventilation dispersed the surfactant throughout the lung. In South Africa guidelines for the use of SRT were developed and applied. 

Feeding term infants was less challenging since they were breast fed. However, premature infants were starved for 72 hours to prevent inhalational pneumonia and to reduce mortality. The effects of this practice were dehydration, hyperbilirubinaemia, hypoglycemia and starvation. These factors contributed significantly to handicap. In the 1950s improved formulas developed. The ‘formula forces’ were too powerful so diarrhoeal disease, pneumonia, skin infections became a problem particularly in resource limited settings. In the 1970s WHO and UNICEF promoted exclusive breastfeeding. At the nursery in King Edward Hospital, Durban exclusive breast feeding was advocated. Mothers with term babes shared their milk with another term infant and similarly mothers with premature infants to prematures. Then came HIV and no sharing!!!. 

Total parenteral nutrition (TPN) was developed for adult surgical patients in 1968. A newborn with gut atresia was fed by IV catheter for 44 days with amino acids, carbohydrate and electrolytes.  Gradually TPN improved, in the UK too much fat was given, fatty livers developed, low platelets and high fat levels in blood along with high blood sugars.

In the late 1970s intrajejunal feeds were attempted with disastrous outcome of the development of necrotizing enterocolitis. 

Monitoring of the newborn required special adaptations of the monitor for the newborn. Initial equipment such as the blood gas analyzer took an hour to calibrate as did the saturation monitor.  Special multiparameter monitors for vital signs developed. Invasive monitoring began in the 1990s.

A major advance for neonatology was the advent of cranial ultrasound in the 1980s. Initially intraventricular haemorrhage was diagnosed then ‘flares’ were seen and eventually interpreted as periventricular leucomalacia. Congenital abnormalities intracranial calcifications were recognised. The use of cranial ultrasound assisted with determining prognosis and avoiding futile therapies for severe neurologically affected newborns particularly premature infants.

Then disaster struck! HIV was diagnosed in mothers in 1985 and in the newborn in 1996 at King Edward Hospital. Tuberculosis and other co-infections were documented. Since then the struggle for diagnosis, maternal CD4 counts and neonatal PCR tests developed. The PMTCT programme with the offer of free formula as a feeding option, is inefficient and not achieving the aim of reduction in mother to child transmission. Now there is HOPE – feeding options are clearer, exclusive breast feeding is promoted. Flash heating of mothers milk and AZT to all babies makes mother’s milk safer and early ARVS to mothers and babies will improve morbidity and reduce mortality.

Where now neonatology in 2008? Non-invasive ventilation, early NCPAP including for the very low birth weight infant, restricted antibiotic usage to avoid multi-resistant bacterial infections developing.

This cannot be successful without maternal education, literacy, physical and mental health. The mother is then empowered to bargain for her child and she will influence the early development of her child for a better future. In addition community education and parenthood training is essential to achieve a better life for mothers and heir newborns.
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VERY LOW BIRTH WEIGHT INFANTS AT JOHANNESBURG HOSPITAL

D Ballot

Department of Paediatrics and Child Health University of the Witwatersrand

Introduction

Many neonatal units now participate in neonatal networks to provide data for comparison of outcome and problems.  Staff and financial constraints together with heavy workloads preclude many large state units from participating in these networks. This study is a retrospective review of very low birth weight infants at Johannesburg hospital over 1 year in order to provide data similar to that obtained from a neonatal network.

Method

This is a retrospective record review of all very low birth weight  (VLBW) infants admitted to the Johannesburg Hospital neonatal unit from 1 July 2006 to 30 June 2007.

Results

A total of 503 VLBW infants were admitted during the study period, 489 records were available for review.  There were 229 male infants and 253 females. Mean birth weight was 1137 grams (SD 238) and gestational age 29.07 weeks (SD 2.87).  The majority of infants (394) were appropriate for gestational age. There were 40 sets of twins and 2 sets of triplets.  Maternal age was 26.5 years (SD 6.03).  243 infants were delivered by Caesarean section and there were 26 vaginal breech deliveries.  Only 259 (52.9%) were documented to have received antenatal care. 53 (10.8%) infants were born before arrival and 40 (8.1%) were outborn.  Antenatal steroids were documented to have been given in 174 (35%) of cases.  123 (25%) of mothers were HIV positive and 80% of these received nevirapine.  HIV testing was refused by 25 and unknown in 103 (21%).  Syphilis screening was unknown in 245 patients (50.1%) and was positive in 12 cases (2.4%); only 2 were documented to have been treated.  156 (31.9%) of infants received ventilatory support. Mean duration of hospitalisation was 26.13 days (SD 23.61). 141 (28.8%) of infants died; the majority being less than 1000 grams.

Conclusions

This study serves to confirm that VLBW infants remain an important subset of neonates with a high demand on hospital resources.  The data also highlights several potential areas of improvement including antenatal care, the administration of preventative drugs (antenatal steroids and nevirapine) and screening for maternal illness (HIV and syphilis).
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EXTREMELY LOW BIRTH WEIGHT INFANTS IN A NEONATAL HIGH CARE WARD

GF Kirsten, JI van Zyl, CL Kirsten, J Smith, P Henning, I Els, S Holgate, A Bekker.

Division of Neonatology, Department of Paediatrics and Child Health, Tygerberg Children’s Hospital and The University of Stellenbosch

Due to the limited resources in State Hospitals in South Africa, extremely low birth weight (ELBW) infants (<1000g) with respiratory distress syndrome (RDS) are not admitted for ventilation to the NICU. ELBW infants with RDS were previously treated with head box oxygen, nasal cannula oxygen and more recently with nasal CPAP in the neonatal wards.  Despite the use of early nCPAP, many of these infants still succumbed to respiratory failure.

Aim: To determine the impact of in-out surfactant on the outcome of ELBW infants with RDS treated in a High Care neonatal ward who failed early nCPAP.  

Study setting: Neonatal High Care ward, Tygerberg Children’s Hospital

Study design: Prospective cohort analytical

Primary outcome: Survival at discharge from the Neonatal High Care ward at Tygerberg Children’s Hospital 

Control Group: ELBW infants with RDS treated with nCPAP only at Tygerberg Children’s Hospital during 2004

Patients and methods: All inborn infants with birth weights between 500 and 1000g with RDS admitted to the Neonatal High Care ward between 1st May 2007 and 30th November 2007 were studied. Infants with RDS were started on nCPAP (Neopuff®) in labour ward which was continued during transport to the neonatal ward. Infants on nCPAP with severe indrawing and recessing, apnoeic spells and an FiO2 level >0.4 within 1 hour of birth received one dose of in-out surfactant. Infants with RDS also received one dose of prophylactic ibuprofen orally.

Results: A total of 98 ELBW infants were admitted. Their mean birth weight was 840g (SD 127.2) and mean gestational age 27.7 weeks (SD 1.9). Twenty infants (20%) received in-out surfactant. 15/23(65%) of the infants <27 weeks, 24/29 (90%) of those between 27 and 28 weeks and 18/23 (80%) >28 weeks gestation survived. 24/34 (71%) of the infants <800g and 54/64 (84%) between 800 and 1000g survived compared to 35% and 72% in 2004 respectively. 

Conclusion. The survival of extremely low birth weight infants increased significantly after the introduction of in-out surfactant to infants with RDS who failed nCPAP.

SESSION 8: PAPER 3
THE EFFECT OF A CHEST BRACE ON THE NEED FOR MECHANICAL VENTILATION IN PRETERM INFANTS

Peter Cooper, Daynia Ballot, Barbara Cory, Sithembiso Velaphi, Elaine Beckh Arnold, Charles Palmer.  Department of Paediatrics, University of the Witwatersrand and The Milton S Hershey Medical Centre, Pa, USA

Background

Respiratory distress syndrome (RDS) is treated by the administration of exogenous surfactant with the use of various forms of ventilatory support including continuous positive airways pressure (CPAP).  There is some evidence to suggest that continuous negative extrathoracic pressure CNEP has a similar benefit to that of CPAP.  The Hug ’n Snug chest brace is a plastic device that is applied to the chest using two adhesive chest plates.  The brace is fitted to the two plates and maintains chest expansion, thereby maintaining functional residual capacity and alveolar recruitment, in a manner similar to CPAP.  Supplemental oxygen is administered either by nasal cannulae or via head box. 

Aims

The purpose of this study was to evaluate the effect of an external chest brace (Hug ‘n Snug  Neonatal Chest Splint, Respironics)  in the management of RDS in neonates. 

Subjects and methods

This was a non blinded prospective randomized controlled trial conducted in the neonatal units of CH Baragwanath and Johannesburg Hospitals between January 2004 and December 2005. Spontaneously breathing preterm infants (24 to 36 weeks gestation) with a birth weight between 1000g and 3200g requiring more than 25% supplemental oxygen to maintain saturation levels above 90% presenting with RDS within the first 24 hours of life, were randomized to receive standard care (control group) or standard care plus the chest brace.  Exclusion criteria were intubation, mechanical ventilation, respiratory failure or recurrent intractable apnoea and bradycardia, presence of congenital abnormality, meconium aspiration syndrome and presence of air leak.  The study was approved by the Human research ethics committee of the University of the Witwatersrand.  Informed consent was obtained from parents prior to enrolment. 

Results

A total of 40 babies were enrolled into the study. 19 were randomized to the chest brace group and 21 to the control group.  There were no significant differences in demographic characteristics between the groups as can be seen in table 1.

Table 1

	Variable
	Control
	Chest brace group
	Significance

	Gestational age

(weeks)
	30.4 ±2.3

Range 24 to 34
	31.2 ±2.7

Range 27 - 36
	NS

	Birth weight 

(grams)
	1393 ±352

 Range1002-2295
	1522 ±447

Range 1024-2620
	NS

	Male: Female
	10:11
	9:10
	NS


The outcomes of the two groups were similar.  There were no statistically significant differences in the need for mechanical ventilation (5/21 vs. 4/19) or mortality between the two groups (3/21 vs. 2/19).  No baby in either group had any form of air leak. One baby in the chest brace group was discharged home on oxygen as opposed to none in the control group. The duration of hospital stay was similar for both groups (24.8 days vs. 23.6 days).  Owing to technical problems, only 12 babies in each group had a cranial sonar.  There was one baby with a grade 3 intraventricular haemorrhage and one baby with a germinal matrix bleed in each group.

Discussion 

This small pilot study did not demonstrate benefit from the chest brace with respect to the need for mechanical ventilation in preterm infants with RDS.  However, the brace appeared to be safe and relatively easy to use in preterm infants with RDS.  Possible reasons for failure to demonstrate any benefit from the chest brace include a small sample size,  relatively late application of the brace in some cases (protocol allowed up to 24 hours) so that significant atalectasis may have already occurred and exclusion of babies <1000 grams who may have greater benefit from such a device.

Since the brace could be used in low technology environments, further studies are warranted on its use in combination with surfactant and/or nasal CPAP and after extubation of preterm infants who have been mechanically ventilated.

SESSION 8: PAPER 4
INCIDENCE OF CHRONIC LUNG DISEASE IN LOW BIRTH WEIGHT INFANTS BORN AT KALAFONG HOSPITAL

M Mollentze, SD Delport

Dept of Paediatrics, Kalafong Hospital and the University of Pretoria

Introduction

Chronic lung disease (CLD) remains an important complication of low birth weight (LBW) infants.  The incidence varies between centres partly because of a lack of uniformity in the diagnostic criteria namely oxygen requirement on day 28 or at 36 weeks post menstrual age. The former definition appears to be an accurate marker of CLD while the latter is affected by inaccuracies in estimating the true duration of gestation.

This study was undertaken to determine the incidence of CLD in infants <1700 g, born at Kalafong Hospital. CLD was defined as the need for supplemental oxygen ≥28 days.

Patients and Methods        

An audit was performed on relevant clinical variables documented prospectively over a one-year period on inborn infants with a birth weight <1700 g.  These were maternal pregnancy-induced proteinuric hypertension (PIPH), mode of delivery, birth weight, asphyxia, method of resuscitation, need for positive pressure ventilation (PPV) or continuous positive airway pressure (CPAP), exogenous surfactant administration, and  HIV-exposure.  

Results   

A total of 315 eligble infants were born between 1/1/2006 and 31/12/2006 of whom 269/315 (85.4%) survived until discharge and were studied.  Supplemental oxygen was administered to 223 of the 269 (89.9%) surviving infants of whom 67/223 (30%) developed CLD.  The infants with CLD (n=67) had a median birth weight of 1100 g (range 630 g – 1680 g) vs 1400 g (range 789 g – 1692 g) of the infants with no CLD (n=156)(p<0.01). Significantly more infants with CLD were delivered vaginally (37/67 vs 57/156, p<0.01), had perinatal asphyxia (20/65 vs 25/125, p<0.02), received manual PPV during resuscitation (42/67 vs 15/156, p<0.03), needed mechanical PPV after resuscitation (42/67 vs 15/156, p<0.01) and received exogenous surfactant (41/67 vs 31/156, p<0.01).  Fewer of the infants with CLD were born to mothers with PIPH (17/66 vs 63/156, p<0.03).  HIV-exposure was similar in the two groups (17/63 vs 58/148, p=0.12).   

Conclusions 

CLD is a major complication of surviving LBW infants.  Infants at risk for CLD should receive controlled manual ventilation during resuscitation and be aggressively weaned from mechanical PPV if the latter is indicated.  Emphasis should be placed on early initiation of CPAP and avoidance of mechanical PPV.                       

SESSION 8: PAPER 5
FACTORS ASSOCIATED WITH CYTOMEGALOVIRUS INFECTION IN NEONATES 

H Diar, S Velaphi

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

Background

Vertical transmission from mother to baby can occur via the intrauterine (1-2%), intrapartum and postnatal route (10-60%). The clinical presentation in the newborn can be either asymptomatic (85-90%) or symptomatic (10-15%). Suspicion of congenital CMV infection is often based on clinical signs, which include hepatosplenomegaly (HSM) or hepatomegaly and early persistent thrombocytopaenia. The gold standard for diagnosing CMV infection is tissue culture, with the classical “owl’s eye” appearance on microscopy. However, this takes 6 weeks. Serological testing lacks sensitivity and specificity with IgM positivity occurring in only 70% of individuals. The test commonly used to diagnose CMV infection is shell-vial culture which has a turnover time of 72 hours. The diagnosis of congenital CMV infection is based on clinical signs with positive urine shell-vial culture within the first 3 weeks after delivery. Over the last few years we have noted an increase in number of cases of CMV infection in our unit. The aim of this report was to determine the factors associated with CMV infection in neonates. 

Methods

This was a retrospective review of records of all infants who were admitted to our neonatal unit and had urine shell vial culture results available in our virology laboratory between January 2004 and December 2006. Using a computerized laboratory database, patients with shell-vial culture results were identified. Hospital records of these patients were retrieved. Data including infant demographics, clinical presentation and laboratory results were collected. Comparisons were made between CMV-positive & CMV-negative infants in all patients and in those who were diagnosed with congenital CMV. Ethics approval was granted by the University Human Research Ethics Committee.

Results
Eighty patient records were retrieved, of which 25 infants were CMV-positive and 55 infants were CMV-negative. The main indication for CMV testing was thrombocytopaenia (68%), either in isolation (44%) or associated with other clinical signs (24%) (Table 1). On comparing the CMV-positive group to the CMV-negative group, CMV-positive infants were more likely to be born to mothers who are HIV positive (p=0.004) (Table 1) and were more likely to be HIV-infected (p=0.037) (Table 2). In the subgroup analysis that involved those infants with congenital CMV infection (Table 3). Again, there was a significant difference with respect to maternal HIV-status (p=0.004) and infant HIV-status (p=0.029) when comparing the CMV-positive group to the CMV-negative group. The mortality was higher in the infants with congenital CMV (p=0.048).

Table 1
Characteristics of Infants tested for CMV

	Characteristics
	N=80

	Mean Gestational Age
	33.2±4.04#

	Mean Ponderal Index
	2.4±0.71

	Median Birth-Weight
	1485 (800-3200)*

	Mean Head Circumference
	29.7 ±3.5

	Mean Length
	41.8 ±5.1

	Gender: 

             Male

             Female
	48 (60%)

32 (40%)

	Hepatosplenomegaly
	16 (20%)

	Thrombocytopaenia

                               <100 x 109/l

                          100-150 x 109/1
	54 (68%)

50 (63%)

4 (5%)

	Maternal HIV status:

                         HIV-positive

                         HIV-negative

                         Unknown
	43 (54%)

36 (45%)

1 (1%)


#Mean ± SD

*Median (Range)

Table 2: Comparison of all CMV-Positive and CMV-Negative Patients
	
	CMV positive (N=25)
	CMV negative (N=55)
	P-value

	Mean Maternal Age
	25 ± 6#
	27 ± 7
	0.354

	Median Maternal Parity
	1 (0, 1)*
	1 (0, 1)
	0.206

	Maternal HIV status:

                 Positive

                 Negative   

     Unknown
	20 (80%)

5 (20%)

0
	23 (42%)

31 (56%)

1 (2%)
	0.004

	Median Infant White Cell count
	7.2 (6, 10.5)
	8.9 (6.3, 12.3)
	0.231

	Mean Infant Haemoglobin
	13.7 ± 3.5
	14.1 ± 3.5
	0.670

	Median Infant CRP
	4.0 (1.5,13.5)
	7.0 (3.15,20.5)
	0.152

	Median Infant Platelet count
	73.5 (43,141)
	62 (34, 190)
	0.571

	Infant HIV-PCR Positive
	Pos: 15 (60%)
(20 exposed)
Neg: 1 and Unknown: 4
	Pos: 9 (16%)

(23 exposed)
Neg: 6 and Unknown: 8
	0.037


#Mean ± SD; *Median (25th – 75thcentile)

Table 3
Comparison of CMV-Positive and CMV-Negative Patients Tested before 22 days of age

	
	CMV-positive (n=19)
	CMV-negative (n=38)
	P-value

	Mean Maternal Age
	26 ± 6.6#
	26.9 ± 7.1
	0.634

	Median Maternal Parity
	0.5(0, 1)*
	1 (0, 1)
	0.310

	Maternal HIV status:

                 Positive

                 Negative

                 Unknown
	15 (79%)

4 (21%)

0
	19 (50%)

18 (47%)

1 (3%)
	0.004

	Median Infant White Cell count
	6.9 (6.2, 10)
	8.7 (6.2, 13.4)
	0.322

	Mean Infant Haemoglobin
	13.6 ± 3.6
	14.5 ± 3.6
	0.352

	Median Infant Platelet count
	99 (54, 189)
	62 (38, 146)
	0.234

	Infant HIV-PCR Positive
	Pos: 11 (58%)
(15 exposed)
Neg: 0 and Unknown: 4
	Pos: 7 (18%)

(19 exposed)

Neg: 6 and Unknown: 6
	0.029

	Infant Death before discharge
	9 (47%)
	7 (18%)
	0.048


#Mean ± SD; *Median (25th – 75thcentile)

Conclusion

Infants who were CMV-positive were more likely to be born to mothers who were HIV-positive. The infants who were CMV-positive were also more likely to have a positive HIV-PCR. This suggests co-infection. Co-infection of HIV infection and CMV has been reported before by Adhikari et al. One of the common reasons for doing the CMV shell-vial test was the presence of hepatosplenomegaly and thrombocytopaenia. These signs are common in both congenital CMV and HIV infection. Therefore a workup of patients with hepatosplenomegaly with or without thrombocytopaenia at birth should include both a CMV shell-vial test and an HIV-PCR.
SESSION 8: PAPER 6
THE OUTCOME OF HIV-EXPOSED LOW BIRTH WEIGHT INFANTS BORN AT KALAFONG HOSPITAL

A Dippenaar, S Delport

Department of Paediatrics, Kalafong Hospital and University of Pretoria

Introduction

A paucity of data is available regarding the transmission rate of HIV in low birth weight (LBW) infants. An audit was done to determine the outcome of infants with a birth weight <2000g, hereinafter referred to as LBW infants, born at Kalafong Hospital.

Patients and Methods

HIV-exposed infants with a birth weight <2000g admitted to the neonatal unit were studied by auditing relevant data collected prospectively. An HIV DNA PCR was performed within 72 hours of birth and repeated after 6 weeks. Infants who were discharged before 6 weeks of age were tested at the paediatric immunology clinic. A congenital infection was defined by a positive HIV DNA PCR within 72 hours, and a perinatally acquired infection as a negative HIV DNA PCR within 72 hours, followed by a positive HIV DNA PCR at 6weeks.

Results

Over a 2-year period (1/1/2006 – 31/12/2007) 221 LBW infants born to 204 women were eligible for auditing. Their median birth weight was 1500g (600 – 2200g) and 118/221 (53.4%) were delivered by caesarean section. The CD4 count was known in 85% of women and was < 200 per cubic ml in 38%. Nevirapine was administered to 85/204 (41.6%) women, 67/204 (32.8%) did not receive nevirapine, and in 26/204 (12.7%) women no record of administration was found. HAART was given to 26/204 (12.7%) women. Nevirapine was administered to 213/221 (96.3%) infants after birth. An HIV DNA PCR was done in 135/221 (61.1%) infants within 72 hours, and was positive in 9/135 (6.7%). Seventeen (17/221) infants died before 6 weeks of age, and of the 204 survivors 118/204 (57.8%) were tested at 6 weeks. Fourteen of 118 (11.8%) were HIV-infected. The remaining 86/204 (42.2%) did not return for testing. HIV infection was diagnosed in 23/204 (11.3%) infants. Congenital infection occurred in 9/24 (37.8%) infants.

Conclusion

Congenital HIV infection is important in LBW infants. The majority, however, are infected perinatally.

SESSION 9: PAPER 1
SCALING-UP OF THE BASIC ANTENATAL CARE QUALITY IMPROVEMENT PROGRAMME TO ALL PROVINCES IN SOUTH AFRICA:  QUANTITATIVE ASSESSMENT OF IMPLEMENTATION OF THE PROGRAMME

RC Pattinson, E Etsane, JS Snyman, C Bezuidenhout, V Sutton, T Ferreria, AP Bergh, JD Makin

MRC Maternal and Infant Health Care Strategies Research Unit, Obstetrics and Gynaecology Department, University of Pretoria

Aim

To assess the outcome of the introduction of a basic antenatal care quality improvement package to two sub-districts in all nine provinces of South Africa, using a training of trainer’s methodology.

Method

A before and after study was used with the primary outcome being the number of sites implementing the programme, the gestational age at initiating antenatal care and the Philpott/Voce score achieved on antenatal cards.  An adequate quality of antenatal care was regarded as a score of 80% or more.

Results

Ninety-four primary health care clinics from all provinces entered the programme and 58 (62%) completed the programme to the level of repeating the antenatal card audit.   There were 2311 antenatal cards audited before initiating the programme and 1877 four months after the completion of the programme. In the ‘before’ group 2123 had recorded the gestational age at initiating antenatal care and 1843 in the ‘after’ group.  In the ‘before’ group 27.0% initiated antenatal care before 20 weeks gestation and 32.1% initiated care in the ‘after’ group (OR 1.34, 95 CI 1.16 – 1.55).  In the ‘before’ group, 11.3% achieved a score of 80% or more and in the ‘after’ group 47.3% achieved a score of 80% or more (OR 7.9, 95 CI 6.78 – 9.21).  

Conclusion

The quality of antenatal care provided in the primary health care clinics evaluated is poor with only 1 in 10 women receiving adequate antenatal care.  In the clinics where implementation was achieved this quality of care improved to almost half the women received adequate antenatal care.  There was also a small but significant shift to increasing the number of women initiating antenatal care before 20 weeks gestation, indicating some significant organisational changes in the clinics.  However, only 62% of clinics managed to implement the programme successfully.  If used properly the training package can improve the quality of care significantly, but using the training of trainers methodology was not an effective method of scaling-up the programme.

SESSION 9: PAPER 2
SCALING-UP OF THE BASIC ANTENATAL CARE QUALITY IMPROVEMENT PROGRAMME TO ALL PROVINCES IN SOUTH AFRICA:  QUALITATIVE ASSESSMENT OF IMPLEMENTATION OF THE PROGRAMME

RC Pattinson, E Etsane, JS Snyman, C Bezuidenhout, V Sutton, T Ferreria, AP Bergh, JD Makin

MRC Maternal and Infant Health Care Strategies Research Unit, Obstetrics and Gynaecology Department, University of Pretoria

Aim

To assess the implementation of a basic antenatal care quality improvement package to two sub-districts in all nine provinces of South Africa, using a training of trainer’s methodology.

Method

Forty-seven of the 58 clinics implementing BANC were visited and a check list on implementation completed. The assessment aspects were: discussion with the facility manager/s; training schedule set up; checklists implemented; skills training and evaluation performed; protocols completed and signed by the appropriate authorities; and data from the monthly audits of the antenatal cards submitted in quarterly reports to the facility manager. A score of one was given if the aspect was completely performed, a half if not completely achieved and zero if the aspect was not done.  111 interviews were held with various participants namely the provincial MCWH coordinators (6), facility managers (14), level 1 trainers (13), level 2 trainers (28) and trainees (50).

Results

The programme was not assessed in one province because that province had not initiated training by the time the interviews were held.  One province did not adhere to the implementation plan and no assessment was possible because a day could not be obtained when the researcher could visit the sites.  In another province, the MCWH coordinator was not given permission to use the sites identified to implement the programme.  The level 1 trainer’s scored better than the level 2 trainer’s, (58.3% versus 40.6%).  The quality improvement programme was welcomed by all levels of health worker.  The level 2 trainers were less enthusiast than the level 1 trainers and most did not achieve effective training in their clinics.  Selection of the level 2 trainer’s by the facility managers was sometimes inappropriate and the health worker chosen to go for training was the next one due to go for a workshop.  Many felt it was not their job to train others, while others used the package as a way of gaining power over their colleagues.  The trainees often did not respect their colleagues as trainers and felt that they should also have the training given by the level 1 trainer’s.  

Conclusion

The training of trainer’s methodology was not very effective in implementing the programme.  Level 1 trainers’ were more effective than level 2 trainers.  A complex intervention like this programme requires buy-in from all sites, and higher levels of management, the recruitment and training of enthusiastic level 1 trainers whose job it should be to train various sites.  The sub-district MCWH coordinator is probably best suited for implementing such programmes, provided they meet the required personality and have the necessary skills.

SESSION 9: PAPER 3
BANC MODEL: ‘FACE TO FACE’ TRAINING EXPERIENCE IN THE WITZENBERG (Boland/Overberg region) AREA

Surina Neethling, MCWH, Boland/Overberg Region; Edna Arends, MCWH Western Cape Province.

Introduction

Due to feedback from professional nurses at perinatal meetings, antenatal symposia and personal meetings, an urgent need for training in antenatal care in the Boland/Overberg region (BOR) was identified. The BANC (Basic Antenatal Care) programme was adapted specifically for the South African circumstances and approved by the National Minister of Health as part of the operational programmes. It is a “Quality Improvement Programme” based on protocols, checklists and audits to improve the standard of antenatal care. The programme consists of a ‘train the trainers’ multimedia package. The Witzenberg in the BOR was one of the pilot areas in the Western Cape. 

Constraints in implementing BANC through the ‘Train the Trainers” model:

Due to the following circumstances, the ‘train the trainers’ training method was not an option for the Witzenberg area: 

· shortage of staff, 

·  professional nurses in clinics have no time for training, 

· clinics did not want to take responsibility for training and asked for a standardised trainer and method,

· clinic staff did not feel competent enough as trainers, 

· clinic staff  preferred to get first hand information and

· the sub-district coordinator was not in favour of the ‘train the trainers’ training method due to other programmes not been successfully rolled out by the ‘train the trainers’ method. 

Networking/liaising and buy-in:

Networking and liaison with different role players were the most important challenges. The regional director, regional office management, sub-district management as well as the management in the district hospital were informed about BANC. Networking with staff from all the clinics where BANC was implemented, took place. The provincial MCWH manager provided continuous support throughout. The regional obstetrician/gynaecologist as well as the provincial coordinating clinician (O&G) was asked to give their input with regards to the protocols. 

Implementation of BANC in the Witzenberg area – ‘Face to face’ training method:

The ‘Training of Trainers’ package is adapted to a ‘Face to Face’ training programme. The staff in the Witzenberg were trained by the MCWH programme manager and not by clinic staff, thus one training level is eliminated. 

The training package was modified as follows:

· the duration of the 5 training sessions were lengthened to more than 3 hours as opposed to the previous 2 hours

· a package of training material was given per clinic

· a copy of the handbook and audit book were given to each person

· the adult learning approach was used during the training, but it was not taught to the trainees

· additional time was spent on determining of gestational age and SF plotting

· a practical session was included, especially for SF measuring and plotting, as well as filling in the new antenatal card

· extra time was spent on Saving Babies/Mothers reports

Pre- and post audit of antenatal cards

Antenatal cards (250 cards) were audited prior to the implementation of the training programme as well as three months after implementing BANC. The Philpott & Voces audit tool were used for the audit. The tool is divided into three sections: The history, examination and the interpretation & decision making section. Results are as follows:
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The history: pre- and post audit results in %
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Graph 2
The examination: the pre- and post audit results in %
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Graph 3
The interpretation & decisions: the pre- and post audit results in %

Results/lessons learnt:

Shortage of staff hampers their attitude towards implementing new programmes.

Staff preferred first hand information and knowledge and asked for standardisation.

Staff were not well informed about Saving Mothers/Babies reports.

The clinics had equipment and medication needs.

Additional support was needed for SF plotting and determining of gestational age. There were numerous requests for practical sessions in SF measuring and plotting.

Although the clinic staff were not very keen to develop their own protocols, they gave valuable comments based on their experience in the sub-districts. They welcomed the pro forma protocols. 

Successes: 

Networking and communication on all levels added to the buy-in into the programme. 

Good support and involvement were gained from the regional and sub-district management, the regional and coordinating clinician (O&G), as well as the provincial programme manager.

There were changes in the clinic staff’s attitude towards antenatal care – more focused care eases their workload.

The use of protocols and checklists gave staff more confidence.

Conclusion/Recommendations:

Timing of implementation of the programme should fit in with current schedules.

The trainer should be the programme manager of the region and not one of the clinic staff. The person should know all the dynamics of the region/district and should have good interaction within the district as well as the regional office.

Use and adapt pro forma protocols. The protocols help with standardised antenatal care.

Make time for practical SF measurement sessions. They were welcomed and asked for.

Network/liaise and communicate with key people.

Follow up visits by the trainer are essential.

SESSION 9: PAPER 4
ASSESSING THE PREVALENCE OF UNWANTED PREGNANCIES AND BARRIERS TO USE OF PREVENTIVE MEASURES IN EAST LONDON
Mshweshwe TN, Mgoli A, Hofmeyr GJ, Mangesi L 

Effective Care Research Unit, East London Hospital Complex, Universities of the Witwatersrand and Fort Hare

Introduction

International and local evidence suggests that the incidence of unplanned pregnancy in teenage girls is unacceptably high. 

Worldwide, hormonal contraceptives are among the most common reversible contraceptives in current use. Despite their high theoretical effectiveness, typical use results in much lower effectiveness. In large part, this disparity reflects difficulties in adherence to the contraceptive regimen and low rates for long-term continuation with the result of unplanned pregnancies.  

The number of women terminating their pregnancies at East London Hospital Complex alone was 6 309 women from 01/01/2006 – 30/03/2007.  This means that approximately 420 pregnancies are terminated each month. Unwanted pregnancies may have important physical, emotional and social consequences for individuals and society, place a burden on health services and contribute to maternal and perinatal mortality.

This study focused on finding out how many women who do not undergo pregnancy termination, have unwanted pregnancies and why they are not using contraception. 

Methods

We studied women given birth at  East London HospitalComplex.  These women were  asked to answer a questionnaire postnatally. A sample of 400 women was used, 200 from Cecilia Makiwane Hospital and 200 from Frere Hospital. Informed consent was sought.  Two surveys were conducted (100 women from each hospital in each survey.  In addition to the common questions, in the first survey more information about contraceptive choices was asked, and in the second survey, more detail about requesting pregnancy termination (TOP) was sought (see table)

Inclusion criteria
All women attending East London Hospital Complex for their deliveries, post delivery; above the age of 18; and able to give consent.
Results

The results of the questionnaires are shown in the table.  Three quarters of the women were unmarried, and 45% were pregnant for the first time.  Almost 80% had used contraception, mainly depot progestogens.  About a third had stopped because of side effects.

Seventeen percent of the women had requested T.O.P. Most of them didn’t apply because of various fears.  Of the 17% who applied, 8% did not undergo TOP because they were already late. Three percent were discouraged by their partners, and 4% did not do it because of other reasons.
Only 24% out of 200 women knew or had an idea of what an IUCD is and 96 % of them feel it should be made more available so that they can have more options to choose from.
Discussion

The results show that even among women who have not had the pregnancy terminated, there is a high incidence of unplanned pregnancy (67.5%), although most of these pregnancies were accepted by the mothers. Many women request TOP when it is already too late.  

Conclusions

In the East London area, about one third of pregnancies are terminated

Of the remainder, two thirds are unplanned. Virtually the only contraception used other than condoms, is depot progestogen. Many women stop using depot progestogen contraception for various reasons, including side-effects. Wider contraception choices are needed.
Table
Responses to questionnaires. Where n<200 for each survey or <400 for combined survey, the difference is due to missing data.

	Whole sample (n=400)
	
	%

	Married
	106/396
	26.5%

	Primiparous
	183/400
	45%

	Living with partner
	173/396
	43%

	Unplanned pregnancy
	261/400
	65%

	Used contraception
	317/398
	79.2%

	-  Depot progestogen
	297/317
	93.6%

	-  Oral contraceptives
	12/317
	3.8%

	-  Other
	8/317
	2.5%

	Duration of using this method:
	 
	 

	-  < 6 months
	28/317
	8.8%

	-  6 - 12 months
	24/317
	7.5%

	-  > 1 year - 2 years
	65/317
	20.5%

	-  > 2 years - < 5 years
	88/317
	26.9%

	-  5 - 10 years
	80/317
	24.4%

	-  > 10 years
	12/317
	3.6%

	Missing data
	20/317
	6.1%

	Reason for stopping:
	 
	 

	-  Wanted a baby
	73/317
	23%

	-  Back/ waist pains
	23/317
	7.2%

	-  Forgot return date
	15/317
	4.7%

	-  Had menstrual problems (stopped/very heavy)
	62/317
	19.5%

	-  Weight problems (gained or lost)
	15/317
	4.7%

	-  Lazy to go to the clinic
	11/317
	3.4%

	-  No reason
	40/317
	12.6%

	-  Took a break
	18/317
	5.7%

	-  Decided to use a condom
	8/317
	2.5%

	-  Had no boyfriend
	8/317
	2.5%

	-  Didn't stop, fell pregnant while using it
	6/317
	1.9%

	-  Other
	38/317
	12%

	Do not know anything about the IntraUterine Contraceptive Device
	152/199
	76%

	Never offered an IUCD
	193/199
	97%

	If you were offered it, would you have chosen it?
	 
	 

	-  Yes 
	126/200
	63%

	-  No
	59/200
	30%

	-  Do not know
	8/200
	4%

	-  Not sure
	3/200
	1.5%

	-  Other
	4/200
	2%

	Why would you have chosen it?
	 
	 

	-  To prevent pregnancy
	20/200
	10%

	-  Would be able to plan children
	9/200
	4.5%

	-  Problems with other methods 
	37/200
	18.5%

	-  Prevent problem of keeping up follow up dates
	28/200
	14%

	It sounds like an easier/better method
	12/200
	6%

	Why would you have not chosen it?
	
	

	-  Afraid of it
	22/200
	11%

	-  Do not want anything foreign in my body
	15/200
	7.5%

	-  Don't know it
	20/200
	10%

	-  Other
	28/200
	14%

	-  Missing data
	9/200
	4.5%

	Do you think an IUCD should be made available & used more?
	 
	 

	-  Yes
	192/200
	96%

	-  No
	5/200
	2.5%

	-  Other
	3/200
	1.5%

	Second survey only (n=200)
	
	

	If pregnancy not planned, accepted it when found out
	101/134
	75%

	Requested termination of pregnancy
	33/134
	25%

	What stopped you from terminating?:
	 
	 

	-  I was scared
	9/33
	27%

	-  I wanted a baby
	2/33
	6%

	-  It was already late
	8/33
	24%

	-  Boyfriend didn't agree
	3/33
	9%

	-  T.O.P is a sin/child is a gift from God
	2/33
	6%

	-  I didn't have the guts, in the queue/to take pills
	4/33
	12%

	-  Other
	4/33
	12%


SESSION 9: PAPER 5
PROFILES OF PATIENTS ATTENDING ANC AT A TERTIARY INSTITUTION
TJ Mashamba & J Mathivha

Department of Obstetrics and Gynaecology, Faculty of Health Sciences

University of Limpopo (MEDUNSA Campus)

Introduction
Although the vast majority of cases resulting in maternal deaths arise from mothers who attended ANC, however, a sizeable proportion (>40%) of these deaths are avoidable with patients contributory factors.  Even in Level 3 hospitals, patients contributory factors account for approximately 15% of maternal deaths.  Are patients destined for level 3 institutions being timeously referred?

Objectives
To evaluate the demographic characteristics of patients attending ANC in a tertiary institution and to determine factors for the use of tertiary health institution.

Methods
Health cards of patients attending ANC over one week were reviewed in this study.  Each patient’s card was photocopied and evaluated for age, marital status, occupation, parity, date of last menstrual period and gestation at booking.  Other information gathered from the cards include: previous pregnancy outcome, weight at booking, acceptance of VCT and tests that were carried out.  The future use of a method of contraception was also assessed.

Results
Over the one-week review, 273 ANC cards were reviewed.  The age distribution of the women showed 7.3% (<20 yrs); 25.3% (>35 yrs) while 67.4% were aged between 20 and 34 years.  Only 20,1% of the women were employed and 70.7% were unmarried.  Those that were sure of their LMP (64.1%); gestation at booking (<20 weeks = 43.6%; >20 weeks = 56.4%) and outcome of previous pregnancy revealed: 64.8% live babies, 19.4% miscarriages, 6.6% stillbirths and neonatal deaths accounted for 9.2%.  Majority of women (54.9%) were 50-79kg at booking; 23.8% were >80kg and mode of delivery was 33.7% caesarean section and 66.3% NVD.  Those who accepted VCT and positive for HIV were 22.4%, although 76.9% were counselled.  Prominent among reasons for referral to tertiary institution were: previous pregnancy loss, hypertension, multiple pregnancy and maternal diseases (diabetes and cardiac disease).  RPR was positive for 0.4% with no results for 11.7% of the women.  RH (-ve) was 1.2% with a futher 10.6% having no Rh results.  The booking Hb showed: <10.0gm/dl (5.9%); > 10.ogm/dl (78.0%) and no results were available for 16.1% of the women.  On future use of contraceptive methods, more than 50% opted for injectables, 18.3% tubal ligation, 9.5% COC, 1.1% condoms, 7.3% were unsure and 5.5% would not choose any method.

Conclusion
Looking through the various characteristics of the women in this review, three important decisions can be made: (1) in spit of obvious improvement in the economic status of the women BMI is still of the average.  (2) Better health care is possible as the majority of the patients present early at ANC.  (3) Health care at tertiary institution level seems to be abused.  The Bathopele principle needs to be further clarified for patients.
SESSION 9: PAPER 5
CERVICAL CYTOLOGY SCREENING AS PART OF THE ANTENATAL ASSESSMENT IN THE PREGNANT WOMEN AT KALAFONG HOSPITAL

Karen Minnaar, Registrar, Obstetrics and Gynaecology, University of Pretoria

Leon Snyman, Senior Consultant, Kalafong Hospital

Introduction

Cervical cancer remains the most common malignancy amongst females in developing countries and second only to breast cancer world wide. This is mainly due to a lack of screening.

The South African National Cancer registry has calculated a lifetime risk for a women to develop cervical cancer in South Africa as 1 in 26.

Developed countries have controlled their incidence of cervical cancer due to the widespread use of the PAP smear. In Sweden, 80% of women are regularly screened. In contrast, according to an article published by Prof HS Cronje in August 2005, less than 1% of women in the Free State has been screened.  Studies in remote areas of South Africa amongst women have reported that only 64% of 538 women had ever heard of a Pap smear and only 56% of the 64% had ever been screened.

Pregnancy presents an unique opportunity for the early diagnosis of cervical abnormalities since visual inspection, bimanual palpation and cytological testing should be routinely preformed on all pregnant patients.

Approximately 30% of women are diagnosed with cervical cancer in their reproductive years and up to 3% in pregnancy.

The incidence of abnormal Pap smears in developed countries has been reported to be 5 –8% in pregnant women, which is almost identical in non-gravid women. 

The Department of Health in South Africa recommends that women, in their lifetime receive 3 PAP smears; at age 30, 40 and 50. They suggested that this would reduce the incidence of cervical cancer by 87%. Unfortunately this has not happened.

Aim of the study

The aim of the study is to asses the prevalence of cervical abnormalities in pregnant women attending the antenatal clinic at Kalafong Hospital and to investigate the feasibility of cervical screening in pregnant patients.

The prevalence of cervical abnormalities is also calculated in a non-gravid control group.

We want to investigate the impact of HIV on cervical abnormalities in the gravid and non-gravid control group.

Ultimately, we aim to initiate a dedicated screening protocol for all women in their reproductive years.

Methods

This is a comparative cross-sectional study. The study is still ongoing.

Patients who consented to the study signed an informed consent form. Patients in the antenatal clinic are routinely counseled for HIV and only those patients with a known status were recruited to the study. Patients in the gynaecology clinic were counseled by the doctors and only patients who agreed to be tested or knew their status were recruited for the study.

Only patients between the ages of 15 and 40 were recruited for the study.

No patient had a history of cervical cancer or had previously received treatment for a cervical lesion eg. LLETZ or cone biopsy.

350 data sheets have been collected from the antenatal clinic, of which 317 were suitable for analysis. 33 data sheets were unsuitable due to incomplete data or because results were not traceable.

81 data sheets were collected from the gynaecological clinic, of which 76 were suitable for analysis. 5 data sheets were rejected due to the same reasons as above.

Cervical smear results from each of group have been analysed if they are satisfactory for evaluation, if there are abnormalities in the cervical cells and also what the HIV status of the patient is.

CIN, ASCUS or AGUS lesions on cytology are defined as abnormal smears

317 patients from the antenatal clinic and 76 patients from the gynaecological clinic have been analysed.

The mean age for both groups are 30.

All cervical smears were satisfactory for evaluation.

The results were entered on EXCEL for statistical analysis.

Results
317 patients from the antenatal clinic and 79 patients from the gynaecological clinic has been analised. The mean age for both clinics are 30. 


114 patients are HIV positive in the antenatal clinic and 203 patients are HIV negative. 12 patients are on HAART. 40 abnormal papsmears (12.6%) with CIN or ASCUS lesions were found in the antenatal group. 65 (20.5%) papsmears showed HPV infection. 31 (27.2%) patients in the HIV positive group had abnormal papsmears (CIN or ASCUS). 46 (40.35%) HIV positive patients had HPV infection. 9 (4.4%) patients in the HIV negative group had abnormal smears (CIN or ASCUS). 14 (6.8%) HIV negative patients had HPV infection.

31 patients are HIV positive in the gynae group and 45 HIV negative. 8 patients are on HAART. 16 (21%) abnormal smears were found in the gynae group. 12 (38.7%) of HIV positive patients had abnormal smears (CIN, ASCUS and AGUS). 10 (32.2%) HIV positive patients had HPV infection and 3 (6.6%) of HIV negative patients had HPV. 4 (8.8%) patients from the HIV negative group had abnormal smears (CIN, ASCUS or AGUS).






Conclusion

12.6% abnormal smears were found in the antenatal clinic and 21% abnormal smears in the gynaecology clinic.

A Total of 393 Pap smears were done and 14.2% (56) smears are abnormal. 28 (50%) patients under the age of 30 had an abnormal smear. 50% of the abnormal smears would have been missed in patients younger than 30.

Screening the patients in the antenatal clinic yielded a high incidence of abnormal smears. 31 out of the 40 abnormal smears found in the antenatal clinic belong to HIV positive patients. The HIV positive group also had a high HPV infection rate.

Screening patients in the non-gravid group also yielded a high incidence of abnormal smears and 10 out of the 16 abnormal smears are patients that are HIV positive. The gynaecological clinic had a higher incidence of abnormal smears within the age 30 and above.

A dedicated screening program has to be initiated for all patients in their reproductive years, starting from first sexual contact. And the program must be continued with regular follow-up screenings.

The antenatal clinic seems to be an ideal situation for screening patients due to the fact that HIV counseling and testing is readily available and most patients follow-up routinely in pregnancy.

All HIV positive patients must be offered Pap smear screening as part of the disease workup.

Pap smear awareness in our female population must be increased by dedicated information programs and by word-of-mouth.

SESSION 9: PAPER 6

CORRELATION OF FASTING AND DELAYED INSULIN RELEASE IN WOMEN AT RISK FOR GESTATIONAL DIABETES.

CL Pillay1, D Van Zyl2, H Lombaard1,3  

1) Department Obstetrics and Gynecology, University of Pretoria

2) Head of Diabetic Unit Kalafong hospital, University of Pretoria

3) MRC Maternal and Infant Health Care Strategies Research Unit and Obstetrics and Gynaecology Department, University of Pretoria

Aim

To compare fasting and 15 minute serum insulin and  glucose levels collected and indices of insulin resistance was calculated (Quicki and HOMA)in during a 75g OGTT between women with and women without risk factors for gestational diabetes.

Setting
Indigent South Africans managed in the ante natal clinic at Kalafong Hospital.

Method
Women attending the ante natal clinic were divided into either women with risk factors or women without risk factors. The risk factors were age > 35 years, weight > 85kg, previous infant > 4kg, previous history of gestational diabetes and family history of diabetes.After informed consent a 75gr oral glucose tolerance test was done. Blood was taken at fasting, 15 min, 1hour and 2 hours for glucose and insulin determinations. 

Results
Ninety two patients had complete data sets. The average fasting insulin value for women with risk factors were 4,77 µIU /ml and 3,2 µIU /ml for women without risk factors. The QUICKI (quantitative insulin sensitivity check index) and HOMA (homeostasis assessment model for insulin resistance) was calculated for both groups. The median QUICKI value for women with risk factors was 0.4207 (CI 0.3917 to 0.4438) and for women without risk factors were 0.4428 (CI 0.4189 to 0.4614)  This difference is not statistically significant(p = 0,052). 

The median HOMA index for high risk patients is 0.5880 (CI 0.4425 to 0.8818) and for low risk patients 0.4476 (CI 0.3628 to 0.6023), the difference is not statistically significant (p = 0.52).(The 15 minute insulin values will be presented at the congress).

Conclusion

The analysis of our fasting insulin results did not show any significance difference between women with risk factors and women without risk factors. The data suggested a wide variation in insulin levels and could not be used in isolation. Although no statistical significance was shown however a tendency was noted that of women with risk factors to have a higher  HOMA index and a lower QUICKI index which corresponds to metabolic and clinical manifestations of insulin resistance. (The delayed 15 minute insulin value will be analysed before Priorities).

SESSION 9: PAPER 7
TO BIOPSY OR NOT TO BIOPSY

Lombaard H. Senior Specialist, Maternal and Fetal Medicine Unit, Department of Obstetrics and Gynecology, Pretoria Academic Hospital, University of Pretoria.

Levay P. Senior Specialst, Department of Internal Medicine, Kalafong Hospital, University of Pretoria.

Introduction

In the Pretoria Academic Complex (including Kalafong and Pretoria Academic Hospitals) the diagnosis of pre-eclampsia is based on the Australasian classification namely a blood pressure of 140/90mmHg or more on two separate occasions 6 hours apart with the onset after 20 weeks of gestation with the onset of one or more of the following organ systems affected. The organ systems include the central nervous system, respiratory system, liver, renal system, hematological system, and also the fetal placental unit. Work done by Patterson et al suggested that early onset disease, that is onset before 28 weeks, should be investigated further because there is usually an underlying cause. Reiter and co-workers found that 3 to 5% of women with pre-eclampsia had underlying renal disease when assessed 3 months post partum. This lead to two questions: Is this the same for our population, especially taking into account that our patient may only have access to the health care system during pregnancy. The second question is there an upper limit to proteinuria during pregnancy to exclude the diagnosis of pre-eclampsia and to say this is rather renal disease?

Method:

This is a retrospective analysis of renal biopsies done since 2005 in Kalafong Hospital in patients that both authors felt qualify for renal biopsy. All women either had onset of pre-eclampsia before 28 weeks or a 24 hour protein excretion of more than 1gram per 24 hours. We got informed consent for the procedure. Her Hb and platelets and clotting profile were checked and it had to be within normal limits.  The day before the procedure a bleeding time was done. The procedure was done under sonar guidance in the sonar department under local anesthesia. If the patient was more than 23 weeks the biopsy was done in the post partum period. The timing in the post partum period depended on the route of delivery and the general well being of the patient, but it was done between day 7 and 14 post delivery. During this time we did 17 biopsy and 9 were done ante-natal and 8 post partum.

Results:

We did a total of 17 biopsies. The indications for biopsies were the following: Two patients had biopsies for only a proteinuria above 1gr and 15 patients had also pre-eclampsia and a proteinuria of more than 1gr. Table 1 shows the characteristics of the patients.

Table 1

	
	Mean
	Range

	Age
	24.7
	19-36

	Parity
	1.6
	0-3

	Gravity
	1.7
	1-4

	Gestational age at delivery
	22.7 weeks
	14 to 31 weeks

	Systolic blood pressure (mmHg)
	157
	136-216

	Diastolic blood pressure (mmHg)
	101
	90-129

	24 creatinine clearance
	5.42gr/24hr
	1.3-17.8gr/24hr

	24 protein clearance
	92.3mmol
	22.3-158 mmol


The results of the renal biopsies were as follow:

· 4 patients had pre-eclamptic changes

· 3 patients had mesangio capillary glomerulonefritis

· 3 patients had immune complex glomerulonefritis

· 2 had focal segmental glomerulonefritis

· 2 had SLE confirmed on biopsy

· 1 each of tubo interstitial glomerulonefritis and post infective

· 1 was normal.

From this it is clear that 70% of the patients in this group had underlying renal disease.

We were also able to obtain the pregnancy outcome on 13 of the mothers, who delivered 14 neonates. Only 43% survived with an average weight of 1,4kg, and 57% had fetal losses with an average weight of 417gr. 

Discussion:

Glomerulonefritis can be classified into primary acquired and secondary glomerulonefritis. 

The primary glomerulonefritis include the following namely: 

A: Diffuse

· Minimal change glomerulonefrits

· Proliferative glomerulonefritis which include

· 
Post infective

· 
Anti glomerular base membrane disease

· 
Mesangio proliferative 

· Membranous glomerulonefritis

· Membranoproliferaitve

B. Focal glomerulo nefritis

The secondary glomerulonefritis include

· Systemic lupus 


· Progressive systemic sclerosis

The importance is the group of steroid responsive conditions which are the following:

1. Minimal change glomerulonefritis

2. Mesangio proliferaitve glomerulonefritis

3. Lupus nefritis

4. IGAN minimal change glomerulonefritis

So what is the role of renal biopsy in pregnancy? According to Davidson et al the role is the following: Deterioration of renal function between 22 and 28 weeks. To make a diagnosis of a steroid responsive disease, to make a diagnosis of nephrotic syndrome before 28 weeks, to make a diagnosis of a condition where termination is indicated for example scleroderma and in the case of pre-eclampsia with un unusual disease pattern.

Doing the biopsy should be weighed up against the complications of the procedure. The recorded complication rate is 2,4 to 5% and our rate was 5,9%. The reported complications include the following:

· Peri-renal hematomas

· Flank pain 

· Hematuria

· Peri-renal absesses.

Conclusion:

In our population 24% had pre-eclamptic changes, 6% were normal and 70% had underlying renal pathology. From this and although it is small numbers there is probably support to consider doing renal biopsies in our population or to do a study to determine the exact problem. We should probably consider biopsy in women with proteinuria of more than 1gr/24 hours since it appears that renal pathology is a greater contributor. It would also help us to identify which should be followed up closely after delivery and who might benefit form steroid therapy.

Richard Bright wrote in 1827:”Certain diseases characterized by albuminuria, and often accompanied by edema, are due to renal lesions.” 

To this old but very true observation we should add in pregnancy:” and it is not always due to pre-eclampsia.”
POSTER 1
DEBRIEFING AS PART OF THE EDUCATION MIDWIFERY MODEL OF CARE, COMBINING COMMUNITY SERVICE LEARNING WITH POST PARTUM HOME VISITS
V Booysen
School of Nursing, University of Free State

Statistics on post partum care in South Africa, show that it is a field with enormous gaps and virtually a non-existing service.  As midwifery educators at the School of Nursing, University of Free State, we identified this as an area in midwifery that needed urgent attention.  Our midwifery students were allocated to do home visits in the squatter camps of the Mangaung district under guidance of an experienced midwife.  Problems were identified, postpartumas well as social and materialistic – one of which was an urgent need for blankets for newborn babies.

Debriefing
During the student’s debriefing sessions, blankets were made from scrap materials – while discussing their personal experiences of midwifery practice as a whole.

Learning Project
The home visits are seen as a community-service learning project, postpartum care is rendered as well as identifying specific complications, problems and needs.

Community Benefit
Mothers are examined and cared for in their very own homes.  They truly benefit from this outreach, as well as the community as a whole.  The students not only enrich their midwifery practice skills, but by being creative, and making quilts and blankets, give of themselves to the community.
POSTER 2
MODIFYING THE LABOUR RECORD REVIEW TOOL

Sheila E Clow & Zandile Gumbo

University of Cape Town

The Saving Mothers and Saving Babies reports both highlight the need for the correct use of the partogram in order to enhance the wellbeing of labouring women and their infants. Further it is recommended that a quality assurance programme should be introduced. A quality assurance program requires a standardised instrument against which to audit.

The labour record review tool developed by Philpott and Voce has contributed to this but it has not been formally validated or tested for reliability. However, there are some limitations to this tool in that some aspects are ambiguous or missing, thus necessitating modification and formal testing. Some components are not sensitive to provincial differences in terms of treatment guidelines and protocols, thus limiting its accuracy to one province.  

This paper will report on the formal process of modifying and expanding the existing Philpott and Voce labour record review tool to reduce ambiguities, to validate it and to test for reliability.
POSTER 3

ASSESSMENT OF THE QUALITY OF INTRAPARTUM CARE USING THE STANDARD PRIMIPARA IN ZIMBABWE

Guzha BT, Munjanja SP

Department of Obstetrics and Gynaecology, College of Health Sciences, University of Zimbabwe

Introduction 

There has been a great interest in comparing the quality of intrapartum care because most deaths and complications occur at the time of delivery. One South African study showed that about 72% of neonatal deaths were due to intrapartum asphyxia (Velapi et al 2007).  However it is difficult to compare the quality of care between districts because population characteristics among different districts are heterogeneous and also the prevalence of complications varies. The concept of the standard primipara was introduced by Paterson et al (1991) to control for the substantial differences in the case mix between institutions. The standard primipara was defined as; a woman in her first pregnancy with a singleton foetus in cephalic presentation at term with spontaneous onset of labour between 37 and 42 weeks with no maternal disease and no antenatal complications or admission during pregnancy for >24hours. Cleary et al (1996) showed that using the model of standard primipara would control for substantial differences in case mix between the units. No study has been done at national level in Zimbabwe to assess the quality of intrapartum care between the districts and the reasons for the differences.

Aim of the study

The aim of this study is to compare the quality of intrapartum care between districts in Zimbabwe using the standard primipara as the standard patient.

Objectives 

The main objectives in this study are as follows:

1)
To assess the utilisation of maternity waiting shelters in the districts.

2)
To determine the place of onset of labour comparing institutional vs non-institutional in the different districts.

3)
To determine the proportion of women delivering in institutions vs non-institutions in the different districts.

4)
To determine the proportion of women having operative deliveries in the different districts.

5)
To assess maternal and perinatal outcomes in each district.

Methodology

This study was part of the Zimbabwe Maternal and Perinatal Mortality Study which is a population based descriptive and cross sectional study of deaths of women in pregnancy and perinatal deaths

Data obtained from this study was entered using Microsoft Access data entry package and analysed using Stata Version 9.0 to select women who met the definition of standard primipara and to compare the outcomes defined in the specific objectives. The aim was to get at least 200 standard primipara in each district for comparison. The outcomes were analysed on a district basis and one district in each province was used 

Results
The results are based on 2063 standard primipara in 3 urban districts (Nkulumane, Kwekwe and Western district Harare) and 3 rural districts (Bindura, Kwekwe and Mutoko) in Zimbabwe. The demographic characteristics of the standard primipara did not differ between rural and urban districts. Mean age (19.8 years vs 21.5 years, booking status 96.4% vs 95.5% and booking gestation 23.4weeks vs 25.1weeks).More women were screened for HIV during antenatal visits in urban districts (59.5% vs 28.4%, p<0.001) and also more women in rural districts utilised maternity waiting shelters (13.2% vs 0.3%, p<0.001). Institutional deliveries were more in urban districts (97.4% vs 67.4%, p<0.001). More intrapartum and post partum complications were detected in urban districts compared to the rural districts (Table 1). More caesarean sections and vacuum deliveries were done in urban districts compared to the rural districts (Table 2). There were no differences in perinatal outcome between rural and urban districts. There was one maternal death in the urban district of Kwekwe (table 3). More women utilised maternity waiting shelters in Mutoko compared to rural Kwekwe and Bindura (28.6% vs 1.55% vs 0%), otherwise there were no other specific differences in the care of the standard primipara between the rural districts.

Table 1
Comparison of the frequency of complications in urban and rural districts

	Complications 
	     Rural

        %
	    Urban

       %
	   Total

     %

	Intrapartum
	     80(9.1)
	    254(21.6)*
	     334(16.3)

	Postpartum
	     17(1.9)
	    47(4,0)*
	     64(3.1)

	Maternal Deaths
	    0(0%)
	    1(0.1%)
	     1(0.1)


Key

*=differences statistically significant   

Table 2
Operative deliveries
	Operative deliveries
	     Rural

     N=881

     n (%)
	    Urban

    N=1182

    n (%)
	    Total

    N=2063

    n (%)

	 Caesarean Section 
	    22(2.5)
	    104(8.8)*
	    126(6.1)

	Vacuum Deliveries
	    2(0.2)
	    16(1.4)*
	    18(09)


Key

*=statistically significant

Table 3
Perinatal outcomes

	Perinatal Outcome
	     Rural
	       Urban
	    Total

	Stillbirth Rate (N/1000)
	       5.7
	          6.8
	      6.3

	Neonatal Death  Rate (N/1000)
	       9.1
	          4.2
	      13

	Perinatal  Mortality Rate(N/1000)
	       11.3
	          10.2       
	      10.7


Note: neonatal death rate includes both early and late neonatal deaths  

Discussion

Antenatal HIV screening rates in urban districts were significantly much higher than those in the rural districts. This might have to do with more awareness campaigns and availabibility of resources in the urban districts. The utilisation of maternity waiting shelters in the rural districts (13.2%) remains very low to have an impact on the perinatal and maternal outcomes. There are less institutional deliveries in rural districts. This is comparable to other studies done before in Zimbabwe. Kambarami et al (2000) in a study in the rural district of Mrehwa, found that institutional deliveries were about 65%, compared to 67.4% in this study. More institutional deliveries in urban districts resulted in better detection of intrapartum complications and higher operative delivery rates. However this did not improve perinatal outcomes. Caesarean section rates for rural districts (2.5%) were less than the minimum of 5% recommended by WHO but this did not result in worse perinatal outcomes. This result may change when the whole dataset has been analysed. De Muldyer et al (1993) in a study in the Midlands province of Zimbabwe also found out that an increase in caesarean section rates did not improve perinatal outcome. This might be a reflection of the indications of the caesarean sections being mostly for maternal indications or being done late to have an impact on perinatal outcome. The low perinatal mortality rates are a reflection of the subset of patients with low complications and are not reflective of the actual perinatal mortality figures for Zimbabwe.  

Conclusion

Differences in some aspects of care (e.g antenatal HIV screening, operative deliveries) of the standard primipara exist between urban and rural districts but not between rural districts. Final conclusions await the collection of more data.  

POSTER 4
THE MOTHER’S EXPERIENCE OF PAIN MANAGEMENT DURING LABOUR
L Tsweleng, AGW Nolte

Purpose

The purpose of this study was to explore and describe the experiences of women regarding pain management during labour.

Objectives

The objectives of this research were categorized in phases as follows:

Phase I

To explore and describe the experiences of women regarding pain management during the first stage of labour.

Phase II

To explore and describe the ways in which midwives assess and manage patients who experience pain during the first stage of labour.

Phase III

To develop guidelines to assist midwives and other health care practitioners to manage women who experience pain during the first stage of labour effectively.

Methodology

Study Design

Explanatory, descriptive and qualitative.

Study Subjects

All first time mothers

Place of Study

Hospitals

Findings

· Data collected from the mothers revealed three themes and they are: The care rendered, needs/wishes and beliefs/feelings of the mothers regarding the care given.

· These themes were further subdivided into small headings/categories as specified in the data and elaborated on.

· Eight categories of care strategies emerged from the data gathered from the midwives.

· Information from both the mothers and midwives were then extensively discussed and compared to the existing literature.

Conclusion and Recommendations

Conclusions were drawn and recommendations formulated, in the form of guidelines, to assist midwives and other health care professionals to improve their caring modalities in the management of patients with pain during the first stage of labour.

POSTER 5
The Journey of the Mother and Infant between Birth and Six Weeks: A Map of Potential Routes

Richardson E, Pattinson R, Bergh A, Makin J.

MRC Unit for Maternal and Infant Healthcare Strategies, University of Pretoria

Introduction

The “continuum of care” has received much in the way of attention in recent years. The term refers to an integrated service delivery throughout an individual’s life cycle. In southwest Tshwane, strong efforts are being made to integrate the various services relating to reproductive health. Presently, there is little documentation of postnatal care and poor understanding of choices women make regarding follow-up for themselves and their infants. Anecdotal evidence suggests that a large number of women come to the city to attend antenatal care and then return to their homes in rural areas after the birth of the infant. Other women send their infants to other areas  to be cared for by someone else. Clearly this can have implications in terms of care in the postnatal period especially in those women who are HIV positive and their HIV exposed infants. It was thus felt that necessary to document the so called potential routes that a women can take after the delivery of the infant and determine the proportion of women taking these different routes. 

Methods

This assessment of potential routes forms part of a larger study aimed at identifying and developing resources to assist managers and health care workers in the integration of services for HIV-infected mothers and their children. Initial qualitative research was conducted throughout the sub-district via in-depth interviews of key informants (e.g. mothers, nurses, counsellors, paediatricians, and health care managers). Exit interviews (n=100) were then conducted with mothers (with plans to follow-up in southwest Tshwane) at discharge from the hospital to further characterize their postnatal plans. A postnatal “bridging card” was stapled to the child’s Road to Health card and collected after the six-week appointment to record data on follow-up. Another group of mothers (n=100) was surveyed regardless of postnatal plans, and their responses were checked at the clinic after six weeks. All of these assessments were then pooled to create a map of potential routes.
Results

Results will be collected after the six-week follow-up dates and will be presented at Priorities. 

Conclusion

It is hoped the findings will helpful in informing interventions to deal with problems of care during the postnatal period for mother and infant.
POSTER 6
THE GROWING ROLE OF DONATED BREASTMILK IN THE CARE OF THE PRE-TERM INFANT: Developments in in-hospital Human Milk Banking since August 2007.

Stasha Jordan

South African Breastmilk Reserve

In August 2008, the South African Breastmilk Reserve was invited to present at the Abbott Round Table on in-hospital human milk banking for NICUs. SABR presented the Feed For Life Initiative, a model for human milk banking based on creating synergy between the public and the private health care sectors. The Feed for Life Initiative is a non-profit driven project.

The Feed for Life Initiative has grown exponentially since the Abbott Conference along side the increased usage of donated breastmilk in perinatal care. Through the availability of donated breastmilk NICUs at Kalafong Hospital, Pretoria Academic Hospital, Witbank hospital and over 14 private hospital facilities in Gauteng have had the opportunity to be exclusively breastfed. The usage of TPN and formula has decreased dramatically since the introduction of donated breastmilk, reducing costs and potentially affecting NEC and Nosocomial sepsis in the units. 

Adjoining human milk banks such as Pretoria Academic Hospital and its Twin facility Netcare Femina benefit of flourishing breastmilk supplies through in-hospital harvesting and do not compete for donors regardless of their proximity. The success of in-hospital human milk banking has been such that since December 2007 Pretoria Academic Hospital has become completely autonomous from its twin facility Netcare Femina. Pretoria Academic was initially consuming 30 200 ml bottles per week.

The presentation of breastmilk banking at the Abbott round table was followed by numerous queries and interest from across South Africa pertaining to the initiation of in-hospital human milk banks. SABR forecasts the opening of 15 new banks before the end of 2009 in over 6 provinces, 10 of these in the Public Sector.

We wish to update the Paediatric community on recent developments.
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THE EFFECTIVENESS OF AN EARLY COMMUNICATION INTERVENTION TRAINING PROGRAMME ON MOTHERS IN KANGAROO MOTHER CARE

Alta Kritzinger
Clinic for High-Risk Babies (CHRIB), Department of Communication Pathology

University of Pretoria

Elise van Rooyen

Head: KMC Unit, Department of Pediatrics, Kalafong Hospital, University of Pretoria

Background and Problem Statement

Due to low birth weight, pre-term birth, HIV and AIDS, and persistent poverty in most families, South Africa presents with high infant mortality rates and an increased prevalence of high-risk neonates under those who survive. Local research indicated that kangaroo mother care (KMC) significantly decreases neonatal mortality rates in hospitals where this intervention is practiced (Van Rooyen,  Pullen, Pattinson & Delport, 2002; Pattinson, Bergh, Malan & Prinsloo, 2006). Since KMC offers unique access to mothers and their high-risk neonates, an interdisciplinary early communication intervention (ECI) programme, based on KMC, graded sensory stimulation and responsive interaction, was initiated to address the developmental needs of the infants. 

Table 1
Summary of the interdisciplinary early communication intervention programme
	
	INFANT STATES

(Based on Gorksi, Davidson & Brazelton, 1979)
	· In-turned or physiologic state

· <32 weeks g.a.
	· Coming out state: emerging attempts to interact

· 32-34 weeks g.a.
	· Reciprocity state: responding to environment in predictable ways

· >34 weeks g.a.

	ECI PROGRAMME  ELEMENTS
	1. KMC
	· Continuous KMC by mother
	· Continuous KMC by mother
	· Continuous or intermittent KMC by mother and family

	2. 
	3. Graded sensory stimulation

(Based on Gottlieb, 1971)
	· Tactile 

· Vestibular

·  Auditory 
	· Tactile 

· Vestibular

· Auditory 

· Visual 
	· Tactile

· Vestibular

· Auditory 

· Visual 

	4. 
	5. Responsive interaction

(Based on Gleitman, Newport & Gleitman, 1984; Owens, 2005; Pepper & Weitzman, 2004)
	· Observe infant 

· Respond contingently to child’s behaviour

· Talk softly and sing to infant

· Infant learns to identify mother’s voice
	· Observe infant 

· Respond contingently to child’s behaviour

· Talk and sing to infant

· Brief eye contact

Short routines of reciprocal interactions
	· Observe infant 

· Respond contingently to child’s behaviour

· Talk and sing to infant

· Sustained eye contact

· Short routines of vocal/verbal reciprocal interactions
· Child-directed communi-cation interactions


Method

Research aim

The aim of the study was to determine the short-term effect of the ECI training programme on mothers’ communication interaction with their high-risk neonates while participating in the KMC programme of a large peri-urban hospital in South Africa.

Research design

A mixed method design was used with a quantitative research approach to describe numeric data, and a component of qualitative research to describe textual data. The qualitative part of the study is not described in this article.

A non-randomised comparison three group pretest-posttest design was used in order to determine whether differences between three groups of participants occurred and if the differences are statistically significant. 

Research ethics

The Research Proposal and Ethics Committee of the Faculty of Humanities, University of Pretoria and the Gauteng Department of Health gave permission to conduct the study. Prospective participants were informed about the aims and procedures of the study in English or Setswana by a research assistant. All participants gave written consent to participate in the study.

Participants

A total of 30 mothers acted as participants in an experimental group and two control groups. The three groups were matched as closely as possible for age and education level of the mothers and birth order of the infants. The first group implemented continuous KMC and received ECI training, the second group also implemented continuous KMC, but did not receive ECI training, while the third group practiced sporadic KMC and was not trained. 

There were no statistical differences between the age, educational level and gravida of the participants in the three groups. Matching was therefore successful. However, differences between the groups should be noted. The participants in Group 3 had more children and were therefore more experienced in caregiving than the other groups. Their infants, however, were younger when the video was recorded, which could affect their mother-infant communication interaction as they had less time for attachment to develop than the other groups. Participants in Group 3 had the least opportunity to practice KMC (8 days), while Group 1 had the most opportunity to practice KMC (18 days).

Material

· A checklist to record the characteristics of the participants and their infants.

· The Modified Observation of Communication Interaction, adapted for neonatal communication skills from Klein and Briggs (1987). Participants’ interacting behaviours with their infants were rated on a 4-point scale according to the video recordings: 1: rarely/never, 2: sometimes, 3: often, 4: optimally.

· 4-point scale to rate the participants’ language and confidence while interacting with the researcher. This was done to ensure that the participants were not unfairly judged on their knowledge or intimidated by the researcher. 

Procedures

A pilot study was conducted to test the validity and reliability of the data collection instruments and interview strategies.  

Trustworthiness: 

· Confirmability: Each video recording was analysed three times by the researcher. A third of the recordings were jointly analized by the researcher and a second rater, for whom the groups were concealed. Differences in ratings were discussed until agreement was reached. The participants’ verbal interactions with their infants were analyzed by a research assistant who was proficient in Setswana, IsiZulu, Sotho and English.
· Dependability: The cultural and language differences between the participants and the researcher were recognized. Strategies to demonstrate cultural sensitivity, effective communication in English as a common language between participants and researcher and allowing trust and spontaneity to develop, were employed (De Vos, 1998).
All data was collected by the researcher in the KMC unit (Groups 1 and 2), and in the NICU of another hospital where KMC was practiced sporadically (Group 3). Participants were requested to do whatever they wanted with the infants while the videos were recorded. The researcher talked naturally to the participants about their infants and most participants engaged in conversation with the researcher. The researcher avoided intimidating behaviours and speech. The participants each received a copy of the video recording as an incentive to participate in the research.

Data analysis: The Fisher’s Exact test was used to determine relationships between the mother-infant communication interaction data of the three groups of participants. The Kruskal-Wallis one way analysis of variance test was used to compare the differences between the means of the continuous data. Means and standard deviations were calculated. Qualitative data of the interviews were categorized according to themes and reported in narrative format (Leedy & Ormrod, 2005).

Results

Table 2
Comparison of mother-infant communication interaction between 3 groups (n=30)

	





Test items
	Group 1
	Group 2
	Group 3
	P-values

	1. Provides appropriate tactile and kinesthetic stimulation
	90%
	60%
	30%
	0.0291

	2. Displays pleasure while interacting with infant
	100%
	90%
	30%
	0.0013

	3. Responds to infant’s distress
	100%
	60%
	33.33%
	0.0482

	4. Positions self and infant for eye-to-eye contact
	90%
	40%
	20%
	0.0089

	5. Smiles contingently at infant
	80%
	28.57%
	0%
	<0.0001

	6. Varies prosodic features of speech when talking to infant
	90%
	20%
	0%
	<0.0001

	7. Encourages conversation
	80%
	30%
	0%
	<0.0001

	8. Responds contingently to infant’s behaviour
	80%
	40%
	20%
	0.0366

	9. Modifies interaction in response to negative cues from infant
	83.33%
	33.33%
	22.22%
	0.0985

	10. Use communication to teach language and concepts
	30%
	0.00
	0.00
	0.0887


All p-values indicated statistical significant differences between the groups on the on the 0.05% level. Participants Group 1 had significantly higher scores on the mother-infant communication interaction scale than the other two groups. Group 2 had significantly higher scores than Group 3. Since the groups were matched for age, education level and gravida, it may indicate that KMC and the ECI programme had an effect on the participants’ communication interaction with their infants.

The groups were not matched for the ages of the infants and the number of days in KMC or in the NICU. Participants in Group 1 had an advantage to know their infants better, which could have influenced the results.

Conclusions

Results are interpreted with caution since a small sample of 30 participants was utilized. The results indicate the possible short-term effects of the interdisciplinary ECI programme, and no long-term outcomes can be deduced. The positive results of the group that was trained with the interdisciplinary ECI programme indicate that the programme adds value to the evidence-based practice of KMC in the hospital where the research was conducted. A randomized study is now required to confirm the positive results.
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HEALING KIDS – CONTRIBUTING TO IMPROVED PAEDIATRIC CARE AND REDUCED NEONATAL MORTALITY RATES AT PUBLIC HOSPITALS IN SOUTH AFRICA

Riaan C Els, Corne Booyens, Hein J Els – The Carl & Emily Fuchs Foundation

The Carl & Emily Fuchs Foundation is a private grantmaking trust fund, operating nationally within South Africa. Established by Dr Carl and Mrs Emily Fuchs as one of the first family trust funds in August 1969, the Foundation’s vision is to facilitate integrated sustainable development in order to meaningfully contribute to improving the quality of life of all South Africans.  The Foundation has disbursed in excess of R100 million since its inception to a wide variety of beneficiaries, including many in the focus areas of health, education, child care, research, disability, etc.

In July 2007, the Foundation announced the launch of their next national flagship project – Healing Kids.  The project has been designed with the overall goal of enhancing the quality of paediatric health care provided at public hospitals in the country.  This initiative by the Foundation extends over a period of 36 months, culminating in their 40th Anniversary during August 2009.  A total budget of R17.5 million has been allocated to the project, which incorporates a two-pronged approach.

The first phase aims at materially improving the care provided to underprivileged children when hospitalised, by assisting paediatric units at specifically tertiary hospitals to mobilize the resources required by them in order to increase the quality of their care services.  This element thus promotes the establishment and capacity-building of resource mobilization mechanisms, with the purpose of mobilizing the required resources, establishing public-private partnerships, creating access to increased funding and, ultimately, facilitating sustainability for these units.

By September this year, the Fuchs Foundation had initiated the development and capacity-building process of 4 selected trust funds, involving the following beneficiaries as partners:

· Healing Jozi Kids (Johannesburg General Hospital, Chris Hani Baragwanath Hospital and Coronation Hospital) 

· Universitas Hospital in partnership with the University of the Free State

· Boikanyo Foundation (Johannesburg General Hospital, the Department of Cardiothoracic Surgery and the Association of Round Tables of Southern Africa) 

· Groote Schuur Hospital Neonatal Department.

The second phase of Healing Kids relates to making a significant contribution to reducing infant mortality in South Africa.  This element specifically aims at reducing neonatal mortality rates of both tertiary and secondary public hospitals.  Here the Foundation’s intervention process is based on the design and development, as well as replication, of a “funding model”, aimed at promoting “centres of excellence” at neonatal care units.  The model mostly relates to the implementation of relatively simple, low-cost technology measures, which could significantly impact neonatal mortality rates.

At the time of writing, the research and planning activities relevant to the second phase have been completed and the process next involves convening provincial workshops (information-sharing events) to be conducted during February 2008.  Thereafter, applicant hospitals will submit their proposed mortality reduction plans for consideration of their funding by the Foundation.

Both phases of the Healing Kids project have been based on national fact-finding undertakings and extensive consultation with paediatric and neonatal experts in the country.  The success of the first element is to be measured in terms of the level of resources mobilized by the beneficiaries over the funding period, while the impact of the second element is to be assessed by means of a pre- and post-intervention measurement of mortality rates at the selected hospitals.
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Introduction
South Africa is currently in the throes of an HIV epidemic, presenting a challenge to the health system and a risk to the fabric of society. A Department of Health study of women attending antenatal clinics across all provinces estimated that 29.1% of pregnant females were HIV positive in 2006.

Without any prevention nearly thirty percent (3500 babies) of the annual 11800 newborns born to HIV positive mothers in the Free State will contract the virus, but with an effective program of preventing mother to child transmission (PMTCT) this could be cut to 4%  (472 neonates versus 3500).
We wanted to assess the knowledge, awareness and acceptance of mothers of the governmental PMTCT program in a large level two hospital in the Free State Province.

Materials and Methods
This is a descriptive study of postpartum women who delivered at Pelonomi hospital during June 2006.

The two hundred and two women who gave informed consent for an interview represented ninety five percent of the possible sample.  The researchers used a questionnaire in the participant’s home language (English, Afrikaans, Sesotho or Isi Xhosa).

We collected demographic data and assessed antenatal care, whether HIV testing was offered or done and whether mothers were counseled about the PMTCT program.  General knowledge about HIV and PMTCT was also evaluated.

The protocol was approved by the Ethics Committee of the Faculty of Health Sciences, University of the Free State. Permission was also obtained from the hospital management. 

Results
We found a population with 13.9% teenagers, and a majority without any tertiary education (82.7%) and unemployed (78.2%).  Two thirds were from the local Mangaung area and 62.8% without a steady partner.

Of the 202 mothers more than a third (35.3%) had less than three ante-natal visits.  Only 16% attended for the first time during the first trimester of pregnancy and 18% only had contact with the health services during the last trimester.

Although HIV testing is routinely done at all antenatal clinics, and 90.5% of women reported being tested for HIV, only 69.3% of the study group reported that they were counseled and only 39.1% reported that they received information specifically about the PMTCT program.  Sources of information regarding PMTCT were mostly from hospitals/clinics (88.6%).  Only 6.5% of respondents indicated that they refused counseling. 

When evaluating the participants’ knowledge as appropriate or inappropriate compared with current scientific knowledge, 98.5% and 93.5% were found to have appropriate knowledge about the transmission and prevention of HIV transmission between adults, respectively. Only 55.7% had appropriate knowledge regarding HIV transmission from mother to child and 73.1% regarding prevention of HIV transmission from mother to child. 

Discussion
We can see from the demographic data that the women constituted a population vulnerable to the effects of the HIV epidemic being mostly single, unmarried, poorly educated and unemployed

Ideal antenatal care implies 4-5 visits during the course of a pregnancy with the first contact as early as possible.  Most of our interviewees had their visit during mid-pregnancy or later, leaving little time for counseling, preparation and evaluation for anti-retroviral therapy and counseling re PMTCT and feeding options.

Counseling is still suboptimal and reasons given for not receiving counseling included there being no trained person available or other staffing problems.  Only 6.4% refused counseling giving lie to the proposition that refusal is a major obstacle in implementing a prevention program.

From the responses it is clear that information about and knowledge of the PMTCT program was poor compared to knowledge about HIV transmission between adults.

Recommendations from our results include implementing public awareness programs and school programs emphasizing the importance of early ante-natal visits and the purpose of the PMTCT program.  Obviously improved staffing levels and training as well as using lay counselors may improve its effectiveness.

As the Free State Province currently uses a single Nevirapine dose (Based on the HIVNET 12 trial) as method of prevention our results implies that it makes sense to move to a more intensive and effective perinatal regimen as recommend by the World Health Organization (Utilizing Nevirapine and one to four weeks of AZT).

It is unlikely that our PMTCT program will significantly improve within the time frame of a few years and changing to an efficacious postnatal program will save a significant number of children from the devastations of HIV disease
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HIV testing barriers: Pregnant women- a case study

Nkomo FD*, Grobbelaar J 

University of Pretoria

Introduction

The Serithi Project is an NIH funded research project looking at factors that potentially impact on an HIV positive pregnant woman’s decisions regarding her own health and that of her baby. The recruitment began in July 2004. Early on in the recruitment period it was noted that there was very low uptake uptake of pregnant women testing for HIV (31% overall at the four clinics from where we were recruiting our women). As this was having an impact on the recruitment rate into our  main study it was decided to perform a sub-study to find out why pregnant women were not testing. This sub-study involved 75 women where quantitative and qualitative data was collected on factors pertaining to the above The qualitative questions from this study were then used as the basis of an M.A., Sociology and the results represent the analysis of this data collected from 15 women.
There are a number of themes and sub-themes arising from reviewed literature focusing on the reasons people provided for not testing: The main theme arising throughout the literature was stigmatic attitudes that society holds toward people living with HIV/AIDS. Unequal power relations between men and women were also reported as an important factor when determining whether a woman would take an HIV test or not. Experience of violence (as a form of stigma) against women by their intimate partners was also cited in literature as a factor to HIV non- testing. 

Method

Fifteen (15) pregnant women, between the ages of 15 and 30 were recruited from Mamelodi West Clinic and the questionnaire consisting of structured and semi- structured questions was administered with them in a form of face to face interviews. The questions included, probed the motivation for non- testing, perceptions about Government’s responses to HIV and AIDS pandemic (programmes), perceptions about ARVs, perceptions about VCT sites and community’s perceptions about HIV and AIDS and HIV testing

Results

The results from the study show that women did not hold any negative perception towards HIV testing in principle, and would in fact recommend that other women should test. Regarding their own “non- testing” however, some of the women felt that they had possibly been exposed to the virus and for that reason were afraid to test. Some women felt the experience of finding out they were positive would be more traumatic because they were now pregnant,an already sensitive time. one women in fact indicated that if she found out she was positive she might consider committing suicide. The main reason for non- testing however, was that the women feared to live with the thought of a virus that has no known cure. . The main concern of the respondents was that they predicted living a life full of anxiety because they would know that at some stage they were possibly going to be ill. A number of the respondents were not happy with the location of the VCT site, as they were in the eye of other people in the clinic and hence the concern that they would ‘read’ into their emotions as they exited the VCT room. The women indicated that although they felt the community was stigmatising this was not the reason for them not testing.

Conclusion

The women’s justification for non- testing was not the fear of stigma from the community or partners (violence) but fearing to deal with the potential stigma within themselves i.e. they were already placing themselves in the position of being positive and seeing themselves in a negative light.  Women feared having to face on a daily basis the lifestyle changes and living with the thought, within themselves, of being infected.
POSTER 11

DEVELOPMENT OF BEST PRACTICE GUIDELINES (BPG’S) FOR COUNSELLING FOR HIV TESTING DURING PREGNANCY

CS Minnie, C van der Walt, H Klopper

North-West University, Potchefstroom Campus

Introduction

An estimated 50 % uptake of HIV testing by pregnant women after counselling is far from the ideal 90% as proposed by WHO resulting in a large number of HIV–positive pregnant women and their infants that do not benefit from proven strategies to promote their health and prevent PMTCT. Although it may seem evident that it is beneficial for a woman (and her baby) if she is aware of her HIV status, she does not necessarily experience it as such. A variety of social, personal and organizational factors contribute to women not consenting to be tested. 

The complexity of this problem in which both contextual and human factors play a role (with regard to the health workers and the pregnant women) is acknowledged. The influence of factors such as stigmatisation and the subordinate position of the woman in society cannot be changed without a paradigm shift in the community. If changes in the community do indeed take place causing women to be more willing to be tested, practices must be effective to ensure maximum benefit for the women. Organisational factors that influence both the pregnant woman and the counsellor can be adjusted and are addressed in the best practice guidelines.

The figure below presents the field of investigation and the focus of the study schematically.
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Schematic presentation of the field of investigation and the focus of this study

The field of study firstly addresses the context in which the counselling for HIV testing during pregnancy occurs. Certain factors that form part of the context (social, cultural and organisational factors) influence both the role-players and the counselling process. The two main role players in the counselling process are the pregnant woman and the counsellor. The pregnant woman’s personal considerations when deciding whether or not to be tested for HIV play an important role in the question as to why so many women’s status is not known. This counsellor, who could be the midwife who provides the antenatal care or a specifically trained lay counsellor who works under the midwife’s supervision, is the expert regarding factors that influence the counselling and is also affected by personal factors.

The Department of Health’s strategic plans regarding HIV and AIDS identified the need for guidelines. In the 2000-2005 HIV/AIDS/STD Strategic plan for South Africa one of the selected strategies to improve access to HIV testing and counselling in ANC clinics was to develop counselling guidelines.These guidelines have not yet been developed as it is again planned for in the HIV and AIDS and STI strategic plan for South Africa, 2007-2011. 

Best practice guidelines (BPG’s) are defined as systematically developed statements (based on best available evidence) that assist practitioners’ and clients’ decisions about appropriate health care for specific practice circumstances. Although BPG’s are usually based on research evidence from systematic review alone, in this study it was decided to combine research evidence with contextual evidence from primary evidence.
Methods

A two phase study was used with both quantitative and qualitative methods in a descriptive, exploratory, explanatory contextual design. In the first phase, evidence was compiled to be used in the second stage to formulate the BPG’s. 

	Phase 1: Compilation of evidence regarding counselling for HIV testing during pregnancy as preparation for development of best practice guidelines

	Step 1:

Exploring and describing the factors that influence pregnant women’s decision to be tested for HIV 
	Data collection:

Semi-structured interviews
	Population and sample:

Pregnant women who attend selected antenatal clinics in North West Province.
	Data analysis:

Open coding of interviews



	Step 2:

Exploring and describing the factors that influence the counselling for HIV during pregnancy according to counsellors 
	Data collection:

Semi-structured interviews
	Population and sample: Counsellors who practice in selected antenatal clinics in North West Province.
	Data analysis:

Open coding of interviews



	Step 3:

Evaluating current practice regarding counselling for HIV testing during pregnancy
	Data collection:

Observation using an observation protocol based on Evaluation tools developed by UNAIDS and field notes
	Population and sample:

Practices during and the content of counselling sessions at selected antenatal clinics in North West Province
	Data analysis:

Inductive and deductive logic



	Step 4:

Systematic review
	Data collection:
Retrieval using multiple electronic data-bases and hard copy search 
	Population and sample:

Quantitative and qualitative research reports 
	Data analysis:

Critical appraisal of documents regarding strength of evidence and relevance in context.

	Phase 2: Development of best practice guidelines

	Step 5:

Formulation of best practice guidelines


	Data collection:

Integrating & synthesising results from step 1-4
	Population and sample:

Evidence from step 1-4


	Data analysis:

Inductive and deductive reasoning, integrating, synthesising


Results

The findings of the first step where pregnant women were interviewed regarding factors influencing their decision to be tested for HIV, crystallized in the following themes and a total of 18 conclusion statements were formulated.

	Theme
	Sub-theme

	1.1 Factors that contribute to pregnant women’s decision to be tested for HIV
	1.1.1  Own decision 

1.1.2  Influenced decision

1.1.3  Collective decision

	1.2 Factors that contribute to pregnant women’s decision not to be tested for HIV
	1.2.1  Fear for personal changes if HIV positive 

1.2.2  Fear for social changes if HIV positive

	1.3 Organisational factors that influence pregnant women’s decision to be tested for HIV
	1.3.1  Format of counselling and testing

1.3.2  Support 

1.3.3  Information

1.3.4  Logistical factors


In the second step the counsellors were interviewed regarding the factors influencing their counselling for HIV testing. A total of 30 conclusion statements were formulated under the following headings.

	Themes
	Sub-themes

	2.1
Influencing factors regarding the counsellor
	2.1.1  Motivational factors

2.1.2  Intrapersonal factors 

	2.2
Influencing factors regarding counselling
	2.2.1  The counselling process

2.2.2  Difficult counselling sessions

	2.3
Influencing factors regarding clients 
	2.3.1  Comprehension of counselling-information

2.3.2  Readiness for counselling and testing

2.3.3  Follow-up after counselling

	2.4
Influencing organisational factors
	2.4.1  Insufficient support structures for counsellors

2.4.2  Clinic infrastructure and routine

2.4.3  Job insecurity

	2.5
Influencing factors regarding the community
	2.5.1  Stigmatisation

2.5.2  Negative perceptions regarding the clinics

2.5.3  Practices in community


In the third step counselling sessions were observed with a observation instrument developed by UNAIDS (2000:1-56). A total of 16 conclusion statements were formulated.

	Theme
	Sub-theme

	3.1 Logistical considerations
	3.1.1  Hours the clinics are open

3.1.2  Appointment system

3.1.3  Cost for the client

3.1.4  Infrastructure of clinics

3.1.5  Policy and documentation

3.1.6  Procedure followed during counselling and testing for HIV

3.1.7  HIV tests used

	3.2 Content of counselling for HIV testing


	3.2.1  Full information about HIV infection in pregnancy and the risk of transmission to the baby

3.2.2  Benefits of knowing one’s status and interventions available if the result is positive 

3.2.3  Implications of an HIV negative result 

3.2.4  Implications of an HIV positive result

3.2.5  Benefits of testing together with her partner 

3.2.6  Implications and benefits of sharing an HIV positive result with her partner 

3.2.7  Testing is not mandatory and health care will not be denied if she chooses not to be tested

	3.3 Counselling skills
	3.3.1  Establishing an interpersonal relationship

3.3.2  Gathering of information

3.3.3  Providing information

3.3.4  Handling special circumstances

	3.4 Group sessions


	3.4.1  Establishing a group relationship

3.4.2  Ensuring group participation

3.4.3  Providing information 

3.4.4 Handling special circumstances


The final step in the compilation phase was a systematic review on studies investigating strategies to promote counselling for HIV testing during pregnancy. A total of 26 conclusion statements were formulated from the 36 studies identified and were arranged according to the following themes:

4.1 Effect of counselling

4.2 Quality of counselling

4.3 Group counselling versus individual counselling

4.4 Group versus individual counselling

4.5 Ways of offering HIV testing

4.6 Rapid testing

4.7 HIV testing during labour

4.8 Counsellor factors 

4.9 Organisational factors

The 90 conclusion statements were then used as base for the development of Best Practice Guidelines. (Next paper)
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BEST PRACTICE GUIDELINES (BPG’S) FOR COUNSELLING FOR HIV TESTING DURING PREGNANCY

CS Minnie, C van der Walt, H Klopper

North-West University, Potchefstroom Campus

Introduction

Proven evidence-based strategies that made it possible to limit mother-to-child transmission of HIV to a large extend depend on one important factor – knowledge of the mother’s HIV status. Although voluntary counselling and testing for HIV is part of routine antenatal care in South Africa, the uptake of testing is still not at a acceptable level, resulting in a large number of pregnant women’s whose HIV status is not known at the birth of their babies. Best practice guidelines for counselling of HIV testing during pregnancy, based on best available evidence, may lead to more women’s status to being known. 

Method

The evidence compiled in the 4 steps of the first phase resulted in 90 conclusion statements from which 20 BPG’s were formulated. An innovative grading system adjusted from recognised grating systems to be applicable for a variety of types of evidence, were developed to indicate the sufficiency of evidence as well as the strength of recommendation for implementation. Implementation recommendations were also formulated for each BPG.

Results

	Sufficiency of evidence
	Strength of recommendation  for implementation

	Definitely sufficient evidence

(Supporting evidence from at least three of the steps in phase 1)
	A
	High priority 

(Implementation is essential for counselling for HIV testing to be feasible, appropriate, meaningful and effective) 
	1

	Probably sufficient quality

(Supporting evidence from two of the steps in phase 1)
	B
	Recommended

(Implementation would definitely improve counselling for HIV testing)
	2

	Sufficiency of evidence not guaranteed

(Supporting evidence from one of the steps in phase 1)
	C
	Low priority

(Implementation would probably improve counselling for HIV testing)
	3


GUIDELINES FOR CREATING A SUITABLE COMMUNITY ENVIRONMENT FOR OPTIMAL COUNSELLING FOR HIV TESTING DURING PREGNANCY
BPG 1:

Information, Education and Communication (IEC) is used to educate the community on HIV testing.
Sufficiency of evidence: B    
Strength of recommendation for implementation: 1

Implementation recommendations:

· Make provision in the budget to appoint professionals or companies to plan and conduct IEC campaigns.

· Plan local IEC campaigns with the target recipients in mind and adapt the message content accordingly. 

· Do research about mistaken beliefs that contribute to pregnant women not wanting to be tested for HIV in each community, and research community practices that could contribute to the counsellors’ workload.

· Include corrections of mistaken beliefs considering local customs, being culturally sensitive. 

· Make use of radio, television and billboards to reach the general public (including and specifically also males). 
BPG 2:

Clinic staff participates in programmes that address social issues like disempowerment of women and stigmatisation
Sufficiency of evidence: A

Strength of recommendation for implementation: 1 

· Initiate and support programmes that promote education of girls and females. 

· Initiate and support programmes to teach women assertiveness skills. 

· Launch and support awareness campaigns on HIV/AIDS and how to live with people who are HIV positive.

· Support People living with HIV (PLWH) who are willing to disclose their status to the community as they can make an important contribution in the fight against HIV.

· Train counsellors not to contribute to the stigma, but to treat HIV positive patients with respect and to care for them in the same way that they care for patients with other diseases. 
GUIDELINES RELATED TO THE CLINIC TO CREATE A SUITABLE ENVIRONMENT FOR OPTIMAL COUNSELLING FOR HIV TESTING DURING PREGNANCY

BPG 3

Privacy is assured during individual counselling

Sufficiency of evidence: A

Strength of recommendation for implementation: 1

· Priority must be given to ensuring suitable, private rooms for individual counselling in clinics that were built before the need for a counselling room was recognised. A curtained-off cubicle is not suitable.

· Budgetary provision must be made for purchasing of a mobile home or caravan if no suitable room is available. 

BPG 4

All clinic staff honour the confidentiality of patients’ information (especially HIV status).

Sufficiency of evidence: A Strength of recommendation for implementation: 1

· Remind all staff who frequently work in clinics of the importance to keep patients’ information confidential. 

· Display posters with the procedure to encourage members of the public to report incidences where confidentiality was broken by health personnel (anonymously if so wished, but in detail to enable and investigation of the accusation). 

· Disclose the disciplinary action taken against staff members who are found guilty of such a breach of confidentiality.

BPG 5

All staff members are committed to counselling for HIV testing during pregnancy
Sufficiency of evidence: A

Strength of recommendation for implementation: 1

· Formulate procedures to ensure that opportunities to counsel pregnant women for HIV testing are not lost.
· Professionals who refer clients for HIV counselling and testing should prepare them regarding what to expect.

· In a project to promote a caring ethos in health workers, community members should be involved and asked what they consider as good care. Community members can also be involved by voting for the clinic and individual health worker who is seen as the most caring. Sponsors could be used to provide further incentives for clinics and individuals to perform. This must not be a once-off occurrence, but should be repeated on regular basis e.g. every three months. 

· A system must be developed where members of the community can report inappropriate behaviour by health personnel (anonymously if so wished, but in detail to enable investigation of the accusation’s validity). 

· Disclose the disciplinary action taken against staff members who are found guilty of such inappropriate behaviour.

BPG 6

Routine counselling and testing for HIV with an opt-out option is offered.

Sufficiency of evidence: C Strength of recommendation for implementation: 2

· Educate health-workers, pregnant women and community members regarding routine counselling and testing with opt-out before the new policy is implemented. If everybody is not well informed, the perception can originate that clients are tested against their will.

· Ensure that all pregnant women receive health education about HIV/AIDS and pregnancy and that they are informed that an HIV test will be done with the other blood tests, but that they can decline any of the tests. Individual counselling must be available.

BPG 7

Consider the community’s and counsellors’ needs in the scheduling of counselling and time management.

Sufficiency of evidence: A Strength of recommendation for implementation: 2

· Do a survey to discover which of the following scheduling methods is preferred by clinic clients – and pregnant women specifically:

· scheduling specific types of services (e.g. antenatal care)  on specific days; 

· helping clients as they arrive (the supermarket principle, all types of patients any time), or 

· attending to clients according to appointments. 

· Investigate the implications of the different scheduling methods for the health workers – specifically the counsellors.

· Continue with practice where clinics stay open after hours and investigate the possibility of extending service to weekends.

· Develop guidelines for the duration of group and individual counselling sessions e.g. minimum of 20 minutes, maximum of 40 minutes. Distribute the guidelines and see that counsellors adhere to it. The guideline would also give guidance on how many clients can be counselled on a day by each counsellor.

BPG 8

HIV counselling and testing is integrated with antenatal care.

Sufficiency of evidence: C

Strength of recommendation for implementation: 2

· Ideally the midwife, who conducts the woman’s routine assessment and antenatal care, should counsel and test her for HIV.

· The lay counsellors could be used to 

(1) provide health information regarding HIV (and other relevant topics), and 

(2) establish and maintain support groups for HIV positive pregnant women.

BPG 9

Rapid HIV testing is available and used.

Sufficiency of evidence: C

Strength of recommendation for implementation: 2

· Use rapid on-site HIV tests where possible.

· Pregnant women should be given a choice about when they want to be notified of the result as some women may prefer not to receive their results immediately. 

· Where HIV testing is not integrated into the antenatal care conducted by a midwife, training of lay counsellors to execute rapid tests themselves (blood drop or saliva) must be considered. This will ensure that they do not have to call a registered nurse to obtain a blood sample, which would allow the process to flow more fluently.

GUIDELINES TO ENABLE COUNSELLORS TO PROVIDE OPTIMAL COUNSELLING FOR HIV TESTING DURING PREGNANCY
BPG 10

 Staffing norms for professional and lay health workers are developed and staff is appointed accordingly  

Sufficiency of evidence: B

Strength of recommendation for implementation: 1
· Develop guidelines on how many midwives, counsellors and other health workers should be employed at a clinic, according to the services offered and clients seen per day.

· Create posts and appoint both professional (midwives) health workers, clerical workers and lay counsellors accordingly, as the work of all staff members suffer when they need to perform tasks that are not usually part of their duties.  

· Provision must be made in the budget to fill all vacant posts and priority must be given to the speedy appointment of replacements when posts become vacant. 

· Seeing the reality of a shortage of nurses (and midwives) in South Africa, every attempt must be made to keep those who work at the clinics with incentives (good salary) and good working conditions.

BPG 11

Counsellors are selected carefully.

Sufficiency of evidence: B

Strength of recommendation for implementation: 1

· If possible give midwives a choice, if they want to be involved with counselling and testing for HIV. 

· Carefully consider the personality, motivation and abilities of candidates who want to become lay counsellors, to select the most suitable ones.

BPG 12

Priority is given to the training of counsellors.

Sufficiency of evidence: A Strength of recommendation for implementation: 1

· Invest in the training of counsellors, by appointing professionals counsellors/ educators to develop a high quality curriculum for the training of counsellors. This should include information about HIV/AIDS, PMTCT as well as communication, counselling, coaching, group facilitation and presentation skills. 

· Professional counsellors/ educators must present training for lay-counsellors. 

· Include training in coping skills to handle emotional involvement with clients, and training on how to establish a trust relationship to help each pregnant woman to make an informed decision about HIV testing. Use role-play to practice skills.

· Ensure that the above mentioned content and skills-training is also included in the education of midwives.

· As this is a dynamic field, regular updating of knowledge about HIV is essential to keep counsellors up-to-date with new developments. 

BPG 13

A support system is available for counsellors.

Sufficiency of evidence: B

Strength of recommendation for implementation: 1

· Provide formal support for counsellors in the form of mentoring, supervision, group support and individual counselling by professional counsellors. 
· Appoint professional counsellors to specifically support the HIV counsellors. Each professional counsellor can be responsible for a number of counsellors (not more than 10). The counsellors could have weekly group meetings for debriefing and monthly individual supervision/ counselling sessions.

· Develop a referral system to professional counsellors for complicated cases.
BPG 14

The value of the role of counsellors is recognised.

Sufficiency of evidence: C

Strength of recommendation for implementation: 1

· Establish the place for the counsellor in the hierarchy of the clinic.

· Provide structure to counsellors by developing guidelines regarding how many clients must be seen as well as the duration of counselling sessions (See BPG 7). 

· Show recognition for the value of the counsellors in the size of their stipend and clarity of their work conditions.

GUIDELINES FOR OPTIMAL COUNSELLING FOR HIV TESTING DURING PREGNANCY

BPG15

Pregnant women are provided with information on HIV/AIDS, HIV testing and PMTCT.

Sufficiency of evidence: A
Strength of recommendation for implementation: 1

· Include all the content as stipulated by UNAIDS (2001) and Department of Health (2000a) in the health education before testing for HIV. 

· Provide information by means of individual or group health education sessions and through educational material like posters and brochures.  Audiovisual materials such as flipcharts or videos can also be used. 

· Make provision in the clinics’ budgets for educational/ audiovisual materials. If centrally provided brochures are found not to be suitable for a specific community, adapt the material or develop and publish new material. 

· Women can be overwhelmed with the amount of information and it is good practice to supply the women with printed media to take home and read in their own time, after the initial information session

· List speakers of different national languages, employed by the Department of Health sub-district, who could be used as interpreters for women who do not understand the local language. Ensure the availability of brochures in all the official languages.

· Ask questions after information sessions (either in the group or privately) to ensure that every woman understands the information.

· Provide information about the safe preparation of breast milk substitute to HIV positive women who have decided to use it exclusively as baby feeding method, privately. This topic must not be discussed in a group where some are HIV negative, as this could lead to spill over if women believe clinic staff endorses the use of breast milk substitutes instead of breastfeeding, as this could lead to unsafe practices by women for whom it is not indicated.

BPG 16

Counsellors assess each pregnant woman for readiness for HIV testing and follow-up those who do not want to be tested immediately.
Sufficiency of evidence: A

Strength of recommendation for implementation: 1

· Inform pregnant women that they can delay HIV testing to think about it and can be tested at a later opportunity if they wish to. 

· Give pregnant women the option to be tested but to receive their results later. 

· Each service must develop a formal procedure on how to identify and manage pregnant women who do not want to be tested for HIV, immediately after counselling, to ensure they get other opportunities at follow-up antenatal visits. (Refer to BPG 5)

BPG 17

Counsellors establish a trust relationship with the women who they counsel privately.

Sufficiency of evidence: A

Strength of recommendation for implementation: 1

· Ask each pregnant woman who is counselled privately about her circumstances and help her to make informed decisions by considering her circumstances.  

· Empower pregnant women with skills to be assertive and to disclose their status to those who they want to inform. Use role-play to let the woman practice how she could break the news.

BPG 18

Follow-up support is provided for HIV positive pregnant women and pregnant women are made aware of this support.

Sufficiency of evidence: C

Strength of recommendation for implementation: 2

· Invite pregnant women to return for counselling after testing. 

· Give guidance and encouragement to counsellors regarding the establishment and maintenance of support groups.

· Allocate money specifically for the establishment and maintenance of support groups at the clinics. Use the money to provide transport, refreshments or material for handcraft activities for the group.

· Ask mothers who coped well with their HIV positive diagnoses to continue to be involved in the ante-natal clinic and to act as support persons for newly diagnosed pregnant women.

BPG 19

Pregnant women are counselled (and tested) with their male partners 

Sufficiency of evidence: B

Strength of recommendation for implementation: 2

· Encourage pregnant women to bring their partners along to be counselled and tested with them. 

· Supply pregnant women with brochures that explain the benefits of testing so that they can study these with their partners. 

· Adjust the clinic hours and/or environment to make it more ‘male-friendly’. 

BPG 20

Counselling for HIV testing is provided for pregnant women whose HIV status is unknown during labour 

Sufficiency of evidence: C

Strength of recommendation for implementation: 1

· Inform all women with unknown HIV status who visit the hospital for the birth of their babies about PMTCT and inform them that they can still be tested for HIV during labour. 

· Use a rapid test if the woman gives her consent to be tested and administer Nevirapine to the mother and baby if she is found to be HIV positive. 

· Provide the opportunity to be counselled and tested after the delivery when a woman with an unknown HIV status is admitted in advanced labour and is not susceptible to counselling. 

· Offer couple counselling and testing if the woman’s partner has accompanied her to hospital.
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Perinatal mother to child transmission of HIV – an audit of the Tygerberg Hospital program.

AM Theron and GB Theron

Department of Obstetrics and Gynaecology, Stellenbosch University and Tygerberg Hospital.

Introduction

In 2006 globally there were 530,000 new HIV infections in children and 380, 000 AIDS deaths amongst children.  Of the 2.8 million children infected with HIV (2005), 80% live in sub-Saharan Africa.  The vast majority of infections are acquired through mother to child transmission.  The mainstay of the provincial perinatal mother to child transmission (PMTCT) programme is the use of anti-retrovirals (ARV’s) to reduce vertical transmission. The provincial Department of Health requires careful audit of the PMTCT program in hospitals and clinics.  Records are kept on specially designed data sheets in the antenatal clinics, labour wards, postnatal and neonatal wards.  A compilation of routine data allows the success of the program to be measured. The two tertiary hospitals in the Cape Metropole are the two worst performers.

Methods

Routinely collected data at Tygerberg Hospital (TBH) from January to June 2007 (Table I) were evaluated to determine the reasons for the poor performance.  Adequate intervention with ARV’s are regarded as zudovidine (AZT) at least for 2 weeks during the antenatal period, single dose nevirapine (NVP) and AZT 3 hourly during labour and NVP and AZT syrup administered to the neonates.  The reasons for not achieving optimal ARV administration to prevent PMTCT of HIV were also assessed.

Results

A total of 469 HIV positive women were delivered during the first 6 months of 2007.  Of these, 117 (24.9%) were referred from other hospitals and midwife obstetrics units.  During these 6 months 51 (10.9%) of HIV positive women were on HAART and a further 31 (8.0%) had CD4 counts less than 200 cells/ml, but were not on HAART (Table II).  A total 293 (62.5%) women received AZT at least for 2 weeks during the antenatal period, 294 (62.7%) received NVP during labour and 258 (52.0%) AZT 3 hourly during labour (Table III).  Reasons why ARV’s were not administered and adjusted percentages taking avoidable factors out of control of the health workers in account are given in Table IV.  Patient and medical care related avoidable factors were responsible for 51.7% and 28.9% of treatment failures respectively.  There were 447 live born babies of whom 463 (97.5%) received AZT and 469 (98.7%) NVP.

Discussion

Reasons for the apparent poor performance were investigated and the adjusted figures present the success of the PMTCT programme at TBH.  Steps were taken in the department to address the medical care related avoidable factors during the antenatal and postpartum periods.  The administration of ARV’s to the newborn babies achieved an exceptionally high success rate..

Table I
An audit of deliveries at TBH from January to June 2007
	NVD
	2445

	C/S
	1050 (27.5%)

	Breech
	66

	Vac ext
	60

	Forceps
	5

	BBA
	194 (HIV + 14.4%)

	Total
	3820

	HIV +
	469 (12.3%)


Table II
The proportion of women with low CD4 counts
	Total 469

	On HAART  51 (10.9%)

	· CD4 <200
26

	· CD4 >200
25

	Not on HAART

	· CD4   known 387  unknown 31

	· <200
  31  (8.0%)

	· >200
356

	CD4 <200 and HAART CD4 <200

	· 31 + 51 = 82 (18.7%)


Table III
Successful ARV intervention to prevent PMTCT of HIV
	  HIV +
	469       (%)

	Referred cases (also MOU’s)
	117   (24.9)

	  Antenatal AZT > 2 weeks
	293   (62.5)

	AZT during labour
	258   (52.0)

	sd NVP during labour
	294   (62.7)

	Adequate dual therapy
	186   (44.5)

	  HAART
	51   (10.9)

	  C/S rate
	158   (33.5)


Table IV
Avoidable factors related to ARV intervention
	Reasons for failure

	· BBA 28 (unbooked 13)

	· IUD 15

	· Unbooked 33

	· Fully dilated 44 (unbooked 4)

	Adjusted %

	· Antenatal AZT > 2 weeks

	
      > 2 weeks  62.5 ( 73.1%

	· Adequate

	                 dual therapy 44.5 ( 73.4%

	Patient related avoidable factors  120  (51.7%)

	· Unbooked & late bookers

	· Admitted fully dilated

	· BBA

	Medical care related avoidable factors  67  (28.9%)

	· Not prescribed (doctors)  15

	· Not given (nurses)  52

	Other  45  (19.4%)

	· severely ill, anaemia, referred (27)


POSTER 14
CAESAREAN SECTION IN THE IMMUNOCOMPROMISED PATIENT WITH AIDS: A GUIDELINE
NF Moran

Department of Obstetrics and Gynaecology, Mahatma Gandhi Memorial Hospital, and Nelson R. Mandela School of Medicine, UKZN

Introduction

In KZN, antenatal HIV prevalence is now 40%. Of these HIV positive pregnant women approximately 10-20% have AIDS, as defined by a CD4 count of less than 200 or a history of an AIDS-defining illness. Many of these women reach term without having started HAART, or having only recently started HAART, and thus remain severely immunocompromised by the time they deliver their babies. It is therefore now a common occurrence in KZN for a doctor to have to perform a caesarean section on an immunocompromised woman with AIDS.

There is very little data available about the outcome of caesarean section in this category of patient. However, there are special concerns that relate to performing a caesarean on such patients. These include the following:

1. there is a risk of subclinical intrauterine infection being present at the time the caesarean section is performed, increasing the risk of puerperal and neonatal sepsis

2. normal healing processes following the caesarean are likely to be impaired, leading to a high risk of puerperal sepsis

3. there is a high risk of vertical transmission of HIV to the baby during the procedure, due to the high viral load

4. for the same reason, there is a high risk of the health worker contracting HIV should occupational injury occur during the procedure

If special attention is paid to these concerns, during the pre-operative preparation, the intra-operative procedure and the immediate post-natal period, it is likely that the outcome of caesarean section in the AIDS patient would be improved.

Method

A proposed guideline for doctors on how to perform caesarean section in the immunocompromised patient with AIDS has been written. The guideline puts emphasis on modifications of conventional procedure or technique which are likely to have benefits specifically in the context of the AIDS patient. Due to a lack of studies evaluating different methods of caesarean section in the AIDS patient, the guideline is based mainly on theory and common sense.

The Guideline
Caesarean Section in the Immunocompromised Patient with AIDS:

A Guideline

Purpose of Guideline

To minimise adverse outcomes resulting from caesarean section (C/S) in the patient with AIDS

Need for a Guideline

It is now a common occurrence in KZN to have to perform a C/S in a patient with AIDS (HIV +ve and CD4 < 200 or AIDS-defining illness). These patients are immunocompromised and often have a high viral load, which means that C/S carries a high risk of adverse outcomes including:


· Puerperal sepsis

· Vertical transmission of HIV at delivery

· Transmission of HIV to health worker if occupational injury occurs at C/S

This guideline offers suggestions for preventing these adverse outcomes when performing a C/S in the AIDS patient.

Pre-operative Measures

· Ensure that the CD4 result is obtained prior to any C/S for an HIV +ve patient, so that patients with AIDS can be identified and the following measures implemented.
· In maternal interest, try to avoid C/S in the AIDS patient unless strongly indicated. For example, allow vaginal birth after previous C/S x1, and consider ECV or vaginal breech delivery rather than C/S for breech presentation
· Start HAART before C/S, so as to bring down the viral load before delivery. Even starting HAART a few days before delivery should be effective. There is no upper limit to the gestation at which HAART can be started. If necessary postpone an elective C/S to allow time for HAART to be started. Do not omit HAART on the day of the C/S.
· Start therapeutic intravenous broad-spectrum antibiotics (e.g. Co-amoxyclav) as part of the pre-op prep, before the patient is sent to the theatre.
Intra-operative Measures

· The operation should be performed by an experienced surgeon who must not rush the surgery.

· Full protective clothing (double gloves, eye protection, aprons etc) must be worn by surgeon, assistants and scrub sister.

· The skin incision should be either midline or Joel-Cohen (high transverse) to allow good exposure with minimal dissection. Avoid going through a Pfannenstiel (low transverse) scar from a previous C/S, as this often requires extensive dissection.

· Enter the uterus with extreme care, preferably by blunt entry, to avoid any laceration to the baby.

· Avoid forceps delivery of the baby’s head, unless essential to achieve delivery of a high head.

· Avoid suctioning of the baby at birth unless required for resuscitation

· Have a warm wet swab at hand to wipe maternal blood from the face and body of the baby immediately at birth

· If the baby sustains a laceration at delivery, clean it immediately with hibitane and dress it to prevent further contamination.

· Consider the use of blunt needles for suturing the uterus, and for tubal ligation where applicable, to reduce needlestick injuries.

· Perform a thorough washout of the pelvis following closure of the uterus.

· Close the skin and subcutaneous tissue together with a few interrupted deep mattress sutures. Avoid subcuticular or staple closure of the skin, leaving the subcutaneous layer unsutured, as this predisposes to wound haematoma and subsequent sepsis.

Post-operative Measures

· Ensure baby receives prophylactic ARVs according to local protocol, and institute appropriate feeding method as decided antenatally.

· In cases where the baby has sustained a laceration during the caesarean, the baby should receive more intensive post-exposure ARV prophylaxis, ideally triple ARV therapy for a month.

· Continue the therapeutic broad-spectrum antibiotics for 3 days post-op.

· Continue HAART daily for life.

· Keep the mother as an in-patient for 5 to 7 days until skin sutures are removed, to allow close monitoring for early signs of puerperal sepsis

Conclusion

Ideally, pregnant women with AIDS should be started on HAART long before they are due to deliver, so that they have a low viral load, and are no longer severely immunocompromised, by the time they deliver. However, in practice, this often does not occur. It is hoped that the dissemination of this guideline may improve the outcome of caesarean section in those women who remain severely immunocompromised at the time of delivery.

Further Research

The guideline will be displayed and distributed to doctors and midwives in the Department of Obstetrics at Mahatma Gandhi Memorial Hospital. An audit of the outcome of caesarean section in the AIDS patient is planned. Important outcome measures will include the incidence of puerperal sepsis, and the peri-operative vertical transmission rate of HIV as measured by the 6-week PCR.
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THE ROLE OF PREGNANCY INTENTION IN HIV PREVENTION IN SOUTH AFRICA
Hazel Rashe1, Marjorie R. Sable2, M. Kay Libbus3, Debra Jackson1, and Harry Hausler1

 1School of Public Health, University of the Western Cape, Cape Town, South Africa; 2School of Social Work and 3School of Nursing, University of Missouri, USA
Introduction
Perinatal transmission of HIV from mother to child during pregnancy, birth, and breastfeeding is one of the driving forces of the AIDS epidemic in South Africa. The antenatal seroprevalence among women in South Africa rose from less than 1% in 1990 to 29.1% in 2006, varying by region. In rural KwaZulu-Natal, where our research was conducted, the estimated antenatal prevalence rate of HIV was 39.1%. It is particularly important to understand pregnancy intention among women and men who are HIV positive to prevent perinatal transmission. Many people infected with HIV continue to be sexually active and, as a result, are faced with decisions regarding reproductive intention and behavior. 

Methods
· Six focus groups were conducted among women and men in rural KwaZulu Natal Province.

· Theory of Planned Behavior (TPB) theoretical construct (Ajzen, 1985) used to elicit:

· attitudes about becoming pregnant and having children

· specific social referents who are perceived to influence the pregnancy decisions and childbearing

· control beliefs about becoming pregnant.

· Total sample size: 35 women and 16 men

· Community women (3 groups)

· Community men (1 group)

· Female ARV clinic patients (1 group)

· Male ARV clinic patients (1 group)

Results
We identified social, health and other factors central to all three of the TPB’s theoretical constructs, including.

· widespread poverty

· gender violence

· religious beliefs and cultural taboos

· social stigma attached to the diagnosis of HIV

	Table 1. Demographics of Focus Group Participants 

	
	Females (n=35)
	Males (n=16)

	Mean age
	32.6
(range 21-57)
	38.1

(range 28-53)

	Married 
	34% 
	0% 

	Mean # of pregnancies
	3.2
(range 0-10)
	n.a.

	Mean # of children
	2.7 
(range 0-8)
	1.9

(range 1-4)

	Living with: 
	
	

	Spouse/partner 
	26%
	76%

	Children
	77%
	  8%

	Parents
	23%
	23%

	In-laws
	17%
	  8%


Themes emerging from the focus groups

ATTITUDES ABOUT HAVING CHILDREN

· Leaving a legacy

“Some people who are HIV positive have a lot of assets. This makes them pressured to have a child, just to leave a legacy behind.”

SOCIAL INFLUENCES AROUND CHILDBEARING:

· The role of the Makoti system and influence of the mother-in-law

“…Yes, some people do influence you, especially if you are a married woman because the in-laws will want you to produce.”

 “This is not in your control at all if you are married. The in-laws say that you have come to produce here.”

“Sometimes women have no control over having pregnancy because they have to impress their in-laws (whole family, including partner).”

“Dowry has been paid so they are expected to produce.”

STIGMA

“If you remove the stigma of being HIV+, some still think that you can never be pregnant if you are positive.”

 “Yes, we are scared very much. I remember when I started to be sick. The nurses were very hateful and rude. They called us names; I hate those nurses.”

“Some families … separate the child from others if you are HIV+.”

 

PERCEIVED CONTROL OVER HAVING CHILDREN

 “It won’t be easy to say I don’t want to fall pregnant.”

 “I can just say no, I don’t want to get pregnant because I love to be loved; your husband forgets about you and just loves the kids more.”

 

CONDOM USAGE

“Men will complain and say, ‘What have you been doing? Have you been sleeping around?’ And they will fight” it.

“Some men believe … condoms come with HIV because of oiliness.”

“The white people put the oily medicine on them to infect us.”

 

INFLUENCE OF HIV/AIDS ON REPRODUCTIVE DECISIONS

“No falling pregnant for HIV+ woman. There are too many funerals because this baby will also die.”

“They (mothers-in-law) won’t like your baby; they won’t even play with your baby. They think that if your baby urinates on them, the urine will go straight to the vagina and they will get HIV.”

“I just think of death because this sickness that we have is leaving us with small babies left behind.”

Conclusion
Mother-to-child transmission represents a continuing source of new HIV infection in South Africa. Understanding the sociocultural, economic and environmental milieu in which both pregnancy and HIV transmission occur is vital to developing interventions that will make societal change and reverse the trend of the growing HIV epidemic.
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WOMEN'S EXPERIENCE OF PARTICIPATING IN AN HIV SUPPORT GROUP - A QUALITATIVE ASSESSMENT

Jonathan Mundell (Serithi Project); Maretha Visser (University of Pretoria)

Introduction

Support groups are generally regarded as an effective way of assisting people who are living with HIV/AIDS to cope with their situation. There are however, very few studies that have attempted to explore the actual experiences and perceived benefits from participation in HIV-related support groups.   

Methods

In this study, the experiences of women participating in HIV supports groups in Tshwane (Pretoria) were explored.  Recently diagnosed HIV+ pregnant women were recruited from four VCT clinics in Tshwane (Pretoria) through the Serithi project and invited to take part in the support group programme. Over a period of two years, 140 women participated in support groups. The support group program consisted of ten structured sessions, addressing various HIV-relevant topics, specifically developed to meet the needs of the women. Individual interviews were conducted with all participants at the end of the support groups and again after 6 months. Three focus group discussions were conducted with 20 women at a one-year follow-up. The data from these interviews and focus group discussions was transcribed, and then coded and analysed using QSR N6 software.

Results

A variety of themes were identified from the data. Participants felt that they benefited from the groups in a number of ways, related specifically to intellectual, emotional, interpersonal and behavioural benefit. Similar themes were found when analysing participant’s responses to the question on how their lives had changed since their participation in the groups. When asked about their experience of interacting with other HIV infected women, the participant’s responses included themes such as learning from their example, receiving advice, and gaining strength, courage, friendship and/or support. The women’s expectations prior to their participation in the program ranged from negative expectations such as fears of meeting people they knew or being worried about the questions they might be asked, to expecting to receive knowledge, support and/or advice. Some participants had expectations that were less consistent with the traditional view of support groups, such as expecting to take part in public disclosure, or giving health talks around the community.   Participants also gave feedback on the specific sessions implemented during the program, and on other general topics, such as their feelings when the support groups were concluded. 

Conclusion

This study provides valuable insight into the needs of HIV+ women and how they benefited from involvement in HIV support groups. They gained knowledge…..and benefited from interacting with women in similar situations, breaking the isolation they experienced after their diagnosis. Support group participation provides them with a new system of support that enabled them to cope with their HIV diagnosis. 
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EFFECTIVENESS OF THE BANC PACKAGE

J S Snyman, J Strümpher, RC Pattinson, J Makin

Nelson Mandela Metropolitan University

MRC Maternal and Infant Health Care Strategies Research Unit

Pregnancy challenges the health care system in a unique way in that it involves at least two individuals – the woman and the fetus. The death rates of both pregnant women (maternal mortality) and newborns (perinatal mortality) are often used to indicate the quality of care the health system is providing. In terms of maternal and perinatal outcomes South Africa scores poorly compared to other upper-middle income countries (Penn-Kekana & Blaauw, 2002:14). The high stillbirth rate compared to the neonatal death rate reflects poor quality of antenatal care. Maternal and perinatal mortality is recognised as a problem and as a priority for action in the Millennium Development Goals (Thieren & Beusenberg, 2005:11).  The Saving Mothers (Pattinson, 2002: 37-135) and Saving Babies (Pattinson, 2004:4-35) reports describe the causes and avoidable factors of these deaths with recommendations on how to improve care.  The quality of care during the antenatal period may impact on the health of the pregnant woman and the outcome of the pregnancy, in particular on the still birth rate. 

The Third Saving Mothers Report 2002-2004 (Pattinson, 2006:7) reports no change in the top five causes of maternal deaths. In this report non-pregnancy related infections were the most common cause of death at all levels of care contributing to 37.8% of deaths.  No attendance at antenatal care was listed in 18.1% of the cases that could be assessed for missed opportunities and substandard care (Pattinson, 2006:10). Programmes which can impact on these problems have been initiated for example, voluntary counselling and testing (VCT) for Human Immunodeficiency Virus (HIV), prevention of mother to child transmission (PMTCT) and antiretroviral therapy (ARV), all of which target the pregnant woman during antenatal care. Improving antenatal care can improve maternal health, which in turn can improve the health and survival of the baby. The World Health Organisation (2003, 1-2) states that the “focus of antenatal care interventions should be on improving maternal health, this being both an end in itself and necessary for improving the health and survival of infants.” 
The principles of quality antenatal care are known (Chalmers et al. 2001:203) but despite the knowledge about these principles the maternal and perinatal mortality remains high.  The Basic Antenatal Care quality improvement package is designed to assist clinical management and decision making in antenatal care.  The implementation of the BANC package may influence the quality of antenatal care positively, which in turn may impact on the outcome of pregnancy for the mother and her baby. 

The aim of this study was to evaluate the effectiveness of the Basic antenatal care (BANC) package to improve the quality of antenatal care at primary health care clinics. 

The objectives were:

· To assess the quality of antenatal care delivered by primary health care professional nurses in primary health care clinics 

· To facilitate the implementation of the Basic Antenatal Care package in five selected experimental clinics

· To evaluate the effectiveness of the Basic Antenatal Care package by determining the quality of antenatal care by an audit of antenatal records

· To determine experiences of individuals of the training and implementation of the Basic Antenatal Care package 

· To make recommendations and develop guidelines for training and implementation of the BANC package

The study design selected is a mixed method with a quantitative and a qualitative section. The study is explorative, descriptive, explanatory and contextual. The quantitative section of the study design is a quasi-experimental comparison group pretest-posttest design. A qualitative approach was used to make sense of the experiences of individuals involved in the training and implementation of the BANC package.  A focus group discussion facilitated by an independent facilitator was used for data collection from the trainers of trainees involved in the implementation of the BANC package. 

Results indicated that with the implementation of the BANC package:

· Organizational changes required at clinic level for improvement of antenatal care is facilitated with tools like the integrated flow charts for client management, management and referral protocols, and the checklist. It also supports the change to the new WHO schedule of visits for low risk pregnant women

· Women are provided the opportunity for antenatal care early in pregnancy illustrated by the reduction in gestational age at first visit

· The improvement of quality of antenatal care was small as measured in the experimental and the audit and feedback groups. However the significant continuous quality improvement in the experimental group measured in the ‘interpretation and decision’ section of the audit tool is a positive finding as it could impact on the outcome of pregnancy.

With the analysis of data generated by doing the focus group and individual interviews the following main themes were identified as

· Staff felt positive about the training

· Acting as a trainer was experienced as difficult

· The new approach holds benefits and challenges for service provision.

Guidelines, based on the research evidence are proposed to facilitate training and implementation of the BANC package. 

Pregnancy may be natural but that does not mean it is problem free. Women rely on the health service for care and information during this crucial time (WHO, 2005b:41). The implementation of the BANC package can assist to re-organise services at primary health care level to optimise the impact of the professional nurses to improve the quality of care to pregnant women. With consistent use of the integrated approach included in the BANC package a difference may result in the outcomes of pregnancy and the health and survival of the woman and her newborn baby.
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BANC ROLLOUT IN THE WESTERN CAPE

EL Arends; SN Neethling; A Fox; VA Adriaans; E Whittles; G Sellars; S Gebhardt

Introduction

Following the directive from the National Health Department the Western Cape participated in implementing the Basic Antenatal Care (BANC) training programme in primary health care facilities within the province. 

During 2006 this started off with two pilot sites, namely the Eastern sub district (urban site) and Witzenberg sub district (a rural site) implementing BANC. In 2007 after the successful piloting phase a decision was taken to rollout the BANC training to 40% of the primary health care facilities, that render antenatal care, during the 2007/08 financial year.

The objectives were to:

i) Improve the quality of antenatal services rendered.

ii) Reduce perinatal and maternal mortality.

Method

The process started by communicating the BANC concept to all levels of management within the province. Provincial managers, district, sub-district and facility managers were informed about BANC.

During the piloting phase both train-the-trainer and face-to-face method of instruction was used i.e. Face-to-face method in the rural sub-district and train-the-trainer in the urban sub-district. During the rollout phase both methods of instruction were used.

Two Master (L1) trainers were trained at a national workshop convened by the MRC Maternal and Infant Care Strategies (Pretoria) and the National Dept of Health. The L1 trainers were then responsible for the initial rollout in the province.

The Provincial Directorate Comprehensive Health Programmes, specifically the MCWH sub-directorate, the Coordinating Clinician for Obstetrics & Gynaecology (O&G) in the province as well as district MCWH managers supported the rollout. The aforementioned persons were trained by the L1 trainers who in turn then facilitated the rollout in their respective sub-districts. In addition valuable support was received from clinicians at the respective referral hospitals.

Three different methods were used to develop BANC protocols viz: 

i) Protocols were developed by workshop participants eg the clinic staff.  Clinicians at referral hospitals and district/sub-district MCWH managers then finalized the protocols.

ii) Proforma protocols were given to clinic staff to comment on and then finalized by the district MCWH Manager and Regional Obstetrician & Gynaecologist.

iii) Protocols were developed by clinicians at referral hospitals and accepted by clinic staff.

The provincial O&G Coordinating Clinician gave overall support to the implementation/rollout of BANC and the development of protocols and referral routes.

Staff from the three nursing training institutions viz University of the Western Cape; University of Cape Town and the Western Cape School of Nursing were included in the rollout process.

Results

The coverage of BANC training reached in districts until the end of February 2008 was as follows: 

Metropole 

= 
29%; 

Cape Winelands  
= 
100% 

Overberg 

= 
100%

West Coast 

= 
71%

Eden 


= 
32% 

Central Karoo 

= 
22% 

WCP 


= 
54%.

Conclusions

1. Clear communication to all is a vital step in implementation. Every opportunity should be used to make the BANC concept known to all.

2. The success of implementing the training programme also depends on the involvement of staff at referral hospitals. Their input is especially needed in the development of protocols and by giving support to the Primary Health Care staff.

3. Differences in districts/sub-districts should be taken into account eg. HR and financial constraints, training capacity when planning the rollout. Such differences usually influence the method of instruction and development of protocols.

4. The Face-to-face method of training was the method of choice within the Western Cape. In the train-the-trainer groups participants requested that all should receive face-to-face training and preferably that the trainer be the district/sub-district MCWH Manager or equivalent.

5. On-going support by district/sub-district management and clinicians is of utmost importance and will eventually determine the success of the programme.
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OUTCOME OF MULTIPLE PREGNANCIES AT DR GEORGE MUKHARI HOSPITAL
TJ Mashamba & RG Hukulmwe

Department of Obstetrics and Gyanecology, Faculty of Health Sciences

University of Limpopo (MEDUNSA Campus)

Introduction
The incidence of multiple pregnancy has been on the increase in recent years and this has been associated with dizygotic twinning, maternal age of 35-39 years, family history as well as the use of fertility drugs.  It is necessary to examine the impact that multiple pregnancy could have on the overall outcome of pregnancy especially in a third-world setting such as Dr George Mukhari Hospital.

Objective
To determine the outcome of multiple pregnancies at Dr George Mukhari Hospital.

Materials and Methods
All records of multiple pregnancies delivered at DGMH between 1 January 2006 and 31 July 2007, were retrieved for analysis as either caesarean section or normal vaginal delivery.  Comparisons of outcome were made for the two groups (C/S vs NVD) in regards to age, parity, booking status and previous abortions.  Two two groups were also compared for mode of delivery, gestation at delivery and fetal weight discordance.

Results
During the review period, 262 multiple pregnancies occurred out of a total delivery of 14 606, giving an incidence rate of 18/1000 deliveries.  Caesarean section delivered accounted for 46.9% compared with 32.9% for singleton pregnancies.  Preterm delivery at <28 weeks and <36 weeks were 7.6% and 44.3% respectively.  Fetal weight discordance was more frequent among women who delivered by C/S (69.9%), although the difference with NVD (59.7%) was not statistically significant.  Stillbirth rate of 53/1000 deliveries was higher in the multiple pregnancy group, when compared with 31/1000 among singleton pregnancies (Odds Ratio: 1.7; 95% CI = 0.8-2.5).  Pre-delivery complaints were higher among patients with multiple pregnancies and who delivered by C/S as compared with women who delivered vaginally (Odds Ratio of 2.6; 95% CI=1.2-4.0).

Conclusion
The incidence found at DGMH is within ranges reported in the literature.  Fetal weight discordance is slightly higher and associated with women who had to be delivered by C/S.  Multiple pregnancy is associated with higher rate of preterm delivery as well as higher incidence of still births.

POSTER 20
EVALUATION OF STILLBIRTHS AT DR GEORGE MUKHARI HOSPITAL (DGMH)
TJ Mashamba & N Madumo

Department of Obstetrics and Gynaecology, Faculty of Health Sciences

University of Limpopo (MEDUNSA Campus)

Introduction
There has been political outcry lately about the rising rates of stillbirths in this country.  It seems like some particular hospitals are prone to higher stillbirth rates.  Although it is still difficult to get accurate information on this matter, it is necessary to get an idea of what is happening in each health care institution.  It is for this reason that we embarked on evaluating stillbirths at DGMH.

Objectives
To determine the average birth weights of stillbirths and to evaluate the proportion of stillbirths that are delivered by C/S.

Methods
This was a retrospective review of records of patients who delivered stillborns at DGMH from 1 October 2006 to 31 December 2007.  Information on stillbirths was retrieved from maternity registers and from individual hospital files of women who delivered at our institution during the review period.  Records from each patient were entered into a data collection sheet and analyses of all the data forms were undertaken using both Microsoft Excel as well as Epi-Info (vrsion 6.0) statistical programme.

Results
During the review period, 364 stillbirths were recorded, out of which 177 (48.6%) record files were available for analyses.  More than 70% of the patients were aged between 20 and 35 years; 17% were older than 35 years and teenage mothers constituted 8.5%.  Majority (60.5%) of the women were Para 1-4, 27.6% were nullparous and only 2.8% has parity >4.  The mode of delivery in this series showed 48.6% (86 patients) delivered by C/S and 51.4% (91 patients) delivered by NVD.  A preponderance of newborns with birth weights of >2500gm were delivered by C/S (50%) in comparison with 17.6% newborns of similar birth weights who were delivered by NVD (p<0.001).  Newborns at other weight categories lower than 2500gm were shown to have been delivered by NVD.  There were more causes of FSB (55.8%) than MSB (44.2%) for mothers who delivered by C/S and this ratio seems reversed (FSB=47.3%; MSB=52.7%) when compared for mothers who delivered by NVD.

Conclusion
The range of maternal ages as well as parity distribution were identical irrespective of the mode of delivery of the stillborns.  Majority of the patients attended ANC but many of them had incomplete results.  There are still problems of record keeping; mainly due to ineffective filing systems and poorly functioning computer systems.
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AN ANALYSIS OF THE CAUSES OF THE THIRD DELAY IN MATERNAL CARE IN DISTRICTS IN ZIMBABWE
Manyame, S1, Munjanja SP2, Mhloyi M3
Department of Obstetrics and Gynaecology (1 and 2), Department of Social Sciences (3), University of Zimbabwe.
Introduction

The three delays model proposes that maternal mortality due to pregnancy complications is  overwhelmingly due to delays in; deciding to seek appropriate medical help for an obstetric emergency, reaching an appropriate health facility, receiving appropriate and adequate care when health facility is reached.  The third delay was found to be a cause of high maternal mortality rates in developing countries. Zimbabwe is one of the developing countries with high maternal mortality rates with a crude national estimate of 880/100000 in 2007 (WHO).  We investigated the major causes of the third delay in districts of Zimbabwe to convince policy makers to actively address these problems.

Previous work done by Fawcus S et al (1996) in rural and urban Zimbabwean districts showed that 90% of the maternal deaths at the health facilities were due to avoidable factors. In addition, suboptimal clinic and hospital management was identified in 70% of rural deaths. A Haitian study showed that under utilization of health services due to negative perception of pregnant women and their families also contributed to maternal deaths. Inadequate surgical equipment, drugs, blood and power supply were noted to cause the third delay in an inventory at a state hospital in Nigeria.

We did a district based analysis of the causes of the third delay in maternal care involving patient factors, health providers as well as assessing the availability of resources required to provide Emergency Obstetric Care (EmOC).This study put together evidence of obstacles in maternal care which affect women with obstetric complications who have reached a health facility.

Methodology

A district based cross sectional study with both a qualitative and quantitative aspect was carried out in ten randomly selected districts of Zimbabwe. The target population was women with obstetric complications and staff caring for these women. 51 postnatal women and staff members were conveniently selected for the quantitative study. Convenience sampling of the health institutions visited was done. Consent for the study at the district level was obtained from the headman, chiefs and Provincial medical director.

Informed written consent was obtained from the women and questionnaires were administered to post natal women to obtain demographic and social data, their decision making capacity and perceptions of delay in treatment as well as quality of care provided by the health workers. Questionnaires were also administered to health providers to obtain their qualifications, experience in EmOC, and perceptions of the health institution concerning availability of drugs and basic equipment. Drug and equipment checklists were filled in by investigators and their assistants at each rural health centre and district hospital. Tape recorded focus group discussions were carried out at community level for both men and women in groups of at least 12 people.

Data was entered by the investigators using Epi Info package. Data analysis was done using Stata version 9 with the help of a statistician.

Ethical review was done at national level as the study was part of the ongoing Zimbabwe Maternal and Perinatal Mortality Study (ZMPMS).

Results

Poor referral system was found to be the commonest cause of the third delay in maternal care in Zimbabwean districts, as 50% of the centers had no working phone or mobile phone facility. The referral system was cited as ineffective at one primary care clinic where a case of a patient who had retained placenta following a home delivery spent more than10 hours before finding transport to be transferred to a tertiary health centre for definitive management.

50% of the health facilities did not have a trained midwife and they also reported a general shortage of staff with 1-2 nurses manning a rural health centre. Shortages of basic equipment and appropriate EmOC drugs were found and 16% of the centers did not have oxygen backup, oxytocic drugs, intravenous fluids and access to blood and blood products.

Harare district had the highest cases of delays in treatment with 69% of the total and both Matebeleland and Midlands had 15 % each. However 52% of the women thought that the client provider interaction was good at the health facility.

The median age of the postnatal women was 24 years. 96% of the women booked their pregnancies at a health facility.  A high literacy rate was found in the postnatal women with 77% of them being educated up to ordinary level. In addition, 67% of these women were able to make their own decisions concerning receipt of medical treatment and referral to other health facilities.  Thus patient factors did not contribute to the third delay in maternal care.

Hemorrhage was noted to be the commonest complication encountered at the facilities (83%), followed by eclampsia (50%).

Table 1
Availability of basic EmOC requirements in Zimbabwean districts 

	Basic EmOC requirements
	MATEBELELAND
	MASHONALAND

	
	DH
	RHC
	DH
	RHC

	Oxytocin
	YES
	YES
	YES
	NO

	I.V Fluids
	YES
	NO
	YES
	NO

	I.V Antibiotics
	YES
	NO
	YES
	YES

	Oxygen
	YES
	NO
	YES
	NO

	Blood
	NO
	NO
	YES
	NO

	Laboratory Services
	NO
	NO
	YES
	NO
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FIGURE 1
Patient’s perception of health workers at rural health centers in Zimbabwean districts.

Discussion

The United Nations recommended a minimum of 5 EmOC facilities per 500000 populations to reduce maternal mortality due to obstetric complications.

 Training and adequate utilization of EmOC services has been show to reduce maternal mortality due to the third delay (Kayongo M, 2006).

The perception of the main reason for delayed treatment of women with complications included shortage of health providers, inadequate drugs appropriate for EmOC and a poor referral system. Hemorrhage and eclampsia remain the leading complications in Obstetrics and probably contribute to the high maternal mortality.

Other studies have shown that lack of appropriately trained health providers contributed to suboptimal care similar to our findings (Fawcus S et al). In addition, upgrading of facilities to meet the standards set by the UN for EmOC was shown to reduce case fatalities in some regions of Peru (Kayongo M 2006). This was the proposed solution to the problems highlighted in our study. Onah HE et al showed that referral delay was the main cause of delay accounting for 46% of all the causes of type three delays in Nigeria which is similar to our findings of 50%.

The study did not adequately show health providers perceptions of the third delay and this could be due to small sample size. 

In conclusion, the problem of delay in receiving adequate and appropriate medical care at a health facility is compounded by shortages of staff and equipment, and a poor referral system as was highlighted in our study.
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SAVING BABIES – A JOINT INITIATIVE

Mitchell, RW1, Parsley, SM2, Hlongwane, M2, Mtshali, E2.

1 Obstetrician Gynaecologist Gauteng Department of Health,

2 Wits Health Consortium (Johnson & Johnson Paediatric Institute)

Introduction:

The “Saving Mothers” and the “Saving Babies” reports identified a number of interventions to reduce maternal and neonatal morbidity and mortality.  At the 25th Priorities Conference Andi Kennedy (JJPI) and Dr Ron Mitchell (GDoH) discussed a joint initiative whereby an impact on maternal and neonatal care could be achieved.  After numerous meetings and discussions (in conjunction with Ms T Chaane Chief Director Health Programmes) it was decided to establish a Project Team consisting of three persons to implement a program to have an impact on maternal and neonatal care.  It was agreed that JJPI (Ms Bonnie Petrauskas) would fund the project via the Wits Health Consortium. The Department of Paediatrics, University of Witwatersrand (Prof P Cooper) and the GDoH (Dr R Mitchell) would coordinate and facilitate the project.

Method:

It was decided that the project would be in the form of 2 obstetric interventions and 1 neonatal intervention.

Obstetric intervention:  The obstetric module would consist of two (2) lectures / talks (interactive) addressing the Use and Interpretation of the CTG and the other the Use and Interpretation of the Partogram.  Each of these talks would be for about 1.5hrs using examples to demonstrate various scenarios.

Neonatal intervention:  This module would be a combination of theory and practical (hands on) addressing Neonatal resuscitation.  The course would be based on the SAPA guidelines.  The course would have 3 or 4 workstations following the theory part.  The course would run over a full day.  The work stations would be; i) chest compression, ii) bag and mask, iii) intubation and iv) umbilical vein catheterization.  The course would be a certificate course with a pre and post course evaluation.

Results:

A total of 385 persons (medical practitioners and midwives) have attended the Obstetric Modules and 305 persons (medical practitioners and midwives) have attended the Neonatal Course.

A major problem has been how to measure the effectiveness of the interventions as each of the outcomes has multiple inputs, any of which could and would impact on outcome.  We have had anecdotal reports of babies being saved directly as a result of what has been learned on the Obstetric and Neonatal Modules.

Conclusions:

Although it is difficult to quantify the effects of the Course it is commonly accepted that any up-skilling will have a positive effect on outcomes especially if the interventions are appropriate.  The Course is followed up with refresher re-inforcing visits to the institutions.  It is our intention to expand the scope of the interventions.

In conclusion the project has been and still is continuing to have a positive impact on the management of pregnant women and on neonatal care.
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A PILOT STUDY TO DETERMINE THE SCREENING METHOD FOR GESTATIONAL DIABETES AND TO DETERMINE THE PREVALENCE OF GDM IN PREGNANT PATIENTS WITH RISK FACTORS AND NO RISK FACTORS

Mtsweni MT1, Lombaard H1, Van Zyl DG2
1) Department of Obstetrics and Gynecology, University of Pretoria, Kalafong Hospital

2) Department of Internal Medicine, University of Pretoria, Kalafong Hospital

Aim
The purpose of this study was to investigate for the prevalence of gestational diabetes in pregnant patients with risk factors and without factors and to compare different diagnostic criteria for GDM using a 75g OGTT

Methods

100 pregnant women in the second trimester (20-28weeks) were enrolled in the study. Results for the OGTT were available in 82 patients. Fasting plasma glucose concentrations were measured in all patients and then 75g of glucose was given to all patients, 1 hour and 2 hour plasma glucose were measured

Results

The prevalence of gestational diabetes in patients with risk factors was 13% and the prevalence in patients without risk factors was found to be 5%, the difference was not statistically significant. The 1998 75g OGTT WHO diagnostic criteria picked up most patients with GDM. There was a good correlation between WHO and ADA diagnostic criteria for diagnosing GDM

Conclusion
About 10% of patients attending our antenatal clinic were diagnosed with GDM using WHO diagnostic criteria. More patients with risk factors screened positive for GDM but difference was not statistically significant with the positive likelihood ratio of 1.1. More patients were diagnosed with GDM by WHO diagnostic criteria compared to other diagnostic criteria.
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PPIP IN UITENHAGE PROVINCIALHOSPITAL: 10 YEARS LATER.

A Goosen

Background:

Multidisciplinary Obstetric meetings were introduced in UPH in 1994. Data from Jan 1996 to Dec 1997 (2 years) was captured and analyzed in the DOS version of PPIP. That data is not included in this presentation. Since Jan 1998, data was captured and analyzed using the Windows PPIP software. Although UPH is currently classified as a district (Level 1) hospital, Level 2 services for Obstetric and Pediatrics are provided. Two MOU, namely Laetitia Bam in Kwanobuhle and Sundays Valley in Kirkwood refer to UPH. The Level 3 service is available at Dora Nginza Hospital, in Port Elizabeth.

Methodology:

Perinatal data is collected, captured and analyzed using PPIP software.

Findings:

PNMR and NNMR did not change during the 10 years. A slight drop in LBW is noted during last 2 years. Primary Obstetric Cause of death remains the same with Unexplained Macerated stillbirths (36%) being the major cause of death, followed by spontaneous preterm labour (25%). Final Neonatal cause of death remained unchanged with Immaturity related the leading cause at 52%, followed by Hypoxia 14%, Infection 13,5%, Congenital abnormalities 13%. Total deliveries (250/month) have increased drastically since 2004 and peaked in 2006 (385/month.), 2007 (336/month). 

Conclusion:

Did 10 years of Monitoring and evaluation with PPIP and Perinatal review have a significant influence in the outcome of the lives of the babies born at UPH? Although the PNMR and NNMR did not come down, it did not increase when the workload increased without additional staff and resources. 

Recommendations:

To continue M&E using PPIP and Perinatal review. Improve data collection by adding data fields for HIV data. BANC was introduced in 2007. Unexplained SB will be monitored closely. Use PPIP reports to give feedback to management and colleagues. As experienced site, provide support in Eastern Cape.
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FREQUENCY OF CONGENITAL MALFORMATIONS IN THE NEONATAL UNIT OF THE NELSON MANDELA ACADEMY HOSPITAL (NMAH), MTHATHA, E.CAPE

Cejas A (WSU), Perez D (WSU), Nazo Z (NMAH)

Dept of Paeds and Child Health. Walter Sisulu University (WSU))

Introduction

Birth defects are a leading cause of infant mortality  in many parts of the world.  In South Africa it is estimated 1 in every 40 babies have at least one defect. We decided to study this group of risk in the newborns during a period of 5 years to identify the most frequent abnormalities.

 

Method

A retrospective study that included all the newborns, with major congenital malformations (n=209) in NMAH from 2000 to 2005 admitted in the Neonatal Unit of NMAH.  Malformations were classified according to the system affected and type of defect.  We also calculate the mortality rate for this group and compared the results with the total Infant Mortality for the Dept.

 

Results

Congenital malformations represented 0.66% of the total of Live Births

CNS malformations were 35,8 % of the total

CVS malformations were 14.3%  of the total

GIT malformations represented 9% of the total

Multiple Defects were 28.2% and Trisomies 13.4%

4.3% of the Total of Deaths was due Congenital Malformations.

 

Conclusions

Across the five years period the impact of the Study group in the total mortality had a sustained tendency.  The most frequent abnormalities detected were CNS, Multiple Malformations and Heart Defects.
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THE CAUSES OF THE ‘3 DELAYS’ IN NEONATAL CARE AT DISTRICT LEVEL IN ZIMBABWE
Dondo V1, Pazvakavambwa I.E2, Munjanja S, 3 Mhloyi M4
Department of Paediatrics (1, 2), Department of Obstetric and Gynaecology (3), Department of Social Sciences (4) University of Zimbabwe
Introduction

About 4 million babies die globally every year in the neonatal period and 99% of these deaths occur in low and middle-income countries. Neonatal deaths contribute about 38% of under-5 mortality. The Millennium Development Goal 4 will not be met unless neonatal deaths are significantly reduced. The ‘3 delay’ model proposes that the risk to life in a pregnant woman occurs due to 3 delays. The first is delay in deciding to seek care. The second is delay in reaching the facility once the decision has been made. The third is delay in receiving adequate and appropriate care once at the health care facility. This framework was used to identify the causes of the 3 delays in neonatal care at district level in Zimbabwe. The neonatal mortality rate in Zimbabwe is 22, 20, 23, 19 deaths per 1000 live births for rural, urban, males and females respectively (ZDHS 2005-6).

Aim

The aim of the study was to assess the causes of the 3 delays in neonatal care at district level.

Specific objectives

1. To identify any cultural, socio- economic factors which affect neonatal health.

2. To identify at community level knowledge relating neonatal health.

3. To identify factors those are barriers or facilitators to the use of health services in neonatal care at health care facilities.
4. To come up with a cohesive representation of the health seeking behaviour and practices at community level.
5. To make recommendations for local remedial action.

Methodology 

This was a descriptive study which took place in 10 districts chosen randomly from the provinces. Sampling was national with the provinces as clusters. 4 tools were used to collect data. A questionnaire was used for mothers of neonates who had delivered during the study period. This asked about their socio-demographic details, knowledge pertaining signs and symptoms of neonatal illnesses and how it will guide them when to take a child for treatment, their cultural practices and traditional beliefs regarding the newborn child and any factors that will affect their decision to seek care.  A questionnaire was also used for staff caring for neonates at the health care centers. This mainly asked about information on how they manage common neonatal problems, the referral system and how it affects the care of neonates and the availability of refresher courses and care protocols. A checklist of equipment and drugs using the WHO mother and baby package was done in the chosen clinics and district hospital. Focus group discussions (FGD) were done in each district. Each FGD comprised of 10-12 people males and females separately. They were done at a neutral place in most cases the shopping center.

Results

Socio-demographic details

The median age was 24yrs, Q1=20, Q3=30. Majority of women were peasant farmers (57%). Most (78%) were in monogamous marriages, 8% were single, 6% were widowed, 4% remarried after divorce and 2% each were polygamous or cohabiting. 32% of the women had sick babies in the neonatal period.

First delay

The total number of respondents was 49. The main causes were: 75% said that it is a taboo to go outside with the baby in the first week of life.
49% admitted to harmful cultural practices e.g. traditional muti, apply salt and cooking oil to the fontanelle and skin.  

65% of these said the reason for these practices is to cast away evil spirits and prevent infection.

Of those who had sick babies or whose babies died in the neonatal period, 64% misjudged the gravity of illness. The median time taken to decide to go to treatment is 2days, Q1=2, Q3=10. The lack of faith in the formal health system was highlighted in the FGD.

Knowledge of danger signs
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Mothers of health babies knew more danger signs than those of sick babies it is also important to note that although many women had delivered at home (47%), 89% brought or said would bring their baby for examination and BCG.

Second delay

It did not contribute significantly to delay in neonatal care. The mean time taken to reach facility once decision has been made was 1 hour. The mean distance to the nearest facility was 7km. Most mothers walked to the facility, others used public transport  

Third delay

All facilities considered a sick neonate as an emergency and would be seen immediately without waiting in the queue. Causes of the third delay were mainly staff shortage and a high staff accretion rates. Most facilities visited did not have neonatal care protocols and refresher courses (80%). They also don’t have linen or heaters for kangaroo mother care. Lack of supplements to preterms was universal. All facilities visited did not have enough basic resuscitation equipment and drugs for managing common neonatal conditions. The referral system in terms of ambulances, telephone and radio system is non functional in the majority of facilities, yet 89% of mothers said were not able to pay for transport if child referred to next level of care. 41% of patients did not know their rights as patients.

Tetanus Toxoid


[image: image14]
22% of mothers did not get the vaccine yet neonatal tetanus is easily preventable.

Discussion

The first delay in neonatal care occurs due to a variety of reasons. It is important to address these cultural practices and beliefs in our health education so that our treatment and policies are acceptable by the community. Misjudging of the gravity of illness is common not only in neonatal illness as found by other studies. Lack of confidence in available medical options has also been shown in other studies and services will continue to be under- utilised if they are perceived negatively by pregnant women and their families. In some cases all the 3 delays come into play. The cultural beliefs of staying indoors with the neonate for one week or until umbilical cord stump falls may delay the neonate in seeking treatment because they might be waiting for the cord to fall off. Hanging the neonate’s clothes and linen indoors for first week will also make the room more humid and increase risk of sepsis. The use of salt and cooking oil to cast away evil spirits may be harmful because the baby’s skin is delicate and it absorbs the salt leading to hypernatraemic dehydration. In this study the average distance to the nearest Primary Health Care centre was within 10km which is within Ministry of Health and Child Welfare’s goal and second delay did not contribute much to the delay. However, transport becomes a major issue when a patient is transferred to the next level of care. The patients have to look for alternatives which are expensive and expose the neonate to the dangers of hypothermia or may just die at home. Critical staff shortage and high accretion rates have also been noted in other studies.

Conclusion

Community education should continue and teach patients on the importance of early recognition of signs and symptoms of neonatal illness. Harmful cultural practises should be discouraged. Patients should be empowered so they know their rights and demand for quality care. Third delay should be addressed by providing transport and communication at clinic to district level. Regular perinatal audits should be done at district level. Basic equipment and drugs should be available at all levels.
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Neonatal cause of death

PPIP: deaths before discharge

5 312 deaths (SB V: 2003-2005)

Child PIP: deaths under 1 month

420 deaths (2005-2007)

From: SB V 2003-2005

From: Child PIP database 2005-2007
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Child deaths: global
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Child deaths rates: South Africa

From: Every Death Counts, Bradshaw et al
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