TANZANIA FINAL REPORT ANNEXES

Appendix 1: CONSOLIDATED LIST OF PROJECT CONCLUSIONS

STRENGTHS

Emergency Response

· 4 hospital's have established systems for EmOC management

· 4 Hospitals have team work across services for EmOC

· Staff trained in Bugando formed core EOC team

· There is improved emergency preparedness

· Staff are confident in EmOC management

· People take obstetric complications seriously (change in attitude – willing to rush)

Equipment, Supplies, Infrastructure and Logistics

· 4 hospitals have all the equipment and supplies necessary to carry out CEmOC (except MgSO4, Hep B reagent, and MVA)

· 4 hospitals have functioning blood bank

· Emergency drugs were available in maternity wards

· Procurement happens in private shops when there is shortage in MSD

· Bugando technicians assist with equipment maintenance 

· Significant progress with water and power supply – variety of strategies

· Decontamination practiced throughout the hospital (chlorine)

· Monitoring and storekeeping systems improved

Staff Competence

· Guidelines for case management developed and adopted as standards of care

· Individual hospitals developed criterion check lists for case review

· Hospitals have quality improvement activities (maternal death review, criterion audit, morning report)

· Joint supervision with CARE improved quality

· Increased confidence and independence in nursing practice (IVs, Diazepam, Ergometrine)

· People are using partographs in all hospitals 

Training

· The initial training was very effective: 

· developed a strong sense of EmOC awareness in 4 hospitals

· strengthened interpersonal relationships and a sense of team among the staff

· empowered nurses to act independently

· highlighted the importance of initiating immediate treatment during emergencies

· targeted the appropriate people for improving EmOC case management – medical officers, pharmacy, lab, nurses

· Continuing education sessions bringing information back to everyone occurred and were effective

· Subsequent training in storekeeping, management, and UN indicators provided common understanding of these different elements of quality.

Data Management

· All 4 hospitals record their data in the admission logs and MTIHA #12.

· All the necessary information is accessible and easily obtained

· Pharmacy and lab management data including blood management are strong

· Maternal complications and deaths are reviewed as they occur.

· EOC team offers forum for data review.

Community Perspective

· Perception of hospital services and staff is good

· Service providers treat them well

· Patients WANT to deliver in the hospital – take referrals seriously

· Community understands that TBAs can identify danger signs but are unable to manage complications

· Increasing awareness that patients need to come with blood donors

· Patients who were interviewed paid nothing to little for the service

· Health center staff have had some EOC training

CHALLENGES
Emergency Response

· There is a delayed response when call staff live off the premises 

· Participation in and management of EOC team varies

· EOC action plans have limited impact (not concrete, not available to everyone)

Equipment, Supplies, Infrastructure and Logistics

· Barriers to using MgSO4 and MVA are a combination of supply and confidence

· RPR and Hep. B reagent sometimes missing due to cost (Sumve Hep B prevalence in June was about 14%)

· Availability and willingness of blood donors (charges)

· Maternity facilities and water still a problem in some hospitals

· Waste management still needs work

· Communication and transport not successfully addressed (ambulance, radios)

· Independent maintenance systems questionable

· Procurement system was slow, did not always get what was needed, and decisions about procurement were not always transparent

Staff Competence

· Guidelines not effectively used for quality improvement (protocols vs. check lists)

· No proper system for supervising provider skills. 

· Staff rotation and attrition

· Partograph use is sometimes inconsistent, incomplete, and analysis for action is weak

· MOH policy on correct partograph not finalized

· Essential case management behaviors not all known

· Some staff not confident with MVA/MgSO4 use

Training

· Getting cascade training to work

· Although invited, some doctors did not attend the training

Data Management

· Data analysis, interpretation, and use for taking action are still weak. (trends, contribute to action plans)

Community Perspective

· Costs and distance/lack of transport are the primary barriers to utilizing hospital services

· Community not very aware of changes in hospital services.

· Awareness of danger signs is inconsistent and tends to focus on pregnancy more than delivery

· Lack of clear information in the community about actual costs for services – there is still concern about informal costs, even when they may be less of a problem. 

· There is confusion about whether people are paying for blood as an alternative to bringing a donor – this could undermine the donation system

· Traditional beliefs lead to delays in seeking treatment

· Women don’t tell their husbands they are in labor

· Traditional healers offer herbs to (excessively) speed up labor

· Belief that complicated labor is result of infidelity

RECOMMENDATIONS
Emergency Response

· EOC teams to use total quality management approach to focus their work (concrete problem solving)

· Solution to calling call team should be prioritized (Ngudu)

Equipment, Supplies, Infrastructure and Logistics

· Project should continue to work on supply constraints for MgSO4 and MVA syringes and work with BMC on confidence issues

· Hospitals / District Councils should prioritize procurement of Hep. B reagent (advocacy)

· Clear guidelines should be developed and posted regarding expectations for blood donation (replacement, voluntary surgery)

· Effort should be made to integrate blood donation with VCT

· Each hospital should develop specific guidelines for waste disposal (who, how often, where) 

· Continue to work on water supply, communication and transport constraints

Staff Competence

· Maximize forums such as morning report, case reviews, and maternal death audits to assess practice against the guidelines

· Use both guidelines and case management check lists during supervision as framework for assessing skills

· Develop/strengthen continuing education and new staff orientation activities to assure transmission of EmOC information (bring new people on to EOC team)

· Prioritize correct use of partograph in continuing education and supervision (including action points)

· Work with BMC and MOH to standardize partographs

Training

· EOC teams to continue to work on continuing education in order to train new staff and bring in new ideas. They will be depending on the region to provide them with new and updated maternal health information.

Data Management

· CHMT and EOC team should develop graphs and discuss data as a basis for action plan development

· Where it exists, the community surveillance system complements hospital data and should be tapped

Community Perspective

· Communication and transport should still be a huge priority

· PHC outreach to include awareness raising on cost sharing, danger signs, and traditional beliefs

· Costs should be posted in all services in the hospitals

LESSONS LEARNED
Emergency Response

· EOC teams were an effective strategy to mobilize changes across services and to increase responsibility for EmOC

· Focusing on concrete and essential elements of EmOC lead to significant changes in small steps.

Equipment, Supplies, Infrastructure and Logistics

· The significant material inputs of this project were essential to assure CEmOC

· Budget transparency and open communication might help with decisions about who gets what equipment 

· Significant changes in practice (MVA, MgSO4) require a strategic assessment of barriers to behavior change and ways to address them in addition to provision of supplies and training.

· People’s concern about HIV is closely related to their attitudes toward blood donation . 

Staff Competence

· Criterion based audits are a quick and dirty way to assess case management behaviors, but protocols and guidelines are important to assess decision making and actual effectiveness

· There are a variety of forums for quality improvement which a project such as this should strengthen

Training

· The initial EmOC training was key in establishing effective EOC teams in each facility. This provided the basis for all subsequent project activities.

· Cascade training is possible when it is well organized and there is a commitment to regular continuing education sessions.

· The BMC partnership strongly benefited both parties.

Data Management

· It is a challenge to keep data collection from becoming an end in itself.

Community Perspective

· In spite of improved services, transport, costs, and lack of awareness of danger signs / that all pregnancies are at risk, are the principle barriers to utilization.

Project Management

· Significant competence required to procure medical equipment

 Appendix 2: MEDICAL SUPPLIES & EQUIPMENTS DELIVERED AT ALL  HOSPITALS.        

	S/N
	ITEM
	QUANTITY

	1.
	Suction Machine
	     4

	2.
	Ambu Bag  ( Adult )
	     10

	3.
	Ambu Bag  ( Child )
	     6

	4. 
	Delivery Sets
	     14

	5.
	Pregnant test
	    118

	6.
	Long Gloves
	     20 pairs

	7.
	Hepatitis B.
	     118

	8. 
	Electrical Sterilizer
	     1

	9.
	Suction  machine ( Manual)
	     3

	10.
	Resuscitation Kit
	     3

	11.
	O.T. Shoes
	     15

	12.
	Canulae
	   64

	13.
	EMO  Machine
	     2

	14.
	Mini Laparatomy Sets
	     2

	15.
	Haemoglometer
	     1

	16.
	MVA Sets
	     10

	17.
	Suction Tube
	     4

	18.
	Oxygen Masks
	   50

	19.
	Instrumental trolleys
	     5

	20.
	Caesarian Section Sets
	     4

	21.
	General Laparatomy Sets
	     2

	22.
	Plastic Spectacles
	     27

	23.
	Endotracheal tubes   ( Adult )
	     24

	24.
	Endotracheal tubes   ( Child )
	     24

	25.
	T. tubes
	     20

	26.
	Chlorinated lime
	        8

	27.
	Autoclave  ( Medium/small 
	        3

	28.
	Wheel Chair
	        3

	29.
	Operating bed
	        1

	30.
	Operating lamp  base
	        1

	31.
	Operating lamp  head light
	        1

	32.
	Operating lamp stand
	        1

	33.
	Suction Machine (big) electrical
	        6

	34.
	Hydraulic Operating table
	        1

	35.
	O2 Concentrator
	        4

	36.
	D & C  Sets
	        2

	37.
	Drums
	        2

	38.
	Folding Screen/ Curtain rolls for screen.
	        5

	39.
	Sterilizer
	        1

	40.
	Mosquito Nets
	      100

	41.
	Trolley
	       1

	42.
	Bed Sheets
	       50

	43.
	Mattresses 
	       24   

	44.
	Blue Rolls for Packing.
	        2

	45.
	Green Rolls for O/T gowns
	        5

	46.
	Laryngoscope ( small).
	        3

	47.
	Laryngoscope ( big).
	        2

	48.
	Chromic   3/0
	        6

	49.
	Chromic    0
	        2

	50.
	Foley Catheter
	        4

	51.
	Mackingtosh  roll  (gray)
	        1

	52.
	Trolley
	        3

	53.
	Chromic   no. 2
	        2

	54. 
	Halothine Vaporizer
	        1

	55.
	Plastic Buckets  50 litres
	        5

	56.
	Plastic Buckets  20 litres
	        5

	57.
	Plastic Buckets 10 litres
	        2

	58.
	SIM Tanks  3000 litres
	        2

	59.
	Oxygen Cylinder
	        2

	60.
	Refrigerator
	        4

	61
	Shaking machine
	         1

	62
	Centrifuge machine
	         1

	63
	Generator
	         4

	64
	Sharp instrument disposal containers
	        12  

	65
	HIV kits/cappillus
	 4@ 100

	66
	Vacuum Extractor
	         2

	67
	stabilizer
	         13

	68
	 Celorogical water bath
	           1

	69
	Distiller 
	           1

	70
	Drums of different sizes
	           5


                                      Appendix 3: FINAL EVALUATION FEMME TANZANIA  - TRAINING SUMMARY

	TYPE OF TRAINING
	TRAINEES TITLE
	DURATION
	TOTAL
	                   CONTENT

	
	
	
	
	

	Comprehensive  Emergency  Obstetric care
	Doctors

Nms

Laboratory staff

Pharmacist

Clinical  officers

Quality Assuarance Officers
	Three weeks 

 One week theory and two weeks practical
	40 this total was split up into three groups each having  a training of three weeks.  
	· Review of maternal mortality trends

· Updates on management of five major obstetric complications 

· Updates on Neonatal asphyxia and Newborn resuscitation

· Life saving skills training related to management of obstetric emergencies

· Orientation to the district level EMOC case management protocols / guidelines 

· Practical training

	 Orientation on Comprehensive  Emergency  Obstetric care
	Nurse Midwives
	Three days, morning hours were utilized for theoretical training and afternoon hours for practical training
	  16 these were new recruited midwives, four from each hospital
	· Differences between CEMOC and BEMOC functions 

· Overview on the five major obstetric complications.

· Haemorrahage

·   Pre /Eclampsia

· Use of partograph in monitoring labour

· Importance of blood bank services in providing  CEMOC

· Infection prevention process  - decontamination and  disposal of sharps.

· Un process indicators 

· Prolonged / obstructed Labour

· Sepsis

	Data management workshop
	Nms 

Drs

Reproductive health coordinators from the regional level and from each district. 


	Three days
	  12  - at least two people came from each hospital 
	· Data management – recording , analysis , interpretation and reporting. Participants brought their hospital logs and used their data to work calculating using UN process indicators.

	Management orientation workshop 
	NMs, Pharmacist,

Laboratory technicians,

Drs,

Project staff             - Project manager 

   EMOC advisor

     Quality assuarance officers 
	 1 day
	36  -  four staff from each hospital and project staff
	· What is management

· Why is it important to the project

· Key concepts of management relevant to EMOC and hospital management

· Selected techniques of management improvement for applicable in various departments of the hospital.

	Quality improvement  workshop
	NMs

DMOs

MO/Ics 

 Hosp Matrons


	  2 days
	 22 staff
	· UN  process indicators for monitoring the availability of and utilization  of obstetric services 

· Best practice in the management of pre / eclampsia and promoting the use of mag suiphate

· Quality improvement  and the use of Criterion Based Audit.

	Refresher  training in basic EMOC services 
	 Health center staff  -  NMs, clinical officers 
	 3 days for theoretical training, and  3 days utilized for practical training. 
	 15  
	·  Overview of maternal mortality 

· management of five  major  obstetric complications 


Appendix 4: MWANZA HEALTH PROGRAM LOG FRAME

Note: Because CARE is trying to develop an integrated health program; this log frame represents the whole Mwanza health program, and not just the FEMME project

	Objectives
	OVIs
	Means of Verification
	
	
	
	

	Hierarchy of Objectives
	Indicators
	Source of Information
	Method for data collection
	Method for analysis of data
	Type of activity: monitor, evaluation
	Frequency
	Application
	Circulation

	Goal

	A. Reduce the impact of HIVAIDS 


	# of WRA with HIV+ by # of WRA tested
	VCT Unit
	Record review
	Quantitative
	Evaluation
	Midterm 

Final
	Track achievements

Assess trends
	Direct partners

CARE HQ

CARE USA

Donor 

	
	#of WRA with STDs by WRA tested
	ANC 
	Record review
	Quantitative
	Evaluation
	Midterm 

Final
	Track achievements

Assess trends
	Direct partners

CARE HQ

CARE USA

Donor 

	B. Improved quality  of Emergency Obstetric Care resulting in decrease maternal mortality
	# of death from direct  major complications as defined in the protocol by # of major complications at the hospital
	MTUHA, maternity ward registers, theatre register
	Record review
	Quantitative
	Monitoring and evaluation
	Quarterly, midterm and final
	Track project achievement
	CARE CO, USA, Partners and NGOs, donors

	Intermediate goals

	1. Improved utilization of voluntary counseling and test (VCT) services 
	# of women/partners with HIV+ by # of women/partners tested 
	VCT units registers
	Record review
	Quantitative
	Monitoring
	Monthly
	Monitoring trends, reassess strategy
	CARE, Partners, local NGOs,

	
	# of clients tested by outcome by # of clients tested
	VCT units registers
	Record review
	Quantitative
	Monitoring
	Monthly
	Monitoring trends, reassess strategy
	CARE, Partners, local NGOs,

	2. Increased access to and quality of STD/HIV/AIDS screening and counseling services
	No. of ANC mothers screened for syphilis/HIV/AIDS by # of expected pregnant women by outcome by age
	MTUHA, ANC register
	Record review
	Quantitative
	Monitoring
	Monthly
	Monitoring trends, reassess strategy
	CARE, Partners, local NGOs,

	3. Increased utilization of Emergency Obstetric Care services
	# of deliveries at this quarter at facility by facility Code type and district divided # of expected delivery at facility in this quarter
	MTUHA, maternity ward registers
	Record review
	Quantitative
	Monitoring
	Monthly
	Monitoring trends, reassess strategy
	CARE, Partners, local NGOs,

	
	# of maternal complications managed by # of expected complications (population x 4% pregnancy x 15% resulting complications) by district
	MTUHA, maternity ward registers
	Record review
	Quantitative
	Monitoring
	Monthly
	Monitoring trends, reassess strategy
	CARE, Partners, local NGOs, 

	Outputs

	1. Effective BCC strategy in place for VCT with ANC STI screening/increased awareness of VCT’s value
	Number of people reporting 3 or more benefits by # covered by BCC strategy
	CARE project  reports
	Record review
	Qualitative
	Monitoring
	Monthly
	Monitoring BCC effects
	CARE, Partners, local NGOs,

	
	# of WRA report interest to do VCT/STI test by the # WRA Sensitized
	Project reports
	Record review
	Qualitative
	Monitoring
	Monthly
	Monitoring BCC effects
	CARE, Partners, local NGOs,

	
	# of BCC activities accomplished by # of BCC activities planned
	Records of project work plan 
	Record review
	Qualitative
	Monitoring
	Monthly
	Monitoring BCC effects
	CARE, Partners, local NGOs,

	2.  Increased availability of skilled VCT counselors
	# of 2 or more skilled counselors at each VCT site by # of VCT sites available
	Project records
	Record review
	Qualitative
	Evaluation and  monitoring
	Quarterly, 
	Monitoring and evaluating quality of VCT centres
	CARE, Partners, local NGOs,

	3. Increased availability of quality VCT


	# of facilities meeting minimum quality by # of facilities providing VCT services
	Project office, and VCT records
	Review records, interviews/min survey
	Quantitative, qualitative 
	Mornitoring and evaluation
	Quartely 
	Monitoring and evaluation eff ts of VCT centres
	CARE, Partners, local NGOs,

	4. Strengthen surveillance and contact tracing for HIV/AIDS
	# of VCT clients by  # of partners traced and followed
	VCT reports and records
	Record review
	Quantitative 
	Mornitoring and evaluation
	Quartely 
	Monitoring and evaluation surveillance systerm
	CARE, Partners, local NGOs,

	5. Strengthened ANC STI screening and treatment
	# of facilities offering minimum quality ANC services(screening, quality counseling and treatment) by # of ANC facilities 
	MTUHA, ANC records
	Record review, interview
	Quantitative, qualitative
	monitoring
	Quarterly 
	Monitoring 
	CARE, Partners, local NGOs,

	6. Improved data collection and analysis at each facility
	# of facilities with team data analysis report by the number of facility
	Team reports
	Review of reports, staff interview
	Quantitative, 
	Monitoring 
	Monthly and quarterly  
	Asses commitment of hospital to improve care 
	CARE, partners, NGOs

	
	# of facilities with active and  documented TQM teams by # of facilities providing EmOC
	Team reports
	Review of reports and staff interview
	Quantitative, 
	Monitoring 
	Monthly and quarterly  
	Asses project effects 
	CARE, partners, NGOs

	7. Increased availability of blood at 4 Hospitals
	# of facilities without less than 3 units of blood for not more than 5 days in a month  
	Laboratory blood register
	Review of records
	Quantitative
	Monitoring
	Monthly and  quarterly
	Asses project effects on hospital care
	CARE, partners, NGOs

	8. Strengthened networking  and collaboration among district stakeholders
	# of stakeholders fulfilling commitments according to MoU by # of stakeholders who signed the MoU
	Project reports
	Review of reports
	Qualitative 
	Monitoringand evaluation
	Quarterly,annually
	Asses project collaboration with partners
	CARE, partners, NGOs, donors

	9. Increased availability of skilled CEmOC  and BEmOC Providers
	# of complications managed according to protocols by # of complications by hospital
	Maternity register, patient files
	Review of records
	Qualitative 
	Monitoring 
	Monthly 
	Asses hospital quality and effect of the project 
	CARE, partners, NGOs,

	
	# of facilities with active HEmOC by # of facilities with HEmOC
	HemOC reports
	Review of reports, attendance of HemOC meetings by QAO
	quantitative
	Monitoring 
	Monthly 
	Asses project effect
	CARE, partners, NGOs,

	
	# of deliveries monitored accurately by pantograph by # of deliveries by facility  
	Delivery  registers, patient files
	Review of delivery registers, patient files
	Quantitative 
	Monitoring 
	Monthly and quarterly
	Asses project effect
	CARE, partners, NGOs,

	10. Increased availability of essential EmOC supplies and materials
	# of hospitals meeting minimum score by # of hospital providing EmOC
	MTUHA? pharmacy and maternity ward drug register
	Review of records
	Quantitative 
	Monitoring
	Monthly and quarterly 
	Asses facility quality, project effect
	CARE, partners, NGOs,

	
	# of facilities with water 24 hours by # of facilities
	Theatre and maternity staff
	Interview, observation 
	Qualitative 
	Monitoring 
	quarterly
	Asses facility quality, effect of the project
	CARE, partners, NGOs,

	
	# of facilities with 24 hours electricity supply by # of facilities
	Hospital administration office, maternity and theatre
	Interview, observation
	Qualitative 
	Monitoring 
	quarterly
	Asses facility quality, effect of the project
	CARE, partners, NGOs,

	Activities

	1. Conduct VCT training for Health facility staff
	# of staff trained in VCT centres by # of identified staff by facility
	Facility and CARE records
	Review of records
	Quantitative 
	Monitoring 
	Semi-annually
	Asses project effects and quality of VCT centres
	CARE, partners, NGOs,

	2. Conduct VCT/Syphilis screening mobilization at community level
	# of attendance for VCT/syphilis after mobilization by # BCC meetings
	Project and VCT records
	Review of records
	Quantitative 
	Monitoring 
	Monthly 
	Asses quality of VCT centres, effect of BCC strategy
	CARE, partners, NGOs,

	3. Procure HIV /Syphilis kits

 
	· # of HIV/Syphilis kits procured/# planned

· # of HIV/syphilis kits used by # of kits supplied
	Project office and VCT centre records
	Review of records
	Quantitative 
	Monitoring 
	Monthly
	Asses effect of the project
	CARE, partners, NGOs, donors

	4. Conduct CEmOC/BemOC training for Hospital and Health Centre staff
	# of staff trained by type of training 
	Project and hospital documents, reports
	Review of records, interview
	quantitative
	Monitoring, evaluation
	Quarterly, semiannual, annual
	Asses project outputs
	CARE, partners, donors

	5. 5. Procure hospital supplies and equipment for 4 hospitals
	# of facilities supplied with EmOC equipment by # of facilities
	Hospital registers, project register, reports
	Review of records, interview
	quantitative
	Monitoring, evaluation
	Quarterly, simi annual and annual
	Assess project outputs
	CARE, partners, donors

	6. Functional blood bank established in 4 hospital
	# of blood bank meeting standards established  by # of facilities
	Blood bank logs, reports
	Review of records, interview
	Quantitative and qualitative
	Monitoring, evaluation
	Quarterly

Simi-annul 
	Assess project output
	CARE, partners, donors

	7. Facilitate formation of Project advisory Committee


	# of PAC meetings by # of members attending


	Project reports, project and partners registers
	Review of records, interview
	Quantitative and qualitative
	Monitoring, evaluation
	Annually
	Assess project output
	CARE, partners, donors

	8. Conduct quarterly meeting for PAC follow MoU agreement 


	# successful meetings by # of quarters

# of commitments fulfilled by # of partners.


	Project and partners documents
	Review of records, interview
	Quantitative,  qualitative
	Monitoring, evaluation
	quarterly
	Assess participation by partners
	CARE, partners


Appendix 5:EVALUATION SCHEDULE

Mon. July 14 – Preliminary review of evaluation plan with project staff

Tues. July 15 – Broad meeting with stakeholders to discuss project strengths, challenges, 

and questions for the evaluation to address.

Wed. July 16 – Finalization of data collection tools with data collection teams

Thurs., July 17 – Sat. July 19 & Mon. July 21

Data collection in teams in the four project hospitals:

July 17 – 18 – Team 1 in Ngudu Hospital and Team 2 in Missungwi Hospital

July 19 & 21 – Team 1 in Sumve Hospital and Team 2 in Bukumbi Hospital

Tues. July 22 – Team work to synthesize data and discuss findings

Wed. July 23 -  Broad meeting with stakeholders to review findings and identify 

strengths, challenges, recommendations, and lessons learned

Thurs. July 24 – Debriefing with regional and district MOH, and Archdiocese staff

Friday July 25 – Debriefing with CARE Dar Es Salaam staff

Appendix 6: PEOPLE INTERVIEWED

Regional MOH Staff

1. Dr. A. Kilonzo, Department of Obstetrics and Gynecology, Bugando Medical Center, Mwanza Region

2. James Msomi, Acting Regional Nursing Officer, Mwanza Region

3. Seraphine Lutta, Regional MCH/RH Coordinator, Mwanza Region

4. Esther Mashauri, Tanzanian Midwives Association, Nursing Officer / Trainer, Bugando Medical Center

5. Mrs. Theresa Shile, Deputy Zonal Coordinator for RH, Lake Zone

Mrs. Mashiku, Health Officer, Archdiocese of Mwanza

Kwimba District

1. Mr. Mayeji, Planning Officer

(District Medical Officer absent)

Ngudu Hospital

1. Dr. Kaniki, Hospital Medical Officer

2. Dr. Rugome, Hospital Medical Officer In Charge

3. Hospital Public Health Officer

4. Hospital Pharmacist

5. Hospital Laboratory In Charge

6. Mrs. Mayala, Maternity Acting In-Charge

7. Theater In – Charge and staff

8. Maternity Nurses

Sumve Hospital

1. Mrs. Susanna, Maternity In-Charge

2. John Kagindu, Clinical Officer / EOC Team

3. Theater In-Charge

4. Pharmacy Deputy In-Charge

5. Laboratory

6. Maternity Nurses

Missungwi District
1. Dr. Byemelwa, District Medical Officer

2. Mr. Mabula, Planning Officer

Missungwi Hospital

1. Dr. Mange, Hospital Medical Officer In Charge

2. Mrs. Mutakyawa, Maternity In Charge

3. Lab In Charge

4. Pharmacy In Charge

5. Theater Nursing Officer

6. Maternity nurses

Bukumbi Hospital

1. Dr. Franco, Hospital Medical Officer In Charge

2. Sister Kishongore, Matron

3. Mrs. Celestina, Maternity In Charge

CARE Staff

1. Dr. Marcel Madili, Project Manager

2. Mrs. Juliana Myeya, Deputy Project Mangaer

3. Jane Kaiza, Quality Assurance Officer

4. Bernadetta Bankana, Quality Assurance Officer

5. Dorcas Robinson, Health Program Manager

Team Members – Data Collection Team

Note – Unless otherwise specified, these were not interviewed separately, but were represented in their respective hospitals. However, their input was incorporated through the extensive analysis discussions.

1. Dr. A. Kilonzo, Department of Obstetrics and Gynecology, Bugando Medical Center, Mwanza Region

2. James Msomi, Acting Regional Nursing Officer, Mwanza Region

3. Seraphine Lutta, Regional MCH/RH Coordinator, Mwanza Region

4. Esther Mashauri, Tanzanian Midwives Association, Nursing Officer / Trainer, Bugando Medical Center

5. Dr. Katto, Sumve Hospital

6. Luciana Titto, Bukumbi Hospital

7. Methusela Msebula, Missungwi Hospital

8. Alexander Mahushi, Buganod Hospital

9. Senifa Shoo, Kwimba District Nursing Officer

10. Jane Kaiza, Quality Assurance Officer

11. Bernadetta Bankamba, Quality Assurance Officer

12. Ms. Rose, Nursing Intern

13. Marcie Rubardt, Team Leader

Additional staff participated in preparation and analysis discussions:

1. John Kagindu, Clinical Officer, Sumve Hospital

2. Sister Godeliva , District Nursing Officer, Missungwi

3. Regina Mayala, Nurse Midwife, Ngudu

4. Sister Ntogwisangu, RH Coordinator for Kwimba

5. Dr. Marcel Madili, Project Manager

6. Mrs. Juliana Myeya, Deputy Project Manager

Appendix 7:DOCUMENTS REVIEWED

1. Project Proposal – Submitted to Columbia University, Fall, 1999.


2. “Tia Mimba, Weka Pesa – Birth Preparedness in Rural Tanzania”,  Final Evaluation of CARE Community Based Reproductive Health Project - Child Survival FAO-0500-A-6039-00; Frank Kaharuza, Team Leader; Dec. 2001.


3. Baseline Health Facilities Assessment Report; Feb. 2001.


4. “District-Level Emergency Obstetric Care Guidelines for Kwimba and Missungwi Districts, Mwanza Region”; Joint development by CDC/USAID/CARE/MOH-Tanzania/Bugando Medical Center; Updated April, 2001.


5. Training Report for Comprehensive Emergency Obstetric Care Training; Dr.A.  Kilonzo; Department of Obstetr5ics and Gyneclology, Buganod Medical Center; Fall, 2001.


6. Femme Project Midterm Evaluation Report; Dr. A. Kilonzo, Team Leader; Spring, 2002.


7. Project Memorandum of Understanding with partners; Aug. 2001


8. Project Quarterly Narrative Reports

· April – July, 2003

· Jan. – March, 2003

· Oct. – Dec. 2002


Project Semi-Annual Reports

· June – Dec. 2002

· Jan. – June 2002

· July – Dec. 2001


9. AMDD Technical Assistance Trip Reports

· Dileep Mavalankar/Millie Kayongo, Dec. 2002 – Storekeeping training

· Dileep Mavalankar, Dec. 2001 – Management orientation workshop

· Barbara Kwast, Nov. 2001 – Workshop on process indicators and QA

· Barbara Kwast, Aug. 2001 – AMDD orientation to project / work plan review

Appendix 8:COMMENTS FROM PRELIMINARY STAKEHOLDERS’ MEETINGS

Proud of:

· Improved standard of care for maternity

· Recognition of danger signs –prevent maternal deaths

· Increased facility deliveries

· Improved management of obstetric emergency equipment provided

· 24 hours blood supply

· Data recording –staff use it for self monitoring, UN indicators

· Team building –it takes a team to address on obstetric emergency

· Hospital infection prevention

· Quarterly meeting for data review

· Data management /keeping staff refresher training –some staff were 10 years without

· All 4 hospitals have power to manage emergencies

· CARE/facility collaboration              better quality support, ongoing follow-up from CARE

· Community awareness of services

· More ANC and early follow-up of problems

· Management guidelines

· Safe blood transfusion 

· Emergency preparedness

· Joint supervision –reinforced message

· Partner demand for interventions-ID problems and joint contribution

· Nurse Midwives independent practice – Ivs

· Internal communication –Bukumbi

· Openness of discussing near misses

· Total quality management approach to address identified problems

· Cross district collaboration

· Training and case management knowledge is sustainable

· Equipment and supplies available and know to maintain

Constraints

1. Initiating training required curriculum development, not enough resource people for different experts

2. Trainee follow-up – are they practicing?

3. Availability of newly proposed drugs

4. Regular supply of reagents e.g. RPR, HIV,

5. Access-late arrival of the clients

6. Staff saw the project belonging to CARE 

7. Worries at sustainability –supplies

8. Blood banks don’t have donors

9. Communication with remote areas, link with hospitals and health centers

10. Some equipment are below standard –autoclave, forceps

11. Challenges to afford expensive antibiotics

12. Poor awareness of complications  - late arrival

13. Missungwi new-no confidence to manage emergencies, Missungwi still small

14. Utilization –also depends on transport and communication

15. Only hospital level –what about LSS at health center

16. Implementation only 2 years (1 years)

17. Conflict between project time frame and realistic change

18. Culture constraints –women don’t communicate when they are in labour, NM responsible to communicate with clients

19. Shortage/transfer of staff

20.  Indicators broader (HC/community than where project is working)

21. Having a campus for staff

Burning questions

1. How to assure adequate blood donors?

2. Have we established systems for sustainable blood banks? Safe blood?

3. Have we increased facility utilization? Why or why not?

4. How effective have we been in changing emergency case management why/why not?

5. How can Missungwi hospital/other advocates for hospital designation?

6. How have facilities benefited from FEMME?

SEMI-STRUCTURED INTERVIEWS WITH RECENTLY 

DELIVERED WOMEN IN THE FACILITY

SUGGEST:  2-4 women per facility – Note name of facility and date of interview

PURPOSE: 

· To assess patients’ experiences and satisfaction with services at the facility and their perception of changes in access or services due to FEMME interventions. 

· To gain in-depth understanding of reasons for seeking facility-based care, barriers to care-seeking, and awareness of obstetric complications and danger signs.

These are meant to be informal discussions with recently delivered women in the FEMME facility to gain a better understanding of their experience as beneficiaries of this project. These can take place with individual women or several at once, and should not be limited by the discussion guide. They may also take place with women in communities who delivered in the FEMME facility.

1. History of the Recent Delivery
· How did you delivery go? Were there any difficulties or complications? At what point during labor or delivery did you arrive at the hospital. What did the hospital do when you arrived? Who at the hospital attended you and what did they do? 

· Why did you decide to come to the hospital? Who decided? How did you get here? What difficulties did you encounter in getting here? How did you get here? What did it cost to get here? To deliver here?

· (if not covered already) What are some signs of complications or problems during a pregnancy or delivery which would have indicated you should seek help. Did you experience any of these? What did you do?

2. Services Received

· Since you have been at the hospital, has anyone talked with you or helped you with:
· Breast feeding

· Caring for your baby

· Preventing infection in yourself

· Family Planning
What did they say or do?


3. Experience with the Hospital Services
· What did you like about the services at this hospital?

· What didn’t you like about the services at this hospital? What would you like to see changed and how?

· What, if anything, has changed about the services at this hospital during the past year or two? 

COMMUNITY FOCUS GROUP DISCUSSION

PURPOSE: To complement the facility-based information with the community perspective in order to have a better idea of the “reach” of the project and the experience of people who did NOT make it to the facility for obstetric services.

SUGGEST: Small groups of interested people in target communities such as women of childbearing age, men, leaders, and/or a mixture. These are meant to be informal group discussions allowing community members to express their perceptions and understanding of obstetric services. Note name of community and date of discussion. 

I. Recognizing Obstetric Complications

What are some signs of complications or problems during a pregnancy or delivery which would indicate you should seek help?

Probe:
· Which, if any, of these have you experienced recently in this community? What did you do? Why did you do this? Who decided?
· Are there traditional birth attendants or other helpers in the community? What do they do when these problems arise? How do they help?

II. Perception of Hospital Services

What experience have people in this community had with the hospital maternity services during the past year or two?

Probe:
· What do people like about the maternity services at the hospital?
· What do people complain about regarding the maternity services at the hospital?
· What, if anything, has changed with the maternity services at the hospital during the past year or two?

III. Barriers to Accessing Care

What are some of the difficulties people face when trying to get maternity care at the hospital?

Probe:
· How long does it take to get there? How much does it cost? What transport options are there? How available are they? Who accompanies the patient?

· Are there some people who can’t/don’t access cares? Why? (marginalized people?)

· What, if anything, have families, community members, or projects done to address some of these constraints in accessing maternity services at the health center or hospital? How, if at all, have referrals from the health center to the hospital improved?


IV. Changes to Access or Services as a Result of FEMME


How, if at all, have maternity services changed in your hospital during the past two years? What has been done? How, has it affected your use of these services? 


Probe:

· How has your awareness about obstetric complications and management of emergencies changed over the past two years and what has contributed to that change?

· How have maternity services for women in this area changed over the past two years and what contributed to that change?

COMMUNITY WOMEN RECENTLY DELIVERED
If possible, interviews with these women can significantly complement the information received from the recently delivered women in the hospital. They offer an understanding of who does NOT go to the hospital and why not?

1. History of the Recent Delivery

· How did you delivery go? Were there any difficulties or complications? Who helped with your delivery and why did you choose them?

· Did you consider going to the hospital? Why or why not? What difficulties would you has had in going to the hospital? What have you heard about the services at the hospital? 

· (if not covered already) What are some signs of complications or problems during a pregnancy or delivery which would have indicated you should seek help. Did you experience any of these? What did you do?

SEMI-STRUCTURED INTERVIEWS OR GROUP DISCUSSIONS WITH FACILITY MANAGERS

PURPOSE: To assess the system and management issues which influence the delivery of quality obstetric services at the hospital level, particularly given the emphasis of the final year of the FEMME project.
SUGGEST: These can be done individually or in a group depending on time, level of sensitivity of the issues, and the management structure of the facility. It may make sense to meet with the management team to cover all the topic areas, then to follow up with selected individual interviews focusing on key issues or problem areas. 

NAME of FACILITY:_______________________           INTERVIEWER:______________________
DATE:________

RESPONDENTS:  (by position): __________________________________________________________________________

​​​​​​​​​​​​​​​​​​​​

	ISSUE
	Problems Identified At Beginning Of Project
	Project Interventions
	Improvements During past Two Years
	Sustainability and/or Things Still to Improve

	Treatment Of OB Complications: (What happens when a woman presents with OB emergency? Is staff available? Competent? Have supplies? What constraints?)


	
	
	
	

	Logistics: Are drugs and supplies adequate? Have there been stock outs during the past six months? Why? How are the procurement and monitoring systems working? 


	
	
	
	

	Infrastructure and Equipment: Is the essential equipment and infrastructure in place to provide comprehensive EmOC? (blood, theater, water, power) How are they tracked / maintained?
	
	
	
	

	Staffing:  Are staff adequate to assure 24/7 comprehensive EmOC? How much attrition/rotation occurs? How is new staff recruited. 


	
	
	
	

	Continuing Education:  What training has staff received? Was the appropriate staff trained?


	
	
	
	

	Supervision: Are staff supervised on a regular basis? By whom? What happens during supervision? How does supervision complement training? (checklists?) 


	
	
	
	

	Standards Of Care: 

What protocols are there for maternity care? How were these determined? How are they disseminated and reinforced? (e.g. training) What kinds of ongoing QI activities are in place?


	
	
	
	

	Information System: What data are collected? How is data used by the health facility staff to identify problems, plan programs or improve care? How reliable are the data 


	
	
	
	

	Referral: How is the referral system from the health centers and community working? How many referring health centers are there?  How are referrals monitored? By whom are patients accompanied? What barriers to access do patients experience?


	
	
	
	

	Relationship with the community: How does the hospital relate with the community/traditional midwives? What kinds of outreach or educational activities does it do? How do these make a difference?


	
	
	
	

	BUDGETING: Who monitors  the budget?  How are priorities determined?

Where are the greatest shortfalls?


	
	
	
	


SEMI-STRUCTURED INTERVIEWS OR GROUP DISCUSSIONS WITH SERVICE PROVIDERS – Management Issues

PURPOSE: To verify whether the necessary structures and management systems are in place for them to provide quality comprehensive EmOC. 

SUGGEST: A small-group informal discussion with staff on the maternity service. This need not cover the same level of detail as the discussion with the management team since it primarily serves to verify the actual management situation. 

Name of Facility:___________________
Interviewer_________________  Date: ______

RESPONDENTS:  (by position): ____________________________________________

	ISSUE
	Improvements since FEMME
	Improvements Still Needed

	Treatment Of OB Complications: Was comprehensive EmOC available 24/7 during the past month? Why or why not? What happens when a woman presents with OB emergency? Are staff available? Competent? Have supplies? What constraints? 
	
	

	Logistics: Are drugs and supplies adequate? Have there been stock outs during the past six months? Why? How are procurement / monitoring systems working? 
	
	

	Infrastructure and Equipment: Is the essential equipment and infrastructure in place to provide comprehensive EmOC? (blood, theater, water, power) How are they tracked / maintained?
	
	

	Staffing:  Are staff adequate to assure 24/7 comprehensive EmOC? How much attrition/rotation occurs? How is teamwork encouraged?
	
	

	Continuing Education:  What training have staff received? Were the appropriate staff trained?


	
	

	Supervision: Are staff supervised on a regular basis? By whom? What happens during supervision? How does supervision complement training? (checklists?) 
	
	

	Standards Of Care: 

What protocols are there for maternity care? How were these determined? How are they disseminated and reinforced? (e.g. training) What ongoing QI activities do you participate in?
	
	

	Complications: What complications do you see most often? What is the condition of women when they arrive? How have these changed over time?


	
	

	Case Management:: How has case management of OB complications changed over time? 


	
	

	Use Of Information System: What data are collected? How is data used by the health facility staff to identify problems, or improve care? How are the registers maintained?


	
	

	Referral: How are referrals monitored? By whom are patients accompanied? What barriers to access do patients experience?


	
	

	IEC Activities: What types of IEC activities does the hospital undertake in the hospital 


	
	


ASSESSMENT OF PROVIDER SKILLS

PURPOSE:  To assess provider strengths and weaknesses in the technical skills required to effectively manage obstetric complications.

SUGGEST: Identify a few providers from each facility who have benefited from FEMME training and assess skills. Each provider should be assessed individually and privately.

COMMENT: The purpose of this component is to simply assess provider competency, particularly in the areas where the project provided training. It is probably easiest to do this as part of the hospital visits. However, it is difficult to make a recommendation on how to best do this since it will depend on who is part of the team and the specific circumstances in each hospital. Also, these tools have not yet been tested in this context. As a result, several optional tools are attached and the team should consider how best to accomplish the task. 

Finally, if a team has the opportunity to observe at least part of a delivery, this is an important  opportunity to assess competency. 

(I am thinking I will probably end up with at least the partograph case studies and the oral case management interview. I may also administer the general LSS test, but probably won’t set up the practical assessment.)

Provider Name ________________


Facility _________________

1.  What formal medical training did you have?

2. What training did you have from FEMME?

3.  What did you find most useful?

Attached Tools

1. LSS written test and key

2. Written partograph case studies

3. Individual interview guide for obstetric case management

4. Practical assessment guides for bimanual compression and manual removal of the placenta

FACILITY OBSERVATION CHECK LIST
PURPOSE: To observe facility variables which provide an indication of actual facility function, effectiveness, and acceptability. 

SUGGEST: This is NOT meant to be an exhaustive health facilities assessment, but rather to provide a sample of a few variables that can be directly observed which will complement the other discussions. 

NAME of FACILITY: _________________

DATE: _________

1. CONFIRM: Based on discussions with staff and management combined with observations, this facility IS / IS NOT capable of delivering comprehensive emergency obstetric services 24 hours per day, 7 days per week. (parenteral oxytocics, sedatives/anti-convulsants, and antibiotics; blood transfusion with HIV testing, assisted vaginal delivery, removal of retained placenta, and caesarian section).

If not – Why not?

	ITEM
	Available / Functional
	Not Available /Functional
	Comments

	INFORMATION SYSTEM

	Registers complete and up to date
	
	
	

	Information accurately reflects clientele
	
	
	

	INFRASTRUCTURE

	Theater

 (sterilization, air flow, light, handwashing)
	
	
	

	Bathrooms for patients (clean)
	
	
	

	Labor room and Delivery room separate and clean
	
	
	

	Adequate and functional labor and delivery space/beds
	
	
	

	Waste disposal (incinerator, secure pit)
	
	
	

	Blood bank – place to collect and test blood
	
	
	

	EQUIPMENT

	Delivery and operating room lights
	
	
	

	Operating table with stirrups
	
	
	

	Instrument tables with instruments for C-Section
	
	
	

	Uterine evacuation instruments
	
	
	

	Neonatal resuscitation pack
	
	
	

	Equipment storage
	
	
	

	Vaginal speculums, 
	
	
	

	thermometer, blood pressure cuff, 
	
	
	

	baby scale
	
	
	

	SUPPLIES

	Partographs
	
	
	

	Foley Catheters
	
	
	

	Sterile gauze pads
	
	
	

	Sutures
	
	
	

	Urine testing supplies
	
	
	

	Blood transfusion supplies
	
	
	

	HIV test kits
	
	
	

	Fetoscope
	
	
	

	DRUGS

	Epinephrine
	
	
	

	Insulin
	
	
	

	Diazepam
	
	
	

	Magnesium Sulfate
	
	
	

	Benzyl Penicillin
	
	
	

	Ergometrine
	
	
	

	Oxygen
	
	
	

	Disinfectant (chlorine, chlorhexidine)
	
	
	

	Syringes and needles
	
	
	

	IV solutions (dextrose 5%, normal saline)
	
	
	

	Contraceptives (Depo, condoms, pills)
	
	
	


SEMI-STRUCTURED INTERVIEWS WITH STAKEHOLDERS / PARTNERS

(MOH, Other NGOs)

1. What has been your relationship with the FEMME project?

Probe:

· How have you divided up roles and responsibilities?

· How has coordination and communication worked between the different parties?

· Has the project fulfilled your expectations? Why or why not? 


2. What has changed as a result of the FEMME project? How has it impacted the delivery of obstetric services in the project area? Beyond the project area?

Probe:

· How has FEMME influenced services in the targeted facilities?

· How has FEMME’s influence spread to service sites and interventions outside the immediate project area?

· How have technical standards and expectations changed regarding maternal and newborn care? What was FEMME’s contribution to this change? 

· If/How has the relative priority of maternal and newborn activities and funding shifted over the course of the FEMME project? What was FEMME’s contribution to this change? 


3. To what extent are the interventions and priorities of the FEMME project integrated with and / or congruent with those of the MOH and/or other service delivery providers?

Probe:

· How do FEMME’s activities fit with the broader (MOH) priorities and strategies?

· Who do the interventions “belong” to at this point? Do the partners see the project as “theirs”.

· Will the MOH or other partner be likely to sustain the interventions? Which ones? Why?

4. What is the potential future use of the FEMME strategies and materials? 

Probe:

· How might the changes resulting from FEMME be incorporated into national strategies and protocols?

· What will be the role of the training teams without project support?


5. What should the next steps for strengthening maternal and newborn health be? Why? 

INTERVIEWS WITH CARE STAFF FOR FEMME
1. What do you think are the greatest strengths of this project? Why?




2. What have been its greatest challenges? Why? How were they addressed?




3. How have the CARE staff worked with their partners? What were the relative roles and responsibilities? What difficulties were encountered in the partnership and how were they addressed? What was the benefit of the partnership? 




4. What kind of training have you had to do your job? Was it adequate? How might it have been improved?




5. Was the CARE staffing appropriate (in quantity and technical competency) for the job? Why or why not? How might it have been better?




6. Were the necessary management systems in place (human resources, logistics, supervision, HIS, etc.) to effectively implement the project? How might they have been strengthened? 




7. Was the project appropriately designed to meet the project goals? Why or why not? How might the design have been improved?



TOOLS FOR ASSESSING PROVIDER COMPETENCY

TOOL 1 - EXERCISE: USING THE PARTOGRAPH

(AMDD Tool)

Evaluator Comment: This tool came from the AMDD check lists and can be used for assessing partograph skills. Again, it is a written test and can be easily administered. Three case studies may not be necessary if it is too long. This may be more helpful in assessing competence than the previous written test. . 

PURPOSE

The purpose of this exercise is to enable participants to practice using the partograph to manage labor.

	INSTRUCTIONS
	RESOURCES

	The trainer should review the partograph form with participants before beginning the exercise.


	The following equipment or representations thereof:

· Partograph forms (three for each participant)

· Poster-size laminated partograph

	Each participant should be given three blank partograph forms. 

Case 1: The trainer should read each step to the class, plot the information on the poster-size laminated partograph and ask the questions included in each of the steps. At the same time participants should plot the information on one of their partograph forms.  

Case 2: The trainer should read each step to the class and have participants plot the information on another of their partograph forms. The questions included in each step should be asked as they arise.

Case 3: The trainer should read each step to the class and have participants plot the information on the third of their partograph forms. The questions should then be asked when the partograph is completed.
	

	Throughout the exercise, the trainer should ensure that participants have completed their partograph forms correctly.
	

	Provide participants with the three completed partograph forms from the Answer Key and have them compare these with the partograph forms they have completed. Discuss and resolve any differences between the partographs completed by participants and those in the Answer Key.
	Exercise: Using the Partograph Answer Key


EXERCISE: USING THE PARTOGRAPH: CASE 1

STEP 1

· Mrs. A. was admitted at 5.00 AM on 12.5.2000

· Membranes ruptured 4.00 AM

· Gravida 3, Para 2+0

· Hospital number 7886

· On admission the fetal head was 4/5 palpable above the symphysis pubis and the cervix was 2 cm dilated

Q: What should be recorded on the partograph?

Note: The woman is not in active labor. Record only the details of her history, i.e., first 4 bullets, not the descent and cervical dilatation.

STEP 2

· 9.00 AM:

· The fetal head is 3/5 palpable above the symphysis pubis

· The cervix is 5 cm dilated 

Q: What should you now record on the partograph?

Note: The woman is now in the active phase of labor. Plot this and the following information on the partograph:

· There are 3 contractions in 10 minutes, each lasting 20–40 seconds

· Fetal heart rate (FH) 120
· Membranes ruptured, amniotic fluid clear

· Skull bones separated, sutures easily felt

· Blood pressure 120/70

· Temperature 36.8°C
· Pulse 80 per minute
· Urine output 200 mL; negative protein and acetone 
Q: What steps should be taken?

Q: What advice should be given?

Q: What do you expect to find at 1.00 PM?

STEP 3

Plot the following information on the partograph:

9.30 AM
FH 120, Contractions 3/10 each 30 sec, Pulse 80

10.00 AM 
FH 136, Contractions 3/10 each 30 sec, Pulse 80

10.30 AM
FH 140, Contractions 3/10 each 35 sec, Pulse 88

11.00 AM
FH 130, Contractions 3/10 each 40 sec, Pulse 88, Temp 37

11.30 AM
FH 136, Contractions 4/10 each 40 sec, Pulse 84, Head is 2/5 up

12.00 Noon
FH 140, Contractions 4/10 each 40 sec, Pulse 88

12.30 PM
FH 130, Contractions 4/10 each 45 sec, Pulse 88

1.00 PM
FH 140, Contractions 4/10 each 45 sec, Pulse 90, Temp 37

· 1.00 PM:
· The fetal head is 0/5 palpable above the symphysis pubis
· The cervix is fully dilated

· Amniotic fluid clear

· Skull bones separated, sutures easily felt

· Blood pressure 100/70
· Urine output 150 mL; negative protein and acetone
Q: What steps should be taken?

Q: What advice should be given?

Q: What do you expect to happen next?

STEP 4

Record the following information on the partograph:

· 2.20 PM: Spontaneous delivery of a live female infant, Wt. 2.850 g

Answer the following questions: 

Q: How long was the active phase of the first stage of labor?

Q: How long was the second stage of labor?

EXERCISE: USING THE PARTOGRAPH: CASE 2

STEP 1

· Mrs. B. was admitted at 10.00 AM on 2.5.2000

· Membranes intact

· Gravida 1, Para 0+0

· Hospital number 1443

Record the information above on the partograph, together with the following details:

· The fetal head is 5/5 palpable above the symphysis pubis

· The cervix is 4 cm dilated

· There are 2 contractions in 10 minutes, each lasting less than 20 seconds

· FH 140

· Membranes intact

· Blood pressure 100/70

· Temperature 36.2°C

· Pulse 80 per minute

· Urine output 400 mL; negative protein and acetone

Q: What is your diagnosis?

Q: What action will you take?

STEP 2

Plot the following information on the partograph:

10.30 AM
FH 140, Contractions 2/10 each 15 sec, Pulse 90

11.00 AM
FH 136, Contractions 2/10 each 15 sec, Pulse 88, Membranes intact

11.30 AM
FH 140, Contractions 2/10 each 20 sec, Pulse 84

12.00 Noon
FH 136, Contractions 2/10 each 15 sec, Pulse 88, Temp 36.2

· The fetal head is 5/5 palpable above the symphysis pubis

· The cervix is 4 cm dilated, membranes intact

Q: What is your diagnosis?

Q: What action will you take?

STEP 3

Plot the following information on the partograph:

12.30 PM
FH 136, Contractions 1/10 each 15 sec, Pulse 90

1.00 PM
FH 140, Contractions 1/10 each 15 sec, Pulse 88

1.30 PM
FH 130, Contractions 1/10 each 20 sec, Pulse 88

2.00 PM
FH 140, Contractions 2/10 each 20 sec, Pulse 90, Temp 36.8, Blood pressure 100/70

· The fetal head is 5/5 palpable above the symphysis pubis

· Urine output 300 mL; negative protein and acetone

· Membranes intact

Q: What is your diagnosis? 

Q: What will you do?

Plot the following information on the partograph:

· Artificial rupture of membranes, amniotic fluid clear

· The cervix is 4 cm dilated, skull bones separated, sutures easily felt

· Labor augmented with oxytocin 2.5 units in 500 mL IV fluid at 10 drops per minute (dpm)

STEP 4

Plot the following information on the partograph:

· 2.30 PM:

· 2 contractions in 10 minutes each lasting 30 seconds
· Infusion rate increased to 20 dpm
· FH 140, pulse 88, blood pressure 120/80
· 3.00 PM:
· 3 contractions in 10 minutes each lasting 30 seconds
· Infusion rate increased to 30 dpm
· FH 140, pulse 90
· 3:30 PM:

· 3 contractions in 10 minutes each lasting 30 seconds
· Infusion rate increased to 40 dpm
· FH 140, pulse 88
· 4.00 PM: 

· The fetal head is 2/5 palpable above the symphysis pubis

· The cervix is 6 cm dilated

· 3 contractions in 10 minutes each lasting 30 seconds
· Infusion rate increased to 50 dpm 
· 4.30 PM:

· FH 140, contractions 3/10 each 45 sec, pulse 90

Q: What steps would you take?

STEP 5

5.00 PM
FH 138, Pulse 88, Contractions 3/10 each 40 sec, Maintain at 50 dpm

5.30 PM
FH 140, Pulse 90, Contractions 3/10 each 45 sec, Maintain at 50 dpm

6.00 PM
FH 140, Pulse 90, Contractions 4/10 each 50 sec, Maintain at 50 dpm

6.30 PM
FH 144, Pulse 90, Contractions 4/10 each 50 sec, Maintain at 50 dpm
STEP 6

Plot the following information on the partograph:

· 7.00 PM:

· The fetal head is 0/5 palpable above the symphysis pubis

· FH 144, contractions 4/10 each 50 sec, pulse 90

· The cervix is fully dilated

STEP 7

Record the following information on the partograph:

· 8.00 PM: Spontaneous delivery of a live male infant, Wt. 2.654 g

Answer the following questions:

Q: How long was the active phase of the first stage of labor?

Q: How long was the second stage of labor?

Q: Why was labor augmented?

EXERCISE: USING THE PARTOGRAPH: CASE 3

STEP 1

· Mrs. C. was admitted at 10.00 AM on 12.5.2000

· Membranes ruptured 9.00 AM

· Gravida 4, Para 3+0

· Hospital number 6639

Record the information above on the partograph, together with the following details:

· The fetal head is 3/5 palpable above the symphysis pubis

· The cervix is 4 cm dilated

· There are 3 contractions in 10 minutes, each lasting 30 seconds

· FH 140

· Amniotic fluid clear

· Sutures apposed

· Blood pressure 120/70

· Temperature 36.8°C

· Pulse 80 per minute

· Urine output 200 mL; negative protein and acetone

STEP 2

Plot the following information in the partograph:

10.30 AM
FH 130, Contractions 3/10 each 35 sec, Pulse 80

11.00 AM
FH 136, Contractions 3/10 each 40 sec, Pulse 90

11.30 AM
FH 140, Contractions 3/10 each 40 sec, Pulse 88

12.00 Noon
FH 140, Contractions 3/10 each 40 sec, Pulse 90, Temp 37, Head 3/5 up

12.30 PM
FH 130, Contractions 3/10 each 40 sec, Pulse 90

1.00 PM
FH 130, Contractions 3/10 each 40 sec, Pulse 88

1.30 PM
FH 120, Contractions 3/10 each 40 sec, Pulse 88

2.00 PM
FH 130, Contractions 4/10 each 45 sec, Pulse 90, Temp 37, Blood pressure 100/70

· The fetal head is 3/5 palpable above the symphysis pubis

· The cervix is 6 cm dilated, amniotic fluid clear

· Sutures overlapped but reducible

STEP 3

2.30 PM
FH 120, Contractions 4/10 each 40 sec, Pulse 90, Liquor clear

3.00 PM
FH 120, Contractions 4/10 each 40 sec, Pulse 88, Clear blood stained

3.30 PM
FH 100, Contractions 4/10 each 45 sec, Pulse 100

4.00 PM
FH 90, Contractions 4/10 each 50 sec, Pulse 100, Temp 37

4.30 PM
FH 96, Contractions 4/10 each 50 sec, Pulse 100, Head 3/5 up, Meconium liquor

5.00 PM
FH 90, Contractions 4/10 each 50 sec, Pulse 110

· The fetal head is 3/5 palpable above the symphysis pubis

· The cervix is 6 cm dilated
· Amniotic fluid meconium stained

· Sutures overlapped and not reducible

· Urine output 100 mL; protein negative, acetone 1+

STEP 4

Record the following information on the partograph:

· Cesarean section at 5.30 PM, live female infant with poor respiratory effort born, Wt. 4.850 g

Answer the following questions:

Q: What is the final diagnosis? 

Q: At 12.00 noon, what observation should have caused concern and what other examination would have helped in deciding on a course of action?

Q: What action was indicated at 2.00 PM, and why?

Q: What action was indicated at 3.00 PM, and why?

Q: At 5.00 PM, a decision was taken to do a cesarean section, and this was rapidly done. Was this a correct action?

Q: What three problems may be expected in the newborn? 

TOOL 2 - ORAL INTERVIEWS TO ASSESS CASE MANAGEMENT SKILLS 

(Pop Council Tool)

Evaluator Comment: This tool was taken out of a more comprehensive Pop Council health facilities assessment. It is a way of assessing what a provider would do in each of these cases without actually testing. It is probably easier, and will probably be valid – at least for knowledge. This should be completed as individual and private interviews with each of the providers to be assessed. 

	Mark all responses mentioned. Do not prompt responses. 
	 

	Note not all of the actions are necessarily desireable. Specify other reactions if mentioned.
	Do NOT prompt.

	I am now going to ask you to describe what you would do if a patient came to this health stations with certain conditions. 
	1= mentioned

	When a woman comes to the health station at 28 weeks gestation with vaginal with bleeding, what conditions or signs do you look for? 
	 

	LOOK FOR:
	 

	Presentation of fetus
	 

	Signs of labor 
	 

	Tenderness (palpate)
	 

	Signs of shock 
	 

	Signs of anemia 
	 

	Whether blood is clotting 
	 

	Amount of external bleeding
	 

	Other, specify
	 

	When a woman comes to the health station at 28 weeks gestation with vaginal bleeding, what do you do? 
	 

	Perform a vaginal examination 
	 

	Refer to a doctor or hospital
	 

	Take blood (for grouping, cross matching, hemoglobin)
	 

	Organize donors for blood supply
	 

	Check vital signs
	 

	Set up intravenous infusion
	 

	Other, specify
	 

	When a woman complains of malaise 48 hours after delivery, what do you ask her? 
	 

	abdominal pain
	 

	chills
	 

	a feeling of extreme body warmth
	 

	foul odor or discharge
	 

	back pain or trouble voiding
	 

	pain in the calf of her legs or thighs
	 

	Other, specify
	 

	When a woman complains of malaise 48 hours after delivery, what do you do? 
	 

	palpate abdomen
	 

	examine lochia
	 

	examine perineum
	 

	examine breasts
	 

	refer to a physician
	 

	give stat ampicillin 1g IM before referral
	 

	put up IV fluids (normal saline)
	 

	for pain relief, administer simple analgesic
	 

	administer oxytocin
	 

	keep the woman well-hydrated
	 

	consider prophylactic treatment of malaria in endemic areas
	 

	Other, specify
	 

	When a woman complains of malaise 48 hours after delivery, what do you do for follow up? 
	 

	Monitor the woman daily to exclude worsening signs of infection
	 

	If no improvement in condition after 48 hours, REFER
	 

	Other, specify
	 

	When a pregnant woman comes for an antenatal visit at 32 weeks gestation and complains to you of having swollen hands and feet and increasing headaches, what do you do? 
	 

	Take the woman's blood pressure
	 

	Check the woman's urine for proteinuria
	 

	Do reflex testing
	 

	Other, specify
	 

	When a pregnant woman comes for an antenatal visit at 32 weeks gestation and complains to you of having swollen hands and feet and increasing headaches, what do you do if the woman has signs of eclampsia? 
	 

	give the woman aspirin
	 

	keep the woman quiet and away from the activity
	 

	prepare a tongue blade for emergency seizure
	 

	administer hypertensive
	 

	administer anticonvulsant
	 

	transport the woman to the nearest hospital/doctor
	 

	tell her to return in 24 hours
	 

	Other, specify
	 

	When you are caring for a woman in labor, how do you recognize that her labor is not proceeding normally?
	 

	the latent phase (early labor) lasts longer than 8 hours
	 

	the first stage of labor exceeds 12 hours
	 

	the second stage is longer than 2 hours
	 

	Other, specify
	 

	A woman you have just delivered passes more than 500 mls of blood from the genital tract shortly after delivery. What action would you take? 
	 

	call for help
	 

	massage the fundus
	 

	give ergometrine IM or IV
	 

	empty the woman's bladder
	 

	examine the women for lacerations of the perineum, vagina and cervix
	 

	start IV fluids
	 

	take blood for grouping and cross-matching
	 

	Other, specify
	 

	When a woman you have just delivered passes more than 500 mls of blood from the genital tract shortly after delivery and has not yet been able to deliver the placenta, what actions do you take? 
	 

	controlled cord traction
	 

	give oxytocin 
	 

	manually remove placenta
	 

	watch for signs of shock
	 

	Other, specify
	 

	When a woman you have just delivered passes more than 500 mls of blood from the genital tract shortly after delivery and bleeding does not stop, what actions do you take? 
	 

	remove to hospital immediately
	 

	Other, specify
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