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Abstract

The Limpopo MCWH Directorate, concerned about the high perinatal and maternal mortality rates
arising from the poor quality of maternal health care provided at primary level, commissioned this
study to explore what would be the appropriate interventions that could be applied province-wide
to improve the quality of maternal health care at municipal and district level.

Thus the study aimed to develop a useable and replicable model of intervention with
Reproductive Health Management Teams (RHMTS) at municipal and district level that would lead
to improvements in the quality of maternal health care. The study objectives were to:

1. ldentify indicators and the method for a baseline assessment of the quality of maternal health
care at municipal and district level.

2. ldentify indicators that would permit an analysis of the factors that influence the key issues
emerging from the baseline assessment.

3. Develop a programme of intervention, with its monitoring and evaluation procedures, that
would address the factors that influence the key issues.

4. Recommend a strategy for replicating the intervention programme.

An action-research approach was adopted in this study, and was implemented in a series of
cyclical action-research steps in cooperation with the RHMTs. The study was implemented in 25
municipalities in Limpopo Province and was implemented over a period of 28 months, from

December 2001 to March 2004. Both qualitative and quantitative methodologies were used.

Indicators were identified to conduct a baseline assessment of the quality of maternal health care;
the tools were developed to collect the data necessary to calculate these indicators; the indicators
were applied to achieve a baseline assessment of the quality of care, and the information
analysed to identify priority key issues affecting the quality of maternal health care. These key

issues were identified as: the poor quality of the 1st ANC visit and poor management of labour.

These key issues were analysed in order to identify what were the most important influencing

factors affecting the quality of maternal health care. Staffing, supervision, referral systems,



v
support services and the planning and organisation of the health facilities were found to be the
most influential factors. Indicators were developed to measure these factors, with the data
collection tools required to collect the data necessary to calculate the indicators. The indicators

were measured to describe the current situation with regards to each.

Once the influencing factors had been identified, interventions were identified, prioritised and
planned for implementation in each municipal area. The priority interventions that could be
implemented at municipal level were: in-service training in antenatal care and the management of
labour; supervision of antenatal care and labour; audit of the service and improving referral
systems. Tools were developed to monitor the implementation of these interventions and the

outcomes of monitoring reported.

The model to improve the quality of maternal health care developed in Limpopo Province is
possible to implement within the context of health services in South Africa. A limiting factor to full
implementation may well be staffing shortages, although this study did not set out to establish the
degree of influence that staffing shortages do actually exert. The real challenge to full
implementation, however, lies in the ability of managers at different levels to work together to
support quality service delivery, and for providers to deliver an integrated, comprehensive service
to pregnant women. Municipal and district level Reproductive Health Management Teams, with a
full mandate and good leadership, managerial, clinical and public health skills, have the potential
to address the most critical factors at the local level that are influencing the quality of care.
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Definition of terms

Advanced Diploma Midwife

Clinic

District

Effective programme of
intervention

Enrolled Nurse

Enrolled Nursing Auxiliary

Health centre

Improvement in quality

Indicator

Integrated programme of
intervention

Level 1 Hospital/Community

Hospital

Level 2 Hospital/ District
Hospital

Midwife

Maternal mortality ratio

A registered midwife who has undergone an advanced programme of training to equip
her to proficiency in the management of obstetric complications.

A health facility that provides promotive, preventive and basic curative care, staffed by
nurses, and usually operates for 8 hours a day, 5 days a week.

A well-defined administrative and geographical unit within a province with a well-
defined population. Within the current policy of the health system, the district is the
major locus of health service management and provision. A district would consist of a
number of local municipalities. Within Local Government nomenclature, a district
would be the equivalent of Category C Municipalities, known as District Municipalities
or District Councils and would have authority over a number of local municipalities.

A programme is effective if it meets objectives in this instance improved perinatal and
maternal outcomes.

Other wise known as a Staff Nurse. Has undergone a two-year training programme
and is registered with the South African Nursing Council as an enrolled nurse and is
licensed to carry out general nursing duties.

Otherwise known as a nursing assistant. Has undergone a one year training
programme.

A health facility that provides a 24-hour service, has lying in beds and includes a
labour ward.

Increased adherence to standards.

A health indicator is a health measurement that helps to describe a situation.
Through the use of indicators we can obtain measurements that will give us an
indication of the health of mothers and babies; of the quality of care provision at
health facilities within the district; and of health promoting, health seeking and service
utilisation behaviours of communities.

Provide for comprehensive care (promotive, preventive, curative, rehabilitative,
palliative); provides full maternal health service (all components of care — preparation
for pregnancy, antenatal care, intrapartum care, postnatal care, neonatal care);
provides for continuity of care — community to clinic, health centre and hospital;
integrated management of the service (functional and administrative).

A health facility that provides basic obstetric, surgical, medical, paediatric and
psychiatric care. Includes anaesthetic facilities.

A health facility that provides specialist services.
A registered nurse, who is has an additional midwifery qualification and is registered
with the South African Nursing Council to practice as a midwife with regard to normal

pregnancy and delivery.

Number of maternal deaths per 100 000 live births.



Municipality

Nurse/Registered Nurse

Perinatal mortality rate

Primary level

Professional nurse
Quality of care
Replicable programme of
intervention

Sustainable programme of
intervention

Xiv

This refers to Category B municipalities and would be a single local municipality.
Several local municipalities would fall under the authority of the District Municipality/
Council.

A nurselregistered nurse is a person who has completed a nursing education
programme (of either three of fours years) and is registered with the South African
Nursing Council to practise as a nurse (may not necessarily have a midwifery
qualification).

Number of perinatal deaths per 1000 total hirths. Perinatal deaths include all still
births that weigh more than 500 grams and early neonatal deaths. An early neonatal
death is the death of a baby within 7 days of its birth. In South Africa the perinatal
mortality rate is calculated on all perinatal deaths weighing 1000 grams or more.

This includes community based health services, fixed and mobile clinics, health
centres and the community hospital (also known as Level 1 Hospital).

A registered nurse (see above definition for nurse/registered)

Care that meets a predetermined standard, within a given context, to achieve the
most favourable outcome.

Can be applied in different settings and still achieve aims and objectives.

Will continue to maintain quality improvements after initial (facilitated) intervention,
without being significantly reliant on external resources.
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DHS District Health System

DOH Department of Health
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M Mopane District

MCWH Maternal Child and Woman’s Health
MEDUNSA Medical University of South Africa
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Background

1. Introduction

The new post-apartheid government of South Africa, elected in 1994, committed itself to redressing
the inequities produced by a health system that had been historically fragmented and uncoordinated,
and that unjustly provided unequal access to essential health care services to the different sectors of
the South African population. A recognised priority of the new government was maternal, child and
women’s health and a number of key policies and strategies were implemented in order to increase
the availability, accessibility and equity of health services for women and their children. Key amongst
these has been the expansion of primary health care facilities; the provision of free services to
pregnant women and children; making maternal deaths a notifiable condition and appointing a
National Committee for the Confidential Enquiries into Maternal Deaths; organising maternal, child
and women'’s health services into a directorate, with national and provincial directors; review of the
Sterilisation Act, No44 of 1998; promulgation and implementation of the Choice of Termination of
Pregnancy Act, N0o92 of 1996; and the publication of National Contraception Policy Guidelines,
National Maternity Care Guidelines and National Cervical Screening Guidelines (Adar and Stevens
2000).

Nationally, the utilisation of antenatal care has increased, as has the overall proportion of births
attended by a skilled attendant (DOH 1998). This is an indication that the overall accessibility to
maternal health services has increased. However, with regards to delivery care, inequities are still
evidenced when utilisation of care is analysed by socio-economic status and by geographical
distribution (Smit et al 2004).
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2. Problem statement

While accessibility to care has improved, national and provincial level directorates responsible for
maternal health services have become increasingly concerned about the inadequate quality of care
provided at primary level, as evidenced by high perinatal and maternal mortality rates and high
proportions of avoidable perinatal and maternal deaths. The perinatal mortality for South Africa is
estimated at 33/1000 (MRC Unit for Maternal and Infant Health Care Strategies et al. 2002), while the
maternal mortality ratio is estimated at 175-200 per 100 000 live births (NCCEMD 2002). In a
national review of maternal deaths it was found that “in over half the cases there were health care
provider related avoidable factors in the management of the event that lead to the woman’s death”
(Ibid. p.9) and that "assessing the patient was done inadequately ... the wrong diagnosis was made
in 10.9% of cases ... and the standard protocol for the condition was not followed in 40.1% of cases
... Lack of continued monitoring of the patients or response to abnormalities in the monitoring
occurred in a total of 22.2% of cases” (Ibid. p.10). In an audit of maternal health services in four
hospitals in Northern KwaZulu-Natal (Ghandi, 1999) it was found that 45% of perinatal deaths were
due to avoidable medical management problems, and the majority of these were related to basic

mistakes in the management of labour.

Both studies corroborate observations of the principal investigator, whose involvement during 2000
and 2001 in a woman’s health initiative in a Northern District of KwaZulu-Natal, which included
participation in monthly perinatal review meetings, revealed that doctors and nurses were not
performing to the required standards of accepted practice, resulting in repeated perinatal deaths that
were often preventable. Most of the skills required form part of basic midwifery and medical training.
In addition to health workers inadequately applying their skills, there were additional problems within
the health system that led to preventable deaths — for example inadequate supervision, inadequate
equipment, problems in communication that affected referrals and continuity of care, and problems in
emergency transport (Philpott and Voce, unpublished workshop reports, February 2000 — August
2002).

In order to improve the poor quality of maternal health care at primary level, policies, guidelines,

norms and standards have been developed at national level, and in-service training programmes

Background



3
implemented at provincial level, but these have not resulted in the expected gains. The practice of
health workers remains unchanged and the problems in the health system remain unresolved.
National, provincial and district managers continue to seek effective solutions that will indeed make a

difference in the quality of maternal health care provision.

To this end the provincial Maternal, Woman’s and Child Health (MCWH) Directorate in Limpopo
Province commissioned this study towards developing and implementing throughout the province, a
2-year intervention programme which aimed to assess the quality of maternal health care in
municipalities and districts in Limpopo Province, identify key issues to be addressed, and develop

and implement appropriate interventions.

Once the facilitators had agreed to develop and implement a programme throughout Limpopo
Province, the Provincial MCWH Directorate approached the National MCWH Directorate to seek their
support for the conduct of the programme in Limpopo Province. The national department gave
encouragement for the programme to continue, and decided to regard it as a pilot programme, which

could later be extended to other provinces in South Africa.

Thus the question underlying this study is:

What is an effective, integrated, sustainable and replicable intervention model that could be applied

province-wide to improve the quality of maternal health care at the primary level in South Africa?

3. Relevance of the study

Rosenfield and Maine (1985) posed the question: “Where is the M in MCH?” and drew international
attention to the then neglected tragedy of maternal mortality. This triggered the launch of the Safe
Motherhood Initiative in 1987 which spearheaded the establishment of programmes to reduce
maternal mortality and morbidity (Kwast 1998a) The largest of these, the Prevention of Maternal
Mortality Network, was established in 1987, and consisted of a team of researchers at Columbia

University's School of Public Health and multidisciplinary teams in Nigeria, Ghana and Sierra Leone,
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4
whose primary purpose was to conduct action-oriented research on maternal mortality in sub-
Saharan Africa (Kamara, 1997a; PMM Network, 1997).

The international and local literature of the last decade and a half documents the problems related to
the provision of quality maternal health care and describes programmes that have been implemented
to attempt to resolve the barriers to maternal health. In West Africa, in some east and southern
African countries, Central America and Asia, the programmes of intervention have been based on
multi-pronged approaches to deal with the breadth of problems contributing to high maternal mortality
(Kwast 1998a).

Many of the problems experienced in other countries, as identified through the preliminary literature
search, would apply to South Africa. But in South Africa there has been a dearth of intervention

programmes. Small-scale projects have been implemented, generally with a very specific focus.

4. Research aim and objectives

It is against the above backdrop that the aims and objectives of this study were developed.

The overall aim of the study was to develop a useable and replicable model of intervention with
Reproductive Health Management Teams (RHMTs) at municipal and district level that would lead to

improvements in the quality of maternal health care at the primary level in South Africa.

The research objectives were to:

4.1.  ldentify indicators and the method for a baseline assessment of the quality of maternal
health care at municipal and district level

4.2.  Identify indicators that would permit an analysis of the factors that influence the key issues
emerging from the baseline assessment.

4.3.  Develop a programme of intervention, with its monitoring and evaluation procedures, that
would address the factors that influence the key issues.

44.  Recommend a strategy for replicating the intervention programme

Background



5. Conceptual framework

A number of authors have presented models to categorise the determinants of the quality of maternal
health care, to describe the relationships between these and to identify areas of intervention. This
section describes the models identified in the literature and then presents the conceptual framework

underlying this study.
5.1. Models identified in the literature

5.1.1. The Prevention of Maternal Mortality (PMM) Network
The PMM Network (McCarthy and Maine 1992; McCarthy 1997 and Maine 1997) adopted a

proximate determinant framework in which they identified the sequence of events that led to maternal
deaths (pregnancy, development of a pregnancy-related complication, and death from that
complication) and then identified intermediate and distant factors that directly affect these events.
These included a woman’s health and reproductive behaviour, her health status, her access to health
services, and unknown factors (this last category was added due to the recognition that life-
threatening obstetric complications can neither be prevented nor predicted). These factors were not
considered to be independent of one-another, for example health status was affected both by
behaviour and access to health services. Each of these intermediate categories was subdivided
further. The framework also depicted socio-economic status as a more distant determinant of a

woman'’s likelihood of dying from a maternal death.

Through the above framework, the PMM Network identified three main categories of intervention that
would make the greatest contribution to reducing maternal mortality: (1) Family planning services to
reduce fertility and the life-time risk of maternal death; (2) Safe abortion services to reduce the
incidence of abortion-related causes; (3) Emergency obstetric care to treat pregnancy related

complications.

The PMM Network focused on improving emergency obstetric care to treat pregnancy related
complications on the premise that “With timely, adequate medical care, almost all maternal deaths
can be averted.” (McCarthy 1997 S p20) Maine (1997) reported that the strategic focus of the PMM
Network was to increase accessibility to, and the quality and utilisation of, emergency obstetric care
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for women who develop complications, rather than having contact with all pregnant women. In
dealing with women with obstetric complications, they focused on reducing the ‘three delays’: delays
by women in seeking care, delays in reaching the appropriate care, and delays in receiving care at

health facilities.

The public health approach underlying the PMM Network model meant that they aimed to provide the
best care for most, including those that will never be seen in health facilities (Maine 1997). This may
mean a much lower level of care but to a much larger population in need. The World Health Report
(2002) describes this as a shift towards ‘new universalism’ where rather than providing “all possible
care for everyone, or only the simplest and most basic care for the poor, this means delivery to all of

high-quality essential care... (which) implies explicit choice of priorities among interventions” (Ibid.
p.Xii)
5.1.2. Kwast and Koblinsky

Kwast and Koblinsky (1995) state that since it is difficult to predict which pregnancies will develop life-
threatening complications, it is important for both family and health care providers to recognize the
complications of pregnancy early, to make timely decisions about seeking a higher level of care, and
to be able to access the appropriate services that should render quality care. This is based on the 3-
delays model expounded by the PMM Network. Kwast and Koblinsky's model of intervention aimed
to address the problems that affect the attainment of optimal levels of care relating to the behaviours
of users and providers, the quality of service provision and policies that negatively impact on the
ability to attain optimal levels of care. They described a three-pronged approach to any intervention.
Their approach, applied in Bolivia, Guatemala and Indonesia, included strategies for: (1) affecting
behaviours of clients, families and healthcare providers and health care managers; (2) improving
services; and (3) influencing policy that would result in increased budgetary allocations to maternal
health care, increased co-ordination among the levels of service; and appropriate delegation of
responsibility and authority (with the simultaneous formulation of legislation that would support
practice). The relative emphasis in the application of the programme varied according to the context
within which it was being applied. In line with the PMM Network, the focus was primarily on
improving the availability and quality of the health services, before encouraging increased utilisation.

This was based on the premise of ‘getting one’s house in order first, before inviting people in’.
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5.1.3. Adeyi and Morrow

Adeyi and Morrow (1996) built on the work of the PMM Network: They broadened their framework to
include: (1) The management of uncomplicated labour; (2) Detections of complications in labour; (3)
Clinical management of complicated labour. In their analysis of factors that hinder effectiveness in
each of these three categories, they identify two major groups of factors. The first group of factors
includes those that are the responsibility of the Department of Health (at national, provincial or district
level) which include the health policy environment, availability of public financial resources,
availability and deployment of trained health personnel, and the formulation, production and
dissemination of a nationally certified standard of practice. The second group of factors relate to the

clients: social, educational, economic and marital status and their utilisation of health services.

Adeyi and Morrow (1996) provide guidelines for developing a tool to measure the quality of care at

the point of service delivery.

5.1.4. UNICEF/WHO/UNFPA
The UNICEF, WHO and the UNFPA adopted a similar evaluation model to the PMM Network and

developed guidelines for monitoring the availability and use of obstetric services.
(UNICEF/WHO/UNFPA 1997) The guidelines present the rationale for using process, rather than just
impact indicators, to measure the availability, utilisation and quality of essential obstetric services.
The UN Guidelines were applied in Malawi (Hussein et al. 2001) and were shown to be relevant and

effective in promoting improvements in service availability, utilisation and quality.

5.1.5. Kwast

Kwast (1998a, 1998b and 1998c) presents a framework that depicts the relationship between the
determinants of quality of care and outcomes. She identifies six major categories of determinants of
quality of care that need to be considered when developing a programme of intervention. These are:
the political environment, financing, socio-cultural factors, health system, education/training and
interaction. The quality of care in turn determines the outcomes, with regards to the: integration of
services, utilisation of services, health outcomes and sustainability. Kwast proceeds to explain how

structure and process components are linked, a probable reference to the Donabedian (1988)
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approach to defining and assessing quality of care. She describes education and training initiatives

and strategies for monitoring and evaluating quality improvements.

5.1.6. Donabedian’s approach to defining and assessing quality of care

Donabedian (1988) extended his definition of the quality of care to include the performance (technical
and interpersonal) of practitioners, the amenities available, the contribution of patients and the
influence of the health system (including factors over which the individual practitioners have no
immediate control). He proposes three approaches to measuring the quality of care: (1) structure —
which refers to the setting in which care occurs (including human, material and physical resources,
and the organisational structure); (2) Process — which refers to the activities involved in providing and
receiving the care; (3) Outcome — which refers to the effects of care on the health status of

populations.

5.2. Summary of the main features of the models reviewed

The main features of the above models have been summarised in Table 1.1. The summary for each

model includes the factors that influence the quality of care and the areas of intervention.

Table 1.1. Summary of models reviewed

Model Main features Factors influencing quality Areas of intervention
of care
Prevention of Proximate Determinant Health and reproductive Availability of family planning
Maternal Mortality | Framework. Identification of behaviour of women services
Network the sequence of events Health status of women Availability of services for safe
leading to maternal death and | Access to health services abortions
arranged into proximal, Unknown factors Availability of emergency obstetric
intermediate and distant Socio-economic factors care. Strategic focus on the latter.
factors. Based on public health approach.
Kwast and Early recognition of problems | Mother’s health and nutritional | Affecting behaviours of clients,
Koblinsky Timely decision to seek higher | status families, health care workers and
level care Complications during managers
Timely access to appropriate | pregnancy Improving services
services Care received during delivery | Influencing policy in terms of
budgetary allocations, co-ordination
amongst levels of service,
appropriate delegation of
responsibility and authority with
supportive legislation
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Table 1.1. Summary of models reviewed (Cont.)

Model

Main features

Factors influencing quality
of care

Areas of intervention

Adeyi and Morrow

Point of service delivery a
focal point

Clinical management of
uncomplicated labour
Detection of complications in
labour

Clinical management of
complicated labour

Two major groups:
Responsibility of the
Department of Health (health
policy environment,
availability of funds,
availability and deployment of
personnel, national standards
of practice)

Client related factors (social,
educational, economic, and
marital status, utilisation of the
service)

None explicitly stated

UNICEF/WHO/ When measuring quality of Availability, utilisation and None explicitly stated
UNDPA care, need to measure quality of care
process indicators and not
just impact
Population based
neasurements
Kwast Linkages between structure Political environment, Reviews a number of interventions
and process that affect financing, socio-cultural, applied in various parts of the word
outcomes health system, education and | to address these factors.
Determinants of quality training, and interaction Specifically — quality assurance
influence quality which in turn processes, education and training
influence outcomes initiatives, and monitoring and
Outcomes include health evaluation strategies
status, but also integration
and utilisation of services and
sustainability
Donabedian Technical and interpersonal None explicitly stated
performance of practitioners,
the amenities available,
contribution of patients,
influence of the health system
5.3. Conceptual framework underlying this study

The conceptual framework underlying this study was developed through an initial analysis of all the

factors that may influence the quality of maternal health care. The emerging framework builds on

and incorporates the models described in Section 4.1. and 4.2. above and is depicted in

diagrammatic form in Figure 1.1.
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Figure 1.1. Conceptual Framework underlying the study

Socio-economic

political factors Interventions

-ing factors

The conceptual framework is depicted as a series of concentric circles. The mother and baby, are
in the centre, diagrammatically surrounded by a heavier line, to depict that the focal attention of all
health care activities and interventions to improve the quality of care, must be on achieving the best

possible health outcomes for mothers and their babies.
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In the adjacent circle is the quality of health care provided at primary level. This has a direct
influence on maternal and perinatal outcomes. It includes care that meets the desired standard in the

provision of:

= Routine antenatal care for low risk pregnancies
= High-risk antenatal care

= Intrapartum care for uncomplicated labour

= Detection of complications

=  Clinical management of complications

»  Routine post-natal care

= Care of the sick neonate

The next circle depicts categories of ‘Influencing factors’. They are included in this circle because
they all have an effect on the quality of health care at primary level. Their influence is not
unidirectional, that is just acting on the quality of care, but rather multidirectional in the sense that
they influence each other. For example: provider behaviours may influence user behaviours and
vice versa. Health policy may influence user behaviours (for example the policy in South Africa of
providing free ANC to pregnant women), how maternal health services are delivered within the
Primary Health Care approach, and how they are managed within the policy of the District Health
System. The organisation and management of the health system may influence the supervision and
in-service of health providers, which in turn will influence provider behaviours. There are multiple
possibilities. The conceptual framework has been depicted as a circle to incorporate these

relationships and influences.

Below is an explanation for what each category of factors would refer to:

= Health providers - the technical competence of health providers (midwives, advanced
midwives and doctors), their public health and management related knowledge and skills,
their access to in-service and continuing education, their relationship with users, their job

satisfaction and motivation.
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= Organisation and management of the health system - which includes management
structures, processes and functions at local level, processes to monitor quality, supervision
and support of health workers, referral procedures, integration of services, implementation of
health policies, and health information systems.

= Health policy - the orientation of the national health system, national and provincial goals
and objectives, national guidelines for standards of care, policies regarding human and
material resources, and financing of health services.

= User behaviours: influence the quality of care through health seeking and health promoting

behaviours, utilisation of health services, and their satisfaction with service provided.

The outer circle depicts ‘Interventions’ and is separated from the two previous circles by a heavier
line to depict the difference between the causative factors and the interventions. Interventions
include strategies for change, strategies for monitoring change and for evaluating the effects of the
change. Strategies for change need to address the influencing factors, in order to achieve a change
in the quality of health care at primary level, which in turn ought to achieve a change in the outcomes
for mothers and babies.

‘Socio-economic factors’ are depicted as a strand affecting all circles. Although these factors are
part of the contextual background against which problems manifest and against which interventions
are developed, they are presented overtly within this conceptual framework because they may exert
an influence that requires interventions outside of the usual parameters of the health system.

The conceptual framework was ‘fleshed out’ during the process of the study.

6. Conclusion

This chapter has introduced the study and has provided a description of the problem statement, the
relevance of the study, the research aims and objectives, and the conceptual framework that
underlies this study. Chapter 2 presents the literature review, which focuses on the problems of
quality maternal health care and the interventions that have been implemented nationally and
internationally to improve it. Chapter 3 describes the setting for the study and presents the
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methodology used to achieve the study aim and objectives. Chapter 4 presents the findings, which
help to flesh out the conceptual framework of the study, while chapter 5 discuses these and draws
conclusions pertaining to the objectives of the study. In chapter 6 are drawn together the

recommendations for replicating the programme
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Literature Review

1.

Introduction

This chapter draws together the information that was obtained from the literature that applies

generally to the problem of quality of maternal health care, internationally and nationally. During the

process of the study, further topics were researched in the literature in order to:

Provide the rationale for the study - reported in Chapter 1: Background.

Inform the conceptual framework of the study - reported in Chapter 1: Background
Develop the methodology for the study - reported in Chapter 3: Methodology
Contribute to the findings — reported in Chapter 4. Findings.

Reflect on and critique this study - reported in Chapter 5: Discussion.

Relevant literature was identified as follows:

Electronic databases were searched (CINAHL, SABINET, MEDLINE, Academic Search Premier,
EBSCO Host) using the following key words: health — action research; quality of health care —
maternal; quality of health care — antenatal; quality of health care — intrapartum; quality of health
care — measures; quality of health care — monitoring and evaluation; midwifery services —
staffing; nurse and midwife — workloads; staff and nurse and midwife — rotation; staff and nurse
and midwife — absenteeism rates; midwifery — supervision; health system — referral systems;
organisation of health services; high risk antenatal care; nurse and midwifery in-service training.
International and national websites were searched (e.g. World Health Organisation, Family
Health International, Health Systems Trust)

Experts in the field of maternal health were consulted and both published and unpublished

literature was obtained from them
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= Hand searching was carried out of international journals, including the International Journal of
Obstetrics and Gynaecology (particularly the Supplements), Midwifery, Journal of Advanced
Nursing, Health Policy and Planning, Social Science and Medicine.
= The reference list at the end of identified material was used to identify and request further
literature.
= National planning documents were reviewed

= Relevant published and unpublished research reports were reviewed.

Only English language literature was reviewed. This may have constrained access to the wider body

of knowledge, and may have limited what has been used in this study.

2. Problems in maternal health care

2.1. Internationally

2.1.1. Accessibility of the service

“Remoteness and several hours, or days walking is a strong deterrent to access health facilities,
resulting in appalling maternal morbidity, e.g. vesico-vaginal fistulae, if women survive the ordeal of
obstructed labour at all.” (Kwast, 1998a, p69)

2.1.2. Problems that relate to the professionals themselves

The non-recognition of complications by health workers is a factor contributing to the poor quality of
care. In addition, health workers often do not have skills adequate enough to save the lives of
women who do develop a complication. Health workers have poor attitudes and poor general
motivation, usually in response to poor working conditions, and inadequate training, support and
supervision. (Kwast, 1998a; PMM Network, 1997)

Jaffre and Prual (1994) focus on the barriers to quality of care inherent in the relationship between
patient and provider in Niger. They explore the different perceptions of quality of care held by

patients and providers. They explore the underlying cultural dimensions that contribute to midwives
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in particular, not implementing the basic care required during labour, in situations where the

application of technical skills forces the midwives to violate certain cultural practices.

De Dijn, 1997 (in Kwast, 1998c) adds the dimension of the quality of life of the health worker as a
factor determining the quality of care provided and goes as far as saying that “quality of care is
impossible if in the provision of care the quality of life of the caregiver him/herself is not addressed as
well. This poses problems regarding the recognition of the caregiver as a person, the necessity of
spirituality and the dealing with inevitable limitations and finality (in Kwast 1998c, p199).

2.1.3. Management related problems and their influence on the quality of

maternal health care

Kwast 1998(a) and Kwast and Bentley (1991) point to the devastating effects in Asia and Africa of
serious staff shortages and lowered standards of care that have resulted from changes in education
patterns, decades of lack of educative and supportive supervision, and inadequate in-service and

continuing education.

Bhatt (1989) records problems that were identified through medical audits of perinatal and maternal
deaths in a hospital in Gujurat, India and include: lack of supervision of inexperienced staff, failure to
examine patients before prescribing treatment, failure to monitor patients, lack of coverage of the

ward by more experienced staff at night and during weekends.

The Prevention of Maternal Mortality (PMM) Network (1995) describes the findings of situation
analyses conducted of facilities providing emergency obstetric care in Ghana, Nigeria and Sierra
Leone. They report on the lack of drugs and supplies, non-functional equipment and non-availability
of blood, long waiting times between admission and treatment, inadequate record keeping, and

malfunctioning referral systems.

Urassa et al. (1997), in their study of the operational factors affecting the quality of maternal health
care in Tanzania, identify problems in the delay of transfer of patients from the district hospital to the
referral hospital, the unavailability of trained medical and nursing personnel, lack of drugs and

equipment, lack of transport, poor staff motivation, and a poor working environment.
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2.1.4. Policy related problems

Conroy (1995) identifies policy related problems impacting on the quality of health care. He identifies
problems in policies (or rather the lack of) that protect the rights of women. Or where such policies
exist, there is a lack of legislation and/or resources, and there are unwritten rules or traditional
practices that impact on the effective implementation of the policy. With regards to service provision
he identifies problem areas such as: lack of policies that clearly state standards of care, and lack of
training, management and supervision of personnel to meet these standards of care; inadequate
decentralisation of care to the most peripheral but most appropriately trained personnel (with the

necessary licensing and registration)

Kwast (1998h) states that “problems arise when the administration of hospitals is already separated
within the organisation of health services at national level, and maternal and child health/family
planning are run by primary health care services which are administered by a different department in
the Ministry of Health (Ibid. p.132)

On a broader social and economic level Structural Adjustment Programmes (SAP) have had a
negative effect on health, caused by reduced economic growth, subsequent cuts in public spending,
and increasing prices for basic foodstuffs, all resulting from the stabilisation and adjustment policies
pressed upon developing countries to improve on their debt repayments to the International Monetary
Fund and the World Bank (Kwast 1998a). In Nigeria, subsequent to the introduction of a SAP, an
increase in maternal mortality and a decrease in institutional deliveries were experienced (Logie and
Woodrofe 1993 in Kwast 1998a). This may well be corroborated by the findings of the PMM network
teams who mostly reported a decline in hospital utilisation rates despite improvements in the
services, and they attribute this to a worsening economic situation in Nigeria and the inability of the

population to pay for health services.

2.1.5. Community related problems

The status of women in society, the cultural and spiritual beliefs of women and their families, and
non-recognition of the complications by women also result in high maternal mortality and morbidity
(PMMN 1997; Kwast 1998a)
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2.2. In South Africa

Wilkinson (1995) in an analysis of the preventable perinatal deaths in a rural hospital in KwaZulu-
Natal, identifies the following problem areas: organisation of the maternity service (location of the
hospital antenatal clinic, the absence of a high-risk clinic and the inappropriate/inadequate allocation
of personnel); unavailability of trained personnel; unavailability of management protocols, and the
inadequate training, support and supervision of personnel in the use of the protocols; and

inconsistent perinatal audit meetings.

The National Committee on Confidential Enquiries into Maternal Deaths (2000) identified the
following avoidable problems leading to maternal deaths: delays in transporting patients; lack of
intensive care facilities, equipment and personnel; unavailability of blood transfusion facilities; poor
initial assessment and diagnosis, clinical management that did not adhere to protocols and
substandard care, poor monitoring of the patient, non-identification of complications; and
unprofessional conduct.  Sub-standard care and unprofessional conduct accounted for more than

half of the maternal deaths.

The Perinatal Care Survey of South Africa identified avoidable factors that led to perinatal deaths.
Factors that related to patients were: no antenatal care, late initiation of antenatal care, infrequent
attendance at antenatal clinic, delays in seeking medical attention during labour, inappropriate
response by the pregnant woman to reduced fetal movements. The most common health related
factors were: inappropriate response by health workers to problems identified during antenatal care,
problems in monitoring the fetus during labour, and delays by health workers in referring patients or
calling for assistance. Lack of transport was the most common administrative factor. (MRC et al,
2000).

The Centre for Health Policy (CHP) conducted a rapid appraisal of maternal health services in South
Africa, using maternal health as a probe for developing theoretical frameworks and methodologies to
better understand health system functioning. The rapid appraisal was conducted primarily through a
review of the published and grey literature on maternal health services in South Africa, key informant

interviews and limited analysis of secondary data (Penn-Kekana and Blaauw, 2002). Through these
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sources of information, the researchers made an attempt to compile findings for the process
indicators suggested by the UN Guidelines (UNICEF/WHO/UNDPA, 1997). They conclude that there
are adequate resources (facilities and staff) for the provision of maternal health services, and the high
maternal mortality rates could be attributed to socio-economic problems, which in turn may affect
user's health seeking behaviours, and problems in the health system, such as poor quality
supervision, inflexible management, and staff unwillingness to change. They report on the problems

in poor collection and co-ordination of data.

3. Programmes of intervention

3.1. Internationally

3.1.1. Education and training of health workers

In an overview article of education for quality improvement in reproductive health programmes Kwast
(1998b) reports on the following areas of intervention: Life Saving Skill training for midwives; training
for midwives in research, education, interpersonal communication skills and management;
development of guidelines by WHO for the prevention of prolonged labour with the partograph;
development of training materials by the Safe Motherhood Initiative to help midwives to address the
major causes of maternal death; education and training of non-obstetricians in surgical obstetrics in
India, Bangladesh, Mozambique and of medical assistants to perform caesarean sections in Malawi,
Zambia, Tanzania, Uganda and Mozambique; management and leadership training of problem-

solving multidisciplinary teams.

3.1.2. Upgrading of facilities

In addition to the training initiatives, Kwast (1998b) also reports on the development of guidelines and
protocols for obstetric care and neonatal care in hospitals and health centres and the improvement of
the health information system and recording of maternal health related data in Central America in

Panama and Guatemala.

A number of projects in the PMM Network have focused on upgrading teaching, district and

secondary referral hospitals (Ifenne et al. 1997; Ande et al. 1997; Leigh et al. 1997; Olukoya et al.
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1997; Sabitu et al.1997) and health centres (Djan et al. 1997; Senah et al. 1997) to ensure that
they became effective lifesaving facilities. The main activities and results are recorded in Table 2.1.
and Table 3.1. :

Table 2.1. Interventions in hospitals

Project site Activities Results: 1990 - 1995

Teaching Restoration of surgical theatre Utilisation of all obstetric services declined by

Hospital, Zaria, Renovation of maternity ward about 60%, with steepest decline (80%) in

Nigeria Training physicians in obstetric surgery women with obstetric complications.
Emergency drug pack instituted Increased referrals to the secondary hospital.
Blood donations from family members Mean admission-treatment time decreased

from 3.7 hrs to 1.6 hrs, with 53% increase in
women seen within 30 mins.
CFR fell from 14% - 11%

District Hospital, Equipped the theatre, labour ward and No real change in obstetric admissions
Ekpoma, Nigeria | laboratory Improvements in admissions in obstetric
Blood bank instituted complications (5% - 20%) were not sustained
Stand by generator repaired and returned to 9% by end of project period
Drug and consumable materials purchased No change in utilisation of laboratory services
Revolving emergency obstetric drug fund and low blood transfusions
established in hospital Hospital C/S rate increased from 0% to 11%

Refresher courses conducted for midwives,
laboratory technicians, medical officers,
medical records officers

Transport loan fund established in community

District Hospital, Renovation and upgrading of theatre Utilisation of services — increase in maternal

Makeni, Sierra Installation of standby generator admissions, institutional deliveries, and

Leone Procured drugs and supplies required for admissions for obstetric complications.
emergency obstetric care Increase in caesarean section rates

Recruitment of physician with obstetric skills Decline in Case Fatality Rates from 32% to
and training of another physician in obstetrics | 5%

skills Increase in abortion-related procedures
District Hospital, Refresher courses for nurses and midwives on | As above
Makeni, Sierra the recognition and management of obstetric
Leone (cont) complications, setting up intravenous infusions

and manual removal of placenta

Training of laboratory technicians to screen for
HIV

Introduced improved record keeping
Introduced policy of treatment before payment
Cash incentives provided to staff

Secondary Refresher course for physicians and midwives | Admissions for obstetric complications
referral hospital, on emergency obstetric skills declined from '92—'94 and then started rising
Ogun State, Equipped theatre, labour ward and laboratory | again
Nigeria and procured supplies CFR remained relatively unchanged
Set up reliable electricity supply CIS rates rose in response to improved
Problems encountered in setting up blood functioning of the hospital
services
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Table 2.1. Interventions in hospitals (cont.)

Project site

Activities

Results: 1990 - 1995

Referral Hospital,
Kebbi State,
Nigeria

Visit by specialist obstetricians who provided
training as well as cared for patients. Stayed
5 weeks each from '92-'93.

Introduced first aid box with essential drugs
and supplies.

Training of midwives in the recognition and
management of obstetric complications

Increase in C/S rate

CFR dropped from 22% - 5%

Initial increase in admissions for obstetric
complications, then decline

Table 2.2. Interventions in health centres

Project site

Activities

Results: 1990 - 1995

Health Centre,
Juaben, Ghana

Establishment of blood bank and operating
theatre

Recruited physician and trained in obstetrics
Midwives trained in life saving skills
Established running water supply

Utilisation of services increased 3-fold
Referral rate dropped from 42-14%
Increase in surgical procedures

Midwives performed 32% of manual
removals, 58% of vacuum extractions and
98% of episiotomy repairs

CFR nil

Health Centre,
Pakro, Ghana

Health Centre established by renovating an
old warehouse, equipped and provided with
drugs and supplies

Obstetric services offered once a senior nurse
midwife had been posted there.

An average of 9 women with obstetric
complications were seen each year
With an average of 23 deliveries per year

3.1.3. Community based interventions

21

Kwast (1998b) reports on community based interventions that included the establishment of birthing

houses, emergency transport funds, and receiving blood donations from the family members of

pregnant women. The PMM Network projects all reported interventions aimed at improving access

to health facilities and the reduction of delay in seeking help from the health facilities.

3.2.  In South Africa

3.2.1. Clinical audits

Clinical audits have been instituted as a means of improving obstetric care. At a national level, the

National Department of Health has recently made maternal deaths a notifiable event. Provincial

assessors and the National Committee for the Confidential Enquiry into Maternal Deaths review all

notified maternal deaths and describe the prevalence, patterns of disease, avoidable factors, missed

opportunities, and substandard care pertaining to the maternal deaths (NCCEMD 2000). The aim of
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these reviews is to identify inadequacies in all aspects of the health service and, based on the
problems identified, to develop recommendations that will improve the quality of maternal health care.
The first report of the committee (Pattinson 1998) presented ten recommendations for

implementation in each of the provinces, with a view to improving the quality of maternal health care.

Pattinson (2002 in press) reports on the benefits of analysing ‘near miss’ death events. He defines a
‘near miss’ death event as a severe life-threatening event that occurs during pregnancy that could
result in death, but either because of good fortune, or good care, the patient survives. ‘Near-miss’

audits have two major advantages over auditing maternal deaths:

“Firstly, maternal morbidity occurs more than three times more frequently than maternal deaths, hence
information on maternal care can be gathered and analysed more rapidly, allowing for more rapid feedback
and intervention. The second is that the woman survives and the woman can be interviewed to identify

whether the health system failed or not” (Pattinson 2002, in press).

‘Near miss’ audits have been piloted in three areas (Pretoria, Soweto and Bloemfontein) to review
acute maternal morbidity and to determine the major inadequacies in the quality of care leading to the

‘near miss'.

Perinatal death audits review each perinatal death and identify the avoidable factors (health worker
related, administration related and patient related) that led to the death. The Perinatal Problem
Identification Programme (PPIP) is a computer software programme developed by the University of
Pretoria designed to facilitate the collection, collation and analysis of data pertaining to perinatal
deaths.

A national ‘Priorities in Perinatal Care Conference’ and PPIP workshop are held each year to review
problems related to perinatal care, morbidity and mortality. From the observations of the principal
investigator, it would appear that many secondary and most tertiary level hospitals are using the
PPIP to assist them in conducting regular perinatal audits. But most primary level hospitals would not

be conducting regular perinatal audits nor would they be using the PPIP to capture and analyse their
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data. In those primary level hospitals that are using the PPIP, incomplete records and poor quality

analysis of the perinatal deaths limit the reliability of what is recorded as an avoidable factor.

The Saving Babies Report 2000 (MRC et al 2000), compiled following the perinatal care survey,
presented 8 recommendations which dealt with: improving the collection of data pertaining to
perinatal deaths; improved management of labour (including the use of the partogram); resuscitation
of neonates and the care of premature neonate; improved availability of protocols of management in
antenatal clinics, especially referral protocols; introducing a system where the time when women
confirm pregnancy becomes the first antenatal visit, where she is classified according to risk and
further antenatal care is planned. The extent to which these recommendations have been

disseminated and implemented is not clear.

3.2.2. Health worker related interventions

The Perinatal Education Programme (PEP) is a distance-learning programme for midwives (and for
medical officers) to increase their cognitive knowledge of maternal and neonatal care (Theron, 1999).
The National Department of Health has endorsed this programme and is encouraging each of the
provinces to promote it particularly amongst midwives. The extent to which midwives have registered
and completed the programme will be investigated in a national study of the quality of maternal health

care planned for 2003 (Personal communication - National MCWH Directorate).

The Health Workers for Change Programme is a programme developed by the Women's Health
Project to improve the quality of care at primary level. It is aimed at managers of health services, and
health workers within clinic, health centre and hospital settings. It is specifically designed to improve
the manner in which service providers provide care. The programme helps health workers to analyse
the factors that have influenced their life choices, explore how they are perceived by clients, to
analyse the status of women in society, to explore the unmet health needs of women, to overcome

obstacles at work, and to develop solutions to improve the quality of care (Fonn and Xaba, 1995).

Within KwaZulu-Natal, the provincial Maternal Child and Women's Health (MCWH) Directorate is
currently (July 2002) conducting a training of the trainer programme aimed at educating midwives

about the essential components of antenatal and postnatal care.
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The Better Births Initiative (BBI) conducted by the University of Liverpool, has been piloted in
Gauteng. It aims at improving obstetric care by eliminating unnecessary procedures that do not have
any benefit (e.g. pubic shaving, unnecessary routine episiotomies), improving the experience of
labour and delivery for the woman (by providing pain relief during labour, offering fluids, allowing
movement during labour, providing choice with regards to the birthing position, introducing birthing

companions) and improving the availability of basic drugs (e.g. oxytocin) (Smith and Garner, 2002)

3.2.3. Policy

The National MCWH Directorate has produced a set of national guidelines (DOH 2002) for the
management of conditions that commonly result in maternal deaths. The guidelines also set out a
national strategy for safe motherhood and maternity care in South Africa.

4. Conclusion

Although the problems related to poor maternal and perinatal care are well documented, and though
there have been a number of initiatives aimed at addressing some of these problems, there seems to
be a dearth of attention being paid to the ‘ritual’, systematic and rigorous monitoring of the quality of
maternal and perinatal care at the point of service delivery, by managers within the health system

responsible for service delivery.

With the implementation of the District Health System, service managers within districts must be
responsible for measuring the quality of service they provide, identifying and dealing with particularly
the system related factors that hinder the quality of care. Service managers at this level are best
suited for establishing priorities in their particular context and planning, monitoring and evaluating
interventions aimed at making and sustaining quality improvements. But, in the transition towards a
fully decentralised health system, district level service managers still find themselves implementing
intervention programmes planned at national and provincial level, oftentimes without local adaptation,

integration and co-ordination, nor with the necessary monitoring and evaluation mechanisms.
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Methodology

1. Introduction

The initial impetus for this study was provided by the Provincial Maternal, Child and Woman’s Health
(MCWH) Directorate in Limpopo Province, through their request for a programme of training, support
and facilitation aimed at dealing with the problems associated with the poor quality of maternal health
care at municipal and district level throughout the province. The Limpopo Province MCWH
Directorate had already established Reproductive Health Committees in each district and agreed to
the expansion of these committees so that they could become fully fledged Reproductive Health
Management Teams (RHMTS). The essence of the programme of training, support and facilitation lay
in building the capacity of the RHMTSs to identify the problems leading to poor quality of care in their
own situation, analyse these, plan and implement solutions relevant for their own context, and to then

monitor an