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1 Introduction

The USAID Applying Science to Strengthen and Improve Systems (ASSIST) Project started working in
Botswana in January 2013, building on planning activities conducted in 2012 through the USAID Health
Care Improvement Project (HCI). ASSIST is supporting the Ministry of Health (MOH) in pursuing its
national level goal of reducing maternal mortality from 160 to 80 per 100,000 live births (Millennium
Development Goal 5), setting a clear implementation schedule of quality improvement (QIl) activities with
explicit delegation of responsibilities, and aligning activities at all levels to meet the national level goal.

Botswana has made serious investments in the health care sector during the last several years. Multiple
improvement frameworks under various hames have been developed. However, despite these efforts, the
country is not seeing an improvement in key health indicators. The maternal mortality rate increased from
163 per 100,000 live births in 2010 to 189 per 100 000 live births in 2011. The top three causes of
maternal death were severe pre-eclampsia/eclampsia, post-partum hemorrhage (PPH) and post-abortion
complications. The Government of Botswana therefore decided to focus on addressing maternal and
neonatal mortality and asked USAID for support. Because of Botswana'’s high HIV prevalence and
because maternal mortality is higher among HIV-positive women, USAID ASSIST's support for the
Ministry of Health is supported by the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR).

USAID ASSIST supports the Maternal Mortality Reduction Initiative (MMRI) with a National Coordinator
for the initiative in country, a senior QI consultant who provides coaching and capacity building with
monthly visits to different districts in the country, as well as high level technical assistance from University
Research Co., LLC (URC). The MOH appointed 11 midwife coordinators to coordinate QI activities in the
26 health districts in the country and provides the logistic support for the implementation of the activities.

The focus of QI activities is the implementation of evidence-based, high-impact interventions including:
reduction of post-partum hemorrhage (PPH) through active management of the third stage of labor
(AMTSL); promotion of monitoring of the fourth stage of labor to identify early onset of complications that
require immediate intervention; immediate administration of magnesium sulphate in patients with pre-
eclampsia/eclampsia (PE/E); and the immediate uterine evacuation of products resulting from
complicated incomplete abortion within two hours of the diagnosis.

Scale of USAID ASSIST’s Work in Botswana

MOH

101 facilities

84 quality
improvement teams

~49,047 out of
®5 0557259

& N
[ Maternal and Child Health ‘-~

B HIV/AIDS (including OVC)
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Background: Maternal Mortality in Botswana

The Botswana National Maternal Mortality Audit committee has developed a Five year Botswana
Maternal Mortality Report (2007-2011): Exploring causes of maternal mortality (manuscript being edited),
which ASSIST has contributed to both reviewing and editing. The report shows that the rate of maternal
deaths has remained stationary over the last five years. Of the 246 maternal deaths captured in the
maternal mortality audit register, 71 (20.5%) occurred in 2007, 60 (17.3%) in 2008, 78 (22.5%) in 2009,
64 (18.5%) in 2010 and 73 (21.1%) in 2011. Data are not yet available for 2012. Thirty-seven percent of
the deaths occurred in the city area of Gaborone that comprises the highest density of population in
Botswana, followed by Francistown (Botswana’s second largest city) with 27% of deaths.

The study showed that most deaths occurred in health facilities. The profile for maternal mortality in
Botswana is typically women in the 23-34 year age group, single, with two previous children, and
secondary/tertiary level education. This profile reflects the demographic characteristics of the majority of
women of reproductive age in Botswana.

Sixty-two percent of deaths happened in the third trimester of gestation, most likely related to
complications during labor and the post-partum period. Those that occurred during the first trimester are
mainly related to complications of abortions (both intentional and unintentional).

Seventy-four percent of maternal mortality cases were attributable to direct causes related to pregnancy
and delivery; of those, 38% were due to hemorrhage, 24% as a result of hypertensive disorders, and 22%
from complications stemming from abortions. Twenty-five percent of maternal deaths were linked to
indirect causes that occurred concomitant with the pregnancy. HIV and AIDS was directly responsible for
68% of indirect maternal deaths.

Challenges to maternal mortality reduction:

e« HIV and AIDS: Data from 2009 shows that 29% of pregnant women in Botswana are infected with
HIV.Y Previous reports found that HIV was responsible for 10.2% of maternal deaths in 2008.2
However, the MOH maternal mortality report® found that 73% of the maternal deaths that occurred
from 2007-2011 were of HIV-positive mothers. The same study also found that 50% of maternal
deaths due to hemorrhage were among HIV-positive women (with the remaining 28% HIV-negative
and 22% HIV status unknown). As such, the maternal health challenge in Botswana can also be
considered a challenge of HIV and AIDS.

e« Mismanaged abortions: More than 10% of maternal deaths in 2008 were attributed to abortion.* A
recent unpublished study® found that abortion contributed to 15% of maternal mortality cases. Under
Botswanan law, the only circumstances in which abortions are legal are pregnancies resulting from
rape, incest, and those that endanger the life of the mother, the infant or both. As such, the vast
majority of abortions in Botswana are considered illegal. Verbal reports provided information on
systematic delays in removing the products of conception after an incomplete abortion.

e Quality and accessibility of emergency obstetric and newborn care (EmONC): National capacity
to provide EmONC services needs to improve, with a special focus on the level of clinical skill. The
unpublished study of maternal mortality demonstrated that 79% of the maternal deaths that occurred
from 2007-2011 were linked to delays in providing treatment and substandard clinical care®.

e Other factors that contribute to the challenge of reducing maternal mortality in Botswana include a
delay in providing appropriate services, poor quality of the services provided, and a lack of the

1 Country HIV and AIDS Facts at Glance. Botswana. Second Generation Sentinel Surveillance 2009.
www.nhaca.gov.bw

2 Civil Society organizations Vision 2016 and MDG Indicators Report 2009.
http://www.cso.gov.bw/attachments/article/113/Vision_2016_Millenium_Development_Goals_Indicators.pdf

3 Five year Botswana Maternal Mortality Report (2007-2011): Exploring causes of maternal mortality (not published
yet).

4 Millennium Development Goal Report 2012 in http://www.un.org/en/development/desa/publications/mdg-report-
2012.html

5 Five year Botswana Maternal Mortality Report (2007-2011).
5 Ibid.
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necessary supplies for the management of obstetric complications.” A breakdown of these factors is
presented below:

Delay in seeking care (19%): Delay in deciding to refer to the next level of care within the same
institution or next referral facility.

Delay in arriving at the facility (3%): About 95% of the population lives within an eight kilometer
radius of a health facility. In some cases, transport was unavailable during an emergency,
contributing to a maternal death.

Delay in receiving appropriate care (78%):

o Inappropriate management (51%): Guidelines and protocols were not followed and cases were
misdiagnosed.

o0 Delayed intervention (30%): Delay in instituting appropriate diagnostic studies and
management.

0 Lack of supplies and equipment (12%): There are regular shortages of essential supplies such
as wide bore cannula, IV fluid-giving sets, urine dip sticks, and drugs like magnesium sulphate
and oxytocin.

0 Lack of blood and blood products (9%): Botswana has a perennial shortage of blood and
blood products. Most of the blood supply is obtained from students; shortages are exacerbated
during school and public holidays.

2 Program Overview

c
()
; £
Activities UUTER SV WIS RN 89 At what scale? 22 2
accomplish? 3% £
ES|
1. National Reduce maternal mortality Countrywide (26 health districts)
matterFtal thr_(éugh |rr;)plen;er;1t_atr|]o_n of . Coverage: 50,048 live births (2012)
ortality evidence-based, high-impac )
Reduction interventions with focus on: Ql teams: 84 QI teams formed (Sep 2014)
e i ) out of 101 QI teams expected to be formed
e Obstetric best practices I . L
(MMRI) Facilities: two referral hospitals, 22 district and X
¢ PPH management primary hospitals, one private hospital, and 77
o PE/E management clinics with maternity services
complications management | HIV+ pregnant women (2013):13,902 (29%)

3 Key Activities, Accomplishments, and Results

Activity 1. National Maternal Mortality Reduction Initiative

ACCOMPLISHMENTS

Supported the MOH in the development of a monitoring and evaluation framework for the
MMRI. ASSIST supported the Sexual and Reproductive Health (SRH) Department of the MOH to
develop a monitoring and evaluation (M&E) framework.

Developed data collection tools. ASSIST designed four paper-based data collection tools and one
electronic data collection tool to support the collection and reporting of MMRI data: MMRI Antenatal
Care (ANC) Data Collection Tool (Individual Patient); MMRI ANC Monthly Data Aggregation Tool;
MMRI Maternal/Post Abortion Data Collection Tool (Individual Patient); MMRI Maternal/Post Abortion
Monthly Data Aggregation Tool; and the e-MMRI District reporting tool. The latter, a computer-based
tool, captures and consolidates data at the district level with automatic calculation of indicators and
time series charts at the facility and district levels. Each coordinator received a laptop loaded with the

" 1bid.

USAID ASSIST Botswana Report FY14




e-MMRI tool tailored to their specific area of coverage. Draft tools were reviewed and pilot tested
during the training session in January 2014 and later in district and primary hospitals.

Facilities collect data in the paper-based tools that are aggregated monthly by the midwife
coordinators in the electronic tool for analysis of data collected at the facility and district level and for
reporting to the central level (Figure 1).

Figure 1. MMRI data reporting levels: Facility level, district level (midwife coordinators), and
central level

Data reporting levels

Central
M&E Data consolidation
and E-reporting
Monthly

Coordinators

Data
collectio

Daily ,

Health

a6~ e 8o

USAID Applying Science to Strengthen and Improve Systems

e Conducted training on data collection and reporting. In early January 2014, coordinators were
trained on the use of the tools for collecting data on the program indicators through computer-based
tools. Coordinators were also taken through the process of using the consolidated database to report
to the central level of the MOH.

o0 The computer-based tool was designed to facilitate analysis and interpretation of data at the
facility level, thus reducing the dependence of the MMRI midwife coordinators on the central
government to provide timely and accurate analysis for feedback to the facility-based QI teams on
performance.

0 Recording and reporting tools were first developed and pilot tested on a small scale in one
reference hospital. Feedback was addressed in improved versions of the tools for use in all
facilities supported by the project. In addition, ASSIST developed a data collection manual to
support the process of data collection in the facilities.

e Conducted training on quality improvement. Two training sessions on the methodology and
practical application of quality improvement were held in early 2014 for the midwife coordinators
appointed by the MOH to support the Maternal Mortality Reduction Initiative. As this was the first
exposure to QI methodology for the coordinators, the content of the training was intentionally kept
basic and practically oriented. The objective of the session was to provide the coordinators with
sufficient knowledge on how to set clear aims, identify change ideas that could lead to improvement,
and test these changes while measuring outcomes so that they felt confident in applying QI principles
in their assigned facilities.

o0 First QI training session - Gaborone, Jan. 13-14, 2014: Midwife coordinators were exposed to
process mapping, driver diagrams, and fishbone tools used to help identify root causes of poor
performance. Participants were then guided through the process of how to set clear aims, how to
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identify ideas that could lead to improvement, and how to test these ideas while measuring

outcomes.

0 Second QI training session - Gaborone, Feb. 10-12, 2014: Participants presented the
improvement work they were currently engaged in. During the training, each coordinator
developed a schedule to ensure they visited each health facility in their area of coverage every

two weeks.

Provided support for the development and functioning of QI teams: ASSIST provided support

and coaching to the midwife coordinators and QI teams in the form of visits by the ASSIST MMRI
Coordinator, ASSIST QI consultant, and from staff from the SRH Department of the MOH. Coaching
visits focused on how to facilitate QI team meetings, setting objectives, and providing feedback.
Direct support at the facility level was provided in Princess Marina and Scottish Livingstone (March
17-20, 2014), Princess Marina (April 2-4, 2014), Francistown and Selibe Phikwe (May 6-8, 2014),
Selibe Phikwe (May 2014), Gumare (13-18 July, 2014), and Gaborone, Kweneng East, Kweneng
West, Moshupa, Goodhope, Southern, and Lobatse districts (8-12 September, 2014). The ASSIST
team also worked with hospital directors to increase support for improvement teams in their facilities.

0 A visitation schedule was prepared in conjunction with each midwife coordinator to ensure that all
QI teams in the catchment area receive regular and ongoing support through an in-person visit at
least twice a month. In addition to providing support to the QI teams, coordinators used facility
visits to gather M&E data collected at the facility and provide oversight on the data collection

process.

0 As of mid-September, 2014, 84 QI teams were formed out of a total of 101 expected teams
(Figure 2). Private hospitals have showed reluctance to engage in QI activities.

Figure 2. Number of QI teams formed (Feb — Sept 2014)

MMRI Number of Ql Teams formed
(2014). Target: 101 teams

Baseline

FEB MAR APR MAY JUN JUL AUG

Ql Teams

SEP

QI teams were formed
in the 2 referral
hospitals, 6 district
hospitals, 20 primary
hospitals, and 56
clinics with maternity
services.

The percentage of QI
teams working on the
following topic areas
are as follows: 36% on
monitoring of 4" stage
of labor, 15% on
AMTSL, 20% on PE/E
management, 12% on
management of
incomplete abortion,
4% on management of
septic abortion, and
5% on PPH

e« Developed job aids for prevention and management of frequent obstetric complications.
ASSIST developed job aids covering prevention, early detection, and management of PPH, pre-
eclampsia/eclampsia, and post abortion complications in a poster format which were subsequently
shared with the country technical team and approved by the MOH; all three job aids are included in
the Appendix. The MOH is currently in the process of publishing and distributing the job aid posters.

e Built capacity at the central level for management and analysis of MMRI data. ASSIST has
been providing ongoing capacity building to MOH personnel for the consolidation, management, and
analysis of data collected under the MMRI M&E system. In addition, the project developed a data
consolidation system to aggregate monthly data from the districts into a master database as well as a

data analysis manual to support analysis at the central level.
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e Monitored availability of drugs essential to the provision of maternal/neonatal services. MMRI
coordinators reported that some facilities were experiencing stock-outs of essential drugs and that
ongoing efforts to improve the quality of the services in an effort to reduce maternal morbidity and
mortality were hindered by the non-availability of these drugs. To assess the magnitude of the stock-
outs, the project developed a simple tool to assess the presence/absence of key drugs needed to
prevent and treat obstetric complications in clinics and hospitals. Data were collected from facilities in
18 health districts during June, July and the first two weeks in August 2014. Drug availability is being
reported by midwife coordinators and shared with the Central Medical Stores weekly in an attempt to
prompt a rapid response to dwindling drug levels in facilities.

e Supported SRH division with data analysis. The Safe Motherhood Initiative designed a maternal
and Perinatal Monitoring Tool for monthly reporting of obstetric complications. Data were being
captured at the SRH Department but were not being analyzed. In the 2" quarter, ASSIST supported
the analysis of the 2012 data to strengthen the MOH health information system. Data from 2013 are
not available yet at the MOH.

e Conducted data collection for baseline assessment of the MMRI (Feb 2014). Baseline data were
collected from 63 of the 101 facilities participating in the MMRI. The sample included the two referral
hospitals, 22 district and primary hospitals, one private hospital, and 76 clinics with maternity services
from 27 health districts. Data were reported to ASSIST headquarters for analysis.

e Supported MOH training in emergency management of obstetric and newborn care (Q1).
ASSIST supported three EmONC trainings conducted in the districts. One hundred and twenty
midwifes and doctors participated in a two-week training designed to improve identification and
management of obstetric and neonatal emergencies and to improve providers’ clinical skills.

e Conducted QI learning/sharing workshops.

o First Ql learning/sharing workshop, Gaborone May 12-15, 2014: Conducted the first learning
session for MMRI midwife coordinators and relevant stakeholders in the MOH, USAID, and the
U.S. Centers for Disease Control and Prevention. During the first two days, QI coordinators
shared the progress of their improvement work since the QI training session in February 2014.
Coordinators shared effective change ideas that could be replicated by other QI teams to improve
the management of incomplete abortion. Figure 3 shows data and changes introduced in the
Selibe Phikwe hospital which were shared by the coordinator during the learning session.
Participants received coaching on how to use the Model for Improvement to guide QI teams.
During the workshop, coordinators reviewed baseline data, identified common reporting errors,
and planned for validation and correction of reported data.

Figure 3. Botswana: Percentage of evacuations performed within <2 hours for incomplete
abortions, Selibe Phikwe Hospital (Oct 2013 — April 2014)

Percentage of evacuations performed
within <2 hrs for incomplete abortions at
Selibe Phikwe Hospital
100
80
g 60
§ |
i 40 HJPFE:_D':C"FE '_tm'__r:t:h
o coinFinm r:::'rpetc_;ljt:-: ::;_.T
20 i
0
Oct Mow Dec Jan Feb Mar Apr
2013 2014
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e Second sharing/learning workshop, Francistown, September 22-26, 2014: Participants received
coaching to further refresh their skills in applying the Model for Improvement and facilitating QI
meetings. The workshop provided a forum for QI coordinators to share progress on their
improvement work and discuss improvement strategies and barriers to implementation. Coordinators
shared change ideas they had been using to secure improvements within the facilities they were
working in and discussed how to use learned practices from one facility, or from another coordinator’s
experience, and adapt those for implementation in another facility. Coordinators identified common
errors in data collection and discussed strategies, including validation and step-by-step actions, to
improve the quality of data reported. Group exercises included an analysis of a case study from the
national maternal death audits focusing on the identification of process issues and possible change
ideas for improvement.

e Participated in national maternal mortality audits (Q4). Dr. Sinvula, ASSIST National MMRI
Coordinator and national lead of the Maternal Mortality Audit Committee, conducted several maternal
audits in the districts of Maun and Francistown as part of the ongoing committee activities to audit all
maternal deaths that occurred this year. In addition, ASSIST conducted a preliminary analysis of
maternal mortality audit reports through mid-August 2014. Forty-eight (48) maternal deaths were
reported to the MOH in 2014 through mid-August, 2014. Of those, 35 were audited (73%). The
remaining maternal deaths were not audited or were pending completion of an audit report. A
preliminary analysis of the audits conducted provided the following insights: More than half of the
deaths (56%) were attributable to direct obstetric causes. Of those, 19% were due to post-abortion
complications (sepsis, hemorrhage, etc.), 15% to postpartum hemorrhage, 14% to pre-
eclampsia/eclampsia, and 8% to sepsis (Figure 4). Of those maternal deaths due to indirect causes
(44%), the main factor was HIV-related complications (17%), followed by other medical conditions
such as cardiomyopathy, endocrine disorder, respiratory disorder, etc. (13%).

Figure 4. Botswana: Distribution of causes of maternal death (Jan — Aug 2014)

Distribution of direct causes of maternal death. n=48 (Jan-Aug, 2014)

Eclampsia/PE

R £ Direct
Indirect Causes .
44% _. ' Causes W Abortion
. 56%

PPH
M Sepsis

0 Maternal deaths due to PPH. Eight deaths were reported as being due to PPH; nevertheless,
the maternal death audit revealed that all eight of the cases were related to hemorrhage that
occurred during or after Cesarean section interventions. These findings were reported to the
MOH, and further investigation is being conducted to clarify the situations that led to death during
the interventions in different facilities. No case of PPH due to atonic uterus has been reported so
far this year, which is consistent with the high compliance with AMTSL reported by most facilities.

0 Most maternal deaths occurred in referral (42%), district (21%), or primary hospitals (29%). Only
one death (2%) was reported in the patient's home, and one in a private hospital (2%).

o Referral mechanisms were documented in 17 of the 35 maternal deaths audited. More than half
(55%) of maternal deaths were referrals from other facilities. Two of the referred patients died in
transit due to delays in the referral and failure to stabilize the patient before referral. Some
maternal deaths were referred between 2-4 facilities, demonstrating a lack of coordination in
referrals between facilities. There is no clear protocol for referral of obstetric emergencies.

0 HIV status was reported in 23 of the 35 maternal audits conducted. Of those, 18 maternal deaths
were HIV-positive and 5 HIV-negative. Seven of the 18 HIV-positive patients were receiving
HAART, nine HIV-positive patients were not receiving HAART, and seven HIV-positive patients
did not have treatment status documented.

USAID ASSIST Botswana Report FY14 7
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Data from 2012-2014 showed a seasonal pattern in maternal deaths, with a peak occurring
during the months of November-January, most likely related to the national vacation time around
Christmas (Figure 5).

Figure 5. Seasonal pattern of the distribution of maternal mortality (Jan 2012 — Sept 2014)

Distribution of maternal deaths (Jan 2012-Sep 2014)
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e Tested changes. Changes tested to improve EmONC included:
0 Materials describing the early recognition and management of complications posted on the facility
walls
o All patients with severe pre-eclampsia toxemia (PET) are seen by a specialist within 1 hour of
admission and started on MgSO4
o For all severe pre-eclampsia (PE) patients, a delivery plan is established and executed within 12
hours of diagnosis
0 Make a prompt referral plan when the patient is diagnosed in an antenatal care (ANC) visit
0 All PE cases are discussed in the morning report for team handover
o Report adherence to 4" stage of labor monitoring at the morning meetings
o Involve support staff in the monitoring of the 4" stage
o Photocopy the 4" stage of labor chart contained in the new obstetric records and include a copy
in every old obstetric booklet
o Audit patient files and report on 4" stage of labor during every shift
o All patients with incomplete abortions are sent directly to theatre from A&E instead of first being
admitted onto the ward
0 The doctor in accident and emergency ward communicates directly with the doctor performing
evacuations
0 Initiate management of incomplete abortion without the need to first have an ultrasound to
confirm the diagnosis
RESULTS
Improvement in Key Indicators
- : Baseline Last value
Activity Key Indicators Feb 2014 Sept 2014
National % of delivering women administered 82% (67 facilities 90% (90 facilities
Maternal oxytocin in the first minute after delivery reporting, 2031 reporting)
Mortality (AMTSL) deliveries)
5 i 5 ——
Reduction % of women monitored during the 4th 39% (67 facilities 81% (90 f_acmtles
oo reporting , 2031 reporting)
Initiative stage labor per protocol 2
deliveries)




Baseline Last value

Activity Key Indicators Feb 2014 Sept 2014
5 —— 5 ——
% of women in ANC with severe pre- Seg)o(r?ii;aglsz?E 1 A:ésngﬁ](;;'t'es

eclampsia (PE) managed per protocol cases during ANC)

22% (69 facilities 37% (90 facilities
reporting, 97 PE reporting)
cases in labor)

% of women in labor with severe PE
managed per protocol

57% (34 facilities
reporting
abortions)

% of incomplete abortions managed per 45% (20 facilities
protocol reporting abortions)

Improvement indicators

AMTSL: As shown in Figure 6, the proportion of women who benefitted from active management of third
stage of labor receiving a uterotonic within first minute of delivery of baby (oxytocin 10 units intramuscular
or misoprostol or ergometrine if oxytocin unavailable) has remained steady at around 80% since February
2014. During the month of July, the QI teams of several facilities worked on improving compliance with
AMTSL and thoroughly measured the time to provide the oxytocic within the first minute of delivery. As a
result, the indicator was adjusted downward as facilities began reporting compliance according to stricter
adherence to the AMTSL protocol.

Figure 6. Percentage of women that received oxytocin within the first minute after delivery
(AMTSL) (Feb — Sep 2014)

Percentage of deliveries receiving AMTSL

89%

()
’ 82% 82% 79%, 82%, - 83%, 81%
o0
S
(=
8
]
a
Feb Mar Apr May June July Aug Sep
==a== 0/ deliveries that receive AMSTL | 82% 82% 79% 82% 89% 75% 83% 81%
Number deliveries 2384 3068 3191 2834 2601 2393 2268 2383
Number facilities reporting 66 82 86 99 100 100 95 90

Monitoring of the 4th stage labor. The percentage of women monitored post-partum every 15 minutes
for the first hour and every 30 minutes in the second hour with documentation of vital signs, vaginal
bleeding, uterine consistency, urine output, and height of fundus is shown in Figure 7. This is a complex
indicator to comply with, as it is time-consuming and requires health worker availability to perform
measurement of vitals and physical assessments six times in the first two hours post-partum.

Proportion of pregnant women diagnosed with PE/E managed per protocol. This indicator is
measured at two levels: pre-eclampsia diagnosed during ANC visits should be provided with loading dose
of MgSO4 and promptly referred to a higher level facility; PE diagnosed during labor should receive
MgSO4 and be evaluated for immediate delivery if >34 weeks gestational age (GA) or provided with
steroids for 24 h if <34 weeks GA, followed by delivery. Figure 8 shows that compliance with this indicator
is low and worse at the ANC level (average 11% compliance during February—September 2014).
Improvement activities had been focused at the facility level during the first year. The number of QI
teams focusing on improving early detection and management of PE is still reduced (19% of QI teams are
focusing on management of PE/E during ANC and 20% during labor) as the teams prioritized in general
the implementation of changes in AMTSL, compliance with 4" stage monitoring, and management of
post-abortion complications. During the FY15, QI teams will move towards testing and implementing
successful changes in detection and management of PE/E.

USAID ASSIST Botswana Report FY14 9




Figure 7. Percentage of women monitored during the 4th stage every 15 min (1st h), every 30
minutes the second hour (Feb — Sept 2014)

Percentage deliveries with monitored 4th stage of labor as per protocol

Percentage

Feb Mar Apr May June July Aug Sep
==g== 0/ deliveries with monitored 4th
0, 0, 0, 0, 0, 0, 0, 0,
stage of labour 39% 40% 44% 48% 52% 49% 58% 57%
Total deliveries 2384 3068 3191 2834 2601 2393 2268 2383
Total facilities reporting 66 82 86 99 100 100 95 90

Figure 8. Percentage of women with severe pre-eclampsia managed per protocol (Feb — Sept
2014)

Percentage of women with pre-eclampsia managed per protocol

()
D
Il
c
()
o
)
o
Feb Mar Apr May Jun Jul Aug Sep
==g== 05 ANC PE managed per protocol 6% 12% 12% 11% 18% 9% 44% 17%
==g== 05 Labour PE managed per protocol | 22% 32% 45% 29% 20% 29% 69% 37%
ANC-Total PE 72 81 65 55 39 55 27 30
Labour-Total PE 97 59 44 72 43 58 31 29
Facilities reporting 67 82 86 97 97 92 05! 90

Management of complicated incomplete abortion. The project is focusing at this phase in the prompt
evacuation of complicated incomplete abortions to reduce the risk of septic abortion. As of July 2014,
compliance with prompt management of incomplete abortion had increased by 21 percentage points
since the baseline assessment in February 2014, but performance decreased afterwards (Figure 9).
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Figure 9. Percentage of incomplete abortions evacuated within two hours of diagnosis (Feb —
Sept 2014)

Management of postabortion complications (n=34 facilities)

Percentage

Feb Mar Apr May June July Aug Sep
==g== 0/ incomplete abortions managed
per protocol

s that ’S;fé"ed BMergency | 49 | 466 | 452 | 511 | 535 | 590 | 679 | 576

Facilities reporting 20 31 29 31 31 29 28 34

45% 58% 55% 56% 70% 66% 59% 57%

e Qlteam performance. QI teams are showing better understanding of QI methodology—how to
identify and test change ideas and determine if they led to an improvement. Some examples of
facility-level improvements across several topic areas and districts include:

Example 1. Improvement in management of severe pre-clampsia in Princess Marina Hospital,
Botswana'’s largest referral hospital (Figure 10).

Figure 10. Percentage of women diagnosed with severe pre-eclampsia during labor who were
managed with MgSO4 at Princess Marina Hospital, Gaborone (Jan — Sept 2014)

Percentage of women diagnosed with severe preeclampsia Context: 9 out of 24 maternal deaths at
during labour who were managed with Mg SO4 at Princess Princess Marina Hospital in 2013 were due
Marina Hospital, Gaborone - 2014 to severe pre-eclampsia.

Problem identification: The QI team
audited all PE patient files from Dec 2013
to Feb 2014 to determine processes that
contributed to the poor management of
patients with severe PE. These included:

e Delays in initiation of patients on

o5 MgSO4
H P e Patients were not reviewed by
T specialists
S s ° i
| o — Delayed (?ellvery Plan '
i basetine Change Change idea:- All patients with severe PE
2% performance Idoas testod & seen by specialist within 1 hour of
sés AR admission and to be started on MgSO4

o immediately upon diagnosis of severe PE.
F14 F-14 M-14 Ald M4 114 J-14 Ald S14
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Example 2. Improving compliance with monitoring of the 4™ stage of labor at Takatokwane maternity

clinic (Figure 11)

Figure 11. Percentage completeness of monitoring, Takatokwane Clinic (June — Aug 2014)

Completeness of 4th stage of labour monitoring

100 +

% completeness of monitoring
(8 components x 6 times within 2 hrs)

80 -

60 -

40 -

20 -

at Takatokwane Clinic

weeks

Context: Midwives in Takatokwane Clinic
were not monitoring for the 4" stage of
labor, resulting in patient neglect and late
identification of complications such as
post-partum hemorrhage.

Problem identification: By looking at the
obstetric records, staff were made aware
of the gaps in monitoring the 4™ stage of
labor. Staff were reminded of the
importance of monitoring the 4™ stage.

Change ideas included calling the second
midwife if the one on staff is too busy to
monitor the 4" stage; supervisor providing
increased support; and auditing patient
cards when giving report to the other
midwives. As a team it was agreed that
they would initially start monitoring the 4™
stage four times. After they adapted to this,
they would increase to five times and
finally to six times.

Example 3. Improving management of incomplete abortion in Letsholathebe Hospital (Figure 12).

Figure 12. Percentage of patients with incomplete abortion evacuated within 2 hours,
Letsholathebe 11 Memorial Hospital (Feb — Aug 2014)

Percentage of patients with incomplete abortion evacuated within 2 hours at
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Context. The facility had had a
maternal death of a 17 year-old
girl with an incomplete abortion
whose uterine evacuation had
been delayed. She eventually
became septic and died. Data
confirmed delayed evacuations
and resultant sepsis were not
uncommon.

The change idea was to have
patients with incomplete abortions
sent directly to theatre from A&E
instead of first being admitted to
the inpatient ward. This reduced
the patient waiting time and
resulted in quicker evacuations of
patients with incomplete abortions.

QI team performance has been affected is several districts due to health problems of some
coordinators that kept them out of work for several months. Other coordinators showed poor
compliance with visits and with supporting QI team formation and coaching. As a result, no data were
received from facilities in five districts (three coordinators’ catchment area) during July, August, and

September.
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e« HIV prevalence among pregnant women. As seen in the Maternal Mortality Report (2007-2011),
maternal mortality is three times more frequent in pregnant women who are HIV-positive compared to
those who are negative. As such, a reduction in maternal mortality will be directly dependent on
improving appropriate management of HIV. The HIV prevalence rate in Botswana among adults aged
15 to 49 is 21.9% (2013)8, but we are finding a higher prevalence rate (30%) among pregnant
women. On average, 92% of HIV-positive pregnant women were receiving ARVs during antenatal
care (Figure 13).

Figure 13. Percentage of HIV-positive pregnant women receiving ARVs during ANC (Feb — Sept
2014)

Percentage of HIV-positive pregnant women who received ARVs during antenatal
period

s—8—8—3—35—8—0—8

Percentage

Feb Mar Apr May June July Aug Sep

e=@==% ANC HIV receiving ARV 89% 91% 91% 94% 95% 95% 94% 93%
==@==Total HIV during pregnancy | 31% 33% 34% 30% 28% 29% 29% 29%
Number deliveries 2384 3068 3191 2834 2601 2393 2393 2393

e Preliminary analysis of maternal mortality in Botswana in 2014. A preliminary time series
analysis of the number of maternal deaths since January 2013 showed a shift in the number of
maternal deaths in 2014, with six consecutive points measured below the median baseline for 2013
(Figure 14). We need to interpret this graph positively but also with caution as we have learned that
there is a seasonal peak in mortality around the end of the year that could affect these encouraging
findings.

4 Sustaining and Institutionalizing Improvement

By design, the MOH of Botswana has complete ownership of the MMRI. All operational costs are being
covered by the MOH. ASSIST is solely providing technical assistance and the salary for the National
Coordinator, who is based within the MOH.

A long-term objective of the collaboration between the USAID ASSIST Project and the MOH is to provide
high level and operative level capacity building in quality improvement methods applied to the health
sector and to effectively create an environment suitable for implementation of quality improvement
approaches at scale in the health system in Botswana in a way that will achieve sustainability and will
maintain health improvements over time.

8 UNAIDS. HIV and AIDS estimates 2013. ttp://www.unaids.org/en/Regionscountries/Countries/Botswana/
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Figure 14. Maternal mortality run chart for maternal deaths showed a shift (with six consecutive
points below median baseline) in maternal deaths occurring in 2014 (Jan 2013 — Sept 2014)

Maternal mortality 2014 run chart showed a shift with 6 consecutive points
below 2013 median
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Knowledge Management Products and Activities

In 2014, ASSIST conducted two QI learning/sharing workshops to provide midwife coordinators a forum
to share lessons learned and best practices in facilitating QI teams to identify changes they could test and
eventually implement effective change ideas. The project is in the process of compiling the lessons
learned from these workshops and distilling them into cases studies and reports for future use, both
internally within Botswana and externally.

6

14

Directions for FY15

Conduct quality improvement training. A QI training session will be conducted at the beginning of
December 2014 in Gaborone to introduce QI methodology tor three new midwife coordinators that will
be hired to replace existing coordinators, as well as to serve as a refresher for some coordinators.
During the training session, coordinators will also be trained in the use of data collection/reporting
tools and supervision of the quality of data collected at the facility level.

Continue providing support in Ql team formation and monthly coaching visits to each regional
coordinator in their respective districts and facilities.

Continue providing capacity building at the MOH for data analysis and interpretation of
results. ASSIST Botswana will continue with capacity building activities designed to improve the
ability of personnel from the SRH Department of the MOH to manage and analyze reported data and
produce meaningful reports to meet requirements and allow the MOH to make informed decisions.
Support verification and validation of data collected and reported in the facilities.

Support the MOH to strengthen health systems through:

o0 Data analysis and reporting: ASSIST will continue analyzing data reported through the project’'s
M&E system, as well as from the national maternal mortality audits and other mechanisms, such
as the drug stock-out reports.

0 The design of a quality improvement framework

0 Proposing changes to the MOH to prevent seasonal mortality peaks during the months of

November-January.
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e Knowledge management: During FY15, the project will conduct two to three additional learning/
sharing workshops to provide a forum for the midwife coordinators to share the progress of their
improvement work at the facility level and to facilitate sharing of best practices between coordinators
(and facilities) for the replication of effective changes. At the end of the project we will conduct a
harvest workshop to capture and synthetize lessons learned.

e Dissemination of project information:

0 Support the dissemination of critical findings and lessons learned at national MOH meetings as
well as at the MOH quarterly review meetings through the presentation of several reports,
including a project baseline report, annual report, and quarterly reports

Conduct quarterly reference group meetings

Periodic meetings with the Permanent Secretary of the MOH

Advocacy meetings with District Health Management Teams and directors of hospitals and clinics
Document lessons learned, success stories, best practices, and challenges

e Continue providing support to the National Maternal Audit Committee for analysis and
presentation of findings from maternal audits

O O0O0Oo
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7 Appendix

DBP>110, SBP>160 e No sign

Severe PE Severe PE
DBP>80, SEP>160 ++ Any sign
Eclampsia Any BP with Seizures Eclampsia j
SEVERE PRE-ECLAMPSIA ECLAMPSIA
1. Prevent the fits: 1. Stop the fitting:
» Admit to a high dependency room in the hospital, + SHOUT FOR HELP but do not leave the patient slone
An eclamptic episode can occur at any time + Place the woman in left lateral position
» IV canula and monitor fluids. FBC group and = [V canula with wide bore (green or gray) with NS or F/L and monitor fuid balance
cross match, LFT, creatinine chart 1o prevent fluid cverkoad
= Check urine for proteinuria * FBC group and cross maich, coagulation profile. Resenve 2 units of whole blood
» Magnesium Sulfate — 1st choice P Diazepam (Valim) 10 mg IV slowdy and repeat the dose if necessary or
Clonazepam (Rivotri) 1 mg IV
P Magnesium Sulfate

{ !

MAGNESIUM SULFATE (MgS0.)

» Load dose: 14 gr Mg S0. (4 gr diluted in 200 mi N/S IV infusion over 20 min, then 10 gr Mg S0.
(10 mi + 1 mi ignocaing) deep IM divided in two doses, one in each buttock

» Maintenance dose: 5 gr of Mg SCu (10 ml + 1 mi ignocaing) deap IM every 4 hin allemating
buttocks during 24 h after delivery or last fit jwhichever comes later)

l

2. Control Blood Pressure
» Hydralazine 6.25-12.5 mg IM (in unconscious) PRELOAD with 300 mi S5 before hydralazine to prevent cerabral oedema, of
» Nifedipine, Atenolol, HCT, after the baby was defvered

» {Aldomet) fmai we): 500 mg TDS, it can be increasad to 750 mg QD for prolonged treatment, # necassary
3. Expedite Delivery

i YES | = Always consider C-saction delivery unless

>34 weeks? ¥l the woman is in second stage of labour,
» Oxytocin 10 Units IV bolus after delvery,

NO followed by Cheytocin 20-40 IU diuted in

q ¥ ¥ 1L dextrose 5% to prevent PPH
Give steroids fo promote foetal maturity 24 h }—'

l

4. Monitor for vital organ failures: Monitor 24 h in high dependence care BP, urea and elecirolytes. Chest X-ray if necessary
Manitor Magnesium toxicity:

+ Absence Jerk reflexes: Withhold Mg 50

» Respiration <12Zb/m: Withhold Mg S0: and antidote calcium gluconate 10mg IV siowly

= Urine output <30mlTe Withhold Mg SO0. and IV fluids (N/S or R/L) 1L in 8 h (125mlh).

= Pulmonary oedema: Furosemide 40 mg IV

5. Prevent infection. Prophylactic broad spectrum antibictic: ampicilin/metronidazole/gentarmycin |

S st v £k
AT T b

MINISTRY ,+ HIEALTI P E P FA R
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Rapublc of Batewana

Postpartum Haemorrhage Prevention,
Early Diagnosis and Management Flow Chart

PPH PREVENTION: Should be done in every delivery

AMTSL INSPECT MONITOR 4th Stage Labour
* OXYTOCIN 10 IU IM + 101U IV drip * Placenta for completeness Every 15 minutes the first hour and every
If nat available: « Canvix, vagina, perineum 30 minutes thereafter (2 haurs)
* 0.5 mg SYNTOMETRINE IM {if BP normal) for tears and lacerations * Vaginal bleeding
or » Heart rate
« 800 microg MISOPROSTOL PR o Utarine tonus
PPH

Blood loss =500 mi in vaginal delivery or >1,000 ml in ¢-section or haemodynamic unstable
(Tachycardia, shortness of breath) regardless the amount of bleeding

!

SHOUT FOR HELP, but don't leave the patient alone
+ Two IV lines (large bore if possible) with IV fluids (N/Saline) 1L (3-6 hr)
= FBC and cross-matching

* Empty bladder
4T's l
e
ATONIC UTERUS RETAINED TEARS/ COAGULOPATHY

« 40 U OXYTOCIN IV and controlled drip PLACENTA TISSUE LACERATIONS = 201U OXYTOCIN IV

s Add 0.5 mg SYNTOMETRINE IM (if BP * 20 |U OXYTOCIN IV * Suture repair and controlled drip
noermnal) or 800 meg Misoprostol rectal and controlled drip under analgesia » Transfuse FFP
= Manual removal of (15ml/kg), blood

= Uterine Massage

* Bimanual compression of uterus,
external aortic compression

* Monitor for shock

placenta (in theater)

» UTERINE TAMPONADE. Observe and
NO remove uterine condom after 24 hr
+ Monitor for shock.
= Give transfusion if Hb <7 mg/dl or
haemodynamic instability

Bleeding
controlled?

-

= Give transfusion if Hb <7 ma/dl or
Haemodynamic instability

* Give broad spectrum antibiotics for & days

+ Initiate oral iron supplementation

* Referral/Call specialists

* Manage appropriately with
SURGERY if indicated

Bleading

+ Observe for 24-48 hr and check Hb before contraliad? N
discharge dl or haemodynamic instability
» Counseling on PPH reappearance and
immediate care seeking

ARG M AMEE CAAE
T VETS T O C

MINISTRY o/ HEALTH PEPFAR
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Repuibiic of Botewans

Post Abortion Complications Care

Suspect abortion in woman of reproductive age, delayed menses with vaginal bleeding,
cramping or lower abdominal pain

= Heart rate =110 b/m
* Respiration >30

* SBP <90 mm Hg

= Cool and clammy skin

Assess for Shock

Clinical Stabilization

—p [V lin8 with/out a drip

= Broad spectrum antibictics
* Possible blood transfusion

= Pain medication

* Anxiaty, confused or uncanscious

Examination
—p * Palvic examination
+ Removal of foreign objects In vagina
and genitalia
* Palvic ultrasound
» Gaestational age/ HCG measurement

l

| POST ABORTION COMPLICATIONS l

Infection/Sepsis Ectopic Pregnancy?
|
Septic Abortion — POC Retained?
Incomplete Abortion ]
1 1 [ |
Triple Antibiotics Uterine Evacuation Laceration/ Uterine
(Belore evacuation) <i12w Tears Perforation
1, Ampicillin 2g or penicillin + Single dose of Misoprostol 400 pg l l
G 2 muwBh sublingual or 600 pg oral/rectal in a -+
2. Gentamycin Smg/kg V/24h :anh-aam J6EHEY Suture and = Laparotomy, abdominal
repair drainage and repair
I e ST = Manual Vacuum Aspiration (MVA) Bt = P i
Maintain treatment for at least « Management of pain (buprofer/ * General anesthesia
7 days paracetamol, paracervical
anaesthesia if indicated)
I— >12w

* Single dose of Misoprostol 400 pg
« Oxytocin 40 IU in1] N/S and
MVA or D&C if neadad

|

| POST-PROCEDURAL CARE

= Monitor Vitals, vaginal bleading and uterine contraction

+ All Rh negative women should be given anti-D within 72 hours of abortion

* All wormnen with unsafe abortion should be given tetanus toxoid and immunoglobulin
+ Pain management

* lron supplement it anaemia

* Always prophylactic antibiotics: Amoxicillin and Metronidazole

* Counselling and contraception method

* Counselling on presence of danger signs and retum to the facility for care

= )USAID

\ ' TS oM THE AMERICAN PEOPLE

MINISTRY o HEALTH
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