
MOTHERCAREEGYPT 
DIAGNOSTIC RESEARCH IN THE GOVERNORATES 

OF ASWAN AND LUXOR OF EGYPT 

FINAL REPORT 

BEST AVAILABE COPY 



ACKNOWLEDGEMENT 

A large number of people have contnbuted towards the final~zation of this report 
MotherCare staff and Consultants prov~ded technical and adm~n~strative support 
the des~gn of the gu~delines of the study USAID, in add~t~on to fhdmg  the study, 
Ca~ro Health Office staff partmpated m all the three techn~cal meetmgs and 
prov~ded valuable insights The Mln~stry of Health and Population central and 
local leadership and staff supported the organization of data collection activ~t~es 
and mvested their time m producing and reporting on requested ~nforrnat~on and 
data Aswan and Luxor community members in urban and rural areas will~ngly 
shared their experiences, att~tudes and bel~efs SPAAC professionals and field data 
team worked diligently, lgnorlng the summer heat, to collect and process such 
quant~ty of data rn seven weeks Fmally SPAAC profess~onal team w~th  support 
fiom MotherCare consultants contnbuted to the analys~s and final reporting of the 
qualitative and quantitat~ve collected data 

To all of them we acknowledge w~th  grat~tude ther contnbut~ons, assistance and 
cooperatlon 

C\WPWINPl\WPDOTS\MTHRCAR\REWRNINALUlEP WPD Jvllwn II I V  Jx 



STUDY TEAM 

MOTHERCARE CONSULTANTS 
Zahid Huque, (Ph D ) 
Oona Campbell, (Ph D ) 1 Ru& Pittrof 
Reynaldo Pareja 
Linda Oldham 
Tom Coles 
Sum1 Mehra 

MOTHERCARE EGYPT STAFF 
Dr Regmald G~pson 
Dr A11 Abdel Megu~d 

SPAAC TEAM 
Princ~pal in Charge & Research Methodology 
Research Coordmator 

ObIGvn Consultant 
Community Diagnosis Consultant 
Computer Speciahst 
F~eld Techmcal Superv~sor 
Field Work Supervisor 
Qual~tat~ve Data Supervisor 
Executive Secretary 
Research Assistant 

DATA FIELD TEAM 
ObIGyn Observers 

Data Controllers 

Health Facilities Providers 

Clients 

Focus Group Moderators 

C ~ W P W I N ~ ~ \ W P D O C S ~ I R C A R \ R E W R N I N * L W P  WPD luuvn 18 19 JX 

Sarah Loza, (Ph D ) 
Dr Monir El Tawil 
Dr Ahrned Nagati 
Dr Nabil Younls 
Linda Oldham, (Ph D ) 
Ms Rosa Abdel Malek 
Dr Osama Abdel Rahman 
Mr Mostapha El S a d  
Ms Sabah El Wardany 
Ms Nivine Rarnses 
Ms Nivlne El Husseiny 

Dr Nivine Ismad All 
Dr S a d  El Serb~eny 
Essarn El Dm A M El Dendy 
Mohamed D m s h  M D m s h  
Khalid Said Abdel Razek 
Ahrned M Youssef Mostapha 
Dr Magid Taha Nasr 
Dr Tarek M Agararna 
Dr Wad Abdel K m m  Mohammed 
Dr Mona Fouad Mostapha Ah 
Magda Mahdy M Moharrarn 
Heba Abdel Meguid M Abdel Meguid 
Mervat Farouk Ibrahlm 
Sally El S a ~ d  Mobarak 
Hanaa M Kutb 
Thanaa Naim Auz 
Sabah El Wardany 
Wafaa Abul Fetouh Mohammed 
Aisha Shaban Ibrah~m El Sald 



FOCUS Group Note Takers 
dl& 

Indepth Interviewers 

Data Coders 

C \WPWIN~dI\WP~SUrmRC*RU1EWRNINALWP WPD Jan- 18 I J l 8  

Abir Youssef Abdel Malek 
Hanaa Ragab Abd Rabuh 
Ablr Sad Taha 
Hanan M Mostapha Elewa 
Noha Ibrahun M Youssef 
Iman Badr 
Iman Ibrahlm Armn 
Mama Mostapha El Sad 



TABLE OF CONTENTS 

CHAPTER I - OBJECTIVES AND METHODOLOGY 

I - INTRODUCTION 1 

I1 - BACKGROUND 

I11 - RESEARCH OBJECTIVES 2 

IV - RESEARCH METHODOLOGY 2 

CHAPTER I1 - RESULTS OF READINESS TO PROVIDE THE SERVICES 5 

I - POPULATION AND HEALTH FACILITIES OF DISTRICTS 

I1 - READINESS TO PROVIDE SERVICES 6 
1 Staffing 6 
2 Infrastructure, Equipment and Supplies 9 

2- 1 Facillty Infrastructure 9 
* Matemty and Pediatric Beds 9 
* Faclllty Infrastructure 

9 
* Infrastructure for Maternal Semlces 10 

2-2 Equipment, Drugs and Supplies 10 
* Ava~lability 10 
* Opinion on Cntical Shortages In Equipment, Supplies and Drugs 

12 
3 Record Keeping/Informat~on System 14 

3- 1 Recelpt and Use of New Registration Records 14 
3-2 Reporting of Information 15 
3-3 Policy for Information Review 15 
3-4 Use of Collected Information 15 

4 Supervision 16 
5 IEC and Community-Based Act~v~tles 17 

5-1 IEC Matenals 1 7 
5-2 Health Educat~on Act~vities 18 
5-3 Home Visltlng 18 
5-4 Daya (TBA) Tramng 19 
5-5 NGOs activities 20 

6 Tramng Need Assessment 20 
6- 1 Previous Exposure to Tramlng on Maternal & Neonatal Care 20 
6-2 Sub-Topics Covered m Tralmng on Maternal & Neonatal Care 2 1 
6-3 Traning on Use of Protocols and Live Saving Slulls 22 
6-4 Trsuning on malntalnlng analyzing and usmg data 22 
6-5 Available Phvsical and Human Resources for Tramng 23 

C \WPWINffl!WPWCS\MMRCARU(EWR~Nrll.U1EP WPD J n u n  If  1YJX 



6-6 Perceived Tramng Problems 
6-7 Follow-up of Tramees Performance 
6-8 Management of Selected Complications 
6-9 Referral of Antenatal Complicated Cases 

7 Services Provided 
7-1 Services and Assigned Time 
7-2 Services by Health Providers 

8 Referrals Policy and Standards 
8-1 Referrals at Facility Level 
8-2 Referrals of Health Providers 

CHAPTER 111 - QUALITY OF SERVICES 

I - ANTENATAL CARE FROM THE CLIENT PERSPECTIVE 
1 Accessibility 
2 Reception 
3 Meeting w t h  Nurse 
4 Meeting With the Physician 
5 Counsellmg 
6 Previous Visits for the Same Pregnancy 
7 Satisfaction With Service Received 

2 ANTENATAL CARE FROM OBSERVATION 

3 INTRA PARTUM OBSERVATION 

4 POST PARTUM CARE FROM CLIENT PERSPECTIVE 
4- 1 Description of the Sample 
4-2 Post-Partum Care 
4-3 Post-Partum Counsellmg 
4-4 Satisfaction w t h  Services 
4-5 Cost of Service 

5 POST PARTUM CARE OBSERVATION 

6 CONCLUSIONS AND QUALITY OF CARE 

CHAPTER IV - CONCLUSIONS AND RECOMMENDATIONS 

CHAPTER V - COMMUNITY DIAGNOSIS 

I - PATTERNS OF PRENATAL MEDICAL CARE 
1 Routine Prenatal Care 
2 Regularity of Care 
3 Interaction between Physicians and Patients in Prenatal Care 
4 Identification of Problems in Need of Immediate Care 

4- 1 Interview Data 



4-2 Focus Group Data 
5 The Impact of Poverty 

I1 - PATTERNS OF DELIVERY 
1 Hospltal Delivery 
2 Daya Dellvery 
3 Health Unlt Physician Dellvery 
4 Identlficatlon of CornpIicatlons of Dellvery 

4-1 Interv~ew Data 
4-2 Focus Group Data 

I11 - POST NATAL CARE 
1 Identlficatlon of Problems Dunng the Postnatal Penod 

1 - 1 Interview Data 
1-2 Focus Group Data 

IV - COMPLICATIONS IN THE NEONATE 

V - LACTATION 
1 Interview Data 
2 Focus Group Data 

VI - COMMUNITY UNDERSTANDING OF PREGNANCY AND DELIVERY 

VII - COMPETENCE IN ASSESSING COMPLICATIONS 

IX - COMMUNITY SUPPORT TO PREGNANT AND DELIVERING WOMEN 

ANNEXES 
Annex (A) - Distnct Profile 
Annex (B) - Focus Group Results 
Annex (C) - Composit~on of Focus Groups 
Annex (D) - Case Studies 

APPENDICES 
Appendzx I - Tabulations 
Appendzx N - Quant~tat~ve Data Collection Tools 
Appendzx 111 - Qual~tat~ve Data Colelction Tools 

C \ W P W l N W \ W P W C ~ C A R U l E P O R ~ A L U ( E P  WPD Jrnuarv I8 19% 



CHAPTER I 

OBJECTIVES AND 
METHODOLOGY 



MOTHERCAREACGYPT 
DIAGNOSTIC RESEARCH IN THE GOVERNORATES 

OF ASWAN AND LUXOR OF EGYPT 

CHAPTER I 
OBJECTIVES AND METHODOLOGY 

I - INTRODUCTION 

Thls report is submitted by Social P l m g ,  Analysis and Adrmmstration Consultants (SPAAC) 
to present the findings of a diagnostic research carried out for MothercareEgypt in support of 
the achievement of the a m  of assrsting the Egyptian Mmstry of Health and Population (MOHP) 
to reduce maternal and pennatal mortality in selected governorates 

I1 - BACKGROUND 

In recent years there has been a marked improvement m maternal and child health rndicators in 
Egypt There is, however, room for M e r  mprovement Moreover, m spite of the mprovement 
in health indicators in the country as a whole, reg~onal differentials are still marked and they 
show that the status of maternal and chld health in Upper Egypt and in particular in the rural 
areas still lag consrderably behnd the rest of the country 

According to the Egyptian Demograph~c and Health Survey (EDHS 1995), the infant mortality 
rate (IMR) in Egypt as a whole has dropped from 146 rnfant deaths per thousand he-births In 

the years 197 1 - 1975 to 63 per thousand in the years 199 1 - 1995 The neonatal mortality rate 
(NNMR) has also dropped in the penod quoted from 67 per thousand to 30 per thousand By 
region however we find that whle NNMR and IMR in the years 1986 -1 995 were estrmated to 
be 35 6 and 73 per thousand respectively in the whole country, the correspondrng figures in urban 
Lower Egypt were 27 and 38 5 per thousand and in rural Upper Egypt were 49 and 105 per 
thousand respectively 

As regards antenatal care or physician consultation d w g  pregnancy, accordrng to EDHS 1995, 
out of the births occumng in the five years precedrng the study, the proportion in whlch the 
mother paid at least one visit to a physician d u n g  pregnancy was 39 percent m the total sample, 
whlle ~t was as low as 21 percent in rural Upper Egypt and as high as 65 percent in urban Lower 
Egypt As regards care during delivery, the mother was assisted at delivery by a physician or 
tramed nurselm~dwfe m 46 percent of births in the total sample, the proportion rose to 75 percent 
m urban Lower Egypt whlle ~t declined to 23 percent in rural Upper Egypt As a result of this 
state of affalrs deaths caused d~rectly or indirectly by pregnancy and chldbirth are much higher 
in Upper Egypt than in other parts of the country Accordmg to the Natlonal Maternal Mortal~ty 
Study (NMMS, 1992-3), the maternal mortality ratio (MMR) in the country as a whole is 
estimated to be 174 maternal death per 100,000 live-births, while estimates for Upper Egypt are 
much higher and reach as much as 655/100 000 m Qena governorate 
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Whde it is a known fact that Upper Egypt and m particular rural Upper Egypt is less developed I 
than Lower Egypt and the Urban Governorates, it is unportant to identify deficiencies in health 

- 
care delivery, traimng needs of health providers as well as commumty bamers and constrants 
whch affect the utilization of health services This w11 help the MOHP to plan and implement 
mterventions needed to improve accessibility, quality of antenatal, dehvery, postpartum and new 
born care to reduce maternal and neonatal morbidity and mortality 

- 

I11 - RESEARCH OBJECTIVES 

The main purpose of the research is to diagnose the emsting situation m terms of the community 
and existing quality of care to design Interventions to increase survival opporhmties for mothers 
w~th  maternal problems and to provide baseline data to be able to assess the impact of these 
interventions Consequently, the objectives of the research are 

1 To identitjl operational issues related to service delivery (staffing, eqmpment, essential 
drugs) including avmlability, use and quality of antenatal, delivery, postpartum and 
neonatal care at all facility levels 

2 To determine gaps in the provision of care and the readiness of MOHP facilities to 
provide quality care 

3 To assess levels of knowledge and slulls of service providers, and their perception of their 
tra~ning needs 

4 To determine the perspective of service users (women), their influentials and health 
providers in identifying barriers to health service utilization 

IV - RESEARCH METHODOLOGY 

The research almost completely covers all MOHP health facilities withn the governorate of 
Aswan and Luxor (in Upper Egypt) that provide Mother and Chlld health services These include 
all general and district hospitals, MCH Centers, Urban Health Centers, Rural hospitals, Rural 
Centers, and 80% of rural units of each distnct 

Data is collected through verbal reports of health service managers at governorate, district and 
health facility levels sample of health providers (Ob /Gyn , pediatricians, general practihoners, 
and nurses), mothers who have received prenatal and postpartum services from the facilities as 
well as from mothers who have experienced difficult deliveries, pregnant mothers, mothers of 
children under two vears, husbands, mothers in law and commumty dayas Data was also 
collected through registered information and through observauon of actual delivenes and prenatal 
check-ups occmng in hospitals Thus the research collected quantitative data through structured 
interviews, observations and through review of records, and collected qualitative data from the 
community through in-depth interviewing and focus group discussions 
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Thus 14 data collection mstnunents have been developed in consultation with Mothercare 
Consultants to cover the follomng 

Governorate Health Dzrectorate and Drstrzct Health Departments Module for Managers 
(Aswan Directorate, five districts in Aswan, and one dlstnct in Luxor) 
Health Faczlzty Module for Managers (123 health facilities) 
Health Provrders Moduk(287 health providers) 
Antenatal CZrents Module exit mterviews and home v~sits to clients who have recelved 
the service fiom the facility wthm the last month pnor to data collection (1 65 clients) 
Post-Natal Clients Module exlt mterviews, cllents who were visited at home by health 
facility providers and post parturn mothers at hospitals (84 clients) 
Observatzon ofAntenatal Care Module (48 cases) 
Observatron of Normal Delzvery Module (25 cases) 
Observation of Postpartum Care Module (25 cases) 
Mothers wzth Prevzous Delrvery Complzcatzons In-depth Intervzew Schedule (IIS) (56 
Cases) 
Pregnant Mothers IIS (39 Cases) 
Tradztzonal Bzrth Attendant (Dayas) IIS (1 8 Daya) 
Husbands Focus Group Moderatzon Gulde (FGMG) (12 FG) 
Mother FGMG (1 2 FG) 
Mothers-ln-Law FGMG (1 2 FG) 

The data were collected between August 1, and September 13 of 1997 by 10 different types of 
selected and tralned data collectors 

The Techca l  Field Supervisor covered Module 1 fiom Governorate and Distnct Health 
Managers 
Physicians (4) covered Module 2 and 3 from facility managers and health providers 
Social science females (4) covered Module 4 and 5 for prenatal and postpartum clients 
Ob /Gyn (2) covered Modules 6, 7, and 8 for observation of prenatal , delivery and 
postnatal care 
Female anthropologist to cover IIS for pregnant mothers 
Female anthropologist to cover IIS for mothers with difficult delivenes 
Female anthropologist to cover IIS for dayas 
Female FGM to administer FG for husbands 
Female FGM to administer FG for mothers 
Female FGM to administer FG for mothers-in-law 

For assurance of data quality control, the following procedures were carried out 

1 Two meetings were held wth  each of Aswan and Luxor Governorate and Dlstnct Health 
Managers The first meeting was held prlor to data collection operation to explain the 
oblectives and research methodology and to organize field data collection procedures 
The second meeting was held dmng data collection operations to report on progress and 
to address field problems, ~f any 

2 A11 data collection instruments were field tested prior to finalizat~on 
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All data collection teams were extensively trained by semor Ob /Gyn Consultants, by 
Mothercare Egypt staff, and by SPAAC semor researchers The training included 
practical field work operations 
A Field Techcal  Advisor (Specialized Public Health Physician fiom Assiut University) 
was assigned through the duration of field work operabons to supervise the quality of the 
techcal  medical aspects of the research and to review Observation Modules 6,7 and 8 
A Field Supervisor was assigned to orgamze and supervise all field operations 
An Assistant Field Supervisor was assigned to orgmze and supervise all qualitatme data 
collection operations 
Four Data Controllers were assigned to escort, supervise and review the work of data 
collectors for Modules 2 3 4, and 5 
A Data Processing Supervisor was assigned to the field to supervise and review data 
coding and data entry operations 
Internal consistency checks were built into the data entry computer program 
Computer file clemng operations were camed out pnor to the producbon of tabulations 
for analysis 
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CHAPTER m 
RESULTS OF READINESS TO PROVIDE 

THE SERVICES 

I - POPULATION AND HEALTH FACILITIES OF DISTRICTS 

A total of 37,378 live b~rths 
were born January to 
December of 1996 The 
hlghest number of reported 
live births occurred in Luxor 
(10,229) followed by Edfu 
District (8,623), then Kom 

The total size of the population in the Governorates of Aswan and Luxor is around 1 5 mrllion 
Inhabitants presented by dlstncts m Table A1 Over one half of the populatron (56 3%) res~de in 
rural areas The most rural 

Yo 49 9 49 8 49 1 48 6 56 6 49 6 
Female 

d~stnct is Nasr in Aswan 
(90 5% rural) followed by 
Kom Ombo (724%), Edfu 
(67 3%) then Daraw (64 1 %) 
The least rural distnct is 
Aswan (1 7 5% m a l )  followed 
by Luxor (56 9%) 

Numberof 6 0  180 500 401 140 703 
WRA (000) 

** Pouulat~on and Live B~rfhs ~n 1996 Bv D~strict 

Edfu Daraw Kom Aswan Nasr Luxor 
Ombo 

Populat~on 336 5 943 270 8 303 2 792  375 5 
S,re (ooO) 
(1996) 

Ombo (7,542) and Aswan (6,744) The least number of reported annual h e  births occurred in 
Daraw (2,2 14) and Nasr (2,026) Dlstncts 

Other than hospitals and MCH Centers, ~t was very difficult to attam actual numbers of Urban 
Health Centers, Rural Hospitals, Rural Centers and Rural Units Though informat~on was 
collected pnor to the survey, fiom district departments and fiom Aswan Health Directorate 
(Schedule I), and later was requested fiom Mother Care staff m Aswan, numbers did not match 

Table A2 Health Facrlrtres AvarlnbIe Bv Drstnct 

Edfu Daraw Kom Aswan Nasr Luxor 
Ombo 

General Hospital 0 0 0 1 0  1 

MCH Center 1 1 1 3 1 2 

Urban Health Center * 0 110 0 312 0 412 

Rural Hosp~tal * 5 2 311 3 4 1 

Rural Health Center * I 0 113 0 0 3 

I Rural Health Un~t 35/37 7 18 13/14 16/14 16 

I * 7 here 1s no consensus on actual numbers as apparently defin~tlons d~ffer 

In addition, a few facillties were 
class~fied as Urban Health Centers 
and as Rural Hospitals, and field 
data collectors classified them as 
either Rural Units or Rural 
Centers 

Table A2 presents the best 
estimate of numbers of health 
facillties per distnct There seems 
to be some differences rn 
definition of health facilrties of 
Urban Health Center Rural 
Hospltal and Rural Centers 
Hospitals and MCH centers are 
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the only types of facilities that are well defined With the exception of Luxor, that has one I 
general hospital and two distnct hospitals, all distrrcts in Aswan Governorate have one hospital 
with one General Hospital m Aswan City 

I1 - READINESS TO PROVIDE SERVICES 

According to Health Departments and Aswan Health Directorate, the staffing of almost all 
categories of health providers is not sufficient Sufficient staffing occurs only in general 
practitioners of Daraw and Edfu Distncts and m nurse supervisors m Aswan DistrIct Luxor has 
sufficient staffing m ObJGyns specialists, residents, pediatricians and social workers (See Table 
1 /4 in Appendix I) 

There are positions that are totally lacking in some districts such as Anesthesiolog~sts (Nasr), 
Laboratory Specialists (4 distncts), Pediatnc~ans (2 districts), Pharmacists (2 distncts), Lab 
Techclans (Nasr), Midwfe Nurses (3 dlstncts), and Social Workers (2 disb~cts) There are no 
Blood Transfusion Specialists in any of the dlstncts nor directorate of Aswan Aswan Health 
Dlrector and all distncts Health Managers m Aswan stated that the m a n  reason underlying staff 
shortages IS that the Mimstrv does not employ sufficient staff Continuous turnover of staff was 
a factor mentioned by Aswan Health Department and Luxor Health Director Lack of incentives 
to work in the distnct was mentioned by health managers of Aswan and Nasr Distncts The short 
supply of certain specializations was a factor mentioned by Nasr Distnct and Luxor Living 
conditions and being away fiom the families was another reason for staff shortages mentioned 
by Aswan District 

Table B 1 demonstrates different categories of providers by the total stated number available in 
each distnct the total number assigned in the heath facilities visited, those who were present on 
the day of the interview and those that were interviewed In a number of cases, the sums from 
assigned and present staff at visited facilities did not coincide wth  numbers reported by dlstnct 
management Such a discrepancy is caused by the difference between formal definition of 
positions at employment records and those actually performing the functions of the positions at 
the health facilities 



Table B1 Staffing Sttuatron Bv Dtstnct 

Edfu Daraw Kom Ombo Aswan Nasr Luxor 

D A P I  

ObIGyn 7 1 0 7  1 

ObIGvn Resrdent 5 1 1 1 

Anesthes~ologlst 2 1 1 0 

GPs 44 43 42 35 

Blood Spec 0 0 0 0  

Lab Supervrsors 0 3 3 0 

Lab Technrc~ans 3 51 42 0 

Pharmac~sts 3 3 3 0 

Matron 1 Super 2 4 4 1 

P H Nurse 0 0 0 0  

Mrdw~fe 1 3 3  
36 

Nurses 167 148 I18 

D A P I  

2 1 1 1  

2 2 1 1  

0 0 0 0 

1 1 0 0  

14 13 10 8 

0 0 0 0  

0 0 0 0 

2 11 10 Q 

O O O C  

3 1 1 1  

O O O Q  

O O O C  

199 135 90 13 

0 0 0 1 

D A P I  

8 8 6 1  

8 6 3 1  

2 3 2 2  

1 1 1 0  

25 21 19 18 

0 0 0 0 

0 0 0 0 

4 47 40 0 

2 2 2 c 
4 2 1 1  

0 0 0 0  

0 2 2 
17 

205 144 12s 

3 3 3 1  

D A P l  

17 15 12 3 

15 18 14 1 

9 1 0  5 4  

3 3 3 c  

32 21 19 16 

O O O C  

3 3 1 C  

1 2 2 7 2 4  1 

6 7 5 1 

4 4 4 3  

I l l (  

3 s 3 2 2  

308 320 271 

4 8 1 (  

Total 235 281 235 77 223 164 113 24 262 239 204 40 419 442 363 50 223 204 178 40 268 239 184 56 

D A P I D A P  l 

D= Reported numbers by District managers for all d~stnct health facllltles (# 1) 
A= Ass~gned numbers as sums of visited health facll~tles as reported by facll~ty managers (# 2) 
P= Present on day of v ~ t  as sums of reported numbers at all health facrl~t~es vls~ted (# 2) 
I= Number of health providers rntewrewed (# 3) 

1 3  

0 1  1 

0 0 0 0 2 0 1 7  

0 0 0 0 5 5 3  

19 19 17 16 

0 0 0 0 0 0 0  

0 0 0 0 5 1 1  

1 0 15 14 0 

0 0 0 

6 6 5 0 4 6 4  

0 0 0 0 0 0 0  

1 1 1 5 1 8 1 3  3 

I 1 0 1 4 7  3 

7 4 

0 

52 36 28 22 

0 

0 

29 35 27 0 

0 1 7  3 2 0 

3 

0 

unlverslty med~cal degrees (98 1 %) I Speclallzat~on I 

The hghest percentage of total absenteelsm was in Daraw Distnct (3 1 1%) followed by Luxor 
(20%) The rest are m the range of 13 
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The surveyed health providers 
average age and education as shown 
m Table B2 lndlcate that nurses have 
the lowest average age (27 2 years) 
w th  the hghest standard devlatlon as 
their ages range from 17 to 6 1 years 
General Practitioners on average 
have slightly a lower average age 
than Pediatricians and Ob/Gyn 
specialists and residents (33 4 34 9 
36 1 years on average respectively) 
More than half of the nurses have 
nurslng drplomas (53 2%) or h~gher 
(1  4%) Almost all GPs have only 

Table B2 Average Age and Percentage Dzstribut~on o f  Health 
Providers bv Educational Attatnment bv Catepory of 
Professton 

Ob Gyn P e d ~ a t r ~ c ~ a  GPS Nurses 
N 18 n 115 141 

13 

YO YO % YO 

AGE 
Mean Age (In Years) 
standard Devratron 

36 1 3 4 9  3 3 4  27 2 
7 5 4 1 6 3 9 9 

% , secondary 2 I 
% Secondag Nursmg 32 6 

Dlploma 10 6 
% Nurs~ng D~ploma 53 2 
% Unrversrty 44 4 23 1 98 I 1 4  
% DrpIorna/MA of 55 6 76 9 1 7  0 0 



ObIGyns and Pediatricians who do not have specialized diplomas or MA degrees are residents I 
Only one pediabx specialist worlung m a MCH Center in Edfu reported that she has a uversity 
medical degree only 

Table B3 Emulovment Emenences o f  Health Provrders bv Cate~orv o f  Professron 

Ob Gyn Ped~atr~cia  GP Nurses 
18 n 115 141 

Yo Yo Yo Yo 

EMPLOYMENT EXPERIENCE 
Average Duration of Employment At Facility 48 9 60 2 28 0 65 0 
(months) 70 9 47 5 40 2 91 0 
Standard Dev~at~on 

Addmonal Time to Stay 
% For Ever 44 4 53 8 12 2 62 4 
%Not Dec~ded 5 6 15 4 7 8 11 3 
% Would Lihe to Leave lmmediatelv 5 6 7 7 5 2 7 1 
% Gave Period of Time 44 4 23 1 74 8 19 1 
Mean Average Additional Time Given * 10 1 9 0 11 6 20 4 
(months) 
Standard Deviation 16 0 13 0 15 5 31 3 

Duration of Stav in Previous Position 
% < One Year 16 7 23 1 36 5 12 1 
% 1 - < 2  years 27 8 30 7 27 0 9 9 
% 2  <4years 16 7 23 1 14 8 14 2 
% 4  <6years 27 8 23 1 4 3 7 8 
% 6  <8years 5 6 0 0 1 7  5 0 
% 8  + years 5 6 0 0 1 7  4 3 
%No Previous Position 0 0 0 0 13 9 46 8 

PRIVATE PRACTICE 
% Reported no Pr~vate Practice 61 1 30 8 82 6 97 9 
% Practice in Private Clinic 38 9 69 2 4 4 0 0 
% Practice In Pr~vate Hospital 0 0 0 0 0 0 1 4  
% Make Home V ~ t s  0 0 0 0 13 0 0 7 

* For cases that gave time 

As expected turn 
over in staff is 
highest among GPs 
whose average 
dura t ion  o f  
employment at the 
health facility is 
slightly over one 
year (28 months on 
average), two thrds 
of them gave an 
average additional 
time of less than 
one year to stay in 
the same facility 
and more than half 
(53 8%) stayed for 
a duration of less 
than two years m 
their previous 
position (See Table 
B3) 

Nurses on the other 
hand have the least 
turn over with an 
average duration of 
employment in the 
same facility for 

over 5 years (65 months), 62 percent expect to stay at the same facility, and almost one half 
(46 8%) had no previous jobs Pediatricians also have a relatively high average duration of 
employment at the facility (60 2 months), more than one half intends to stay at the same health 
facility (53 9%) Ob/Gyn specialists and residents have an average duration of employment at 
the facility of around four years (48 0 months) and less than one half (44 4%) would like to stay 
in the same place for good, while around 11 percent remained in their previous position for 6 
years or more 

Pnvate practice has been under-reported ObIGyns who reported no pnvate practice were females 
and the pediatricians were residents 



2 INFRASTRUCTURE, EQUIPMENT AND SUPPLIES 

2-1 Facil~ty Infrastructure 

* Maternity and Pedzatrlc Beds 

visited fac~lities as 
shown in Table B4 

Data collected on number of beds, maternal and pediatnc beds differed between the three source 
levels the Health 
Directorate, the 

Edfu Daraw Kom Aswan Nasr Total Luxor 
Ombo Aswan 

Health District 
Departments and the 
totals estimated from 

Table B4 Total Number o f  Beds Avarlable bv Drstrrcts and Governorate ofAswan and 
Those Asswned for Maternal and Pedratrrc Cases Ar Re~orted BI 
Manapemen1 and Facrlrtres 

Distr~ct and general 
hospitals have 

and 

DIRECTORATE REPORTS 
~~~~l ~~d~ I 384 
Asslgned Maternal 131 
A s s p e d  Ped~atrlclan 48 

pediatnc beds All 
other health facilities 

DISTRICT EPORTS 
Total Beds 
AsslRned Maternal 

that have in-patient 
Service such as 
hos~itals and rural 

pediatric beds 

~ss igned  ~ed~h-lclan 9 4 10 10 14 47 28 

TOTAL OF FACILITY REPORTS 
Total Beds 231 89 149 550 82 1 101 331 

health centers do not 
asslgn maternal and 

- - - -  - - - 

Table B5 Percentape D~strrbution of  Facrlrrre~ wrth Avadable Imfrasrructure I tem bv 
Distr~ ct 

Edfu Daraw Kom Aswan Nasr Luxor 
Ombo 

FACILITIES INFRASTRUCTURE 
No of Workmg Ambulances I 0 0 2  I 7 
% of Fac~l~tles nlth Worklng Tel 5 0 0  5 5 6  421  3 1 6  5 6 3  2 0 8  
% of Facil~ties wlth Regular Water 5 2 8  1000 6 3 2  7 3 7  5 6 3  8 3 3  
'30 of Fac~ l~ t~es  wlth Regular Elect 778  1000 6 3 1  1000 8 7 3  792 

I 

I GENERAL CONDITION OF BUILDINGS 
% In Good Cond~tlon 5s  6 66 7 5 7 9  63 2 68 8 45 8 

Assigned 25 8 20 61 18 132 40 
Asslgned Ped~atrman 25 4 14 32 11 86 26 

As shown in Table B5 
only 1 1 working 
ambulances are available in 
the total area under study 
and 7 of them are in Luxor 
All the governorate of 
Aswan wth a total 
population of over one 
million mhabitants has only 
four worlung ambulances 
one in Edfu, one in Nasr 
and two ambulances in 
Aswan 

Telephone facilities are also inadequate as between one half and four In five of facilities of a 
district do not have access to worklng telephones a crucial facllity for referrals of complicated 
cases There are also health facilities without regular potable water, or regular electricity 
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affecting conditions of sarutation and hygiene as well as operation and mamtenance of some 
eqmpment, supplies and drugs 

* Infrastructure for Maternal Servrces 

The infrastructure 
for maternal sermces 
in a significant 
number of health 
facilities are not 
adequate Table B6 
presents the number 
and percentage of 
facilities that have a 
place available for 
waiting mothers, a 
place that is covered 
with sufficient and 
well maintained 
chairs and/or with a 
nearby toilet in good 
condition The same 
goes for the 
availability of a 
m a t e r n a l  
examination room, 
that allows privacy, 

- - - 

rable B6 Percenta~e Drstrrbutron of  Facrlrtres Accordrm to Avarlabdrh, o f  Maternal 
Sewrce Infrastructure bv Dlstnct 

Edfu Daraw Kom Aswan Nasr Luxor 
Ombo 

MATERNAL SERVICE INFRASTRUCTURE 
Wat~ng Place for Mothers 

% Place Avalable 444 0 0  263 789  813 625 
% Covered 389 0 0  263 789  81 3  500 
% Suffic~entfWell Ma~ntained Cham 250 0 0  263 368 563 375 
% Tollet Near by ~n Good Cond~t~on 139 0 0  105 263 500 375 

Maternal Exam~nat~on Room 
% Place Ava~lable 52 8  22 2  10 5  57 9  87 5  58 3  
% Allowlng Pr~vacy 472 1 1  1 105 579  813 583 
% With Sufficient Light 361 222  105 526 813 500 
% W~th Phys~cian Stool 250 0 0  105 105 563 375 
% W~th Exammatlon Table 528 222  105 579 813 583 

Labor Room w~th Beds 
% Place Available 

Delivery Room 
% Well Equipped Room 222 222  368 211 563 333 
% Sufficient L~ghtlng 25 0 66 7  57 9  21 1 62 5  41 7  
% In Good Cond~t~on 278 5 6  526 158 625 333 

with sufficient light, a physician stool and an examination table Not all delivery rooms are in 
good condition, well equipped and with sufficient lighting 

2-2 Equipment, Drugs and Supphes 

The number if facilities that have items of the 23 important equipment and supplies, the mean 
number and standard deviation, and percentage of total number that is in worhng condition by 
district is available in Appendix I (Table 2/20) Table B7 presents a summary of all facilities 
surveyed A number of facilities for example do not have a working sphygmomanometer, 
stethoscope, scale for children and/or adults which are basic equipment for any health facility 
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Table E7 Items o f  Euurument bv Percentape o f  Facrlrtm that Have Them The Sum o f  Numbers o f  Items That 
Avarlable. Percentage m W o r k m ~  Condrtrons Averape 

Items 

Sphygmomanometer 
Stethoscope 
Scale for Chlldren 
Scale for Adults 
Fetal Stethoscope 
Bo~ler 
Autoclave 
Thermometer 
Mucus Vaccum 
Vaginal Speculum 
Ventouse 
Dellvery Forceps 
Sclssors 
Needlemeedle Holder 
Toothed Arterv Forceps 
Forcepb 
Laryngoscope for Neonates 
CPR Apparatus for Bables 
Tongue Depressor for Bables 
Dressmg for Surglcal Operations 
Baby Towels 
Blankets for Baby 
Partograph 

Facil~tles % from Total no % AverageNo Standard 
havmg Total (123) ava~lable workmg available Dev~at~on 

114 92 7 680 66 18 6 96 10 80 
109 88 6 687 71 47 4 13 9 77 
115 93 4 378 85 45 3 29 3 73 
113 91 9 212 84 91 1 88 1 43 
99 80 5 25 1 91 63 2 53 2 05 

121 98 4 647 70 79 5 35 7 78 
86 69 9 148 76 35 1 72 7 79 

110 89 4 2148 63 87 19 53 26 20 
68 55 3 220 80 45 3 23 5 31 

115 93 4 965 94 40 8 39 10 84 
18 14 6 30 83 33 1 67 1 03 
85 69 1 1 84 95 65 2 16 2 29 

122 99 2 1022 90 12 8 38 1 1  97 
104 84 4 539 92 95 5 18 9 27 
I13 91 9 769 88 43 6 80 13 14 
110 89 4 509 91 16 4 63 8 34 
14 11 3 30 96 67 2 14 2 54 
3 2 4 6 10000 2 00 1 73 

63 51 2 534 99 63 8 76 15 05 
19 15 4 243 88 07 12 79 22 54 
10 8 1 69 97 10 6 90 7 35 
3 2 4 122 10000 40 67 25 32 
0 0 0 0 0 00 --- --- 

The availability of pharmaceutical supplies and drugs essential for mother and neonatal care by 
dismct is presented in Table 3/18 in Appendix I Table B8 presents the total picture of the 123 
surveyed facilities of the six districts 

The table indicates that a number of facilities that provide mother and neonatal care services are 
not adequately equipped by necessary equipment supplies andlor drugs to ensure adequate and 
appropriate care A significant proportion of these equipment and supplies are not In working 
condition indicating a problem with maintenance 

All hospitals in Aswan Governorate and two hospitals in Luxor have only blood bank with no 
sufficient blood supply Health facil~ties meet blood needs mainly through referral of patients 
(87%) and a few facilities rely on patients supply~ng the blood from a blood bank or from 
relatives or fnends Other sources reported by facil~t~es Include use of IV solutions or reliance 
on medical mobile u t s  
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able B8 Pharmaceutrcal Sunohes and Drum 

Variables Facllit~es % from Total No YO Av No Std De\ 
Havrng Total Avarlable Worklng Available 

.eusable Gloves (different sizes) 
hsposal Gloves (different srzes) 
hsposable Synnges/Needles 
V K ~ t s  
:ord T ~ e s  
Llood Transfusion Krts 
'rotemur~a Test Supplres 
ieneral Anesthetic e g Nrtrous 
3xlde 
)~azepam/Valrum Inlections 
Letamme lnlectlons 
.idocaine 2% or Other Local 
Anesthetm 
'ethldine 1n)ections 
h p r c ~ l l i n  lnlectrons 
knpic~llrn Caps 
\mp~c~llin Syrup 
' en~c~ l l~n  ln~ectrons 
~eprofluxacin Caps 
Zeftrexone Ampoules 
3entam1cin Injectlons 
Kanamycln lnlections 
retracyclrne E} e Ointment 
Sllver Nitrate Eve Drops 
Iron Tablets for Anemla 
Hypotenswe Tablets 
Hydralazrne Injectlons 
Magnesium Sulfate lnjectrons 
Tetanus Toxord 
BCG 
Ecbollcs 
Antrseptlcs 
Sallne 
Glucose 
Other Solutions 
Oral Contraceptlves 
Injectable Contraceptlves 
Condoms 
IUCDs 115 935 5 892 1 95 5 1  2 63 5 

* Oprnlon on Crrttcal Shortages rn Equipment Supplles and Drugs 

Facility Managers (123) and health providers (287) were asked about the most important 
suppiies, drugs, andlor eqwpment related to mother and neonatal care that are in shortage Table 
3/19 in Appendix I provide the response of managers and health providers by category and sub- 
category by districts 

Table B9 presents the total picture for all districts One third of health providers (32 7%) reported 
no shortages In supplies and drugs and a half (50 9%) reported no shortages in basic eqwpment 
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necessary for mother and neonatal care Managers of facllit~es however, are more aware of such 
shortages but they have no authority nor resources to meet these shortages 

Table B9 Percentapes of  Manapers of  FaerI~Bes and o f  Health Provrders be 
Reported Shortages In Eaur~menf. Drugs, and S u ~ ~ i r e s  

Shortages Shortages 
Reported By Reported By 

Facil~ty Health 
Managers Prov~ders 
(N = 123) (N = 287) 

Shortage In Supplies 
Reported No  Shortages 19 5 32 7 
Do Not Knou 2 4 5 6 
Reported Shortage In Supplles 1 1  2 1 1  8 
Shortage In Anesthetics 1 6  1 0  
Shortage In Antlb~st~es 52 8 26 5 
Shortage In Iron Tablets 30 1 24 0 
Shonage in Other Drugs 50 4 34 0 
Shortage in Vaccines 35 8 20 9 
Shortage in Intravenous Solution 4 9 4 2 

Shortage In Bas~c Equ~pment 
Reported no Shortages 
Do Not Know 
Reoorted Shortage In Basic Equlpment - . . 
Reported Shortage in Dellvery Equipment 35 2 

* The category types and subtypes of reported shortages In equipment. supplles 
and drugs are mulleple answers so the sum is more than 100% 

On the other hand, Aswan 
Health Dlrectorate and Daraw 
Distnct Health Managers report 
that there are no shortages 
faced D~stricts that 
acknowledge shortages attribute 
the factors underlymg shortages 
to late distribution 
msufficiency of funds, 
shortages occurring at 
distributors level and/or delayed 
ordemg 

Drugs and Supplies are 
distnbuted every 3 months 
(Kom Ombo Distnct reported 
that the distribution is every 2 
months) and it IS the 
responsibility of facilities to 
transport them 

From the point of view of 
facil~ty managers, 38 2 percent 

reported that thelr estimated needs for drugs and supplies are based on quantities actually used 
in the previous penod All others reported that estimates of quanbties are predetermmed (26 0%), 
determmed by Health Department (23 6%) or determined by the Health Dlrectorate (1 0 6%) 

Less than half of facillty managers reported that essent~al drugs (48 8%) and essential suppl~es 
(47 2%) for pregnancy and delivery are delivered on regular basis, all others (5 1 2% and 52 8% 
respectively for drugs and supplles) reported they were not Around one fourth (24 4%) reported 
that they receive the items and quantities of drugs and supplies they request Thus, it seems that 
procurement of adequate supplies and drugs depends an extent on the bargamng power of the 
facility manager 

Facihty managers cope with shortages mainly through requesting the patients to buy the 
necessary drugs andlor supplles (7 5% of total as  shown In Table 2/8 In Appendix I) A few buy 
locally from speclal funds (mostly hospitals) or refer cases to other facilihes Only 11 facllltles 
supply other umts mth drugs and supplles 

Thus In general the flow of drugs and supplies seem to be supply dnven rather than demand 
driven 



Other constraints mentioned by some distnct managers, in addibon to shortages are lack of 
adequate transportahon facilihes, shortages m pharmacists Korn Ombo Distnct expenenced in 
the previous year frequent transfer of the warehouse whch was responsible for delayed 
distributions 

3-1 Receipt and Use of New Reglstratlon Records 

All distncts stated receivmg the new records for registering maternal and neonatal services Also 
all distncts, with the exception of Aswan and Kom Ombo Districts, stated that the new forms had 
been distributed to health facilities in the dlstnct 

Antenatal (first and follow-up visits) and delivery care new records were clmmed to be used by 
the majonty of surveyed facilities ( between 88% to 95% of the facilibes) of each distnct, except 
Edfu Distnct (annexed table 2/6) The proportion of facilities using child care new records were 
also hlgh m those same distncts, but slightly lower in Luxor Distnct (83%) In Edfu Distnct, 23 
facilities (64% of facilities m Edfu) clamed using the new forms for antenatal, while 53 percent 
and 56 percent used the new forms for delivery and for child care respectively This low 
proportion is a result of non avsulability of either new or old forms in a good proportion of Edfu 
facilities (22% for antenatal care, 36% for delivery, and 3 1% for chld care) Few facilities in 
other distncts, with the exception of Daraw, also lack new or old forms (rangmg between zero 
to two facilities) 

Postnatal new records were used by lesser proportions of facilities of all distncts with the 
exception of Daraw Distnct The proportions were low in Aswan (26% of facil~ties), Edfu (3 1 %), 
and Luxor (38%) The proportions were higher in Kom Ombo (63%), Nasr (75%) and Daraw 
(89%) which reported use of new postnatal forms for all records The absence, however, of 
postpartum records (new or old) in a hgh  proportion of facilities of most distncts (Luxor 67% 
Aswan 63%, Edfu 56%, and Nasr 25%), probably imply that no postnatal care takes place m 
those facilities, most likely because of the shortage of female nurses 

The incubator new registration record form was only used in one facility in each of Kom Ombo 
and Luxor d~stncts, whle the old record form is used in one facility in Edfu The few numbers 
of facilities using such record is probably attributed to the availability of incubators in only 
lrmited number of facilities 

In total, about two fifths (41 5%) of mterviewed providers stated that they fill registration forms 
(table 3/17) The proportion was as low as 36 percent of providers in Edfu, and as high as 55 
percent in Nasr Distnct 

Nurses were the sole health providers who stated recording information themselves in Daraw 
Distr~ct and the pnme provider in other districts, where some general practitioners also fill 
forms Only one pedlatncian in each of Edfu and Luxor stated filling the forms The magnitude 
of the type of records claimed to be filled by those providers were, in general, consistent with 



results on use of the forms as clauned by the facility interview, i e generally hgh for antenatal 
delivery and chld care, low for post natal care, and lower m Edfu than m other distncts 

3-2 Reportlug of Informahon 

Non of the ls tnct  managers clauned receivrng the completed MCWMIS report of June 1997 on 
time (by the m e  of the interview, July/August) from ALL facilities (Table 1/13 in the 
Appendix) The calculated proportion, however was generally htgher (77%) for urban health 
centers, MCH centers, and rural health centers/umts but lower for rural hospitals (61 5%) and 
least (3 out of 8) for general/distnct hospitals The situation was better m Korn Ombo Distnct 
and worst in Edfu Distnct 

On average maternal and infant deaths were claimed to be notified regularly to the 
govemorate/dismct by 75 percent of facilities, neonatal deaths by 72 percent, and stillbirths by 
61 percent (Table 216 in Appendix I) The four types of deaths were consistently clamed to be 
reported bv 94 percent of facil~ties m Nasr Distnct, 89 of in Daraw, and 53 percent in Aswan 
Dismcts Edfu facilities expenenced the lowest rates, (1 e 69% for maternal and infant deaths 
and 58% for neonatal deaths) Proportionally, more facllities in Korn Ombo stated notifying 
maternal and neonatal deaths (go%), and infant deaths (84%), compared to Luxor facilities (71% 
for maternal deaths, and 75% for neonatal and infant deaths) In the dlstncts of E d h  Kom 
Ombo and Luxor, stillbirths were consistently the lowest conditions being notified by the 
facilities of the three distncts (42%, 58% and 67% respectively) 

In all distncts, the mam channel for notdication was the regular monthly report (34% of facilitles 
that claim reporting), whde only 20 percent cited the phone as the mean for notification with a 
higher proportion notifymg by phone than the monthly report by Kom Ombo facllities (32% 
versus 16% respectively) A messenger was cited as a mean of notification by a few facilities 
while almost two fifths of facilities stated weekly reporting as the mean for notification 

3-3 Pollcv for Informat~on Rev~ew 

All district managers stated that they have a policy for revlew of information at facility level 
Five of the six distnct managers clamed implementation of h s  policy Only Edfu distnct 
manager pointed out that not ALL facilities in the Distnct comply to the adopted pol~cy, where 
the stated single reason for non-compliance was lack of traimng of staff to do so 

3-4 Use of Collected Information 

All dismct managers stated that the distnct makes use of the information collected and rece~ved 

At the facil~ty level information was clamed to be used for one or more purposes In total, 59 
percent of facilitles clamed its use for the purpose of follow-up of individual cases, 35 percent 
for detection of community health problems 27 percent for service quality assessment, 24 
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percent for semce mprovement, and only 1 1 percent stated use of mformat~on for the purpose 
of assessing accuracy of recorded data The latter purpose was the least frequently mentioned 
purpose by facilities of all distncts, and negates the statement compliance to the pol~cy for 
information review as referred to above Though the overall sequence of frequency was 
maintamed for four distncts, it vaned for Daraw and Aswan Distncts (table 216) In Daraw 
facilitres, service quality assessment had the hghest frequency (stated by 213 of facilities), while 
m Aswan Distnct service improvement the second frequency, rather than the third as with the 
other four distncts 

Overall, about three quarters of interv~ewed health providers clamed using the information 
collected The proportion ranged between 67 5 percent of health providers mterviewed from Edfu 
facilities, and 80 percent in both Aswan and Nasr Distnct health provlders The frequency of 
purposes of information use stated by providers (as a percentage of users of information) were 

* Momtonng performance (69 3%), ranging between 61 5 percent by Edfu providers and 
90 5 percent by Luxor provlders (Table 3/17 in the Appendix), 

* Evaluating performance (35 5%), rangmg between 15 6 percent by Nasr prowders and 
66 7 percent by Daraw providers, 

* Wntmg reports (1 9 8%), rangmg between 3 6 percent by Kom Ombo providers and 50 0 
percent by Nasr providers, 

* Collectmg incentives was cited by only one provider from Luxor, and 
* Ten percent stated other purposes, the vast majonty were from Nasr and Edfu Distncts 

The above listed pattern of order was consistent among all distncts except Nasr Distnct, where 
wnting reports was the purpose reported ulth the highest frequency 

Providers training on maintaining, monitonng, analynng and using collected data is presented 
under Training Need Assessment section 

Directorate and Distnct Managers were asked about techmcal supervisors of different categones 
of health providers in different types of facilities Managers of facilities were also asked who 
provide technical supervision to the different categones of health providers in their facility In 
addition, each mterviewed health provider was asked who was his technical supervisor 
Analyzing responses at the three different levels indicate no system of technical supervislon 
Even at the level of urban hospital nurses the technical supervisors vary by respondents 

In total 26 5 percent of interv~ewed HPs reported that they had no technical supervisor and that 
was at the level of all categones of HPs physicians and nurses 

Answers also vaned as to the frequency at which the supervisor vis~ts the supervised No pattern 
seems to exist merely ad hoc answers This condition may be a result of lack of differentiation 
of administrative versus technical supervision It may also be the result of non-clanty in the 
system for "technical" supervislon 
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5 IEC AND COMMUNITY-BASED ACTIVITIES 

5-1 IEC Matenals 

Data collected on IEC matenals available at Distnct Management Level indicate great 
different& among distncts m quantines and types of matenals, as well as subjects covered (as 
shown in see table B10) Some 
matenals seem to be in excess in 
some distncts (e g posters m Kom 
Ombo), whle unavalable or in great 
shortage m other distncts (e g 
brochures in Daraw and Luxor), 
denotmg real shortage and mai- 
distnbution of the matenals 

It also seems that Aswan Distnct, 
being the located in the capital of the 
Governorate, probably is dependent 
on the Governorate IEC matenals 

No IEC matenals are avalable on the 
subject of " sterilization and delivery" 
Non of the other subjects are covered 
by all types of matenals in any single 
distnct Matenals on the subject of 
"importance of breast feeding (BF)" 
seem to be more avadable than any 
other subject in terms of both types 
(all types except video tapes), and 
probably quantrtles 

Nasr Distnct is the smgle distnct that 
clamed to have all quest~oned types 

Table B10 Number of  IEC Matends Ctted To Be Avarlable at Dtsfncts 
o n [  
Matenals 

IEC Matenal 
'Om Aswan Nasr Luxor Edfu Daraw 

TY pe 
Posters 20 7 251 - 52 2 10 

Brochures - 2 - - 102 505 10 

Fhp Charts 20 - 6 -- 24 150 -- 
Booklets - - - - 21 90 4 

V~deo tapes 3 1 - 3 -  - 
- -- - 

Subject 
At R L S ~  - 8 - - 4 50 2 

Pregnancy 

Antenatal Care - 2 - - 3 - 2 

TT Vaccmation -- 1 20 - -- - 10 

BF tmportance 20 1 200 -- 24 97 -- 
Proper BF 20 - - - 20 100 -- 
Neonatal Care - - 38 - 151 500 10 

Ster~ltzatton & -- -- - - 
Deliven 

Source table 111 6 

of IEC matenals, in one form or another that covers all subjects, wth the exception of the top~cs 
of T T  vaccinahon" and "stenhzation and delivery" The matenals avsulable m Edfu are on only 
the subjects of "importance of breast feeding" (in the form of posters) and "proper breast feeding" 
(flip charts) All the three video tapes in Daraw Distnct are on the subject of "at nsk pregnancy", 
whlle the three at Nasr Distnct are on "at pregnancy nsk", "antenatal care", and "neonatal care", 
and the one at Kom Ombo IS on "neonatal care" 

The facillty survey reveals that only lirmted numbers of facilities have any IEC materials on any 
of the subjects, mcludmg "stenhzatlon and delivery" (Table 2/12 in the Appendix) The subject 
of "Importance of breast feeding" has IEC materials m some facilities of by all distncts in two 
or more IEC m a t e d  types These findmgs indlcate the shortage of IEC matenals both at faclllty 
levels as well as at district management level, so even available matenals would not be 
replenished 



5-2 Health Educahon Aclvlhes 

The Health Duectorate m Aswan and distnct managers were asked about educational activities 
carried out at that level No health education activities have taken place dumg the past three 
months by Aswan Health Directorate, and Edfu and Kom Ombo Distncts Health education 
activities by other dlstncts, including Aswan Distnct, were limted to meetings, either m- or 
out-of-facilities (See Table 111 7 in Appendix) The meetmg in Aswan Distnct addressed Raidat 
Rtfiyat (a cadre of commumty health workers) and covered the subjects of diarrheal 
dehydration1ORS issues The meetmg in Daraw addressed mothers on breast feeding The 
meeting m Nasr Distnct addressed mothers on vaccination In Luxor, in-facility meetings were 
claimed to address mothers, and a meeting out-of-facility addressed community leaders wth  
claimed subjects (for either or both) including breast feeding, antenatal care, vaccination, and 
ORS 

At facility level, the propomon of facility managers that claimed to have implemented health 
education activities d u n g  the past three months vaned between distncts The proportion of 
facilities were as low as 36% in Edfu and as hgh as 78% in Daraw Group meetings was almost 
the sole form of activity in the majonty of facilities An educational meeting was held in one 
facility in each of Aswan and Luxor Distncts, and microphone was used by three facilities in 
Nasr District 

The proportions of interviewed providers who stated involvement in health education activities 
during the past three months also vaned among distncts (Table 3/23 in Appendix) The 
proportions were one quarter in Kom Ombo, about one thud of providers in each of Edfu, Daraw, 
and Aswan distncts, half m Luxor, and 60% m Nasr Distnct Clamed actlvlties were in the form 
of in-facility sessions, meetings, or lectures, addressing mothers as the target audience 

5-3 Home V~s~tmg 

Table Bl1 Rewftr of  Facrlrh and Provrder Suwevs on home VIsrtlnp Actrvrtres Dunnp the 
Past Tlrree Months bv Drstrrct. 1997 

Edfu Daraw Aswan 
Om bo 

No % No % NO '10 No O/O : 

F a c h t ~ e s  Surveved 36 9 19 19 

Nasr Luxor 

No % No % 

F a c ~ l ~ t ~ e s  P rov~d~ng  HVs 
Average No HVlFac~l~ty 

15 Average No of HV Staff 0 4 
Average No HVlStaff 

Prov~ders  Surveyed 77 24 40 50 
Providmg Home Visits 68 882 20 83 ? 35 87 5 46 92 C 
Average No HVlProwder 30 29 28 15 4 

- 

Home visiting is 
required by MCH 
program on several 
occasions, mostly for 
postnatal care The 
facility survey 
revealed that, during 
the 3 months prior to 
the survey, between 
61 percent and 89 
percent of facilities 
surveyed stated 
providing home 
visiting service as 
shown in Table B11 
The quarterly average 
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number of home visits carned out per facihty conductmg home wsits was eligble or too modest 
Aswan and Nasr facilities almost are not domg home msiting, though most llkely do not suffer 
acute shortage of female nurses The hghest average number of home visits (74 2 home visits 
on average m 3 months) per facility m Lwor, translates to around 1 1 msits per workmg day The 
average number of home vls~ts dumg the past three months one staff that provides tlus service 
per m those facilibes mdicates that the level of effort is also so modest or neghgble, pmcularly 
so for Aswan, Daraw and Nasr Districts The Daraw figure substantiates the notion that, most 
probably, the low level of home vislts IS not a function of staff shortage 

On the other hand the majonty of mterviewed providers, tended to clam dolng home visiting 
service, though many of them are not requved to do home visitmg by reasons of disciplme, 
gender, or facility type The average level of effort by provider of those who clam carrying out 
home visits is generally low (not exceedmg 17 8 visits on average m three months) 

5-4 Daya (TBA) Trainmg 

Data on dava program collected fiom both governorate and distnct levels are to some degree 
inconsistent, part~cularly for estrmated data The small discrepancy between sources of data, 1 e 
the sum of Aswan distncts data, and data fiom the Governorate Health Directorate (Table 1/15 
in Appendix) might be attnbutable to attntion or to lack of records, as daya trsumg in Egypt 
was supported by external funds, where books are usually kept centrally Data, however, Indicate 
that traimng was imtiated in Aswan Governorate at an early stage (the year 1982) As trainlng 
is a prerequisite to registration all registered dayas had been tramed Data on refresher traimng 
of registered dayas show that all registered dayas in four of the six distncts have been exposed 
to refresher tramng, though the time fiarne for this question was not specified 

At facility level the reported estimation of the numbers of dayas varled extremely (Table 211 0 
in the Appendix) Only 38 facilities (out of 123 facilibes) gave information on estmated number 
of dayas Two facilities out of the 38 facilities (one in Edfu and one is Nasr distncts) reported 
that there are no reg~stered dayas in the cornrnwty the facility serves The majonty of facilities 
(32 facilities) gave estimated numbers of registered dayas that ranged between one to SIX dayas 
The highest number of dayas given was 42 registered dayas m one facility in Daraw (which 
explsuns the hgh average of 28 5 dayas per facility in Table 2/10) The average number of tramed 
dayas are higher than the average number of registered dayas because in two facilities (one in 
Edfu and one In Kom Ombo) the facility manager reported the number of trsuned dayas and did 
not know the number of registered 
dayas, and two cases in Aswan the , 

number of trained dayas 

managers gave and estimate of 
registered data but did not know the 

I D~str~cts 
Source for Ratlo 

Table Dnvas Ratlo ner 10.000 Pnnulairon hv D~strrcr 

As the population base is different 
the 'I1 In the 
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Calculatlon Edfu Daraw Onbo Aswan Nasr Luxor Total 

Dlstrlct Managers 3 57 4 44 5 87 6 23 NA* 1 33 3 95 
Appendix), compmng dlstr~cts on 
the basis of numbers of dayas 

Facllltv ~ a n a i e r s  3 00 27 18 1 4 6 48 NA* 2 24 4 82 

* Populat~on sue for Nasr D~strlct IS not ava~lable 



(registered or not w e d  yet) mght not be useful The same reservahon applies for the averages 
per facility The surveyed rural facilihes represent around 80% of actual rural facilihes whlch are 
mainly pllfnary health care facilities For comparative purposes of access to tramed dayas, it 
would have been better to calculate the daya-population rabos, not only at the drstrrct level, but 
also per village or hamlet and to put mto consideration, avadability of other s m c e  outlets The 
calculated number of dayas per 10,000 population per distnct (Table B12) reflects, however, a 
relatively better companson The rahos indicate the differentials among distncts, as well as the 
inconsistencies of data by source 

As for health providers, involvement wth  dayas, almost one t h ~ d  of interviewed providers are 
involved in activihes w t h  dayas in their areas The proporhon wdely vanes among distncts, 
rangmg fiom as low as 8 3% m Daraw, to as hgh  as 5 1 8% in Luxor If pedratncians and hospital 
providers are excluded (as noted earlier), the proportions will improve The low proportion in 
Edfu Distnct (29 1%) is surpnsing, in light of the ongoing comrnmty health worker project in 
that Distnct 

The types of support given to dayas by those providers who are involved are displaved in Table 
3/21 In the Appendix Support was stated to be gwen in the form of 

* Management of referred cases (46 7%) 
* Supervision (37 8%) 
* Traimng (28 9%) 
* Provision of supplies (13 3) 
* Collecting information (3 3%) 
* Other (3 3%) 

5-5 NGOs actmlhes 

Non of the distncts nor facilities mentioned knowledge of any NGO active in maternal and 
neonatal health care in their served constructions this reflects district official unawareness of 
NGOs existence or role, and subsequently, it would be expected that they would deny any mutual 
support, unless they become oriented to the potential role of NGOs in that field 

6-1 Previous Exposure to Tra~nmg on Maternal & Neonatal Care 

Data collected from distnct and facility managers on numbers of health providers traned ( d u n g  
the period July 1996 through June 1997) on maternal and neonatal care programs are not 
consistent This finding probably reflects the absence of record keeping, which IS a common 
practice m training courses organized by vertical programs, not involving the governorate 
training officers The health providers interviewed provide more reliable data Table B13 
summarizes findings displayed in annexed Table 3/10 In general, small proportions of 
interviewed providers received training, wth  the exception of pediatncians on neonatal care 
The highest proportion of pediatncians received traung, whle OBIGYN were the least Though 
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nurses were tramed on almost all programs, thelr proporhons are also modest Non of the nurses 
(and OBIGYN) were w e d  m health education slulls, despite thev basic role m client education 

More cntical 1s the relabvely short dura~on of those courses, parhcularly for provrders other than 
general practitioners Th~s  findrng unpl~es that tramng courses are most probably theoretical 
class room-based, rather than pracbcal skdl development sesslons 

6-2 Sub-Topics Covered in Tralning on Maternal & Neonatal Care 

The following 1s the list of sub-topics covered In traimng of each program Non of the trsuning 
programs had covered all subjects/top~cs as ident~fied by a speclalist 

Antenatal 

Delivery 

Neonatal 

Postnatal Care 

Breast Feeding 

* Procedures 
* Ectopic pregnancy 

* Anemia dunng pregnancy 

-- 

* Follow-up procedures * Preterm labor 
* Management of labor 

* Procedures * Asphyxla 
* Inflamrnat~ons * Vaccination 
* PrematuIlty * Hypotherrma 

* Procedures * Hemorrhage 

* Importance of BF * Method of BF 
* Practices mrhbiting BF 

Health Education * Maternal and infant nutrition * Imrnunxzat~on 
* Infant morbidity * Personal hyglene 
* Pregnancy risk factors * Healthy practxes 

H Serwce Mngrnnt * Service quality 
* Evaluation 

* Superv~s~on 
* Health systems research 



Table B13 Percentape Drsinbutron o f  Provrders Tramed Last Year bv Provrder Catepon. Propram and Averape 
Duratron (In DwsI 

Prowder Category 

ObIGyns Ped~at-r~c~ans GPs Nurses 
Program 18 13 115 141 

% Dur I % Dur I % Dur I % Dur 

Antenatal 5 6 30 
Del~verj 
Posmatal 
Neonatal 5 6 2 692  4 4  
Breastfeedmg 3 0 8  3 5  
Health Educat~on 23 1 6 

I Health Serv~ce Mngmnt 5 6 3 " 6 

1 * Durat~on of m m m g  IS average In days 

6-3 Training on Use of Protocols and Lwe Savlng Siulls 

Only two providers (one from each of Aswan and Luxor Districts reported having been exposed 
to training of trainers (TOT) in the areas of use of maternal and neonatal protocols, and one 
provlder (from Nasr Distrrct) reported receiving trairung on that area as a service provrder Only 
two prov~ders (from Edfu), reported being trained as tramers on life saving slulls 

6-4 Trarnmg on mamtalning, analyzmg and uslng data 

In total 37 facilities (30%) clamed having trained personnel on use of data The differences 
among districts are apparent, In terms of 

I Table 14 Proporlron o f  Facrlrtrer wrth Trarnerl Personnel on infnrmarrnn Use. B I ~  Anvan 
and Luxor Drvtrrcts I 

Kom Edfu Daraw Ombo Asgan Nasr Luxor Var~ables 36 
19 16 24 Total I 

No % No % No % No % No % No % No O h  

racll'tles w'th 6 16 7 6 66 7 2 10 5 10 52 6 1 6 3 12 50 0 37 30 1 7 ra~ned Personnel 

I Number Tramed I4 14 6 22 1 22 
79 I 

(I) The proportion of 
facilitres with trarned 
personnel varied 
widely among districts 
from as low as 6% in 
Nasr District, to as 
hrgh as 67% in Daraw 
D~stnct (Table B 14 and 
Table 216 In the 
Appendrx) This 
findrng l m p l ~ e s  
unequal chances for 
such type of trarning 

(11) The average numbers of trained personnel in those facilities rmply selectlvlty of 
faclllties (whlch might be legltlmate) or mal-distribution of the trarned personnel 
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(111) More than half (55 7%) of traned personnel are nurses, 26 6 percent general 
pracutroners, 5 1 percent stat~sbcs techclans, and 12 7 percent are statistics clerks 
However, proportionally more nurses were tramed in Edfu, Kom Ombo and Aswan 
Districts Five general pracQtroners were tramed in each of Daraw and Aswan (out of 
14 and 22 tramed personnel respectively), 8 In Luxor (out of 22) but no one in Kom 
Ombo Luxor seems to be more lucky to have tramed 8 (out of 22 total traned 
personnel) statistics techcrans/clerks, more than the other distncts of Aswan 
Governorate in absolute and proporhonal terms 

Results of interviewed health providers (not mcludmg servlce managers or stat~stics techclans/ 
clerks) reveal that more personnel were tramed Fifty prowders (1 7 4%) were trarned as tramers 
on monitonng data quality, 42 providers (14 6%) were tramed on mamtammg, analyvng and 
using data 

6-5 Available Physical and Human Resources for Trainmg 

In response to available physical facility for t r m n g  on maternal and neonatal care two distr~cts 
Edfu and Aswan, have no such facilities Two distncts (Daraw and Luxor) use an urban health 
center for traimng Kom Ombo uses an MCH center, and Nasr uses the distr~ct hospital 

As far as human resources for tramng, the situation is summanzed as follows 

* Edfil - 1 trainer who is the Deputy Director of the D~stnct Health Department, 
who is fam~liar wth  the program 

* Daraw - Two tramers who are the Distnct Headman Director and the Distnct 
Nurse Supervisor 

* Nasr - Six trainers, from the Distnct Health Department and the Governorate 
Health Directorate Areas of interest were not mentioned 

* Kom Ombo - Has no trainers and is dependent on trainers from Caro, implying that 
traning is orgamzed by Cairo seated vemcal projects 

* Luxor - The most lucky district, has 8 tramers (htles were not mentioned) but all 
of them had TOT expenence, most probably in other programmatic areas 

6-6 Perceived Tramng Problems 

The problems facing traimng as perceived by the district level responsible were 

* Edfil - Un-avalable trairvng center and teachmg 
* Daraw - Lack of tramee incentwes and interest 
* Kom Ombo - Inadequate number of rural GPs, to allow them to take trming leaves, 

wthout leopardivng the work 
* Aswan - Un-involvement of District Health Department in tra~mng activities 

- Short time announcement to allow for proper nominations 
- No feedback to the district on training activities 
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- Local t r m g  encourages unsvstematic attendance It was not spelled out 
of whom, but probablv both trainees and trainers 

* Nasr - Lack of teachng a d s  and facilities 
* Luxor - No traning budget 

6-7 Follow-up of Trainees Performance 

All distnct managers answered pos~tively to the quesuon on presence of a monitoring svstem to 
measure post-traug performance of personnel Non of the respondents, however explamed the 
system they just gave bnef statement on who or the means of assessing the personnel 
performance Responses are 

* Edfu - The Deputy Director (who was the respondent) in his capacit? as the 
tramer 

* Daraw - A non-explained system 
* Kom Ombo - By director of the Distnct Health Departments and head of training in the 

Health Drrectorate 
* Aswan - A non-explained system 
* Nasr - Through penodic supervision assessment reports and review of service 

statistics 
* Luxor - Through supervision 

6-8 Management of Selected Complications 

Interviewed providers were asked what to do (treat assist or refer) some selected complications 
~f they face any Results As shown in Table Bl 5 indicate that 

* ObIGyn generally treat those 
cases more than assist or 
refer ObIGyn resident assist 
seniors or refer cases 
supposed to be managed by 
senior specialrsts such as 
anteparturn hemorrhage or 
abnormal presentation 

* The expected pattern among 
general practrtioners 1s 
referral of most of 
complicated Contrary to this 
assumption, a significant 
proportion treat cond~tions 

Table 15  provider^' M a n a ~ e w n t  o f  Selected Conrnlrcatron 

ObIGyns GPs Nurses 

Compl~cat~ons (18) (1 1 3  (141) 

such as puerperal sepsis or 
complications of ~ncomplete abortion, yet this does not imply that they are skilled enough 

Trt Asst Ref Trt Asst Ref Trt Asst Ref 
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PPHemorrhage 7 2 2 1 1 1 1 6 7  

AP Hemorrhagt 61 1 1 1  1 27 8 
Pre-eclamps~a/ 6 1 1 2 2 2 1 6 7  
Eclampsia 

Abnormal 556  2 2 2  2 2 2  
Presentation 

PurpeuralSepsts 5 5 6  
Compl~cattonsol 7 2 2  1 1 1  167 
Abort~on 
T~ed Umb~l~cal Cord 88 9 I l l  

7 9 3 6 8 5 5 3  

2 6 6 1 91 2 
5 3 1 1 4 8 3 3  

9 6  158 7 4 6  

4 4 4 4 2 1  1 7 5 4 0 4  

184 1 2 3 6 9 3  

6 5 8  6 1  281 

1 6 1 6 4 8 2 0  

14 1 85 9 
1 6  7 0 9 1 4  

2 3  7 8  8 9 8  

2 3 1 3 3 8 4 4  
4 7  1 2 5 8 2 8  

133 6 3  805  



to perform them On the other hand, a relatively slgmficant proporbon of them (28%) refer 
cases of tied umbil~cal cord, a conltion that was not perceived by most of the GPs 
interviewed as an emergency condition 

* Surpnsmgly, the majonty of nurses reported refemng all con&bons, relatwely few of them 
assist, and a few reported treatmg complicated cases wth the exception of antepartum 
hemorrhage to treat 

* In conclusion, it seems that there are certam deficiencies that need to be addressed m terns 
of responsibilities and shlls 

6-9 Referral of Antenatal Complicated Cases 

Providers were asked if they refer antenatal (AN) cases to a hlgher level Results indicate that 10 
of the 16 mterwewed Ob/Gyn (56%), 98 percent of GPs, and 72 percent of nurses stated tat they 

TableB16 Percentape D1srnbutlon o f  Health 
Provrders bv AN Cases Reoorted to be 
Referred bv Them 1 

OblGyn GPs Nurses 
Cond~tions - 

Age < 18 yrs 9 7 3 9 
Age > 35 yrs 14 2 13 7 
Height < 145 cms 10 0 7 1 2 0 
Diabetic mother 1 0 0  3 8 9  2 9 4  
Anemla 3 0 0  2 0 4  16 7 
Heart Failure 1 0 0  283  18 6 
Pre eclampsia 3 0 0  8 0 5  7 2 5  
Fetal Death 1 0 0  21 2 10 8 
Abnormal Presentation 30 0 41 6 27 5 
Twin Pregnancy 1 0 0  11 5 3 9 
Prev Difficult 2 0 0  301 25 5 
labor/CS 
AN Hemorrhage 300  460  3 2 4  
Other Condit~ons 

Repeated Abortion 3 5 2 9 
Eclampsia 20 0 9 7 6 9 
Chest Diseases 2 7 
Renal Diseases 10 0 0 9 
Hectic Diseases 0 9 

refer AN cases When asked to mention what 
cases, responses (See Table B16) indicated the 
followmg references 

* Non of ObfGyn mentions referral of young 
or old age pregnant women, whle only one 
stated height 445cm Some condmons that 
are assumed to be cared of by specialists 
such as anerma dunng pregnancy or pre- 
eclampsia, were menooned by three of the 
10 ObfGyn 

* Agamst all expectabons, pre-eclampsia was 
the most commonly condition mentioned to 
be referred by GPs (80%),m whle a lesser 
proportion mentioned referral of more 
serious condition, such as antepartum 
hemorrhage (46%), abnormal presentation 
(42%), heart falure (28%), or fetal death 
(21%) The same pattern is also observed for 
nurses even to at a lower rate 

In conclusion, results also Indicate that areas of 
t r m g  deficiency are not only hmited to cl~nlcal 

practices but extends to deficient knowledge of nsk factors as anthropometnc measures, age, or 
maternal related morbid~ty cond~tions 



7-1 Services and Assigned Time 

According to Health policies of Aswan Directorate and Luxor all health facihbes provlde 
antenatal, postpartum and mfant care dunng worlung hours of the facility, six days a week (8 00 
am to 2 00 pm) Hospitals though do not provide postpartum care 

The exception to tlus poky  was in Nasr and Edfu hospitals where distnct managers reported that 
antenatal care was d u n g  worlung hours but for 2 and 3 days a week respectwely Also in Luxor 
hospitals antenatal and infant care were provided six days a week but only from 8 30 to 1 1 00 

From facility managers' reports, not all facilities provide antenatal care six days a week with a 
high number m Luxor (2 7 days a week, the average for all 24 facilities) Post-parturn and infant 
care is provided by 1 15 and 120 facilities respectwely out of 123 SIX days a week except in a few 
facilities m Edfu and Daraw Sonar services are provided by 8 facilities m Aswan Governorate 
and by non in Luxor and Hemoglobin analysis is provided bv only 28 facilities in Aswan 
Governorate and ten facilities in Luxor 

7-2 Services by Health Providers 

As shown in Table B17, all 
ObJGyns, residents, GPs (with the 
exception of one Ob/Gyn resident) 
and almost 90 percent of nurses 
participate in antenatal care 
Around two out of five (40 4%) of 
nurses to not take part in deliveries 
nor post partum care Other than 
ObJGvn specialists, a few 
participate in ultrasound services 

8 REFERRALS POL~CY AND 

STANDARDS 

According to Aswan Health 

rable B17 Percenta~e Drstrrbutron o f  Drfferent Categorres o f  
Health Prov~ders Who Do Not Parircroate bv Tvne of 
Servrce 

ObGyns Pedrat GPs Nurses 
& rtclans 

N Resrdents 1 1 115 141 
18 

% Do Not Partwpate In  
Antenatal Care 5 6 0 0  106 
Dellver~es 0 0 - 7 8  404 
Post Partum Care 11 1 - 8 7  404 
Neonatal Care 667 0 0  5 2  234 
Infant Care 833 0 0  17  255 
Ultrasound 55 6  92 3 96 5 96 5 
Analvs~s Tests 94 4 6 2 6  759 

% Do Not Participate In 
Mothers I Neonate Emergency 222 61 5  122 596 
Care at N~phts on Holidays 

% Do Not Recewe Mothers on 61 1 - 270 177 
Arrwal 

~irectorate the referral policy is that the referral center should immediately attend to referred 
cases and that ~f feasible, referral centers should be notified by phone before receiving the 
referred cases 

As for dlstrict managers, the policy of notifying by phone referral centers upon referral of a case 
is not reinforced due to shortages in telephone facilities Only in Aswan District the manager 
mentioned that was only "recommended" 
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8-1 Referrals at Facliity Level 

General hospitals (2 cases) do not refer Four Distnct hospitals (out of 6) refer cases to general 
hosp~tals that are 3, 12 26 and 30 km away 

Three MCH centers refer cases to general hospitals and 6 refer to district hospitals and the 
distances range from less than one km to 7 kms Urban Health Centers (4) refer to general 
hosp~tals (2) and to distnct hospitals (2) for distances that range between 1 and 30 kms Rural 
Hospitals refer to general hospitals (3) distnct hospitals (7) or to distnct hospitals outside distnct 
(3) The distances travelled rangers from 5 to 22 kms Rural health centers refer cases to distnct 
hospitals w~th  the exception of one center that refers to a distnct hospital in a different distnct 
for distances that range from 3 to 30 kms Rural Units refer m m l y  to distnct hospitals (74 4%) 
and some refer to general hospitals (1 1%) or to d~stnct hospital in another distnct ( 1  4 6%) for 
distances that range between 2-60 kms 

Around one half of the Health fac~lities (48 7%) stated cntical cases that are referred take 5 
mlnutes or less to reach the referral center In less than one third of facilities (3 1 7) the referral 
center IS 20 to 30 minutes away and a few facilities (8 1%) are 35 to 45 rmnutes away Yet 10 
fac~l~t~es  (12 3% manly rural umts and one rural hospital) are an hour or three hours away from 
the referral facility 

Only 12 facillties (and distnct hospitals are not one of them nor are Urban Health centers) inform 
the referral centers by phone upon refernng the cntical case and 8 facilities reported that they do 
that sometimes Eighty percent of the fac~lities do not practice such a routine 

In the majonty of cases (61 8%) cntical cases are referred w t h  no escorts, and in less than one 
quarter of the facillties (22%) a physician escorts the case, or a nurse (9 8%) 

Onlv 49 6 percent of facilities follow up on referred cases Distnct and rural hosp~tals are the 
least that follow up (3 out of 17 hospitals) Urban Health Centers have the highest proportion (3 
out f 4) 

Follow up IS basically carned out on informal bas~s Fac~lities that do not follow up on referred 
cases do so manly because it is not called for or because it is difficult to follow up 

8-2 Referrals of Health Providers 

Of the 159 HPs that reported refemng complicated cases, only 13 1 percent sald that they report 
the referral by telephone to the referral center with almost equal proportion among 
Obgynlres~dents, pediatricians, GPs and Nurses Around one in ten (1 0 9) escort the case to the 
referral center On the other hand, 61 2 percent reported that they follow up on the referred case, 
malnly informally The m m  reason glven for not followmg up on referred cases are the 
difficulty to follow up, and that follow up is not requested 
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CHAPTER 111 

QUALITY OF SER VICES 



CHAPTER 111 
QUALITY OF SERVICES 

731s Chapter analyzes the quality of antenatal, natal, postnatal and neonatal care form a vanety 
of sources Client exlt Interviews provide recall data on what actually took place when antenatal 
and post parturn mothers received the service from health facilibes covered in the survey 
Through actual observation and registrabon of actwties as they occur provide data on antenatal 
services, natal and postnatal services 

I - ANTENATAL CARE FROM THE CLIENT PERSPECTIW 

Exit mterviewing of antenatal care clients at health facilities was d~fficult due to rmty of the 
situation Thus of the 165 cases mterviewed, 1 16 cases (70 3%) were mterviewed at their homes 
as clients who had received the service at the facility wthm the previous 4 weeks at maximum 

Over two h r d s  of clients sad they vlsited the health facility for the TT injections (65 5%) and 
another 5 5 percent gave TT injecbon as a second reason for visitmg the health facility Only 13 3 
percent mentioned penodic antenatal care check up as a reason for the visit Around one fourth 
(22 4%) had physical sulments, and 6 percent wanted to confirm pregnancy 

Over one quarter of the mterviewed clients &d not know the distance they have travelled Those 
who knew, the distance averaged between 0 9 kms in Luxor to 3 6 krns m Edfu (wth a standard 
deviabon of 1 0 and 6 3 respectively) Those who could tell how long it took them to get to the 
health facility gave an estlrnated average that ranged from 12 4 m u t e s  on average m Nasr to 27 
mlnutes on average in Aswan Distnct Yet the majorlty went to the health facility on foot 
(78 2%), some used a taxi (1 8 8%), and a few used a boat, a pnvate car or other transportation 
facility 

Around one half of clients (46 1%) went to the facility alone, over one thud (39 4%) went wlth 
a fnend or relative, and less than one m ten went with the husband (8 5%) Hence the majonty 
had easy access to the health facility to receive prenatal care 

The watmg tlme to be recelved ranged from 5 minutes to 2 to 3 hours wth  an average time that 
ranged between 17 2 minutes (in Nasr) to 42 9 minutes (Daraw) 

The majorlty of cllents (61 2%) were first met by a nurse Some were met by a clerk (1 8 2%) or 
an orderly (1  3 3%) A few were met by a porter or other lower staff Yet almost all reported that 
the person who received them made them feel welcomed (98 8%) and was helpful (98 8%) The 



watmg place was reported to be comfortable by the majonty (86 7%) or somewhat comfortable 
(7 3%) 

3 MEETING WITH NURSE 

With the exception of 27 cases (1 6 4%), all others met a nurse m the visit and the tlme it took to 
meet the nurse was negligible as it averaged 3 m u t e s  whch was considered reasonable time for 
all clients w t h  the exception of 3 clients in Edfu 

As there is no protocol for the nurse in terms of her services to the antenatal care cllent what 
nurses dld and did not do vaned Nurses were reported to have weighed the clients in 39 4 
percent of the cases, measured height m 29 1 percent of the cases took a m n e  sample in 29 7 
percent of cases, and took a blood sample in 17,6 percent of cases 

Only 28 5 percent of clients reported that the nurse explaned to them what is being done and 
why 

4 MEETING WITH THE PHYSICIAN 

Slightly over one half of the clients (56 4%) met wth  a physician on thls visit They had to wat,  
on the average, 22 minutes to be received by the physician yet only 14 percent considered the 
waiting time long, all others considered the wating time as reasonable 

All clients exported that the physician was nice and fhendly Almost all reported that the 
physician inquired about the duration of the pregnancy (92 5%) The physician enqulred about 
the previous experiences in pregnancy and delivery m 86 7 percent of the cases, but asked about 
the previous experience in breast-feeding in only 38 7 percent of the cases 

The physician carned out the examination privately on 87 1 percent of the cases Of the 12 
clients that were examined before others, only 5 stated that this lack of pnvacy bothers them 

The physicians examined the heart wth  a stethoscope m 67 7 percent of the 93 cases that met 
wth a physician, 77 4 percent measured the blood pressure, 73 1 percent exarnmed the abdomen, 
59 1 percent exammed the breasts but only 15 4 percent examined the client gynecological Five 
cases reported examination by an ultrasound 

In only 28 5 percent of the cases did the cllents report that the physmans explamed to them what 
they were doing and why 

Clients who reported that they were counselled and advised on important issues related to 
pregnancy care in most cases did not exceed one quarter of respondents &sky slgns of 
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pregnancy or delivery were explamed to 23 6 percent of the clients How to act when such signs 
occur was explamed to 22 4 percent of the clients Proper nutnbon was explamed to 29 7 percent 
of clients, personal hygene to 19 4 percent, how to exercise to 17 6 percent, and breast hygiene 
was explamed to 23 6 percent of the clients 

Place of delivery was dmussed on 8 2 percent of the cases Yet over one half (53 3%) reported 
that they were told the tune for the next vlslt 

It is important to note that only 58 8 percent of clients had the accessibility pregnancy card 
(either ulth them or at home), whde 41 2 percent received no cards 

6 PREVIOUS VISITS FOR THE SAME PREGNANCY 

Of the 165 interviewed cases, 77 had visited the facility before for the same pregnancy (46 7%) 
They have visited the facility for an average of 2 7 tunes (standard deviation 1 13) 

In these previous visits, 27 3 percent had height measured, 42 9 percent had their weight 
measured 40 3 percent had unne analysis, 22 percent had blood analysis, 44 percent had their 
breast exarmned, 58 4 percent had measured blood pressure, 18 2 percent had gemtal 
examination, 62 3 percent were given TT injectrons, and only 2 cases were examined by 
ultrasound 

In terms of counsellmg, 29 9 percent reported that in the previous visits health providers 
explamed pregnancy nsk factors and what to do when they occur, 40 2 percent were counselled 
on nutrition and personal hygiene d m g  pregnancy and 27 3 percent were prescnbed iron pills 
Less than one tlurd (3 1 2%) had a chance to ask questions of concern and all were satisfied with 
answers recelved 

A time was set for the following visits in 40 2 percent of the cases (77 cases) 

The majonty of clients (87 9%) declared satrsfactlon with the services received dunng the 
surveyed viat Reasons given for thls satisfactron in a descending order of frequency mentioned 
were friendliness of health providers (mentioned by 52 4 % of those satisfied), prescnbed 
medications (42%), became more assured and less anxious (26 9%), did not have to wait long 
(12 4%), were given appropnate instructions (1 1%) andlor the place for walting was 
comfortable (2 7%) 

The 20 cllents that were not satisfied gave reasons such as unfriendly reception (2 cases) not 
suffic~ently assured (3 cases), long waitmg time (2 cases) not examined as expected (1  4 cases), 
not given medications as expected (3 cases) and/or other reasons (4 cases) 
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Not all who declared sahsfachon wth  the vlsit felt that the semce received was adequate as only 
two t h d s  (66 1%) stated that they expected nothmg else to be prowded or done d u g  the vlsit 
Others expected or wanted better exarmnafion (26 cases), more tests (22 cases), more prescnbed 
medications (1 0 cases), sonar checkup (9 cases), more information or instructions (10 cases) 
andlor to be prescnbed lron or vitamlns (3 cases) 

Whle only 84 8 percent stated that they intend to come back to the facility for services, 90 9 
percent stated that they w l l  recommend the facility to others 

On the other hand less than two thuds (64 8%) v~sited another health facility for the same 
pregnancy, mainly a pnvate physic~an The reasons given for seehng the service in another 
faclllty In a descending order were treatment of ailments (41 1% of those who vlsited other 
facil~tles reassurance on their health and well bemg (26 2%), to assure there pregnancy (1 5 9%) 
or for regular antenatal care (14%) 

Observation of antenatal care covered 48 cases from MCH centers (27 cases), distrrct hospitals 
(1 8 cases) and from a general hospital (3 cases) The check-up was camed out by the department 
head of Obstetnc department (3 cases), an Ob/Gyn specialist (1 case), semor resident (2 cases), 
resident (20 cases), or the physician on duty (18) A pediatrician camed out the antenatal 
examination m 4 cases Nurses ass~sted in 71 percent of the cases 

Whlle all HP welcomed the chent, only 71 percent reassured them The HP clearly explaned the 
procedures to be followed in 8 cases only (16 7%) Personal data were asked in all cases and the 
majority (85 4%) recorded the data 

When the phvsical examination was camed out in only 4 of the cases the HP explaned what was 
going to follow in one case the HP washed hands wth  soap and water, and out of 1 1 cases that 
had vaginal examination, in one case only the HP used clean gloves 

At the beginnmg of the physlcal examination the majonty measured height (87 5%), weight 
(85 4%) and blood pressure (97 9%) 

With the exception of how to manage anemia, adequate nutntion, nausea and vomiting (1st 
tnmester) and unnary symptoms (3rd tnmester) which between around one thlrd or one fourth 
of HPs counselled clients, all other aspects were explained by fewer members of HPs 

In general, out of the 48 observed cases the observers commented that in 21 cases the HP was 
competent in providing antenatal case, yet in 34 cases the observers noted that the HP needed 
support to strengthen skills 
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Twenty five cases of delivery were observed 12 cases at general hospitals and 13 cases at distnct 
hospitals The mam actors were OblGyn m 8 cases, assistant specialists m one case and residents 
in 18 cases Nurses assisted m 13 cases Thus young staff tend to do the job 

Pnor to starting the physical exammation, only 2 HPs explamed what they were going to do, 2 
HPs asked the client to pass m e  to empty bladder, and 7 out of 25 washed thelr hands wth  soap 
and water 

The HPs faded to measure height m 92 percent of the cases, weight m 60 percent of the cases, 
respiration in 16 percent of the cases and heart rate in 24 percent of the cases 

In general, most of them did not explam to clients what they w11 be doing nor explam findings 
Also recording of information was not always done 

During vaginal exammation, 60 percent made sure the area was disinfected, 20 percent used 
stenle surg~cal gloves and only 4 cases (1 6%) of HPs scrubbed thelr hands m antiseptic solution 

At the end of the observation, the observers rated 18 out of the 25 HPs as mcompetent m 
prov~ding intra-parturn care and 22 HPs as needing support to strengthen slulls 

4 POST PARTUM CARE FROM CLIENT PERSPECTIVE 

4-1 Descr~ption of the Sample 

Post partum clients were chents that presumably received a postpartum vmt fiom pmary health 
faclllty (66 cases constituting 78 6% of those interviewed) Others were semce exlt cllents (2 
cases) or hospital patients that stayed in the hospital for few days after dellvery (1 6 cases, 1 e 
19% of sample) The average age of the total sample (84 cases) was 25 9 years (6 05 standard 
deviat~on) 

Over half of the delwenes took place at home (52 4%), one thud (33 3%) were in general or 
d~stnct hospitals, and 12 cases (14 3%) took place either 1x1 another MOH facility, or at a pnvate 
clinic/hospital(4 cases) 

Fwe cases had twins and two cases had stillbirths The average age of the new born on the day 
of interview was 13 4 days (standard deviation of 10 43) 

Over two thirds were ass~sted m their delivery by e~ther an Ob/Gyn (38 1%) or a General 
Practitioner (35 7%), and 17 9 percent were assisted by a nurse Only 7 cases (8 3%) reported 
assistance in delivery by a traditional birth attendant Daya 



The majonty expenenced a normal delivery (70 2%) but 25 cases (29 8%) had a complicated 
one A Cesman secbon was done in 12 cases (14 3% of total sample), seven cases had 
prolonged labor, another seven had vaginal incislon and seven cases expenenced post-partum 
hemorrhage 

One fifth of the cases (20 2%) previously experienced a complicated delivery, 36 9 percent had 
expenenced at least one abortion (1 6 7% expenenced 3 abortions), 17 9 percent had expenenced 
at least one st111 birth (three cases, 3 6% had more than three still births ) 

Of the 66 post-parturn cases rnterviewed at home only 38 cases were actually visited for post- 
partum care (57 6% of the home mterviewed) Twelve cases (1 8 2%) would have liked to be 
visited by a health provider from the facility to be assured of her health and the health of the 
neonate Sixteen cases (24 2%) were glad they were not visited because they felt the visit would 
not have been useful nor needed 

Only one of the mothers who were not visited reported that the physician had asked her to come 
to the health facility mth her neonate after 7 days for check-up Two others went for post-parturn 
check-up Seven cases (10 65) reported that thev intend to go for a check-up 

Those who received a postpartum home visit the visit was made by a nurse in 80 percent of the 
tlmes or by a physician (20%) The visits ranged between 1 to 17 days after birth w t h  the mode 
(5 1 4%) reported that the visit was on the second day after the delivery day 

The two exit post parturn clients were at the facilrty for the first visit One suffered from ailments 
and one was coming for family planmng They both met the physic~an 

The sixteen cases that were interviewed at the hosp~tal after few days of dellvery had been at the 
hosprtai for an average duration that ranged for 1 5 days to 16 5 days by distr~ct They all came 
to the hospital for delivery One suffered from post-partum hemorrhage, 13 cases had "an 
operation" and two cases had other reasons 

They were all checked mainly by a physrcian (14 out of 16 cases) between the same day of the 
interview and two days before 

4-2 Post-Partum Care 

Of the 59 cases who were seen at post partum by a phys~cian or a nurse e~ther at home, at the 
outpatient clinic, or while still at the hosp~tal after dellvery 

* 62 7% were asked about bleeding 
* 50 8% were asked about vag~nal discharge 
* 6 1 0% were asked about constipation 
* 72 9% had their fever checked 
* 27 5% had their blood pressure checked 
* 52 5% had their abdomen checked 



* 45 8% had their breasts checked 
* 33 9% had their gemtalia checked 
* 57 6% had thelr neonate checked 

4-3 Post-Partum Counsellmg 

Of all the postpartum cl~ents 
* 59 3% were counselled on appropnate nutnhon 
* 15 3% were counselled on exercise 
* 50 8% were counselled on personal hyg~ene 
* 47 5% were counselled on care for the baby 
* 47 5% were counselled on mfant imrnun~zation 
* 37 9% were counselled on f m l y  planrung 

Over one thrd (35 6%) had a chance to ask about Issues that concerned them and the answers 
they received were cons~dered very useful Less than half (47 5%) had no concerns, but 10 clients 
(1 6 9%) d ~ d  not have a chance to discuss then concerns On average the check up bme took 24 2 
minutes (standard deviat~on 16 0) 

4-4 Satisfaction with Servlces 

The majonty of the clients (94 9%) stated that the health prov~der was nlce and hendly and that 
they were satisfied mth the vlsit because they were well received (45 8% of clients), they were 
assured of bemg well (45 8%), they were counselled and glven advice (39 O%), and/or they were 
glven mehca~on  (25 4%) 

Only three clients were not satisfied because the health providers d ~ d  not treat them well, they 
did not receive what they came for, or that they were not checked properly as expected 

4-5 Cost of Servlce 

The post-parturn visit costs three fourths of the client nothlng (74 6%) Only 15 cases ~ncurred 
costs that averaged LE 16 7 (standard deviation 15 1) Th~s  cost included the cost of 
transportation (for 4 clients), the cost of the check-up (12 clients) and the cost of medications (8 
cl~ents) 

Twenty five post parturn cases were observed The health prov~ders checked the pulse In 20 
cases, blood pressure In 22 cases checked temperature in 4 cases, checked amount of bleedmg 
and fundal helght in all cases utenne atony m 23 cases and lacerations in 15 cases Only 4 HPs 
recorded findmgs 
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As for counselling, 13 cases were counselled on what to do when she goes home Not all were 
given clear indicators about reportrng back in case of hemorrhage (6 were not told), pain ( 10 
were not told), offensive dmharge (14 were not told), and fever (8 were not told) Only 8 were 
glven appointments to come to see a physician in 4 weeks Seven were given counselling on 
contraceptives 

6 CONCLUSIONS AND QUALITY OF CARE 

From reports of clients on care received and from actual observation of care practices the 
following genera conclusions can be reached 

* Absence of Protocols 
Quality of care differs ind~cating no agreement on standard protocols of what need to be 
done or checked and one what constitute nsk factor problems to investigate 

* Sepsls and Infection Control Procedures 
HP practices rndicate deficiency in practices of sanitation and hygiene to control sepsis 
and infection 

* Information to Clients 
HPs do not sufficiently mform clients or commucate wth  them on what wll  take place 
dunng performance of tasks not results of check-up Th~s  indicates lack of respect to the 
nght of the client to know 

* Recording 
Not all HPs record information and data procured dunng the service, a practice that affect 
cont~nu~ty of quality of care 

* Junlor Staff Performance 
As on the job trarmg wthout suffic~ent intervention fiom seruor staff to ensure quality 
performance 

* Counselling 
Cl~ents do not receive suffic~ent counselling on necessary practices to either prevent or 
manage nsk factors 
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CHAPTER IV 
CONCLUSIONS AND RECOMMENDATIONS 

Number of health facil~ties by type are sufficient In all districts as per population size however 
there are condit~ons of shortages that may affect the readiness of a health facility in providmg the 
necessary prenatal dehvery, postnatal and neonatal services espec~ally for complicated cases 

* Certain important specializations are erther in short supply or totally laclung 
* Important health facdity ~nfiastructure is lacking in some facilities such as working 

ambulances, telephone, regular potable water and electricity, adequate ~nfrastructure for 
maternal services 

* Equipment, drugs and supplles tend to be supply driven rather than by demand thus there 
are shortages in important equipment, drugs and supplies 

* Record keepmg and mformatlon management are not accurate nor systematic 
* IEC matends are short m quantities and subject matter 

As for traimng needs assessment 

* Job descnptions for each health provider are not available in almost ant health fac~lity In 
addition, the health prov~ders are not farn~liar wth  its function 

* No standard protocols on essent~al maternal and pennatal case management are available 
Nevertheless, there is an MCH instruction manual whch doesn't constitute a complete 
standard protocol 

* There IS no program for traimng on essential obstetnc and pennatal cases management 
protocols 

* There is no program for t m m g  of trmers on emergency obstetnc case management slulls 
* No health providers were trained in essential maternal and pennatal case management 

protocol or emergency obstetnc case management slulls 
* Poor infection prevention or control procedures (prenatal , natal and postnatal) were 

observed those practicing rmmmal baslc procedures were no more than 2% in prenatal and 
28% before conductmg the delivery 

* Health providers still do not momtor deliverv by partograph, whch is not available In any 
health facilities 

* There IS mimmal tramng for GPs in the field of prenatal (22%) and postpartum (15%) 
packages Other health providers received negl~glble tramng 

* In all district, there is a very high degree of client satisfaction towards the cllent fnendly 
practices of the health prov~der However, it is to be noted that these women do not have 
alternat~ve outlet health facility, they are highly tolerant and do not know what to expect 
from the health provider Moreover the client-hendly environment should be judged 
combmed wth other elements affecting the friendly atmosphere 

* There IS no clear funct~onal monitoring system to momtor post-tramng performance 
although all mtervlewed policy makers stated that they have a momtonng system to momtor 
post-tramng performance 

* There are generally low percentages of personnel trained to maintam, analyze and to use 
data More nurses were tramed than other health providers to mamtam data The percentage 
of tramed nurses ranged from a low of 0% in Nasr and 1 1 % in Edfu to a hgh of 44 4% in 



- Drugs and medical supplies 
- Referral systems 
- Training plan 

* Train supervisors to monitor and assess use of partograph and system skills using 
performance-base systematic approach (checklist/standards) based on the protocols 



Daraw and 47 4% in Kom Ombo 
* The supervision system seems to be not properly tulfilled at all levels In the 

clmical/techn~cal aspect, there is lack of clarity in the line of hierarchical supervision 

A committee was formed to review findings and developed the followng recommendations 

* Review, specify, update and disseminate job descriptions for all categories of health 
providers working in the field of maternal and perinatal health services 

* Develop, field-test and revise standard protocols on essential maternal and perinatal case 
management 

* Develop and conduct at TOT program on maternal and perinatal on emergency obstetric 
case management shlls 

* Train health personnel in essential maternal and pennatal case management protocols and 
emergency obstetric case management skills 

* Develop and incorporate the standards of infection control prachces on maternal and 
perinatal case management protocols 

- Train traners In infection control standards 
- Train health providers in infections control standards 

* Institutionalize the use of the partograph for momtoring delivenes by 
- Establish MOHP policy on the mandatory use of the partograph to monitor 

delivenes 
- TOT in the use of the partograph 
- Train health providers in the use of the partograph 

* Develop and conduct TOT in the use of the prenatal and postpartum package of services and 
train health prov~ders in the use of the prenatal and postpartum package of services 

* Incorporate IPC and counseling in TOT and service providers t r a m g  and provide client 
fnendly atmosphere by up-gradmg fac~lities and work cond~tions 

* Develop a monitonng system (standards/checklists) for monitonng skills mastery during 
training and post-training performance of traners and health providers 

* Review and update matenals for maintaning, analyzmg and using data, TOT in 
maintaining, analyvng and using data and train health personnel m mantamng, analyzing 
and using data 

* Training supervisors in the relevant skills concerning 
- Use of standard protocols on essential maternal and pennatal case management 
- Emergency case management skills 
- Infection control standards 
- Use of the partograph 
- Use of prenatal and postpartum package of services 
- IPC skllls 
- Monitor post-traning performance 

* Training supervisors in the management support systems shlls 
- Communication 
- Health informat~on systems (data analysis and reporting) 
- Staffing 
- Facilities mamtenance 
- Equipment 



CHAPTER V 
COMMUNITY DIAGNOSIS * 

T h ~ s  report detsuls the prelmmary h d m g s  of a study of the experience and understandings of 
women m Aswan and Luxor m t e n s  of pregnancy, delivery and the first 40 days after delivery, 
the period of the nefaas The purpose of the prelimmary report is to provide sufficient 
information to allow planrung for Mothercare activities over the next 10 months 

The data base for h s  study consists of lengthy mtervlews and focus group sessions, camed out 
dunng August of 1997 Th~rty-six focus groups were carned out wth  three different categones 
of people women wth chldren under two years, mothers-m-law, and husbands of women under 
age two A separate protocol for each category of people was used for the focus groups These 
protocols are shown here as Annex A A distnbution of these groups 1s shown here as Annex 
B 

In-depth interviews were made wth 1 17 women in the same commmbes, including 60 women 
who had experienced complicated delivenes dunng the past two years, 41 currently pregnant 
women and 16 traditional midwlves or dayas ' The interviews were based on an interview 

protocol which outlmed the topics for discussion These Interview protocols are included here 
as Annex C These interviews were evenly distnbuted across the five districts of Aswan 
Governorate and the city and rural hnterland of the Clty of Luxor Interviews were camed out 
in two villages and one city in each distnct lncluded in the study 

The final report on th~s  study wll be subrmtted in January 1998 It w11 provlde the full analysis 
of data collected as part of th~s  study, and wll  Include as appendices the texts of the interviews 
It needs to be emphasrzed that neither the fmdlngs of the prelmmary report, nor those of the final 
report can be taken to represent the wder Egyptian cornmumty, or even the Upper Egyptlan 
community Aswan has a substantial population of Nub~ans, who are in some ways qulte 
different than other populations in Upper Egypt in terms of health care service u~llzation patterns 
and traditional beliefs and practices related to pregnancy and delivery The regulant~es In the 
present sample are however, sufficient to permit an assumption that a falr representation of the 
existing situation in Aswan and Luxor has been achieved 

The pace of social change in the study cornmuties of Luxor and Aswan is rap~d Educat~on of 
girls has men sharply over recent years There has been an influx of physicians opening private 
clinlcs not only in clties but also in villages of Aswan in particular Large numbers of 
telephones have been installed in the villages over the past several years Many traditional social 
patterns are weakemng, as is the influence of the older generaQon over the younger The impact 
of these changes is not mform some villages are modernivng much more rapidly than others, 
but all are changing 

I As shown rn Annex A the total number of rntervlews reached was expected to be 108 but 
actually reached 1 17 Two vlllages had no dayas so that the total mterwewed was 16 

* Thls chapter was prepared by Dr Lmda Oldham mcorporatlng an ~ n ~ t ~ a l  report on Focus Group 
findmgs prepared by Dr Reynaldo Pareja 



I - PATTERNS OF PRENATAL MEDICAL CARE 

Medical care has become more accessible m Aswan and Luxor over the recent past Women 
consult mth one another about gynecologists, and most women can name multiple alternatives 
for medical care in pregnancy, some of them at considerable distances fiom their own 
communities However, there is very little regular prenatal medical care, although there are 
many visits to physicians dunng pregnancy 

Like medical care m general, prenatal care is defined as curative, not preventatwe, so that 
although some gynecologist~obstetm~ans offer packages of antenatal care m then pnvate cl~mcs 
most prenatal visits are for curative care Based solely on the reports of the women interviewed 
doctors appear to share this view of prenatal care as curative, as it is seldom that doctors suggest 
regular follow-up of pregnancy unless the woman has come for treatment for a specific problem 
Th~s  defhtion is reflected m the vocabulary of meQca1 care Nearly all women reporting that 

they had follow-up on the~r pregnancies explained this follow-up as the tracking of specific 
problems 

Slrnilarly, whle women m focus groups s a d  that monthly visits should be made to a phys~cian 
dunng pregnancy, the greatest benefit of prenatal care was stated as havmg a sonograph to make 
sure that the fetus is all nght Other benefits included getting blood pressure taken and a 
gynecological examnabon made2 , she can be examned to see if she has any problems, and she 
can be told where to deliver the baby and get an analysis for diabetes made 

The dec~sion to see a doctor to confirm pregnancy has no connection w t h  the assessing of 
antenatal care Selection of the doctor depends chefly on two factors 1) the doctor's possession 
of a sonograph mache ,  and 2) location The sonograph far outweighs the location--women will 
not consult a doctor who lacks a sonograph in order to confirm pregnancy, or, for that matter for 
problems msing in pregnancy Thts means that these consultations are w t h  prlvate physic~ans 

The rural health u t  IS virtually unused for prenatal care other than tetanus shots Women with 
problems In the~r pregnancy but laclung the money to consult a private doctor typically v~sit no 
doctor at all unless their problems become very acute 

21nterv~ew data show, however that women do not hke gvnecologrcal exammatlons, and that the posslbd~ty 
that the doctor w~ll  perform such an exammatlon is a dlsmcent~ve to see the doctor 

'It IS most unusual that such tests are made 



who do you go to see rfyourpregnancy IS gozng we117 I I 

I don t go to anyone 
Nerther In Daraw nor m any place at all7 

No 
And wrth thefirst chrld7 

1 dldn t go at all 
And what do vou do when you are trred7 

1 don t go 
But vour husband works zn the health unrt Why don t vou gofor 
follow up zn the health unzt7 

I just don t go 
And vour husband doesn t tell you to go7 

No 

When they measured the blood pressure [at dehverv] the\ sal 
This woman has h~gh blood pressure 
kou mean you went and you had hrgh blood pressure and zulaal 

Yes but I d~dn t know 
Why your legs weren t swollen7 

No my legs were swollen 
You dzdn task the doctor why your legs were swollen9 

1 d~dn t go [to the doctor] From the fifth month mv ie 
were hurt~ng me 

Dzd you have headaches7 
Cont~nuously 

And you dzdn t say Perhaps I have hrgh blood pressure and vr 
dzdn t ask [a doctor17 

Focus group data show that bamers to accessing medical care dunng pregnancy include cost, 
which was ment~oned by the major@ of groups, not belng comfortable w t h  gynecological 
examinations, and fear that the physician would prescribe drugs whlch would harm the fetus 
Prenatal care provided by hospitals was descnbed as unacceptable on grounds that there IS no 
follow-up and the doctors are not specialists, that the mst~tuhons do not care for women and that 
they neglect thelr patients 

Many women stated that prenatal care was not needed for all women Only women who have 
problems need to go, as m the mterviews, the women m the focus groups regard prenatal care as 
a solution to problems, not a preventwe measure 

Most women see a physician twice dwng thelr pregnancies, once or tw~ce for tetanus shots at 
the local health unit, and once to have a sonar to confirm that they are pregnant After that, very 
few consult a physic~an again before delivery unless they encounter problems 

I went to a prrvate doctor to make a sonar and make sure whether I was pregnant or not 
Was the doctor good w~th you? 

kes he was He drd the sonar and told me to come vew month whrle 1 was pregnant 
And did you go agan? 

What rs that the sonar7 I only wanted to see fthe fetus was okay or not I dzdn t go to hxm contrnually I 
went to hxrn zn the thzrd month and then m the seventh and ajier that I dzdn t go agarn 

It IS difficult to understand the purpose of the rn~tlal sonograph Most women say that they do it 
because they want to be sure that they are pregnant though often they do not do the sonograph untll 
the thlrd month or even later and most of them who say this also say that they already knew they were 
pregnant from ther  symptoms of vomitrng or dizziness The other purpose whrch thev report rs to 
make sure that the child IS all nght It almost appears that there is an understanding that ~f the chrld IS 

all right at three months the mother need not wony about hlm after that--that IS to say that problems 
In pregnancy are ail present and detectable from the outset, despite the women's knowledge of 
complicat~ons In the pregnancres and delweries of others and even thew own 
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And even when there ls a problern9 
follow-up is erratx T h ~ s  appears due to 

- 
Thev talk about antena3 care What does that mean? 

To take care of the chlld who IS ~n your stomach? ~t the 

two separate causes either the doctor 
has not asked the woman to come 
regularly (or possibly she has not 

doctor' 
I m aslung you Did you go to the doctor for follow-up In vow 
firstpregnaNy7 

By God 1 d ~ d n  t do IL nelther w ~ t h  the first chdd nor the 

understood that h s  is what is expected), 
or she sees no reason to visit the doctor 

T h ~ s  woman had an IUD whlch was bothering her and she went to 
check wlth a prlvate doctor m Edfu and thls doctor s a ~ d  she had an 
abscess In her uterus She next went to another prlvate doctor thls 
tlme In Aswan and he sald she had no abscess but that her IUD 
needed to be changed and removed ~t He gave her medicine to take 
for a month and asked her to come back when the medlclne was 
finshed so that she could insert a new one That month she became 
pregnant In her fourth month of pregnancy she went to a prlvate 
g\necolog~cal clln~c because she felt unwell The physlclan 
prescnbed vltamlns In the sixth month she was badlv swolien and 
she returned to t h ~ s  clin~c The doctor s a d  she had salts She was not 
certaln of t h ~ s  d~agnons so she went to a mosque clinlc whlch had a 
laboratory and the d~agnosls was confirmed He gave her a diuretic 
telllng her to take ~t whenever she was swollen and sald that she 
would dellver In the elghth month In the nlnth month she began to 
have contractions and she went to the Edfu General Hospltal where 
she was told that she would not dellver for a day or two Her 
husband sald she could come home and return when the contractions 

became stronger The next evemng she began to have a water). 
vellow d~scharge perhaps of amnlotlc fluld She returned to the 
doctor s c lm~c  nhere she was told that her fetus had been dead for 
four davs She asked how that could be as she had been followed up 
on In h ~ s  clin~c and remmded hlm that he had s a ~ d  she would dehver 
In her e~ghth month He asked why she hadn t come and she s a d  she 
thought she had m~scalculated He transferred her to the hosp~tal 
where the doctors said that the ch~ld was allve The chlld was very 
large and quite dead upon delrvery and the placenta looked as 1f1t 
had begun to melt He had blood comlng out of his nose at dellvery 
The doctor told the mother she must have been angq during her 
pregnancv and that her blood was polsoned She left the hospltal and 
went to a new doctor and she returned to the mosque cl~nlc for blood 
tests where she was told that she had an allergy tn her blood She 
rece~ved medlcatlons but she has contmued to feel weak and reports 
that she IS havlng fits She would llke to return for a check-up but 
she fears that the physrc~an will glve her medication to make her 
become pregnant She remarns very upset about the chrld who was 
born dead She comments From the fifth and sixth month I felt 
that the chdd was not all rlght In my stomach I would go to the 
doctor and the doctor wouldn t adv~se me And he d ~ d n  t say You 
must come because I have to do a sonograph and see what the chrld 
IS doing He d ~ d n  t warn me If he had warned me 1 would have 
taken care from the beglnnlng 

second 
What u rnvolved ln follow up of pregnancy? 

I know 
when her symptoms are m abeyance 

Where there are problems, women may 
consult doctors multiple times The 
cunous h n g  is that many women shift 
physicians each time they make a visit 
There are numerous factors in this pattern 
Tetanus shots are given only m 
government facilities Women strongh 
prefer to be seen by doctors in the pnvate 
sector, but many cannot afford to deliver 
there, so a common sequence is visits to 
one or more pnvate clmics, followed by 
delivery in the distnct hospital In 
addition, many women, particularly at the 
beginning of their childbearing years, 
deliver at the homes of their parents, whch 
are frequently not in the same villages as 
the homes of their husbands 

Whv d ~ d n  t vou go to a doctor duringpregnancf7 
1 wasn t feellng any t~redness 

As far as the women themselves know, 
only one practitioner mentioned in this 
study actually kept records on his patients 
And the various physicians contradict one 
another, which confuses the women and 
may be adding to their general uncertainty 
as to whether these doctors actually know 
what they are talking about The women 
typically arnve at a new doctor not fully 
understanding what the previous doctor has 
told them The excerpt below IS from an 
mterwew of a woman who saw seven 
different physic~ans over a penod of 
several months, wthout ever understanding 
what her health problem was 



One Daraw woman had nlne pregnancies In ten vears delwenng eight premature ~nfants who dled before or soon after 
dellvery and one premature mfant who survlved These chlldren were delivered in Daraw Komombo Aswan and Calro 
She consulted seven physic~ans dunng vanous prepancles in their private clmcs and was an inpatlent at the Boulaq El 
Dakrour Hospital In Cruro and the Chatby Hosprtal In Alexandna Each delivery was accompanied by hemorrhage and 
all were performed by physicians Dunng the sole pregnancy which produced a surviving chlld she was told by a doctor 
that she had a fever In her stomach and he gave her 20 penicill~n shots per month through the seventh month Her ninth 
del~verv was vla Caesarean section and dunng the operation the doctor discovered that she had a double uterus He told 
her afterwards that he had stitched the two parts together so that she would not have premature labor m the future Both 
her mother and her slster had suffered multlple premature labors apparently from the same cause 

3 INTERACTION BETWEEN PHYSICIANS AND PATIENTS IN PRENATAL CARE 

No mterviews or observations of obstemcians were carned out as part of the qualitative research, 
to the portrait of physlciadpatlent mnteracQon is based enhrely on the reports of women patients 
More than half of the women mterviewed other than the dayas, had expenenced complicat~ons 
of delivery, and it may be that their view of doctors has been affected by what they have gone 
through An observationhnterview study of patient/physician mteracbon is needed in Aswan and 
Luxor to complement the findings of the present study 

Judging by the stones told by many of the women who were interviewed, the interaction 
between physicians and patients at prenatal vislts can be highly problematic They essennally 
consist of a woman statmg what her complaint is the doctor examirung her, naming the 
complaint for her, instructmg her on what to do, and payment of a fee Exammation frequently, 
but not always, Includes measuring of blood pressure It almost never includes weighmg or 
laboratory tests Sonography is a very important part of prenatal care Virtually every visit 
includes prescnptlon of some lund of medication, whether the woman has come for treatment 
of a problem or is slmply having a routme vislt 

There is hardly any evldence ui the interviews of doctors explaimng the meaning of a woman's 
svmptoms Some doctors ask women who are having problems to return but they do not tell her 
why that is important Doctors typically label the woman s condiBon for her but do not tell her 
its source its implications for prenatal care or slgns that she should watch for At the same time, 
the women do not ask for information about their conditions beyond confirmation that the child 
1s doing well or, in a few cases, for reassurance that they will not have to have Caesarean 
deliveries 

It appears that educated women fare much better with their doctors than women who have 
attended llttle or not school Thls is most likely the result of several factors 1) more educated 
women feel more confidence in dealmg with people from outslde their own communities, 2) 
phvsictans have more confidence in dealing with educated women, and 3) more educated women 
are generally also women who seek to take a more "modem" attitude toward the world, and 
therefore credit the words of the physician more It may also be that the more educated women 
are better off financially 



After he delwered me the doctor sad 0 Sa adeya don t get pregnant agam " I md "Why' He sad It is 
dangerous for you and the fetus I sad Why 0 B e 9  ' He sad 'It s hke I'm telling you How many children do 
vou have? I told him, "1 have three chlldren ' He sad ' That s enough for you Like 1 told you ~t s dangerous for 

One woman fiom Daraw had two mscarnages, 
and consulted a doctor after the second of these 
The doctor diagnosed her problem as havmg RH 
negative blood She did not understand h s  label 

He instructed her to have antenatal care wth  

When I mzscarrred a second tme 1 transferred mvselfto 
a przvate clrnic In Aswan The doctor said 1 ou have 
zafarrafil dam and that s why you mzscarty 
What does it mean, zafarrafil darnm? 

I don t know i 
each pregnancy, and she did have h s  care for the subsequent two pregnancies, but after that she 
stopped because she was financially pressed She reported that, "the doctor s ad  that I shouldn't 
be afraid, because a percentage of the shots was still in me " 

It also appears fiom the mtervlews that the physicians attempt to label illnesses m a way that the 
women can understand, leadmg to some qcute strange ideas on the part of the women of what is 
wrong with them 

4-1 Interview Data 

In general women are qmck to consult a doctor if they begrn to bleed dunng pregnancy, because 
they know that h s  can cause mscarnage When the physician instructs the woman to stay flat 
on her back for a penod of days, she does thls Swelling of the legs or of the whole body does 
not invariably lead to consultation, and when ~t does, women do not understand that they must 
have regular care for the remamder of the pregnancy 

4-2 Focus Group Data 

Focus group data showed that bleeding was the sign most often cited by women as needing the 
care of a doctor Bleedmg dmng pregnancy was attnbuted to impending abortion, lifting of 
heavy objects, and signaling delivery of the chld Half of the focus groups had reports that 
bleedmg could result fiom premature openlng of the cervix This explanation was reported 
equally among city and village groups Mothers-in-law also identified bleeding, and added that 
overwork and falling could also cause bleeding A summary of lrnportant signs of compl~cat~ons 
ldentlfied in focus groups IS shown here as Annex D 

Both men and women reported swellmg of the legs as a problem occumng in pregnancy, but 
there was no ment~on of swollen hands or faces Three reasons, each given by a separate focus 
group session, were given for swelling swelling IS a normal part of early pregnancy, it IS due 
to an increase m the chlld's we~ght, it may be due to taking of medications 



When women participants m focus groups were asked drectly as to whether pregnant women 
could develop toxerma more than half of the groups sad  they could Toxemia was attnbuted 
to the death of the chld in the uterus5, in one focus group toxemia was attnbuted use of dirty 
instruments by the daya, or alternatively to cat bite 

In the majonty of groups, the majonty of the women stated that the pregnant woman could have 
blurnng of vision Reasons given for blurred vlsion Included headache and dimness caused by 
anemia, weakness caused by inadequate nutntion, and repeated pregnancies Mothers-in-law 
attnbuted blurred vision to weakness and h g h  blood pressure 

The majonty of women m the majonty of focus groups sad  that the baby could die m the uterus 
The most common cause was thought to be trauma, other causes included a weak uterus fibrosis 
and a narrow uterus, and intrautenne bleeding 

In almost half of the groups, women sad that a baby could be born before hls due date Women 
reported that ~t was a normal phenomenon for a baby to be born in the eighth month Othemse 
early delivery was ambuted to a hot abdomen wh~ch cannot tolerate the baby and to lifting 
heavy weights Other causes of premature delivery included the placenta preceding the child 
anger, extra blood, hypertension urrnary tract problems, diabetes, varicose veins, prolapse 
hemorrhoids, death of the fetus, genital infections Mothers-in-law also sad  that babies could 
be born early Reasons for miscamage mcluded carrying heavy weights, falls, a weak uterus, and 
anger or bad dreams In four focus groups wth  husbands, it was stated that a fetus could die m 
the uterus, due to lifting heavy weights or fever In one focus group it was mentioned that a 
woman might abort if her husband h t  her 

Mothers-in-law attributed eclampsia to fever exhaustion exposure to au, depression, rage, 
fallure to take tetanus shots, inadequate nutntion, and poor hygiene 

Women who are poor are no less committed to care from a private practitioner than are women 
who can afford such care The frequent result is that they do not get the care that they need It 
seems that poor women who live closer to an MCH Center are more likely to get care than those 
who have close access to rural health utllts only, because the MCH Centers have sonography and 
spec~alists llke pnvate clinics, but are much more affordable 

There is an interaction between poverty and lack of understandmg of the seventy of problems, 
an interaction whlch acts aganst the appropnate treatment of health problems Even quite poor 
famllies qwckly generate the money needed to treat a case of hemorrhage, for instance, because 

5 Fewer husbands Identified thls cause 

6 As for instance, when a woman dreams she has a miscarriage, a sign that she will have one on 
the following day 



The doctor told me lou have to be treated IOU have h~gh 
blood pressure and zulaal acute aulaal lou have to be 
treated 

Did she glve you med~catlon? 
No I went and got zt outside 

She prescr~bed ~t for you' 
l es 

And you bought 1t9 
No 

Why? Because of the circumstances [poverty] Ifthere n no money 
what can I do-lt s over 

all are prepared to go into debt to 
protect the health of the mother 
and cluld However, if the 
urgency of an expenditure is not 
clear, then medication and 
treatment may be forgone 

-- ~ 

I1 - PATTERNS OF DELIVERY 

Women are delivered at home by dayas, the rural health umt doctor, or, In one commun~ty a 
nurse, or in pnvate clmcs and public hospitals The path to delivery is qute vaned, but the more 
complicated the delivery, the more llkely a woman is to arnve at the public hospital Sometimes 
she arnves in the hospital after having been cared for by the daya and by a pnvate doctor Focus 
group data showed that about half of women preferred health facility delivery (mostly urban 
women) and half home delivery mth a daya, and that those who preferred home dellvery really 
preferred to have a nurse or doctor at a home delivery Principle barrrers to hospital dellvery 
were that 1) women delivemg in hospitals are not able to have thelr hends and relatives around 
them whle delivemg, and 2) that there is less care given at the hospitals Benefits include the 
presence of nurses to aid the doctors w t h  delivery, and that if a Caesarean can be given, rt can 
be done irnrnedately 

Women are clearly the decision-makers m terms of where bables will be delivered In the case 
of home dellvery the husband is expected to remain in or near the home, although never in the 
room where the woman is being dehvered, because his assistance may be needed in managing 
transportat~on to the hospital or in paying the person managing the delivery 

Almost all women who are delivered by physicians strongly prefer to be delivered in a pnvate 
cllmc but the costs are prohbitive for most of them A common pattern is to have some form 
of prenatal care from a pnvate clinic, but to del~ver in the distnct hospital Their level of 
satisfaction w t h  hospital care vanes by the hospital in question The Komombo Hosp~tal is 
thought by many women to be good Daraw is viewed as underequipped and understaffed, so 
women from Daraw may bypass then own hospital and go to Komombo The most complaints 
about hospital dellvery come from women who have del~vered in Edfu and Aswan 

7 Costs of normal dehvery In prlvate c l~n~cs  ranglng from LE 700-1 000 were clted by thls group 
of women Some Caesareans are reported to be performed in prlvate cl~nics but none of the 
women in our sample had such a Caesarean Costs of Caesareans In public hosp~tals can easlly 
reach LE 1,000 if the cost of drugs and suppiles transport for fam~ly members who are comrng 
and gorng durlng the hospitalization and tlps to hospltal employees are mcluded 



Many stones are told m the cornmuties about treatment m the dstnct and general hospitals 
Some of these stones may well not be true, as they are not always based on the first-hand 
experience of the woman recountmg them However, whether all of them are true or not, these 
stones have the effect of fnghtenmg many women about hospltal delrvery There are many 
complamts about rmstreatment, mcludmg bemg left to w t  for hours whle m labor before bemg 
treated, bemg given repeated gynecological examinations by vanous doctors, msults and even 
bang hrt by doctors for shnelung dunng delivery Stones are also told about women being left 
naked and uncovered m the delivery room whlle staff come and go Focus group &scussions also 
state pnvacy as a pnmary motwe for not delivering in the hospital 

Women are very &ad of Caesarean sections, part~cularly as they do not know why Caesareans 
are done to begm wth  There are rumors m the cornmumties that going to the hospltal for 
dellvery automatically means Caesarean, whether needed or not One reason for this IS that 
doctors do not tell women that they may need to have Caesarean delivery even when they are 
sendmg them to the hospltal for just that reason 

As discussed in the reports on distnct 
hospitals in Aswan and Luxor, there 
are gaps In the equpment and supplies 
of these facillhes Pharmaceutical 
needed dunng dehvery, even 
Caesarean delivery, are not 
problematic for famihes, as 
pharmacies in the area of each 
hospital stock the needed items and 
families can readily purchase them 
The cntical problem is blood Fnends 
and relatives are generally wlllng to 
glve blood, but many of the women 
delivering in public hospitals are far 
from their own villages, maklng ~t 
difficult to get blood One woman 
from a village in Nasr El Nuba 

The doctor told the nurses Prepare the operating room immedlateh The) 
m e  and took blood and they s a d  Her type 1s rare and we need four he r s  
of blood We w d  Where wrll we get this blood? My brother and husband 
brought a car and went and got people The people of the COImUnlN came 
by car and there were many people They went to the bank and got the blood 
and gave ~t to me and the operation began 1 hemorrhaged whrle they were 
dehvenng me Four doctors were drowntng In blood The blood that I had 
taken all came out of me [As she came out of the anesthetrc she heard the 
doctor saymng] Tonlght the kidney whlch IS working w ~ l l  stop Thrs woman 
doesn t have a drop of blood m her body If you don t find her some liters of 
blood to gwe her tonlght and some more tomorrow her worklng kidney wlll 
stop I began to cry My mother s a d  Why are you crying my daughter? 
Your husband and your slbllngs w~l l  collect the blood and give rt to you By 
God the dnver came from here to Komombo four times He would brmg the 
people and the blood wouldn t turn out the type He would take people back 
and bring new people He took LE 300 for us for that da) The type dldn t 
appear We found a gypsy slttlng ~n the stairway We didn't know him He 
s a d  I m golng to grve her blood because there were people who once gave 
me blood We took two hers from the blood bank and two he r s  from h ~ m  

reported that she had had a Caesarean birth m the Komombo Hospital, a long distance from her 
home 

MIL When It came to the questlon of blood I s a ~ d  IS there 
something for God or IS there nothlng for God? Oh Doctor IS there 
nothrng for God In t h ~ s  place 
D was crying because we hadn t been able to find the blood 1 
thought 1 was gorng to dre 
[And you didn t ask any of the neighbors rf they would give 
bloodv) 
MIL I was In Luxorl 
[There was no one rn Luxor who IS related to vouv] 

A woman from a village near Luxor 
hemonhaged when she was about to go 
into labor wth  her fifth child Her 
mother-in-law, who is a daya, rushed her 
to the Luxor General Hospital She and 
her mother-in-law recounted the problems 
of getting blood for her Caesarean 



The problems of may be 
dlrectly life-threatenmg when a woman 

probably profound ~mpact on dec~s~on- 1 If there a a woman who can't bear the pam of 

Why don t vou go to the hospital to deliver? 
In the hospztal you are abused The woman can t bear zt 

needs transfusion A more frequent 
cornplant, whch has an mdlrect but 

malung concermng delivery IS maltreatment contractions and dellvery they speak abus~vely and they 

In the public hosp~tals Some of the stones 
h ~ t  her That s what happens to the women who glve 
birth in the hospltal My mother told me that IS what 

of mistreatment come from older women, happens--I sald that d God rewarded me with another 

rather than the expenence of the women m 
our sample, and they may not be true, but 
for women who have never del~vered in a 
hosp~tal, they are a powerful dis~ncent~ve to seek care there 

It s different than rn the house In the house you gzve 
brrth m comfort dzfferent than thefree care 

How abuse', 

There are also complamts about the cleanlmess of publ~c hospitals, the mcessant demands for tips 
from orderlies and cleaners, and the exanmation of women by many doctors 

Focus group d~scuss~ons found the negative aspects of public hospital delivery to be as follows 
bad treatrnentlpoor semce/neglect, and for the health m t s ,  absence of doctors and lmuted hours 

Despite all of these complamts many women prefer dellvery in public hospitals over delivery 
at the hands of a daya These are women who have had prevlous expenence del~venng In the 
hospital and have not had major complamts, or who have had senous compl~cations and do not 

wsh to nsk a repeat without the 

What pleased me was that the doctor that was on shift that day didn t 
leave me at all He would come every lrttle blt to see if I had neared 
dellvery or not \et And when I was near dellvery ~t was almost exactly 
at the dawn call to praver and he came lmmedlately He s not the type 
that sleeps leaving the woman who 1s SICL downstam and tred And 
he staved w ~ t h  me untll he delivered me and made sure of me and the 
chrld beslde me In the dellvery room he dldn t leave me As soon as 
I t~red he gave me an anesthetic because it was the last stage the stage 
In wh~ch the child IS born and 1 tlred and 1 d ~ d n  t have breath He said 
She has to have an anesthetic--I can t lose her or the chlld that 1s 

comlng And the opening from below and the sewlng was very clean 
and there was no problem at all The cleanmg after the dellverv was 
very good And the cleamng is excellent Thev employ Care Serwces 
Thev was the floors In the dayt~me and thev work at nlght And the 
dlrector of the hospltal a stnct w ~ t h  them He doesn t leave them alone 
He always lnslsts on cieanltness 

capab~lit~es of the hospital In focus 
groups, women who had had positwe 
expenence wth hospital dellvery sard 
that hosp~tals treated women well, that 
they have specialized doctors, and that 
they are capable of savlng lives m 
emergencies 

, Experience of women IS part~cularly 
positive concermng the Komombo 
and Luxor Hospitals, which seems to 
have better physical condit~ons and 

1 more tender care than the other 
distnct hosp~tals of the study 

Cunously, this woman, though very pleased w~th  the Komombo Hosp~tal, had decided to have 
her next child In a pnvate c l ~ n ~ c  because she had heard that in the hospital such care was not 
given to women dehvenng their second ch~ldren 
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I went to the General Hosprtal rn Luxor The doctors were good The mrnute I arrrved the doctor was wrth me 
He brought somethrng andput rt on my stomach to see and put hrs ear to hear and he surd Not yet Let her 
walk a lrttle rn the ward 

You were afmd to go to the hospital? 
Ies but I dec~ded that thrs trme I would delrver rn the hosprtal 

Why were you afmd" 
Because of the Caesarean and the anesthetic and the operatrons and these thrngs 

Dld you think that anyone who went to the hospital3 
kes that they would rmmedratelv open her stomach 

Was there anythmg that dldn t su~t  you m the hosplta19 
Evervthrng was clean There IS nothrng that doesn t please 

The dayas are still delivenng a large number of babies in the study areas, but their share m the 
total number of delivenes appears to be decreasing rap~dly The dayas mterviewed in this study 
were mostly over 55 None of them were traimng younger women to take over for them and 
several said that younger women are not Interested in becommg dayas any more Davas also 
remark that the generation of women now enterxng their chrldbeanng years are much more 
interested in care fiom doctors than were precedlng generations The women themselves appear 
to have mixed feelings about dayas Some women are delivered exclusively by physicians, 
others have some of their bables wth  dayas and some wth  doctors, some have only daya 
dellvenes Some communtt~es, such as El Tawasa in Daraw and Bellana m Nasr El Nuba, lack 
dayas altogether Nublan cornmumties make relatively llttle use of duyas 

Not only are dayas losing some of their clientele to physicians so far as delivery is concerned, 
but they are also losing business in other cntical ntuals of womanhood More famllles are 
circumcising their daughters m doctor's offices and there has been a sharp decrease in the old 
practice of having the daya participate In the traditional weddmg mght test of virguty of the new 
bride 

Nevertheless delivery by a daya continues to offer a number of advantages over what women 
see as the problems of delivery In a hosp~tal Dayas deliver at the woman's home, and the 
women are surrounded by and supported by their female lan and hends dunng dellvery Dayas 
take considerable care to protect women from the view of others dmng dehvery, the woman's 
genitals are never exposed to the vlew of others in the room Once women have decided to be 
delivered by a doctor, the gender of the doctor is not of cntical Importance, but it is quite 
important to many of the women who opt to be delivered by dayas The women who have opted 
to be delivered by doctors nearly all say that the inability of the daya to admimster glucose, and, 
for some dayas, shots to speed contractions are Important reasons not to deliver w t h  a daya 

The dayas are plmnly quite concerned about being blamed by physicians for attempting to deliver 
cases which have complicat~ons All dayas included in this study inslst that they never under 
any circumstances, deiiver a woman who has a complication such as malpresentat~on, 
hemorrhage, or zulaal Judging by the reports of their clients, this is not entirely true Several 
cases were encountered m whlch the daya wa~ted very late in delivery to transfer a cllent to a 
doctor One daya insisted that she never delivered a woman who had not had prenatal care and 



been certified by a physician to be expectmg a normal b& Most of these davas also report that 
they never under any circumstances circumcise girls, tlxs is untrue, although fewer cmumcisions 
take place mth dayas than in the past 

Most of the dayas report that they have a role m prenatal care, but the women who have delivered 
with dayas say they do not Postnatal care is limted to checlung the urnbiiicus of the chld at 
some tune dunng the first week after delivery and to ceremomal functions such as the seventh 
day celebration 

A small number of women in this sample 
were delivered by the physicians of the 
local health unit, and they all expressed 
satisfact~on wth  the delivery and w t h  the 
doctor Cunously, none of these women 
had prenatal care from thls doctor except 
for tetanus shots, prefemng private clinics 
for treatment of any problems that 
occurred in pregnancy It appears that the 
health unit doctor is sometimes asked to 
deliver babies in almost the same way as 

A popular doctor m a health untt in Aswan sees pregnant women 
glving them test blood and unne tests measuring blood pressure 
and welghmg the women This doctor 1s resldent In the v~llage and 
can be called upon day and n ~ g h t  One woman recounted her doctor 
vlsits during her pregnancy saying that she though that the health 
unlt doctor was wondefi l  and that of course she went to hlm 
because he makes a file on each patlent and weghts them Thls 
havlng been done she went several times to a private doctor who 
nerther welghs nor mantams records but who does do sonographs 
She did not return to the health unlt doctor for any care She 
stressed that ~t was Important to keep seelng the same doctor 
throughout pregnancl However, ~t was her Intention to dellver the 
baby at home w ~ t h  the help of the health unlt doctor 

the daya he bears no responsibility for 
prenatal care but he is easily accessible at time of delivery, and will deliver in the woman's 
home His advantage over the daya, according to the women, is that he can give glucose and 
shots to speed contractions 

A popular doctor in a health unlt In Aswan sees pregnant women pvmg them test blood and urme tests 
measuring blood pressure and we~ghing the women Thls doctor IS resldent In the v~llage and can be called 
upon day and night One woman recounted her doctor v~slts durrng her pregnancy saylng that she though 
that the health unit doctor was wonderful and that of course she went to him because he makes a file on 
each patient and we~ghts them Thls having been done she went several tlmes to a private doctor who 
ne~ther welghs nor miuntams records but who does do sonographs She did not return to the health unlt 
doctor for any care She stressed that it was important to keep seemg the same doctor throughout pregnancy 
However ~t was her lntentlon to del~ver the baby at home with the help of the health unlt doctor 

4-1 Interv~ew Data 

In general, women do not identify complications of delivery for themselves unless there is 
bleed~ng or pain By and large it is the daya or the non-hospital physician who makes the 
judgme 



4-2 Focus Group Data 

The most frequently recopzed complication of delivery was bleedmg Mdpresentation of the 
chld was the second most fi-equently mentioned Husbands found this complication less severe 
than difficult labor, women appear to have a better idea of the danger represented by 
malpresentation A few women reported the followng signs of complication death of fetus, 
rupture of uterus, utenne prolapse, hypertension, small uterus, and suffocation of the chdd by the 
placenta 

I11 - POST NATAL CARE 

1 IDENTlFICATlON OF PROBLEMS DURING THE POSTNATAL PERIOD 

1-1 Interview Data 

No postnatal care is reported for deliveries except in cases where there are shtches to be removed 
and wounds to be cleaned, or if a woman expenences postpartum hemorrhage or puerperal fever 
and therefore returns for further treatment 

1-2 Focus Group Data 

he postpartum complications most identified by women were puerperal fever, th~s  was menboned 
In all focus groups, and in half of the focus groups the agreement was unammous Also 
frequently mentioned were collc from blood loss, talung of medication, hot food and dnnk given 
irnmedlately after labor A few women m a few focus groups also mentioned bleeding, hmness, 
weakness, tetanus, lactation problems, and episiotomy pan  Mothers-in-law also reported 
hemorrhage and fever as the most serious post-partum complications, followed by abdominal 
pain colic and weakness Hemorrhage was attnbuted to retention of part of the placenta, a weak 
uterus or general weakness Village focus groups mentioned abdominal pan  Husbands also 
reported infection/fever and bleeding as post-partum complications more frequently than other 
causes 

IV - COMPLICATIONS IN THE NEONATE 

The two most commonly mentioned complications in the neonate were fever and cough, which 
were mentioned by the majonty of the groups of women Most groups also ~dentified jaundice 
and colic due to bottle feedmg Jaundice was taken as a reason to consult a physician Diarrhea 
and umbilical cord problems were most mentioned in the villages It does not appear that 
umbilical cord problems and neonatal tetanus are associated in the minds of the focus group 
participants 

Mothers-in-law identified the major complications of the neonatal penod as including fever, 
jaundice, diarrhea/umbilical cord problems, and cold and coughing Fever is attributed to hot 



weather, fever m the mother, a difference between the temperature w h  the uterus and that in 
the outside world, a hot baby sleepmg beside a fan, and the mother exposing the baby to au 
Jaundice was said to be caused by jaundice m the mother, lack of calcium, and 
weakness/fever/and eatmg of too much salty food by the mother Diarrhea and umbilical cord 
problems were attributed to the chld s h h g  from an unclean cup, fever in the mother, dirt 

Husbands identified the pnmary complications of the neonatal penod as retarded growth dmng 
the fetal period, fever (mostly cited by village groups), and diarrhea and vomiting A few 
husbands mentioned lactation problems, jaundice, congemtal abnormalities, and respiratory 
diseases 

V - LACTATION 

Breastfeeding is strongly encouraged by physicians in public and pnvate hospitals, pnvate 
cl~nlcs health utllts and the wder community Nearly all mothers reported breastfeeding from 
the first hour, wth  the exception of women who were recovenng from anesthetics The value 
of colostrum is well understood Typically mothers teach their daughters how to breastfeed once 
the child IS born Most women were given specific foods thought to increase the milk supply, 
including vmous green vegetables (most notably lettuce), fenugreek tea, rmlk, eggs, and sesame 
paste candy All chldren, however, are fed substances other than breast milk on the first day of 
life and throughout infancy, usually tisanes and/or sugar water 

Women generally breastfeed for extended penods, but there are many problems reported in 
satisfactory establishment of lactation There is very little consultation of physic~ans regarding 
lactation until the pomt at which mothers have glven up, and the consultafion in this case IS for 
prescription of artificial formula There is an elaborate complex of beliefs in all of these 
cornmunitles concemg threats to successful establishment of lactation dunng the first 40 days 
after delivery their prevention sources and treatments Ths  complex of beliefs wl l  be detailed 
and analyzed in the final report on thls study 

2 Focus GROUP DATA 

Cracked nipples were reported In nearly all of the women's focus groups as being the pnmary 
problem associated wth  breastfeeding Contrary to the findings of the interview-based study, 
a hlgh percentage of the women in focus groups said that there was inadequate training in 
breastfeeding Urban women in particular said that inadequate milk production should be 
handled by consulting a doctor for a prescription for infant formula, but almost all groups also 
llsted foods whch could help to generate milk green vegetables, sesame paste candy, fenugreek 
tisane milk and eggs 

Mothers-in-law cited as the two most important problems in lactation wounded nipples and 
insufficient milk production 



Husbands said that lactahon problems lncluded falure to mbate breastfeedmg, failure of the 
mother to eat foods whch produce mlk, the evll eye, too short a lactation penod, and scanty 
mlk production 

VI - COMMUNITY UNDERSTANDING OF PREGNANCY AND DELIVERY 

Management of pregnancy and delivery IS chefly in the female province A herarchy of 
expertise is recogmzed, w t h  older women knowmg most about these quesbons, followed by 
vounger women who have previously delivered, followed by first-tune mothers, followed at a 
great distance by husbands Both doctors and dayas are crelted Mlth greater understandmg than 
all other categones, objection to one or the other group IS assoc~ated w t h  factors other than 
expertise 

Mamed women in all of the locations visited, and at all levels of education and m all ages, are 
very much concerned wth  issues of reproductive health There is dlfferentiatlon of ideas and 
knowledge among women in a single community and among vmous cornmumties but the 
concern is a shared one Women spend considerable time m shanng information and 
understanding concermng pregnancy and chldbirth, their understandmg-buildmg actlvlties are 
h~ghly concentrated when they or their daughters are pregnant Women track one another's 
pregnancies and dehvenes, and there is parhcularly close shmng of information among women 
who are pregnant at the same tlme 

Any lnformatlon commg into a cornmmty is rapidly shared wth  women in general The 
problem IS that so llttle new information is provlded There is virtually no reproductwe health 
education, even women who have expenenced severe complications of delivery are generally left 
on their own to figure out their causes and imphcahons Women Internewed for h s  study tend 
to feel uncertam about copmg wth doctors and hospitals, swtchng of providers and intermittent 
antenatal care is one evidence of t h ~ s  uncertamty 

VII - COMPETENCE IN ASSESSING COMPLICATIONS 

Just as antenatal care per se is laclung in the system, so too IS reproductwe health education from 
the point of view of modem medicine Women know much more about tradihonal explanations 
of problems in pregnancy, and of their prevention and treatment than they do about modem 
medical explanations, and although there is some slight improvement m knowledge on the basis 
of treatment for problems in pregnancy and delivery the level of improvement IS dlsappointlng 
Terminology is quite different between doctors and communities It can even be s a d  that there 
is a quite different vocabulary for complants and complications charactenvng pregnancy, 
delivery, and the antenatal penod 

Despite this gulf between phvsic~ans and women utillvng thelr services dunng antenatal care and 
delivery, and the very poor level of memngful comrnunlcation between these two groups, there 
is strong reason for optimism that this situation can be much improved Mothers and their 
mothers are very much focused on understandmg pregnancy and delivery, and knowing when 



compl~cations requre mtervention by a phys~cian, but they have very few sources of informahon 
on whch to build such an understandmg The young women now entenng their reproductive 
years are particularly eager to have a solid understandmg, and can be expected to be quite 
responsive to health educabon programs 

IX - COMMUNITY SUPPORT TO PREGNANT AND DELIVERING WOMEN 

There is a very h g h  level of support to women who are pregnant or delivenng T h s  support 
comes fiom a broad network of lun and hends It takes m at least three generat~ons, and often 
extends into other villages of Upper Egypt and even into Caro Contrary to common belief in 
Egypt, women in tlus group are protected helped through pregnancy and delivery, 
psychologically, financially, and logistically In the main, women's work loads diminish 
considerably dmng pregnancy Many people admomsh pregnant women not to overdo on 
housework Men carry heavy thmgs, other women in the household or in the neighborhood take 
over bread balung, household resources are expended on meQcal care and special foods for the 
pregnant woman Women w t h  several chldren somebmes express pride in not altenng their 
daly workloads as a result of pregnancy, but other women, and part~cularly women having their 
first babies, are offered and accept considerable help 

The system of support is particularly visible at dehvery, it IS almost always the case that 
numerous people are m attendance at a delivery, whether it be m the hospital or at home In the 
event of an emergency delivery in a hospital and the household does not have the money to pay 
for care, the cornrnumty generates the needed money, as loans or gifts No cases were seen in 
whch women were m need of money for hospital care and did not receive it immediately The 
same networks produce quanbties of blood when transfusion is needed Women rarely even go 
to consult a doctor in non-emergency situations without being accompanied by one or more 
others 

Contrary to what is often stated about the Upper Egyptian family, women have a h g h  degree of 
autonomv in terms of health care d m g  pregnancy and delivery Pregnant women decide if and 
when to vis~t the doctor, and whch doctor to consult, regardless of the views of their mothers-m- 
law Husbands are overwhelmingly supportwe, and very often accompany their wlves to the 
doctor These findings of the interview study are echoed in the focus groups 
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DISTRICT PROFILE 

I - EDFU DISTRICT 

1 ANTENATAL AND POSTNATAL CARE 

I - INTRODUCTION 

Antenatal care 1s a tradltlonal component of maternity care that 1s often emphasized as part of primary 

health care Women are usually advised to seek antenatal care early, and to have a m~nlmum for four 
vislts The purpose of antenatal care 1s to detect and treat problems m pregnancy, to promote healthy 
practlces uslng health educatlon and to ldentlfy women at risk of complicat~ons in order to ensure more 
shllled care for such women Postpartum care 1s also advocated, usually m the form of a single check-up 
at SIX weeks 

However recent revlews care call 1nt0 question the effectiveness of antenatal care practlces In reducmg 
mortality and morbldlty In the woman and chlld (Rooney WHO 1993 Chalmers) Wh~ie some 
mterventlons are of scientifically proven effectiveness for detecting andlor treating the problems in 
pregnancy are those which detect and treat anaemia detect and treat mfection (includmg STDs), and 
detect hypertension Others are part of tradltlonal medlcal practice (such as detectmg fetal heart) but 
are not necessar~ly effective ( ~ f  the fetus has no heartbeat, ~t 1s too late to do anything) 

Slmllarly lnformatlon educatlon and commun~catlon (IEC) are important rights of women, and may 
necessary for communicating essential lnformatlon (hke where one can delwer) Nevertheless, there 
1s no good evidence that health educatlon and counseling rnterventlons change behavlor (Oakley 1995) 

Fmally the use of hlgh r~sk screenmg to predlct compllcatlons 1s not an effective way to organlze 
maternltv care One reason is that r~sh factors used to screen women give too many false posltlves 
(women who have the risk factor but no subsequent problem) and too many false negatives (women who 
have no rlsk factors but subsequently develop a problem) Another reason 1s that women Identified as 
hlgh rlsk often fall to delwer in the recommended place 

Gwen the lack of evldence of efficacy of ANC some people arc also quest~on~ng the number of antenatal 
vlslts required WHO 1s conductmg multl-centered trlals to examine the value of a reduced regtmen of 
4 vlsits compared to standards of 12 or more vlsits and various practitioners in the US and UK are 
experimentmg wlth do ~t yourself antenatal care and single antenatal assessments 

1995 DHS data for upper Egypt show that 28 2% of all women report havlng antenatal care There are 
marked differences In urban and rural areas (5 1 2% and 20 8% respectively) A total of 20 8% have 
antenatal care and tetanus toxold Immunlzatlon whlle 7 5% have antenatal care w~th  out tmmunlzatlon 
A further 45 5% report have tetanus toxotd only wlthout any antenatal care bringing the total of women 
lmmunlzed for tetanus toxold to 66 3% (33 0% have no lmmunlzatlon 23 9% have one dose and 42 4% 
have 2+ doses) Tetanus toxold coverage has Increased dramatically following public educatlon 
campa~gns 

Although coverage of antenatal care 1s low those women who do have antenatal care seem to use 
servlces frequently 63 5 In upper Egypt have four or more v~slts In Egypt as a whole the med~an 
number of vls~ts is 6 5 and most women go falrlv early at a medtan of 2 9 months and 92% have 
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attended by the 6th month Qualitat~ve work m Aswan and Luxor shows that women seek their antenatal 
care from a variety of providers, often sw~tchmg In the 1995 DHS for upper Egypt, 100% of those who 
had had antenatal care reported seelng a doctor (when asked about the most skilled ANC prov~der) 5 9% 
of all women used publ~c sector servlces, 22 6% used prlvate sector serv~ces and 0 2% used both prlvate 
and public sectors T h ~ s  means only 22% of women who use ANC use publ~c sector servlces 
((5 9%+0 2)/28 2%) The percentages of public sector use among those using ANC for urban and rural 
upper Egypt are 24% and 20% respectively This suggests rural residents are not only less likely to use 
ANC servlces but are more hkely to pay for prlvate ones 

Less research has been done on the value of a postpartum checkup Many compl~cations occur 
immediately postpartum or in the few days followmg delivery The presence of skilled profess~onal at 
t h ~ s  time would probably have an impact However, the convent~onal timmg for a post-partum check 
is 6 weeks While t h ~ s  may be an appropriate time for some aspects of postpartum care such as famlly 
plann~ng, it is unlikely to address problems such as post-partum hemorrhage Data from the 1991 
PAPChdd survey for upper Egypt indicates 21 2% and 12 2% of women have a postpartum checkup In 
urban and rural areas respectively 8 1 % and 85% of such check-ups respectively are done by doctors 
In urban upper Egypt, a further 10 4% are done by nurses The remainder are done by dayas 

Edfu has an est~mated 10,000 blrths per year If each woman had one antenatal care v ~ t  In the public 
sector, 10 000 first vis~ts would be expected If women had the recommended 4+ in the public sector, 
then at least 30 000 repeat vis~ts would be expected making a total of over 40,000 antenatal vlsits per 
year If all births had one postpartum follow up vlsit, Edfu should expect 2,500 postpartum check-ups 

B IS EDFrl  PREPARED TO PROVIDE ANTENATAL AND POSTPARTUM  CARE^ 

B-1 Antenatal and Postnatal Care Infrastructure 

Edfu has up to fortv five facilities capable of providing antenatal and postnatal care one MCH center, 
one rural health center, thirty five or thirty seven rural health unlts, five rural hosp~tals and a d~s t r~c t  
hospital (A?) Edfu also has ten private oblgyn cllnics, twenty private dispensar~es or cltnics and two 
prlvate hospitals It is worth find~ng out what these are and what services they may prov~de (1119) 
According to the distr~ct manager, there are no NGOs active In maternal health In the Edfu dlstr~ct (1 / I  7) 

All publ~c sector facll~ties In Edfu (except hospitals) appear to be Involved In providing antenatal and 
postpartum care accordmg to the dlstrict manager Hours for such services should be 8 00 to 1 00 pm 
six days a week Hosp~tals prov~de antenatal care but not post natal care from 9 00 to 1 00 three days per 
week However according to facdity managers not all provide SIX days In particular 1 rural hospital, 
1 rural health center and 3 rural health units provide antenatal care 1 day a week, the MCH prov~des 2 
days a week and 1 rural hosp~tal and 1 rural health unit prov~de 3 days per week Facllrties provlde 
sl~ghtly less than six hours per day 011 average 9 fac~l~ties (3 rural hospital, 1 rural health center and 
5 rural health unrts provide between 3 to 5 hours of care (TI1 ) 

Of the thirty six facil~t~es visited in Edfu thirty five prov~de antenatal care, thirty one prov~de post 
parturn care two can prov~de ultrasound scans and seven laboratory hemoglob~n and thlrty five of thlrty 
SIX can analvze urine 
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Nmeteen of the th~rty SIX health facll~t~es v w e d  m Edfu had regular water and twenty etght had regular 
electnc~ty About half (twenty of thlrty SIX) were judged to be m good condltlon(2/14) S~xteen of the 
facllit~es had waltlng areas but onlv nlne had cham Around half of the maternal examlnatlon rooms 
were adequate Nme fac~lltles had stools for the doctor and seventeen allowed prtvacy Half had a 
workmg telephone (215 2/14) 

60 antenatal users were mterv~ewed In Edfu, 15% (9 cases) In the facllity Itself (410) These women 
were not selected at random They reported taklng on average 18 mlnutes to get to the facll~ty and 3 6 
kilometers was the average d~stance (411) Most traveled on foot (48 cases), the remalnlng took a 
m~crobus or tax1 Those who went by veh~cle pa~d on average 112 plasters (between 50-400) 25 went 
alone, 5 went w~th thelr husbands and 3 0  went w~th relat~ves or ne~ghbors (4/2,T/2) 

These data suggest an ava~lable phys~cal mfrastructure, that 1s relat~vely access~ble to those uslng the 
servlce Data for Egypt In general show most women have easy geograph~cal access to servlces but ~t 
IS not possible to judge ~f those not uslng servlces are put off by cost or d~stance Qualltatlve data 
suggest t h ~ s  1s not the case and that women who use services seem w~l l~ng  to travel to seek them 

B-2 Drugs and Equ~pment 

In Edfu In general shortages of Iron tablets were reported by 30% of factl~ty managers and 24% of 
health prov~ders The shortage figures for vacclnes and ant~blot~cs were reported by health fac~l~ty  
managers as 35 8% and 52 8% respect~vely and by health prov~ders as 26 5% and 20 9% respect~vely 
(B7) Wlth~n the th~rty SIX fac~l~tles mventorled for drugs and equlpment, Thlrteen of th~rty SIX 

fac~llttes had shortages In ant~b~otlcs and ten of thlrty SIX ment~oned shortages m lron Also mentioned 
were shortages m ecbollcs (th~rteen of th~rty SIX fac~lit~es) and m ant~pyretlcs (four of th~rty SIX facllitles) 
218 Overall fifty four of seventy seven prov~ders lntervlewed In Edfu reported drug and supply 
shortages (311 8) Three f a c ~ l ~ t ~ e s  In Edfu had antenatal and post partum servlce protocols (2118) 

Shortages In baslc equlpment were reported by fifty of seventy seven of health prov~ders (3118) 
However th~rty five of th~rty SIX facll~tles have worklng sphygmanometers and most have several 
Th~rty four of th~rty SIX f ac~ l~ t~es  have stethoscopes (2120) Th~rtv five facll~t~es have bollers and twenty 
two of thlrtv SIX have autoclaves Twenty seven have thermometers (2120) 

B-3 IEC Mater~als and Sess~ons 

The Edfu d~stnct manager appears to have some IEC mater~al on breast feeding, largely posters and fllp 
charts Accordmg to the fac~l~ty managers three of thlrtv SIX have materlal on at-risk pregnancy one on 
antenatal care fifteen on the Importance of breast feed~ng nme on the proper way to breast feed SIX on 
the importance of tetanus and one on neonatal care and ster~llzat~on and dellvery 

In the prevlous three months the d~str~ct  manager 111 Edfu reported no IEC actlv~t~es Thlrteen of th~rty 
SIX health facllltv managers also reported hav~ng held group meetmgs and twenty two prov~ded home 
VlSltS (211 3) 

B-4 Actual Practlce of Antenatal Care 
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As a absolute mrnrmum requirement, routrne antenatal care by health care providers (HPs) should ensure 

* that prophylact~c or therapeutic Iron med~catron IS prov~ded to all women at rlsk of anaem~a rn 
pregnancy 

* that tetanus toxo~d is glven to all women wrth Inadequate tetanus vaccination 
* that all women know how to recelve sk~lled care rn case of pregnancy complrcations 

Accordzng to Provzders 

Seventy of the seventy seven prov~ders In Edfu partrclpated In antenatal care and postpartum care(312) 
Among the srxty three rnvolved rn recelvlng patients, the following results were obtamed when provrders 
were asked what they d ~ d  reasons for vrsrt and a medlcal h~story were frequently taken (forty SIX and 
forty three) Askmg ~nformat~on on personal detalls also mentroned (th~rty SIX provrders of sixty three) 
The most common measures ment~oned were blood pressure (thrrty nme), temperature (th~rty elght), 
weight (thirty three) and pulse (twenty erght) Urme and blood measures were ment~oned (Twenty nme 
of sixty three and SIX of s~xty three) Most also explained what women should expect (forty elght of 
s~xty three) and some (twelve of srxty three) ment~oned where to go (for del~very?) (314) Seventeen 
answered questions or concerns 

Accordmg to Wonzen 

60 exit lntervlews were conducted In Edfu These women were not a random sample Women sought 
care to get tetanus toxord (53 of 60) or because they felt trred (111) (4 of 60) (411 1) In Edfu most planned 
thew dellvery at home (41 of 60), but 10 planned to use MOH facllrt~es 4/12) 36 of 60 preferred 
physrc~ans for dellvery (411 3) They had pald 10-250 pounds for thew delivery, wrth an average of 41 
pounds (Tl4) 

Of 60 women ~nterv~ewed 25 were recerved by nurses and 20 by clerks All but 2 felt welcome and 
that the person receiving them was welcommg Most felt the waitrng place as very comfortable (48 of 
60) or somewhat comfortable (5 of 60) (413) Most saw a nurse at some pomt (40 of 60). and all saw her 
r~ght awav or after 5 mlnutes Th~s  was judged reasonable by everyone (413,415) 25 of 60 also met w~th 
physrclan arid on average wa~ted 21 mrnutes to do so (though 5 woman wa~ted between 50 to 90 
mmutes) Physrc~ans were all fr~endly and polrte (416) 

20 of 25 examlned by phys~clans were exammed w~th prlvacy Only one of the 5 who were not was 
bothered by thls A h~story was taken (19 cases of 25) and duratron of current pregnancy (22 of 25 
women) Of the Important actlvlties ( exammng the heart with stethoscope, measuring blood pressure 
and examlnlng the abdomen), 14 of 25 women were exammed for each (4/7) For 12 women one of these 
three aspects of antenatal care was a failure (T15) We~ght helght, urme and blood were less frequent 
(12 5 4 and 3 cases respectwely) (415) Other activities ( ~ e  examln~ng breast, gynecologrc exam and 
ultrasound) were also done mfrequently 12, 5, 2 respectwely (417) As there IS no ev~dence these 
actlvltles are needed routmely 111 every vlslt, thls may not be a problem 53 of 60 were grven TT 
lnjectlons In thew current and 10 had been glven one before SIX had not been gwen one erther at the 
current v ~ s ~ t  or earller (Tl6) Sru were glven iron prlls and 5 glven other unknown medlcat~ons (418) 

Communlcatlon was not good as only 7 had ~t explamed to them what as bemg done and why (417) 
Adv~ce was also grven to women on personal hyg~ene (6 cases) and breast hygrene (7 cases), exerclse 
(6 cases) and nutrmon (9 cases) though agaln there IS no evrdence t h ~ s  works (418) SIX of 60 women 
(1 0%) were adv~sed on rlsky signs or pregnancy and how to act ~f rrsky slgns occur Also, place of 
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dellvery was only discussed wlth 5 chents This 1s a mtssed opportunity Only 31 women were told 
when to come next (418) 

50 women were satrsfied wlth servlce, cltlng the frlendly receptlon reassurance and tnstruction and the 
curatwe treatment as reasons The 10 dlssatlsfied women said they were not exammed as expected (8 
cases), walted a long tlme or got an unfr~endly receptlon (3 cases) or were not glven medtcation as 
expected (2 cases) Women felt the servlce could be made better wlth better exarninatlons more 
provtslon of medrcat~on vttamlns and Iron ptlls, and more mfonnatlon and instructtons (12 9 and 6 
respectwely) 45 sald they intended to come back and 50 would recommend the facility to others (419) 
Overall In Luxor and Aswan, 59% of women had an accesslblilty card, and 96% of women brought their 
card wlth them in Edfu, 23 women had an access~blllty card, and 22 brought ~t wlth them (4110) The 
other 37 women were never glven one 

25 of the 60 women had had a prevlous v is~t  In prevlous visits, some (7 of 25) were glven dates for 
revisiting and 7 of 25 were explained risk factors, told how to act, and counseled on nutrition and 
personal hyglene We~ght and blood pressure were measured In 6 of 25 and 9 of 25 respectively Only 
2 s a~d  they had a chance to ask questions but both of these were glven helpful answers (411 4) Most (40 
of 60) vlstted other faclllt~es largely prlvate oblgyn (36 cases) (4115) 

Most of the 43 women w~th  a prevlous dellvery (37 of 43) had dellvered at home whrle 5 dellvered In 
MOH facll~ties (4118) Most were not visited after dellvery (23 of 43)(4/18) 

48 antenatal provlder - user lnteractlon (vlsits) were observed by a speclal~st obstetrician 3 antenatal 
vlsits were observed In a general hospital, 18 In a dlstrlct hosp~tal and 27 in a MCH centre The sample 
of antenatal v ~ s ~ t s  was not chosen by random and IS not spectfic for any Governorate or dlstrict 
However we stdl belleve that manv of the findlngs would be s~milar In other untts 

The data provlded show that the observer percewed the servlce as friendly (44 of 48) When meetmg a 
mother all (48 of 48) HPs welcomed and most HPs reassured her (34 of 48) but only 8 of 48 HPs 
explamed clearly to the woman what w11l be done 

The observer assessed prenatal history takmg as inadequate in 'A of observatton (13 of 48, 1 tn a district 
hosp~tal and 12 tn an MCH) This does not appear a harsh judgement as most HPs dld no ask about 
prevlous compl~catlons of dellvery and only 25 of 48 asked about bleed~ng in the current pregnancy 2 
of 12 cases wlth symptoms or hlstory suggestlve of rheumat~c heart dtseasel and none of the 10 women 
who had antepartum vagmal bleeding' were appropriately ~dent~fied by HPs Accordmg to the data 
provlded 42 women had pregnancy problems worth reporting as assessed by the observer However, 
antenatal h~story was appropriately recorded by only 29 of 42 HPs 

'~ccordlng to the Nat~onal Maternal Mortal~ty Study Egypt 1992-3 MoH Chlld Survival Project Ca~ro 
1994 cardlac d~sease (ma~nly caused by rheumat~c heart d~sease) accounts for 13% of all maternal deaths m 
Egypt Onlv postpartum haemorrhage and hypertenswe dwase In pregnancy cause more maternal deaths 

' In a random sample of 50 women one would expected no more than 2 women wlth antepartum bleedmg 

Tills IS a h y h  prevalence ot compl~catlons and 1s unhkelv to be s~m~lar  In the general populat~on 
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Pnor to antenatal phys~cal examination only 4 HPs explained to the mother what they were gomg to do 
and only 1 washed h ~ s  of her hands All 15 women who attended for their first vlstt had the~r  heart 
auscultated but 14 of 15 had thew blood pressure taken correctly and only 2 of 15 had thelr chest 
exammed at all 

The fetal presentat~on and lie was determined In all women (>28 weeks) attending at dlstrlct hospital 
level (9 of 9) but less than 1/2 (12 of 25) the women (>28 weeks) attending MCHs for antenatal care4 
More importantly when performing a vagmal exammation, only 1 of 15 of HPs took minlmum antlseptrc 
precautions and used clean gloves5 As In all other observations of HP actw~ties, recordmg of antenatal 
exammatlon findings was often deficient (1 7 of 48) 

Antenatal laboratory rnvestlgatlons were relatively frequently performed but only l/3 the women attending 
at thelr first vls~t had the~r VDRL (test for syphilis) checked Nearly all women had some kmd of 
laboratory investigation, but less than % of findmgs were correctly recorded in the chent's record and 
only '/z were correctly mterpreted 

Health education i n  the antenatal cl~nic was deficient, too Only 'h of all women attendmg durmg the 
th~rd trimester received rnformat~on about the importance of vag~nal bleed~ng and only 7 of 48 were 
Informed about the slgns of pre-eclamps~a and antepartum b l e e d q  Antenatal care by a senior doctor 
d ~ d  not guarantee better care as only % (3 of 4) of the senror doctors who saw women In the third 
trimester informed them these two r~sks 

The data do not permit an analysls of the HPs attltude and activities to preventing anaemia (IS Iron 
supplementation given routmely or not') 

The observer assessed less than '/z (2 1 of 48) of the prov~ders as competent in providmg antenatal care 
and suggested that 34 of 48 would benefit from efforts to strengthen and support the~r  skills 

C DATA ON HEALTH OUTPUTS AND OUTCOMES 

C-1 Where Do Women Seek Antenatal and Postnatal Care? 

Edfu should have 10,000 new antenatal v ~ t s  and at least 30,000 repeat vls~ts per year In practice only 
6 1% of women 111 upper Egypt use public sector services, wh~ch would mean 61 0 first vis~ts and at least 
3 tlmes that manv repeat visits 66 3% (or 6630) women have at least one tetanus toxoid immunization 
The bulk of those gettlng ~t w~th  antenatal care are using private providers, but ~t is unclear where the 
remamder are getting ~mmunized These women may be usmg pubhc sector servlces 

Accordmg to the district manager data, Edfu health fac~llt~es report 1862 new antenatal care vis~ts In the 
year 1996 Th~s  would suggest 19% pregnant women used public fac~lit~es (th~s seems a b ~ t  h~gh unless 
tetanus toxo~d alone merits recording as a new antenatal care cl~ent) In the second quarter of 1997, the 
number was 654 Revisits were less frequent (n= 941 and 230 for 1996 and 1997 respectively) mak~ng 
the average number of v~sits to publ~c facilit~es between 1 4-1 7 (111 8) Eight factllt~es reported a total 

'The value of routmely determlnlng the fetal Ile before 34 weeks gestation is uncertam 

5 ~ l ~ e  value of vag~nal examlnatlon in pregnancy is uncertam and routine vaginal examinations are not 
performed rn the U k  at anv tlme before the onset of labour 
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of 725 antenatal vls~ts for 1996 (range 15-210) However m the second quarter of 1997,20 f a c ~ l ~ t ~ e s  
reported antenatal vrslts The dlstr~ct hospttal dtd not report however vls~ts m other fac~llt~es ranged 
between 7-72 Altogether, 539 first vls~ts were reported for the second quarter m 1997 whlch IS about 
22% of all expected b~rths In the same quarter Nevertheless, the average numbers of new chents seen 
IS between less than one per day and less than one per weeh Even addmg revlslts does not glve a very 
heavv workload as only about half of women return for a r e v ~ s ~ t  

If we look at health fac~l~ty  r statlstlcs on the content of care In the second quarter of 1997 notably at 
tetanus toxo~d lmmunlzatlon and cases of anemla we find the follow~ng 387 lmmunlzatlons and 94 
cases of anemla 

Edfu should also have 10 000 postpartum check-ups ~f all blrths were followed up postpartum but m 
practice the number 1s emmated at sl~ghtly over 12% (n=1200) The expected number rn the publ~c sector 
IS not known 200 postpartum v~sits were reported from the governorate level for 1996 (111 8) Among 
fac~litres there were 165 postpartum vls~ts In 1996 (range 15-80 per faclltty) and 231 m the second 
quarter of 1997 (range 10-65) Th~s  is less than one cl~ent per day (T/6) 

C-2 What Are Reportmg and Recordmg Practlcess 

Accordmg to the dlstrlct manager, all health facll~t~es have the new reglstratlon forms and thlrteen of 
forty five prov~de complete MIS forms and revlew data (1112 1/13) Twenty e~ght f a c ~ l ~ t ~ e s  In Edfu had 
forms, and twenty three were uslng the new forms for antenatal 1st vls~t, antenatal revlslt eleven for 
postpartum care) (216) Factltt~es reported uslng data to follow up cases (fourteen fac~ l~ t~es )  to detect 
community health problems ( m e )  and to ascertain qual~ty of semlces In (e~ght) Twenty five of th~rty 
SIX facll~t~es regularly nottfied reportmg events by telephone monthly report, messenger or other means 
(216) 

SIX of th~rty srx f a c ~ l ~ t ~ e s  have persons tramed to use data largely nurses but some GPs, clerks and one 
statlstlcian When prov~ders were lntemlewed, elght of the twenty e~ght mvolved In recording 
~nformat~on sa~d they had been trarned to look at data qual~ty but only five were tramed on how to used 
data (3117) The most common use of data (accordmg to prov~ders) 1s to monltor and evaluate 
performance (311 7) 

Overall In Luxor and Aswan governorates health provlders report that supervisors typ~cally vls~t e very 
two weeks though 45% are v w e d  every 3-4 weeks For 5% of health prov~ders the supervisor vls~ts 
only every 3-6 months or even more mfrequently (313) Sllghtly over half of health prov~ders are 
rnvolved In supervlslon themselves Few prov~ders have tramng In management (6 of 1 1  5 GPs and 1 
of 1 14 nurses) 

D-2 Referral 

F~ftv seven of seventv providers involved In antenatal care reported referrmg cases When asked what 
cases thev referred thrrty nme mentroned preeclamps~a th~rty three ment~oned antenatal hemorrhage, 
twenty one abnormal presentatlon twenty previous c-sectlon twenty d~abetes fourteen eclampsra and 
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thirteen heart fa~lure Only seven communrcate wrth facilrt~es they referred to and SIX accompanied cases 
routinely Twenty five followed up on cases but t h ~ s  was done ~nformally by twenty three Those who 
drd not follow up cirents stated rt was not requ~red rt was difficult or there were no records (3/16) 

In Luxor and Aswan governorates as a whole most providers reported being rnvolved In antenatal care 
only 10 6% of nurse and 5 6% of oblgyns were not mvolved rn antenatal care All GPs were mvolved 
rn antenatal care There was less rnvolvement In postpartum care 40 4% of nurses, 1 1  1 % of 
obstetricians and 8 % of GP were not mvolved In postpartum care (B8) Of the provrders, seventy of 
the seventy seven interviewed provrde antenatal care and fifty one provide postpartum care though 
twenty slx and erght respectively do so In the capacrty of ass~sting (312) 

Seventeen of seventy seven providers in Edfu reported using IEC materral on tetanus toxoid, and twenty 
elght on breast-feedlng posrtlonrng Thirty five dld not have IEC materrals but most common were 
posters flip charts and booklets (3122) 

Tra~n~ng Overall In Luxor and Aswan governorates, 25 of 115 GPs (21 7%) had been tramed in 
antenatal care mostly in tralning centers (22 of 25) though some had been trarned in unlversltres (3 of 
25) Th~s  included preventatwe care procedures and anaemra during pregnancy, preventrve delrvery care 
and dellvery follow up procedures 17 of 1 15 (14 8%) had been trained m postpartum care, agam largely 
In tralning centers (1 5 of 17) Nurses were given less tralnlng than GPs However 14 of 14 1 were 
trained 111 antenatal care (9 9%) and 6 in post natal care (4 3%) A further 14 (9 9%) were trained In 
breast-feedmg (3110) Only one nurse reported using an prenatal protocol and a post partum protocol 
GPs and Obs drd not use these 
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2 DELIVERY AND NEONATAL CARE 

A POPULATION STATISTICS IN EDFU DISTRICT 

Edfu has a total population of 336 514 168,051 are women and an est~mated 60,000 (36% of all women) 
are women of reproductive age( 11 1,112) 

1995 DHS est~mates for upper Egypt provtde crude blrth rates (CBR) and general fert~llty rates (GFR) 
of 34 511 000 and 16411 000 respectively If these data are appl~ed to the total populat~on of Edfu, there 
are between 10- 12 000 blrths per vear In Edfu Accordmg to the health statlstlcs the d~str~ct  manager sald 
there are 8623 births in 1996 (g~vmg CBR = 2611000, GFR = 14411000) (Table 10) These figures are 
lower than expected and reflect the under- reporting that is known to exist in MOH statistics Th~s report 
w~ll  assume the figure of 10,000 blrths m Edfu 

B I S  EDFU PREPARED TO PROVIDE EOC9 

Accord~ng to WHO recommendat~ons there should be one faclllty capable of prov~dlng comprehens~ve 
essent~al obstetric care (CEOC) and 4 basic essent~al obstetric care f a c ~ l ~ t ~ e s  (BEOC) per 500 000 
populat~on Accordmg to these crlterla 1 CEOC and 3 BEOC would be more than adequate for Edfu, 
w~th ~ t s  population of 336 514 (It is lnterestlng to note that the dlstr~ct hospltal only cons~ders ~ t s  
catchment area to be a populat~on 130 000 populat~on (Q2)) 

We lnvesttgated the dlstrlct of Edfu to check ~ t s  preparedness to prov~de EOC and found the bulld~ng 
infrastructure to be In place Edfu has a d~strict hosp~tal (the nearest general hospltal u In Aswan four 
hours away (L5)) and 2 prtvate hosp~tals There are five rural hospitals (four w~th  beds), 1 MCH centre, 
and 1 rural health centre There IS some lack of clar~fy regarding the number of rural health unlts wh~ch 
are variously reported at 35 or 37 (Table A2) There are also an est~mated 10 private oblgyn cllnrc, 
although t h ~ s  figure seems low accordmg to the qualitat~ve data from women (L3) (see map) 

Most public facil~tles sa~d thev were available ( In prlnc~ple) to prov~de EOC to prov~de 24 hours 
emergency care but it 1s likelv that most facll~tles are severely ltm~ted by the fact that they have no beds 
and that thew openlng hours are restr~cted from 8 00 or 9 00 am to 1 l 00 am or 1 OOpm, SIX days a week 
(119) Qualltatlve research shows that the speclalist doctors tn publ~c fac~lltles ~ncludtng the dlstr~ct 
hospital are dependably present onlv durlng the mornlng hours and often not even then because the~r 
prtmary focus IS on them prlvate cllnlcs (L4) 

B - 1 Preparedness of the CEOC Facil~ty 

Edfu's maln publ~c facll~ty conduct~ng births IS the d~st r~ct  hosp~tal According to the distrlct manager 
~t has a total of 70 beds and 5 maternitv beds (the entlre distrlct was reported to have 10 maternity beds 
(B3)) Accordmg to the hospltal d~rector the facllity has 150 beds and 25 maternlty beds The latter 
number is adequate judged by WHO standards (24 maternlty beds per d~strict hospital) 

The hosp~tal has a covered waitilq area for women which IS judged sufficient and well maintarned 
However there 1s no toilet available nearby There are no labour room beds There is a maternal 
examlnatlon rooin (with examinatloll table) which allows privacy The dellvery room well prepared and 
prlvate wlth good Ilght~ng But the general situation of the room IS not good Data were not collected 
on the operating theatre 
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In term of staffing for emergency funct~ons, the drstr~ct hosprtal has 1 anaesthetrst, 7 ob/gyn specralists, 
1 obstetrrcs resident, 3 pedratncrans 3 pharmacists, 3 laboratory specialrst and 3 lab techn~crans There 
IS no blood bank spec~alist, although rt seems t h ~ s  functronal trtle may not exrst m Egypt T h ~ s  level of 
staffing seems more than adequate expect perhaps on the need for 24 hour relrance on a slngle 
anaesthet~st However, rt IS noted that the drstr~ct manager felt there were shortages In obstetr~c and 
nursing staff (and needed 1 I and 167 more respectrvely)(l/4) In other questrons, drstr~ct manager 
expressed that a shortage of pharmacists occurred (1/8), and that a shortage of nurslng staff (and 
supplies) was the major problem facing the dlstr~ct (1114) Gwen the low number of deliveries (12 5 per 
week) the number of obstetr~c~ans (8) does not seem low In terms of staffing for neonatal care, the 
hosprtal has 3 ped~atrlcians but no resident pediatrlc~ans 

Delivery servrces In the d~strict hosp~tal were ava~lable on a 24 hour basrs wrth an oblgyn on call at n~ght 
and on holidays Emergency ped~atric servlces were also avarlable on the same basis The hosprtal sard 
it would only take 5 mrnutes to attend to compl~catrons (though thrs seems unrealrstrcally short) The 
hosp~tal did not report transferrrng any cases and did not prov~de any ~nformatron as to where they would 
send cases In case of need of emergencv referral, the hosprtal had no ambulance and reported ~t would 
have to relv on an external one The nearest general hosp~tal IS four hours away (L5) 

The facilitv has a telephone (and so can be contacted In case of emergency, although only 50% of other 
facil~t~es have a telephone according to the district manager (B14)) It has regular supphes of electrrclty 
and water There is a blood bank but no inforrnat~on provrded on equlpment at the blood 
bank(refr1gerator centrrfuge, mrcroscope, screenmg k~ts) Blood supplres are Inadequate, patlent are 
asked to supply from relat~ves and friends Qualitatwe data rndrcate that thls IS sometimes the case even 
in emergencles Qualitatwe data ind~cate that patlents are readily able to obta~n medrcatrons and supplres 
for hospital delrvery lncludrng sutures and anaesthet~cs, In nearby pharmacres, but blood IS extremely 
problematic, particularly as many of the women who are rn need of blood do not h e  rn Edfu Crty, where 
the drstrict hospital IS, and therefore cannot promptly access km (L6) 

Based on WHO recommendat~ons this hospital has most of the basrc equrpment and staffing to manage 
obstetric emergencles However, there were major deficienc~es In some areas there are no anaesthet~c 
agents and nothing for managlng pre- eclampsia/ eclamps~a ( ~ e  no nltrous ox~de, no d~azepam no 
ketamme no l~doca~ne, no peth~dine, no magnesium sulphate, no hydralazrne ) All antrb~otics were 
ava~lable expect for kanamyc~n suggesting that ant~b~otic shortage IS not a problem for the d~strrct 
hosp~tal The questionnaire d ~ d  not assess avarlab~lity of suture mater~als ( reported to often be In short 
supply) or manual vacuum aspirators Partographs are not use at all The drstr~ct manager dtd report 
difficulties with suppl~es as a major problem though might affect other facrlttres and not the d~strrct 
hospital (1114) It was not possible to state whether drugs and equipment these are located In the correct 
room and or were readily access~ble 

Observational work observmg delwer~es identified problems assoc~ated w~th poor communlcat~on to the 
clrent asepsls and heavy rehance on forceps These observations are not spec~fic to Edfu but among the 
deliverres observed In Edfu 

B - 2 Preparedness for Neonatal Care at  Drstr~ct Hosp~tal 

In order to provide neonatal care the district hosp~tal requlres other materlal beyond those requ~red for 
CEOC The d~s t r~c t  hosp~tal has adequate equlpment except rt lacks any mfant laryngoscope or 
ambubag (bag and mask) which are cr~t~cal for resuscltatlon S~lver nrtrate IS not avarlable but 
tetracycline (wh~ch IS preferable) 1s present 
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B - 3 Bas~c Emergency Obstetr~c Care 

The only other facil~ties w~th beds (and thus capable of domg facillty deliveries) are the rural hosp~tals 
According to the d~str~ct manager, these have an addltional5 maternlty beds Four of the rural hospital 
directors report havlng 13,14,16,18 beds though none of these were specified as maternlty beds (R, 1 ) 
Matemtty beds were not present at MCH centres, rural units or rural health centres No informat~on IS 

available on private sector beds and on prlvate sector capaclty to provide BEOC or CEOC 

These basic facll~t~es have some way to go in terms of being able to provide BEOC (see table Rl6) In 
particular there appear to be major problems In terms of expendable supplies and antrbiot~c drugs 
Spec~fic hosp~tals were also mlssing specific supplies, and some Items of equipment need to be 
redistributed 

B - 4 Analvs~s of Intrapartum, Postpartum, and Neonatal Care 

As a mlnlmum requirement routine labour, dellvery and neonatal care by health care prov~ders (HPs) 
should ensure 

* that all women in labour and neonates have routlne observat~ons taken and recorded 
* that women are encouraged to be mobile whlle in labour and not to deliver lying on the~r  backs 
* that mterventions lncludmg vaglnal examinations adhere to mlnimum standards of hygiene 
* that lnterventlons are restricted to an absolute minimum 
* all instruments used for maternal and neonatal care are ster~le 

25 del~ver~es were observed by a spec~al~st obstetrlc~an In 13 distr~ct and 12 general hospitals The 
sample of del~ver~es was not chosen by random and is not spec~fic for any Governorate or district 
However, we stdl belreve that many of the findlngs would be s~milar in other unlts 

Most del~ver~es were attended by junlor or resident medlcal staff (13) whde 7 were attended by the head 
of the department 1 by a specialist and 4 by an assistant speclalist or senior res~dent In no case were 
nurses the maln care providers 19 of the 25 del~verles were normal vaginal deliver~es There were 3 
forceps and 2 breech del~ver~es while one Caesarean sectlon was performed (for the single reported case 
of ruptured uterus) There was also a case of preterm labour Approximately 1/3 of all women underwent 
some kmd of mterventlon including augmentatlon or mduction of labour 

The data provlded show that women perceive the servlce as frtendly, but do not recelve much ( ~ f  any) 
explanat~ons about the progress of labour or activltles to be done by HPs When meeting a mother nearly 
all (24/ 25) HPs welcomed and reassured her (20125) and were perce~ved as friendly (24125) HPs 
generally helped women to get ready for exammations (24125) but virtually never expla~ned the~r 
findmgs to the mother (1125) 

General Illstory takmg was adequate (24125) but only 2/3 ( I  6125) of HPs asked ~f the membranes had 
ruptured and ~f the mother had attended an antenatal clln~c (16125)' Only 21125 HPs measured the 
mothers blood pressure and 16/25 took her heart rate on11 20/25 performed an adequate phys~cal 
exammation and only 19/25 recorded antenatal and lntrapartum history and findings accurately When 

'The longer the per~od between rupture of membranes and dellvery the h~gher the r~sk of ~nfect~on for 
mother and baby Even poor qual~tv antenatal care should ~denttfy some abnorrnallt~es such as antepartum 
haemorrhage 
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performing a vagmal examlnatlon only 12/25 of HPs took mlnlmum antlseptlc precautions and only 5/25 
used ster~le gloves' Only 17/25 of the HPs checked the fetal heart at regular intervals 

Dellvery occurred In all cases w~th the mother lying on her back4 Less than half the instruments used 
for dellvery were clean and ster~lrzed Even more ser~ously unsterile Instruments or thread was used m 
more than 3% of cases to cut and tle the umb111cal cord At least 4 out of 25 bables were exposed to 
unnecessary cold stress (not drled or not covered w~th blankets) None of the bables was formally 
assessed at birth (no welghts, anthropometr~cal measurements or Apgar scores at all) Only half the 
mothers were informed that the~r  baby was fine and half were encouraged to breast feed Management 
of the thlrd stage 1s not descr~bed in the data 

During all observed labours and del~verres no partograph were used, nor were any type of protocol or 
checkl~sts The ava~lable data does not prov~de ~nformatlon concernmg the accuracy of the findmgs of 
any exammatlon ~nclud~ng blood pressure and Gnd~ngs on vagmal examinat~on From the provided data 
~t was not clear ~f women were encouraged to change the~r posltlon frequently In labour and to empty 
their bladder regularly (as ~t should be the case) Whde the data prov~de information about procedures 
wh~ch are desirable ~t does not 11st unnecessary or harmful lnterventlon such as routme enemas In labour 

Postnatal Care 

The Nat~onal Maternal Mortal~ty Study, Egypt, 1992- 1993 showed that postpartum haemorrhage was the 
most common d~rect cause of maternal mortal~ty (178 deaths) and caused more maternal deaths than the 
second (hypertenswe d~sease In pregnancy, 1 14 deaths) and thlrd most ~mportant causes (genltal sepsls, 
60 deaths) together Th~s  confirms that in Egypt, too the mother is In more danger of losing her hfe in 
lmmedlate postpartum per~od the mother than durlng any other t~me  rn her pregnancy Care In the 
~mmedlate postpartum perlod requlres the early detection of complicat~ons, and an appropriate response 
to them Earlv detect~on requlres regular and systematic observation of the mother's v~tal slgns lncludmg 
pulse blood pressure and blood loss 

Only 20 of the 25 HPs observed took a blood pressure and 3 d ~ d  not take a maternal blood pressure or 
a pulse The major~tv of HPs (1 6/25) left the woman w~thln 15 mlnutes of dellvery and immed~ately after 
delivery of the placenta (13/25) and would not have been able to observe slow but steady blood loss It 
IS not clear ~f thev delegated the task of observ~ng the mother to other HPs If they dld so, those HPs 
would have to relv on adequate records to provlde contlnulty of care However only 3/25 recorded thelr 
postpartum observations in the patlents records 

Insufficient communlcatlon between HP and mother was also a problem during the postpartum period 
Only a fractron of the prowders Informed the mother to report back rn the case of haemorrhage (1 8/25) 

'Frequent andlor unhyg~enrc vagrnal examlnatlon In labour are one of the most Important rlsk factors 
for puerperal sepsrs whlch IS the 3rd most common direct cause of obstetr~c mortality m Egypt Natronal Maternal 
Mortalrtv Study Egypt 1992-3 MoH Chlld Survrval Project Ca~ro 1994 

It IS llkelv that thrs 1s better than the reyonal average as 94 of the small er health unlts (total 123) 
vlsrted for the complete survey had no fetal stethoscope at all 

Thrs IS a bad posltlon as the werght of the gravrd uterus can easlly occlude the Inferlor vena cava 
whrch wrll lead to a decreased prelaod a drop rn blood pressure decreased placental perfuslon and fetal drstress 
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or fever (1 6/25) Contracept~ve adv~se was offered only by 7/25 HPs The 3/25 HPs who d ~ d  not measure 
pulse, blood pressure or temperature dld not provide adv~ce for the postpartum perlod elther 

The actlvltles of HPs are determined bv many factors wh~ch are not recorded m t h ~ s  analys~s such as the 
avallab~lrty of supplles necessary to perform certam tasks, motwatlon, knowledge and skllls One can 
assume that all HPs had the ablllty knowledge and skllls to take routme observatlon (fetal heart, 
maternal temperature blood pressure and pulse rate) but only 343 d ~ d  so 

It is possible that supphes could have been a problem (Aswan General Hospital has no protelnurla test 
k~ts)  Even where the facility has a particular plece of equipment, it may not be access~ble (Luxor 
General Hospltal has only 1 worklng sphygmanometer 1 autoclave, 1 workrng stethoscope and 1 mfant 
we~ghing scale, pair of sclssors and two fetal stethoscopes) If the equrpment was accessible rt may 
have been used preferentially (because of the observatlon) As HPs were observed by a senror colleague 
they mav have changed thelr practlce for the perlod of observatlon to the~r "best posslble pract~ce" The 
recorded observat~ons may thus not reflect routme practlce by the HPs observed, but the best poss~ble 
case 

W~thout adequate observatlon of labour ~t wlll be difficult to perform necessary tnterventions In t ~ m e  
On the other hand the lack documentat~on of labour often leads HPs to assume that the progress of labour 
is slow whtch ~n turns causes unnecessary mterventlons such as "yet another vaglnal examrnat~on" or 
lnjectlons to st~mulate labour In the sample observed 10 out of 25 women rece~ved drugs to stimulate 
labour wh~ch 1s more than twice the rate as used in most labour wards In the UK 

Care In this sample was prov~ded bv special~sts or those undergomg speciahst tralnlng As spec~al~st are 
concerned w~th abnormal labour and dellvery ~t mav not be surprismg that they were not very good at 
managmg normal del~verles The observer judged dellvery care as competent In 7/25 of cases and felt 
that support and strengthenmg of shllls 1s requlred In approx~mately 22/25 of cases observed 

To reduce the r~sk of adverse outcomes of normal del~ver~es ~t 1s necessary to avold unnecessary 
mterventlon and to ensure mlnrmum standards of cleanliness and sterll~ty From the data prov~ded ~t does 
not appear that these prlnc~ples are followed 

Changes In routme care for women In the ~mmed~ate postpartum perlod are l~kely to lead to more health 
galns for mothers and babres than changes durlng the antenatal or lntrapartum perlod 

B - 5 Referral / Transport 

Accord~ng to the dlstr~ct manager pliys~c~ans from lower level unlts were asked to transfer compl~cated 
cases to the d~st r~ct  hosp~tal lmmedlately He d ~ d  not request that cr~tlcal cases be accompanied or that 
telephone contact be made or an ambulance used The d~strlct manager reported one workmg ambulance 
(W4) whlch IS located In a rural hosp~tal 

Lower level health facll~ttes generally d ~ d  not possess ambulances (w~th one exception) (or a means of 
transport but how get drugs) 32 f a c ~ l ~ t ~ e s  reported that they would refer compllcatlons to the d~st r~ct  
hosp~tal but three stated thev would refer them to the MCH (Tli~s could lead to useless delay the MCH 
has no capaclty to deal wrth compl~catlons) When referrals were made facdltles sald that In two thirds 
of cases women were not acconipanled by medlcal or nursing staff (68 6%) Among the rest these only 
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accompanled women occas~onally In 63% there 1s no follow-up, and what is done 1s generally done 
~nformallv Thls prcture 1s confirmed by mtervrew w~th prov~ders (214) Referral distances were 
generallv short (12 1 k e  7 7kdometers and travel tlme was 27 mlnutes 2 17 mlnutes (2/4) The d~s t r~c t  
hosp~tal d ~ d  not report referrmg anyone but should the need arlse would rely on an external ambulance 
servlce so there appears to be such a thmg In Edfu (B14) Qual~tat~ve work found no cases of women 
arrlvrng at the dlstrrct hosp~tal not accompamed by relatwes (L8) 

C DATA ON HEALTH OUTPUTS AND OUTCOMES 

C - 1 Where Do Women in Edfu D~strlct DeIwer and Who Delwers Them9 

We assumed that 10 000 women dellver every year In Edfu d~s t r~c t  If 1995 DHS data for upper Egypt 
are appl~ed to Edfu, 78,5% of blrths take place at home (n=7850), 12 1% In publ~c health facrllt~es 
(n=12 10) and 9 1 % In prlvate facllrtres (n=9lO) 60 9% are attended by dayas (n=6090), 26 0% by 
doctors (n= 2600), 6 2% by nurses/m~dw~ves (n=620) the remamder (n=690) dellver w~th  relatives or 
alone 

However the d~str~ct  manager only has data on 1520 del~ver~es (15 2% of all del1ver1es)(l/l8) 
Presumably these are dellver~es conducted through the publlc sector and lnclude publ~c facll~ty and 
home based delwerles attended by the publ~c sector prov~ders It IS unclear whether the d~str~ct manager 
rncludes data on the dlstrrct hosp~tal In hls statlst~cs, and whether the d~s t r~c t  hosp~tal falls w ~ t h ~ n  h ~ s  
remlt 

Of the 36 fac~llt~es vwted, 2 fac~llt~es d ~ d  not report blrths and 28 drd not have books for 1996 Among 
the 6 f a c ~ l ~ t ~ e s  that reports b~rths, there were data on 753 del~ver~es rn 1996 For the three months In 
1997, I5 facrl~t~es reported 567 blrths (9 f a c ~ l ~ t ~ e s  were not reglsterlng births and 12 were w~thout 
books)(RO/R2) 

Not all delwerles regrstered In fac~lrtles actually occur rn the fac~l~tres Indeed many f a c ~ l ~ t ~ e s  do not 
actually have beds In Edfu only the dlstrrct hosp~tal and 4 of 5 rural hospitals actually have beds Others 
fac~llt~es (~ncludlng the MCH) do not appear to conduct dehverres rns~de the facrl~t~es srnce they reported 
havmg no beds (W3) If one looks at del~verles ~nsrde the fac~llt~es wrth beds, we found no data on 
del~ver~es from the hosp~tal for 1996 In the quarter of 1997 though, the hosp~tal reported conductrng 
163 del~veries ( 12 5 per week) makmg an est~mated annual total of 652 dellver~es The 4 rural hosprtals 
w~th beds reported conductmg 49 delrver~es In the same quarter (WO) Th~s  makes a maxlmum expected 
total of 848 blrths per year In publlc facd~tles (compared to an estrmated 1210 In publ~c fac~llt~es from 
the DHS) (WO) 

C - 2 What Are the Health S ta t~s t~cs  for Edfu 

Neonatui and I~lfant Mortality 

The 1995 DHS data for rural upper Egypt reports the neonatal mortal~ty rate as 49 per I000 and the Infant 
mortal~tv rate as 105 per 1000 I n  Edfu t h ~ s  would mean 490 neonatal deaths and 560 post neonatal 
deaths mah~ng a total of 1050 Infant deaths per year Accordmg to the d~s t r~c t  manager, In 1996 there 
were 40 st~llb~rths 14 early neonatal deaths 8 late neonatal deaths and 8 post neonatal death ( a total of 
22 neonatal and 30 Infant deaths) ( 111 8) Even uslng the 8623 blrths reported to the MOH the follow~ng 
mdrcators can be der~ved a strll blrth rate of 4 6 per 1000 llve and st~llb~rth a permatal mortalrty ratlo 
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of 6 2 per 1000 l~ve  and still blrths neonatal mortal~ty rate of 2 6 per 1000, and an Infant mortality rate 
of 3 4 per 1000 These rates are too low Qual~tative data lnd~cate no reason to antlapate lower mortal~ty 
rates In Edfu than elsewhere In Upper Egypt (Ll) 

Maternal Mortalrty 

If we assume an maternal mortahty ratlo (MMR) of 2 17 per 100,000 h e  blrths (based on the maternal 
mortal~ty ratlo for upper Egypt) there would be on the order of 22 maternal deaths in Edfu No data 
were ava~lable on maternal deaths from the d~str~ct  level (1/13,1/18), although the d~strict hospltal 
reported one maternal death (m the quarter of 1997) glving an MMR of 40 per 100,000 (1 death m 2500 
b~rths expected in Edfu In 3 months) but an ~n-hosp~tal MMR of 613 per 100,000 (1 maternal death per 
163 del~venes) No other fac~llt~es reported maternal deaths (W5) 

What Are Coniplrcat~on Rates7 

With 10 000 b~rths In Edfu 1000-1500 women are expected to have compltcat~ons, based on an 
assumption of 10-1 5% As over 21 1% of women del~ver In publ~c or prlvate health facil~t~es according 
to DHS it IS possible that women w~th compl~cations are reach~ng health servlces However facihty data 
show that nearlv three-quarters of the~r del~veries are normal ~ndicatlng there may well be some unmet 
need 

The d~st r~ct  manager has data on 1520 del~ver~es of wh~ch 91% (n=1386) were normal, and the rest 
(n=134) were compllcated Assummg 1000 compllcated pregnancles In Edfu, t h ~ s  glves a "met need" 
Indicate of 13 4% Usmg health facility data we find that for the 136 reported brths at the d~strict 
hospital (111 the quarter of 1997) the vast majorlty of these (n=118) were normal (72%), whde 45 (28%) 
were compl~cated T h ~ s  latter number would suggest 180 complicated cases are treated by the hospital 
per vear glving a "met need" ~nd~cator of 18% 

Other fac~l~ties also report compl~cat~ons for the four rural hospital w~th beds, complications rates are 
0% 0% 15% and 50% (Rl4) The 10 other fac~lities wh~ch reported managlng deliver~es also reported 
compl~cat~on rates of 0-44% However because such fac~lit~es may refer women w~th compl~cat~ons to 
the d~st r~ct  hosp~tal ~t 1s not easy to estlmate absolute number of compl~cated cases managed by the 
publ~c sector bust addmg up reported compl~cat~ons would lead to double counting) 

The hospital data also show 27 c-sectlons were done T h ~ s  glves an institutional c-sectlon rate of 17% 
but a d~strict level rate of 1 1 % This latter rate IS less than the 5% c-section rate expected per d~st r~ct  
(although we do not have data on c-sectlons In the prlvate sector wh~ch may account for more c-secttons) 
There were also 62 cases of forceps reported In the hosp~tal (w~th no use of suct~on) wh~ch may be hlgh 
(but IS d~fficult to Interpret gwen the lack of ~nformat~on collected on the ~nd~cat~on for forceps use) 
Observat~onal stud~es of 25 del~venes In Aswan and Luxor showed over use of forceps with l~ttle 
md~cation 

There were no ectoplc pregnancles recorded In the hosp~tal but 78 abort~on complicat~ons were recorded 
There were no other data ava~lable on spec~fic compl~cat~ons The ratio of abortlon comphcatlons to 
del~ver~es lnd~cates that inanaglng abort1011 comphcat~ons 1s a large part of the d~str~ct hosp~tal workload 
(shghtlv less than one th~rd of obstetr~c events ) and that some attention should be devoted to t h ~ s  Issue 

The case fatal~ty rate for the d~str~ct hosp~tal 1s 2 2% ( 1  death out of 45 comphcat~ons) wh~ch IS hrgher 
than the level of 1 %  set by UNICEF However this ~nd~cator 1s difficult to interpret smce it IS 
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suscept~ble to the definition of complicat~ons for example, d c-sections and forceps are Included as 
complicatlons then an add~tional 89 complicat~on wdl be added to the denominator, making the case 
fatality rate 1 death out of 134 complicated deliver~es or 0 7% 

Llm~ted data are available on neonatal care 32 neonates were cared for in the hosp~tal In the quarter of 
1997 (82 for 1996) 

These data on maternal and permatal compllcatlons appear to be of poor quality The health faclhty data 
on the three months from 4-6 1997 are Inconsistent w~th numbers for the 12 months of 1996 ( one 
expects annual figures to be roughly four tlmes h~gher than quarterly data) No data are available the 
frequency of specific complicat~ons at the d~strict level or the health fac~lrty level, and data on referral 
of complicated cases appears to be non-existent Qualitatwe data ind~cate a strong preference of Edfu 
women for del~vering in prlvate clinlcs, some of the women experlenclng comphcat~ons are transferred 
to the publ~c sector health facll~t~es but many are not (L2) Nevertheless, ~f only 200 compllcat~ons 
were seen III all fac~l~t~es ,  this means only one fifth of the expected complicatlons are recelvlng care 
Whlie it 1s possible that some care is occurrmg In private facillt~es, or that complicat~ons In the health 
facll~t~es are under-reported, this low figure nevertheless suggests a h~gh  level unmet need 

C - 3 Summarv of Data on Outputs and Outcomes 

According to the dlstrict manager, 13 of 37 faclllt~es in Edfu prov~ded complete MCWHIS forms 
promptly for the month of June 1997 The Edfu dlstr~ct manager pomted out that faclht~es d ~ d  not comply 
because of lack of trainlng Edfu itself was the only district not to prov~de Aswan Governorate w~th  an 
actlvrtv report (1113) 

There are generally low percentages of personnel tra~ned to malntain and analyse and use the data More 
nurses were trained than any other health provider to malntain data The percentage of trained nurses 
ranged from a low of 0% In Nasr and 1 1 %  In Edfu to 44 4% In Daraw and 47 4% In Kom Ombo (TNA 
3 213 3) Moreover, reporting IS only the lnitlal requirement for an HIS, lnterpretatlon and use of data 
to change practlce 1s a greater requirement and also needs tralnlng 

The under-reportmg compared to expected numbers of blrths deaths and complications the lack of 
reglster books and the lack of use of data for management all glve reason to belleve there are major 
problems with the data on health outputs and outcomes However, until such data are useful to providers 
and planners reporting and record~ng should not be the focus of efforts 

The project should use data such as those synthethlzed in thrs report to senslt~ze d~s t r~c t  managers and 
other ~nfluent~al to bu~ld pol~tical commitment for safe motherhood L~m~ted changes made to the dlstrlct 
hospltal record (two added columns) may be needed for the Mothecare project to monltor compllcatlons 
and referrals (The model to use has been mtroduced In Indones~a by Mothercare) 

The analvs~s ot data for all of Aswan and Luxor suggest there IS no mechanism In place for techn~cal 
superv~s~on of work The superv~slon system seems not to be properly fulfilled at all levels In the 
cl~nical/techn~cal aspect there is lack of claritv In the lme of h~erarchical supervlslon (TNA 3 4)  By thls 
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we mean supervlslon by someone who 1s competent to revlew the content of the work rather than 
admtn~strat~ve th~ngs hke staff absentee~sm 

This general plcture was also the case In Edfu 12 f a c ~ l ~ t ~ e s  (roughly one thlrd) reported no supervlslon 
(211 7) Where providers reported havmg supervlslon the categories of person prov~dlng the supervision 

were erratic and suggested that the majorlty was not techn~cal supervlslon (see table 316) 

In Edfu the dlstr~ct manager stated that the job descr~pt~ons were ava~lable for 8/10 mam funct~ons 
(1/15), though there were none for health educat~on officers and lab phys~c~ans However, no funct~onal 
job descriptions were seen In Edfu T h ~ s  means that managers cannot use these to call on the~r  staff to 
do spec~fic th~ngs 111 general In Aswan and Luxor, job descrlpt~ons for each health profess~onal are not 
available In most any health facil~ty In addition, health providers are not farnlliar with their functions 
(TNA1 2) At the hosp~tal level In Edfu job description exist for physic~ans and the head of the facil~ty 
but only the former was seen Nurses do not have job descr~ptions 

The Edfu d~strlct manager encourages chent fr~endly pract~ces by lnstructlng staff to prov~de a good 
qual~ty service and to prov~de mtegrated care In all d~str~cts there IS a very htgh degree of chent 
sat~sfact~on toward client fr~endly practices of the health prov~der However ~t 1s to be noted that these 
women do not have an alternat~ve outlet health fac~l~ty  they are h~ghlv tolerant and do not know what 
to expect from the health prouder Moreover, the client fr~endly environment should be judged 
combined w~th other elements affectmg fr~endly atmosphere (TNA 2 3) and technical competence and 
effect~veness 

D - 2 Protocols 

No standard protocols on essent~al maternal and pennatal case management are avadable (TNAI 3) 
Consequentlv there 1s no programme for tralnlng on essent~al obstetr~c and permatal case management 
protocols (TNA 1 4) and no programme for tratnmg of tralners on emergency obstetr~c case management 
skrlls (TNAI 5) Health prov~ders also lacked tramng In essent~al maternal and pennatal case 
management protocols or emergency obstetr~c case management sk~lls (TNA 1 6) There 1s m~n~mal  In 
servlce tralnlng for GPs In the field of prenatal (22%) and pos partum packages (15%) Other health 
prov~ders are offered neghg~ble In servlce tramng (TNA 2 1) There 1s no clear funct~onal monltormg 
system to monitor post tramng performance although all mterv~ewed pol~cy makers stated they have a 
monltorlng system to monltor post tramng performance (TNA 2 5) 

In Edfu onlv 2/58 prov~ders partlcipatlng In dellvery reported use of protocols (312,313) As In the rest 
of Aswan and Luxor health prov~ders st111 do not monltor dellvery by partograph, and these are not 
avadable In anv health fachty (TNA 1 9) Observat~on showed that poor ~nfect~on prevention and control 
procedures (prenatal dellvery and post natal) Those practwng m~n~mal bas~c procedures were no more 
than 2% 111 prenatal and 28% In post natal before and after conducting the dellvery (TNA 1 8) 

The Edfu dlstr~ct manager d ~ d  not report a mechan~sm for order~ng suppl~es rather ~t was supply-dr~ven 
and d~str~buted based on requested amounts from lower levels Shortages were faced In supphes (due to 
~nsuffic~ent funds) but not In drugs or equipment As 111 all other d~str~cts drugs and suppl~es were 
transported hv f a c ~ l ~ t ~ e s  every three months Thls was done when the fachty finished ~ t s  suppl~es 
(contrad~ctory) The lack of transport f a c ~ l ~ t ~ e s  for drugs and supphes was perce~ved as problemat~c 
Also shortage of pharmac~sts was an Issue (118) 
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E ACTIVITIES OF PROVIDERS DOING DELIVERIES 

77 prov~ders were lntervlewed in Edfu of whom 44 (57%) actually conducted dellver~es Of these 38 
provrded 24 hour emergency care Of the 33 prowders who drd not do dellver~es 12 said they would 
provide emergency care (R/8,R/9) As expected, both of the 2 obstetr~cians lnterviewed did dehveries 
Among GPs 94% reported doing del~ver~es, while 25% of nurses actually performed dellver~es These 
percentages are exclusive of the number who also asslsted in deliveries Providers from all types of 
fac~llt~es were mvolved In doing deliveries (R/10) 

Of the 24 most recent compl~catrons seen (withm a year), 15 were seen at home, and 2 in private clinics 
Only 7 compl~cat~ons were seen In public facllit~es (29%) (W11) The most common compl~cat~ons 
reported related to abnormal Ire and prolonged labour (R/12) 25% of prowders said they accompanied 
women These were largely GPs (34%) and nurses (17%) (R/14) 

53% of prov~ders Interviewed reported bemg responsible for the techn~cal supervision of other staff 
Those not supervising came largely from the cadre of nurse where 32 out of 36 nurses d ~ d  not supervise 
Also 4 out of 35 GPs did not supervrse anyone (W10) 

Edfu reports 120 reg~stered dayas all of wh~ch have been tramed slnce 1994, and 7 of whom have 
received refresher tralnlng It also estlmates there are 60 unreg~stered dayas, making a total of 200 dayas 
Assummg 6090 blrths attended by dayas suggests they are domg a average of 30 del~ver~es a year (2 5 
per month) Note that ~f district hospltal statistics are correct dayas are domg more average delrveries 
per week than obstetrlcrans 
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DISTRICT PROFILE 

1 ANTENATAL AND POSTNATAL CARE 

I - INTRODUCTION 

Antenatal care is a trad~tional component of maternity care that IS often emphasized as part of pnman, 
health care Women are usually advlsed to seek antenatal care early, and to have a mmmum for four 
vis~ts The purpose of antenatal care is to detect and treat problems in pregnancy, to promote healthy 
practices uslng health education and to ident~fy women at r~sk of complications in order to ensure more 
sk~lled care for such women Postpartum care 1s also advocated usually In the form of a slngle check-up 
at SIX weeks 

However recent revlews care call into questlon the effectlveness of antenatal care practices In reduclng 
mortallb and morbidity In the woman and chdd (Rooney WHO 1993, Chalmers) Wh~le some 
lnterventlons are of scient~fically proven effectlveness for detectmg andlor treating the problems In 
pregnancy are those wh~ch detect and treat anaemla detect and treat infect~on (mclud~ng STDs) and 
detect hypertens~on Others are part of traditional med~cal practlce (such as detecting fetal heart), but 
are not necessarily effectwe ( ~ f  the fetus has no heartbeat ~t IS too late to do anythmg) 

S~m~larly, mformat~on educat~on and communlcatlon (IEC) are Important rights of women, and may 
necessary for communicating essent~al mformation (11ke where one can deliver) Nevertheless there 
IS no good evldence that health educat~on and counseimg interventions change behawor (Oakley 1995) 

Finally the use of high risk screening to predict complicat~ons 1s not an effect~ve way to organlze 
inaternlty care One reason is that nsh factors used to screen women give too many false posltlves 
(women who have the nsk factor but no subsequent problem) and too many false negatives (women who 
have no rlsh factors but subsequently develop a problem) Another reason is that women ldent~fied as 
high rrsk often fail to del~ver In the recommended place 

G~ven the lack of evldence of efficacy of ANC, some people are also questlonlng the number of antenatal 
v ~ s ~ t s  required WHO is conducting multl-centered trials to examine the value of a reduced regimen of 
4 v ~ s ~ t s  compared to standards of 12 or more v ~ s ~ t s  and varlous practitioners in the US and UK are 
evperlmentlng with do ~t yourself antenatal care and slngle antenatal assessments 

1995 DHS data for upper Egypt show that 28 2% of all women report hav~ng antenatal care There are 
marked differences In urban and rural areas (51 2% and 20 8% respectwely) A total of 20 8% have 
antenatid care and tetanus toxo~d lmrnunizatlon wli~le 7 5% have antenatal care w~th out lmmunlzatron 
A further 45 5% report have tetanus toxord onlv wlthout any antenatal care brmgrng the total of women 
lrnrnunized for tetanus toxo~d to 66 3% (33 0% have no lrnrnunlzatlon 23 9% have one dose and 42 4% 
have 2+ doses) Tetanus toxo~d coverage has Increased dramatically following publ~c educatron 
campaigns 

Although coverage of antenatal care 1s low those women who do have antenatal care seem to use 
servlces frequentlv 63 5 i n  upper Egypt have four or more vlslts In Egypt as a whole the med~an 
number of vis~ts 1s 6 5 and most women go fa~rlv early at a medlan of 2 9 months and 92% have 
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attended by the 6th month Qual~tative work In Aswan and Luxor shows that women seek them antenatal 
care from a variety of prov~ders, often switching In the 1995 DHS for upper Egypt, 100% of those who 
had had antenatal care reported seelng a doctor (when asked about the most skilled ANC provider) 5 9% 
of all women used public sector services, 22 6% used pr~vate sector serwces and 0 2% used both prwate 
and publ~c sectors Thls means only 22% of women who use ANC use publ~c sector servlces 
((5 9%+0 2)/28 2%) The percentages of publ~c sector use among those usmg ANC for urban and rural 
upper Egypt are 24% and 20% respect~vely This suggests rural res~dents are not only less l~kely to use 
ANC serwces but are more 11kely to pay for prwate ones 

Less research has been done on the value of a postpartum checkup Many complications occur 
~mmediately postpartum or in the few days following dellvery The presence of skdled professional at 
t h ~ s  tlme would probably have an impact However, the conventional tlming for a post-partum check 
IS 6 weeks While t h ~ s  may be an appropriate tlme for some aspects of postpartum care such as famrly 
planning, ~t 1s unlikely to address problems such as post-partum hemorrhage Data from the 1991 
PAPChild survey for upper Egypt mdicates 21 2% and 12 2% of women have a postpartum checkup in 
urban and rural areas respectwely 81% and 85% of such check-ups respect~vely are done by doctors 
In urban upper Egypt, a further 10 4% are done by nurses The remamder are done by dayas 

A POPULATION STATISTICS IN DARAW 

Daraw has an est~mated 3200 births per year If each woman had one antenatal care v ~ s ~ t  In the publ~c 
sector, 3200 first v ~ s ~ t s  would be expected If women had the recommended 4+ in the publ~c sector, then 
at least 9600 repeat v~sits would be expected making a total of over 12,800 antenatal v ~ s ~ t s  per year If 
all b~rths had one postpartum follow up v ~ t ,  Daraw should expect 3200 postpartum check-ups 

B 1s DARAW PREPARED TO PROVIDE ANTENATAL AND POSTPARTUM CARE9 

B-1 Antenatal and Postnatal Care Infrastructure 

Daraw has twelve facii~t~es capable of prov~ding antenatal and postnatal care one MCH center, one 
urban health center (there was no urban health unlt according to the dlstr~ct manager), 7 rural health 
unlts 2 rural hospitals and a d~strict hosp~tal (A2) Daraw also has 9 other publ~c sector hospitals or 
clin~cs and three prwate oblgyn cl~nics It IS worth findmg out what these are and what serwces they 
may provide (111 9) Accordmg to the d~str~ct manager, there are no NGOs actlve In maternal health In 
the Daraw d~s t r~c t  (111 7) 

All public sector fac~lities In Daraw (includmg hospitals) appear to be ~nvolved In prov~dmg antenatal 
and postpartum care according to the d~str~ct  manager Hours for such services should be 9 00 to 1 30 
pm SIX days a week, and MCH centers and rural health unrts have the same hours (119) However, 
according to facllity managers not all provide SIX days In part~cular the MCH and one rural hosp~tal 
prov~de antenatal care 2 and 3 days respect~vely Facil~t~es provlde sltghtly less than six hours per day 
on average The rural hosp~tal and both the MCH and the dlstr~ct hospital prov~de 5 and 4 hours of care 
(TI1 ) 

Nine facil~t~es were vlsited in Daraw (all except the urban health centre whlch may not exlst, and 2 rural 
health unrts) all 9 prov~ded antenatal and post partum care (211) Only one (the d~strict hosp~tal) can 
provide ultrasound scans and laboratory hemoglobm but all nine can analyze unne(2/2) 
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All 9 health facilities vis~ted in Daraw had regular water and electrictty, but only two thirds (6 of 9) were 
judged to be In good cond1tion(2/14) None of the facilities had waltlng areas and 7 of nme maternal 
examlnatlon rooms were very poorly arranged, with had inadequate space and lighting Only 2 had an 
examination table No facility had no stools for the doctor and only 1 allowed privacy Only slightly 
over half (5 of 9) had a working telephone (215,2114) 

14 antenatal users were lntervlewed In Daraw, two thirds (9 cases) m the facllity ~tself (410) These 
women were not selected at random They reported taking on average 15 minutes to get to the fac~lity 
and 2 5 k~lorneters was the average distance (411) Most traveled on foot (9 cases), the remarnlng 5 took 
a m~crobus or tax1 Those who went by vehicle paid less than 50 plasters 5 went alone, 2 went w~th the~r 
husbands and 7 went with relatives or ne~ghbors (4/2,T/2) 

These data suggest an ava~lable physical mfrastructure that is relattvely accessible to those using the 
servlce Data for Egypt in general show most women have easy geographical access to servlces but ~t 
IS not possible to judge ~f those not uslng services are put off by cost or d~stance Qual~tative data 
suggest t h ~ s  is not the case, and that women who use servlces seem willing to travel to seek them 

B-2 DRUGS AND EQ~IIPMENT 

Shortages of iron tablets were reported by 30% of facility managers and 24% of health providers The 
shortage figures for vaccmes and antibiotics were reported by health facllity managers as 35 8% and 
52 8% respectively and by health prov~ders as 26 5% and 20 9% respectively (B7) Wlthin the nme 
facll~t~es ~nventor~ed for drugs and equlpment, 7 of 9 facll~t~es had shortages in ant~b~otlcs and 5 of 9 
had mentioned shortages in Iron Also mentioned were shortages in antlpyretlcs (4 of nme facllmes) and 
calcium Injections (1  of 9 facll~t~es) 218 Overall, 15 of 24 providers interviewed in Daraw reported drug 
and supply shortages (311 8) Daraw had no service protocols (2118) 

Shortages In bas~c equlpment were reported by 13 of 24 of health prov~ders (3118) However, 8 of 9 
facll~ties have working sphygmanorneters and most have several All fac~l~ties have stethoscopes (2120) 
All facil~t~es have bo~lers and 6 of 9 have autoclaves All have thermometers (2120) 

B-3 IEC MATERIALS AND SESSIONS 

The Daraw dlstr~ct manager appears to have some IEC mater~al largely posters on 'at risk pregnancy, 
antenatal care breast-feedmg and tetanus toxo~d vaccme (111 6) Helshe also has vtdeo tapes on 'at risk' 
pregnancies Accordmg to fac~lity managers three (of 9) had materials on antenatal care seven on 
breast-feedmg five on the proper way to breast-feed (2112) 

In the previous three months the d~strict manager reported one rneetmg In Daraw on the Importance of 
breast-feedlng(lll7) 7 of 9 health fachty managers also reported having held group meetlngs and 8 
of 9 prowded home visits (2113) 

B-4 ACT11 \L PRAC TlCE OF ANTENATAL CARE 

As a absolute mlnlmum requirement routme antenatal care by health care providers (HPs) should ensure 
* that prophylact~c or therapeutic iron medication 1s prov~ded to all women at risk of anaern~a in 

pregnancy 
* that tetanus toxo~d 1s given to all women w~th Inadequate tetanus vacclnatlon 
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* that all women know how to recerve sk~lled care in case of pregnancy compllcat~ons 

Accordzng to Prowders 

23 of the 24 provrders In Daraw partrclpated In antenatal care and postpartum care(3/2) Among the 17 
rnvolved In recelvlng patrents, the followrng results were obtamed when provrders were asked what they 
did reasons for vrsit and a medrcal hlstory were frequently taken (16 and 15 of 17 respectrvely) Askmg 
rnformatron on personal detalls also mentroned (1 1 providers of 17) The most common measures 
mentloned were blood pressure (14 of 17) and we~ght (12 of 17) Urme and blood measures were not 
mentloned frequently (3 of 17 and 1 of 17) Most also explained what women should expect (1 5 of 17) 
and some (8 of 17) mentroned where to go (for delrvery?) (314) 

Accordzng to Women 

14 exlt intervrews were conducted In Daraw These women were not a random sample Women sought 
care to get tetanus toxold (5 of 14) or because they felt trred (111) (9 of 14) (411 1) In Daraw most planned 
thelr delwerv the HI0 (health ~nsurance?)facllrty (4112) 12 of 14 preferred physrcrans for dellvery 
(4113) Thev had pard 20-200 pounds for therr delrvery, w~th  an average of 87 pounds (Tl4) 

Of 14 women ~ntewlewed, 12 were recerved by nurses All felt welcome and that the person recervmg 
them was welcomrng Most felt the wartrng place as very comfortable (12 of 14) or somewhat 
comfortable (2 of 14) (4/3) Most saw a nurse (13 of 14), and all saw her right away or after 5 mlnutes 
Thrs was judged reasonable by everyone (4/3,4/5) All also met with physictan, and most warted less 
than 15 minutes (though 1 woman warted an hour) Physician were all frrendly and polrte (416) The 
total vrslt was 43 minutes on average (range 15- 105 mrnutes)(T/9) 

13 of 14 were exammed wrth prlvacy and the one who was not was not bothered by this A hlstory was 
taken and durat~on of current pregnancy In 12 of 14 women Of the ~mportant actlvrtles ( examlnrng the 
heart wlth stetlloscope measurrng blood pressure and examlnlng the abdomen), 1 1, I2 and 1 1 women 
out of 14 were examrned respectlvely (417) For five women one of thee three aspects of antenatal care 
was a fa~lure and for 1 woman none of these was done (T15) Welght was a common measurement 
taken (8 of 14) cases Height, urlne and blood were less frequent (6,4, and 1 cases respect~vely) (415) 
Other actrvltles ( ~ e  examrnlng breast, gynecologic exam and ultrasound) were done less frequently 8 4, 
2 respectrvely (417) As there 1s no ev~dence these actlvltres are needed routinely rn every vlsrt thrs may 
not be a problem Nrne of 14 were given TT injectrons In thelr current and seven had been grven one 
before Three had not been glven one erther at the current vlslt or earlier (T16) Flve were gtven Iron prlls 
and 9 gwen other unknown medrcatrons (418) 

Communtcatlon was not good as only 6 had ~t explained to them what as bemg done and why (417) 
Advlce was also glven to 6 women on personal and breast hyglene, exerclse and nutrltlon though agaln 
there 1s no ev~dence thls works (418) 9 of 14 women (64%) were advlsed on rlsky slgns or pregnancy 
and how to act ~f r~sky slgns occur Also place of dellvery was only discussed with 6 cllents T h ~ s  IS 

a mrssed opportunity Only 8 women were told when to come next (418) 

13 women were satisfied w~th servrce cltrng the fr~endly reception and the curatrve treatment as reasons 
The onlv d~ssat~sfied women sa~d she was not exammed as expected Women felt the service could be 
made better w~th more tests more exammatlons and ultrasound (5,2 and 3 respectrvely) 12 sard they 
Intended to come back and all would recommend the facdrty to others (419) Overall In Luxor and 
Aswan 59% of women had an accessrbrlrty card and 96% of women brought thew card wrth them In 
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Daraw 8 women had an access~bd~ty card and 7 brought ~t wtth them (4110) The other 6 women were 
never glven one 

9 of the 14 women had had a prevlous vislt In prevlous vlslts, most (8 of 9) were glven dates for 
revlsttlng and 7 of 9 were explarned rlsk factors and how to act, and counseled on nutrlt~on and personal 
hygtene Welght and blood pressure were measured m 8 of 9 6 say they had a chance to ash questions 
and all 6 were glven helpful answers (4114) Most (1 1 of 14) vls~ted other facllltles largely prlvate 
oblgyn (1 0 cases) and the health Insurance facll~ty (1 case) (411 5 Most of the 10 women w ~ t h  a prevlous 
deltvery were not vlslted after dellvery (8 of 10)(4/18 5 of 10 had delivered In the general hospltal (I 
th~nk thls 1s the HI0 facility) (411 8) 

Accordlng to Observatron 

48 antenatal prov~der - user mteractlon (vislts) were observed by a speclalist obstetric~an 3 antenatal 
v~slts were observed in a general hosp~tal, 18 In a dlstr~ct hospltal and 27 In a MCH centre The sample 
of antenatal vls~ts was not chosen bv random and IS not speclfic for any Governorate or d~s t r~c t  
However we still believe that manv of the findtngs would be similar m other units 

The data prov~ded show that the observer perceived the servlce as friendly (44 of 48) When meeting a 
mother all (48 of 48) HPs welcomed and most HPs reassured her (34 of 48) but only 8 of 48 HPs 
explained clearly to the woman what w ~ l l  be done 

The observer assessed prenatal history tak~ng as inadequate In 'A of observation (13 of 48, 1 m a drstrlct 
hospltal and 12 In an MCH) T h ~ s  does not appear a harsh judgement as most HPs d ~ d  no ask about 
prevlous compl~cat~ons of dellvery and only 25 of 48 asked about bleeding in the current pregnancy 2 
of 12 cases w~th  symptoms or htstory suggestlve of rheumat~c heart dlsease' and none of the 10 women 
who had antepartum vagtnal bleedlnp2 were appropnately ~dent~fied by HPs Accordlng to the data 
prov~ded 42 women had pregnancy problems worth reporting as assessed by the observer However, 
antenatal history was appropr~ately recorded by only 29 of 42 HPs 

Pr~or to antenatal physical examlnatlon onlv 4 HPs explamed to the mother what they were golng to do 
and onlv 1 washed 111s of her hands All 15 women who attended for thew first v l s~ t  had thew heart 
auscultated but 14 of 15 had their blood pressure taken correctly and only 2 of 15 had thew chest 
exammed at all 

The fetal presentat~on and he was determ~ned In all women (>28 weeks) attend~ng at dlstrlct hosprtal 
level (9 of 9) but less than 1/2 (12 of 25) the women P28 weeks) attending MCHs for antenatal care4 
More importantly when perforrnlng a vaginal examinatlon only 1 of 15 of HPs took mmimum antlseptlc 

lAccordlng to the Nat~onal Maternal Mortality Study Egypt 1992-3 MoH Chlld Survival Prolect Ca~ro 
1994 cardlac disease (matnly caused by rheumat~c heart disease) accounts for 13% of all maternal deaths m Egypt 
Only postpartum haemorrhag and hypertenstve dtsease in pregnancy cause more maternal deaths 

In a random sample of 50 women one would expected no more than 2 women with antepartum bleedlng 

3Th~s 1s a h~gh prevalence of compl~catlons and IS unl~kely to be s~m~lar  In the general populat~on 

¶The value of routlnelv determmng the fetal he before 34 weeks gestation n uncenaln 
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precautions and used clean gloves5 As In all other observations of I-IP act~v~ties, recordmg of antenatal 
examlnatlon findmgs was often deficient (1 7 of 48) 

Antenatal laboratory invest~gatlons were relatively frequently performed but only '/3 the women attending 
at thelr first vls~t had ther VDRL (test for syphilis) checked Nearly all women had some klnd of 
laboratorv mvestlgatlon, but less than % of findlngs were correctly recorded m the cl~ent s record and 
only !4 were correctly mterpreted 

Health education In the antenatal cl~nlc was defictent, too Only ?4 of all women attendmg during the 
th~rd trimester received mformatlon about the importance of vagmal bleedmg and only 7 of 48 were 
Informed about the signs of pre-eclamps~a and antepartum bleed~ng Antenatal care by a senior doctor 
dld not guarantee better care as only 3/s (3 of 4) of the senlor doctors who saw women In the thlrd 
trimester ~nformed them these two r~sks 

The data do not permrt an analys~s of the HPs att~tude and actlvlt~es to preventing anaemla (is Iron 
supplementation given routinely or not?) 

The observer assessed less than '/2 (2 1 of 48) of the prowders as competent In prov~d~ng antenatal care 
and suggested that 34 of 48 would benefit from efforts to strengthen and support them sk~lls 

C DATA ON HEALTH OUTPUTS AND OUTCOMES 

C-1 Where Do Women Seek Antenatal and Postnatal Care? 

Daraw should have 3200 new antenatal vrsrts and at least 9600 repeat v ~ s ~ t s  per year In practlce only 
6 1 % of women 111 upper Egypt use public sector services, whlch would mean 195 first v ~ s ~ t s  and at least 
3 tmes that many repeat v ~ s ~ t s  66 3% (or 2122) women have at least one tetanus toxo~d immunization 
The bulk of those gettlng ~t wlth antenatal care are using prlvate prowders, but ~t 1s unclear where the 
remainder are getting lmmunlzed These women may be using publ~c sector servlces 

Accordmg to the distrlct manager data, Daraw health faclllties report 844 new antenatal care visits in the 
year 1996 Thrs would suggest 28% pregnant women used publ~c fac~llt~es (thls seems h~gh unless 
tetanus toxotd alone merlts recordmg as a new antenatal care cltent) In the second quarter of 1997, the 
number was 249 Revlsits were less frequent (n= 640 and 140 for 1996 and 1997 respectwely) maklng 
the average number of vis~ts to public fac~litles between 1 6-1 8 (1/18) The only faclllty to report 
antenatal vislts for 1996 was the dlstrlct hospital whlch reported 497 b~rths However, In the second 
quarter of 1997 all facrllties except a rural unlt reported antenatal vls~ts The number of vlsits in the 
district hospital was 244 Vlslts in other fac~lltles ranged between 8-80 (the MCH was 75) Altogether, 
497 first v~sits were reported wh~ch IS about 62% of all expected b~rths In the same quarter 
Nevertheless the average numbers of new cllents seen 1s between less than one per day and less than 
one per week The exception IS the dlstr~ct hospltal whlch is seelng shghtly less than 2 new cllents per 
day Even adding revlslts does not give a very heavy workload as only about 70% of women return for 
a revlsit 

T h e  value of vaginal examination In pregnancv IS uncertain and routme vagrnal examinations are not 
performed ~n the UK at any time before the onset of labour 
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If we look for statlstlcs on the content of care, notably at tetanus toxotd lmmunizatlon and cases of 
anemla we find the follow~ng 342 mnunrzatlons (malnly from rural health centers, MCH and rural 
health unlt (n=97,70,70) There is no reported anemla 

Daraw should also have 3200 postpartum check-ups ~f all blrths were followed up postpartum, but In 
practlce the number IS est~mated at shghtly over 12% (1141 6) The expected number In the publ~c sector 
IS not known No data on actual postpartum vls~ts were ava~lable from the governorate level for elther 
the woman or the infant (1118) Among facrl~ties only the MCH reported postpartum v~slts 87 m 1996 
and 62 In the second quarter of 1997 Th~s  IS less than one chent per day (Tl6) 

C-2 What Are Reportmg and Recordmg Pract~cesg 

Accordmg to the d~st r~ct  manager, all health facht~es have the new reglstratlon forms and all prov~de 
complete M1S forms and revlew data (1112 1/13) By and large all facll~t~es In Daraw had forms and 
8 of 9 were uslng the new forms (for antenatal 1st vwt antenatal revlsit and postpartum care) (216) 
Fac~l~ties reported usrng data to follow up cases ( ~ n  5 facll~t~es) and to ascertain qual~ty of servlces ( ~ n  
6 facdities) 8 of nme facilit~es regularly notified reporting events by telephone monthly report or other 
means (216) 

6 of 9 f a c ~ l ~ t ~ e s  have persons tramed to use data 3 have nurses, 2 have clerks and one has a nurse and 
a clerh These statlstlcs were better In Daraw than In other d~strlcts (Tl7) When prov~ders were 
lntervlewed 6 of the 11 involved rn recording rnformat~on sa~d they had been trarned to look at data 
quality but only 4 were tramed on how to used data ( 311 7) The most common use of data (accordmg 
to prov~ders) 1s to monltor and evaluate performance (3117) 

D DISTRICT WIDE ISSUES 

Overall In Luxor and Aswan governorates health prov~ders report that supervisors typ~cally v ~ s ~ t  e very 
two weeks though 45% are vwted every 3-4 weeks For 5% of health providers the supervisor v~stts 
only every 3-6 months or even more ~nfrequently (313) Shghtly over half of health prov~ders are 
~nvolved i n  supervlsron themselves Few prov~ders have tramng In management (6 of 1 15 GPs and 1 
of 1 14 nurses) 

D-2 Referral 

All 23 providers ~nvolved In antenatal care reported referr~ng cases When asked what cases they 
referred 13 of 23 ment~oned preeclampsia 5 of 23 ment~oned no fetal movement, and 5 or 23 ment~oned 
drabetes Age>35 anaemla abnormal presentation were also ment~oned by 3 of 23 prov~ders Only 4 
communicate w~th facll~t~es they referred to and no one accompan~ed cases rout~nely 18 followed up 
on cases but tills was done ~nformally The 6 prov~ders that did not follow up clients stated ~t was not 
requ~red (311 6) 
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In Luxor and Aswan governorates as a whole, most prov~ders reported berng mvolved m antenatal care 
only 10 6% of nurse and 5 6% of ob/gyns were not ~nvolved m antenatal care All GPs were involved 
in antenatal care There was less mvolvement in postpartum care 40 4% of nurses, 11 1 % of 
obstetrmans and 8 % of GP were not mvolved In postpartum care (B8) Of the providers, 23 of the 24 
interwewed provtde antenatal care and postpartum care, though 12 and 13 respect~vely do so in the 
capac~ty of ass~st~ng (3/2) 

17 of 24 providers In Daraw reported usmg IEC matertal on tetanus toxo~d, and 15 on breast-feedmg 
pos~tionmg 3 d ~ d  not have IEC mater~als but most common were posters, fllp charts and booklets (3122) 

Traln~ng In Daraw in the prevtous year, one of nlne nurses had revlew tralning in antenatal and post 
natal care and 3 nurses, plus 1 nurse supervisor, and 2 of 9 GPs had received t ra~n~ng m neonatal care 
4 nurses had received tramng In breast-feed~ng (T/8) Overall In Luxor and Aswan governorates, 25 
of 1 15 GPs (2 1 7%) had been trained In antenatal care mostly In tralnlng centers (22 of 25) though some 
had been tratned In unlverslties (3 of 25) Th~s  Included preventative care procedures and anaemla dur~ng 
pregnancl preventive deltvery care and dellvery follow up procedures 17 of 115 (14 8%) had been 
trained tn postpartum care, again largely In tralning centers ( I  5 of 17) Nurses were given less tralnlng 
than GPs However 14 of 141 were tramed In antenatal care (9 9%) and 6 In post natal care (4 3%) A 
further 14 (9 9%) were trained in breast-feedmg (311 0) Only one nurse reported uslng an prenatal 
protocol and a post partum protocol GPs and Obs d ~ d  not use these 

RECOMMENDATIONS 

C~rculate the find~ngs of the report to the health care prov~ders partic~patrng In the survey 
Bu~ld cotnmmnent among oplnlon leaders In the medical commun~ty (eg Prof of ObtGyn) to 
encourage the tmportance of the correct management of normal antenatal per~od and the princtples 
of rnln~mal lnterventlon 
Determme tf practices of l~mtted cllnical value such as routme vagmal examlnatlons In the antenatal 
cl~nlc are standard procedures and how they could be d~scontmued 
Ask HPs to set ther own personal mlnlmum standards for the antenatal care (If 1 see a woman in the 
antenatal c lmc I will type of th~ng) 
Determ~ne if lack of knowledge is a l~m~ting factor for adequate antenatal care 
Cons~der supply~ng 1 bas~c ev~dence based text book and 1 good manual on good practlce to all unrts 
prov~dmg dellvery antenatal(m~nt library) 
Determme rf lack of skills 1s a l~mltrng factor for adequate Intraparturn and neonatal are for women 
In normal and compitcated labour 
Arrange formal workshops d lack of knowledge or sk~lls are ~dent~fied as the most Important factors 
for the low standard of care 
I f  lack of knowledge or sk~lls are not the most lmponant factors for the low standard of care, ~t 
maybe better to arrange peer education (eg 7 HPs used protocols for prenatal history laboratory 
mvestlgatlons In antenatal care) uslng h~gh standard care prov~ders care as champtons of change 
where ever poss~ble 
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2 DELIVERY AND NEONATAL CARE 

Daraw has a total populat~on of 94,528, 47,109 are women, and an estlmated 18,000 (38% of all 
women) are women of reproduct~ve age (Table 1/1,1/2) 

1995 DHS estimates for upper Egypt provlde crude brrth rates (CBR) and general ferthtv rates (GFR) 
of 34 511 000 and l64IlOOO respectwely If these data are apphed to the total populat~on of Daraw, there 
are between 3 200-3,500 blrths per year m Daraw Accordmg to the health stat~st~cs the d~st r~ct  manager 
said there are 2 214 blrths in 1996 (glving CBR = 2311000, GFR = 12311 000) (Table 112) These figures 
are lower than expected and reflect the under- reporting that IS known to exlst In MOH stat~stlcs Thls 
report wlll assume the figure of 3,200 blrths m Daraw 

B IS DARAW DISTRICT PREPARED TO PROVIDE GOOD QUALITY OBSTETRIC, DELIVERY AND 
NEONATAL CARE9 

Accordmg to WHO recommendat~ons there should be one faclltty capable of prov~dlng comprehens~ve 
essent~al obstetr~c care (CEOC) and 4 bas~c essent~al obstetr~c care facrlltles (BEOC) per 500 000 
populat~on Accordmg to these crlterla Daraw would requlre 1 CEOC and 1 BEOC faclllty for ~ t s  
populatlon of 94,528 Daraw has one D~strlct hosp~tal and could choose a fachty for BEOC among ~ t s  
MCH centre and ~ t s  2 rural hosp~tals wh~ch should be able to provlde 24 hour obstetrrc and paedlatrlc 
services 

We mvest~gated the d~str~ct of Daraw to check ~ t s  preparedness to prov~de EOC and found the bulldlng 
mfrastructure to be In place Daraw has a dlstr~ct hospltal (L5) and 2 prlvate hosp~tals There are two 
rural hospitals (w~thout maternlty beds) and 1 MCH centre (w~thout maternlty beds) There are also an 
estlmated 3 prlvate oblgyn clln~cs (Table 1 19) Most publlc facllltles sa~d  they were ava~lable ( ~ n  
pnnc~ple) to prov~de EOC to prov~de 24 hours emergency care but it 1s hkely that most faclllt~es are 
severely l~mlted by the fact that thev have no beds and that thew openlng hours are restr~cted from 9 00 
am to 1 30pm SIX days a week (Table 119) 

B - 1 Preparedness of the CEOC Facrhty 

Daraw s maln publlc facthty conductmg brths 1s the dlstr~ct hosp~tal Accord~ng to the dlstr~ct manager 
and the faclirty derwed data rt has a total of 62 beds and 8 maternlty beds whlch are all the maternlty 
beds of the d~str~ct (Table 1/20) (Table B3)) Thls would blt be adequate as judged by WHO standards 
(24 maternlty beds per dlstr~ct hospltal servlng a populat~on of 500,000)) 

The hosp~tal has no waltlng area for women and lnformatlon about the access~b~l~ty of a tollet or prlvacy 
was not available from the data prov~ded There was no speclal room set as~de of examlnatlon and 
women were examlned In the dellvery room whlch had beds and 11ght but was judged to be In poor 
cond~tlon as was the rest of the butldlng In general Data were not collected on the operating theatre 

In term of staffing for emergency functions the dlstr~ct hosp~tal has 1 anaesthetlst 1 oblgyn speclal~st 
2 obstetr~c res~dents no pedlatr~clans no pharmac~sts no laboratory specrallst and 2 lab technwans 
There IS no blood bank speclal~st although it seems th~s  funct~onal tltle may not exlst In Egypt T h ~ s  level 
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of staffing seems adequate for a fac~l~ty  attendmg In average 18 5 normal and 1 5 abnormal deliver~es 
per week ( ~ n  the second quarter of 1997) 

Perhaps the rel~ance on a s~ngle ob/gyn spec~al~st and on a single anaesthet~st needs to be addressed 
should Daraw d~s t r~c t  hosprtal functlon as a referral for a larger catchment area T h ~ s  lmpresslon was 
part~ally shared by the drstr~ct manager, who felt there were shortages In obstetr~c and nurslng staff (and 
needed 3 and 199 more respechvely)(Table 1/4) In other questions, d~s t r~c t  manager expressed that the 
lack of ~ncentlves for tramees was one of the major problem facmg the d~s t r~c t  (Table 1/14) Gwen the 
low number of del~ver~es at the d~str~ct hosp1tal(20 per week m the second quarter of 1997) the number 
of obstetr~c~ans (2) does not seem low In staffing for neonatal care of the hosp~tal and the d~s t r~c t  IS 

madequate(Tab1e B 1 ) 

Dellvery servlces In the d~str~ct hosp~tal were ava~lable on a 24 hour bass w~th  an ob/gyn on call at n~ght 
and on holldavs Emergency ped~atr~c servlces were also ava~lable on the same bas~s The hosp~tal s a ~ d  
~t would onlv take 5 mlnutes to attend to complrcat~ons (though t h ~ s  seems unreal~st~cally short) The 
hosp~tal did not report transferring any cases and d ~ d  not provrde any ~nformat~on as to where they would 
send cases In case of need of emergency referral, the hosp~tai and the d~strict had no ambulance (Bl4) 
The d~stance to the nearest general hosp~tal IS 30 km wh~ch accordmg to the data provided can be reached 
w ~ t h ~ n  30 mlnutes 

The facll~ty has a telephone (and so can be contacted In case of emergency, although only 56% of other 
fac~l~t~es  have a telephone according to the dlstrrct manager (B/4)) It has regular suppl~es of electnc~ty 
and water There IS a blood bank but no rnformat~on prov~ded on equlpment at the blood bank 
(refrigerator, centrifuge, microscope, screenmg k~ts) Blood supphes are madequate, patlent are asked 
to supply from relat~ves and frlends Qual~tat~ve data mdicate that t h ~ s  1s sometmes the case even In 
emergencles 

Based on WHO recommendations this hosp~tal has most of the bastc equ~pment and staffing to manage 
obstetric emergencles However, there were major deficlencles In some areas there were no d~sposable 
or re-usable gloves, no cord tles no anaesthetic agents and an madequate supply of drugs for the 
management of hypertens~on ( ~ e  no nltrous ox~de no d~azepam, no ketam~ne, no hydralame ) All 
ant~blotrcs were ava~lable, expect for kanamycm suggestmg that ant~blot~c shortage IS not a problem for 
the dlstrlct hospltal The questlonnalre d ~ d  not assess ava~lablhty of suture materrals (reported to often 
be In short supply Partographs are not use at all The dlstrlct manager d ~ d  report d~fficult~es wlth suppl~es 
as a major problem 

Daraw Dlstr~ct Hops~tal has a stock of 2475 intravenous k ~ t s  (more than twlce as much as In the other 
dlstrlct hospitals In Aswan governorate together) 1000 ampules of amplctll~n (as much as In the other 
d~strlct hosp~tals In Aswan governorate together),800 ampules of Ceftrmxone (more than three as much 
as In the other d~strlct hosp~tals 111 Aswan governorate together), and 800 ampules of magneslum sulfate 
(more than a 5 years supply) whde the distr~ct hosp~tals In Edfu and Kom Ombo had no magneslum 
sulfate at all Exclud~ng the magneslum sulfate held at Aswan general hosp1tal(1186 ampules) the stock 
In Daraw 1s twlce the stock held In all health unlts In Aswan and Luxor governorate together 

B - 2 Preparedness for Neonatal Care at D~str~ct  Hosprtal 

In order to provlde neonatal care the d~str~ct  hosp~tal requlres other mater~al beyond those requ~red for 
CEOC The dlstr~ct hosp~tal has adequate equlpment It has 2 Infant laryngoscopes but no ambu bag (bag 
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and mask) which are crit~cal for resuscitation' It 1s unclear if effective ventilat~on can be provlded with 
the available equipment Thls would requlre (either a bag or bellows for ventilat~on or) pressurised or 
plped alr or better oxygen and a blow off valve set at no more than 40 cm Hz0 W~thout this an Infant 
laryngoscope alone 1s useless No information as to any heat~ng in the resuscitation area was provided 
in the data collected This 1s could be particularly serious as no towels to dry the baby and no blanket to 
wrap the babv were found S~lver nitrate is not available but tetracycline (which 1s preferable) 1s present 

B - 3 Bas~c Emergency Obstetr~c Care 

The only other facll~ties adequately equipped for deliver~es are the rural hospitals and the MCH centre 
None of them has des~gnated maternity beds (Table 1/20) No ~nformat~on is available on private sector 
beds and on private sector capacity to prov~de BEOC or CEOC 

These basic facil~t~es have some way to go In terms of being able to provide BEOC (see Table R/6) In 
particular there appear to be major problems In terms of expendable supplies and ant~b~otic drugs 
Spec~fic hosp~tals were also mlsslng specific supplies and some items of equipment need to be 
redistr~buted A survev in 9 fac~lit~es found defic~enc~es for iron tablets [5/9] antlpyretrics I analges~cs 
[4/9] and antibiotics[7/9](Table 111 4 and 218) 

It was not possible to state whether drugs and equipment these are located in the correct room and or 
were readilv accessible 

B - 4 Analys~s of Intrapartum, Postpartum, and Neonatal Care 

As a mlnlmum requirement routlne labour delivery and neonatal care by health care providers (HPs) 
should ensure 

* that all women in labour and neonates have routine observat~ons taken recorded 
* that women are encouraged to be mob~le w111le In labour and not to deliver lylng on the~r backs 
* that interventions mcludmg vaginal examinations adhere to minimum standards of hygiene 
* that interventions are restr~cted to an absolute minimum 
* that all instruments used for maternal and neonatal care are sterile 

25 dei~ver~es were observed by a special~st obstetrician In 13 distr~ct and 12 general hospitals The 
sample of deliver~es was not chosen by random and is not specific for any Governorate or dlstrict 
However we stdl believe that many of the findings would be similar In other units 

Most deliver~es were attended by jun~or or res~dent medical staff (13) whde 7 were attended by the head 
of the department 1 by a special~st and 4 by an assistant specialist or senior resident In no case were 
nurses the main care providers 19 of the 25 del~veries were normal vagmal deiweries There were 3 
forceps and 2 breech deliveries whde one Caesarean section was performed (for the single reported case 
of ruptured uterus) There was also a case of preterm labour Approxtmately l/3 of all women underwent 
some kind of rnterventlon including augmentation or induct~on of labour 

' Swedish data suggests that I in 500 full term babies and one In 10 babies requiring resuscitation benefits 
from intubat~on A laryngoscope and endotracheal tubes are thus not requ~red for the vast majority of resuscrtation 
procedures An method to inflate the babv s chest (eg an Ambu bag with a working blow off valve or pressurised 
gases with a T-piece and a working blow off valve is more important for neonatal resuscitation than a 
laryngoscope) Absence of an Ambu bag may not be worse than the presence of an Ambu bag or pressurised gases 
without a blow off valve 
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The data prov~ded show that women percelve the servlce as friendly, but do not recelve much ( ~ f  any) 
explanat~ons about the progress of labour or actwtles to be done by HPs When meetmg a mother, nearly 
all (241 25) HPs welcomed and reassured her (20125) and were perce~ved as fi~endly (24/25) HPs 
generallv helped women to get ready for examlnatlons (24125) but vrrtually never explarned the~r  
frndtngs to the mother (1/25) 

General h~story taking was adequate (24125) but only 3'3 (16125) of HPs asked ~f the membranes had 
ruptured and ~f the mother had attended an antenatal cl~nrc (16/25)2 Only 21/25 HPs measured the 
mothers blood pressure and 16/25 took her heart rate, only 20125 performed an adequdte phvs~cal 
exammatloll and only 19/25 recorded antenatal and mtrapartum h~story and findmgs accurately When 
perform~ng a vagmal exammation only 12/25 of HPs took mrnlmum ant~septlc precautions and only 5/25 
used sterlle gloves' Only 17/25 of the HPs checked the fetal heart at regular ~ntervals 

Deliveq occurred In all cases wlth the mother lymg on her back5 Less than half the Instruments used 
for del~verl were clean and ster~hzed Even more ser~ously unsterde ~nstruments or thread was used rn 
more than 2/3 of cases to cut and tie the umbil~cal cord At least 4 out of 25 bab~es were exposed to 
unnecessarv cold stress (not dr~ed or not covered wlth blankets) None of the bab~es was formally 
assessed at b~rth (no we~ghts, anthropometrical measurements or Apgar scores at all) Only half the 
mothers were ~nformed that the~r baby was fine and half were encouraged to breast feed Management 
of the th~rd stage 1s not described In the data 

Dur~ng all observed labours and delwerres no partograph were used, nor were any type of protocol or 
checklists The available data does not prov~de ~nformat~on concerning the accuracy of the findrngs of 
any examlnatlon mcludmg blood pressure and findmgs on vagrnal examlnatlon From the prov~ded data, 
~t was not clear if women were encouraged to change thew pos~t~on frequently In labour and to empty 
thelr bladder regularly (as ~t should be the case) Whle the data prov~de ~nformat~on about procedures 
wh~ch are desrrable ~t does not l~st  unnecessary or harmful ~ntervent~on such as routme enemas In labour 

Postnatal Care 

The Nat~onal Maternal Mortal~ty Study Egypt, 1992-1 993 showed that postpartum haemorrhage was the 
most common dlrect cause of maternal mortal~ty (1 78 deaths) and caused more maternal deaths than the 
second (hypertenswe dlsease In pregnancy, 1 14 deaths) and th~rd most Important causes (gen~tai sepsls, 
60 deaths) together T h ~ s  confirms that In Egypt too the mother 1s In more danger of loosmg her hfe In 
~mmed~ate postpartum per~od the mother than dur~ng any other t m e  In her pregnancy Care In the 
~mmedlate postpartum perlod requlres the early detect~on of comphcat~ons, and an approprtate response 

 h he longer the period between rupture of membranes and delivery the htgher the nsk of lnfectron for 
mother and babv Even poor quallty antenatal care should ~dentlfy some abnormalities such as anteparturn 
haemorrhage 

Frequent andlor unhygtenrc vaglnal examlnatlon In labour are one of the most Important rtsk factors for 
puerperal sepsis wh~ch IS the 3rd most common dlrect cause of obstetric mortality In Egypt Nat~onal Maternal 
Mortal~tv Study Egypt 1992-3 MoH Chdd Survwal Project Calro 1994 

'It IS l~kelv that thts 1s better than the reg~onal average as 94 of the small er health unlts (total 123) vls~ted 
for the complete survey had no fetal stethoscope at all 

' Th~s  1s a bad posmon as the welght of the grav~d uterus can eas~ly occlude the mfer~or vena cava wh~ch 
will lead r o  a decreased prelaod a drop In blood pressure decreased placental perfuson and fetal dlstress 
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to them Earlv detect~on requlres regular and svstematlc observat~on of the mother's v~tal slgns lncludlng 
pulse, blood pressure and blood loss 

On11 20 of the 25 HPs observed tool a blood pressure and 3 d ~ d  not take a maternal blood pressure or 
a pulse The majority of HPs (1 6/25) left the woman w ~ t h ~ n  15 mlnutes of dellvery and ~mmed~ately after 
dellvery of the placenta (13125) and would not have been able to observe slow but steady blood loss It 
IS not clear ~f they delegated the task of observing the mother to other HPs If they d ~ d  so those HPs 
would have to rely on adequate records to prov~de cont~nuity of care However only 3/25 recorded them 
postpartum observations m the patlents records 

Insufficient communication between HP and mother was also a problem durmg the postpartum per~od 
Only a fraction of the prov~ders mformed the mother to report back m the case of haemorrhage (1 8/25) 
or fever (1 6/25) 

Contracept~ve adv~se was offered only by 7/25 HPs The 3/25 HPs who dld not measure pulse, blood 
pressure or temperature did not prov~de adv~se for the postpartum per~od e~ther 

The activities of HPs are determined by many factors whlch are not recorded m this anaiysls such as the 
ava~lab~l~tv of supplies necessarv to perform certaln tasks motlvatlon, knowledge and skllls One can 
assume that all HPs had the abll~ty knowledge and skllls to take routlne observat~on (fetal heart, 
maternal temperature blood pressure and pulse rate) but only 36 d ~ d  so 

It 1s posslble that supplles could have been a problem (Aswan General Hosp~tal has no proternurla test 
kits) Even where the facility has a particular piece of equlpment, ~t may not be access~ble (Luxor 
General Hospital has only 1 workmg sphygmanometer I autoclave, 1 workmg stethoscope and 1 Infant 
we~ghlng scale 1 paw of sclssors and two fetal stethoscopes) If the equlpment was access~ble it may 
have been used preferentially (because of the observat~on) As HPs were observed by a senlor colleague 
they may have changed their practice for the perlod of observat~on to the~r "best poss~ble pract~ce" The 
recorded observations may thus not reflect routme practlce by the HPs observed but the best poss~ble 
case Wlthout adequate observat~on of labour ~t will be difficult to perform necessary lntervent~ons In 
tune On the other hand the lack documentation of labour often leads HPs to assume that the progress 
of labour 1s slow wh~ch In turns causes unnecessary mterventlons such as "yet another vaglnal 
exammation' or mjectlons to st~mulate labour In the sample observed 10 out of 25 women rece~ved 
drugs to stl~nulate labour, whtch 1s more than twlce the rate as used In most labour wards In the UK 

Care in tills sample was prov~ded by speclallsts or those undergomg spectallst tralning As speclal~st are 
concerned with abnormal labour and del~very, it may not be surprlslng that they were not very good at 
managlng normal del~ver~es The observer judged dellvery care as competent In 7/25 of cases and felt 
that support and strengthenmg of skllls 1s requlred in approximately 22/25 of cases observed 

To reduce the r~sk of adverse outcomes of normal dehverles ~t 1s necessary to avold unnecessary 
Intervention and to ensure mlnlmum standards of cleanhness and sterhty From the data prov~ded it does 
not appear that these prlnctples are followed Changes In routine care for women In the mmedlate 
postpartum per~od are llkely to lead to more health galns for mothers and bab~es than changes durlng 
the antenatal or mtrapartum perlod 
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B - 4 Referral / Transport (Table 214) 

According to the district manager, phys~cians from lower level unlts were asked to transfer compl~cated 
cases to the dlstrrct hospltal immed~ately He drd not request that crrtrcal cases be accompanred or that 
telephone contact be made, or an ambulance used The distr~ct manager reported no working ambulance 
(RJ4) 

Most facllrt~es reported that they would refer complicat~ons to the d~strict hosprtal but three stated they 
would refer them to the MCH (Thls could lead to useless delay the MCH has no capaclty to deal wrth 
complrcatlons) Only 2 facllrtres [2/9] reported that when referrals were made, women would be 
accompanied at all (by a nurse) As thls IS a self reported figure rt may not reflect routine practrce All 
respondmg facrlitres [8/8] reported ~nformal follow-up Referral drstances were generally short ( 1  1 1 2 
10 1 krlometres and travel time was 3 1 4 + 37 mlnutes Gwen that quoted referral times often present 
the best possible cmumstances rather than the routlne srtuatlon, it IS l~kely that decrsron to arrival 
Intervals exceed 1 hour In more than 25% of cases referred 

C DATA ON HEALTH OUTPUTS AND OUTCOMES 

C - 1 Where Do Women in Daraw Distrlct Delwer and Who Delwers Them9 

We estimated that 3200 dellverles occur annually in Daraw D~strrct If 1995 DHS data for upper Egypt 
are appl~ed to Daraw, 78,5% of blrths take place at home (n=2512), 12 1% In publ~c health facrllt~es 
(n=387) and 9 1 % in prlvate facll~tles (n=292) 60 9% are attended by dayas (n=1948), 26 0% by doctors 
(n= 832) 6 2% by nurseslmrdw~ves (n=198), the remainder (n=222) deliver wrth relatrves or alone 
(Reggre, please get cross tabs of where by who) 

However the dlstrlct manager onlv has data on 1057 del~ver~es' (33 0% of all delivenes)(Table 111 8) 
Presumablv these are delwerres conducted through the publlc sector and include publrc facrlrty and 
home based deliverres attended by the publlc sector providers It IS unclear whether the district manager 
includes data on the d~s t r~c t  hospltal In his statrstrcs and whether the distrrct hosprtal falls wrthln hrs 
remlt 

Of the 9 facrl~tres vis~ted, 4 facrllt~es dld not report b~rths Among the 5 facil~ties that reports blrths there 
were data on 944 deiiverles in 1996 For the second quarter In 1997, 8 facrlitres reported 591 brrths (I 
facrl~t~es were not registering b~rths) (ROIR2) The number of blrths recorded durlng the first 3 months 
of 1997 exceeded 60% of the total for 19967 The changes In reported b~rths may be Important as 
previous requirements are used to calculate needs for supplres and drugs 

Not all delwenes registered in facrl~tles actually occur In the fac~lrt~es Indeed many factl~tres do not 
actually have beds 111 Daraw, only the dlstrlct hosprtal actually has maternrty beds Others facrl~tres 
(~nclud~ng the MCH) do not have any ~npat~ent fac~l~tres Approxrmately % to !4 of all lnstrtutronal 
delwer~es occur 111 these facilrtles [227 of 944 = 24% In 1996 24 1 of 59 1 = 40% rn 1997) are conducted 

"For the per~od of Jan -Dec 1996 the number of total delweries recorded was given as 757 the num ber of 
normal delwer~es was given as 989 and the number of compl~cated dellvery cases as 68 

' T ~ I S  mav be due to unproved util~sat~on or seasonal fluctuat~ons of delrvery rates However the most l~kely 
explanat~on are mprovements In reponmg and data qualrty 
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m inst~tutlons with no beds (matern~ty beds or other beds) (R/2)' In thesecond quarter of 1997 though, 
the hosprtal reported conducting 247 del~ver~es (20 5 per week) The other lnstitut~ons with beds reported 
103 dellverles in the same quarter and lnst~tutlons w~thout inpatlent facll~ties reported 241 deliveries 
(WO) This suggests an expected total of 2364 births per year In publ~c facil~t~es Thls is over 3 imes the 
number reported for 1996 and over 6 tlmes the annual estimate (387) for publlc fac111ties from the DHS 
data (WO)2" 

C - 2 What Are the Health Statlst~cs for Daraw 9 

Neonatal and Infant MortaIzty 

The 1995 DHS data for rural upper Egypt reports the neonatal mortality rate as 49 per 1000 and the infant 
mortalrtv rate as 105 per 1000 In Daraw t h ~ s  would mean 157 neonatal deaths and 179 post neonatal 
deaths maklng a total of 336 infant deaths per year The dlstr~ct manager had no data on st~llbirths but 
had reports of 3 early neonatal deaths and 5 late neonatal deaths (Table 1/18) Even using the 1057 births 
reported to the MOH a neonatal mortality rate of 7 5 per 1000 can be der~ved Thls rate appears very 
Iow'O 

Maternal Morta l r~  

If we assume an maternal mortality ratlo (MMR) of 21 7 per 100 000 11ve births (based on the maternal 
mortal~tv ratlo for upper Egypt) there would be on the order of 7 maternal deaths in Daraw No data were 
available on maternal deaths from the district level (Table 1/13,1/18) 

What Are Con~pllcatlon Rates7 

W~th 3 200 b~rths rn Daraw, 320-480 women are expected to have compl~cat~ons, based on an assumpt~on 
of 10-15% In 1996 nearly 30% [944 of 32001 of women del~vered In public health facllltles (R/2)2 ~t 1s 
possible that women wrth complrcatrons are reachrng health servlces However facrl~ty data show that 
the vast majorlty of dellver~es are normal, rndicatrng there may well be some unmet need 

For 1996 dlstrlct manager has data on 1057 del~ver~es of whrch 94% (n=989) were normal the rest 
(n=68) were complicated Assuming 400 compl~cated pregnancies In Daraw, t h ~ s  glves a "met need" 
lnd~cate of 17% Using health fac~l~ty  data we find that for 247 reported brrths at Dlstr~ct Hosp~tal (In 
the second quarter of 1997) the vast majorrty of these (230) were normal ( 93)%, 17 (7%) were reported 
as complicated T h ~ s  latter number would suggest 68 complrcated cases are treated by hosp~tal per year 
The dlstrlct hopsltal could therefore meet 14-21% of the need for care for pregnacy and labour 
complrcat~ons of the district1' 

'The data prov~de does not dlstlnguish between deliveries whlch occurred within an lnstitutron and 
del~ver~es wh~ch occurred outs~de an institution but were registered by the lnstrtutlons [usually because they were 
attended by a health worker attached to the mstitution] 

"h~s assumes no major seasonal fluctuatrons In ~nstrtutronal delivenes 

'" Typ~cal strllbrrrh and neonatal mortalrty rates m developed countries are 5 to 10 events per 1000 b~rths 
The ~nfant lnortal~ty rate of 58 per 1000 and a strllb~rth rate 59 per 1000 reported by Luxor Govemotate is more 
hkely to be accurate 

"There 1s a h ~ g h  lrkel~hood of underreportmg of compl~cations eg among 247 deliveries one would have 
expected 5 to 13 cases of postpartum haemorrhage - none was reported Glven the poor standard of reporttng the 



Annex [A] - District Profile Daraw District/Delrverv and NeonaraI Care 

Other facilities also report complications However, because such facilities may refer women with 
complicat~ons to the district hospital, it IS not easy to estimate absolute number of complicated cases 
managed by the public sector Qust adding up reported complications would lead to double counting) 
whde Ignoring them (as done here) would discount the effect of any treatment provided at more 
per~pheral unlts (eg atonic uterme haemorrhage can be effectively controlled with oxytocic drugs m the 
majority of cases) 

Reporting of pregnancy and dellvery compl~cat~ons in Daraw was poor while a total of 68 complications 
was reported no data was available for specific complication or complicated pregnancy outcomes and 
no rates no further rates or ratlos could be calculated The data on maternal and perinatal complicat~ons 
for 1996 are thus of poor very quality and the health facility data on the three months from 4-6 1997 are 
not any better No data are avadable the frequency of specific complicat~ons at the distrrct level or the 
health fac~lity level, and data on referral of complicated cases appears to be non-existent Whlle it is 
poss~ble that some care is occurrmg in private fac~l~ties or that complications in the health facilrties are 
under-reported this low figure nevertheless suggests a high level unmet need 

B - 3 Summary of Data on Outputs and Outcomes 

Accord~ng to the d~strict manager 10 of 20 facil~t~es In Daraw provided complete MCWHIS forms 
promptlv for the month of June 1997(Table 1113)'2 Notably, no forms were returned from the District 
Hospital and the MCH Centre 

There are generally low percentages of personnel tramed to malntam and analyse and use the data More 
nurses were tramed than any other health provider to malntam data The percentage of trained nurses 
ranged from a low of 0% In Nasr and 1 1 % In Edfu, to 44 4% In Daraw and 47 4% in Kom Ombo (TNA 
3 2/3 3) Moreover, reportrng is only the inlt~al requlrement for an HIS, interpretation and use of data 
to change practice is a greater requlrement and also needs training 

The under-report~ng compared to expected numbers of b~rths, deaths and complications, the lack of 
reglster books and the lack of use of data for management all gwe reason to belleve there are major 
problems w1t11 the data on health outputs and outcomes However, until such data are useful to prov~ders 
and planners reportmg and record~ng should not be the focus of efforts 

The analvs~s of data for all of Aswan and Luxor suggest there 1s no mechanism in place for technical 
supervlslon of work The superv~ston system seems not to be properly fulfilled at all levels In the 
cl~n~cal/techn~cal aspect, there 1s lack of clarity In the h e  of hlerarchlcal superv~sion (TNA 3 4) By t h ~ s  
we mean supervlslon by someone who IS competent to revlew the content of the work rather than 
admlnistratwe thlngs hke staff absenteeism 

met need ~nd~cator appears of quest~onable value In Daraw District 

"Table 111 3 shows that one urban health centre returned MCHJMIS fonns whde table 1 / I  9 knows of no 
such a centre In Daraw Table 1/19 also hsts 9 other publ~c sector hospltalsJclinlcs This category does not occur 
In Table 1/13 
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This general plcture was also the case in Daraw Wh~le all fac~li t~es reported supervlslon [9/9] (211 7) 
gu~dance and tralnlng was only reported by 7 (78%) of faclllties Where prov~ders reported havlng 
supervlslon, the categories of person providing the supervlslon were erratlc and suggested that the 
majorlty was not techn~cal supervision (see Table 3/6) 

No informat~on concerning job descr~ptions of maln funct~ons was reported from Daras Data from 
Edh, KomOmbo Aswan, and Luxor dlstr~ct show a w ~ d e  variation ~n ava~lab~l~ty  ofjob descr~pt~ons and 
do not allow an extrapolation to Daraw d~strlct In general In Aswan and Luxor, ~ o b  descriptions for each 
health profess~onal are not avadable In most any health fac~lity In add~tion health providers are not 
f am~l~a r  w ~ t h  the~r  funct~ons (TNA1 2) 

The Daraw district manager encourages chent friendly practlces by ~nstructmg staff to prov~de a good 
qualltv servlce and to provlde mtegrated care In all dlstrlcts there 1s a very h ~ g h  degree of client 
satlsfactioii toward cl~ent fr~endly practlces of the Iiealth provider However, ~t IS to be noted that these 
women do not have an alternat~ve outlet health fachty they are h~ghly tolerant and do not know what 
to expect from the health prov~der Moreover the chent fr~endly environment should be judged 
combined w~th  other elements affecting fr~endlv atmosphere (TNA 2 3) and techn~cal competence and 
effectiveness 

D - 2 Protocols 

No standard protocols on essent~al maternal and pennatal case management are avadable (TNAl 3) 
Consequently there IS no programme for training on essential obstetric and permatal case management 
protocols (TNA 1 4) and no programme for tramlng of trainers on emergency obstetrrc case management 
skdls (TNAl 5) Health prov~ders also lacked trainlng In essent~al maternal and pennatal case 
management protocols or emergencv obstetr~c case management sk~lls (TNA 1 6) There IS mlnrmal In 
servlce tralnlng for GPs In the field of prenatal (22%) and pos partum packages (15%) Other health 
providers are offered negllgtble In servlce trainlng (TNA 2 1) There is no clear funct~onal monitoring 
system to monitor post tralnlng performance although all interv~ewed pol~cy makers stated they have a 
monitoring system to monltor post tralnlng performance (TNA 2 5) 

111 Daraw only no med~cally tra~ned prov~der lntervlewed used protocols (312,313) As In the rest of 
Aswan and Luxor health providers still do not rnonltor dellvery by partograph, and these are not 
ava~lable In any health facil~ty (TNA 1 9) Observat~on showed that poor ~nfect~on prevention and control 
procedures (prenatal dehvew and post natal) Those practising mlnlmal bas~c procedures were no more 
than 2% In prenatal and 28% in post natal before and after conduct~ng the delivery (TNA 1 8) 

The Daraw dlstr~ct manager reported that supphes were ordered at regular mtervals accordmg to a set 
quota system based on prevlous requirements Shortages of drugs and supplres was no problem As tn 
most other d~str~cts  drugs and supphes were transported bv facll~ties every three months (Table 116 117) 
The lack of transport facll~tles was percewed as a mam obstacle w ~ t h ~ n  the d~s t r~c t  (Table 111 4) but was 
not ment~oned as a problem w~th  regards to procurement and d~s t r~but~ons  of drugs and supphes 

24 prov~ders were interwesed 111 Daraw of whoni 22 (92%) actually provide care during deliveries 
(Table 312) Of these 12 prov~ded 24 hour elnerpency care 
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F DAYAS (Table 111 5) 

Daraw reports 42 reg~stered dayas all of which have been tramed smce 1994 All dayas have received 
refresher tramng It also estimates there are 7 unreg~stered dayas maklng a total of 49 dayas Assum~ng 
1948 births attended by dayas suggests they are doing a average of 40 del~ver~es a year (3 3 per month) 



1. Antenatal and Postnatal Care 
2. Delive y and Neonatal Care 
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DISTRICT PROFILE 

1 ANTENATAL AND POSTNATAL CARE 

I - INTRODUCTION 

Antenatal care IS a tradltlonal component of maternlty care that IS often emphas~zed as part of prrmary 
health care Women are usually advlsed to seek antenatal care early, and to have a mlnlmum for four - vlslts The purpose of antenatal care 1s to detect and treat problems in pregnancy, to promote healthy 
practlces using health educatlon, and to ldentlfy women at rlsk of compl~cat~ons In order to ensure more 
skilled care for such women Postpartum care is also advocated, usually in the form of a single check-up 
at SIX weeks 

However recent revlews care call Into questlon the effectweness of antenatal care practlces In reduclng 
mortality and morbldlty In the woman and chdd (Rooney WHO 1993, Chalmers) Whde some 
Interventions are of sc~ent~fically proven effectiveness for detectmg and/or treating the problems In 
pregnancy are those whlch detect and treat anaemla, detect and treat mfect~on (lncludlng STDs), and 
detect hypertension Others are part of tradlt~onal medlcal practlce (such as detectmg fetal heart), but 
are not necessarily effectlve ( ~ f  the fetus has no heartbeat, ~t 1s too late to do anythmg) 

Slmllarly, lnformat~on educatlon and communlcatlon (IEC) are Important rights of women, and may 
necessary for communlcatlng essential lnformatlon (hke where one can deliver) Nevertheless, there 
1s no good evidence that health educatlon and counselmg rnterventions change behav~or (Oakley, 1995) 

Flnally, the use of high rlsk screening to predlct compl~cations IS not an effectlve way to organlze 
maternlty care One reason 1s that risk factors used to screen women glve too many false positives 
(women who have the r~sk factor but no subsequent problem) and too many false negatives (women who 
have no rlsk factors but subsequently develop a problem) Another reason 1s that women ldent~fied as 
hlgh rlsk often fall to dellver In the recommended place 

Gwen the lack of evldence of efficacy of ANC, some people are also questioning the number of antenatal 
vlsits requlred WHO IS conduct~ng multi-centered trlals to examlne the value of a reduced reglmen of 
4 vlslts compared to standards of 12 or more vls~ts, and varlous practltloners rn the US and UK are 
experlmentlng wlth 'do ~t yourself antenatal care and stngle antenatal assessments 

1995 DHS data for upper Egypt show that 28 2% of all women report havlng antenatal care There are 
marked d~fferences In urban and rural areas (5 1 2% and 20 8% respectlvely) A total of 20 8% have 
antenatal care and tetanus toxo~d lrnmunlzation whde 7 5% have antenatal care w ~ t h  out immunlzatlon 
A further 45 5% report have tetanus toxoid only without any antenatal care, bmgmg the total of women 
lmmunlzed for tetanus toxoid to 66 3% (33 0% have no ~rnrnunlzatlon 23 9% have one dose and 42 4% 
have 2+ doses) Tetanus toxold coverage has Increased dramatically following publ~c educatlon 
campaigns 

Although coverage of antenatal care IS low those women who do have antenatal care seem to use 
servlces frequently 63 5 In upper Egypt have four or more vlsits In Egypt as a whole, the median 
number of vlsits IS 6 5, and most women go falriy early, at a medm of 2 9 months, and 92% have 
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attended bv the 6th month Qual~tatlve work In Aswan and Luxor shows that women seek thelr antenatal 
care from a variety of providers, often swltchmg In the 1995 DHS for upper Egypt, 100% of those who 
had had antenatal care reported seelng a doctor (when asked about the most skdled ANC prov~der) 5 9% 
of all women used publ~c sector servlces 22 6% used prlvate sector servlces and 0 2% used both prlvate 
and publlc sectors Thls means only 22% of women who use ANC use publlc sector servlces 
((5 9%+0 2)/28 2%) The percentages of publlc sector use among those uslng ANC for urban and rural 
upper Egypt are 24% and 20% respect~vely Th~s  suggests rural residents are not only less l~kely to use 
ANC servlces but are more hkely to pay for prlvate ones 

Less research has been done on the value of a postpartum checkup Many compl~catlons occur 
lmrnedlatelv postpartum or In the few days following dellvery The presence of sk~lled profess~onal at 

- _  thls tlme would probably have an ~mpact However the conventional tlmlng for a post-partum check 
1s 6 weeks Whlle thls may be an approprlate tlme for some aspects of postpartum care such as famlly 
plannmg ~t IS unllkely to address problems such as post-partum hemorrhage Data from the 1991 
PAPCIuld survey for upper Egypt lnd~cates 21 2% and 12 2% of women have a postpartum checkup In 
urban and rural areas respect~vely 8 1 % and 85% of such check-ups respect~vely are done by doctors 
In urban upper Egypt, a further 10 4% are done by nurses The remamder are done by dayas 

A POPULAT~ON STATISTICS IN KOMOMBO 

Komombo has an estimated 9000 blrths per year If each woman had one antenatal care vrslt In the 
publ~c sector 9000 first vls~ts would be expected If women had the recommended 4+ tn the publ~c 
sector then at least 27000 repeat vlsrts would be expected makmg a total of over 36,000 antenatal v ~ t s  
per year If all b~rtlis had one postpartum follow up vlslt, Komombo should expect 9000 postpartum 
check-ups 

B IS KOMOMBO PREPARED TO PROVIDE ANTENATAL AND POSTPARTUM CARE9 

B-1 Antenatal and Postnatal Care Infrastructure 

Komombo has up to 26 facllltles capable of provldlng antenatal and postnatal care one MCH center, 1-3 
rural health centres 18 rural health unlts, 1 or 3 rural hosp~tals and a dlstrrct hosp~tal (A2) Komombo 
also has 25 prwate d~spensanes, 2 prlvate hospltals, and 8 prlvate oblgyn cl~nics It is worth findmg out 
what these are and what services they may provrde (1119) Accordmg to the dlstrlct manager, there are 
no NGOs actwe In maternal health In the Komombo dlstrlct (1117) 

All publlc sector fac~llt~es In Komombo (~ncludlng hospltals) appear to be mvolved In prov~dlng 
antenatal and postpartum care accordmg to the dlstrlct manager Hours for such servrces should be 8 30 
to 2 00 pm SIX days a week, and MCH centers and rural health unlts have the same hours (119) 
However accordmg to facll~ty managers not all provlde SIX days In particular one MCH and two rural 
health unlts provlde antenatal care 2 days a week, and one rural health unlt provldes ~t only for one day 
Facht~es provlde shghtly less than SIX hours per day on average The dlstnct hosp~tal and one rural 
health unlt provrde 3 hours of service a day whlle the MCH provlde 4 hours of care Two rural health 
unlts prov~de 5 hours of servlce per day (TI]) 

N~neteen faclllt~es were vls~ted in Komombo, and 18 of 19 prov~ded antenatal and post parturn care (211) 
Three can provlde ultrasound scans and 4 have laboratory hemoglobrn but 18 can analyze unne(2/2) 
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12 of 19 health f ac~ l~ t~es  vis~ted In Komombo had regular water and electr~city, but only half (10 of 19) 
were judged to be in good cond1tion(2/14) Only 5 facil~t~es had waiting areas and 90% had maternal 
exammatlon rooms which were inadequate Only 2 had an examination table and only 2 allowed privacy 
Less than 8 of 19 had a working telephone (215 2114) 

24 antenatal users were ~nterv~ewed in Komombo, a quarter (6 cases) in the facility itself (410) These 
women were not selected at random They reported takmg on average 15 minutes to get to the facility 
and 1 1 k~lometers was the average d~stance (411) Most traveled on foot (1 7 cases), the remalnlng 7 took 
a microbus or tax1 Those who went by veh~cle pa~d on average 55 piasters 6 went alone, I went with 
her husband and 17 went w~th relatives or neighbors (4/2,T/2) 

These data suggest an available phys~cal infrastructure that is relatively accessible to those using the 
service Data for Egypt In general show most women have easy geographrcal access to servlces but it 
IS not poss~ble to judge ~f those not using servlces are put off by cost or distance Qualitative data 
suggest t h ~ s  1s not the case, and that women who use servlces seem w~lling to travel to seek them 

B-2 Drugs and Equipment 

In general In Luxor and Aswan governorates shortages of Iron tablets were reported by 30% of fac~l~ty  
managers and 24% of health prov~ders The shortage figures for vaccines and antib~ot~cs were reported 
by health fachty managers as 35 8% and 52 8% respectively and by health prov~ders as 26 5% and 
20 9% respect~vely (B7) W ~ t h ~ n  the nmeteen fac~lities rnventor~ed for drugs and equlpment, 17 of 19 
f a c ~ l ~ t ~ e s  had shortages In antibiot~cs 8 of 19 in ecbolics and 2 of 19 had ment~oned shortages in iron 
Also ment~oned were shortages In antipyretics (5 of nmeteen facil~t~es) 2/8 Overall, 27 of 40 prov~ders 
~nterviewed In Komombo reported drug and supply shortages (3118) One facil~ty in Komombo had 
antenatal service protocols (2/ 18) 

Shortages In bas~c equlpment were reported by 16 of 40 of health providers (3118) However, all 19 
fac~l~ties have work~ng sphygmanometers and most have several All facilit~es have stethoscopes (2120) 
All fac~lit~es have boilers and 17 of 19 have autoclaves All have thermometers (2120) 

B-3 IEC Mater~als and Sesslons 

The Komombo dlstrlct manager appears to have some IEC mater~al largely posters and flip charts on 
'at risk' pregnancy, neonatal care breast-feedmg and tetanus toxoid vaccine (1116) Helshe also has 1 
v~deo tape on neonatal care Accordmg to fachty managers one (of 19) had materials on antenatal care, 
1 1 of 19 on breast-feedmg, four on the proper way to breast-feed 9 on neonatal care , and 2 on tetanus 
(21 12) 

In the prevlous three months there were no IEC actlvitles reported in Komombo (1116,2113) 

B-4 Actual Practrce of Antenatal Care 

As a absolute mlnimum requirement, routme antenatal care by health care prov~ders (HPs) should ensure 
* that prophylact~c or therapeutic Iron med~cat~on IS prov~ded to all women at risk of anaemia in 

pregnancy 
* that tetanus toxo~d is glven to all women w~th inadequate tetanus vacctnatlon 
* that all women know how to recelve sk~lled care In case of pregnancy complicat~ons 
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According to Providers 

37 of the 40 prov~ders 111 Komombo part~c~pated III antenatal care and postpartum care(312) Among the 
22 rnvolved In recelvtng patients the followmg results were obtamed when providers were asked what 
they d ~ d  reasons for vlsit and a medical hlstory were frequently taken (16 and 17 of 22 respectively) 
Askmg ~nformat~on on personal deta~ls also mentioned (15 providers of 22) Common measures 
ment~oned were blood pressure (1 3 of 22) and urine ( 10 of 22) We~ght (6 of 22), helght (5 of 22) and 
blood measures were not ment~oned frequently (3 of 22) Most also explarned what women should 
expect ( 13 of 22) and some (5 of 22) ment~oned where to go (for delivery?) (314) 

- - Accordzng to Women - 

24 exit lnterv~ews were conducted tn Komombo These women were not a random sample Women 
sought care to get tetanus toxoid (1 7 of 24) or because they felt tired (111) (8 of 24) (411 1) In Komombo 
most planned the~r delrvery at home (14 of 24) or In private facil~t~es (7 of 24) (4112) 14 of 24 
preferred phvslc~ans for dellvery wh~le 6 preferred dayas (4113) They had pald 10-500 pounds for the~r 
dellvery w~th an average of 94 pounds (Tl4) 

Of 24 women mtervlewed 1 1  were first rece~ved by nurses All felt welcome and that the person 
recelvlng them was welcommg Most felt the waltlng place as very comfortable (22 of 24) or somewhat 
comfortable ( 1 of 24) (413) Most saw a nurse at some pomt (19 of 24), and all saw her rlght away or 
after 5 mmutes Th~s  was judged reasonable by everyone (413,415) 10 of 24 also met wlth a physician, 
and wa~ted on overage 28 minutes (though 3 women wa~ted between 50-90 mmutes) Physman were 
all fr~endly and pol~te (4/6) 

9 of the 10 who saw a phys~c~an were evammed w~th  privacy The one who was not was bothered by 
this A historv was taken In all 10 women as was the durat~on of current pregnancy Of the ~mportant 
activmes (exam~nmg the heart with stethoscope, measuring blood pressure and examlnlng the abdomen), 
5 6 and 7 women out of 10 were examined respectwely (417) For 6 women one of these three aspects 
of antenatal care was a failure (T/5) We~ght was measured In 6 of 24 cases, and he~ght, urlne and blood 
were measured 3 5 and 3 cases respectwely (46) Other act~v~ttes (re exarn~nlng breast, gynecologic 
exam and ultrasound) were also ~nfrequent (4 4 0 respectwely) (417) As there is no evrdence these 
actlvltles are needed routinely rn every visit this may not be a problem Ntne of 24 were glven TT 
lnjectlons In the~r current and five had been glven one before SIX had not been glven one elther at the 
current v ~ s ~ t  or earher (T16) Four were glven Iron pdls and 3 given other unknown med~cations (418) 

Communlcatlon was not good as only 4 had rt explamed to them what as bemg done and why (4/7) 
Adv~ce was also glven to women on personal hyg~ene (2 women)and breast hyg~ene (1  woman) and 
nutrltlon (3 women) though agam there 1s no ev~dence thls works (418) No women were advlsed on r~sky 
slgns In pregnancv and how to act rf rlsky slgns occur Also, place of dellvery was only discussed w~th 
7 cl~ents This IS a m~ssed opportunity Only I2 women were told when to come next (4/8) 

20 of 24 women were satisfied w~th  servlce, c ~ t ~ n g  the fr~endly reception, reassurance and the curatrve 
treatment as mam reasons The d~ssat~sfied women sa~d they were not exammed as expected, waited a 
long time and d ~ d  not receive what they came for Women felt the servlce could be made better w~th 
more tests more exammations and more mstruct~ons (6 and 2 respectwely) 22 s a ~ d  they Intended to 
come back and 23 would recommend the fac~lity to others (419) Overall m Luxor and Aswan, 59% of 
women had an access~b~l~ty card, and 96% of women brought their card w~th  them In Komombo, 14 
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women had an accessib~l~ty card and 13 brought ~t with them (4110) The other 10 women were never 
glven one 

8 of the 24 women had had a prevlous v ~ s ~ t  In previous v~s~ t s ,  most (2 of 8) were gwen dates for 
revisitmg but none were explained r~sk  factors and how to act, or counseled on nutrition and personal 
hygrene We~ght was measures in 2 and blood pressure In 4 of 8 Two said they had a chance to ask 
questions and were given helpful answers (4114) Most (1 1 of 24) visited other fac~lities, largely prlvate 
obfgyn (8 women) and pr~vate phys~c~ans (2 women) (4115) 

Most of the 17 women w~th a previous dellvery dehvered at home (10 of 17), but 3 delivered in a pnvate 
clln~c and 2 used the d~st r~ct  hosp~tal 4 of the 17 were v~slted after dellvery (4118) 

* - 
Accordmg to Observatzon 

- 

48 antenatal prov~der - user Interaction (v~sits) were observed by a specialist obstetrtcian 3 antenatal 
v ~ s ~ t s  were observed In a general hosprtal, 18 In a district hosp~tal and 27 in a MCH centre The sample 
of antenatal v~sits was not chosen by random and is not specific for any Governorate or district 
However we stdl believe that many of the findings would be similar In other unlts 

The data prov~ded show that the observer perceived the service as fr~endly (44 of 48) When meetlng a 
mother all (48 of 48) HPs welcomed and most HPs reassured her (34 of 48) but only 8 of 48 HPs 
explamed clearly to the woman what will be done 

The observer assessed prenatal history takmg as inadequate in '/s of observation (13 of 48, 1 in a distrlct 
hosp~tal and 12 In an MCH) This does not appear a harsh judgement as most HPs did no ask about 
prevlous compl~cations of dellvery and only 25 of 48 asked about bleeding in the current pregnancy 2 
of 12 cases with symptoms or history suggestive of rheumatic heart dlsease' and none of the 10 women 
who had antepartum vaginal bleedmg2 were appropriately ~dentified by HPs According to the data 
prov~ded 42' women had pregnancy problems worth reporting as assessed by the observer However, 
antenatal history was appropriately recorded by only 29 of 42 HPs 

Prior to antenatal physical examination only 4 HPs explained to the mother what they were going to do 
and only 1 washed h ~ s  of her hands All 15 women who attended for their first vwt  had their heart 
auscultated but 14 of 15 had the~r blood pressure taken correctly and only 2 of 15 had their chest 
exammed at all 

The fetal presentahon and he was determmed In all women (>28 weeks) attendmg at distrrct hosp~tal 
level (9 of 9) but less than 1/2 (12 of 25) the women (>28 weeks) attending MCHs for antenatal care4 
More mportantly when performing a vag~nal exarnmatlon only 1 of 15 of HPs took mlnlmum antxeptlc 

'~ccordmg to the Nat~onal Maternal Mortal~ty Study, Egypt 1992-3 MoH Chdd Surwval hoject, Cairo 1994, 
cardlac d~sease (mamly caused by rheumat~c heart d~sease) accounts for 13% of all maternal deaths m Egypt Only 
postpartum haemorrhage and hypertenswe d~sease m pregnancy cause more maternal deaths 

In a random sample of 50 women one would expected no more than 2 women w~th antepartum bleedmg 

3 ~ h u  u a h~gh prevalence of compl~cat~ons and 1s unhkely to be similar In the general population 

4 ~ h e  value of routmely determinmg the fetal he before 34 weeks gestation 1s uncertam 
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precautions and used clean gloves5 As in all other observat~ons of HP activities, recordmg of antenatal 
exammation findlngs was often defic~ent (1 7 of 48) 

Antenatal laboratory lnvest~gatlons were relattvely frequently performed but only l/3 the women attending 
at the~r  first v ~ s ~ t  had the~r VDRL (test for syphll~s) checked Nearly all women had some k~nd of 
laboratory ~nvestlgatlon but less than % of findmgs were correctly recorded In the client's record and 
only '/2 were correctly Interpreted 

Health education In the antenatal clrn~c was deficrent, too Only '/z of all women attending durrng the 
thlrd tr~mester rece~ved mformat~on about the Importance of vaginal bleeding and only 7 of 48 were 
Informed about the slgns of pre-eclampsia and anteparturn bleedmg Antenatal care by a senlor doctor 

-_ d ~ d  not guarantee better care as only % (3 of 4) of the senlor doctors who saw women In the th~rd - 
tr~mester informed them these two r~sks 

The data do not permit an analys~s of the HPs attitude and activities to preventing anaemia (IS Iron 
supplementat~on given routinely or not?) 

The observer assessed less than '/2 (2 1 of 48) of the prov~ders as competent in prov~drng antenatal care 
and suggested that 34 of 48 would benefit from efforts to strengthen and support the~r  sk~lls 

C DATA ON HEALTH OUTPUTS AND OUTCOMES 

C-1 Where Do Women Seek Antenatal and Postnatal Care? 

Komombo should have 9000 new antenatal v~slts and at least 27000 repeat vrs~ts per year In practlce 
only 6 1 % of women In upper Egypt use publ~c sector servlces which would mean 549 first vis~ts and 
at least 3 tunes that many repeat vls~ts 66 3% (or 5967) women have at least one tetanus toxord 
immunlzatlon The bulk of those gettlng it w~th  antenatal care are uslng prlvate providers, but rt 1s 
unclear where the remamder are getting immunized These women may be usrng public sector services 

The dlstrlct manager has no data on antenatal vls~ts In 1996 In the second quarter of 1997, the number 
was 505 Rev~sits were less frequent (n= 730 for 1997), mak~ng the average number of vis~ts to publlc 
f ac~ l~ t~es  2 4 (I11 8) The only facll~ty to report antenatal vls~ts for I996 was a rural health center wh~ch 
reported 146 brrths However in the second quarter of 1997, 13 facdrt~es reported antenatal v ~ s ~ t s  The 
number of vwts reported ran~ed between 7-196 makmg a total of 63 1 This figure IS about 28% of a11 
expected blrths in the same quarter Nevertheless, the average numbers of new chents seen IS between 
less than one per day and less than one per week The exception IS the MCH which is seelng slightly 
more than 2 new cl~ents per day Even addmg revislts does not glve a very heavy workload as women 
have less than 2 5 vls~ts In total 

If we look for stat~stics on the content of care, notably at tetanus toxoid immunization and cases of 
anemla we find the following In the second quarter of 1997 390 ~mmunizations (range 2- 157) and 3 
cases of anemla reported from the dlstrict hosp~tal 

 he value of vaginal examination In pregnancy 1s uncertain and routine vagmal examinations are not 
performed In the UK at any tlme before the onset of labour 

6 \ \  2@ 
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Komombo should also have 9000 postpartum check-ups ~f all b~rths were followed up postpartum but 
In practlce the number 1s estimated at sllghtly over 12% (n=1080) The expected number m the pubhc 
sector 1s not known 11 5 postpartum v~stts were reported In the second quarter of 1997 accordmg o 
drstr~ct level data In the facrl~t~es non were reported for 1996 and I89 In the second quarter of 1997 
(61 In an MCH and 128 In a rural health center) T h ~ s  1s shghtly more than one cl~ent per day (Tl6) 

C-2 What Are Reportmg and Recordmg Pract~ces? 

Accordmg to the d~st r~ct  manager, 25 of 26 health factlit~es have the new reglstrat~on forms and 22 
prov~de complete MIS forms and review data (Ill2 1/13) By and large most fac~l~tres in Komombo had 
forms, and 1 8 of 19 were ustng the new forms for antenatal 1st vts~t and antenatal revlslt Only 12 were 
uslng them for postpartum care (216) Fac~lrt~es reported ustng data to follow up cases (12 fac~ltties) and 
to detect community health problems (9 fac~lit~es) and qual~ty of care (6 fac~l~ttes) 17 of 19 0 ascertam 
qual~ty of servlces In 6 faclltt~es) 17 of nmeteen fac~ltt~es regularly nottfied reporting events by 
telephone messenger monthly report or other means (2/6) 

2 of 19 faclltt~es have persons tramed to use data (nurses and clerks) When prov~ders were mterv~ewed, 
2 of the 16 ~nvolved In recordmg informat~on sa~d  they had been tramed to look at data qual~ty (311 7) 
The most common use of data (accordmg to prov~ders) 1s to monltor and evaluate performance (311 7) 

Overall In Luxor and Aswan governorates health providers report that supervisors typ~cally v ~ t  e very 
two weeks though 45% are vts~ted every 3-4 weeks For 5% of health prov~ders, the supervisor v ~ s m  
only every 3-6 months or even more infrequently (313) Slghtly over half of health prov~ders are 
mvolved In supervlslon themselves Few prov~ders have tramng In management (6 of 1 15 GPs and 1 
of 1 14 nurses) 

D-2 Referral 

33 of 37 prov~ders ~nvolved ~n antenatal care reported referr~ng cases When asked what cases they 
referred 25 of 37 lnent~oned preeclamps~a 12 of 37 ment~oned APH, and 12 of 37 ment~oned d~abetes 
Perv~ous c-sectloll (1 1 of 33) and abnormal presentation (13 of 37) were also ment~oned Only 4 
prov~ders communicate w~th facll~tres they referred to and 4 accompan~ed cases 21 followed up on cases 
but thrs was largely done ~nformally (13 cases) The prov~ders that d ~ d  not follow up cl~ents stated ~t was 
not requlred or there were no records (3116) 

In Luxor and Aswan governorates as a whole most providers reported bemg rnvolved In antenatal care 
only 10 6% of nurse and 5 6% of oblgyns were not ~nvolved In antenatal care All GPs were mvolved 
In antenatal care There was less ~nvolvement In postpartum care 40 4% of nurses 1 1  1 % of 
obstetr~c~ans and 8 % of GP were not ~nvolved In postpartum care (B8) Of the provtders 37 of the 40 
lntervlewed prov~de antenatal care and 26 of 40 provlded postpartum care, though 12 and 13 respect~vely 
do so In the capacltv of ass~st~ng (312) 
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17 of 40 provtders In Komombo reported usmg IEC material on tetanus toxord, and 18 on breast-feeding 
posltionlng 20 d ~ d  not have IEC materials but most common were posters, flrp charts and booklets 
(3122) 

Trainmg Overal I In Luxor and Aswan governorates, 25 of 1 15 GPs (2 1 7%) had been tramed In 
antenatal care mostly In tralnlng centers (22 of 25) though some had been tramed In unlversltles (3 of 
25) Th~s  lncluded preventatwe care procedures and anaemia durlng pregnancy, preventwe dellvery care 
and delrverv follow up procedures 17 of 11 5 (14 8%) had been tra~ned m postpartum care, agaln largely 
m tralnlng centers (1 5 of 17) Nurses were glven less traln~ng than GPs However 14 of 14 1 were 
tramed In antenatal care (9 9%) and 6 in post natal care (4 3%) A further 14 (9 9%) were tra~ned in 
breast-feeding (311 0) Only one nurse reported using an prenatal protocol and a post partum protocol 
GPs and Obs d ~ d  not use these 
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2 DELIVERY AND NEONATAL CARE 

A POPULATION STATISTICS IN K o h l  OMBO DISTRICT 

Korn Ombo has a total populat~on of 270 852 133 128 are women and an estimated 50 000 (38% of all 
women) are women of reproductwe age (Table 111 112)' 

1995 DHS estimates for upper Egypt prov~de crude birth rates (CBR) and general fert~l~ty rates (GFR) 
of 34 511 000 and 16411000 respect~vely If these data are apphed to the total populat~on of Kom Ombo 
there are between 8 200 and 9 400 births per year in Kom Ombo According to the estimated health 
statist~cs the distr~ct manager s a ~ d  there are 7542 births In 1996 (giving CBR = 2711000, GFR = 
150/1000) (Table 112) These figures are lower than expected and reflect the under- reporting that IS 

known to exist In MOH statistics This report wdl assume the figure of 9,000 births m Kom Ombo 

B IS KOM OMBO DISTRICT PREPARED TO PROVIDE GOOD QUALITY OBSTETRIC, DELIVERY AND 
NEONATAL CARE' 

Accordmg to WHO recommendat~ons there should be one facil~ty capable of provid~ng comprehens~ve 
essent~al obstetr~c care (CEOC) and 4 bas~c essential obstetr~c care fac~lit~es (BEOC) per 500,000 
populat~on Accord~ng to these crlterla Korn Ombo D~str~ct requlres 1 CEOC and 2 BEOC fac~lities for 
~ t s  populat~on of 270,852 The CEOC fachty of Korn Ombo D~str~ct a ~ t s  1 distr~ct hosprtal Korn Ombo 
D~strict also has 1 MCH Centre and 1 Rural Hosp~tal wh~ch would be suffic~ent BEOC fac~lit~es ~f they 
would provide 24 hour obstetr~c and paediatr~c servlces 

We ~nvest~gated the distr~ct of Korn Ombo to check ~ t s  preparedness to provide EOC and found the 
buddmg mfrastructure to be In place Kom Ombo has a d~st r~ct  hospital and 2 prlvate hosp~tals There 
is 1 rural hospttal (without maternltv beds) and 1 MCH centre (w~thout maternity beds) There are also 
an estimated 8 prlvate oblgyn clin~cs (Table 1 19) 

Most publlc fac~l~tles sa~d they were available ( ~ n  pnnc~ple) to prov~de EOC to prov~de 24 hours 
emergencv care but ~t 1s hkely that most f ac~ l~ t~es  are severely l~m~ted by the fact that they have no beds 
and that the~r opening hours are restricted from 8 30 am to 2 OOpm six days a week (Table 119) Facility 
based data however suggested that 1811 9 fac~ltt~es offer dellvery servlces and 1911 9 emergency services 
for mfants on a 24 hour basis One fac~l~ty had a 24 hour on call obstetric special~st and 2 had 24 hour 
paed~atr~c specialist servlces (Table 213) It remalns unclear how a 24 hour servlce can be prov~ded tn 
~nst~tutlons without Inpatient facll~ties and w~th 5 hours opening t ~ m e  /day 

B - 1 Preparedness of the CEOC Facihty 

Korn Ombo s maln public facil~tv conductmg births IS the d~strtct hosp~tal Accordmg to the dlstrlct 
manager ~t has a total of 94 beds and 18 maternlty beds which are all the maternlty beds of the d~strict 
(Table 1/20) (B3)) According to the hospital drector the fac~l~ty  has 13 1 beds and 16 matern~ty beds 
Thls would be adequate as ~udged b\ WHO standards (24 maternlty beds per district hospital servlng 
a populat~on of 500 000) 

'Factltty based data suggested that the d~str~ct hospltal has a catchment area of 800 000 

9 
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Hospltal Infrastructure 

Space in the waiting area for women was judged as "not ava~lable" the rest of the assessment including 
the mspectlon of to~lets was judged as "not apphcable" Space was again a problem In the maternal 
exammation room as was privacy Examination place, hght, stool and examinatton table were assessed 
as "not applicable" According to the data, the delivery room was well prepared, with good lighting and 
was in a good condrtion (privacy was not assessed separately), as was the general cond~t~on of the 
hosp~tal buddmg Data were not collected on the operatrng theatre 

Facil~ty based and distr~ct based data shows that m terms of staffing for emergency functions, the district 
hosp~tal has 1 anaesthetist, 8 ob/gyn speclal~sts, 6 obstetrics res~dent, 2 paed~atrrc~ans, 2 phannacuts, no 
laboratory special~st and 4 lab technic~ans There is no blood bank specialist, although ~t seems this 
functional title may not ex~st in Egypt This level of staffing seems more than adequate, expect perhaps 
for the 24 hour reliance on one anaesthetlst However ~t 1s noted that the district manager felt there were 
shortages In obstetr~c and nurslng staff (and needed 16 and 205 more respectively) (Table 1 /4) In other 
questlons d~strlct manager expressed that the lack of spec~allzed physicians at the MCH centre was one 
of the major problem facmg the district (Table 1/14) Gwen the number of del~ver~es at the d~strlct 
hospltal(63 per week during the second quarter of 1997) the number of obstetnclans and residents does 
not low at all In staffing for neonatal care of the hosp~tal and the distrlct is rnadequate(Tab1e B1) 

Dellvery servlces in the dtstr~ct hospital were available on a 24 hour basis wlth an ob/gyn on call at night 
and on hohdays Emergency ped~atr~c servrces were also avarlable on the same basis The hosp~tal sa~d 
~t would only take 5 m~nutes to attend to compl~cat~ons (though this seems unreal~stically short) The 
hosp~tal d ~ d  not report transferrmg any cases and d ~ d  not provide any information as to where they would 
send cases In case of need of emergency referral, the hospital and the d~strrct had no ambulance (BJ4) 
As the hosp~tal does apparently not refer cases the mformation of referral time and d~stance to the nearest 
general hospital was glven as " not applicable" In the data prov~ded 

The fachtv has a telephone (and so can be contacted In case of emergency, although only 56% of other 
facilitres have a telephone accordmg to the distr~ct manager (Bl4)) It has NO regular suppl~es of 
electr~c~ty and water 

There 1s a blood bank w~th  adequate equipment (refrrgerator centrifuge, microscope, screening kits) 
Blood suppltes are Inadequate, patlent are asked to supply from relatives and fr~ends Quahtatlve data 
Indicate that this 1s sometimes the case even In emergencies 

Based on WHO recommendat~ons t h ~ s  hosp~tal has most of the bas~c equipment and staffing to manage 
obstetr~c elnergencles Informat~on from hospital data suggested that unspecified antlb~otlcs are the only 
drug group In short supply2 However there were major defic~encies m some areas there are no reusable 
or disposable gloves urine test k~ t s  to detect protelnurra, there was adequate supply of anaesthet~c agents 
~nclud~ng ketamine' but there are insufficient drugs to treat eclamps~a (le no magnesium sulphate 

Gwen the high staff number (8 oblgyn specialists and 6 res~dents ~t could be possrble that the respondent 
to the questlon mlght not have requested ant~blotlcs recently Hldher response may not reflect the true local 
sltuatlon 

'1 here was an appropriate supplv of nrtrous oxlde or other general anaesthet~c agents If nitrous ox~de 
(rather than ether) IS used a safe and secure supply of oxygen has to be avarlable, too The data prov~de no 
lnformat~on about this 
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[diazepam 1s ava~lable] and no hydralazme) 

Oxytoc~c drugs and all anfiblotics expect for kanarnycin were ava~lable and are probably oversuppl~ed 
(eg there were 1 152 ampules of Gentamyc~ne available), suggesting that antib~otic shortage IS not a 
problem for the d~st r~ct  hosp~tal Oversupply may also be a problem for other drugs (eg oral 
antihypertens~ves where thls hosprtal had more stocks than all other d~st r~ct  hospitals In Aswan 
governorate together) The questionnaire d ~ d  not assess ava~lability of suture mater~als ( reported to often 
be In short supply) Partographs are not use at all and no other standard record forms appear to be 
ava~lable ( antenatal delwery, postpartum, chdd care mubator records) 

B - 2 Preparedness for Neonatal Care at D ~ s t r ~ c t  Hospltal 

In order to prov~de neonatal care, the d~str~ct  hospltal requlres other mater~al beyond those required for 
CEOC The distr~ct hosp~tal has more than its f a r  share of equ~pment (one Infant laryngoscope and 4 
Ambu bags)%h~ch has been judged to be in a work~ng cond~tion It would be useful to know that the 
blow of valves at the Ambu bags and any other equlpment used for vent~lat~on has been set no h~gher 
than 40 cm H,O pressure No mformatlon is available concerning facll~t~es to keep the baby warm durrng 
resuscltatlon Silver nitrate 1s not avadable but tetracycline (wh~ch IS preferable) 1s present 

B - 3 Bas~c Emergency Obstetr~c Care 

The only other facll~t~es with beds (and thus capable of domg facrhty dehvenes) IS the rural hosp~tal It 
has no des~gnated maternity beds (Table 1/20) No mformat~on 1s ava~lable on pr~vate sector beds and 
on private sector capaclty to prov~de BEOC or CEOC 

These bas~c f a c ~ l ~ t ~ e s  have some way to go in terms of bemg able to provide BEOC (see table R.16) In 
particular there appear to be major problems in terms of expendable supplies and a n t ~ b ~ o t ~ c  drugs 
Speclfic hosp~tals were also m w n g  spec~fic supphes, and some items of equlpment need to be 
redistr~buted The distr~ct manager dld report d~fficult~es w~th supphes as a major problem though the 
facility survey found deficlenc~es only for unspec~fied anttblotlcs (18119) (Table 1/14 and 218) It was 
not posstble to state whether drugs and equ~pment these are located In the correct room and or were 
read11 y access1 ble 

B - 4 Analysls of Intraparturn, Postpartum, and Neonatal Care 

As a mrnllnum requirement, routlne labour delivery and neonatal care by health care prov~ders (HPs) 
should ensure 

* that all women In labour and neonates have routine observat~ons taken and recorded 
* that women are encouraged to be moblie while III labour and not to deliver lymg on thew backs 
* that tnterventlons, ~ncludlng vag~nal exam~natlons adhere to mlnlmum standards of hyg~ene 
* that interventions are restricted to an absolute mlnlmum 
* that all Instruments used for maternal and neonatal care are ster~le 

' Swed~sh data suggests that 1 In 500 full term bab~es and one In 10 bab~es requmg resuscltatlon benefits 
from mtubatlon A laryngoscope and endotracheal tubes are thus not requlred for the vast majorlty of resuscltatlon 
procedures An method to Inflate the baby s chest (eg an Ambu bag with a workmg blow off valve or pressur~sed 
gases wlth a T-p~ece and a worklng blow off valve 1s more important for neonatal resuscltatlon than a 
iaryngoscope) Absence of an Ambu bag may not be worse than the presence of an Ambu bag or pressur~sed gases 
wlthout a blow off valve 
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25 dellverles were observed by a speclal~st obstetrician In 13 dlstrlct and 12 general hospitals The 
sample of del~ver~es was not chosen by random and is not specific for any Governorate or dlstrrct 
However we st111 believe that many of the findings would be s~mllar In other umts 

Most del~veries were attended by junior or res~dent medlcal staff (13) whlle 7 were attended by the head 
of the department, 1 by a speclallst and 4 by an assistant speclalist or senlor res~dent In no case were 
nurses the maln care providers 19 of the 25 deliveries were normal vagmal deiiver~es There were 3 
forceps and 2 breech del~ver~es whlle one Caesarean sectlon was performed (for the slngle reported case 
of ruptured uterus) There was also a case of preterm labour Approximately 1/3 of all women underwent 
some k~nd of tnterventlon including augmentation or lnductlon of labour 

The data provided show that women percelve the servlce as friendly, but do not recelve much (if any) 
explanations about the progress of labour or actwitles to be done by HPs When meeting a mother nearly 
all (241 25) HPs welcomed and reassured her (20125) and were perce~ved as fr~endly (24125) HPs 
generally helped women to get ready for examlnatlons (24/25) but virtually never explained their 
findmgs to the mother (1125) 

General hlstory taklng was adequate (24125) but only 2/3 (16125) of HPs asked ~f the membranes had 
ruptured and tf the mother had attended an antenatal cilnic (16125)5 Only 21/25 HPs measured the 
mothers blood pressure and 16/25 took her heart rate, only 20125 performed an adequate physlcal 
examlnatlon and only 19/25 recorded antenatal and mtrapartum h~story and findmgs accurately When 
performrng a vagtnal exammat~on only 12/25 of HPs took mlnlmum antlseptlc precautions and only 5/25 
used stertle gloves6 Only 17/25 of the HPs checked the fetal heart at regular intervals ' 

Dellvery occurred In all cases w~th the mother lymg on her back8 Less than half the Instruments used 
for dellvery were clean and sterlllzed Even more ser~ously unster~le Instruments or thread was used In 
more than % of cases to cut and tle the umb~llcal cord At least 4 out of 25 bables were exposed to 
unnecessary cold stress (not dried or not covered wtth blankets) None of the bables was formally 
assessed at blrth (no welghts anthropometr~cal measurements or Apgar scores at all) Only half the 
mothers were tnformed that thelr baby was fine and half were encouraged to breast feed Management 
of the th~rd stage 1s not described in the data 

Durlng all observed labours and deiweries no partograph were used, nor were any type of protocol or 
checkl~sts The avadable data does not provide informat~on concerning the accuracy of the findmgs of 
anv exam~natlon lncludlng blood pressure and find~ngs on vaginal examlnatlon From the provlded data 
~t was not clear ~f women were encouraged to change thew positlon frequently In labour and to empty 

'The longer the per~od between rupture of membranes and dellvery the h~gher the rlsk o f  mfect~on for 
mother and baby Even poor quahtv antenatal care should ~dent~fy  some abnonnal~t~es such as antepartum 
haernorrhage 

'Frequent andlor unhyg~enlc vaginal exammation rn labour are one of the most lrnportant r~sk factors for 
puerperal sepsls whxh 1s the 3rd most common dlrect cause o f  obstetr~c mortal~ty In Egypt Nat~onal Maternal 
Mortality Study Egypt 1992-3 MoH Ch~ld Surv~val Project Ca~ro 1994 

'lt IS lrkelv that thls IS better than the reg~onal average as 94 o f  the small er health unlts (total 123) vls~ted 
for the complete survey had no fetal stethoscope at all 

' Thrs 1s a bad posltlon as the weyht o f  the grav~d uterus can easdy occlude the lnferror vena cava wh~ch 
wdl lead to a decreased prelaod a drop In blood pressure decreased placental perfusron and fetal d~stress 



Annex [A] - D~strzct Profile Kom Ombo D~strict/Debverv and Neonatal Care 

their bladder regularly (as it should be the case) Whde the data prov~de ~nformat~on about procedures 
which are desirable, ~t does not list unnecessary or harmful lnterventlon such as routme enemas In labour 

Postnatal Care 

The Nat~onal Maternal Mortality Study, Egypt, 1992- 1993 showed that postpartum haemorrhage was the 
most common d~rect cause of maternal mortality (178 deaths) and caused more maternal deaths than the 
second (hypertenswe d~sease in pregnancy, 1 14 deaths) and third most ~mportant causes (gen~tal sepsis, 
60 deaths) together T h ~ s  confirms that In Egypt, too the mother 1s in more danger of losmg her l ~ f e  m 
~mmed~ate postpartum per~od the mother than during any other tlme m her pregnancy 

Care In the ~mmedlate postpartum period requlres the early detection of complicat~ons, and an 
appropriate response to them Early detection requlres regular and systematic observat~on of the mother's 
vital slgns lncludlng pulse, blood pressure and blood loss Only 20 of the 25 HPs observed took a blood 
pressure and 3 d ~ d  not take a maternal blood pressure or a pulse The majority of HPs (16125) left the 
woman w ~ t h ~ n  15 mmutes of dellvery and ~mmediately after dellvery of the placenta (13125) and would 
not have been able to observe slow but steady blood loss It is not clear if they delegated the task of 
obsewlng the mother to other HPs If they d ~ d  so, those HPs would have to rely on adequate records to 
provide contlnulty of care However only 3/25 recorded thetr postpartum observat~ons in the patlents 
records 

Insufic~eiit communlcatlon between HP and mother was also a problem durlng the postpartum per~od 
Only a fract~on of the prowders Informed the mother to report back m the case of haemorrhage (1 8/25) 
or fever ( 1 6/25) 

Contracept~ve adv~ce was offered only by 7/25 HPs The 3/25 HPs who d ~ d  not measure pulse, blood 
pressure or temperature d ~ d  not provide adv~se for the postpartum per~od e~ther 

The activltles of HPs are determined by many factors wh~ch are not recorded In t h ~ s  anaiys~s such as the 
ava~lability of supphes necessary to perform certam tasks motlvatlon, knowledge and skills One can 
assume that all HPs had the abhty knowledge and skllls to take routrne observat~on (fetal heart, 
maternal temperature blood pressure and pulse rate) but only 73 d ~ d  SO 

It is possible that suppl~es could have been a problem (Aswan General Hospltal has no protelnurla test 
k~ts)  Even where the fac~llty has a partrcular plece of equipment, ~t may not be access~ble (Luxor 
General Hosp~tal has only 1 working sphygmanometer 1 autoclave, 1 workmg stethoscope, and 1 Infant 
weighing scale 1 palr of sc~ssors and two fetal stethoscopes) If the equipment was access~ble ~t may 
have been used preferent~ally (because of the obsewatlon) As HPs were observed by a senlor colleague 
they may have changed their practlce for the per~od of observat~on to their "best poss~ble pract~ce" The 
recorded obsewat~ons may thus not reflect routlne practlce by the HPs observed, but the best poss~ble 
case W~tliout adequate observation of labour it w~l l  be d~fficult to perform necessary lnterventlons In 
tlme On the other hand the lack documentat~on of labour often leads HPs to assume that the progress 
of labour IS slow wh~ch In turns causes unnecessary lnterventlons such as "yet another vag~nal 
exammatron or Injections to st~mulate labour In the sample observed 10 out of 25 women rece~ved 
drugs to st~mulate labour wh~ch IS more than twlce the rate as used In most labour wards m the UK 
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Care m this sample was prov~ded by spec~allsts or those undergomg specialist tralnlng As speclalist are 
concerned yrth abnormal labour and delivery, ~t may not be surprising that they were not very good at 
managmg normal dehver~es The observer judged dellvery care as competent m 7/25 of cases and felt 
that support and strengthenmg of sk~lls IS requ~red In approx~mately 22/25 of cases observed 

To reduce the r~sk  of adverse outcomes of normal delwer~es ~t IS necessary to avoid unnecessary 
mtervention and to ensure minlmum standards of cleanlmess and sterility From the data provlded it does 
not appear that these pr~nciples are followed Changes in routme care for women m the lmmed~ate 
postpartum per~od are llkely to lead to more health gains for mothers and babies than changes dur~ng 
the antenatal or mtrapartum period 

B - 5 Referral / Transport 

According to the d~str~ct manager, physmans from lower level un~ts were asked to transfer compl~cated 
cases to the d~s t r~c t  hospltai lmmed~ateiy He d ~ d  not request that crit~cal cases be accompan~ed or that 
telephone contact be made, or an ambulance used The district manager reported no working ambulance 
(Table 2/5) Referral from the MCH was ~dent~fied as one of the maln problems in the d~s t r~c t  by the 
d~strlct manager (Table 1/14) 

Respondents r n  1 fac~ltty reported that they would refer to a urban health centre This could lead to 
useless delay an urban health centre%ay not have the capaclty to deal with complications Respondents 
form 1 f ac~ l~ ty  did elther not have any referrals or d ~ d  pr~nc~pally not refer Only 8 facilities [8/19] 
reported that when referrals were made, women would be accompanied at all (Table 214) As t h ~ s  IS a self 
reported figure it may not reflect routme practice Nearly all responding facil~t~es [10/1 I ]  reported 
mformal follow-up (Table 2/4) Referral distances were generally short ( I  3 t 14 kilometres, and travel 
tlme was 32 mmutes + 4 1 mmutes (Table 2/4) Given that quoted referral tlmes often present the best 
poss~ble c~rcumstances rather than the routme situation, it IS l~kely that decrsion to arrival intervals 
exceed 1 hour In more than 25% of cases referred 

C DATA ON HEALTH OUTPUTS AND OUTCOMES IN KOM OMBO DISTRICT 

C - 1 WHERE DO WOMEN IN KOM OMBO DISTRICT DELIVER AND WHO DELNERS THEM? 

We assumed that 9 000 women deliver every year In Kom Ombo d~strict If 1995 DHS data for upper 
Cg4pt are appl~ed to Kom Ombo, 78 5% of blrths take place at home (n=7065), 12 1% In publ~c health 
facll~ties (n=1089) and 9 1% In prlvate facil~t~es (n=819) 60 9% are attended by dayas (n=5481), 26 0% 
by doctors (n= 2340), 6 2% by nurses/m~dw~ves (n=558) the remamder (n=621) del~ver w~th  relatives 
or alone 

The d~str~ct manager has no data of reported (rather than estmated) delrveries for 1996 (Table 1/18) Of 
the 19 fac~lrt~es v~s~ted,  15 f a c ~ l ~ t ~ e s  d ~ d  not report blrth In 1996 Fac~l~ty based data was not available 
for the d~str~ct hosp~tal However 391 delweries have been recorded In fac~lrties w~thout beds (4 3% of 
all expected delwer~es) Presumably these are dellver~es conducted through the publ~c sector and ~nclude 
publ~c fac~l~tv and home based del~ver~es attended by the pubi~c sector providers For the second quarter 
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of 1997 13 facllltles reported 1039 brrthsI0 (3 facllttles were not reglsterlng births and 3 had an 
lnsufficlent reportmg system) The number of blrths recorded durlng the second 3 months of 1997 IS 

more than double the total for 1996" These changes m reported blrths may be Important as prevlous 
requirements are used to calculate needs for supplles and drugs 

Not all dellverles registered m facllltles actually occur In the facll~tles In Korn Ombo Dlstnct, only the 
dlstrlct hospltal has maternity beds All reported dellvertes In 1996 occurred m faclllt~es wlthout beds 
Dunng the second 3 months of 1997,795 of the 1039 reported dellvenes occurred m the dlstrlct hosp~tal 
(average 67lweeks = 3 180lyearl) and 252 m lnstltutlons wlthout beds (= no Inpatrent facllltles) Thls 
suggests an expected total of 4156 blrths per year m publlc facllltles (compared to an estrmated 1089 m 
publlc facllltles from the DHS)'" 

C - 2 WHAT ARE THE HEALTH STATISTICS FOR KOM OMBO " 
Neonatal and Injarzt Mortal@ 

The 1995 DHS data for rural upper Egypt reports the neonatal mortallty rate as 49 per 1000 and the lnfant 
mortality rate as 105 per 1000 In Korn Ombo, thls would mean 441 neonatal deaths and 504 post 
neonatal deaths maklng a total of 945 lnfant deaths per year 
The dlstrlct manager had reports of (Table 1/18) 

Stlllb~rths 
Early neonatal deaths 
Late neonatal deaths 

second quarter of 1997 
20 

0 
1 

Usmg the 403 b~rths and 1 neonatal death reported to the MOH, a neonatal mortallty rate of 2 4 per 
1000 can be denvedI3 

Maternal Mortalrty 

If we assume an maternal mortallty ratlo (MMR) of 21 7 per I00 000 llve blrths (based on the maternal 
mortallty ratlo for upper Egypt) there would be on the order of 20 maternal deaths In Korn Ombo No 
data were avallable on maternal deaths from the dlstrlct level (Table 1/13,1/18) 

What Are Conzplrcatron Rates? 

"For the perlod of Jan -March 1997 the number of total del~verles known to the dlstrlct manager was 403, 
the number of normal dellverles was glven as 403 and the number of complicated dellvery cases was not avallable 
(Table 111 8) 

"Th~s may be due to Improved utllrsat~on or seasonal fluctuatlons However Improved reportlng of 
delwer~es appears the most hkely explanation 

"Th~s assumes no major seasonal fluctuatlons In the number of ~nstltutlonal delwerles 

I3This rate appears too low to be true Typ~cal stlllb~rth and neonatal mortality rates m developed countries 
are 5 to 10 events per 1000 blrths It IS hkely that the ' favourable ' figures for Korn Ombo are the result of under 
reportmg and m~scalss~ficat~on Stlllb~rth usually accounts for V3 to % of all cases of perrnatal mortallty (= stlllblrth 
+ early neonatal death) Korn Ombo reports 30 tlmes more stlllb~rth than early neonatal deaths 
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With 9,000 brrths rn Kom Ombo, 900-1,345 women are expected to have complications, based on an 
assumptron of 10- 15% In 1996 less than 5% [39 1 of 90001 of women were reported to have delivered 
in public health facrlltres (R/2)2 As delrver~es at the drstrrct hosp~tal were not reported it is not possible 
to estimate how many women w~th  complicatlons d ~ d  receive care In an approprrate faclllty 

During the second quarter of 1997, 795 dellver~es were recorded at the district hosp~tal If the total 
number of number del~ver~es durrng thrs per~od was approximately 2250 (= 9,000 x !A ) over l/3 of a11 
deliver~es would have occurred rn the drstrlct hosp~tall~ It therefore possible that all women wrth 
complrcatlons are reach the health servlce 

The drstrrct manager has no data on deliveries for 1996 For the second quarter of 1997 he has data on 
403 delweries All del~veries reported to the district manager in were uncomplicated Reportrng of 
pregnancv and dellvery complicatlons in Kom Ombo does not permlt the calculation of any met need 
ind~cators In general or for specrfic comp11catron or compl~cated pregnancy outcomes 

Using health fachty data we find that for the 795 reported births at the dlstrlct hosp~tal (in the second 
quarter of 1997), the vast majoritv of these (n=485) were normal (61%), while 310 (39%) were 
compllcated T h ~ s  latter number would suggest 1240 complicated cases are treated by the hosprtal per 
year givlng a ' met need" ~nd~cator of (1 240 of 900-1,345 cases) of 92-137% Among the 3 10 
compl~cated dellverles were 21 Caesarean sections (Caesarean sectron rate of 2 6%15), 45 cases requinng 
blood transfus~on, 10 cases of antepartum haemorrhage, 4 cases of postpartum haemorrhage, 1 breech 
delivery l6 19 cases of pre-eclampsra, 4 cases of eclampsia", and 2 cases of ruptured uterus 

Other facrlities also report complrcatlons However, because such facilit~es may refer women wrth 
compl~cations to the drstr~ct hospital, ~t IS not easy to estrmate absolute number of compl~cated cases 
managed by the public sector Oust addrng up reported comp11cat1ons would lead to double countrng) 
wh~le Ignoring them (as done here) would d~scount the effect of any treatment provided at more 
perrpheral unrts (eg atonic uterlne haemorrhage can be effect~vely controlled with oxytoclc drugs In the 
majorlty of cases) 

C - 3 Summary of Data on Outputs and Outcomes 

According to the distr~ct manager 21 of 25 facrlrties In Kom Ombo prov~ded complete MCWHIS forms 
promptly for the month of June 1997(Table I /  13) Notably no forms were returned form the D~strrct 
Hosprtal 

l 4  If 1995 DHS data for upper Egypt are applied to Kom Ombo no more 12 1% of all dehverres would 
occur In publ~c health facilities The hlgh number of dellverles recorded at the d~smct hospital during the second 
quarter of 1997 should thus be Interpreted wlth cautlon 

 here IS no consensus as to the correct Caesarean sectlon rate for a country or an lnstitutlon 5% n a very 
arbrtrarv assumption based on the lowest Caesarean sectlon rates reported form large institutions in W Europe wlth 
good maternal and pennatal outcomes To reach such a low rate very strmgent crlterla would have to be applled 
Near]) all hosp~tal obstetric unlts In the UK have Caesarean sectron rates between 10% and 15% 

In randam sample of approxlmately 800 deliveries In UK one would approx~mately expect 8 cases of 
antepartum haemorrhage 40 cases of postpamm haemorrhage I2 breech presentat~ons at term (some of whlch 
would be delivered by Caesarean sectron) 

l 7  In the UK one would expect one case of eclampsla for every 300 cases of pre eclampsla 
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There are generally low percentages of personnel tra~ned to maintain and analyse and use the data More 
nurses were tra~ned than any other health provlder to maintain data The percentage of tra~ned nurses 
ranged from a low of 0% in Nasr and 11% In Edfu, to 44 4% In Daraw and 47 4% in Korn Ombo (TNA 
3 2/3 3) Moreover reporting is only the in~tlal requlrement for an HIS, lnterpretatlon and use of data 
to change practlce 1s a greater requlrement and also needs trainmg 

The under-reporting compared to expected numbers of blrths, deaths and complications, the lack of 
register books, and the lack of use of data for management all give reason to believe there are major 
problems with the data on health outputs and outcomes However, untll such data are useful to prov~ders 
and planners reportmg and recording should not be the focus of efforts 

The analvs~s of data for all of Aswan and Luxor suggest there 1s no mechan~sm in place for technical 
supervlslon of work The supervlslon svstem seems not to be properly fulfilled at all levels In the 
clm~cal/technlcal aspect there is lack of clar~ty in the line of h~erarch~cal supervision (TNA 3 4) By this 
we mean supervlslon by someone who is competent to revlew the content of the work rather than 
admlnistrat~ve thmgs hke staff absentee~sm 

Thls general picture was also the case In Korn Ombo Whde all facilit~es reported supervlsron [19/19] 
(Table 211 7) guldance and training was only reported by 5 (26%) of faclltt~es Where providers reported 
having supervlslon, the categories of person prov~dlng the supervision were erratrc and suggested that 
the majorlty was not technical supervls~on (see table 316) 

Job descr~pt~ons In Korn Ombo were available for 4 out of 10 key cadres of health workers However, 
no job descr~pt~ons were seen (Table 115) at dlstr~ct management level In general In Aswan and Luxor, 
job descrlpt~ons for each health professional are not ava~lable In most any health facllity In addwon, 
health prov~ders are not famlhar with the~r funct~ons (TNAI 2) In Korn Ombo, job descr~pt~on exlst for 
d~shlct health officers district nurselsupervisors rural health phys~clans and rural health centre midw~ves 
only No job descrlpt~ons ex~st for hospital based health workers 

The Korn Ombo dlstrlct manager encourages client fr~endly practlces by ~nstructing staff to prov~de a 
good qual~ty service and to prov~de Integrated care In all dstricts there 1s a very h~gh degree of cl~ent 
satlsfact~on toward chent fr~endly practlces of the health provlder However, ~t 1s to be noted that these 
women do not have an alternat~ve outlet health fac~l~ty  they are h~ghly tolerant and do not know what 
to expect from the health prov~der Moreover, the cllent fr~endly envrronment should be judged 
combmed wlth other elements affectmg fr~endly atmosphere (TNA 2 3) and techntcal competence and 
effect~veness 

D - 2 Protocols 

No standard protocols on essent~al maternal and perlnatal case management are avarlable (TNAI 3) 
Consequently there is no programme for tramng on essent~al obstetr~c and pennatal case management 
protocols (TNA 1 4) and no programme for tralnlng of tralners on emergency obstetrlc case management 
sk~lls (TNAI 5) Health prov~ders also lacked tralnlng In essential maternal and permatal case 
management protocols or emergency obstetrlc case management skllls (TNA 1 6) There 1s mlnlmal In 
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service trarning for GPs m the field of prenatal (22%) and pos partum packages (15%) Other health 
providers are offered negl~gible m servlce trarnlng (TNA 2 1) There is no clear funct~onal mon~torlng 
system to monitor post tralnrng performance although all interviewed policy makers stated they have a 
monitorrng system to monrtor post tralnmg performance (TNA 2 5) 

In Kom Ombo, only no medrcally tramed provlder interviewed used protocols (Table 3/2,3/3) As m the 
rest of Aswan and Luxor, health prov~ders still do not monitor dellvery by partograph, and these are not 
available in any health facility (TNA 1 9) 

Observation showed that poor ~nfect~on prevention and control procedures (prenatal, delivery and post 
natal) Those practlslng minrmal basrc procedures were no more than 2% in prenatal and 28% In post 
natal before and after conducting the delivery (TNA 1 8) 

The Kom Ombo district manager reported that supplres were ordered at regular rntewals according to 
a set quota system based on previous requirements Shortages of drugs and supplles was a problem 
part~cularly for antibiotics and ant~pvret~cs/analges~cs Drugs and supplies were transported by facil~ties 
every two months (Table 1/6,1/7) (In all other d~strict 3 monthly supply a the rule) The lack of transport 
facilit~es was perceived as a mam obstacle w~thin the district (Table 1/14) but was not ment~oned as a 
problem with regards to procurement and dlstribut~ons of drugs and supplres 

40 prov~ders were interviewed In Kom Ombo of whom 3 1 (78%) actually provide care during del~ver~es 
(Table 312) Of these 30 provrded 24 hour emergency care 

F DAYAS (Table 1/15) 

Kom Ombo reports 159 registered dayas, all of wh~ch have been tramed since 1982" All dayas have 
received refresher tralnlng It also estimates there are 5 unregistered dayas, maklng a total of 164 dayas 
Assummg 5481 brrths attended by dayas suggests they are doing a average of 33 deliveries a year (2 7 
per month) No mformation concerning their actlvltles or standard of care was available form the survey 

"lt IS unlikely that all davas tramed In 1982 are l ~ v l n g  In the area and are st111 practismg 15 years later 
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DISTRICT PROFILE 

1 ANTENATAL AND POSTNATAL CARE 

I - INTRODUCTION 

Antenatal care IS a trad~tional component of maternity care that IS often emphasized as part of prrmary 
health care Women are usually advised to seek antenatal care early, and to have a mlnimum for four 
vlsits The purpose of antenatal care IS to detect and treat problems m pregnancy, to promote healthv 
practices uslng health educat~on, and to identify women at r~sk of complicat~ons m order to ensure more 
skilled care for such women Postpartum care IS also advocated, usually in the form of a single check-up 
at SIX weeks 

However recent revtews care call Into questlon the effectweness of antenatal care practices in reduc~ng 
mortality and morbrd~ty In the woman and ch~ld (Rooney WHO 1993, Chalmers) While some 
interventions are of scientifically proven effect~veness for detecttng and/or treatlng the problems In 
pregnancy are those wh~ch detect and treat anaemla, detect and treat infect~on (tncluding STDs), and 
detect hypertens~on Others are part of traditronal medical practice (such as detecting fetal heart), but 
are not necessardy effective (if the fetus has no heartbeat, rt is too late to do anythmg) 

Stmilarly informat~on educat~on and communicat~on (IEC) are important rlghts of women, and may 
necessarv for communicating essent~al ~nforrnation (I~ke where one can deliver) Nevertheless, there 
is no good evtdence that health educat~on and counselling ~nterventions change behav~our (Oakley, 
1995) 

Finally, the use of h~gh r~sk screening to pred~ct complications is not an effective way to organize 
maternity care One reason is that r~sk factors used to screen women give too many false pos~tives 
(women who have the risk factor but no subsequent problem) and too many false negatives (women who 
have no rlsk factors but subsequently develop a problem) Another reason n that women ~dentrfied as 
hgh rlsk often fall to delwer In the recommended place 

Gwen the lack of evrdence of efficacy of ANC some people are also questioning the number of antenatal 
vlsits required WHO IS conductmg multl-centered tr~als to examine the value of a reduced regimen of 
4 vis~ts compared to standards of 12 or more vls~ts and various practltloners in the US and UK are 
experlmentlng w~th 'do ~t yourself antenatal care and single antenatal assessments 

1995 DHS data for upper Egypt show that 28 2% of all women report havlng antenatal care There are 
marked differences In urban and rural areas (5 1 2% and 20 8% respectwely) A total of 20 8% have 
antenatal care and tetanus toxold lmmunlzatlon wh~le 7 5% have antenatal care wlth out lmmunlzatlon 
A further 45 5% report have tetanus toxo~d only w~thout any antenatal care, bnngmg the total of women 
lmmunlzed for tetanus toxo~d to 66 3% (33 0% have no ~mmunizatlon 23 9% have one dose and 42 4% 
have 2+ doses) Tetanus tovo~d coverage has Increased dramatically followmg publlc education 
campaigns 

Although coverage of antenatal care IS low, those women who do have antenatal care seem to use 
servlces frequently 63 5 In upper Egypt have four or more vis~ts In Egypt as a whole, the med~an 
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number of vis~ts IS 6 5, and most women go fa~rly early, at a med~an of 2 9 months, and 92% have 
attended bv the 6th month Qual~tat~ve work in Aswan and Luxor shows that women seek their antenatal 
care from a var~ety of prov~ders, often sw~tchmg In the 1995 DHS for upper Egypt, 100% of those who 
had had antenatal care reported seemg a doctor (when asked about the most skilled ANC prov~der) 5 9% 
of all women used pubi~c sector services, 22 6% used private sector servlces and 0 2% used both private 
and public sectors T h ~ s  means only 22% of women who use ANC use publlc sector servlces 
((5 9%+0 2Y28 2%) The percentages of public sector use among those using ANC for urban and rural 
upper Egypt are 24% and 20% respectively Thls suggests rural residents are not only less l~kely to use 
ANC services but are more l~kely to pay for private ones 

Less research has been done on the value of a postpartum checkup Many compl~cat~ons occur 
immedlatelv postpartum or in the few days followtng delivery The presence of skilled professional at 
t h ~ s  time would probably have an impact However, the conventional tlmlng for a post-parturn check 
IS 6 weeks Whde this may be an appropriate tlme for some aspects of postpartum care such as fam~ly 
planning ~t IS unlikely to address problems such as post-partum haemomhage Data from the 1991 
PAPChlld survey for upper Egypt lnd~cates 21 2% and 12 2% of women have a postpartum checkup in 
urban and rural areas respectwely 8 1 % and 85% of such check-ups respect~vely are done by doctors 
In urban upper Egypt, a further 10 4% are done by nurses The remamder are done by dayas 

Aswan d~str~ct has an estimated 7500 blrths per year If each woman had one antenatal care visit in the 
publ~c sector 7500 first v~sits would be expected If women had the recommended 4+ In the public 
sector, then at least 22500 repeat visits would be expected, makmg a total of over 30,000 antenatal v ~ s ~ t s  
per year If all births had one postpartum follow up visit, Aswan should expect 7500 postpartum check- 
ups 

B IS ASWAN PREPARED TO PROVIDE ANTENATAL AND POSTPARTUM  CARE^ 

B-1 Antenatal and Postnatal Care Infrastructure 

Aswan has up to 24 facil~ties capable of prov~ding antenatal and postnatal care three MCH centers, 2-3 
urban health center, 13-14 rural health units, 2 rural hospitals and a general hosp~tal (A2) Aswan has no 
mformation on the prwate sector though ~t may be worth find~ng out what services exist (1119) 
Accordmg to the dlstrict manager, there are no NGOs active in maternal health In the Aswan dlstrict 
(1/17) 

All publlc sector fac~l~ties In Aswan (including hosp~tals) appear to be involved m provldmg antenatal 
and postpartum care according to the d~strict manager Hours for such services should be 8 30 to 2 00 
pm SIX days a week, and MCH centers and rural health unlts have the same hours (119) However, 
accord~ng to faclllty managers not all prov~de six days In part~cular one MCH prov~des services 2 days 
per week Facil~t~es provlde slightly less than SIX hours per day on average One urban health centre 
provides 4 hours per day whde 2 rural health units prov~de 5 hours per day (Tll) 

Nmeteen facil~t~es were v~slted In Aswan 18 of 19 provlded antenatal and post parturn care (211) Only 
one (the general hospttal) can provide ultrasound scans, while 9 prov~de laboratory hemoglobm but 18 
can analyse urine(212) 
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14 of 19 health faclllt~es v~s~ ted  In Aswan had regular water and electr~c~ty, but only two thlrds (12 of 
19) were judged to be In good cond1t1on(2/14) 15 of the facllrtres had waltlng areas, and about half or 
the maternal examlnatlon rooms were adequate Only 1 1 of 19 had an examination table Two facll~t~es 
had stools for the doctor and only 1 1  allowed prlvacy Onlv shghtly less than one thlrd (6 of 19) had 
a worklng telephone (2/5,2/14) 

27 antenatal users were lntervlewed In Aswan roughly one th~rd (9 cases) In the faclllty Itself (410) 
These women were not selected at random They reported taklng on average 27 mlnutes to get to the 
faclllty and 2 1 kdometres was the average d~stance (411) Most travelled on foot (21 cases), three went 
by boat 2 took a m~crobus or taxl, and one took a prlvate car Those who went by vehlcle paid on 
average 100 plastres 4 went alone, 1 went wlth her husband and 12 went wrth relatives or nerghbours 
(412 ,T/2) 

These data suggest an available physlcal ~nfrastructure, that 1s relatively accessible to those uslng the 
servlce Data for Egypt In general show most women have easy geographical access to servlces but ~t 
1s not poss~ble to judge ~f those not uslng servtces are put off by cost or distance Quahtatlve data 
suggest t h ~ s  IS not the case, and that women who use servlces seem wrlllng to travel to seek them 

B-2 DRUGS AND EQUIPMENT 

In general In Luxor and Aswan governorates, shortages of Iron tablets were reported by 30% of facllity 
managers and 24% of health provlders The shortage figures for vacclnes and antlb~ot~cs were reported 
by health facll~ty managers as 35 8% and 52 8% respectlvely and by health prov~ders as 26 5% and 
20 9% respectlvely (B7) In Aswan dlstrrct, wrthm the nlneteen facll~ties ~nventorled for drugs and 
equipment 7 of 19 fac~l~tles had shortages In ant~blotlcs and shortages m iron Also mentloned were 
shortages rn antrpyretics (4 of 19 facilities), ecbolrcs (7')) (5 of 19), and antihypertensive tablets (3 of 19) 
218 Overall 3 1 of 50 provlders lntervlewed In Aswan dlstrlct reported drug and supply shortages (311 8) 
One facllity In Aswan had antenatal protocols (211 8) 

Shortages In basic equlpment were reported by 3 of 50 of health prov~ders (311 8) However, all facll~t~es 
have worklng sphygmanometers and most have several All facillt~es have stethoscopes (2120) 18 of 
1 9 facllit~es have boilers and 1 7 of 19 have autoclaves 1 7 of 19 have thermometers (2/20) 

B-3 IEC MATERIALS AND SESSIONS 

The Aswan d~strlct manager appears to no IEC mater~al 1/16) Accordmg to facrlrty managers, 4 of 19 
had materials on antenatal care, 15 on breast-feeding, 4 on the proper way to breast-feed (2/12) 
In  the prevlous three months the distrlct manager reported one meetlng in Aswan a~med at lla~son 
officers on the Importance of ORS(1/17) 7 of 19 health facll~ty managers also reported hav~ng held 
group meetings, and 14 of 19 prov~ded home vls~ts (2/13) 

B-4 ACTUAL PRACTICE OF ANTENATAL CARE 

As a absolute mlnlmum requrrement, routme antenatal care bv health care prov~ders (HPs) should ensure 
* that prophylact~c or therapeut~c lron medlcatron IS prov~ded to all women at rlsk of anaem~a In 

pregnancy 



Annex [A] - Dutrlct Profile Aswan Distr~ctLAntenatal and Postnatal Care 

* that tetanus toxo~d 1s glven to all women wrth madequate tetanus vaccination 
* that all women know how to recelve skdled care in case of pregnancy complications 

42 of the 50 prov~ders rn Aswan part~cipated In antenatal care and postpartum care(312) Among the 37 
mvolved in recervlng pat~ents, the followmg results were obtamed when prov~ders were asked what they 
did reasons for v~sit and a medical history were frequently taken (24 and 18 of 37 respectwely) Askmg 
mformat~on on personal details also ment~oned (19 prov~ders of 37) The most common measures 
mentioned were temperature (25 of 37), blood pressure (20 of 37), pulse and weight (19 of 37) and he~ght 
(16 of 37) Urme and blood measures were mentionedsomewhat mfrequently (12 of 37 and 15 of 37) 
Most also explamed what women should expect (3 1 of 37) and some (9 of 37) ment~oned where to go 
for deirvery (314) 

Accordmng to Women 

27 exit Interviews were conducted In Aswan These women were not a random sample Women sought 
care to get tetanus toxo~d (15 of 27), to get a regular check-up (8) or because they felt tired (111) (6) 
(411 1) In  Aswan 9 planned the~r dellvery at home and 7 planned to use MOH facilities 14 preferred 
phys~cians for delrvery while 3 preferred davas (4113) They had paid 0-150 pounds for thetr delrvery, 
with an average of 43 pounds (Tl4) 

Of 27 women ~nterviewed, 19 were recerved by nurses when they arrlved in the facility All felt 
welcome and that the person receiving them was welcom~ng Most felt the waitmg place as very 
comfortable (24 of 27) or somewhat comfortable (2 of 27) (413) 26 saw a nurse at some pomt, and all 
saw her r~ght away or after 5 mtnutes l h s  was judged reasonable by everyone (4/3,4/5) 20 of 27 also 
met w~th  physic~an, and wa~ted on average 22 mrnutes to do so (though 2 women waited 70 and 90 
minutes) Phys~c~an were all fr~endly and polrte (416) 

All 20 of tllose examined by a physic~an had prlvacy A h~story was taken (19 of 20) and durat~on of 
current pregnancy (all 20 women) Of the ~mportant activ~t~es ( examining the heart with stethoscope, 
measuring blood pressure and examining the abdomen) 16 19, and 17 women out of 20 were examined 
respect~velv (417) For five women one of these three aspects of antenatal care (T15) Weight was 
measured In 16 cases Hetght, urme, blood, and breast exam were 15, 14, 12, and I4 cases respectwely 
(415) Other actlvltles (ie gynecologrc exam and ultrasound) were done less frequently (1 and 0 
respect~vely) (417) As there IS no ev~dence these actlvitles are needed routmely in every visit, this may 
not be a problem 22 women were glven TT injections In their current vis~t and 5 had been glven one 
before Four had not been gwen one elther at the current vlsit or earher (Tl6) Four were given Iron pills 
and 6 given other unknown medicat~ons (418) 

Communicat~on was not good as only 14 had it explamed to them what as bemg done and why (417) 
Adv~ce was also given to 6 women on personal hygiene (7) and breast hyg~ene (13), exerclse (8) and 
nutrltlon (1 0) though agaln there is no evidence th~s  works (418) 10 of 27 women (37%) were advised 
on rskv s~gils or pregnancy and 9 (33%) on how to act if r~sky slgns occur Also, place of dellvery was 
onlv d~scussed with 10 chents Thls IS a m~ssed opportunrty Only 15 women were told when to come 
next (418) 

24 women were sat~sfied w~th servlce, citlng the frrendly reception and the curative treatment as reasons 
The only d~ssat~sfied women sa~d she was not exammed as expected Women felt the servrce could be 
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madebetter w~th  better examlnatlons more tests and orovlslon of medlcat~on (2 caseseach) 25 sald they 
Intended to come back and 26 would recommend the facihty to others (419) Overall In Luxor and 
Aswan 59% of women had an access~b~llty card, and 96% of women brought thew card w~th them In 
Aswan 2 1 women had an accessibll~ty card, and all brought ~t wlth them (4110) The other 6 women 
were never given one 

9 of the 27 women had had a prevlous vls~t In previous visits, 5 were glven dates for revlsltmg, and 2 
of 9 were explamed risk factors and how to act, and 5 of 9 were counseled on nutrition and personal 
hyg~ene We~ght and blood pressure were measured In 3 and 5 respectively, and 3 say they had a chance 
to ask questions and were glven helpful answers (4114) 18 of the 27 had vis~ted other facilit~es largely 
pr~vate oblgyn (1 7 cases) (4115) 

8 of the 20 women w~th a prevlous dellvery had dehvered at home and 9 had used MOH facll~t~es Most 
(16 of 20) were not vlsited after dellvery (4118) 

48 antenatal prov~der - user ~nteraction (vlslts) were observed by a specialist obstetrlc~an 3 antenatal 
v~sits were observed In a general hospltal, 18 In a d~str~ct hospltal and 27 in a MCH centre The sample 
of antenatal vls~ts was not chosen by random and IS not spec~fic for any Governorate or d~st r~ct  
However, we stdl believe that many of the findmgs would be similar m other unlts 

The data provrded show that the observer perce~ved the servlce as fr~endly (44 of 48) When meetlng a 
mother, all (48 of 48) HPs welcomed and most HPs reassured her (34 of 48) but only 8 of 48 HPs 
explained clearly to the woman what w~l l  be done 

The observer assessed prenatal history tak~ng as madequate In '/4 of observat~on (13 of 48, 1 m a d~strict 
hospital and 12 In an MCH) T h ~ s  does not appear a harsh judgement as most HPs d ~ d  no ask about 
prevlous compl~catlons of dellvery and only 25 of 48 asked about bleedmg In the current pregnancy 2 
of 12 cases w~th symptoms or history suggestwe of rheumatic heart d~sease' and none of the 10 women 
who had antepartum vagmal bleed~nghere approprlately ~dent~fied by HPs Accordmg to the data 
provlded 42' women had pregnancy problems worth reporting as assessed by the observer However, 
antenatal history was appropr~ately recorded by only 29 of 42 HPs 

Prlor to antenatal physical examination only 4 HPs explamed to the mother what they were golng to do 
and only 1 washed his of her hands All 15 women who attended for thelr first vislt had their heart 
auscultated but 14 of 15 had the~r blood pressure taken correctly and only 2 of 15 had thew chest 
examined at all 

'Accordmg to the Natlonal Maternal Mortality Study, Egypt 1992-3 MoH Child Surv~val Project, Cairo 1994, 
cardlac daease (manly caused by rheumam heart d~sease) accounts for 13% of all maternal deaths In Egypt Only 
postpartum haemorrhage and hypertenswe dlsease In pregnancy cause more maternal deaths 

In a random sample of 50 women one would expected no more than 2 women with antepartum bleedmg 

'This s a h~gh prevalence of compl~cat~ons and 1s unl~keiy to be stmilar m the general populat~on 

5 
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The fetal presentatton and he was determrned In all women (>28 weeks) attend~ng at dlstr~ct hospltal 
level (9 of 9) but less than !4 (12 of 25) the women (>28 weeks) attendmg MCHs for antenatal care4 
More ~mportantly when performing a vagmal examrnatlon, only 1 of 15 of HPs took mlnlmum antlsept~c 
precautions and used clean gloves5 As rn all other observat~ons of HP act~vltles, recording of antenatal 
examlnat~on findmgs was often defic~ent (1 7 of 48) 

Antenatal laboratory Invest~gat~ons were relat~vely frequently performed but only the women 
attendmg at the~r first v~slt had thew VDRL (test for syphhs) checked Nearly all women had some klnd 
of laboratory rnvestlgatlon, but less than % of findlngs were correctly recorded In the chent's record and 
only % were correctly mterpreted 

Health educat~on In the antenatal cllnlc was deficient too Only % of all women attendmg durmg the 
third tr~mester recerved rnformatlon about the tmportance of vagmal bleedlng and only 7 of 48 were 
mformed about the srgns of pre-eclamps~a antepartum bleedmg Antenatal care by a senlor doctor 
dld not guarantee better care as only % (3 of 4) of the senlor doctors who saw women In the thlrd 
trimester Informed them these two rlsks 

The data do not permlt an analys~s of the HPs attitude and a c t ~ v ~ t ~ e s  to prevent~ng anaemla (IS Iron 
supplementat~on glven routmely or not?) 

The observer assessed less than !4 (21 of 48) of the prov~ders as competent In prov~d~ng antenatal care 
and suggested that 34 of 48 would benefit from efforts to strengthen and support thelr skllls 

C DATA ON HEALTH OUTPUTS AND OUTCOMES 

C-1 Where Do Women Seek Antenatal and Postnatal Care? 

Aswan should have 7500 new antenatal vlsrts and at least 22,500 repeat vis~ts per year In pract~ce only 
6 1% of women In upper Egypt use publlc sector servlces, whrch would mean 458 first visits and at least 
3 times that many repeat vis~ts (n=1374) 66 3% (or 4973) women have at least one tetanus toxold 
lmmunnatron The bulk of those gettmg it w~th antenatal care are uslng prwate prov~ders, but ~t IS 

unclear where the remamder are gettlng tmmun~zed These women may be uslng publrc sector servlces 

According to the d~strlct manager data, Aswan health fac~lltles report 1248 new antenatal care vlslts In 
the war 1996 Thls would suggest 17% pregnant women used publtc fac~l~tres ( th~s seems a b ~ t  h~gh  
unless tetanus toxord alone merlts recording as a new antenatal care chent) In the second quarter of 
1997 the number was 654 Revls~ts were less frequent (n= 941 and 230 for 1996 and 1997 respectwely) 
making the average number of vlslts to publrc facllrt~es between 1 4-1 8 (1118) Only the 2 MCH 
facilities reported antenatal vlslts for 1996 (33 1 and 491 v~srts) However, m the second quarter of 1997, 
16 facll~t~es reported antenatal vls~ts V ~ s ~ t s  in faclllt~es ranged between 3-21 8 (the MCHs were l78,2 18 
and 108) Altogether, 700 first vls~ts were reported whlch 1s about 37% of all expected b~rths In the same 
quarter Nevertheless, the average numbers of new cllents seen IS between less than one per day and 

4The value of routmely determining the fetal he before 34 weeks gestation IS uncertaln 

 he value of vaglnal examlnatlon In pregnancy 1s uncertaln and routlne vaginal exammat~ons are not 
performed In the UK at any tlme before the onset of labour 
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less than one per week The exceptions are the MCHs which are seelng around 2 new cl~ents per day 
Even adding revlslts does not glve a very heavy workload as only about 70% of women return for a 
revlslt 

If we look for statistics on the content of care, notably at tetanus toxo~d tmmun~zatlon and cases of 
anemia we find the following In the second quarter of 1997 389 ~rnmunlzatlons (rangrng from 2-1 13) 
and 176 cases of anemla, mostly in the general hospital and he MCH 

Aswan should also have 7500 postpartum check-ups if all blrths were followed up postpartum but m 
practice the number IS estimated at slightly over 12% (n=900) The expected number in the publ~c sector 
1s not known 200 postpartum visits were reported in 1996 to the dlstrict manager (111 8) Among 
fac~l~t~es  there were no postpartum vls~ts in 1996 and 75 In the second quarter of 1997 (range 5-5 1) This 
is less than one cl~ent per day (T16) 

C-2 What Are Reportmg and Recordmg Practlces3 

According to the dlstr~ct manager, 19 of 24 health faclllt~es have the new regutratlon forms and 16 
prov~de complete MIS forms and revlew data (1112,1113) By and large most factl~tles m Aswan had 
forms and 18 of 19 were uslng the new forms for antenatal 1st vlsit, antenatal revisit, and 5 of 19 were 
using them for postpartum care (216) Facil~ties reported usmg data to follow up cases (1 1 factl~ties) 
detect community health problems (4 facil~t~es) and to assess services (6 facilities) 10 of nlneteen 
facilities regularly notified reportmg events by telephone messenger, monthly report or other means 
(216) 

19 of 24 faclllties have persons tramed to use data, largely nurses, and GPs When providers were 
~nterv~ewed 16 of the 19 mvolved In record~ng mformat~on said they had been tramed to look at data 
qual~tv but only 13 were tramed on how to use data ( 311 7) The most common use of data (according 
to providers) is to monltor and evaluate performance (311 7) 

Overall In Luxor and Aswan governorates health providers report that superv~sors typ~cally vlsit e very 
two weeks though 45% are v~sited every 3-4 weeks For 5% of health provlders, the supervisor vlslts 
only everv 3-6 months or even more infrequently (313) Sllghtly over half of health providers are 
mvolved in supervision themselves Few providers have tralnlng in management (6 of 1 15 GPs and 1 
of 1 14 nurses) 

D-2 Referral 

41 of 42 prov~ders mvolved In antenatal care reported referring cases When asked what cases they 
referred 29 of 4 1 mentioned preeclamps~a, 13 of 4 1 ment~oned APH, and 7 of 41 ment~oned health 
failure Only 3 communicate w~th facllit~es they referred to and 3 accompanied cases routinely 12 
followed up on cases but this was done informally In 7 of the 12 provlders The 25 prov~ders that did 
not follow up chents stated it was not required there were no records and ~t as difficult to follow up 
clients (31 16) 
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In Luxor and Aswan governorates as a whole most prov~ders reported bemg ~nvolved In antenatal care 
only 10 6% of nurse and 5 6% of oblgyns were not mvolved In antenatal care All GPs were ~nvolved 
In antenatal care There was less involvement In postpartum care 40 4% of nurses, 11 1 % of 
obstetrwans and 8 % of GP were not mvolved In postpartum care (BS) Of the providers tntervtewed 
In Aswan dlstrlct, 42 of the 50 Interwewed prov~de antenatal care and 29 of 50 prov~de postpartum care 
16 and 7 respectively do so In the capaclty of asststlng (312) 

4 1 of 50 providers III Aswan reported uslng IEC materral on tetanus toxo~d, and 34 on breast-feedmg 
poslt~on~ng 3 d ~ d  not have IEC materials but most common were posters, flrp charts and booklets (3122) 

Trainmg Overall In Luxor and Aswan governorates, 25 of 1 I5 GPs (21 7%) had been tramed m 
antenatal care mostly In tra~nlng centers (22 of 25) though some had been tra~ned In unwersltles (3 of 
25) This included preventatwe care procedures and anaemla during pregnancy, preventwe delivery care 
and dellvery follow up procedures 17 of 11 5 (14 8%) had been trained m postpartum care agarn largely 
In tralnlng centers (15 of 17) Nurses were glven less tramng than GPs However 14 of 141 were 
tralned in antenatal care (9 9%) and 6 In post natal care (4 3%) A further 14 (9 9%) were trarned In 
breast-feeding (3110) Only one nurse reported using an prenatal protocol and a post partum protocol 
GPs and Obs d ~ d  not use these 
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2 DELIVERY AND NEONATAL CARE 

Aswan Dlstrrct has a total populat~on of 240 821, 1 17,047 are women, and an est~mated 40 12 1 (38% of 
all women) are women of reproduct~ve age (Table 111 112) 

1995 DHS estimates for upper Egypt prov~de crude blrth rates (CBR) and general ferthty rates (GFR) 
of 34 511000 and 16411000 respectwely If these data are apphed to the total populat~on of Aswan 
D~str~ct there are between 8 300 b~rths (usmg CBR) and 6580 (usmg GFR) per year m Aswan D~str~ct  
According to the health stat~st~cs the district manager said there are 6,744 b~rths In 1996 (g~vmg CBR 
= 2811000) (Table 1/2) These figures are lower than expected and reflect the under- reportmg that IS 

known to exlst In MOH stat~st~cs Th~s  report w~l l  assume the figure of 7,500 b~rths In Aswan District 

B IS ASWAN DISTRICT PREPARED TO PROVIDE GOOD QUALITY OBSTETRIC, DELIVERY AND 
NEONATAL CARE? 

Accordmg to WHO recommendat~ons, there should be one fac~l~ty capable of provid~ng comprehenswe 
essent~al obstetr~c care (CEOC) and 4 bas~c essential obstetr~c care fac~l~tles (BEOC) per 500,000 
populat~on Accordmg to this Aswan distr~ct requires one distr~ct hosp~tal and 2 BEOC facll~t~es for ~ t s  
populat~on of 240,821 

Aswan d~str~ct  has 1 General Hospital and can choose wh~ch of ~ t s  3 MCH Centres and 3 Rural Hosp~tals 
should serve as BEOC facll~t~es w~th 24 hour access to obstetr~c and paediatr~c care 

We lnvest~gated the distr~ct of Aswan D~str~ct  to check ~ t s  preparedness to prov~de EOC and found the 
budding infrastructure to be In place Aswan Dlstrrct has a General Hospltal but no d~strrct hosprtals 
(L5) There are 3 rural hosp~tals (w~thout a total of 32 beds but no maternlty beds) and 3 MCH centres 
(w~thout beds) No data on private hosp~tals and prlvate ob/gyn cltn~cs was prov~ded (Table 1 19) 

Most publ~c facil~ties s a ~ d  they were ava~lable ( In pr~nc~ple) to prov~de EOC to provrde 24 hours 
emergency care, but ~t IS hkely that most fac~lrt~es are severely hm~ted by the fact that they have no beds 
and that thew openlng hours are restr~cted from 8 30 am to 2 OOpm, SIX days a week (Table 1/9) Other 
data however suggested that 16/19 facll~ties offer emergency dellvery servlces and 16/19 emergency 
servlces for mfants on a 24 hour bass (Table 213) One fac~lity had a 24 hour on call obstetr~c and 
paed~atr~c specialist servlces It remains unclear how a 24 hour servlce can be prov~ded In instltutlons 
w~thout mpatlent facrlitres and w~th 5 hours openlng tlme / day 

B - 1 Preparedness of the CEOC FaclIrty 

Aswan D~str~ct s mam pubhc fac~llty conducting b~rths is the General hospital Accord~ng to the d~strrct 
manager ~t has a total of 3 14 beds and 16 maternrty beds whrch are all the maternlty beds of the drstr~ct 
(Table 1/20) (B3)) Accordmg to the hosprtal drrector, the fac~lity has 150 beds, and 25 maternlty beds 
The latter number 1s adequate judged by WHO standards (24 maternlty beds per d~stnct hosp~tal servlng 
a populatron of 500,000) 
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The hosp~tal has a covered waltlng area for women which is judged suffic~ent and well maintamed 
However, there 1s no toilet ava~lable nearby There are no labour room beds There IS a maternal 
exammatlon room (w~th examlnatlon table) wh~ch allows privacy The delivery room well prepared and 
private w~th good l~ght~ng But the general situation of the room n not good(?) Data were not collected 
on the operating theatre 

In terms of staffing for emergency functions, the General Hosp~tal has 3 anaestheslologists, 13 oblgyn 
spec~al~sts 15 obstetrics res~dent, 7 paed~atric~ans 4 pharmac~sts, 13 laboratory specialist and 12 
laboratory technlclans There is no blood bank specialist, although it seems this functional t~t le  may not 
exist In Egypt Thls level of staffing seems more than adequate However, it IS noted that the d~s t r~c t  
manager felt there were shortages in obstetric and nursing staff (and needed 17 and 308 more 
respect~vely) (Table 114) In other questions, district manager expressed that the lack of female nurses 
and the lack of training for nurses on MCH servlces were the major problem facing the district (Table 
1/14)' 

Delivery set-wces In the General Hospital were available on a 24 hour basis with an oblgyn on call at 
night and on hol~days Emergency paed~atric servlces were also available on the same bas~s The hospital 
sa~d ~t would onlv take 5 minutes to attend to compl~cat~ons (though t h ~ s  seems unreal~stically short) The 
hospital d ~ d  not report transferrmg any cases and did not provide any ~nformat~on as to where they would 
send cases In case of need of emergency referral, the hosp~tal and the dlstnct had 2 ambulances (Table 
2/5) 

The facllitv has a telephone (and so can be contacted in case of emergency, although only 3 1% of other 
facil~ties have a telephone accordmg to the d~s t r~c t  manager (Table 215)) It has regular supplies of 
electrlc~ty and water There is a blood bank w~th  appropriate equipment at the blood bank (refrigerator, 
centr~fuge microscope, screening k~ts) Blood supplles are madequate, patlent are asked to supply from 
relatives and fr~ends Quahtattve data indlcate that t h ~ s  1s sometimes the case even in emergencies 

Based on WHO recommendat~ons, thls hospltal has most of the baslc equipment and staffing to manage 
obstetr~c emergencies However, there were major defic~encles in some areas the hospital has no urlne 
test kits for protelnurla, and the supply with anaesthet~c agents and drugs for managmg pre- eclamps~al 
eclampsia appears Inadequate (le no nltrous oxide no dlazepam no ketamme, insufficient lidocaine and 
pethldme no magnesium suiphate, no hydralazine) All ant~blotics were avaliable, expect ciprofloxacin 
capsules and for hanamycin Injections (of wh~ch Nasr D~strict Hospital has 200 ampoules) suggesting 
that ant~b~otic shortage IS not a problem for the General Hospital The questlonnatre d ~ d  not assess 
avallab~lity of suture mater~ais ( reported to often be in short supply) Partographs are not use at all It 
was not poss~ble to state whether drugs and equlpment these are located in the correct room and or were 
readily accessible 

B - 2 Preparedness for Neonatal Care at General Hosp~tal 

In order to provide neonatal care, the General Hospital requlres other material beyond those required for 
CEOC The staffing for neonatal care of the General Hospital appears adequate(B1) and the General 
hospltal has adequate equlpment , except ~t lacks any Infant laryngoscope or Ambu bag (bag and mask) 

' Aswan General Hospital should function as a referral centre for Aswan Governorate, the mam function 
of some of the spec~al~sts may (and mdeed should) be outreach to other distr~ct hosp~tals Counting them as staff 
at Aswan General Hospital may not be appropriate 
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whlch are crltlcal for resuscltat~on' (El Rarnad~ Bahar~ rural hosprtal m Edfo dlstrlct has 3 
DarawD~str~ct Hosp~tal has 2 Infant laryngoscopes) Even more rmportant 1s the absence of towels dry 
the baby and blankets to keep the baby warm The avadable data provtdes no mformat~on about the 
presence or absence of a heatedlwarmed Infant resuscrtat~on area Srlver nrtrate is not available but 
tetracycl me (wh~ch 1s preferable) 1s present 

B - 3 Baslc Emergency Obstetr~c Care 

The only other faclllt~es w~th beds (and thus capable of dolng facllity delwer~es) are the rural hosp~tals 
None of them has des~gnated maternltv beds (Table 1/20) No mformat~on IS avadable on prlvate sector 
beds and on prlvate sector capaclty to prov~de BEOC or CEOC 

A survey of 19 facht~es found defic~encres only for ant~b~otlcs, Iron tablets and antrpyretrlcs / analgesm 
(Table 1/14 and 218) The b a x  facll~tles have some way to go m terms of be~ng able to provlde BEOC 
In particular there appear to be major problems In terms of expendable supplles and antrbtot~c drugs 
Spec~fic hosp~tals were also mlsslng speclfic supphes, and some rtems of equrpment need to be 
red~strlbuted 

B - 4 Analys~s of Intraparturn, Postpartum, and Neonatal Care 

As a mlnlmum requirement, routme labour, dellvery and neonatal care by health care prov~ders (HPs) 
should ensure 

* that all women In labour and neonates have routme observatrons taken and recorded 
* that women are encouraged to be mobrle whde m labour and not to dellver lyrng on their backs 
* that Interventions, lncludlng vagrnal examrnatlons, adhere to mrnrmum standards of hyglene 
* that lnterventlons are restr~cted to an absolute mlnrrnum 
* that all ~nstruments used for maternal and neonatal care are sterde 

Observat~on of 25 del~verles ldentlfied problems associated w~th poor cornmunlcatlon to the clrent, 
asepsis and heavy rehance on forceps 25 del~verles were observed by a speclalrst obstetrlc~an In 13 
dlstrlct and 12 general hospitals The sample of del~ver~es was not chosen by random and 1s not speclfic 
for any Governorate or dlstr~ct However, we st111 belleve that many of the findrngs would be slmllar In 
other unlts 

Most dellver~es were attended by jun~or or res~dent med~cal staff (13) wh~le 7 were attended by the head 
of the department, 1 by a specrallst and 4 by an assistant speclallst or senlor res~dent In no case were 
nurses the maln care providers 19 of the 25 dellverles were normal vag~nal dellverles There were 3 
forceps and 2 breech dellver~es whde one Caesarean sectlon was performed (for the s~ngle reported case 
of ruptured uterus) There was also a case of preterm labour Approximately 115 of all women underwent 
some klnd of mterventlon lncludlng augrnentatlon or ~nduct~on of labour 

' Swed~sh data suggests that 1 in 500 full term babies and one In 10 bab~es requlrlng resuscltatlon benefits 
from mtubatlon A laryngoscope and endotracheal tubes are thus not requlred for the vast majonty of resuscltatlon 
procedures An method to Inflate the baby's chest (eg an Ambu bag ytJ a working blow off valve or pressunsed 
gases w~th a T-plece and a worklng blow off valve 1s more Important for neonatal resuscltatlon than a 
laryngoscope) Absence of an Ambu bag may not be worse than the presence of an Ambu bag or pressurlsed gases 
without a blow off valve 
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The data prov~ded show that women percelve the servlce as fr~endly, but do not recetve much ( ~ f  any) 
explanat~ons about the progress of labour or actlvlties to be done by HPs When meetlng a mother, nearly 
all (241 25) HPs welcomed and reassured her (20125) and were perce~ved as fr~endlv (24125) HPs 
generally helped women to get ready for examinations (24125) but virtually never expla~ned t h e ~ r  
findmgs to the mother (1125) 

General h~story taking was adequate (24125) but only 343 (16125) of HPs asked ~f the membranes had 
ruptured and ~f the mother had attended an antenatal c l m c  (16125)3 Only 21125 HPs measured the 
mothers blood pressure and 16125 took her heart rate, only 20125 performed an adequate physical 
examlnatlon and only 19/25 recorded antenatal and intrapartum h~story and findmgs accurately When 
performing a vagmal examlnatlon only 12/25 of HPs took mrnlmum antiseptic precautions and only 5125 
used ster~le gloves4 Only 17/25 of the HPs checked the fetal heart at regular intervals ' 
Dellverv occurred In all cases with the mother lvmg on her back6 Less than half the Instruments used 
for dellvery were clean and sterilized Even more seriously unsterile instruments or thread was used in 
more than 3'3 of cases to cut and tle the umbilical cord At least 4 out of 25 bab~es  were exposed to 
unnecessarv cold stress (not dr~ed or not covered with blankets) None of the bab~es was formally 
assessed at birth (no weights, anthropometr~cal measurements or Apgar scores at all) Only half the 
mothers were lnformed that their baby was fine and half were encouraged to breast feed Management 
of the third stage is not described In the data 

Durlng all observed labours and deliveries no partograph were used, nor were any type of protocol or 
checkl~sts The available data does not provide mformat~on concerning the accuracy of the findings of 
any evaminatlon includmg blood pressure and findings on vaginal exammation From the prov~ded data, 
~t was not clear ~f women were encouraged to change their posltlon frequently in labour and to empty 
their bladder regularly (as it should be the case) While the data prov~de ~nformation about procedures 
wh~ch are desirable it does not list unnecessary or harmful mterventlon such as routme enemas in labour 

Postnatal Care 

The Nat~onal Maternal Mortal~ty Study, Egypt, 1992-1993 showed that postpartum haemorrhage was the 
most common d~rect cause of maternal mortality (1 78 deaths) and caused more maternal deaths than the 
second (hvpertenslve disease In pregnancv, 1 14 deaths) and th~rd most important causes (genital sepsis, 
60 deaths) together T h ~ s  confirms that in Egypt, too the mother IS in more danger of loslng her l ~ f e  in 
Immediate postpartum period the mother than during any other time In her pregnancy Care in the 
~mmedlate postpartum per~od requlres the early detection of complications, and an appropriate response 

'The longer the per~od between rupture of membranes and dellvery the higher the risk of infection for 
mother and baby Even poor quallty antenatal care should ~dentlfy some abnormalities such as anteparturn 
haemorrhage 

4Frequent andlor unhyg~en~c vaglnal exammation In labour are one of the most important r~sk factors for 
puerperal sepsls whlch is the 3rd most common dlrect cause of obstetr~c mortality In Egypt Nat~onal Maternal 
Mortality Study, Egypt 1992-3 MoH Child Survival Project, Calro 1994 

'lt IS llkely that th~s is better than the reg~onal average as 94 of the small er health unlts (total 123) visited 
for the complete survey had no fetal stethoscope at all 

This IS a bad positton as the we~ght of the gravid uterus can eas~ly occlude the Inferior vena cava which 
will lead to a decreased prelaod, a drop In blood pressure decreased placental perfus~on and fetal distress 
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to them Early detection requires regular and systematic observation ofthe mother's vital sgns lncludmg 
pulse blood pressure and blood loss 

Only 20 of the 25 HPs observed took a blood pressure and 3 d ~ d  not take a maternal blood pressure or 
a pulse The majorlty of HPs (16125) left the woman wlth~n 15 mtnutes of dellvery and ~mmediately after 
de11vet-v ot the placenta (13125) and would not have been able to observe slow but steady blood loss It 
IS not clear ~f they delegated the task of observing the mother to other HPs If they did so those HPs 
would have to rely on adequate records to provide continuity of care However only 3/25 recorded their 
postpartum observations in the pat~ents records 

Insuffic~ent communication between HP and mother was also a problem dur~ng the postpartum period 
Only a fract~on of the prov~ders informed the mother to report back In the case of haemorrhage (1 8/25) 
or fever (1 6/25) 

Contraceptive advise was offered only by 7/25 HPs The 3/25 HPs who did not measure pulse, blood 
pressure or temperature d ~ d  not prov~de advtce for the postpartum per~od either 

The actlvltles of HPs are determined by many factors wh~ch are not recorded In this analys~s such as the 
ava~labll~tv of suppl~es necessary to perform certam tasks, motivation, knowledge and sk~lls One can 
assume that all HPs had the abllity, knowledge and skills to take routlne observatlon (fetal heart, 
maternal temperature, blood pressure and pulse rate) but only 2/3 did so 

It is poss~ble that suppl~es could have been a problem (Aswan General Hospltal has no proteinurla test 
k~ts)  Even where the fachty has a part~cular piece of equlpment, ~t may not be accessible ( Luxor 
General Hospltal has only 1 working sphygmanometer 1 autoclave, 1 working stethoscope, and 1 Infant 
we~ghmg scale 1 paw of scissors and two fetal stethoscopes) If the equlpment was accessible ~t may 
have been used preferent~ally (because of the observation) As HPs were observed by a senlor colleague 
they mav have changed thelr practice for the period of observatlon to the~r "best poss~ble practice" The 
recorded observations may thus not reflect routine practice by the HPs observed, but the best possible 
case 

Without adequate observation of labour ~t w~ll  be d~fficult to perform necessary ~nterventions in tune 
On the other hand the lack documentat~on of labour often leads HPs to assume that the progress of labour 
1s slow wh~ch in turns causes unnecessary interventions such as 'yet another vag~nal exammat~on" or 
lnjectlons to strmulate labour In the sample observed 10 out of 25 women rece~ved drugs to stimulate 
labour whlch is more than twice the rate as used in most labour wards m the UK 

Care In thrs sample was provlded bv spec~alists or those undergoing spec~al~st tralnlng As spec~al~st are 
concerned w~th abnormal labour and dellvery ~t may not be surprismg that they were not very good at 
rnanagmg normal delweries The observer judged dellvery care as competent In 7/25 of cases and felt 
that support and strengthen~ng of s k ~ l l s  is requ~red In approximately 22/25 of cases observed 

To reduce the r~sk of adverse outcomes of normal dellver~es ~t IS necessary to avold unnecessary 
lnterventlon and to ensure mlnlmum standards of cleanlmess and sterihtty From the data provlded ~t does 
not appear that these principles are followed Changes In routlne care for women m the ~mmed~ate 
postpartum per~od are i~kely to lead to more health galns for mothers and bab~es than changes during 
the antenatal or lntrapartum per~od 
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B - 5 Referral / Transport (Table 214) 

Accordmg to the d~str~ct manager, phvs~c~ans from lower level units were asked to transfer complicated 
cases to the General hosp~tal ~mmed~ately He d ~ d  not request that crmcal cases be accompan~ed or that 
telephone contact be made, or an ambulance used The d~s t r~c t  manager reported 2 workmg ambulance 
(Table 215) 

Respondents 111 I fachty reported that they would refer to a urban health centre and one faclllty stated 
that thev would refer to a d~str~ct hospltaI7 Respondents form an other facll~ty ment~oned that they would 
refer compl~cations to the MCH Thls could lead to useless delay the MCH has no capaclty to deal wlth 
complicatio~ls Only 8 fac~lit~es [8119] reported that when referrals were made, women would be 
accompan~ed (Table 214) As t h ~ s  1s a self reported figure ~t may not reflect routlne practlce All 
respondmg f a c ~ l ~ t ~ e s  [8/8] reported ma~nly informal follow-up (Table 214) Referral d~stances were 
generallv short (1 0 + 12 k~lometres, and travel time was 2 1 m~nutes + 18 mmutes (Table 214) Gwen 
that quoted referral tlmes often present the best possible c~rcumstances rather than the routine s~tuatlon, 
it 1s Ilkel) that decls~on to arrwal intervals exceed 1 hour In more than 20% of cases referred 

C DATA ON HEALTH OUTPUTS AND OLJTCOMES 

C - 1 Where Do Women In Aswan D~strict Del~ver and Who Del~vers Them? 

We assumed that 7500 women del~ver every year in Aswan distr~ct If 1995 DHS data for upper Egypt 
are appl~ed to Aswan District, 78,5% of blrths take place at home (n=5887), 12 1% in public health 
facll~t~es (n=907), and 9 1% In prwate faclllt~es (n=682) 60 9% are attended by dayas (n=4567), 26 0% 
by doctors (n= 1 %O), 6 2% by nurseslm~dw~ves (n=465), the remainder (n=5 18) dellver w ~ t h  relatrves 
or alone 

The d~str~ct manager has data on 1 15 deltvertes In 1996 (Table 1/18) Data from the two facll~tles that 
reported b~rth suggests that at least 2842 del~ver~es occurred In facllitles durmg 1996 (R2) Most of these 
del~ver~es were reported from the General hosp~tal (n=2829)8 

Of the 19 fac~iit~es v~s~ted,  only 2 reported any b~rth In I996 (one had no blrths, 14 kept no books and 
2 kept books but were unable to report figures) (R2) For the second quarter of 1997 all lnstitutlons kept 
records and 10 f a c ~ l ~ t ~ e s  reported a total 809 blrths In the facll~ty based surveyg, a further 5 lnstitutlons 
reported that no dellverles had occurred whlle 4 lnst~tutlons kept records but were not able to supply 
numbers The number of blrths recorded In tnstltutions durmg the first 3 months of 1997 IS more than 

7 Aswan d~strlct has a General but no Dlstr~ct Hosp~tal, ~t IS unclear ~f th~s would constitute a referral to a 
distr~ct hospital outslde of Aswan dlstrlct 

 he Aswan General Hosp~tal funct~ons as a d~str~ct hosp~tal and a referral faclllty for other dlstr~ct 
hosp~tals Its catchment area 1s therefore Aswan d~str~ct and Aswan Province1 A11 further calculations were 
conducted assummg that the mam functlon of Aswan General Hosp~tal a that of a distnct hospital to Aswan d~str~ct 
and that the number of cases referred to Aswan General Hosp~tal from other d~str~ct hospitals in Aswan provlnce 
1s small and can be neglected This assumption may not be true information obtarned at the General hospital 
suggested that the Hospltal covers a population of 500,000 

 or the same per~od of 1997 the number of total del~ver~es known to the dlstnct manager was 39, the 
number of normal del~ver~es was given as 36 (Table 111 8) 
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1/4 (28 5%) of the dellveries reported m 1996'' These changes m reported blrths may be Important as 
previous requirements are used to calculate needs for supplies and drugs 

Not all deliveries registered In factlities actually occur In the facllrties Indeed manv facillties do not 
actually have beds It is possible that some of the dellveries reported at institutrons have actually 
occurred at the patients home and have only been recorded In the reglster of the lnstrtution In Aswan 
Dlstrlct onlv the General hospltal actually has maternity beds Durlng the second 3 months of 1997,766 
of the reported 809 deliveries occurred in the General Hospltal (average 64 per week), 7 in one other 
lnstitutlon wlth beds and 43 in institutions wlthout beds (=no maternity beds and no Inpatlent facillties) 
(4 ~nstltutions wlth beds provlded no data) (R.0) This suggests an expected total of 3,236 blrths per year 
tn publlc facillties (compared to an estimated 907 tn publ~c faclhties from the DHS) (R/O)Ii 

C - 2 What Are the Health Stat~st~cs for Aswan Dlstr1ct9 

Neonatal and Infant Mortalrty 

The 1995 DHS data for rural upper Egypt reports the neonatal mortality rate as 49 per I000 and the ~nfant 
mortalitv rate as 105 per 1000 In Aswan Dlstrlct this would mean 367 neonatal deaths and 420 post 
neonatal deaths makmg a total of 787 Infant deaths per year The dlstrict manager had reported the 
followmg figures for stillbirths and neonatal deaths (Table 1/18) 

st~llblrths early neonatal deaths late neonatal deaths 
1996 4 18 26 
second quarter of 1997 1 4 12 

Usrng the 2842 blrths and 44 neonatal deaths reported to the MOH, a neonatal mortality rate of 15 4 per 
1000 and a stillbirth rate 1 4 per 1000 of can be derived for 199612 

Maternal Mortalzty 

If we assume an maternal mortallty ratlo (MMR) of 217 per I00 000 l ~ v e  blrths (based on the maternal 
mortality ratlo for upper Egypt) there would be on the order of 16 maternal deaths In Aswan District No 
data were available on maternal deaths from the dlstrict level for 1996 or the first quarter of 1997 (Table 
1/13 1/18) 

What Are Complzcat~on Rates? 

I D  Th~s may reflect Improved utlllsat~on rates seasonal fluctuations of dehvery rates or a combmation of 
these factors However Improved reporting by more instltutlons and improved data quality are the most llkely 
explanations 

"This assumes no major seasonal fluctuations n the number of institutional deliveries 

I' Th~s rates appears unllkely to be correct Typlcal stlllblrth and neonatal mortallty rates In developed 
countries are each 5 to 10 events per 1000 blrths It IS hkely that the "favourable" stlllbuth rates for Aswan are the 
result of under reporting and misclassification Stillb~rth and early neonatal deaths usually account for slmllar 
proportion of cases of pematal mortallty (= stdlblrth + early neonatal death) Aswan Dlsmct reports 5 times more 
early neonatal deaths than st~liblrths m 1996 
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W ~ t h  7,500 b~rths In Aswan Distr~ct, 750-1,125 women are expected to have complications, based on an 
assumptlon of 10- 15% In 1996 38% [ 2842 of 75001 of women were reported to have del~vered m publtc 
health fac~l~ties (R12) with v~rtually all recorded publlc health servlce dellvery occurred In the General 
Hosp~tal During the second quarter of 1997,766 del~ver~es  were recorded at the General Hosprtal If 
the total number of number del~ver~es  durlng t h ~ s  per~od was approximately 1875 (= 7,500 x '/4 ) over 
1/3 of all dellveries would have occurred In the General hospitali3 It therefore poss~ble that women w ~ t h  
complrcations are reaching health services However fac~lity data shows that most of the~r  delwertes are 
normal, mdtcating there may well be some unmet need 

329 Caesarean sectlons were reported to the d~strict manager in for 1996 and 35 In the first quarter of 
1997 The reported numbers for forceps deliver~es were 9 in 1996 and 5 In the second quarter of 1997 l4  

Assumrng that 5% of the expected 7500 pregnancies should be termmated by Caesarean s e c t ~ o n ' ~  one 
would have expected 375 Caesarean sectlons to be performed in 1996 and 93 during the first quarter of 
1997 If one assumes that all Caesarean sect~ons performed were reported to the dtstrict AND that all 
Caesarean sectlons performed were ~ndicated Caesarean section met need of > 83% can be calculated 
T h ~ s  would be an excellent ach~evementl '~ 

Usmg health facil~ty data we find that for the 766 reported births at the General hospital ( ~ n  the second 
quarter of 1997), the vast major~ty of these (708 - 92%) were reported as" normal", whde 58 (8%) were 
reported as "compl~cated"~~ T h ~ s  latter number would suggest 230 complicated cases are treated by the 
General Hosp~tal per year glvlng indicating that the General Hospital prov~des between 20 and 30% of 
the care needed bv women with obstetric compllcat~ons In Aswan district 

Other fac~l i t~es  also report compl~cat~ons However, because such facilities may refer women with 
compl~cations to the distrlct hosp~tal, ~t 1s not easy to est~mate absolute number of compl~cated cases 

l 3  if 1995 DHS data for upper Egypt are appl~ed to Aswan D~str~ct no more 12 1% of all del~veries would 
occur in all public health facil~ties The htgh number of dellveries recorded at the General hosp~tal durlng 1996 and 
the first quarter of 1997 should thus be tnterpreted w~th caution 

'"ate that the number of total del~veries (n=l15 for 1996) (presumably vaglnal deliver~es) reported to 
the d~strict manager (table 1/18) IS less than the number of Caesarean sections(329 for 1996) If the data would be 
correct the Caesarean sectton rate for Aswan Dlstrlct for 1996 would have been 3291444 (73% ) 

I S  There 1s no consensus as to the correct Caesarean ection rate for a country or an lnstrtution 5% IS a very 
arbitrary assumptlon based on the lowest Caesarean sectlon rdtes reported form large mstitutions m W Europe w~th 
good maternal and per~natal outcomes To reach such a low rate very stringent criterla would have to be applied 
Nearly all hosprtal obstetr~c unlts In the UK have Caesarean sectlon rates between 10% and 15% 

I6~ata  from other areas In Egypt suggests that Caesarean section rates among h~gh social classes (wh~ch 
are less at r~sk of obstetric compl~cat~ons) are over 4 times higher than among the lowest soc~al class (wh~ch are at 
increased rlsk of obstetr~c comphcat~ons) The data presented here does not permit to determine  fa slrnilar find~ngs 
would occur tn Aswan distrlct, too A met need of > 83% does therefore not ~ndrcate that 83% of women who 
required a Caesarean sectlon rece~ved one it may even md~cate that may women of h~gh soclal class recelved a 
Caesarean sectlon when they d~dn't need one and that many women of low soc~al class did not have a Caesarean 
section desp~te definite need 

I7For the second quarter of 1997 Aswan General Hosp~tal also reported 75 cases of pre-eclamps~a, 53 
Caesarean sections, 28 cases of antepartum haemorrhage, 8 cases of post partum haemorrhage, 5 breech and 5 
forceps deliver~es and 2 cases of ruptured uterus Wh~le one cannot add u these complicat~ons as double countmg 
may occur it IS l~kely that real number of compl~cated cases exceed the figure of 58 
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managed by the publ~c sector bust addmg up reported comphcat~ons would lead to double count~ng) 
while ignoring them (as done here) would d~scount the effect of any treatment prov~ded at more 
per~pheral units (eg atonic uterlne haemorrhage can be effectively controlled w~th oxytocrc drugs In the 
majorlty of cases) 

C - 3 Summary of Data on Outputs and Outcomes 

Accordmg to the d~strrct manager, 17 of 24 facil~t~es In Aswan Dlstrict prov~ded complete MCWHIS 
forms promptly for the month of June 1997(Table 1/13) There are generally low percentages of 
personnel tramed to marntam and analyse and use the data More nurses were tramed than any other 
health prov~der to marntam data The percentage of trarned nurses ranged from a low of 0% In Nasr and 
11% In Edfu to 44 4% In Daraw and 47 4% In Aswan District (TNA 3 213 3) Moreover reporting 1s 
only the lnrtial requirement for an HIS lnterpretatlon and use of data to change practice 1s a greater 
requirement and also needs tralnlng 

The under-reporting compared to expected numbers of births, deaths and compl~cat~ons the lack of 
reglster books and the lack of use of data for management all give reason to believe there are major 
problems wrth the data on health outputs and outcomes 

The analysrs of data for all of Aswan and Luxor suggest there IS no mechanism in place for technical 
supervlsion of work The supenwon system seems not to be properly fulfilled at all levels In the 
cl~n~calltechn~cal aspect. there IS lack of clar~ty In the lme of h~erarchical supervlslon (TNA 3 4) By t h ~ s  
we mean supervlsion by someone who IS competent to review the content of the work rather than 
admmstrat~ve th~ngs l~ke staff absenteeism 

This general plcture was also the case m Aswan D~str~ct Whlle all f ac~ l~ t~es  reported supervision [18119] 
(table 211 7) gurdance and tramng was only reported by 6 (32%) of facll~ties Where prov~ders reported 
hav~ng supervlsion the categories of person provrding the supervlsion were erratlc and suggested that 
the majorltv was not techn~cal supervlslon (see table 316) 

Job descr~pt~ons In Aswan Governorate were available for all key cadres of health workers However 
only 2 job descrrpt~ons (211 0) were seen (Table 115) at distr~ct management level In general In Aswan 
and Luxor job descr~ptrons for each health profess~onal are not avadable in most any health factl~ty In 
addrt~on health prov~ders are not fam~lrar wlth their funct~ons (TNA1 2) 

The Aswan d~st r~ct  manager encourages cl~ent fr~endly pract~ces by mstructmg staff to prov~de a good 
quality serwce and to provide mtegrated care In all dlstrlcts there is a very h~gh degree of cl~ent 
satlsfact~on toward cllent fhendly practices of the health prov~der However, ~t IS to be noted that these 
women do not have an alternat~ve outlet health fac~l~ty, they are h~ghly tolerant and do not know what 
to expect from the health provrder Moreover the chent frlendly environment should be judged 
combrned w~th other elements affectrng fr~endly atmosphere (TNA 2 3) and technical competence and 
effect~veness 
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D - 2 Protocols 

No standard protocols on essent~al maternal and perrnatal case management are avadable (TNAI 3) 
Consequently there IS no programme for tralnlng on essent~al obstetric and permatal case management 
protocols (TNA 1 4) and no programme for trainlng of tramers on emergency obstetr~c case management 
skills (TNAI 5 )  Health prov~ders also lacked traln~ng In essenttal maternal and permatal case 
management protocols or emergency obstetr~c case management skills (TNA 1 6) There IS m ~ n ~ m a l  In 
service tralnlng for GPs In the field of prenatal (22%) and post partum packages (1 5%) Other health 
prov~ders are offered negligible In service tralnlng (TNA 2 1) There is no clear funct~onal monltoring 
system to monitor post training performance although all interv~ewed pol~cy makers stated they have a 
monltoring system to monitor post tralning performance (TNA 2 5) 

In Aswan D~str~ct only 1 of the 4 ObIGyn special~st tntewlewed used no protocols (Table 312,313) All 
other health care prov~ders mterviewed d ~ d  not use protocols As In the rest of Aswan and Luxor, health 
providers st111 do not monltor dellvery by partograph, and these are not ava~lable In any health fac111ty 
(TNA 1 9) 

Observat~on sllowed that poor ~nfection prevention and control procedures (prenatal, dellvery and post 
natal) Those practistng mln~mal bas~c procedures were no more than 2% In prenatal and 28% In post 
natal before and after conductmg the delivery (TNA 1 8) 

The Aswan distr~ct manager reported that suppl~es were e~ther ordered when necessary or supphed 
w~thout special requests accordmg to a set quota system based on prevlous requ~rements Shortages of 
drugs and suppl~es was a problem particularly for ant~blotics and antrpyret~cslanalgesics and Iron tablets 
As In most other distrtcts, drugs and suppl~es were transported by f a c ~ l ~ t ~ e s  every three months (Table 
116 117) 

Late dlstr~but~on shortage at d~strlbutor level and delayed ordermg but not ~nsufic~ent funds to purchase 
drugs were ~dent~fied by the distrlct manager as reasons for drug shortage Drugs were NOT the mam 
problem faced bv the d~s t r~c t  as descr~bed by the distrlct manager 

E ACTIVITIES O r  PROVIDERS DOING DELIVERIES 

40 prov~ders were interv~ewed In Aswan D~strict of whom 31 (78%) actually provide care durmg 
delwer~es (Table 312) Of these 30 prov~ded 24 hour emergency care 

F DAYAS (Table 111 5) 

Aswan D~strict reports 150 reg~stered dayas, all of wh~ch have been trarned since 1993 1 10 dayas have 
rece~ved refresher tramng It also estimates there are 50 unreg~stered dayas, makmg a total of 200 dayas 
Assuming 4567 blrths attended by davas suggests thev are domg a average of 23 deliver~es a year (1 9 
per month) No informat~on concernmg other actlvlties or standard of care was ava~lable form the survey 



V - NASR DISTNCT 

1. Antenatal and Postnatal Care 
2. Delivery and Neonatal Care 
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DISTRICT PROFILE 

1 ANTENATAL AND POSTNATAL CARE 

I - INTRODUCTION 

Antenatal care 1s a trad~t~onal component of matern~ty care that IS often emphas~zed as part of pr~mary 
health care Women are usually advised to seek antenatal care early, and to have a mtnlmum for four 
v ~ s ~ t s  The purpose of antenatal care 1s to detect and treat problems m pregnancy, to promote healthy 
practices usmg health education, and to Identify women at rlsk of compl~cat~ons m order to ensure more 
skdled care for such women Postpartum care 1s also advocated, usually m the form of a s~ngie check-up 
at SIX weeks 

However recent revlews care call Into question the effect~veness of antenatal care practlces In reducmg 
mortality and morbldrty In the woman and chdd (Rooney WHO 1993, Chalmers) Whde some 
mterventlons are of sc~ent~fically proven effect~veness for detectmg andfor treatrng the problems In 
pregnancy are those wh~ch detect and treat anaemla detect and treat mfect~on (mcluding STDs), and 
detect llypertens~on Others are part of trad~t~onal medical practlce (such as detectmg fetal heart), but 
are not necessarriy effectwe (lf the fetus has no heartbeat, ~t IS too late to do anything) 

S~m~larlv ~nformat~on educat~on and communlcatlon (IEC) are ~mportant r~ghts of women and may 
necessary for communlcat~ng essent~al mformation (like where one can delwer) Nevertheless, there 
1s no good ev~dence that health educat~on and counselmg lnterventlons change behav~or (Oakley, 1995) 

Fmally, the use of high r~sk screening to pred~ct compl~cat~ons is not an effectwe way to organlze 
matermty care One reason 1s that risk factors used to screen women glve too many false posltlves 
(women who have the r~sk factor but no subsequent problem) and too many false negatives (women who 
have no rlsk factors but subsequently develop a problem) Another reason IS that women ~dent~fied as 
h~gh r~sh often fad to del~ver In the recommended place 

Gwen the lack of ev~dence of efficacy of ANC some people are also questioning the number of antenatal 
vls~ts requlred WHO IS conduct~ng multi-centered tr~als to examine the value of a reduced reglmen of 
4 v~slts compared to standards of 12 or more vls~ts and varlous practitioners m the US and UK are 
expermentlng w~th 'do ~t yourself antenatal care and s~ngle antenatal assessments 

1995 DHS data for upper Egypt show that 28 2% of all women report havmg antenatal care There are 
marked d~fferences In urban and rural areas (5 1 2% and 20 8% respect~vely) A total of 20 8% have 
antenatal care and tetanus toxo~d ~mmun~zat~on whde 7 5% have antenatal care w ~ t h  out lmmunlzatlon 
A further 45 5% report have tetanus toxold only wlthout any antenatal care, brmgmg the total of women 
~mmunlzed for tetanus toxo~d to 66 3% (33 0% have no lmmunlzatlon 23 9% have one dose and 42 4% 
have 2+ doses) Tetanus toxo~d coverage has Increased dramat~cally followrng publ~c educat~on 
campaigns 

Although coverage of antenatal care 1s low, those women who do have antenatal care seem to use 
serwces frequently 63 5 In upper Egypt have four or more v ~ s ~ t s  In Egypt as a whole, the median 
number of v ~ s ~ t s  IS 6 5, and most women go fa~rly early, at a median of 2 9 months, and 92% have 
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attended by the 6th month Qualitative work in Aswan and Lwor shows that women seek their antenatal 
care from a variety of providers, often switching In the 1995 DHS for upper Egypt, 100% of those who 
had had antenatal care reported seeing a doctor (when asked about the most skilled ANC provider) 5 9% 
of all women used public sector services, 22 6% used prlvate sector servlces and 0 2% used both pr~vate 
and publ~c sectors This means only 22% of women who use ANC use public sector servlces 
((5 9%+0 2)/28 2%) The percentages of publ~c sector use among those usmg ANC for urban and rural 
upper Egypt are 24% and 20% respectively T h ~ s  suggests rural res~dents are not only less hkely to use 
ANC services but are more likely to pay for pr~vate ones 

Less research has been done on the value of a postpartum checkup Many complications occur 
immediately postpartum or in the few days following delivery The presence of skilled professional at 
this time would probably have an impact However, the conventional timing for a post-partum check 
IS 6 weeks Whde this may be an appropr~ate time for some aspects of postpartum care such as family 
planning, ~t IS unlikely to address problems such as post-partum hemorrhage Data from the 1991 
PAPChild survey for upper Egypt indicates 21 2% and 12 2% of women have a postpartum checkup m 
urban and rural areas respectively 8 1% and 85% of such check-ups respectively are done by doctors 
In urban upper Egypt, a further 10 4% are done by nurses The remainder are done by dayas 

Nasr has an est~mated 2500 b~rths per year If each woman had one antenatal care v~si t  In the public 
sector, 2500 first v ~ s ~ t s  would be expected If women had the recommended 4+ in the public sector, then 
at least 7500 repeat visits would be expected, making a total of over 10,000 antenatal visits per year If 
all blrths had one postpartum follow up visit, Nasr should expect 2500 postpartum check-ups 

B IS NASR PREPARED TO PROVIDE ANTENATAL AND POSTPARTUM  CARE^ 

B-1 Antenatal and Postnatal Care Infrastructure 

Nasr has twenty two facil~tres capable of prov~d~ng antenatal and postnatal care one MCH center, one 
urban health center fourteen or sixteen rural health units, four rural hospitals and a dtstrict hospital ( A 4  
Nasr also has one private oblgyn clintc, five prlvate dispensaries and one pr~vate hospital It is worth 
finding out what these are and what services they may prov~de (1119) Accordmg to the d~s t r~c t  
manager, there are no NGOs active In maternal health in the Nasr d~strict (1117) 

All publ~c sector fac~lit~es in Nasr (except hospitals) appear to be rnvolved in prowding antenatal and 
postpartum care according to the distr~ct manager Hours for such servlces should be 8 00 to 2 00 pm 
six days a week Hosp~tals should provide antenatal care from 8 30 to 2 00 two days a week and post 
partum care from 8 30 to 2 00 SIX days a week However, accordtng to fac~lity managers fewer provide 
six days In particular one rural health centre and 1 rural health unit provide antenatal care 1 day per 
week Fac~lit~es prov~de sl~ghtly less than SIX hours per day on average The district hosp~tal provides 
4 hours per day and the rural hospital prov~des 5 hours per day Five rural health centers and rural health 
units provlde between 2-5 hours (Tll) 

S~xteen f ac~ l~ t~es  were visited in Nasr (all except the urban health centre wh~ch may not exist, and 2 rural 
health units) all sixteen prov~ded antenatal and post partum care (211) One can provide ultrasound scans, 
seven can prov~de laboratory hemoglobin and all s~xteen can analyse ur~ne 
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Of the sixteen health facll~t~es v~slted In Nasr nlne had regular water and fourteen had electr~c~ty eleven 
of the snteen were judged to be In good cond1t1on(2/14) Fourteen of the faclllt~es had waltlng areas 
most of wlilch (about 80%) were adequate Thlrteen had an exammation table nlne had a stool for the 
doctor and onlv th~rteen allowed prlvacy Only sllghtly over half (9 out of 16) had a work~ng telephone 
(2/5,2ll4) 

16 antenatal users were Interwewed ~n Nasr half (8 cases) In the faclllty aself (410) These women were 
not selected at random They reported taklng on average 12 mlnutes to get to the facllrty and 1 5 
k~lometers was the average dlstance (411) Most traveled on foot (13 cases), the remalnlng 3 took a 
mlcrobus or tax1 Those who went by vehlcle pa~d on average 67 plasters 14 went alone, 1 went w~th  
her husbands and 1 went w~th relatives or ne~ghbors (4/2,T/2) 

These data suggest an ava~lable physlcal infrastructure, that is relat~vely access~ble to those using the 
servlce Data for Egypt In general show most women have easy geograph~cal access to servlces but ~t 
IS not poss~ble to judge ~f those not usrng servlces are put off by cost or drstance Qual~tat~ve data 
suggest t h ~ s  1s not the case and that women who use servlces seem w~l l~ng  to travel to seek them 

B-2 Drugs and Equlprnent 

In Nasr In general shortages of Iron tablets were reported by 30% of fachty managers and 24% of 
health prowders The shortage figures for vacclnes and ant~btotics were reported by health faclllty 
managers as 35 8% and 52 8% respectively and by health provrders as 26 5% and 20 9% respectively 
(B7) W~thm the sixteen facll~tres mventor~ed for drugs and equlpment, fourteen of srxteen f a c ~ l ~ t ~ e s  
had shortages In antlb~ot~cs and nme of slxteen ment~oned shortages m Iron Also ment~oned were 
shortages 111 ecbol1cs(7) (eleven of s~xteen) 218 Overall twenty seven of forty prov~ders lnterv~ewed m 
Nasr reported drug and supply shortages (3/18) Nasr had one antenatal and one post partum servlce 
protocol (2/18) 

Shortages In baslc equlpment were reported by twenty three of forty health prov~ders (311 8) However, 
ten of slvteen fac~llt~es have work~ng sphygmanometers and most have several Thlrteen fac~lities have 
stethoscopes (2120) All fac~llt~es have bolters and seven out of s~xteen have autoclaves Fourteen have 
thermometers (2120) 

B-3 IEC Mater~als and Sesslons 

The Nasr distr~ct manager appears to have a range of IEC material, ~ncludrng posters, f l ~ p  charts, 
booklets and wdeo tapes These cover at-r~sk pregnancy, breast feed~ng and neonatal care Accord~ng 
to the faclllty manager fifteen have ~nforrnat~on on breast feedmg, thlrteen on the proper way to breast 
feed ten on the Importance of tetanus e~ght have mformat~on on neonatal care and seven on antenatal 
care three have at-r~sk pregnancy mformation and one sterll~zation and dellvery 

In the prevlous three months the dlstr~ct manager In Nasr reported a meet~ng with mothers on 
vaccmatlon Eleven health faclllty managers also reported havlng held group meetmgs, and thlrteen 
provlded home vrs~ts (2113) 

B-4 Actual Practlce of Antenatal Care 



Annex [A] - Distr~ct Projie Nasr Distr~cVAntenataZ and Posrnatal Care 

As a absolute mtnlmum requirement, routtne antenatal care by health care prov~ders (HPs) should ensure 
* that prophylact~c or therapeutic lron med~cation IS provlded to all women at r ~ s k  of anaemra m 

pregnancy 
* that tetanus toxo~d is given to all women w~th inadequate tetanus vacclnatlon 
* that all women know how to recelve skilled care in case of pregnancy compiicatlons 

Thirty seven of the forty prov~ders In Nasr partlctpated m antenatal care and postpartum care(312) 
Among the thlrty seven mvolved In receiving patients, the follow~ng results were obtamed when 
providers were asked what they did reasons for vis~t and a med~cal hrstory were frequently taken (th~rty 
two and thrrty seven respectively) Ask~ng ~nformat~on on personal details also mentioned (th~rty six 
prov~ders ) The most common measures mentioned were blood pressure (twenty five), temperature 
(twenty two), pulse (nmeteen) and we~ght (e~ghteen) Urme and blood measures were mentioned 
reasonably frequently (seventeen and five) Most also explamed what women should expect (th~rty three 
of forty) but only three mentioned where to go for delrvery Thirty three answered questions or concerns 

Accordrng to Women 

16 exrt lntervlews were conducted in Nasr These women were not a random sample Women sought 
care to get tetanus toxo~d (1 0 of 16), for a regular check-up (7 of 16) or because they felt tired (111) (1 
of 16) (411 1) In Nasr, 4 planned thetr dellvery at home while 3 planned to use MOH (4112) 14 of 16 
preferred physicians for dellvery (4/13) They had pa~d 15-400 pounds for their previous deliveries, w~th  
an average of 1 18 pounds (Tl4) 

Of 16 women intewlewed, 15 were rece~ved by nurses All felt welcome and that the person recelvlng 
them was welcomtng All felt the waitrng place as very comfortable(413) All 16 saw a nurse at some 
pomt, and all saw her r~ght away or after 5 mtnutes Thts was judged reasonable by everyone (413,415) 
1 1 of the 16 also met with physictan, and on average waited 9 mlnutes to do so (though 1 woman waited 

an half an hour) Phys~cian were all fr~endly and poke (4/6) 

All I 1 who met the phys~cian were examined w~th prlvacy and the one who was not was not bothered 
by t h ~ s  A h~story was taken (for 9 of 11)  and durat~on of current pregnancy (1 1 of 1 1) women Of the 
important act~vitles (exam~n~ng the heart w~th stethoscope measuring blood pressure and examining the 
abdomen) 10 1 1 and 9 women out of 1 1 were exammed respect~vely (417) For two women one of 
these three aspects of antenatal care was a fa~lure (Tl5) We~ght, height, urlne and blood were less 
frequent (8 9, 13 and 4 cases of 16 respect~vely) (415) Other actwtles (ie examining breast, 
gynecolog~c exam and ultrasound) were also infrequently 9, 0, 1 respect~vely (417) As there IS no 
ev~dence these actwltles are needed routinely In every v ~ t ,  t h ~ s  may not be a problem Eleven of 16 
were given TT mjectlons In the~r current and 12 had been glven one before Three had not been given 
one e~ther at the current vis~t or earher (Tl6) Two were glven lron p~lls and 7 glven other unknown 
med~cat~ons (418) 

Communtcat~on was not good as only 9 had ~t explamed to them what as betng done and why (4/7) 
Adv~ce was also gwen to women on personal hygtene (12 women) and breast hyg~ene (9 women), 
exercise (8 women) and nutrttlon (1 3 women) though agam there is no evldence this works (418) 10 of 
16 women (63%) were advtsed on risky signs or pregnancy and how to act if risky signs occur Also, 
place of del~verv was only dtscussed wtth 7 cl~ents Th~s is a m~ssed opportunity Only 10 women were 
told when to come next (418) 
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16 women were sat~sfied w ~ t h  servlce crtlng the fr~endly reception the curatwe treatment and the 
reassurance and instructions as reasons Women felt the servlce could be made better w ~ t h  more tests, 
more exammations and ultrasound (9 2 and 1 respectively) 15 said they intended to come back and 15 
would recommend the facil~ty to others (419) Overall In Luxor and Aswan 59% of women had an 
access~bll~ty card and 96% of women brought the~r  card with them In Nasr, 13 women had an 
accessibility card and all brought it with them (4110) The other 3 women were never glven one 

13 of the 16 women had had a prevlous vis~t m the facility In prevlous visits, a few (5 of 13) were given 
dates for revisiting, and I0 of 13 were expiamed r~sk  factors and how to act, and 12 of 13 were counseled 
on nutrltlon and personal hygiene We~ght and blood pressure were measured in 8 and 12 of 13 
respectlvelv 8 sald they had a chance to ask questions and all 8 were glven helpful answers (4114) 
Most ( 10 of 13) vislted other facll~t~es, largely prlvate ob/gyn (1 0 cases) (411 5) 

Half of the 10 women w~th  a previous dellvery (5 of 10) had prev~ously delwered at home 4 of 10 had 
used an MOH fac111ty(4118) Most were not vis~ted after dellvery (4 of 10)(4/18) 

48 antenatal prov~der - user interaction (vlsits) were observed by a special~st obstetric~an 3 antenatal 
vls~ts were observed in a general hosp~tal, 18 In a d~s t r~c t  hospital and 27 In a MCH centre The sample 
of antenatal vlsrts was not chosen by random and IS not spec~fic for any Governorate or d ~ s t r ~ c t  
However we still belleve that many of the findmgs would be similar in other unlts 

The data prov~ded show that the observer perceived the service as friendly (44 of 48) When meetmg a 
mother all (48 of 48) HPs welcomed and most HPs reassured her (34 of 48) but only 8 of 48 HPs 
explained clearly to the woman what will be done 

The observer assessed prenatal history tak~ng as Inadequate In 'h of observat~on (13 of 48, 1 In a d~strlct 
hospltal and 12 In an MCH) Tkls does not appear a harsh judgement as most HPs d ~ d  no ask about 
prevlous compl~cations of dehverv and only 25 of 48 asked about bleeding m the current pregnancy 2 
of 12 cases with svmptoms or h~story suggestwe of rheumat~c heart disease' and none of the 10 women 
who had anteparturn vaglnal bleed~ng' were approprlately Identified by HPs According to the data 
provlded 42' women had pregnancy problems worth reportmg as assessed by the observer However 
antenatal h~story was approprlately recorded by only 29 of 42 HPs 

Pr~or to antenatal physical exammatlon only 4 HPs explained to the mother what they were going to do 
and only 1 washed h ~ s  of her hands All 15 women who attended for the~r  first visit had their heart 
auscultated but 14 of 15 had thelr blood pressure taken correctly and only 2 of 15 had the~r  chest 
examined at all 

'Accordmg to the Natronal Maternal Mortalrty Study Egypt 1992-3 MoH Chrld Survrval Project Carro 
1994 cardlac drsease (mamly caused by rheumat~c heart disease) accounts for 13% of all maternal deaths In 
Egypt Only postpartum haemorrhage and hypertenswe drsease In pregnancy cause more maternal deaths 

q n  a random sample of 50 women one would expected no more than 2 women w~th anteparturn bleedlng 

%IS 1s a hlgh prevalence of complicat~ons and IS unlrkely to be s~mrlar m the general populatron 

5 
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The fetal presentation and he was determmed m all women (>28 weeks) attend~ng at d~strict hosp~tal 
level (9 of 9) but less than '/z (12 of 25) the women (>28 weeks) attending MCHs for antenatal care4 
More ~mportantly when performmg a vagmal exammatlon only I of 15 of HPs took mnlmum antisept~c 
precautions and used clean gloves5 As m all other observattons of HP actwt~es, record~ng of antenatal 
exammatlon find~ngs was often defic~ent (1 7 of 48) 

Antenatal laboratory Investigations were relat~vely frequently performed but only H the women attend~ng 
at their first vls~t had the~r VDRL (test for syph~lrs) checked Nearly all women had some kmd of 
laboratory invest~gat~on, but less than % of findmgs were correctly recorded In the cl~ent's record and 
only !h were correctly interpreted 

Health educat~on in the antenatal cllnlc was defic~ent, too Only '/z of all women attending durmg the 
th~rd trlmester received ~nformation about the Importance of vag~nal bleedmg and only 7 of 48 were 
Informed about the slgns of pre-eclampsia anteparturn bleedmg Antenatal care by a senlor doctor 
d ~ d  not guarantee better care as only % (3 of 4) of the senlor doctors who saw women in the th~rd 
trlmester mformed them these two rlsks 

The data do not permlt an analvsis of the HPs att~tude and act~vttles to preventmg anaemla (IS Iron 
supplementat~on given routmely or not) 

The observer assessed less than '/2 (2 1 of 48) of the prov~ders as competent rn providmg antenatal care 
and suggested that 34 of 48 would benefit from efforts to strengthen and support thew skills 

C DATA ON HEALTH OUTPUTS AND OUTCOMES 

C-1 Where Do Women Seek Antenatal and Postnatal Care' 

Nasr should have 2500 new antenatal v~sits and at least 7500 repeat v~sits per year In pract~ce only 6 1% 
of women 111 upper Egypt use publ~c sector servlces wh~ch would mean 153 first v ~ s ~ t s  and at least 3 
times that many repeat v~slts 66 3% (or 1658) women have at least one tetanus toxo~d lmmunrzation 
The bulk of those gett~ng ~t w~th  antenatal care are usmg prlvate prov~ders, but ~t IS unclear where the 
remamder are gettlng ~mmun~zed These women may be uslng publ~c sector servlces 

According to the d~str~ct manager data Nasr health facll~tles report 789 new antenatal care v ~ s ~ t s  in the 
year 1996 This would suggest 32% pregnant women used publ~c facil~t~es ( th~s seems hrgh unless 
tetanus tovo~d alone merlts recording as a new antenatal care cllent) In the second quarter of 1997, the 
number was 291 Revis~ts were less frequent (n= 1232 and 208 for 1996 and 1997 respect~vely) mak~ng 
the average number of v ~ s ~ t s  to publlc fachttes between 1 7-2 5 (1118) Ten fac111tles reported 470 
antenatal v ~ s ~ t s  for 1996 ( range 2-120 v~sits per facility) However, In the second quarter of 1997, all 
facllitles reported antenatal v~slts The number of v~sits In the drstr~ct hospltal was 60 V ~ s ~ t s  In other 
facilities ranged between 2-36 Altogether, 257 first v~sits were reported wh~ch IS about 41% of all 
expected b~rths In the same quarter Nevertheless, the average numbers of new chents seen IS between 

4 ~ h e  value of routmeiy determ~nmg the fetal he before 34 weeks gestation n uncerta~n 

5 ~ h e  value of vaglnal exam~nal~on In pregnancy IS uncertam and routme vagmal examlnatlons are not 
performed In the U K  at any time before the onset of labour 
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less than one per day and less than one per week Even add~ng revrslts does not give a very heavy 
workload as women only have about I revislt on average 

If we look at facthty level statlstlcs on the content of care notably at tetanus toxo~d immunization and 
cases of anemla we find the follow~ng 200 Imrnunlzations ( between 2-43 per facility) and 1 1  1 cases 
of anemia (mainly from the d~strrct hosp~tal 

Nasr should also have 2500 postpartum check-ups ~f all b~rths were followed up postpartum but in 
practice the number is estimated at shghtly over 12% (n=300) The expected number m the publ~c sector 
IS  not known 21 19 postpartum vls~ts were made in 1996 accordmg to the governorate level data 
Among facilit~es postpartum vls~ts were reported as 463 in 1996 (rang 3 to 120) and 155 in the second 
quarter of 1997 (range 2 to 20) This 1s slightly more than one cl~ent per day (T16) 

C-2 What are Reporting and Recordmg practlces9 

Accord~ng to the d~strict manager all health facilrties have the new registration forms and fifteen out of 
srxteen prov~de complete MIS forms and review data (1112 1/13) F~fteen out of sixteen facdit~es in Nasr 
had forms and fifteen out of sixteen were using the new forms for antenatal 1st vls~t antenatal revisrt 
and twelve out of s~xteen for postpartum care) (216) Facd~ties reported uslng data to follow up cases 
(th~rteen facilrt~es) to detect community health problems (nine) and to Improve servlces (seven) F~fteen 
of s~xteen faciht~es regularly notrfied reportrng events by telephone, monthly report, messenger or other 
means (2/6) 

One of srxteen fac~lrt~es have persons trarned to use data (a GP) When provrders were mterviewed, three 
of the twenty two ~nvolved in recording inforrnat~on sard they had been trarned to look at data quality, 
and three were tramed on how to used data ( 3/17) The most common use of data (accordrng to 
providers) IS to wrlte reports and rnonltor performance 

Overall In Luxor and Aswan governorates health prov~ders report that supervisors typically v ~ s ~ t  e very 
two weeks though 45% are visited every 3-4 weeks For 5% of health providers, the supervisor v ~ s ~ t s  
onlv everv 3-6 months or even more Infrequently (313) Shghtly over half of health prov~ders are 
lnvolved In supervlsron themselves Few providers have trarning In management (6 of 11 5 GPs and 1 
of 1 14 nurses) 

D-2 Referral 

Twentv nme of thirty seven providers mvolved In antenatal care reported referrmg cases When asked 
what cases they referred twenty five mentroned preeclamps~a, twenty ment~oned diabetes, twenty two 
abnormal presentat~on, slxteen heart fa~lure fourteen antenatal hemorrhage and fourteen prevlous c- 
section Only 4 communicate w~th fac~lrties they referred to and three accompanred cases Four 
followed up on cases but th~s  was done ~nformally The seventeen provrders who did not follow up 
cl~ents stated ~t was not required or there were no records (3116) 



Annex [A] - Dlsrrlct Profzle Nasr Distr~cVAntenatal and Postnatal Care 

In Luxor and Aswan governorates as a whole most providers reported belng lnvolved rn antenatal care 
only 10 6% of nurse and 5 6% of oblgyns were not involved in antenatal care All GPs were lnvolved 
in antenatal care There was less involvement In postpartum care 40 4% of nurses 11  1 % of 
obstetricians and 8 % of GP were not involved in postpartum care (B8) Of the providers, thirty seven 
of the fortv mterwewed prov~de antenatal care and th~rty of forty, postpartum care, though m both cases 
one does so In the capaclty of assrstmg (312) 

Three of forty providers In Nasr reported using IEC materlal on tetanus toxoid, and thirty five on breast- 
feeding positioning The most common IEC materials were posters, flip charts and booklets (3122) 

Tra~ning Overall In Luxor and Aswan governorates, 25 of 115 GPs (21 7%) had been trained In 
antenatal care mostly In traln~ng centers (22 of 25) though some had been tralned In un~versities (3 of 
25) Th~s  mcluded preventatwe care procedures and anaemia durtng pregnancy, preventwe dellvery care 
and dellvery follow up procedures 17 of 1 15 (14 8%) had been tralned m postpartum care, again largely 
in tramng centers (1 5 of 17) Nurses were given less tralntng than GPs However 14 of 141 were 
trained In antenatal care (9 9%) and 6 In post natal care (4 3%) A further 14 (9 9%) were tralned m 
breast-feedlng (3110) Only one nurse reported usmg an prenatal protocol and a post partum protocol 
\GPs and Obs dld not use these 
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2 DELIVERY AND NEONATAL CARE 

Nasr has a total populat~on of 79 189 and an estrmated 14 250 of these are women of reproductwe 
age(l/l,l/2) 

1995 DHS estlmates for upper Egypt prov~de crude b~rth rates (CBR) and general fert~l~ty rates (GFR) 
of 34 511 000 and 164/1000 respect~vely If these data are appl~ed to the total populat~on of Nasr , there 
are between 2800 and 2300 b~rths per year m Nasr Accord~ng to the health statlstlcs the d~str~ct  manager 
sa~d there are 2026 blahs In 1996 (g~v~ng  CBR = 25 611 000, GFR = 1 4211 000) (Table 112) These figures 
are lower than expected and reflect the under- reporting that 1s known to exlst in MOH stat~st~cs Th~s  
report wdl assume the figure of 2500 brrths In Nasr 

B IS NASR DISTRICT PREPARED TO PROVIDE GOOD QIJALITY OBSTETRIC AND NEONATAL CARE9 

Accordmg to WHO recomrnendat~ons there should be one fac~l~ty capable of provldmg comprehenswe 
essent~al obstetr~c care (CEOC) and 4 bas~c essent~al obstetrtc care facll~t~es (BEOC) per 500 000 
populatron Accordmg to these cnterla, Nasr d~st r~ct  w~th a populatton of 79,189 requlres 1 CEOC and 
1 BEOC fachty Nasr dlstr~ct has one drstnct hosp~tal (CEOC fac~l~ty) and can choose wh~ch of ~ t s  2 
rural hosp~tals and 1 MCH centre should serve as BEOC faclllty w ~ t h  24 hour access to obstetr~c and 
paed~atrlc care 

We mvest~gated the dlstr~ct of Nasr to check Its preparedness to provrde EOC and found the bu~ld~ng 
mfrastructure to be In place Nasr has a d~st r~ct  hosp~tal (6 maternlty beds), 1 pnvate hosp~tal 2 rural 
hospttal (with comb~ned 10 maternlty beds), 1 MCH centre (w~th no maternlty beds), and 2 rural health 
centres (w~th combmed 6 maternlty beds) There are also 1 prlvate oblgyn clln~cs (Table 1 19, 1/20 ) 

Most publlc facil~t~es sa~d they were available ( ~ n  pr~nc~ple) to provlde EOC to prov~de 24 hours 
emergencv care but ~t IS llkely that most fac~lrt~es are severely l~m~ted by the fact that they have no beds 
and that the~r openmg hours are restr~cted from 8 00 or 8 30 am to 2 00 prn, SIX days a week (table 119) 
Facll~tv based data however suggested that 15/16 facll~t~es offer delrvery servlces and 14/16 emergency 
servlces for mfants on a 24 hour bas~s Accord~ng to data provrded by the dlstr~ct manager, no fachty 
had 24 hour on call obstetr~c spec~al~st or paed~atr~c spectallst servlces (Table 213) It remalns unclear 
how a 24 hour service can be prov~ded In lnstltut~ons wrthout Inpatlent facrl~t~es and wlth 5 hours 
openmg tlrne / day 

B - 1 Preparedness of the CEOC Fac~l~ty 

Nasr's mam publlc fac~l~ty  conductmg b~rths should be the distr~ct hosp~tal According to the d~str~ct  
manager ~t has a total of 45 beds 6 of wh~ch are rnaternlty and 4 paed~atr~c beds 

(Table 1/20) (B3)) WHO standards suggest a minimum of 24 matern~ty beds per distnct hosp~tal servtng 
a populat~on of 500,000 The contr~bution of the d~strict hospital to the obstetrtc care w ~ t h ~ n  Nasr d~strlct 
IS very small In 1996 only 17 delweries were reported by the dlstrict hosp~tal Assummg an average 
adrn~ss~on durat~on of 10 days per dellvery a bed occupancy of matern~ty beds of M YO can be calculated 
Th~s  1s not enough to fill a slngle bed all the year round' It 1s obvrous that Nasr d~str~ct  hosprtal does not 

' 1 to 2 days would be a more realistic estlmate 

9 
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requtre further materntty beds at present The poor ut~lisat~on of the d~str~ct  hospttal suggest that women 
choostng to deltver elsewhere A secondary analvsis of the data wtll not permlt to plnpornt defic~enc~es 
at Nasr d~strtct hospital This may best be achieved through an unannounced vistt to the facilrty 

The hosp~tal has a covered wa~ting area for women wh~ch 1s judged suffic~ent and well matntatned as was 
the maternal exammatton room There was a dellvery room w~th beds However tt was poorly prepared 
wlthout adequate Iightmg and was judged to be In a poor cond~tion as was the burldtng In general No 
mformat~on about privacy was prov~ded 

In term of staffing for emergency funct~ons, the d~str~ct hosp~tal has no anaesthetist, 3 oblgyn speclallsts, 
1 obstetr~cs resldent, 1 pedlatrs~ans, 1 lab techn~c~an, no pharmacas, and no laboratory speclallst There 
1s no blood bank speclaitst, although it seems this functional tltle may not exist m Egypt This level of 
staffing seems more than adequate While ~t would be prlnclpally desirable to offer anaesthetic and 
paediatrtc support at distrtct hosp~tal level, the current and projected workload at the dlstrlct hospital 
would not justify the recruitment of further staff to th~s  facihty as a prtorlty lnterventlon There may st111 
be a shortage of staff w~th obstetrtc / m~dwtfery skllls particularly at tnstttuttons conductmg the majorlty 
of delwerres In Nasr dlstrict ( ~ e  the rural hospttals and rural health centres) and at dtstrict level for 
superv~slon and tratnlng Table 114 descnbes the staff requ~rements for Aswan Governorate Of all 
distrtcts Nasr has the lowest needs for extra staff (as determined by those who complled the table) 
Wh~le no paed~atric~ans and anaesthes~ologists are currently working tn Nasr, no defic~t of these 
spec~al~sts 1s mentioned In the table The d~strict officer identtfied the lack of OblGyn spectaltsts and 
general practitioners as a pr~ority problem of the d~str~ct  

Facll~ty based data suggests that obstetrtc and paed~atr~c servlces tn the dtstrlct hosp~tal were ava~lable 
on a 24 hour bass wtth an ob/gyn on call at night and on holtdays The hospital satd lt would only take 
5 minutes to attend to compltcatlons (though th~s seems unreal~st~cally short) The hospttal d ~ d  not report 
transferring anv cases and d ~ d  not prov~de any mformatlon as to where they would send cases In case 
of need of emergency referral, the hospltal and the distr~ct had a ambulance (Bl4) The d~stance to the 
nearest general hosp~tal is 12 km wh~ch according to the provtded estimates can be reached In 30 
mlnutes 

The fachty has a telephone (and so can be contacted In case of emergency, although only 56% of other 
fac~lit~es have a telephone according to the district manager (B/4)) It has regular suppltes of electr~city 
and water There 1s a blood bank but wtth adequate equipment except for screentng k~ t s  Blood suppiles 
are tnadequate patlent are asked to supply from relattves and frtends, but gtven the work load thts should 
not make anv difference Qual~tative data indicate that thts 1s sometimes the case even tn emergenctes 

Based on WHO recommendations, t h~s  hospltal has most of the basic equipment and staffing to manage 
obstetric emergenctes (but 1s mlsslng a fetal stethoscope, the most bas~c equipment to supervise the fetal 
wellbemg tn labour) However, there were major defictenc~es In some areas, there IS no autoclave, no 
anaesthetic agents other than ketamme and nothlng for managing pre- eclampsia/ eclampsta (no 
magnesium sulphate, no hydralame ) All antiblot~cs were ava~lable, inciud~ng 200 ampoules of 
kanamycin which is the complete stock ava~lable In all health factllt~es tn Aswan Governorate suggesttng 
that antib~otic shortage IS not a problem for the distr~ct hospltal The questlonnalre d ~ d  not assess 
avatlab~l~ty of suture matertals ( reported to often be m short supply) Partographs are not rn use at all 

Observatlonai work observmg delweries In Aswan Governorate tdentified problems assoc~ated wtth poor 
communication to the client, asepsts and heavy rehance on forceps These observations are ltkely to 
apply also to Nasr 
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B - 2 Preparedness for Neonatal Care at  D~stnct  Hosprtal 

In order to prov~de neonatal care the d~strict hosp~tal requires other mater~al beyond those required for 
CEOC The district hosp~tal has adequate equipment except rt lacks any infant laryngoscope or Ambu 
bag (bag and mask) wh~ch are rmportant for resuscitatlon2 The data does not provide mformation about 
a warm area for infant resuscrtatlon Thrs IS particularly important as there are no towels to drv the baby 
or blankets to wrap the baby up In Silver nitrate IS not avarlable but tetracychne (wh~ch is preferable) 
IS present The distr~ct manager ~dent~fied neonatal care as one of the pr~ority problems w ~ t h ~ n  the 
district He suggested the provlslon of incubators as a pr~orlty mtervention3 Without further ~nformatron 
it is unclear if the purchase of incubators will Improve neonatal health servrces In Nasr distrrct Whde 
thermoregulat~on (keepmg the baby warm) must have a hrgh priorlty in neonatal care, many 
neonatologists In the UK and other W European countries now recognlse the dangers of Incubators 
especially if not appropr~ately ma~ntamed and superwed Alternatives, such as dlrect skin to skln contact 
with the mother (kangaroo method) have achieved equally good results In teaching hosp~tals in the UK 
and resource poor countries 

B - 3 Basrc Emergency Obstetr~c Care 

The onlv other facli~t~es wrth beds (and thus capable of domg facillty dehvenes) are the rural hosp~tals 
and health centres No informatton IS available on prlvate sector beds and on prlvate sector capaclty to 
provlde BEOC or CEOC The basic facilit~es have some way to go In terms of being able to provide 
BEOC (see table R/6) In partrcular there appear to be major problems in terms of expendable supplies 
and antrb~ot~c drugs Specific hospitals were also mrssrng spec~fic supplies, and some Items of equrpment 
need to be redistributed 

For Nasr d~strict difficult~es with supplies were reported as a major problem by the district manager 
though the facllltv survey found defic~encies only for iron tablets (9 out of 16 ~nstitutlons surveyed) and 
antibiotics ( 1  311 6) (Table 111 4 and 218) It was not poss~ble to state whether drugs and equipment these 
are located In the correct room and or were readily access~ble 

B - 4 Analvsrs of Intraparturn, Postpartum, and Neonatal Care 

As a mlnimum requirement routine labour dellvery and neonatal care by health care providers (HPs) 
should ensure 

* that all women in labour and neonates have routrne observations taken recorded 
* that women are encouraged to be moblle whde in labour and not to del~ver lymg on their backs 
* that interventions lncludmg vaginal examinations adhere to mlnlmum standards of hygiene 
* that lnterventlons are restricted to an absolute mlnimum 
* that all Instruments used for maternal and neonatal care are sterile 

Swedlsh data suggests that 1 m 500 full term bables and one m 10 bab~es requmg resuscitatron benefits 
from mtubatlon A laryngoscope and endotracheal tubes are thus not requlred for the vast majomy of resusc~tatlon 
procedures An method to Inflate the baby's chest (eg an Ambu bag a workmg blow off valve or pressunsed 
gases w~th a T-plece and a workmg blow off valve IS more Important for neonatal resuscitation than a 
laryngoscope) Absence of an Ambu bag may not be worse than the presence of an Ambu bag or pressunsed gases 
wlthout a blow off valve 

 he only pennatal problems reported by the dtstrict manager were 6 st~llblrths m the fm quarter of 1997 
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25 del~veries were observed by a specialist obstetric~an m 13 d ~ s t r ~ c t  and 12 general hosp~tals The 
sample of del~verles was not chosen bv random and 1s not speclfic for any Governorate or d ~ s t r ~ c t  
However we st111 believe that many of the findings would be similar m other unlts 

Most deliveries were attended by junior or res~dent med~cal staff (13) while 7 were attended by the head 
of the department 1 by a spec~al~st  and 4 by an assstant spec~alist or senlor resident In no case were 
nurses the main care providers 19 of the 25 deliveries were normal vagmal dehverles There were 3 
forceps and 2 breech deilverles whde one Caesarean sect~on was performed (for the smgle reported case 
of ruptured uterus) There was also a case of preterm labour Approx~mately X3 of all women underwent 
some kind of lntervent~on lncluding augmentation or induct~on of labour 

The data provlded show that women perceive the service as fr~endly, but do not recelve much (if any) 
explanat~oils about the progress of labour or a c t ~ v ~ t ~ e s  to be done by HPs When meet~ng a mother, nearly 
all (241 25) HPs welcomed and reassured her (20125) and were perce~ved as frrendly (24125) HPs 
generallv helped women to get ready for exammations (24125) but v~rtually never expla~ned their 
findings to the mother (1125) 

General history taking was adequate (24125) but only Y3 (16125) of HPs asked tf the membranes had 
ruptured and if the mother had attended an antenatal clinic (16/25)4 Only 21125 HPs measured the 
mothers blood pressure and 16125 took her heart rate only 20125 performed an adequate physical 
examination and only 19/25 recorded antenatal and intrapartum history and findmgs accurately When 
performing a vag~nal examination only 12/25 of HPs took minimum antlsept~c precautions and only 5125 
used sterile glovesS Only 17125 of the HPs checked the fetal heart at regular intervals 

Dellvery occurred In all cases w ~ t h  the mother lying on her back7 Less than half the instruments used 
for dellvery were clean and sterilized Even more ser~ously unster~ie instruments or thread was used m 
more than 3% of cases to cut and tle the umbilical cord At least 4 out of 25 bables were exposed to 
unnecessarv cold stress (not dried or not covered with blankets) None of the babies was formally 
assessed at birth (no weights anthropometrical measurements or Apgar scores at all) Only half the 
mothers were Informed that their baby was fine and half were encouraged to breast feed Management 
of the thlrd stage is not described in the data 

During all observed labours and del~veries no partograph were used, nor were any type of protocol or 
checklists The available data does not provide mformation concerning the accuracy of the findmgs of 
any examination lncluding blood pressure and findlngs on vag~nal examlnat~on From the provided data, 
it  was not clear if women were encouraged to change their position frequently in labour and to empty 

4The longer the period between rupture of membranes and delivery the higher the risk of Infection for 
mother and babv Even poor qual~ty antenatal care should Identify some abnormalities such as antepartum 
haemorrhage 

'Frequent andlor unhygienic vagmal examination In labour are one of the most important risk factors for 
puerperal sepsls wh~ch is the 3rd most common direct cause of obstetr~c mortality in Egypt National Maternal 
Mortality Study, Egypt 1992-3 MoH Ch~ld Survival Project Cairo 1994 

'lt IS l~kely that this is better than the regional average as 94 of the small er health units (total 123) vrsited 
for the complete survey had no fetal stethoscope at all 

' Th~s 1s a bad posltion as the weight of the gravrd uterus can easrly occlude the rnfenor vena cava which 
will lead to a decreased prelaod a drop m blood pressure decreased placental perfusion and fetal distress 
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the~r bladder regularly (as ~t should be the case) Wh~le the data provtde mformat~on about procedures 
wh~ch are deslrable ~t does not 1st unnecessary or harmtul ~nterventlon such as routlne enemas In labour 

Postnatal Cure 

The Nat~onal Maternal Mortality Studv, Egypt, 1992- 1993 showed that postpartum haemorrhage was the 
most common d~rect cause of maternal mortal~ty (1 78 deaths) and caused more maternal deaths than the 
second (hypertenswe d~sease In pregnancy 1 14 deaths) and th~rd most Important causes (genltal sepsls, 
60 deaths) together T h ~ s  confirms that In Egypt, too the mother 1s m more danger of los~ng her l ~ f e  In 
~mmedlate postpartum per~od the mother than durlng any other tune In her pregnancy Care In the 
~mmed~ate postpartum per~od requlres the early detect~on of compi~ca~ons, and an appropriate response 
to them Earlv detection requlres regular and systematic observat~on ofthe mother's v~tal slgns lncludtng 
pulse blood pressure and blood loss 

Only 20 of the 25 HPs observed took a blood pressure and 3 d ~ d  not take a maternal blood pressure or 
a pulse The majorlty of HPs (16125) left the woman w~thrn 15 rnlnutes of dellvery and lmmedlately after 
del~verv of the placenta ( 1  3/25) and would not have been able to observe slow but steady blood loss It 
1s not clear lf they delegated the task of observ~ng the mother to other HPs If they d ~ d  so those HPs 
would have to rely on adequate records to provlde contlnulty of care However only 3/25 recorded the~r 
postpartum observat~ons In the patlents records 
Insufficient communlcatlon between HP and mother was also a problem durmg the postpartum perlod 
Only a fractlon of the prov~ders lnformed the mother to report back m the case of haemorrhage (1 8/25) 
or fever ( 16/25) 

Contraceptwe adv~se was offered only by 7/25 HPs The 3/25 HPs who did not measure pulse blood 
pressure or temperature dld not provide adv~ce for the postpartum per~od either 

The actlvlttes of HPs are determrned by many factors which are not recorded m thls analys~s such as the 
avarlabll~t\ of supphes necessary to perform certain tasks motlvatlon, knowledge and sk~lls One can 
assume that all HPs had the abll~ty knowledge and skills to take routlne observat~on (fetal heart 
maternal temperature blood pressure and pulse rate) but only 343 d ~ d  so 

It IS posslble that suppiles could have been a problem (Aswan General Hospltal has no protelnurla test 
klts) Even where the fac~llty has a part~cular piece of equlprnent, ~t may not be access~ble (Luxor 
General Hosp~tal has only 1 workmg sphygmanometer, 1 autoclave, 1 workmg stethoscope, and 1 Infant 
weigh~ng scale 1 par  of sclssors and two fetal stethoscopes) If the equipment was access~ble ~t may 
have been used preferentially (because of the observat~on) As HPs were observed by a senlor colleague 
they mav have changed thew practlce for the per~od of observat~on to the~r "best posstble pract~ce" The 
recorded obsewatlons may thus not reflect routme practlce by the HPs observed but the best poss~ble 
case 

W~thout adequate observat~on of labour ~t w~ll  be d~fficult to perform necessary tnterventlons m ttme 
On the other hand the lack documentation of labour often leads HPs to assume that the progress of labour 
is slow whlch In turns causes unnecessary mterventlons such as "yet another vagmal exam~nat~on" or 
lnjectlons to stimulate labour In the sample observed 10 out of 25 women rece~ved drugs to stimulate 
labour wh~ch 1s more than twce the rate as used In most labour wards In the UK 
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Care In tlus sample was prov~ded by spec~al~sts or those undergomg spec~al~st tralning As spec~al~st are 
concerned wth abnormal labour and dehvery, ~t may not be surprlslng that they were not very good at 
managlng normal del~ver~es The observer judged dellvery care as competent In 7/25 of cases and felt 
that support and strengthenmg of sk~lls IS requ~red In approx~matelv 22/25 of cases observed 

To reduce the r~sk of adverse outcomes of normal deltver~es ~t IS necessary to avo~d unnecessary 
mterventlon and to ensure mlnlmum standards of cleanl~ness and sterlhty From the data prov~ded ~t does 
not appear that these prlnc~ples are followed Changes In routme care for women In the ~mmed~ate 
postpartum per~od are l~kely to lead to more health gams for mothers and bab~es than changes dur~ng 
the antenatal or Intraparturn per~od 

B - 5 Referral 1 Transport (Table 214) 

Accord~ng to the d~str~ct  manager, phystc~ans from lower level unlts were asked to transfer cornpl~cated 
cases to the dlstr~ct hosp~tal tmmed~atelv He did not request that cr~t~cal  cases be accompan~ed or that 
telephone contact be made or an ambulance used The d~st r~ct  manager reported I workmg ambulance 
(Table 215) lnadequate transport was ~dentlfied as one of the main problems m the d~strict by the d~stnct 
manaeer 

Respondents In 1 1 f a c ~ l ~ t ~ e s  reported that they would refer to a MCH T h ~ s  could lead to useless delay 
a MCH mav not have the capaclty to deal wtth compl~cat~ons (Table 214) Only 7 f a c ~ l ~ t ~ e s  [out of 163 
reported that when referrals were made women would be accompan~ed by a health worker (Table 214) 
As th~s IS a self reported figure it may not reflect routlne practtce All respond~ng f a c ~ l ~ t ~ e s  [5/5] reported 
mformal follow-up (Table 214) Referral d~stances were generally short (14 + 11 k~lornetres and travel 
tlme was 22 mmutes + 13 mlnutes (Table 214) Gwen that quoted referral trmes often present the best 
poss~ble circumstances rather than the routme sltuatlon, tt IS l~kely that dec~sion to arr~val Intervals 
exceed 1 hour In more than 25% of cases referred Gwen the low case load of the d~st r~ct  hospital ~t IS 

hkely that lnstltutlons outs~de of Nasr d~str~ct  recewe referrals form rural health unlts and the MCHs In 
Nasr d~str~ct No ~nformat~on was available to estmate the dec~s~on arrival mterval to facd~t~es  outs~de 
Nasr d~st r~ct  

C DATA Oh HEALTH OUTPUTS AND OUTCOMES 

C - 1 Where Do Women In Nasr D ~ s t r ~ c t  Delwer and Who Delwers Them9 

We assumed that 2500 women delwer every year In Nasr d~strtct If 1995 DHS data for upper Egypt are 
apphed to Nasr 78 5% of b~rths take place at home (n=1963 12 1% in publ~c health f a c ~ l ~ t ~ e s  (n=303), 
and 9 1 % In prlvate facll~t~es (n=228) 60 9% are attended by dayas (n=I 522), 26 0% by doctors (n= 
650) 6 2% bv nurses/m~dw~ves (n=155), the rematnder (n=173) del~ver with relatives or alone 
Accordmg to the estmated health statlstlcs the d~st r~ct  manager sa~d  there are 2,026 b~rths In 1996 
(g~vrng CBR = 2211000,) (Table 112) These figures are lower than expected and reflect the under- 
reporting that 1s known to exlst In MOH statlstlcs 

The dlstrict manager has data from reported 732 (rather than est~mated) del~ver~es for 1996*(Table 111 8) 
Fac111tv based data suggest that at least 306 del~ver~es occurred In faclht~es during 1996 (table R2) It is 
unclear where the del~ver~es wh~ch were reported to the d~str~ct officer occurred Presumably they ~nclude 
all deliver~es conducted through the publ~c sector and mclude publ~c facll~ty and home based del~ver~es 

'All these del~ver~es were reported to be normal del~ver~es" 
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attended by the publ~c sector providers The facll~ty based survev reported only that only 17 b~rths had 
occurred at the Nasr D~strict Hosp~tal durmg the period Jan to Dec 1996 Nme of the 10 facll~ties v~s~ ted  
reports births In 1996 Only 3 lnstltutions In Nasr dlstrlct reported fewer dellver~es (0 3,15) but 6 
lnstitutlons reported more deliveries than the d~strict hospital (25,35,40 50,51,70) for 1996 

For the second quarter of 1997 13 facil~t~es reported 129 births"3 were recording b~rths but had no blrth 
to report) (ROIR2) The number of births recorded dur~ng the first 3 months of 1997 is more than 1/3 of 
the total for 1996" These changes In reported births may be Important as prevlous requrrements are 
used to calculate needs for supplies and drugs 

Not all del~ver~es reg~stered In facllit~es actually occur in the facil~t~es Indeed only 138 of the 306 (45%) 
del~verles reported by facillties In 1996 occurred in Institutions with beds During the second quarter 
1997 10 of the 129 reported deliveries occurred in the distr~ct hospital (average 0 8/weeks = 40lyearl) 
and 74 in institutions without beds (W2) If the trend estabhshed in the first quarter of 1997 were to 
contlnue for the rest of 1997 one would expect 5 16 births In publ~c facillties (compared to an est~mated 
303 in publlc facll~ties from the DHS) (W2)" This would account approximately 1/5 of all dehvertes 
(20 6%) 

C - 2 What Are the Health Statistics for Nasr ? 

Neonatal and Infant Mortaliry 

The 1995 DHS data for rural upper Egypt reports the neonatal mortality rate as 49 per 1000 and the Infant 
mortalltv rate as 105 per 1000 In Nasr, th~s  would mean 123 neonatal deaths and 140 post neonatal 
deaths maklng a total of 263 infant deaths per year For 1996 the distrlct manager has no data on 
per~natal , neonatal or post neonatal losses The number of early and late neonatal losses for the second 
quarter of 1997 was unknown too but 6 stillb~rths were reported to the dlstr~ct manager (table 1/18) 
Usmg the 129 blrths reported to the MOH from public health factlities for the first quarter of 1997 a stdl 
blrth rate of 46 5 1000 can be derwed This rate appears very hlgh12 

Maternal Mortalrtv 

If we assume an maternal mortallty ratlo (MMR) of 2 17 per 100 000 llve blrths (based on the maternal 
mortal~tv ratio for upper Egypt) there would be on the order of 5 or 6 maternal deaths in Nasr No data 
were avadable on maternal deaths at the d~str~ct  level (table 1/13,1/18) 

'For the second quarter of 1997 the number of total dellverles known to the d~str~ct manager was 233 the 
number of normal delwertes was gwen as 239 5 cases of sepsls were known wh~le no data was available on other 
dellvery compllcatlons (Table 111 8) 

l o  This may reflect mproved utilisatlon or seasonal fluctuat~ons However unproved record keepmg 1s 
the most llkely explanation 

"This assumes no major seasonal fluctuatlons In the number of lnst~tutional deiiver~es 

" Typically stdlbirth accounts for '/3 to !4 of all cases of perinatal loss However even assummg that all 
pennatal losses have been misclasslfied as st~llblrth the permatal mortallty rate appears high even for a poor country 
The calculated rate should be taken with caution Reported births and st~llbuth may not come from the same sample 
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What Are Cotnpltcatlon Rates) 

W~th 2 500 blrths In Nasr, 250-375 women are expected to have compl~cat~ons based on an assumption 
of 10-1 5% 111 I996 slightlv more than 12% 1306 of 25003 of women delwered In publ~c health facll~ties 
(W2) it is poss~ble that women w~th compl~catlons are reachmg health servlces 

The d~strict manager has data on 732 del~veries all of whch were normal the d~strlct directors data would 
thus md~cates that 0% of the necessary treatment for compl~cated cases was provided Usmg health 
fac~l~ty  data of 1996 we found 17 reported births at the d~st r~ct  hosp~tal and a further 121 at other 
facil~ties w~th beds Usmg the very best assumptlon that all of these 138 del~ver~es wh~ch occurred m 
lnstltutlons w~th beds experienced compl~cat~ons and that these complicat~ons were appropr~ately 
managed 3655% of the dlstr~cts need for BEOC would have been met It n likely that the true figure is 
closer to 0 than to 55% as the majorlty of women delwerlng In mstltutlons have no complicat~ons 

Compl~cations could also occur In facil~t~es w~thout beds However, because such facd~ties may refer 
women with complications to the d~st r~ct  hosp~tal ~t 1s not easy to est~mate absolute number of 
compllcated cases managed bv the publ~c sector Oust add~ng up reported compl~cat~ons would lead to 
double counting) whlle Ignoring them (as done here) would d~scount the effect of any treatment prov~ded 
at more per~pheral unlts (eg atonlc uterine haemorrhage can be effectively controlled w~th oxytocic drugs 
in the majorltv of cases) 

These data on maternal and pennatal complicat~ons for 1996 are thus of poor qual~ty and the health 
fac~lity data for the second quarter of 1997 are not any better No data on the frequency of spec~fic 
compl~cat~ons was available at distr~ct level or health fachty for 1996 Dur~ng the second quarter of 
1997,6 delivery compl~cations, 28 cases of anaem~a 5 cases of seps~s, and 6 st~llb~rths were mentioned 
among the 239 del~veries reported Thls would suggest that compllcat~on rates in Nasr are at the mdeed 
In the reglon of 5 to 10% l 3  Standards of report~ng of pregnancy and dellvery and ~ t s  compl~cations in 
Nasr were too poor to allow any further estimates of compllcat~on rates Greatest care should be taken 
when interpret~ng any rate provided in tli~s report as the majorlty of the rates are based on assumptions 

C - 3 Summarv of Data on Outputs and Outcomes 

According to the distr~ct manager, 17 of 21 facllit~es In Nasr prov~ded complete MCWHIS forms 
promptly for the month of June 1997(Table 1/13 119) Notably, no forms were returned form the MCH 

There are generally low percentages of personnel tramed to maintam and analyse and use the data More 
nurses were trained than anv other health provider to maintain data The percentage of tramed nurses 
ranged from a low of 0% m Nasr and I I% m Edfu, to 44 4% m Daraw and 47 4% m Nasr (TNA 3 213 3) 
Moreover reportmg is only the ~nltial requlrement for an HIS interpretat~on and use of data to change 
practlce IS a greater requirement and also needs tralning 

The under-reportmg compared to expected numbers of b~rths, deaths and compl~cations, the lack of 
reglster books and the lack of use of data for management all glve reason to belleve there are major 
problems w~th the data on health outputs and outcomes 

I3Thls 1s a bold assumptlon as double recordmg is ilkely (a mother wlth anaemla and sepsrs may well have 
a stillbirth whrch of course would all classify as complicated delivery) 
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The analys~s of data for all of Aswan and Luxor suggest there IS no mechanism In place for technlcal 
supervlslon of work The supervwon system seems not to be properly fulfiiled at all levels In the 
cl~n~cal/techn~cal aspect, there 1s lack of clar~ty In the line of hlerarch~cal supervlslon (TNA 3 4) By thts 
we mean supervlslon by someone who IS competent to revlew the content of the work rather than 
admlnistrat~ve thmgs l~ke staff absenteeism 

Th~s  general plcture was also the case In Nasr Wh~le all fac~l~tres reported supervlslon [I 611 61 (Table 
211 7) gu~dance and tralnlng was only reported by 14/16 of facll~t~es Where provrders reported hav~ng 
supervlslon the categories of person prov~drng the supervision were erratlc and suggested that the 
majorlty was not techn~cal supervlslon (see table 3/6) 

No mformat~on about job descript~ons In Nasr distr~ct was prov~ded (Table 1/5) In general In Aswan 
and Luxor job descr~pt~ons for each health profess~onal are not available m most any health faclllty In 
add~t~on health prov~ders are not famlhar w~th the~r funct~ons (TNA1 2) 

The Nasr d~st r~ct  manager encourages d e n t  frlendly practices by lnstructmg staff to prov~de a good 
qual~ty servlce and to prov~de Integrated care In all d~strlcts there 1s a very hlgh degree of chent 
satlsfact~on toward chent fr~endiy practlces of the health prov~der However, ~t IS to be noted that many 
of these women do not have an alternatwe outlet health facll~ty, they are hlghly tolerant and do not know 
what to expect from the health provider Moreover, the cl~ent friendly envlronrnent should be judged 
combmed w~th other elements affect~ng fr~endly atmosphere (TNA 2 3) and technlcal competence and 
effectiveness 

D - 2 Protocols 

No standard protocols on essent~al maternal and permatal case management are ava~lable (TNAI 3) 
Consequentlv there IS no programme for tralnlng on essent~al obstetric and pennatal case management 
protocols (TNA 1 4) and no programme for tralning of tra~ners on emergency obstetr~c case management 
sh~lls (TNA1 5) Health prov~ders also lacked tralnmg In essent~al maternal and permatal case 
management protocols or emergency obstetr~c case management sk~lls (TNA 1 6) There 1s mln~mal m 
servlce tralnlng for GPs In the field of prenatal (22%) and post partum packages (15%) Other health 
prov~ders are offered negl~g~ble In servlce tralning (TNA 2 1) There IS no clear funct~onal monltorlng 
svstem to monltor post tralnlng performance although all interwewed pol~cy makers stated they have a 
monitoring system to monltor post tralning performance (TNA 2 5) 

In Nasr onlv one general practitioner tntervrewed used protocols (table 3/2,3/3) As m the rest of Aswan 
and Luxor Governorate health provtders st111 do not monltor dellvery by partograph and these are not 
ava~lable In any health fac~l~ty  (TNA 1 9) 

Observat~on showed that poor ~nfectlon prevention and control procedures (prenatal, dellvery and post 
natal) Those practlslng mmmal bas~c procedures were no more than 2% In prenatal and 28% In post 
natal before and after conduct~ng the dellvery (TNA 1 8) 
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D - 3 Logistics 

The Nasr d~s t r~c t  manager reported that suppl~es were ordered at regular ~ntervals according to a set quota 
system" Shortages of drugs and suppl~es was a problem partlcuiarly for a n t ~ b ~ o t ~ c s  and 
antlpyret~cslanalges~cs As In most other d~str~cts  drugs and supphes were transported by facll~t~es every 
three months (table 116 117) The lack of transport fac~l~ties was not percetved as a mam obstacle w ~ t h ~ n  
the distr~ct (table 1/14) but was ment~oned as a key problem w ~ t h  regards to procurement and 
d~s t r~but~ons  of drugs and supphes (table 118) 

E ACTIVITIES OF PROVIDERS DOING DELIVERIES 

40 prov~ders were lntewlewed In Nasr of whom 23 (58%) actuallv prov~de care durmg del~ver~es and 24 
hour emergencv care (Table 3/2)15 

F DAYAS (Table 1/15) 

Nasr reports 45 regmered dayas all of which have been tra~ned slnce 1994 All dayas have recewed 
refresher tralnlng It also est~mates there are 30 unregistered dayas mak~ng a total of 75 dayas Assummg 
1522 blrths attended by dayas suggests they are dolng a average of 20 delrver~es a year (during 1996 the 
entlre d~s t r~c t  hosp~tal recorded 17 del~venes') No mformat~on concernmg t h e ~ r  actlvltles or standard 
of care was ava~lable form the survey 

''Drug supply based on a quota svstem may lead to massive over supply if the lnstitutlon recelvlng the 
drugs 1s not attended by a sufficient number of patlents requmng these drugs Thls may well be the case of the 
obstetric services at Nasr district hospltal (eg Kanamycm) 

 able 312 states that 23 health workers providers dellverv care and 26 prov~de 24 hrslday emergency care 
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DISTRICT PROFILE 

1 ANTENATAL AND POSTNATAL CARE 

I - LNTRODUCTION 

Antenatal care IS a traditional component of maternity care that IS often emphasized as part of prrmary 
health care Women are usually adv~sed to seek antenatal care early, and to have a mimmum for four 
vis~ts The purpose of antenatal care is to detect and treat problems in pregnancy, to promote healthy 
practices using health education, and to ~dent~fy women at r~sk of complicatrons m order to ensure more 
skdled care for such women Postpartum care is also advocated, usually in the form of a single check-up 
at six weeks 

However recent reviews care call into questlon the effectiveness of antenatal care practrces in reducmg 
mortality and morb~dity in the woman and child (Rooney WHO 1993, Chalmers) While some 
lnterventrons are of sctentifically proven effectiveness for detecting andlor treating the problems in 
pregnancy are those wh~ch detect and treat anaemla, detect and treat rnfectron (including STDs), and 
detect hypertension Others are part of traditional med~cal practlce (such as detecting fetal heart), but 
are not necessardy effective ( ~ f  the fetus has no heartbeat, it is too late to do anythmg) 

Similarly, information education and communication (IEC) are important r~ghts of women, and may 
necessary for communicating essenttal ~nformatron (I~ke where one can dehver) Nevertheless, there 
IS no good evrdence that health educatton and counseling Interventions change behavtor (Oakley, 1995) 

Fmally the use of high r~sk screening to pred~ct compl~cat~ons IS not an effectwe way to organlze 
maternity care One reason IS that rrsk factors used to screen women grve too many false posltrves 
(women who have the risk factor but no subsequent problem) and too many false negatwes (women who 
have no risk factors but subsequently develop a problem) Another reason IS that women ~dent~fied as 
htgh risk often fat1 to deliver In the recommended place 

Gwen the lack of evidence of efficacy of ANC, some people are also questioning the number of antenatal 
visrts requrred WHO is conductmg multl-centered trtals to examine the value of a reduced reglmen of 
4 vrsrts compared to standards of 12 or more v~sits and various practitioners In the US and UK are 
expertmenting with 'do it yourself antenatal care and s~ngle antenatal assessments 

1995 DHS data for upper Egypt show that 28 2% of all women report havmg antenatal care There are 
marked differences In urban and rural areas (5 1 2% and 20 8% respectively) A total of 20 8% have 
antenatal care and tetanus toxoid ~mmunlzatlon whde 7 5% have antenatal care w~th  out lmmunlzatlon 
A further 45 5% report have tetanus toxoid only wrthout any antenatal care, bnngmg the total of women 
~mmunized for tetanus toxo~d to 66 3% (33 OYO have no lmmunlzation 23 9% have one dose and 42 4% 
have 2+ doses) Tetanus toxo~d coverage has Increased dramattcally followrng public education 
campargns 

Although coverage of antenatal care 1s low, those women who do have antenatal care seem to use 
servrces frequently 63 5 In upper Egypt have four or more vrs~ts In Egypt as a whole, the median 
number of vtstts IS 6 5 and most women go fairly early, at a medlan of 2 9 months, and 92% have 
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attended bv the 6th month Quailtatwe work m Aswan and Luxor shows that women seek thew antenatal 
care from a varlety of prov~ders, often swltchmg In the 1995 DHS for upper Egypt, 100% of those who 
had had antenatal care reported seelng a doctor (when asked about the most skllled ANC provider) 5 9% 
of all women used publlc sector servlces, 22 6% used prlvate sector servlces and 0 2% used both prrvate 
and publ~c sectors Thls means only 22% of women who use ANC use publlc sector serwces 
((5 9%+0 21/28 2%) The percentages of publ~c sector use among those usmg ANC for urban and rural 
upper Egypt are 24% and 20% respect~vely Th~s  suggests rural residents are not only less llkely to use 
ANC servlces but are more llkely to pay for prlvate ones 

Less research has been done on the value of a postpartum checkup Many complications occur 
~mmedlately postpartum or In the few days following dellvery The presence of skdled professional at 
t h ~ s  tlme would probably have an Impact However, the convent~onal timing for a post-partum check 
IS 6 weeks Wh~ie t h ~ s  may be an appropriate tlme for some aspects of postpartum care such as fam~ly 
plannmg, it is unllkely to address problems such as post-partum hemorrhage Data from the 1991 
PAPChild survey for upper Egypt ~nd~cates 21 2% and 12 2% of women have a postpartum checkup In 
urban and rural areas respectlvelv 81% and 85% of such check-ups respecttvely are done by doctors 
In urban upper Egypt, a further 10 4% are done by nurses The remalnder are done by dayas 

Luxor has an estimated 12,000 b~rths per year If each woman had one antenatal care vlslt In the publ~c 
sector, 12 000 first vlslts would be expected If women had the recommended 4+ In the publ~c sector, 
then at least 36 000 repeat vls~ts would be expected, makmg a total of over 48,000 antenatal vlslts per 
year If all blrths had one postpartum follow up vls~t Luxor should expect 12,000 postpartum check-ups 

B IS LUXOR PREPARED TO PROVIDE ANTENATAL AND POSTPARTUM CARE9 

B-1 Antenatal and Postnatal Care Infrastructure 

Luxor as many as 29 facllitles capable of prov~d~ng antenatal and postnatal care 2 MCH centers, 2 or 
4 urban health center 3 rural health centers, 16 rural health unlt 1 rural hospltal, 2 dlstr~ct hosp~tals and 
a general hospltal (A2) Luxor also has 15 other voluntary sector fac~l~t~es ,  57 clm~cs, and 20 prlvate 
oblgyn clln~cs It IS worth findmg out what these are and what servrces they may provlde (1119) 
Accordmg to the dlstr~ct manager, there are no NGOs actlve In maternal health m the Luxor dlstrlct 
(1117) 

All publ~c sector facil~t~es In Luxor (except hospitals) appear to be lnvolved m prov~d~ng antenatal and 
postpartum care accordmg to the distr~ct manager Hours for such servlces should be 8 30 to 2 00 pm 
SIX days a week Hospitals prov~de ANC from 8 30-1 1 00 6 days a week They do not provlde 
postpartum servlces (119) However, accordmg to fachty managers not all prov~de SIX days In 
particular the 2 MCHs, 1 urban health centre and 3 rural unlts and one rural hospltal prov~de antenatal 
care 2 days The other rural hosp~tal 2 rural health centres and 7 rural health un~ts provlde ANC 1 day 
a week Fac~l~ttes prov~de sllghtly less than SIX hours per day on average, and 4 facll~tles provlde only 
4 hours of care One MCH hosp~tal prov~des 4 hours of care and the other prov~des 7 (Tll) 

Twenty four f a c ~ l ~ t ~ e s  were vislted In Luxor (all except 2 urban health centres which may not exrst, 1 
rural health centre and 2 rural health un~ts) All 24 prov~ded antenatal care, and 23 provtded post parturn 
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care (211 ) None can provide ultrasound scans but 10 can do laboratory hemoglobm and 2 1 can analyze 
unne(212) 

20 of 24 health facilities visited In Luxor had regular water, and 19 of 24 had electr~city Less than half 
(1  1 of 24) were judged to be In good cond1t1on(2/14) 15 fac~lit~es had waiting areas, but only 9 had 
cham Around half of maternal exarnrnation rooms were inadequate Only 14 had an examination table, 
9 had stools for the doctor and only 14 allowed prlvacy Only one fifth (5 of 24) had a working 
telephone (215 211 4) 

14 antenatal users were mterviewed in Luxor, two th~rds (9 cases) in the fac~l~ty  ~tself (410) These 
women were not selected at random They reported taking on average 15 minutes to get to the facd~ty 
and 0 9 kilometers was the average distance (411) Most traveled on foot (9 cases), the remaining 5 took 
a m~crobus or tax1 Those who went by veh~cle pa~d on average 60 piasters (between 50-80) 12 went 
alone and 12 went w~th relat~ves or ne~ghbors (4/2,Tl2) 

These data suggest an ava~lable phys~cal mfrastmcture, that is relatively accessible to those using the 
service Data for Egypt In general show most women have easy geographical access to services but ~t 
is not poss~ble to judge if those not usmg servlces are put off by cost or d~stance Qual~tatlve data 
suggest this is not the case and that women who use servlces seem w~lling to travel to seek them 

EL2 Drugs and Equ~pment 

In Luxor and Aswan governorate tn general, shortages of Iron tablets were reported by 30% of fachty 
managers and 24% of health prov~ders The shortage figures for vaccmes and antib~otics were reported 
by health fac~lity managers as 35 8% and 52 8% respectwely and by health providers as 26 5% and 
20 9% respectively (B7) Within the 24 facllities mventoned for drugs and equipment, 7 of 24 
facllities had shortages in ant~biot~cs and 4 of 24 had mentioned shortages in lron (218) Overall, 21 of 
56 providers mterviewed m Luxor reported drug and supply shortages (3118) One facility in Luxor had 
ANC service protocols with one nurse and one GP tramed to use them (211 8) 

Shortages in basic equipment were reported by 28 of 56 health providers (3118) However, 23 of 24 
facil~t~es have work~ng sphygmanometers and most have several All f a c ~ l ~ t ~ e s  have stethoscopes (2120) 
All fac~l~tles have boilers and 17 of 24 have autoclaves All have thermometers (2120) 

B-3 IEC Mater~als and Sess~ons 

I l e  Luxor d~strict manager appears to have some IEC material largely posters and flrp charts on tetanus 
toxo~d vaccme and neonatal care (1116) According to fac~l~ty managers, three (of 24) had matenals 
on antenatal care, 16 on breast-feedmg, 7 on the proper way to breast-feed, 1 on at risk pregnancy, 8 on 
'IT immunization and 10 on neonatal care (2112) 

In the prevlous three months the d~strlct manager reported two meetlngs in Luxor on the ~mportance of 
breast-feeding antenatal care, vaccination and ORS (1117) 14 of 24 health facihty managers also 
reported havmg held group meetmgs and 18 of 24 provided home v~sits (2113) 
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B-4 Actual Pract~ce of Antenatal Care 

As a absolute mmmum requirement routlne antenatal care by health care prowders (HPs) should ensure 

* that prophylactic or therapeut~c iron medicat~on IS prov~ded to all women at risk of anaem~a in 
pregnancy 

* that tetanus toxo~d IS glven to all women with Inadequate tetanus vaccmatlon 
* that all women know how to receive skilled care In case of pregnancy complicat~ons 

According to Providers 

49 of the 56 prov~ders in Luxor participated In antenatal care and postpartum care(312) Among the 3 1 
mvolved In receiving ANC patients, the following results were obtalned when providers were asked what 
they did reasons for v ~ s ~ t  and a medtcal h~story were frequently taken (25 each) Ask~ng informatton 
on personal details also ment~oned (20 prov~ders of 3 1) The most common measures ment~oned were 
blood pressure (22 of 3 1) and weight (22 of 31) Urtne and blood measures were not ment~oned 
frequently (1 1 of 3 1 each) Most also explamed what women should expect (29 of 3 1) and some (6 of 
3 1) ment~oned where to go (for delivery?) (314) 

According to Women 

24 exit Interviews were conducted In Luxor These women were not a random sample Women sought 
care to get tetanus toxo~d (17 of 24) or because they felt t~red (111) (4 of 24) Three went for a regular 
checkup (411 1) In Luxor most planned their delivery at home (10 of 24) and 5 planned to use a MOH 
facil~ty (411 2) 1 1 of 24 preferred physlc~ans for dellvery and 8 preferred nurses(4113) Women with a 
pervlous dellvery had paid up to 150 pounds for their delwery, w ~ t h  an average of 33 pounds (Tl4) 

Of 24 women interviewed, 19 were recewed by nurses All felt welcome and that the person receiving 

them was welcoming Most felt the waitlng place as very comfortable (21 of 24) or somewhat 
comfortable (2 of 24) (413) All 24 saw a nurse and most saw her r~ght away or after 5 mlnutes T h ~ s  
was judged reasonable by evervone (413 415) 13 of 24 also met wlth physic~an, and on average waited 
33 mlnutes to do so (though 3 woman watted between and hour and an hour and a half) Physic~an were 
all frtendlv and polite (416) 

8 of 13 who were exam~ned by phys~c~ans were exammed with prlvacy Three of the five who were not 
seen privately were bothered by this A hlstory was taken and durat~on of current pregnancy m 11 of 
13 women Of the important actlvltles (examtnmg the heart with stethoscope, measuring blood pressure 
and examining the abdomen), 7, 10 and 10 women out of 13 were examined respectively (417) For six 
women one of these three aspects of antenatal care was a failure (Tl5) Weight was a common 
measurement taken (8 of 14) cases He~ght urlne and blood were less frequent (6, 4, and 1 cases 
respectively) (415) Other activltles ( ~ e  examlnlng breast, gynecologic exam and ultrasound) were done 
less frequently 8 4 , 2  respect~vely (417) As there IS no evtdence these activities are needed routmely 
in every vwt th~s  may not be a problem Nme of 14 were glven TT lnject~ons In then current and seven 
had been given one before Three had not been glven one e~ther at the current visit or earher (Tl6) Five 
were glven iron pllls and 9 given other unknown med~cations (418) 

Commun~cation was not good as only 6 had ~t explamed to them what as being done and why (417) 
Adv~ce was also given to 6 women on personal and breast hyg~ene, exercise and nutrition though again 
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there IS no evidence this works (4/8) 9 of 14 women (64%) were adv~sed on risky s~gns or pregnancy 
and how to act if r~sky slgns occur Also, place of dellvery was only discussed with 6 cl~ents T h ~ s  IS 

a m~ssed opportunity Only 8 women were told when to come next (418) 

13 women were sattsfied w~th servlce citing the fr~endiy reception and the curatlve treatment as reasons 
The only d~ssat~sfied women sa~d she was not exam~ned as expected Women felt the service could be 
made better with more tests more examlnatlons and ultrasound (5,2 and 3 respectrvely) 12 sa~d  they 
Intended to come back and all would recommend the facrhty to others (419) Overall In Luxor and 
Aswan, 59% of women had an accessrb~l~ty card and 96% of women brought the~r  card with them In 
Luxor 8 women had an access~b~l~ty card and 7 brought ~t wlth them (4f10) The other 6 women were 
never given one 

9 of the 14 women had had a prevlous vrs~t In prevlous visits, most (8 of 9) were given dates for 
revrsltmg and 7 of 9 were explamed rrsk factors and how to act, and counseled on nutrrt~on and personal 
hvg~ene We~ght and blood pressure were measured rn 8 of 9, 6 say they had a chance to ask questrons 
and all 6 were grven helpful answers (4114) Most ( 1  1 of 14) v~s~ ted  other facilltres, largely prlvate 
oblgyn ( I0 cases) and the health Insurance facility (1 case) (411 5 

Most of the 10 women with a prevlous dellvery were not vrs~ted after dellvery (8 of 1 O)(4/ 18 5 of 10 
had delivered In the general hospltal(4/ 18) 

Accordrng to Observatron 

48 antenatal prov~der - user lnteractlon (v~s~ts)  were observed by a spec~alist obstetrlclan 3 antenatal 
vls~ts were observed in a general hospltal 18 In a d~strict hosp~tal and 27 in a MCH centre The sample 
of antenatal v~srts was not chosen by random and IS not spec~fic for any Governorate or d~st r~ct  
However we stdl belreve that many of the find~ngs would be s~milar m other unlts 

The data provlded show that the observer percerved the servlce as fr~endly (44 of 48) When meetlng a 
mother all (48 of 48) HPs welcomed and most HPs reassured her (34 of 48) but only 8 of 48 HPs 
explarned clearly to the woman what wlll be done 

The obsener assessed prenatal history takmg as Inadequate m 'A of observat~on (13 of 48, 1 In a d~str~ct  
hosp~tal and 12 In an MCH) T h ~ s  does not appear a harsh judgement as most HPs drd no ask about 
prevlous compl~cat~ons of dellvery and only 25 of 48 asked about bleedmg m the current pregnancy 2 
of 12 cases w~th symptoms or h~story suggestive of rheumatlc heart drsease' and none of the 10 women 
who had antepartum vagrnal bleedmg2 were appropr~ately rdent~fied by HPs Accordmg to the data 
prov~ded 423 women had pregnancy problems worth reportrng as assessed by the observer However, 
antenatal history was appropriately recorded by only 29 of 42 HPs 

'Accordmg to the Nat~onal Maternal Mortality Study Egypt 1992-3 MoH Chlld Surwval Project Catro 1994 
cardlac d~sease (malnly caused by rheumatlc heart dlsease) accounts for 13% of all maternal deaths In Egypt Only 
postpartum haemorrhage and hypertenswe disease In pregnancy cause more maternal deaths 

In a random sample of 50 women one would expected no more than 2 women wlth antepartum bleedmg 

'Th~s 1s a h ~ g h  prevalence of compllcat~ons and 1s unl~kely to be slmllar m the general population 

5 
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Pr~or to antenatal physical exarnmatlon only 4 HPs explained to the mother what they were gomg to do 
and only I washed h ~ s  of her hands All 15 women who attended for the~r  first vmt had thelr heart 
auscultated but 14 of 15 had the~r blood pressure taken correctly and only 2 of 15 had their chest 
examtned at all 

The fetal presentation and he was determ~ned In all women (>28 weeks) attend~ng at dlstr~ct hosp~tal 
level (9 of 9) but less than !4 (12 of 25) the women (>28 weeks) attend~ng MCHs for antenatal care4 
More lmportantlv when perform~ng a vag~nal examination only 1 of 15 of HPs took mmnnurn antlseptlc 
precautions and used clean gloves5 As In all other observat~ons of HP actlvitles, recordmg of antenatal 
exammatloll findlngs was often defic~ent (17 of 48) 

Antenatal laboratory investigations were relatlvelv frequently performed but only l/3 the women attendmg 
at thelr first v~sit had the~r VDRL (test for syphilis) checked Nearly all women had some kmd of 
laboratory Investlgat~on, but less than % of findlngs were correctly recorded m the chent's record and 
only !h were correctly mterpreted 

Health educat~on In the antenatal c l ~ n ~ c  was deficient, too Only !4 of all women attend~ng durrng the 
th~rd trlmester recetved mformat~on about the Importance of vagmal bleedmg and only 7 of 48 were 
mformed about the slgns of pre-eclampsia and antepartum bleedmg Antenatal care by a senlor doctor 
d ~ d  not guarantee better care as only ?4 (3 of 4) of the senlor doctors who saw women m the thrrd 
trimester mformed them these two risks 

The data do not permlt an analys~s of the HPs attltude and actlvltles to preventing anaemla (is lron 
supplementation glven rout~nely or not?) 

The observer assessed less than !4 (2 1 of 48) of the providers as competent m prov~drng antenatal care 
and suggested that 34 of 48 would benefit from efforts to strengthen and support thelr sk~lls 

C-1 Where Do Women Seek Antenatal and Postnatal Care? 

Luxor should have 12,000 new antenatal vls~ts and at least 36,000 repeat vlslts per year In practlce only 
6 1% of women In upper Egypt use publ~c sector servlces, whlch would mean 7320 first vlslts and at least 
3 tlmes that many repeat v~slts (21,960 rev~s~ts) 66 3% (or 7956) women have at least one tetanus 
toxo~d 1mmunlzatlon The bulk of those gettmg ~t w~th  antenatal care are uslng prlvate prov~ders, but 
~t 1s unclear where the remainder are getting ~mmun~zed These women may be uslng publlc sector 
servlces 

Accordmg to the dlstr~ct manager data Luxor health facil~ties report 3983 new antenatal care v~sits In 
the year 1996 Th~s  would suggest 33% pregnant women used publlc facilltles (this seems high unless 
tetanus toxo~d alone merlts recordmg as a new antenatal care cllent) In the second quarter of 1997, the 
number was 2385, grvlng 9540 per year Rev~s~ts were 5006 and 2355 for 1996 and the second quarter 

4The value of routmely determmlng the fetal he before 34 weeks gestation a uncertam 

 he value of vagmal exam~nat~on m pregnancy IS uncertam and routme vaglnal exammations are not 
performed m the UK at any tlme before the onset of labour 
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of 1997 respect~vely) mak~ng the average number of vrsits to publ~c facilit~es between 2 3 and 2 0 (111 8) 
Frve facrl~ties reported antenatal vis~ts for 1996 1 rural district hosp~tal 3 rural health unrts and an MCH 
These ranged from 120-308 and totaled 104 1 the greatest number being at a rural health unlt However 
In the second quarter of 1997 all facll~t~es except the central and drstr~ct hosp~tal and a rural unlt 
reported antenatal vls~ts The greatest number of vlsits was In a rural unlt (n=160) Vls~ts In other 
facll~t~es ranged between 20-143 (the MCHs were 50 and 59) Altogether 1424 first vis~ts were reported 
wh~ch 1s about 47% of all expected blrths In the same quarter Nevertheless, the average numbers of new 
cl~ents seen IS between less than one per day and less than one per week The exceptions are a few rural 
units wh~ch see sl~ghtly less than 2 new cl~ents per day Even addmg revisits does not give a very heavy 
workload as these just sl~ghtly more than double the workload 

If we look for statlstrcs on the content of care, notably at tetanus toxo~d lmmunlzatlon and cases of 
anemra we find the follow~ng In 1996, 10 facil~tles reported rmmunizatlons (rangmg from 90-1 80 per 
facllity 19 facll~t~es reported In the second quarter of 1997 (all except the district and general hospitals 
and 2 rural health unlts The range was between 8 and 87 and totaled 91 7 Anemia reported by facll~t~es 
rn 1996 ranged from 50-120 and totaled 230 In the second quarter of 1997, anemia cases ranged from 
2-60 per facllty and totaled 137 cases 

Luxor should also have 12,000 postpartum check-ups ~f all b~rths were followed up postpartum, but In 
practice the number is est~mated at sl~ghtly over 12% (n=1440) The expected number In the publ~c sector 
1s not known No data on actual postpartum vrs~ts were avadable from the governorate level for e~ther 
the woman or the Infant (111 8) Among facil~t~es (up to 6 reported data), there were total of 270 vlslts 
(range 50- 120) In 1996 and a total of 132 (range 6-60) In the second quarter of 1997 This 1s less than 
one chent per day (Tl6) 

C-2 What are Reportmg and Record~ng practlces3 

Accordrng to the d~st r~ct  manager all health facll~ties have the new reg~stration forms and 21 of 24 
prov~de complete MIS forms and review data (1112 1113) With~n the facilities, we found 23 of 24 
facll~t~es 111 Luxor had forms and 2 1 were using the new forms for antenatal 1 st vlsit, antenatal revlslt 
and 9 were usrng them for postpartum care (216) Facll~t~es reported uslng data to follow up cases (17 
facll~t~es) to detect community heath problems ( I  1 facilities) and to ascertain quallty of servlces (7 
facllitles) 18 of 24 facllrtres regularly not~fied reporting some events, largely by monthly report or other 
means (216) 

12 of 24 facll~t~es have persons tramed to use data. largely GPs and nurses but also ~ncluding clerks and 
stat~stlclans (TI71 When prov~ders were rnterv~ewed 15 of 23 rnvolved In recording tnformation sa~d 
they had been tra~ned to look at data quahty, but only 13 were trained on how to used data ( 311 7) The 
most common use of data (according to prov~ders) IS to monltor and evaluate performance and to wrlte 
reports(3117) 

D DISTRICT WIDE ISSUES 

Overall In Luxor and Aswan governorates health providers report that superv~sors typrcally visit e very 
two weeks though 45% are v~s~ted every 3-4 weeks For 5% of health prov~ders, the supervisor vrs~ts 
onlv every 3-6 months or even more mfrequently (313) Slightly over half of health providers are 
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mvolved 111 supervlslon themselves Few prov~ders have tramng In management (6 of 1 15 GPs and 1 
of 1 14 nurses) 

D-2 Referral 

42 of 49 providers mvolved in antenatal care reported referr~ng cases When asked what cases they 
referred 37 ment~oned preeclampsra 14 mentioned antepartum hemorrhage, 12 ment~oned diabetes 
Anaemia and abnormal presentation were also mentioned by 8 and 13 prov~ders respectwely Only 2 
communicate w~th f a c ~ l ~ t ~ e s  they referred to and 4 accompan~ed cases rout~nely 28 followed up on cases 
but th~s  was done informally by 21 of them The 6 prov~ders that d ~ d  not follow up chents stated ~t was 
not requ~red or there were no records (3116) 

In Luxor and Aswan governorates as a whole, most prov~ders reported being mvolved m antenatal care 
only 10 6% of nurse and 5 6% of oblgyns were not involved In antenatal care All GPs were mvolved 
In antenatal care There was less mvolvement In postpartum care 40 4% of nurses, 11 1 % of 
obstetric~ans and 8 % of GP were not involved In postpartum care (B8) Of the prov~ders, 49 of the 56 
mterv~ewed prov~de antenatal care and 46 of 56 provided postpartum care Of these 10 and 9 
respectivelv do so in the capaclty of asslstlng (312) 

30 of 56 providers i n  Luxor reported usmg IEC mater~al on tetanus toxo~d, and 31 on breast-feedmg 
positlonlng 14 d ~ d  not have IEC mater~als but most common were posters, fltp charts and brochures 
(3122) 

Tra~ning Overall in Luxor and Aswan governorates 25 of 115 GPs (21 7%) had been trained In 
antenatal care mostly In tramng centers (22 of 25) though some had been tra~ned m unlversrtles (3 of 
25) Th~s  uncluded preventatwe care procedures and anaemla durmg pregnancy, preventlve dellvery care 
and dehverv follow up procedures 17 of 1 15 (14 8%) had been tra~ned In postpartum care, again largely 
In tralnlng centers (15 of 17) Nurses were given less tramng than GPs However 14 of 141 were 
trained rn antenatal care (9 9%) and 6 In post natal care (4 3%) A further 14 (9 9%) were tra~ned In 
breast-feedmg (3110) Onlv one nurse reported using an prenatal protocol and a post partum protocol 
GPs and Obs d ~ d  not use these 
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2 DELIVERY AND NEONATAL CARE 

A POPULATION STATISTICS IN LII\OR GOVERNORATE 

Luxor Governorate has a total population of 375 5 15 186,148 are women, and an est~mated 70 353 (38% 
of all women) are women of reproductwe age (Table 111,112) 

1995 DHS estimates for upper Egypt provide crude blrth rates (CBR) and general ferttl~ty rates (GFR) 
of 34 511000 and 16411000 respectrvely If these data are apphed to the total populat~on of Luxor 
Governorate there are between I1 500 and 13 000 blrths per year m Luxor Dlstrict According to the 
health statistics the distr~ct manager sa~d  there are 10 229 blrths In 1996 (glvmg CBR = 27 311000) 
(Table 1/2) These figures are very slightly lower than expected and reflect the under- reporting that IS 
known to exlst In MOH statlstlcs This report w~ll  assume the figure of 12,000 blrths in Luxor 
Governorate 

B IS LUYOR GOVERNORATE PREPARED TO PROVIDE GOOD QUALITY OBSTETRIC AND NEONATAL 
( ARE' 

Accordmg to WHO recommendat~ons there should be one facility capable of prov~dmg comprehens~ve 
essent~al obstetr~c care (CEOC) and 4 baslc essential obstetr~c care facilit~es (BEOC) per 500,000 
populat~on Accordmg to these crlteria 1 CEOC (from among 1 General hospital, two district hospitals) 
and 3 BEOC (could be selected from the 2 distr~ct hospitals, 2 MCH Centres and 1 Rural Hosp~tal) would 
be adequate for Luxor Governorate with its population of 3753 15 

We ~nvest~gated the d~strict of Luxor Governorate to check ~ t s  preparedness to prov~de EOC and found 
the bulldlng mfrastructure to be In place Most public facilities sa~d they were available ( ~ n  principle) to 
prov~de EOC 24 hours emergency care but ~t IS likely that most facilities are severely l~mited by the fact 
that they have no beds and that the~r openlng hours are restricted from 8 30 am to 11 00 am or 2 OOpm, 
SIX davs a week (Table 119) Facility based data however suggested that 17/24 facll~ties offer dellvery 
servlces and 18/24 emergencv servlces for infants on a 24 hour basis Two facilities had a 24 hour on call 
obstetr~c spec~al~st and 2 had 24 hour paed~atr~c spec~alrst servlces (Table 213) It rema~ned unclear how 
a 24 hour service can be prov~ded In instltutlons w~thout inpatlent fac~lit~es and w~th 5 hours opening 
timetdav 

B-1 Preparedness of the CEOC Factl~ty 

According to the d~st r~ct  manager Luxor governorate has a total of 1384 beds In publrc and 482 beds 1 

n private health facll~t~es It has 13 1 maternlty beds In the General and dlstr~ct hosp~tals Luxor's main 
publrc fac~l~ty conduct~ng blrths IS the General hosprtal Accord~ng to the hospltal d~rector, the faclllty 
has 20 1 beds and 22 maternlty beds The d~str~ct  hosp~tals have 70 and 22 beds and 15 and 3 maternlty 
beds' T h ~ s  agaln is much more than adequate as judged by WHO standards (24 maternlty beds per 
d~strict hosp~tal servmg a populat~on of 500 000) 

The General Hospltal has a covered waltlng area for women wh~ch IS judged suffic~ent and well 
mamtamed It has an appropr~atelv equ~pped and maintained maternal examination room (w~th 

'~ccording to the dismct manger the General Hospml has 528 beds and 53 maternity beds and the dlstnct 
hospitals have combmed 5 10 beds and 28 maternity beds 



Annex [A] - Dr~~rrcr Profrle Luxor Governorate/Delzverv and Neonatal Care 

examinatloll table) The dellvery room IS well prepared and prov~des adequate prlvacy and hghting The 
overall assessment of the dellvery room was good as was the butldmg m general Data were not collected 
on the operating theatre The only crttlcism of infrastructure In the General Hospltal was a lack of 
prlvacy In the maternal exammatlon room 

Ne~tlier ot the d~st r~ct  hosp~tals has a maternal waiting area The larger distrlct hosp~tal has a well 
ma~ntamed iiiaternal examination and dellvery room Agam the only criticism of thts hospttal was a lack 
of pr~vacy In the maternal examlnatlon room The smaller d~strlct hosp~tal has no maternal exammation 
room and the dellvery room was judged to be inadequate in every aspect as was the general condition 
of the bulld~ng 

In terms of staffing for emergencv funct~ons the General Hospital has 4 anaesthes~olog~sts, 15 ob/gyn 
specialists 10 obstetrlcs res~dent 9 paedlatrlc~ans 2 pharmacists 7 laboratory spec~alist and 6 laboratory 
techn~clans There IS no blood bank specialist, although lt seems this functional t~tle may not exlst in 
Egypt This level of staffing In obstetr~c anaesthetic neonatal and supporting servlces seems more than 
adequate The dlstrict liospitals had a combined staff of has 1 anaestheslologlst, 3 oblgyn spec~al~sts, 
4 obstetr~cs res~dent 3 paed~atr~c~ans 0 pharmacists 0 laboratory specialist and 7 laboratory technicians 

In  other questions dlstr~ct manager expressed that the lack of training of physicians and nurses and 
shortage and h~gh turn over of staff were the major problem facing the district (Table 1/14) 

All three hospitals 111 Luxor prov~de dellvery services on a 24 hour basis but only the General and the 
larger drstrict hospital have an oblgyn and paed~atr~cian on call at nrght and on holidays All 3 hospital 
managers sa~d it would only take 5 minutes to attend to complicat~ons (though this seems unrealist~cally 
short) The General hosp~tal d ~ d  not report transferr~ng any cases Both d~st r~ct  hospitals were referring 
cases to the General Hosp~tal I n  case of need of emergency referral, the hospltal and the district had 7 
ambulances (Table 215) 

The General but none of the d~st r~ct  hosp~tals have a telephone (and so can be contacted in case of 
emergency although only 5 of 24 (21%) of other fac~lities have a telephone according to the distrlct 
manager (Bl4)) All hospitals have a regular water supply General Hosp~tal and the larger but not the 
smaller distr~ct hospital have a regular electrtcrty supply There is a blood bank with appropriate 
equipment at the blood bank In the General Hosp~tal and the larger district hospital (refrigerator, 
centrifuge microscope screenrng kits) Blood suppl~es are inadequate, patient are asked to supply from 
relat~ves and friends Qu 111tat1ve data ind~cate that tlils is sometmes the case even In emergencies 

Based on WHO recommendations th~s  hospitals have most of the basic equipment and staffing to 
manage obstetric emergencies However, there were major deficiencies in some areas Accord~ng to the 
data prov~ded the General Hospttal has only 1 worktng sphygmanometer, 1 worklng stethoscope, and 1 
mfant we~ghlng scale whlle the smaller hosp~tal has 30 25, and 261 The General Hospltal has on two 
fetal stethoscopes It appears that there is a serious problem of mald~stribut~on among the hospitals in 
Luxor governorate This lack of basic equtpment at the General Hospital is likely to be extremely 
detrimental to the the level of care which can be prov~ded to mothers and babies 

' Luxor General Hosp~tal should function as a referral centre for Luxor Governorate, the maln function 
of some of the spec~altsts may (and Indeed should) be outreach to other d~stllct hospitals Countmg them as staff 
at Luxor General Hospital may not be appropriate 
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Equ~pment In Worlung Cond~t~ons Smaller District Hospital General Hospital 
Sc~ssors 50 1 

(what ~f they need to be ster~l~zed') 
Suture Needles and Suture Mater~al 22 4 
Artery Forceps 22 3 
Uthty Forceps 22 3 
Infant Lorvngoscope 10 1 
Bag and Mash for Neonatal Resuscitation 0 1 
Surg~cal Clothtng (shoeslaprons) 26 2 
Reusable Gloves 0 600 
D~sposable Gloves 0 550 
IV Klts 0 9998 
Blood Transfusion h t s  0 5000 
Cord Ties 0 5 

(30 In larger d~s t r~c t  hosp~tal) 
Prote~nurla Test Suppl~es 0 20 

( 0 In larger d ~ s t r ~ c t  hospital) 

The General Hosp~tals has an Inadequate supply of anaesthettc agents and drugs for managlng pre- 
eclampsia/ eclamps~a ( ~ e  no nltrous oxide, no ketamme lnsuffic~ent l~doca~ne  and pethtd~ne no 
hvdralazlne) All anttbiottcs expect clprofloxac~n capsules and for kanamycin ~njectlons (of whlch Nasr 
dlstrlct Hosp~tal has 200 ampoules) were ava~lable suggesting that at least at the General Hosp~tal 
antlb~otlc shortage 1s not a problem Partographs are not use at all 

B-2 Preparedness for Neonatal Care at General Hosp~tal 

In order to prov~de neonatal care, the General Hosp~tal requires other matenal beyond those requtred for 
CEOC The General hosp~tal has adequate equlpment except lt lacks Infant laryngoscopes or Ambu bags 
(bag and mask) whlch are crit~cal for resusc~tatlon (one 1s not Even more lmportant IS the lack 
of towels drv the baby and blankets to keep the baby warm The ava~lable data provtde no ~nformatlon 
about the presence or absence ot a heatedlwarmed Infant resuscitation area Sllver nltrate 1s not available 
but tetracvcl~ne (which is preferable) 1s present but In short supply (at the tlme of assessment the 
available stock should not last longer than 2 weeks) It 1s unclear how the hosp~tal can provtde good 
neonatal care In the v~rtual absence of essential resuscltatlon equlpment In this context ~t 1s far more 
Important to obtam further Ambu bags than Infant laryngoscopes 

B-3 B a s ~ c  Emergency Obste t r~c  Care 

The onlv other facll~tles w~th  beds (and thus capable of domg faclllty del~ver~es) are the rural hosp~tals 
None of them has des~gnated maternltv beds (Table 1/20) No mformat~on IS avarlable on prlvate sector 
beds and on prlvate sector capaclty to provlde BEOC or CEOC The bas~c fac~ll t~es have some way to 

' Swedlsh data suggests that 1 In 500 full term bab~es and one m 10 bab~es requirmg resuscltatlon benefits 
from lntubat~on A laryngoscope and endotracheal tubes are thus not requ~red for the vast majorlty of resuscltatlon 
procedures An method to Inflate the baby s chest (eg an Ambu bag a a workmg blow off valve or pressurlsed 
gases w~th a T-p~ece and a workmg blow off valve IS more lmportant for neonatal resuscltatlon than a 
laryngoscope) Absence of an Ambu bag may not be worse than the presence of an Ambu bag or pressurlsed gases 
w~thout a blow off valve 
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go rn terms of bemg able to prov~de BEOC (see table Rl6) In particular, there appear to be major 
problems 111 terms of expendable suppiles and a n t ~ b ~ o t ~ c  drugs Spec~fic hospitals were also missing 
spec~fic supphes and some items of equ~pment need to be redistr~buted A survey of basic f a c ~ l ~ t ~ e s  
found detic~encies only for a n t ~ b ~ o t ~ c s  (Table 1/14 and 218) It was not possible to state whether drugs 
and equipment these are located In the correct room and or were read~ly accesstble 

B-4 Analys~s of Intrapartum, Postpartum, and Neonatal Care 

As a rnlnlmum requirement routine labour dellvery and neonatal care by health care prov~ders (HPs) 
should ensure 

* that all women In labour and neonates have routine observat~ons taken and recorded 
* that women are encouraged to be mob~le while In labour and not to dellver lylng on their backs 
* that Interventions ~ncludmg vaginal examlnatlons adhere to minimum standards of hyg~ene 
* that intervent~ons are restr~cted to an absolute minlmum 
* that all Instruments used for maternal and neonatal care are stertle 

25 del~verles were observed bv a special~st obstetr~cian in 13 dlstr~ct and 12 general hospitals The 
sample of del~ver~es was not chosen by random and is not spec~fic for any Governorate or distr~ct 
However we st111 belleve that many of the findings would be s ~ m ~ l a r  In other units 

Most del~veries were attended by jun~or or res~dent medical staff (13) while 7 were attended by the head 
of the department 1 by a spec~al~st  and 4 by an asslstant spec~al~st  or senlor resldent In no case were 
nurses the lnam care prov~ders 19 of the 25 del~ver~es were normal vagtnal deltver~es There were 3 
forceps and 2 breech deliveries while one Caesarean section was performed (for the stngle reported case 
of ruptured uterus) There was also a case of preterm labour Approxrmately 1/3 of all women underwent 
some hind of lnterventlon includmg augmentation or ~nduct~on of labour 

The data prov~ded show that women percelve the service as fr~endly, but do not recelve much ( ~ f  any) 
explanat~ons about the progress of labour or actlvlties to be done by HPs When meetlng a mother, nearly 
all (241 75) HPs welcomed and reassured her (20125) and were perce~ved as frtendly (24125) HPs 
generally helped women to get ready tor examinations (24125) but virtually never explained the~r  
findings to the mother (1125) 

General history takmg was adequate (24125) but only 2/3 (16125) of HPs asked if the membranes had 
ruptured and if the mother had attended an antenatal cllnlc (16/25)4 Only 21/25 HPs measured the 
mothers blood pressure and 16/25 took her heart rate only 20125 performed an adequate phys~cal 
euaminatlon and only 19/25 recorded antenatal and untrapartum history and findings accurately When 
performmg a vag~nal examinatron only 12/25 of HPs took miillmum antlseptlc precautions and only 5/25 
used sterlle glovesS Only 17/25 of the HPs checked the fetal heart at regular intervals 

'The longer the period between rupture of membranes and dellvery the hgher the r~sk of infection for 
mother and baby Even poor qual~ty antenatal care should identify some abnonnalltles such as antepartum 
haemorrhage 

'~re~uent  andlor unhygienic vaginal examination in labour are one of the most important r~sk factors for 
puerperal sepsls whlch 1s the 3rd most common direct cause of obstetric rnortahty tn Egypt National Maternal 
Mortality Study Egypt 1992-3 MoH Chdd Surv~val Project Ca~ro 1994 
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Dehverv occurred in all cases wrth the mother lvrng on her back7 Less than half the Instruments used 
for delwerv were clean and steril~zed Even more serrously unsterrle instruments or thread was used In 
more than 2/3 of cases to cut and tre the umbrl~cal cord At least 4 out of 25 babies were exposed to 
unnecessarv cold stress (not drred or not covered with blankets) None of the bab~es was formally 
assessed at birth (no werghts anthropometrical measurements or Apgar scores at all) Onlv half the 
mothers iiere Informed that therr babv was fine and half were encouraged to breast feed Management 
of the thrrd stage IS not described m the data 

Dur~ng all observed labours and deliverres no partograph were used, nor were any type of protocol or 
chechl~sts The avadable data does not prov~de ~nformat~on concerning the accuracy of the findmgs of 
any examination ~nclud~ng blood pressure and findmgs on vaginal exammatron From the provided data 
it was not clear rf women were encouraged to change their posltlon frequently In labour and to empty 
the~r bladder regularly (as ~t should be the case) Wh~le the data provide mfomation about procedures 
which are desirable rt does not list unnecessary or harmful intervention such as routme enemas In labour 

Postnatal Care 

The Nat~onal Maternal Mortalitv Study Egypt, 1992-1 993 showed that postpartum haemorrhage was the 
most common drrect cause of maternal mortal~ty (1 78 deaths) and caused more maternal deaths than the 
second (hypertensrve drsease rn pregnancy, 1 14 deaths) and th~rd most important causes (genml sepsls, 
60 deaths) together Thrs confirms that in Egypt too the mother is in more danger of losing her hfe in 
~inmed~ate postpartum per~od the mother than during any other tlme in her pregnancy Care In the 
rrnmediate postpartum period requires the early detect~on of compl~cat~ons, and an approprrate response 
to them Earlv detectron requires regular and systematic observation of the mother's vital signs ~ncludmg 
pulse blood pressure and blood loss 

Onlv 20 of the 25 HPs observed took a blood pressure and 3 d ~ d  not take a maternal blood pressure or 
a pulse The majorrty of HPs (1 6/25) left the woman wrthm 15 m~nutes of delivery and immed~ately after 
dellvery of the placenta (13125) and would not have been able to observe slow but steady blood loss It 
IS  not clear if they delegated the task of observ~ng the mother to other HPs If they did so those HPs 
would have to rely on adequate records to prov~de continuity of care However only 3/25 recorded the~r  
postpartum observations 111 the patrents records 

Insuffic~ent communlcatlon between HP and mother was also a problem during the postpartum per~od 
Only a fractron of the provrders mformed the mother to report back in the case of haemorrhage (1 8/25) 
or fever ( 16/25) 

Contraceptwe adv~se was offered only by 7/25 HPs The 3/25 HPs who d ~ d  not measure pulse, blood 
pressure or temperature dld not provrde advrce for the postpartum period either 

'It 1s l~kely that this 1s better than the reg~onal average as 94 of the small er health units (total 123) vrsited 
for the complete survey had no fetal stethoscope at all 

' This IS a bad posltion as the weght of the gravrd uterus can easlly occlude the Infenor vena cava wh~ch 
wrll lead to a decreased prelaod a drop In blood pressure decreased placental perfusion and fetal d~stress 
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The actlvltles of HPs are determ~ned bv many factors whlch are not recorded rn t h ~ s  analys~s such as the 
ava~lab~l~ty  of supphes necessarv to perform certatn tasks motlvatlon knowledge and sk~lls One can 
assume that all HPs had tlie abhtv knowledge and sk~lls to take routlne observatlon (fetal heart 
maternal temperature blood pressure and pulse rate) but only 2/3 d ~ d  so 

It IS poss~ble that supphes could have been a problem Even where the fachtv has a particular plece of 
equipment ~t may not be access~ble (Aswan General Hosp~tal has no protelnurta test k ~ t s  and Luxor 
General Hosp~tal has only 1 working sphygmanometer 1 autoclave, 1 workmg stethoscope, and 1 Infant 
weighing scale 1 pair of sclssors and two fetal stethoscopes) If the equ~pment was access~ble ~t may 
have been used preterentially (because of the observatlon) As Ws were observed by a senlor colleague 
they may have changed their practice for the per~od of obse~atlon to the~r "best possible pract~ce" The 
recorded observat~ons may thus not reflect routlne practice by the HPs observed, but the best posslble 
case 

Without adequate observatlon of labour ~t w~l l  be d~fficult to perform necessary interventions In ttme 
On the other hand the lack documentat~on of labour often leads HPs to assume that the progress of labour 
is slow which i n  turns causes unnecessary ~nterventlons such as "yet another vaginal exammat~on" or 
lnjectlons to stmulate labour I n  the sample observed 10 out of 25 women recewed drugs to stimulate 
labour wh~ch is more than twlce the rate as used In most labour wards In the UK 

Care In th~s  sample was prov~ded by special~sts or those undergomg speclalist tra~ntng As specialist are 
concerned wlth abnormal labour and dellvery ~t mav not be surprlsmg that they were not very good at 
managlng normal del~ver~es The observer judged dellvery care as competent tn 7/25 of cases and felt 
that support and strengthenmg of sk~lls IS requ~red In approx~mately 22/25 of cases observed 

To reduce the r~sk of adverse outcomes of normal delwer~es tt 1s necessary to avo~d unnecessary 
mterventlon and to ensure mlnlmum standards of cleanlmess and sterility From the data prov~ded ~t does 
not appeal that these prrnc~ples are followed Changes In routlne care for women In the ~mmedtate 
postpartum per~od are l~kely to lead to more health galns for mothers and babies than changes durmg 
the antenatal or mtrapartum per~od 

B-5 Referral / Transport 

According to the d~strict manager physlc~ans from lower level unlts were asked to transfer compl~cated 
cases to the General hosp~tal ~rnmed~ately He d ~ d  not request that cr~ttcal cases be accompanied or that 
telephone contact be made or an ambulance used The d~st r~ct  manager reported worktng 7 ambulance 
(table 215) 

Respondents form 2 f a c ~ l ~ t ~ e s  ment~oned that they would refer compl~cations to the MCH Thts could 
lead to useless delay tlie MCH has no capaclty to deal w~th complicattons Only 4 facil~ties [4/24] 
reported that when referrals were made women would be accompan~ed (table 214) As this IS a self 
reported figure kt may not reflect routlne pract~ce All respondmg facil~t~es [I61161 reported ma~nly 
mformal follow-up (Table 214) Referral d~stances were generally short (10 2 9 km, and travel tlme was 
19 minutes + 9 Inmutes the smaller d~str~ct hosp~tal 1s only 3 km form the General Hosp~tal (Table 214) 
Gwen that quoted referral tmes often present the best poss~ble circumstances rather than the routme 
situation ~t 1s l~kely that dec~s~on to arr~val mtervals exceed 1 hour in more than 20% of cases referred 
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C DATA ON HEALTII OUTPUTS AND OUTCOMES 

C-1 Where Do Women In Luxor Governorate Delwer and Who Delivers Them9 

We estimated that 12 000 del~veries occur annuallv in Luxor Governorate 

If 1995 DHS data for upper Egypt are apphed to Luxor Governorate 785% of brrths take place at home 
(n=9420) 12 1% In public health facrl~tres (n=l1452) and 9 1% In prwate facilrtres (n=1092) 60 9% 
are attended by davas (n=7308) 26 0% by doctors (n= 3 120), 6 2% by nurses/mrdwrves (n=744), the 
remainder (11=828) dellver w~th relatrves or alone 

The dlstrict manager has data on 2081 delrver~es In 1996 (Table 1/18) Data from health facrlrtres whrch 
recorded birth suggests that at least 3532 delrveries occurred In facrlrtles dur~ng 1996 (R2) Of the 24 
facrlltres v~srted 14 facllrties (includrng the two drstrict hospitals) dld not report blrth In 1996 For 
second quarter of 1997 17 facrl~ties reported 1608 brrths The number of births recorded in mstltutrons 
durmg the second 3 months of 1997 1s nearly '/z (45 5%) of the del~veries reported In 1996' Thls 
suggests an expected total of 6432 brrths per year in public facrlrtles (compared to an estimated 15 12 
del~venes In public facllrt~es from the DHS) (R/O)' 852 (52 9%) of the dellverres reported rn facrlitles 
were known to the d~strrct manager These lrregularlet~es In reported brrths may be important as prevlous 
requirements are used to calculate needs for suppiles and drugs 

Not all delrverles reg~stered In facrlities actually occur In the facrl~tles Indeed many facrlttres do not 
actuallv have beds It IS possible that some of the delrverres reported at institutions have actually 
occurred at the patients home and have only been recorded rn the reglster of the lnstitutlon In Luxor 
Governorate only the General Hosprtal two d~strict hosp~tals and a rural hospltal have Inpatrent 
facllrt~es I11 the second quarter of 1997 instrtutlons wrthout beds reported 746 delrveries whde the 
hosp~tals reported 862 (53%) of all dellverres recorded at facdrty levello 

C-2 What Are the Health Statist~cs for Luxor D ~ s t r ~ c t  

Neonatal und Infant Morralm 

The 1995 DHS data for rural upper Egypt reports the neonatal mortality rate as 49 per 1000 and the Infant 
inortalrty rate as 105 per 1000 In  Luxor Dlstrict thls would mean 367 neonatal deaths and 420 post 
neonatal deaths inakrng a total of 787 rnfant deaths per year For 1996 the distrlct manager has report 
on 123 strllb~rtlis 78 early neonatal deaths and 43 late neonatal deaths In the second quarter of 1997 the 
figures were 33 27 and 5 respectively Usrng the 2081 blrths and 121 neonatal deaths reported to the 
MOH an infant mortality rate of 58 per 1000 and a strllbrrth rate 59 per 1000 of can be derived for 1996 
These figures are hlgh but likely to be accurate 

'Tha mav be due to better ut~lnation or seasonal fluctuatrons of dellvery rates However, unproved record 
keeping and reporting appears the most hkeiy explanat~on 

'This assumes no major seasonal fluctuatrons m the number of lnstltutronal deliveries 

''The 2 dlstrict hosprtals dis not return delivery reports for the second quarter of 1997 
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If we assume ?n maternal mortalitv ratlo (MMR) of 2 17 per 100 000 lwe blrths (based on the maternal 
mortal~tv ratro tor upper Egypt) there would be oil the order of 26 maternal deaths tn Luxor Governorate 
For the vear ot 1996 the d~s t r~c t  manger has data of 23 maternal deaths and 5 deaths for the second 
quarter of 1997 All maternal deaths are class~fied as "post partum deaths" Data from The Nat~onal 
Maternal Mortal~tv Studv Egypt 1992-3 showed that only 35% of maternal deaths occurred In the post 
partum per~od It appears therefore Ilkelk that the absolute number of maternal deaths but not thelr causes 
or tlmmg are reasonable accurate (Table 1/13 111 8) 

W~th 12 000 blrths 111 Luxor Governorate 1200- 1 800 women are expected to have compl~cat~ons, based 
on an assulnptlon of 10- 15% In 1996 38% [ 261 8 of 120001 of women were reported to have dehvered 
In publ~c health facil~t~es (W2) As these del~ver~es occurred In the General or two distr~ct hosp~tals these 
women could have rece~ved appropriate care to deal this compl~cations It therefore poss~ble that women 
w~th compl~cat~ons are reachmg health servlces However facil~ty data show that most deliveries In health 
care facilit~es are normal ~nd~catmg there may well be some unmet need 

209 Caesarean sectlons were reported to the d~strict manager in for 1996 and 15 In the second quarter 
of 1997 The reported numbers for forceps or vacuum deliver~es were 0 and 0 in 1996 and the second 
quarter of 1997 Assum~ng that 5% of the expected 12 000 pregnancies should be termmated by 
Caesarean sectlon one would have expected 600 Caesarean sectlons to be performed m 1996 and 150 
dur~ng the second quarter of 1997 If one assumes that all Caesarean sectlons performed were reported 
to the district AND that all Caesarean sectlons performed were ind~cated Caesarean section met need 
of > 35% for 1996 and 10% for the second quarter of 1997 can be calculated" 

Other fac~ll t~es also report coinpl~catrons However because such facillt~es may refer women w ~ t h  
complicat~ons to the d~strict or general hospital it 1s not easy to estlmate absolute number of complicated 
cases managed by tlie publ~c sector (just addmg up reported compllcat~ons would lead to double 
count~iig) mlille Ignoring them (as done here) would d~scount the effect of any treatment prov~ded at 
more peripheral un~ts (eg atonlc uterme haemorrliage can be effectwely controlled with oxytoc~c drugs 
In tlie malorltv of cases) 

C-3 Summarv of data on outputs and outcomes 

According to the dlstrlct manager all 2 I faclllt~es provlded complete MCWHIS forms promptly for the 
month of June 1997(Table 111 3) There are generally low percentages of personnel tra~ned to matntam 
and analvse and use the data More nurses were tra~ned than any other health prov~der to malntain data 
The percentage of tralned nurses ranged from a low of 0% in Nasr and 11% in Edfu, to 44 4% tn Daraw 
and 47 4% In Aswan Distr~ct (TNA 3 213 3) Moreover reporting is only the ln~tlal requlrement for an 
HIS lnterpretatlon and use of data to change practice IS a greater requlrement and also needs tralnlng 

" There 1s no consensus as to the correct Caesarean section rate for a country or an mstltutlon 5% IS a very 
arb~trarv assumption based on the lowest Caesarean section rates reported form large mstltutlons m W Europe w~th 
good maternal and per~natal outcomes To reach such a low rate very stringent crltena would have to be applied 
Nearlv all hosp~tal obstetric unlts in the UK have Caesarean section rates between 10% and 15% 
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The under-reportme compared to evpected numbers of b~rths, deaths and complications the lack of 
reglster books and the lack of use of data for management all glve reason to believe there are major 
problems with the data on health outputs and outcomes However until such data are useful to providers 
and planners reporting and recordtng should not be the focus of efforts 

The analvsts of data for all of Aswan and Luxor suggest there is no mechanism in place for technical 
supervtslon of work The supervtsion svstem seems not to be properly fulfilled at all levels In the 
cl~nical/techn~cal aspect, there IS lack of clarrty In the lme of h~erarchical supervrsron (TNA 3 4) By this 
we mean supervlslon by someone who 1s competent to revlew the content of the work rather than 
admmstrative things like staffabsenteelsm 

T h ~ s  general plcture was also the case i n  Luvor Governorate Whde all facil~ties reported supervision 
[24/24] (table 211 7) guidance and tralnlng was only reported by 9 (38%) of facilit~es Where providers 
reported havmg silpervlsron the categories of person prov~d~ng the supervlslon were erratrc and 
suggested that the majority was not techn~cal supervis~on (see table 316) 

Job descrlpt~ons In Luxor Governorate were avadable for all key cadres of health (Table 115) In general 
In Luvor and Luxor job descrlptlons for each health professional are not available in most any health 
fachtv In addition health prov~ders are not fam~llar with their functions (TNAl 2) 

The Luvor d~str~ct  manager encourages chent frlendlv practlces by instructing staff to prov~de a good 
qual~tv service and to provide integrated care In  all d~strrcts there IS a very high degree of cl~ent 
sat~sfact~on toward cltent fr~endly practlces of the health prov~der However, it is to be noted that these 
women do not have an alternative outlet health facilrty they are h~ghly tolerant and do not know what 
to expect from the health prov~der Moreover the cl~ent fr~endiy environment should be judged 
combmed wtth other elements affectmg friendlk atmosphere (TNA 2 3) and techn~cal competence and 
effect~veness 

D-2 Protocols 

No standard protocols on essent~al maternal and permatal case management are avarlable (TNAl 3) 
Consequentlv there is no programme for trainlng on essentral obstetric and perrnatal case management 
protocols (TNA 1 4) and no programme for tralnlng of trainers on emergency obstetr~c case management 
skdls ( T N A I  5) Health prov~ders also lacked tra~ning 111 essential maternal and perinatal case 
managenlent protocols or emergencv obstetr~c case management skllls (TNA 1 6) There IS m~nlmal In 
servlce tralnlng for GPs In the field of prenatal (22%) and post partum packages (15%) Other health 
prov~ders are offered negl~g~ble In servlce tralnlng (TNA 2 1)  There 1s no clear functronal mon~tor~ng 
svstem to monltor post tralnlng performance although all interwewed pol~cy makers stated they have a 
monltorlng system to monltor post trarnlng performance (TNA 2 5) 

In Luxor Governorate None of the 4 ObIGyn spec~al~st and none of the 24 nurses, 1 of the 4 pedlamclans 
and 1 ot the 22 GPS Interviewed used protocols (Table 312 313) As In the rest of Luxor and Luxor, 
health prov~ders still do not monltor dellvery by partograph, and these are not ava~lable in any health 
facd~tv (TNA 1 9) 
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Observat~on showed that poor mfect~on prevention and control procedures (prenatal dellvery and post 
natal) Those practlstng m~nmal  bas~c procedures were no more than 2% In prenatal and 28% In post 
natal before and after conductmg the dellvery (TNA 1 8) 

The Luvor d~st r~ct  manager reported that suppl~es were e~ther ordered when necessary or supphed at 
regular ~ntervals accordrng to a set quota svstem based on prevlous requtrements As m most other 
d~str~cts drugs and suppl~es were transported by fac~ l~ t~es  every three months (Table 116 117) As shown 
above th~s  system can lead to mald~str~but~on of essential items Late dlstr~bution, shortage at d~str~butor 
level and delaved ordering but not insufficient funds to purchase drugs were ~dentlfied bv the d~strlct 
manager as reasons for drug shortage Drugs were NOT the maln problem faced by the d~stnct as 
described by the distr~ct manager 

E ACTIVITIES OF PROVIDERS DOING DELIVERIES 

56 prov~ders were ~ntervrewed in Luxor D~str~ct  of whom 44 (79%) actually provtde care durmg 
delwer~es (Table 3/2) Of these 32 prov~ded 24 hour emergency care 

F DAI AS (Table l /  IS) 

Luxor Drstr~ct reports 50 regtstered dayas all of wh~ch have been tramed stnce 199012 but none has 
rece~ved refresher tra~n~ng smce their onglnal tra~nlng It also est~mates there are 50 unreg~stered dayas 
Assummg 761 3 brrths attended by davas suggests they are do~ng a average of 76 del~vertes a year (6 per 
month) No  mformatlon concernrng other actlvltres or standard of care was available form the survey 

"lt IS unl~kely that all dayas tra~ned In 1990 are lrvlng m the area and are stdl practlsrng 7 years later 
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I - INTRODUCTION 

COMPOSITION OF THE FOCUS GROUPS 

The were a total of 36 focus groups ( ~ ~ ) , c @ e d ,  
out In 6 cines and 6 v~llages of 6 D~strlcts Kom 
Ombo Edfu Daraw Aswan Nasr and Luxor 
These FG were done w ~ t h  women wlth chddren 
under two years (1 09), with mothers-m-law ( 99), 
and wlth husbands (1 02) of women wlth children 
under two curretnly pregnant or not and who 
partic~pated accordmg to the follow~ng 
d~str~butlon 

I1 - CONSIDERATIONS AROUND 
PREGNANCY 

The Focus Groups gave qulte a bit of op~nlons 
regarding the multiple changes that take place 
around pegnancy The most Important were those 
related around the change of actlvitv a woman 
should have and her feed~ng hab~ts 

LIVES 

Women 

Husband 5 Feelmgs 

4 ~ t l c 1 n  

More Attention 

Foods 

1 \ L I I '  I 

No of partwpants per FG 

S ~ t e  Mothers- 
I n - ~ a w  Husbands 

City 
Kom Ombo 10 8 8 
Sebaeia 8 8 8 
Daraw 8 8 8 
El Sell El R~fi  12 8 9 

Nasr 7 8 7 

Luxor 11 9 9 

Vdlages 
Gaefar El-Sadek 10 9 10 
Geziret El Malakela 8 9 8 
El Teweeissa 
West Soheil 8 7 8 

El Ballana 10 8 10 
El Oda~sat 8 9 8 

9 8 9 

Total 109 99 102 

In the majorlty of the groups the women s a ~ d  thelr husbands felt very happy, 
thev rejolced wlth their pregnancies 

all the focus groups agreed that the a pregnant woman should do less amount 
of heavy work should not hft heavy objects T h ~ s  Idea was backed up by the 
comment made In all the focus groups that the husband allow wwes to rest 
more limtt thelr demands and orders and help them w ~ t h  the l~ftlng of heavy 
objects and lessen the~r  field dunes of the plow~ng dut~es But the normal 
household work IS stdl expected to be done by the pregnant woman, because the 
pregnancy does not ~mpeder to llve a normal hfe 
the husband pays more attention to her accompanies her to the doctor or lets 
her go and takes on the responsibility to prepare any money needs 
there were d~vided opinlons since many women thought a pregnant woman 
could eat everything and yet when it came to specifics a lot of them said she 
should not eat salty, sp~cy  foods but ~t was OK to eat light food such as 
yoghurt. cheese and mllk fruits and protelns 
she should have less stress at home and rest much more Most women In all of 
the FG affirmed that the mother-m-law helps her while pregnant, as well as her 
mother 
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Medicat ~on/Drugs/V~tamlns 
most women agree In the focus groups where ment~oned that a pregnant woman 
should not take drugs ( especially durlng the firs three months), should not take 
med~catlon unless prescribed and should take vltamlns and iron 

The TT Vacc~ne was sad to be taken bv majorlty of the women, but when asked whether thev 
hpd actually rece~ved the vaccrne ohly Some of the women of only a few of the 

, FG sald they had recewed ~t 

Acrrvm In a good number of focus groups the men agreed that the a pregnant woman 
should do less amount of heavy work, should not 11ft heavy objects should rest 
more, they should help her w~th the lifting of heavy objects and in the field do 
less of the plowing duties 

More Attent~on the husbands said they pay more attent~on to the~r wlves that they accompany 
them to the doctor ( whlch was not backed up by the oprnions of the women) 
or that they give them permlsslon for them to go (whrch most women d ~ d  not 
thmk thev needed h ~ s  pemlsslon to go) 

Foods husbands feel a pregnant woman should change some of eating hablts she 
should eat hght food such as yoghurt, cheese and m~lk, fruits and protems, and 
that she should not eat salty, spicy foods 

1 General Observatron 

The Focus Groups showed that all three aud~ences have a large 1st of recognized slgns of compl~cat~ons 
for all the stages of pregnancy delivery, postpartum and management of the neonate There are a number 
of these slgns whlch are very w~dely recognized by most of the participants of all three aud~ences m most 
of the FG and a series of other signs whlch were mentioned only by a few of them In very few F G For 
the benefit of the reader and to get an overall ~dea  of how these slgns were dlstrlbuted they have been 
grouped by the stage of the reproductwe process and bv the lnstenslty of the recognltlon 

There was also a clear statement that those signs recognlzed by the majorlty Indicated to the women, 
mothers-rn-law and husbands that they were mamfestatlon of a serlous cond~tion of the woman and that 
they should seek medlcal care It was not too clear what slgns mernted to go to the hospltal strictly 
speakmg and which were for the prrvate doctor mostly Yet the percetlon IS that these slgns are Important 
enought to pay close attention and act on them as soon as posslble 

2 Pregnancy 

Women 

The signs of complicatron durtng pregnancy most recognlzed by women were 

Bleedrng (Nazeef) this slgn most cited colncide w~th the husbands' ~dent~ficat~on The causes 
attributed to this happenlng were havlng an abortion, lifting heavy objects 
(same as the husbands sald), and also just before glvlng birth to the ch~ld These 
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reasons were c~ted In about the same number of vrllages as citles 
It was asked explrcitlv d a  woman could bleed before deliverv and the majorrtv 
of the participants sa~d she could glving several reasons 

Heaw Labor (Model El Walada Tawrla. Welada Mzrtrararral 
bleeding would occur, espec~allv if the cervix opened earlier before the 
expected tlme Tha belief was expressed in half of the focus groups but equallv 
among the citv and the v~llage groups 

Swellmng of the Legs (reason also grven by the husbands) 
the women In the FGs that mentloned t h ~ s  as a problem during pregnancy were 
the same ones that mentioned bleed~ng as the major problem 
No mentlon of swollen hands or face was presented In the summarv of reasons 
When asked why the legs could swell the four reasons given were each from 
a different focus group ~t happens early In the pregnancy because the babv 
IS Increasing h ~ s  welght, because of drugs taken, and they did not know the 
reason 

4lbunzarurra This compl~catlon was Identified m majority of the women's groups and the cause was 
attributed to eating ems or something saltv There were equal amount of FG saving thls 
both in the cities and the vlllages 

There mere several pregnancy cornpl~cations that were asked d~rectlv to the women In the groups 

Can a pf cgnant woman develop toxaemra3 
More than half of the groups sald YES to thls questlon and the reasons were 
the babv dies lns~de the uterus ( less husbands Identified this reason), and in one FG the toxaemia was 
attr~buted to the daya usmg unclean Instruments, or because of cats 

Can the pr egnant woman develop blurrrng vrsron7 
I n  the rnajorltv of the groups the majorlty of the women partlcipatants agreed that the pregnant woman 
could have blurring of the vlsion 
The reasons for this happenmg were 

+ headache and dizziness caused by anemla 
+ because of weakness caused by lack of good nutrition 
+ for the woman havmg repeated pregnancies 

Can the babv dre rsrde the uterus 7 

The majority of the women In the majorlty of the FG said YES, ~t could happen, for these reasons ( with 
no d~fference between v~llage or clty opinions) 

+ trauma most mentioned reason 
+ weak uterus, fibrosis and narrow uterus 
+ intrauterine bleeding, 

Cun a woman deliver before the date7 
In  almost half of the of the FG the answer was YES (no dlfference between village and clty) and the 
reasons were 

+ In the 8th month rt IS normal that ~t happens 
+ her abdomen IS hot and can not tolerate the baby 

(No explanat~on as to what "hot abdomen meant ) 
+ lift~ng heavy weights 
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There were also slgns mentioned by a few women In a few of the FGs as ind~cators that a woman can 
deliver before her date 

- Placenta precedmg the ch~ld anger, havmg extra blood, (Kom Ombo Clt, and El Teweissa 
V I l lage) 

- Hypertens~on ( Daght aah, Daght Za~d), urme problems 
- Diabetes, varicose velns prolapse, hemorrho~ds, baby dies and gen~tal infections 
- D~zzlness, bemg more sleepy and early vomltlng (gastro intestinal d~sturbances) were also 

included In the signs of problems In several of the focus groups, poss~bly because the term 
included the Idea of s~mple discomforts 

The slgns of compl~cat~on d u n g  pregnancy most recognized by mothers In law were 

Bleeding (Nazeefi they coincide in t h ~ s  slgn wlth the women and husbands The causes attnbuted 
to t h ~ s  happenmg were lifting heavy objects (same as the husbands and 
women sa~d), too much effort and ~f she fell These reasons were c~ted more in 
the clttes 

Mwarrlage these were c~ted as reasons for mrscarriage 
+ carrylng heavy werghts 
+ slrpp~ng and falllng down 
+ hitting herself, feel~ng of anger and bad dreams (that IS ~f she dreams she has 
a miscarriage she w~ll  have one the next day) 
+ weak uterus 

Eclanzpsla the reasons for th~s  happening were fever exhaustion, exposed to alr depression 
and rage, not TT shots, madequate nutrition, uncleanliness 

Blurred Vislon (Zaphlala) 
The reasons for this happenmg were weakness, h~gh  blood pressure 

The slgns of comphcat~on during pregnancy most ~dent~fied by husbands were 
Bleedmg (ILazeefi The causes attnbuted In a few of the FG were lift~ng of heavy objects or by 

going downstalrs 
Swollen L L ~ S  the groups that ment~oned this as a problem were basically the same one that 

mentioned bleedmg with a cause No mention of swollen hands or face was 
cod~fied 

Hvperrenston ( Daght Aali. Darrht Zard) 
was ment~oned by the majority of husbands In four groups (same as those that 
mentioned bleeding) When asked what were the causes of hypertension , four 
reasons were given In one F G be~ng anemia the only relevant one 

When asked lf the fetus could die and the woman not know about ~t, the husbands of 4 F G said ~t could 
happen and the reason was lifting heavy we~ghts or havmg fever and In one FG ~t was ment~oned that 
she would have an abort~on ~f the man hits the w~fe  
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Women 

The signs of compllcat~on most recogn~zed by women durlng dellvery were 

Bleeding (Nuzcefl as the husbands the women ~dentlfied bleed~ng as the most recognlzed of all the 
compllcatlons of dellvery No major difference between citv and v~llage 
women 

Ma1 Presentation (baby m wrong posltron Nazel Mzsh Maadozil, rzght slde up Nazel Mudoub, 
fransverse Nazel BI Barnbou, stuck Nazel Maznoug) 

ma1 presentatlon was ranked In second place by majorlty of the FG although ~t 
was uneven the number of women refemng to ~t The husbands found thls 
compl~catron less severe than d~fficult labor Probably because d~fficult labor 
1s what they see most mmed~ate, wh~le women know much more the danger 
a ma1 presentatlon represents Ma1 presentatlon was sl~ghtly more perce~ved by 
women from the vlllage FGs than of the clty 

DrfJicull Labor Most of the FGS pomted out thls as a compllcat~on The d~strlbutlon between 
c ~ t y  and vdlage FG was very even 

These were slgns of compl~cat~ons of dellvery mentioned by very few women 

- Dead baby rupture uterus,utenne prolapse, hypertens~on, small uterus, placenta suffocates baby 

4 Post Partum 

Women 

The signs of compllcat~on of postpartum most recognlzed bv women were 

Fever (Homer Nefas) thls was agreed In all the FGs and In half of them by all the women 
partlclpatlng 

C olrc from blood lost/ tablets from pharmacvl hot food-dr~nks recelved rlght after 
postpartum glves women collc 

These were slgns of compl~cation of postpartum polnted out by a few women In a few FGs 

- Bleed~ngld~zz~ness/weakness 
- Tetanus1 Lactat~on problems 
- Ep~s~otomy pam t h ~ s  apparently was the experience of one woman In one of the FG 

Mothers In Law 

-The postpartum cornpl~cat~on most ment~oned by mothers-m-law was fever, followed by hemorrhage, 
abdommal pam, cohc, weakness 
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Reasons 
- ever exposure to fan atr cold weather or hot sun In lesser Importance eatlng unhealthv food 

recelvlng infect~on at dellvery not havlng TT shots mfected vaglna wounds 
hemorrhage placenta is not totally removed weak uteruslgeneral weakness/ 

- abdommal paln/colic exposure to alr (mostly In the vdlage FG) ma1 nutrition 

Most serlous of these comphcat~ons hemorrhage fever 

Husbands 

These were the slgns of cornphcat~on postpartum most rnent~oned by most husbands 

Infectlon/fever after dellvew ( closest to puerperal sepsrs) followed by 
Bleed~ng 

Less ment~oned Tetanus was ~dentified In only 3 groups and not by many men 

6 Neonate 

As wlth the dellvery and postpartum there were speclfic compl~cations ident~fied for the neonate 

These were 

Fever /cough these two compllcatrons were the ones most identified In the majorltv of the groups 
There were shghtly more c ~ t y  FGs which pointed out t h ~ s  complication of the newborn 

Jaund~ce/ ~ o l ~ c  due to bottle feedrng 
both of these cornpl~cat~ons were ~dent~fied In most of the groups bemg 
jaundice the most feared of them since ~t was afterwards cons~dered one to 
merlt to go to the hospltal/doctor 

Dlarrhea/Tetanus/umbrlrcal cord problems 
~t appears to be that umb~llcal cord problems and tetanus are not related smce 
they were expressed as separate cornphcat~ons and umb~llcal cord problems In 
half as many FGs as tetanus 

It was clear that d~arrheal umblllcal cord problems were most ment~oned In the vlllages 

Lactat~on problems 

These were several type of problems that were rnent~oned and we put them here as a category of its own 
The lactation problems most ~dent~fied were 

+ cracked iz~pples t h ~ s  was clearly expressed In almost all of the women's FGS as belng the 
number one problem assoc~ated w ~ t h  breast feedmg It was equally distr~buted 
among the city as the v~llage women 
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+ Small N:pple/No Tralnrng rn How to Massage and Grve the Breast 
the recognltlon of the lack of education regardrng thrs actwtv was verv h~gh  
there was no not~ceable d~fference between crtv or v~llage women 

+ Mofher Doe& Not Produce Enough Mdk 
and the alternative IS to give the babv artrfic~al mrlk (mostly prescr~bed bv the 
doctors) As expected lt was more commonly mentroned In the c ~ t v  FGs The 
solut~on seems to be found In the type of foods to be eaten b\ the mother as 
stated m almost all the groups green vegetables, Halawa, Helba, mdk eggs 

+ El- Me shahro the bel~ef that  fa woman w ~ t h  menses walks ~ n t o  the place where there 1s a 
lactat~ng woman, her presence w~l l  make the breast-feedlng woman stop her 
mdk product~on Thrs can also happen ~f the woman that enters IS wearrng gold 
The solut~on IS to go and be In the presence of another lactat~ng woman to 
regaln back her m ~ l k  product~on or vrslt the place where the gold was sold 

Mothers in law ment~oned these as the most common compl~cat~ons for the neonate 

Fever thls was the comphcat~on most ~dent~fied wlth no major d~fference between 
c~ty-vrllage m-laws 
Reasons hot weatherla~r mother has a fever, baby had a bath and was hot 
d~fference of temperature between uterus and outs~de baby caught a cold, baby 
was hot and slept in a fan, mother exposed baby to alr 

Jaundrce reasons lf mother has ~ t ,  lack of calc~um, mother IS weakthas feverfeats too 
much salty food 

- Dlarrheahmb~llcal cord problems 
They were most ment~oned In the cltles 
Reasons drmkmg from unclean cup, ~f mother had a fever, water d~rtrness 
Baby catches a cold1 severe coughmg 

Lactat~on problems 

These were some of the problems most ment~oned by m-law 

+ wounded nrpples ~t Included swollen breasts n~pples hurt breast heavy 
+ mother does not produce enough mrlk 

Retarded growth lns~de the uterus, and fever of the newborn ( mostly rn vrllages) 
Dlarrheahom~tmg 

Least ment~oned by husbands m only a few FGs were 
lactat~on problems 
jaundlce 
congen~tal abnormal~t~es (not I) 
respiratory d~seases 
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Lactation problems were descr~bed In some degree of deta~i 
These were - she d ~ d  not breast-feed at all 

- women do not eat sufficient foods that Increases m~lk production 
- she rece~ved the evil eve 
- she had too short of a lactat~on per~od (no reason specified) 
- scanty milk product~on 

Summnrv of Recognrtion of Complicatrons 

The followmg are the most important slgns of compl~cat~ons ~dent~fied by mothers mothers-~n-law and 
husbands as meriting to take woman or baby to fac~l~ty/doctor because these slgns mean a woman or a 
baby are seriously slck and need attention 

11 Mothers 

Pregnancy 

- Bleeding, 
- headache, backache, colrc, - 
swollen legs, 
- toxaemla 
- Albuminuria attr~buted to 
eatmg eggs or somethmg saltv 

Delrvent 

- bleedmg, 

-d~fficult labor/prolonged 
labor 

Mothers In Law 

Pregnancy 

- Bleedmg (Nazeef) they 
co~nc~de in thts slgn w~th the 
women and husbands 
The causes attr~buted to this 
happenmg were l~ftlng heavy 
objects 
(same as the husbands and 
women sa~d) too much effort 
and if she fell 
These reasons were clted more 
in the clties 
-macarriage reasons 
-t carrymg heavv weights + 
h~t t~ng herself feel~ng of anger 
and bad dreams eclampsia 

- Bleeding (Nazeef) 
Reasons remalnlng of placenta, 
too many del~ver~es weakness 
- tetanus no TT shots 
contammated equipment , daya 
not good 
- Ma1 presentahon for 
movlng a lot while sleeplng 

Pregnancy 

-bleedmg, 
-oedema of lower lrmps 
- hypertensron 

- bleedmg, 
- drfficult labor, 
- ma1 presentation of 
fetus, 
- puerperal fever 
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-Fever 
- Col~c from blood lost/ 
- hot food-drrnks recelved 
rrght after postpartum 
gives them collc 
- Bleeding 

- Fever / cough 
- Jaundice1 colic due to 
bottle feeding 
-D~arrhea/ 
-Tetanus/ umbilrcal cord 
problems 

- Lactat~on problems 
+ cracked nrpples 
+ small nrpplelno trarnrng in 
how to massage and grve the 
breast 

Mothers In Law 

postpartum 

- hemorrhage, fever 
- abdomrnal pain, colic 

- fever 
- diarrhea 
- severe coughrng 
- jaundrce 

Hubands 

- feverl~nfection (probabh 
puerperal sepsrs) 

Neonate 

- fever 
- retarded growth 
- drarrhealvomiting 
- lactation problems poor/ 
insufficient product~on of 
breast milk due to lack of 
adequate food, 
- ev11 eye, 
- short lactatron period 
Jaundlce, 
- resprratory problem s 

111 - DECISION MAKING PROCESS 

111 - 1 FOR PRENATAL CARE AND NORMAL DELIVER\ 

The declslon to access the health facll~tyl husband is mostly In the hands of the woman, specially for 
the antenatal care Hers is the determmation where to dellver the baby who 1s consulted mostly with the 
doctor or daya if she has that intention from the beg~nnmg to be assisted by either one 

111 - 2 DURING DELIVERY/POSTPARTUM/ NEONATE 

1 Normal 

- I f  there are no cornpl~cat~ons durmg the dehvery postpartum or with the neonate there IS no 
reason to thlnk a woman should go to the health facllity There was an equal amount of FG s 
saylng they would rather dehver at a health facllity (mostly women in the c ~ t y  FGs), as well as 
those who would prefer to delwer at home with a daya (mostly women from the village FGs) 
but there were many who added they would rather have a nurseldoctor at the home dellvery 



Annex (B) Focu~ Group  result^ 

- If there are no compl~cations the husband 1s not expected to do much nor make decrs~ons 
Although a few FGs the women sa~d  he can help dec~de where the dellvery should take place 
there was no d~fference of opmon between c~ty-v~llage women 

- If there are compllcat~ons such as bleeding, ma1 presentation of baby, d~fficult labor for the 
woman, and fever, diarrhea for the baby then the dec~s~on IS to go to the hosp~tal/doctor It 
was not clear who makes that dec~ston to go, from the FGs although ~t was more ev~dent from 
the IDls that the woman IS the one that mostly decldes 

- The husband IS expected to be present and be alert if any complication appears and he is 
responsible to deal w ~ t h  the money to be spent In this situatton 

1 Prenatal Care 

The followmg were the barriers identtfied by the women to access prenatal care 

- Cost ( financ~al s~tuat~on)  was ment~oned by the majorlty of the groups wh~ch seemed to refer 
to the overall cost the servlce will be when treatment, drugs or other were finally charged One 
FG added distance to this cost 

- Gvnecological exam/ harmful drugs for the baby In equal number of FG the mam reasons 
for not golng were centered around not bemg comfortable w~th  the gynecolog~cal exam ( In one 
FG they preferred doctor to be a female) and fear the drugs prescribed would harm the baby 

- Hospital defic~enc~es there is no follow up, no spec~al~sts , very crowded and treatment 1s 
wrong /bad they do not care for women there there IS neglect at hospital 
Prenatal care 1s not for all but there were opmions in wh~ch many women of those groups 
sald prenatal care was not for all women 

The reasons expressed why prenatal care 1s not for all pregnant women, were bas~cally around the fact 
that a woman needs to go d someth~ng seems wrong as for example feehng weak, if she feels s ~ c k  if 
she has a problem if the baby IS not In the proper positlon These women regard prenatal care as a 
solut~on to problems not as a preventive measure 

Benefits 

- Regular prenatal care is regarded as good by most women of all the FGS and as somethmg all 
women should go to 

Thus when asked what they preferred as attent~on, the major~ty s a ~ d  they would rather have a prlvate 
doctor who has the suppltes/fac~l~t~es at hand and 1s spec~al~zed In maternal things T h ~ s  was confirmed 
bv the reasons for not havmg gone to the hospital whrch were the same not well equrpped no spec~ahzed 
doctors, no care given 
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When asked whv they prefer the doctor the pr~ncipal observation made was pnvacy In all the FGS th~s  
reason came out sa~d by most of the women of each of the groups It IS an encounter of her and the doctor 
alone whlch seems to be highly apprec~ated 

The prlnclpal barners were centered around not being able to have you fr~ends (relatives) around 
when a woman 1s delivermg and there is less care perce~ved glven at the hospitals 

Benefits 

- There are nurses to help doctors w~th del~verv 
- If woman 1s tlred and needs a cesarean lnte~entlon ~t can be done 

WOMEN 

1 Prenatal Care 

- Regular check-up women have a clear not~on and a posltlve att~tude that a regular monthlv 
check-up should be made wh~le pregnant 

- Preferred location the majority of the women of the majorlty of the groups sald would rather 
go to a prlvate cllnic than to go to a health facll~ty The other mentioned places were Fam~ly 
Plannmg Unit, pr~vate Doctor the Maternal Care 

- The benefits of prenatal care service percewed were 

Th e greatest benefit perce~ved of the prenatal care 1s to have a sonograph as a means to find out if she 
1s prepant as a sure wav of getting thls recognized and tangent~ally that the baby is OK Sonographs 
are equated wlth belng able to tell the baby 1s OK or to find out ~f somethmg 1s wrong 

When asked if there was any th~ng harmful In golng to the prenatal care almost all the groups sa~d  there 
was no harm Apparently there were two women In one FG (West Soheil Vdlage) who satd that the 
sonograph could cause abort~on but there were no speclfic reasons given in the summary charts for this 
behef 

Another clear set of benefits that were expressed was 
+ she can get her blood pressure taken and a gynecological exam made 
t she gets to know her health IS fine and so 1s the baby 
+ she can get examtned to see if she has any other problems 
+ she can be told where to dellver the baby/ and get an analysis for d~abetes made 

When asked where they had actually delivered there was an almost equal amount of groups and of 
women In the groups who had e~ther delrvered at a facil~ty or at home with a daya 
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Hospital/other Health Faciiiry/Private Doc 

- Those women who sa~d  they preferred to go to a health fac~l~ty/hosp~tal/ prlvate doctor had in 
common that they found the facllitv to be better equ~pped than the other place thev used to go 
The doctors were more readilv ava~lable than at the health center and the attention glven to them 
at the hosp~tal was more efficacious than the one received at the health center especiallv if she 
gets tlred and needs a cesarean lnterventlon 

- In the prlvate clinic there is the perception that there is more collaborative work between nurses 
and doctors 

- The fact there 1s n~ght personnel to attend makes it more appealmg, espec~ally ~f there IS an 
emergency 

- There are specialized doctors in the hosp~tal more than there would be in a health center 
- If they want you to come back, they treat you well 

Delrvery at itome 

Those that preferred to del~ver at home expressed that they had the company of relatives 
(mother mother-in-law, sisters) and found th~s  to be more amiable The relat~ves can accompany 
here while at the hospital they are not allowed The presence of the daya makes the delivery stdl 
more desirable 
Dellvery at home with a trained nurse, a normal dellvery IS better because IS less costly than one 
at the hosp~tal 
Normal dellvery at home with a daya IS preferred because there IS no need for anybody else, the 
delivery is easy, and the daya IS near by 

MOTHERS-IN-LAW 

When m-laws were asked where was the best place women could have a del~verv made the oplnions 
were equallv d~v~ded  the majority of city mothers-m-laws sa~d  at hosp~tal or prlvate cllnic but the 
majorltv of v~llage m-laws sa~d that it would be very at home 

HospltaUother Health Facrltty/Prrvate Doctor 

- When posed w~th the general question of wh~ch 1s better, phys~c~an at Hospltal or daya at home 
the hospital was sa~d  to be better by majority 

The perceived Benefits of the Hospital were 
- They are cleaner 
- They are prepared and equ~pped for del~very/cornplicat~on 
- They can take care of the neonate 
- They give exammations 
- Physwan knows what to do in case of complication 

Home beneJits 

- Those that preferred at home were because of the pnvacy 



HUSBANDS 

Of the Duvu 
- One FG ment~oned that the ster~llzat~on of the daya s mtruments was not good 

Of the MOH Fucdmes 

The opmons regarding thelr direct experience at the hosp~tal were dlv~ded Those that had posttwe 
opmon sa~d  

- the hospltal had good treatment of people 
- they have special~zed doctors 
- capable of saving m an emergencies 

But there were also those who had very bad impression 
- Almost half of the FG perce~ved the health facilit~es as not havlng drugs (equally dwded 

between v~llage and c~ ty  husbands) 
- Bad treatment of people1 poor service1 some neglect 
- There were no doctors at the health facillty 
- There was no servlce day and night 

Of the Docror~ 

- Doctor's reputatlon Dec~s~on of woman to go IS based very much on the doctor's reputatlon 
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COMPOSITION OF FOCUS GROUPS 

I - WOMEN 

I - INTRODUCTION 

There were 12 F G made In SIX cmes and 6 vdlages w~th a total of 109 partlclpants from the Aswan 
and Luxor Governorates A total of 6 Dlstncts- Kom Ombo Edfu Daraw, Aswan Nasr and Luxor w~th 
the follow~ng dlstr~butlon 

Place Part~cipants 

* Cmes Kom Ombo 
Sebaela 
Daraw 
El Sell El R~fi 
N asr 
Luxor 

* Vlllages Gaefar El-Sadek 10 
Gez~ret El Malakela 8 
El Tewee~ssa 8 
West Sohell 10 
El Ballana 8 
El Odaisat 9 

Total 109 

I1 - RECOGNITION OF COMPLICATIONS 

The maln signs of co~npl~cat~ons that could happen to a pregnant woman as ~dent~fied by the women 
were 

Bleeding (Nazeef) They colnclde In thls slgn wlth the husbands as bemg the most c~ted In almost all the 
FG ( 1  1 ) bv almost all of the partlclpants In each group The causes attr~buted to t h ~ s  happenmg were 
havmg an abortion llft~ng heavy objects (same as the husbands sa~d), and also just before glvlng blrth 
to the child These reasons were c~ted In about the same number of v~llages as clties 

It was asked expllcrtly if a woman could bleed before dellvery and the major@ of the partrclpants sa~d  
she could g~vlng several reasons 

Heavy Labour Bleedmg would occur espec~ally lf the cervlx opened earher before the expected t ~ m e  
Thls behef was expressed In half of the focus groups but equally among the clty and the v~llage groups 



Annex [C] C ot~~pos~tron of Foc MA Group I -Women 

Placenta Precedrng the Child, Anger, Havrng Extra Blood, and No Cause a t  All These reasons were 
also given as reasons for bleeding before the child was born These reasons were localized In the focus 
group of Kom Ombo City, and El Tewe~ssa Village which mentioned only the prevlous placenta 

Swelling of the Legs (Reason also given by the husbands) The 11 FG s that menttoned thls as a 
problem during pregnancv were the same ones that mentioned bleeding as the major problem No 
mentlon ot swollen hands or face was presented In the summary of reasons 

When asked whv the legs could swell the four reasons glven were each from a dlfferent focus group 
it happens L L ~ V  rn the pregnancy becau~e the babv 15 rncreaslng hls wezght because of drugs taken 
and thev did not h o w  the reason 

Albummuria This complication was identified in majorlty of the groups ( 8 FG) and the cause was 
attributed to eatme eggs or something salty There were equal amount of FG saying this both m the clties 
and the v~ilages 

Hypertensron ( Daght aah, Daght Zard) was mentioned by few women m three FG as well as urine 
problems 

Drabetes, varrcose veins, prolapse, hemorrhords, baby dies and genital rnfechons were also 
mentioned as coinpl~cations durlng pregnancy by very few women In 9 dlfferent FG 

Drzzrness, being more sleepy and early vomiting (gastro rntestinal disturbances) were lncluded In 
the slgns of problems tn several of the focus groups, possibly because the term used d ~ d  not made a 
difference between discomforts (ask 777777) and havlng sertous problems 

There were several pregnancy compl~cat~ons that were asked d~rectly to the women in the 
groups 

Can a prcrnanr woman develop toxaemla' 

* More than half of the groups ( 6 FG) said YES to thls question and the reasons were 
* the baby dles tnside the uterus - 3 FG ( less husbands identtfied thls reason), and 
* in  one FG the toxaem~a was attrtbuted to the daya ustng unclean instruments, or because of 

cats (no explanation was given for this reason) and 
* the other two FG they said they d ~ d  not know the reason 

Can the pregnant woman develop blurrlng vlsron7 

* I n  the majority of the groups (7 FG) the majority of the women partlclpated agreed that the 
pregnant woman could have blurring of the vislon 
The reasons for this happentng were 

+ headache and dizziness caused by anemia 
+ because of weakness caused by lack of good nutrttlon 
+ for the woman having repeated pregnanctes 
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* The major~tv of the women in the majorltv of the FG s a ~ d  YES it could happen for these 
reasons ( with no d~fference between v~llage or c ~ t y  op~n~ons)  

+ trauma most mentioned reason ( 6 FG) 
+ weak uterus Flbros~s and narrow uterus ( 5 FG) 
+ intrauterine bleedmg, congen~tal anomaly ( 4 FG) 
+ no blood reaches the babylsick mother ( 3 FG) 
+ she did not take tetanus shot ( 2 FG) 
+ alburnm~dno reason/ God's WdI ( 1 FG) 

Can the woman delrver before the date? 

* 111 almost half of the of the FG the answer was YES (no d~fference between vtllage and clty) and 
the reasons were 

+ ~n the 8th month ~t IS normal that tt happens ( 7 FG) 
+ her abdomen IS hot and can not tolerate the baby ( 5 FG) 

(No explanat~on as to what ' hot abdomen meant 
+ llftlng heavy welghts ( 4 FG) 
+ if cerwx IS open/ she has fever ( 2 FG) 
+ if it happens ~n 8th month IS not normal ( 2 FG) 
+ ~n one FG (Luxor Clty) all these were given 

- yellow mater~al at birth suffocates baby 
- hepat~t~s brmgs jaund~ce so doctors dehver early 
- cervlx 1s open 
- she might have blood Rh lncompatab~l~tv 

+ each one of these were ment~oned In three d~fferent FG 
- baby cells are not mature so ~t goes out 
- because she has twms 
- she has anemla 

SERIOUSNESS OF PROBLEMS 

The follow~ng questloll helped to define w111ch of the problems durlng pregnancy were cons~dered to be 
serlous enough to merlt gomg to the doctor/hosp~tal 

Whal ure the problems she can deal herself/ wlth whrch she has go to the doctor 3 

The problems ident~fied as needmg to go to the doctor were 

Bleeding, prolonged labor, nausea, dlzmness, headache, backache, col~cs, vomiting, swollen legs, 
toxaemla I n  8 FG the women sa~d  all of these were severe enough for a pregnant woman to go to the 
doctor or hosp~tal 

* the doctor/l-losp~tal is seen as the person/place where they can find the solutron 
* The doctor1 hosp~tal are seen as the person/place where the woman 1s baby IS saved 

(prevents from havlng an abortion ) is glven medlcat~on advise 

Of all the above problems a few women s a ~ d  that a pregnant woman could only handle at home 
dlmness and cough 
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2 DELI\ FR\ 

The compl~cat~ons ident~fied by the women during dellvery were 

Bleed~ng (Nazeef) as the husbands the women ldentlfied bleedlng as the most recognized of all the 
compl~cat~ons of delivery Thls was polnted out in almost all of the FG by more than half of the ones 
present In each of the 1 1 FG where ~t was slgnaled No difference In numbers of FGs between city and 
village women 

Ma1 presentatlon t h ~ s  compl~cat~on was ranked in second place by majorlty of the FG (9 FG) although 
~t was uneven the number of women referrmg to ~t The husbands found t h ~ s  complicat~on less severe 
than d~fficult labor Probably because d~fficult labour IS what they see most ~mmed~ate,  whde women 
know how much more dangerous a ma1 presentatlon represents It was shghtly more percewed by women 
from the village FGs than of the c ~ t y  

D~fficult labour Most of the FGS ( 8) pomted out t h ~ s  as a compi~cat~on The consensus of the women 
that sald was more un~form bemg almost half of all participants m all the FGs The d~s t r~bu t~on  between 
cltv and v~llage FG was very even 

The other co~nplrcations c~ted were qulte more far apart than the one above, ment~oned In three or less 
of the FG These were 

Dead babv ( 3 FG) , 
Rupture uterusluter~ne prolapse1 hvpertenslon ( 2 FG) 
Vomltlng, small uterus, placenta suffocates baby ( 1 FG) 

Most severe when asked to ldentlfied which of the complicat~ons were the most severe that merlt golng 
to seek help bleedmg, d~fficult labour were polnted out as being such 

The con~pl~cat~ons ~dentlfied by the women durmg the postpartum per~od were 

Fever thls was agreed in all the FGs and In half of them by all the women partlc~patlng, In the other 
FGs there were less but was ment~oned In all There were no reasons for this In the summary tables The 
husbands coincided in polnting t h ~ s  compl~cation as bemg the one most recogn~zed by them 

Col~cs from blood lost/ tablets from pharmacy1 hot food-dr~nks rece~ved rlght after postpartum 
gwes them cohc ail of these reasons had an equal welght distr~but~on among the 11 FGs where ~t was 
ment~oned 

Bleed~ng/d~zz~ness/weakness these were ment~oned 111 three FGs but In one of them (El Oda~sat 
V~llage) all of the women colnclded In ~dentifyng bleedlng 

Tetanus/ Lactat~on problems ~t was not clear ~f tetanus was refereed to the woman or to the newborn 
In the suininarv chart Lactational problems wdl be described In more deta~l wlth the neonate sectlon 
These two were mentioned In three FGS 



Ep~slotom\ pam thls apparently was the experience of one woman m one of the FG Since ~t was not 
mentloned 111 anv other focus group 

Most severe the coinpl~cat~ons of postpartum ldentlfied as belng the most severe were fever (sepsts) 
and bleed~ng Thev are both best dealt wlt11 bv seekmg help gomg to the doctor or the hospital 

As with the dellverv and postpartum there mere specific compl~cat~ons ldent~fied for the neonate These 
were 

Fever / cough these two complications were the ones most ~dentlfied in the majority of the groups ( 
9 FG) There fiere slightly more city FGS whlch pomted out thu complicat~on of the new born 

Jaund~cei collcs due to bottle feedmg both of these compl~catlons were ident~fied in qulte a large 
number ot groups ( 8 FG), bemg jaundrce the most feared of them slnce it was afterwards considered one 
to merit to go to the liospital/doctor 

Diarrhed/Tetanus/umbil~cal cord problems these compl~cations were next most mentioned In 6 FG 
It appears to be that umbll~cal cord problems and tetanus are not related smce they were expressed as 
separate compl~cations and umbllical cord problems In half as many FG as tetanus 

It was clear that diarrheal umbllical cord problems were most ment~oned in the vdlages 

D ~ a b e t d  tear canal obstructed/pharvnglt~s these two were mentioned m one d~fferent FG, both of 
them 111 the clt and all three were mentloned by just one woman In each FG 

Lactat~on problems 
These \\ere several type of problems that were mentioned and we put them here as a category of ~ t s  own 
The lactat~on problems most ~dent~fied were - cracked n~pples ( 10 FG) thrs was clearlv expressed in almost all of the FGS as bemg the 

number one problem associated wlth breast feed~ng It was equally d~str~buted among the c~ty  
as the vlllage women Much of the problem seems to be more associated wlth the next 
~dent~fied compllcatlon slnce todav it IS known how we can handle cracked nipples 

* small nlpplelno tralnlng In how to massage and glve the breast (6 FG) the recognition of 
the lack of education regardmg th~s  actlvity was very h~gh, slnce half of the FGS mentioned 
them and there was no noticeable difference between clty or village women - mother does not produces enough mdk (4 FG) and the alternat~ve is to give hrm 
art~ficlal milk ( mostly prescribed bv the doctors) As expected ~t was more commonly 
mentloned In the c ~ t y  FGs They are able to tell for the baby is always cryng ( 11 FG), or the 
~notlier feels her breast IS empty ( 8 FG) The solutron seems to be found rn the type of foods to 
be eaten bv the mother as stated i n  almost all the groups ( 11 FG) green vegetables, Halawa, 
Helba milk eggs 
problems produced by the art~ficial m11Wbaby refuses art~ficial m11Wthe m ~ l k  supply of 
mother stops even when babv 1s breast-feedmg ( 2 FG) These reasons were glven In two FG, 
both of them from the city and bv very few mothers When this happens she IS to try to gwe the 
chid rlce water, other mdk (goat, buffalo), yoghurt ( 2 FG) 
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* El- Meshahra the bel~ef that ~f a woman wrth menses walks into the place where there IS a 
lactatmg woman, her presence w111 make the breastfeed~ng woman stop her mrlk product~on 
T h ~ s  can also happen ~f the woman that enters IS wearmg gold The solutron IS to go and be In 
the presence of another Lactatmg woman to regarn back her mrlk productron or vlslt the place 
where the gold was sold 

Most serlous of neonate compl~cat~ons are cough/fever/d~arrhea/ jaundlce whrch ail merlt golng to 
the doctor/hosp~tal for treatment 

I11 - DECISION MAKING TO ACCESS THE HEALTH FACILITY 

For regular prenatal care 

It 1s bas~cally the responsrb~lttv of the woman to dec~de to go or not to the prenatal care 

For conzplrcatron~ 

A woman w~ll  go to a health fac~l~ty  ( hosp~tal) or doctor ~f a compl~cat~on appears, and Bleedmg was 
slgnaled out as the number one compllcat~on ~nd~cat~ng to seek ~t The other complicatrons wh~ch merrt 
accessmg the health fac~l~ty/doctor are toxaemla, prolonged labor, nausea, dlzzlness, headache, 
backache, cohcs, vomltmg, swollen legs 

Normal 

If there are no compl~cat~ons dur~ng the del~very, postpartum or w~th the neonate, there 1s no reason to 
thmk a woman should go to the health fac~l~ty There was an equal amount of FG s saylng they would 
rather del~ver at a health facd~ty (mostly women In the c~ ty  FGS), as well as those who would prefer to 
dehver at home w~th a daya (mostly women from the v~llage FGs), but there were many who added they 
would rather have a nurseldoctor at the home dellvery 

If there are no complicat~ons, the husband IS not expected to do much, nor make dec~srons Although In 
4 FGs the women sa~d he can help dec~de where the dellvery should take place, there was no difference 
of opmon between c~ty-vlllage women 

If there are compltcat~ons such as bleedlng, ma1 presentat~on of baby, d~fficult labor for the woman, 
and fever, d~arrhea  for the baby then the dec~s~on IS to go to the hosprtal/doctor It was not reglster 
who makes the dects~on to go 

The husband IS expected to be present and alert ~f any complrcat~on appears and he is responsible to deal 
w ~ t h  the money to be spent In t h ~ s  sltuatlon ( 1 1 FGS) 
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IV - BARRIERSIBENEFITS TO ACCESS HEALTH FACILITY 

Cost ( financ~al s~tuation) was mentioned by the majontv of the groups (8 FG) wh~ch seemed to refer 
to the overall cost the serwce will be when treatment drugs or other were finally charged One FG added 
dlstance to th~s  cost 

Gynecolog~cal exam/ harmful drugs for the babv In equal number of FG the maln reasons for not 
gomg were centered around not be~ng comfortable wtth the gynecological exam ( In one FG they 
preferred doctor to be a female) and fear the drugs prescribed would harm the baby 

Hospital defic~encles there 1s no follow up, no special~sts very crowded and treatment is wrong /bad 
thev do not care for women there there is neglect at hospltal 

Thus when asked what they preferred as attention the majority ( 7 FG) s a ~ d  they would rather have a 
prlvate doctor who has the suppl~es/fac~l~ties at hand and IS spec~allzed m maternal things Thls was 
confirmed bv the reasons for not hav~ng gone to the hospltal whlch were the same not well equlpped 
no spectalized doctors, no care glven 

When asked why they prefer the doctor there were several addlt~onal observations made wh~ch present 
as barr~ers to access the servlce These were 

Privacv In all the FGS tli~s reason came out said bv most of the women of each of the groups It 1s an 
encounter of her and the doctor alone whlch seems to be htghly apprec~ated 

Regular prenatal care 1s regarded as good bv most women of all the FGS and somethmg all women 
should go to ( oplnlon In 9 FG) 

But there were oplntons rn 5 FG In wh~ch many women of those groups satd prenatal care was not for 
all women 

The reasons expressed why prenatal care IS not for all pregnant women, were bas~cally around the fact 
that a woman needs to go ~f somethmg seems wrong as for example feeltng weak, ~f she feels s~ck, if 
she has a problem if the baby is not In the proper posltlon These women regard prenatal care as a 
solut~on to problems not as a preventwe measure 

No reason In part~cular several women In 5 FGs affirmed there was no b ~ g  reason not to go to the 
prenatal care 
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The prlnc~pal barr~ers were centered around not belng able to have you frlends (relat~ves) around you 
when delwer~ng there 1s less care gwen at the hosp~tals (5 FG) 

There are nurses to heip doctors w~th dellvery ( 7 FG) 
If woman IS t~red and needs a cesarean mtervent~on ~t can be done ( 7FG) 

V - PERCEIVED QUALITY OF CARE 

Regular check-up the notlon of regular monthlv check-up to be made whlle pregnant was present tn 

most of the groups (8 FG) 

Preferred location the majorlty of the women of the majorlty of the groups ( 10 FG) sald would rather 
go to a prlvate c l ~ n ~ c  than to go to ahealth fachtv The other ment~oned places were Famtly Planning 
Unit prlvate Doctor the Maternal Care 

Prenatal care service Benefits percewed 
* The baby gets exammed she receives a sonograph ( 12 FG) T h ~ s  seems to be hlghly est~mated 

for the sonograph as a means to find out ~f the baby 1s OK was ment~oned several times m 
drfferent moments of the focus groups Sonographs are equated w~th bemg able to tell the baby 
1s OK or to find out if somethmg 1s wrong 

* when asked if there was anv thlng harmful In golng to the prenatal care, almost all the groups 
s a ~ d  there was no harm ( 1  1 FG) Apparently there were two women m one FG (West Sohell 
V~llage) who sald that the sonograph could cause abort~on, but there were no spec~fic reasons 
p e n  In the summary charts for th~s  belief 

- she can get her blood pressure taken and a gynecolog~cal exam made ( 1  0 FGs) 
- she gets to know her health IS fine and so IS the baby (7 FGs) 
- she can get exalnmed to see ~f she has any other problems (6 FGs) 
- + she can be told where to dellver the baby1 and get an analysis for d~abetes made (5 

FGs) 
- she can go to get spec~fic treatment ~f she needs ~t (3 FG) 
- she can get her we~ght taken1 she can find out whether it IS a boy/g~rl(l FG) 
- at the hosp~tal lt 1s cheaper than for a prlvate doctor (1  FG) 

When asked where they had actuallv del~vered there was an almost equal amount of groups and of 
women i n  the groups who had e~ther delivered at a fac111ty or at home w~th a daya 



Hospital/other Health Fac~l~tvfPr~vate Doctor 

Those women who sa~d thev preferred to go to a health fac~l~tv/hosp~tal/ prtvate doctor had in common 
that thev tound tile fac~litv to be better equipped than the other place they used to go 
The doctors were more readily ava~lable than at the health center and the attention gwen to them at the 
hosp~tal was Illore efficacious than the one rece~ved at the health center, spec~ally IF she gets ttred and 
needs a cesarean mterventlon 

i n  the prlvate c l ~ n ~ c  there IS the perception that there 1s more collaborat~ve work between nurses and 
doctors 

The fact there is n~ght personnel to attend makes it more appealmg, espectally ~f there IS an emergency 

There are espec~al~zed doctors In the hospital more than there would be tn a health center 

If tlmy want vou to come back they treat you well 

Dehven ?t home 

Those that preferred to del~ver at home expressed that they had the company of relatwes (mother, 
mother-wlaw s~sters) and found t h ~ s  to be more amalble The relatwes can accompany here, whlle at 
the hospital they are not allowed The presence of the daya makes the dellvery stdl more desirable 

Dellvery at home wlth a tramed nurse a normal delivery IS better because IS less costly than one at the 
hosp~tal 

Normal dellvery at home with a dava is preferred because there is no need for anybody else, the dellvery 
IS easy and the dava 1s near by 

VI - CONSIDERATIONS AROUND PREGNANCY 

Husband's feelmgs in the majorlty of the groups the women sa~d  thelr husbands felt very happy, 
rejolce w~th the~r pregnacles ( 9 FG) 

Acttv~tv all the focus groups agreed that the a pregnant woman shoudl do less amount of heavy work, 
sliould not 11t i  heavv objects This ~dea was backed up by the comment made m all the focus groups that 
their husbands lets her rest more lim~ts h ~ s  orders and helps her w~th the Irftmg of heavy objects, and 
in the field less of the plow~ng dut~es But the normal houselhold work 1s st111 expected to be done by the 
pregnant woman because she hves a normal life ( 5 FG) 

More attent~on the husband pays more attention to her accompanles her to the doctor or lets her go 
( 10 FG) and takes on the responsab~llty to prepare any money needs ( 9 FG) 

Foods there were dwded opinions smce many women of 6 FG thought she could eat everything and 
yet when it came to specifics a lot of them said she should not eat salty, sp~cy foods ( 10 FG), but a was 
OK to eat hght food such as yoghurt cheese and m~lk ( 9 FG), fruits and proteins ( 5 FG) 
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Stress/ help she should have less stress at home and rest much more (4 FG) Most women In all of the 
FG affirmed that the mother-ln-law helps her while pregnant hke her mother 

Med~cat~on/drugs/vitarnlns most women agree In the focus groups where mentioned that a pregnant 
woman should not take drugs ( espec~ally durlng the firs three months), should not take med~cation 
unless prescr~bed and should take vitamins and Iron ( 5 FG) 

* The tetanus toxo~d vacclne was s a~d  to be taken by majorlty of the women of 10 Fgs , but when 
asked whether thev had taken lt only some ot the women of only 4 FG s a ~ d  thev had recelved 
It 
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COMPOSITION OF FOCUS GROUPS 

I1 - MOTHERS IN LAW 

I - INTRODUCTION 

There were 12 F G made In SIX cltles and 6 vdlages wlth a total of 109 partlclpants from the Aswan and 
Luxor Governorates A total of 6 Dlstncts- Kom Ombo Edfu Daraw, Aswan, Nasr and Luxor w~th  the 
following distnbut~on 

Place Partrclpants 

* C ~ t y  Kom Ombo 
Sebae~a 
Daraw 
El Sell El R~fi 
Nasr 
Luxor 

* V~llages Gaefar El-Sadek 9 
Gemret El Malahela 9 
El Tewee~ssa 7 
West Sohell 8 
El Ballana 9 
El Oda~sat 8 

Total 99 

I1 - RECOGNITION O F  COMPLICATIONS 

The main slgns of complrcations that could happen to a pregnant woman as ident~fied by the mother-~n- 
law (m-law) were 

Bleed~ng (Nazeef) they co~nc~de In this slgn with the women and husbands as bemg the most c~ted 4 
FG 
The causes attr~buted to this happenmg were l~ftmg heavy objects (same as the husbands, and women 
sa~d)  too much effort and ~f she fell 

These reasons were cited more In the c~tles 

M~scarr~age 
For mlscarnage there were qulte a number of reasons 

* carrylng heavy weights 
* slipping and falling down 



Anneu [C] - ( on7po\ltrot? of Focus Groups I1 - Mothers ~n Law 

* Ii~ttlng herself feelmg of anger and bad dreams (that is if she dreams she has a mlscarrlage she 
w~ll  have one the next day) 

- (all of these - 4 
* weak uterus 3 
* narrow uterus hypertens~on d~abetes syph~lis protetnurla 1 

Eclampsra 4 
The reasons tor th~s  happening were fever exhaust~on, exposed to alr depression and rage, not TT shots 
Inadequate nutrltlon, uncleanliness 1 

Blurred Vlslon (Zaghala) 3 
The reasons tor t h ~ s  happenmg were weakness h~gh blood pressure 

Can the bobv dw lnsrde the uterm ' 
* There were only a couple focus groups 111 whlch the majorlty of the m-law YES, ~t could 

happen for these reasons 
+ d~abetes syphllls protelnurla 2 
7 too much water (amn~ot~c fluld), tlr~ng/li~tting herself 1 

SERIOUSNESS OF PROBLEMS 

The follow up questlon to try to define wlilch were the most serlous compllcatlons gave a new set wh~ch 
d~ffer from the above These were 
Sudden t~redness paln In the abdomen feels the uterus openlng suddenly 2 

and tllev ail lnerlt golng to the doctor/hosp~tal in order to get 
- appropriate med~cal attention 

- get r ~ d  of remains of an abortton 
- save the baby 

The co~npl~catrons durmg dellvery ~dent~fied by the m-laws were 
Bleed~ng (Nazeef) as the husbands and women bleedlng was signaled by m-law, but was only pomted 
out ln 3 
Reasons remalnlng of placenta too manv dehver~es weakness 

Tetanus no TT shots contammated equlprnent daya not good 
Reasons no TT shots polluted unclean food 

Ma1 presentatlon for movlng a lot wh~ie sleep~ng I 

-The postpartum complicat~on most ment~oned by m-law was fever 
followed by hemorrhage 
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abdominal paln/coiic 
weakness 
genital wound 

Reasons 
fever evposure to fan alr cold weather or hot sun 

eating unhealthy food 
receiving Infection at delwerq, not clean no having TT shots, 
babv is not breastteeding infected vagina wounds 

hemorrhage placenta is not totally removed 
weah uteruslgeneral weakness1 

hypertens~on/d~abetes/exposure to a~rlinflammations 

abdominal painlcol~c exposure to alr (mostly In the village FG) 
natural should occur 
ma1 nutrltlon 

weakness ma1 nutrition 

Most serious of these colnpl~cat~ons hemorrhage fever 

As with the dehverv and postpartum there were speclfic compllcatlons identified for the neonate These 
were 

Fever was bv far the compl~cat~on most Identified ln the majority of the groups 10 
with no malor difference between c~ty-v~llage m-laws 
Reasons hot weatherla~r mother has a fever baby had a bath and was hot 4 

difference of temperature between uterus and outs~de 4 
baby caught a cold baby was hot and slept ln a fan 
mother exposed baby to alr 

Jaund~ce 7 
Reasons ~f mother has it lack of calcium mother IS weaWhas feverleats too 

much saltv food 

Diarrhealumb~lical cord problems They were most mentioned in the ci t~es 6 
Reasons drtnklng from unclean cup ~f mother had a fever water dlrt~ness 

B a b ~  catches a cold1 severe coughmg 6 

Parah sls, baby 1s bl~ndldeformedlweak 3 

Reasons God s W ~ l l  pregnant women bakes, medlcatlon w~thout consultat~on 

Lactat~on problems 
These were some of the problems most ment~oned by m-law 



Annex [C] - C on~powtron o f  Foczr~ Group5 I1  - Mothers in Law 

* wounded n~pples it included swollen breasts n~pples hurt breast heavy 6 
* mother does not produces enough m ~ l k  3 
* mother 1s a f r a ~ d  of breast-feed~ng 2 

Reasons eatlng salty foods or rich in starch usmg contraceptives, /fever 
The pr~m~px-a  naturallv does not know anythmg about breast-feed~ng 

Most serlous of neonate compl~cat~ons a r e  feverld~arrhedsevere coughing/ jaundlce and they all 
need the babv to be taken to the doctor/hosp~tal for treatment 

I11 - DECISION MAKING TO ACCESS THE HEALTH FACILITY 

For regzrlu prenatal care 

- It 1s bas~callv the responslbil~ty of the woman to dec~de to go or not to the prenatal care 

For con~p1rcut;ons 

- A woman should go to a health fachty ( hosp~tal) or doctor if a compl~cation appears but ~t was not 
clear from the ~nformation to say who dec~des 

Normal 

For the husband 

* It IS the custom that he be ~n the delivery at home/ does not attend delivery 10 
* what seems clear a husband s mam respons~b~l~ty IS to be prepared and w ~ t h  the money needed 

for the delivery/compl~cat~on 9 
* Add~tionally he should make her psvchologicalIy comfortable 5 
* Prepares celebrat~on of newborn/ buvs baby s bed 

For the mother-~n-law 
* Help woman in the dellvery (not spec~fied how what exactly) 7 
* Take care of her/ encourage/comfort herlsharmg respons~bil~ty wihusband 5 
* Help her w~th  the house work1 reassure her she w11l be okfg~ve her sugar or bod egg to help her 

~n labodpray she has an easy dellvery 3 
* Make sure she has appropriate clothes for dellvery 2 
* Take care of the neonate/ get her food after del~verv 1 

If there are compl~cations such as bleedmg, tetanus, fever, ma1 presentahon of baby, hemorrhage, 
abdommal pa~n/col~c  for the woman, and fever, d~a r rhea  for the baby, then the husband should be 



Anneu (C1 - C otripowron ofFocus GI ozrp~ 11 - Mothers tn Law 

respons~ble for takmg herlbaby to the hosp~tal/doctor 10 

- The husband 1s expected to be present and alert ~f any complrcat~on appears and he IS responsible to 
deal wlth the money to be spent in t h ~ s  s~tuationl to take her lmmed~ately l f a  comphcation appears 

9 

- The mother In law 1s to adv~ce husband to save money In case compl~cation appears1 make sure husband 
finds transportatron ~f needed 1 

IV - BARRIERS T O  ACCESS QUALITY OF CARE 

There were no spec~fic barrlers identified my mothers-ln-law The general attltude of the m-law of three 
FG was that there were no barrrers to prevent a woman wlth compl~catlons from going Nelther the lack 
of money lack of transportation or communlcatlon should deter her from gomg 

Hospital defic~encies only a few of them In one FG observed that there were no ambulances or sewtce 
at the Hosp~tal at mght 1 

V - PERCEIVED QUALITY O F  CARE 

When m-laws were asked where can women have a dellvery made the 
opmrons were equally dwded the majorlty of clty at hosp~tal, prwate clinic 
and the rnajorrtv of vdlage m-laws at home 

Hosp~taUother Health Facilltyffr~vate Doctor 

- When posed w~th  the general questron of whlch is better physlclan at 
Hospltal or dava at home the hosp~tal was s a ~ d  to be better by major~ty 

Benefits of Hosp~tal  

- They are cleaner 
- Thev are prepared and equlpped for del~verylcompl~cat~on 
- They can take care of the neonate 
- They glve exalnmatlons 
- Phvslc~an knows what to do In case of compl~cat~on 
- They grve carelqulck serwce 
- Woman gets medrcatlon IS more comfortable/ the hosp~tal has ster~l~zation 
- It 1s affordable prlce 

Home benefits 

- Those that preferred at home were because of the privacy 
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COMPOSITION OF FOCUS GROUPS 

I - COMPOSITION OF GROUPS 

There mere 12 F G made In SIX clt~es and 6 wllages of w ~ t h  a total of 102 partlclpants from the Aswan 
and Luxor Governorates A total of 6 Dlstr~cts- Korn Ombo, Edfu Daraw, Aswan, Nasr and Luxor w ~ t h  
the followmg d~str~bution 

* Clty 
Kom Ombo 
Sebae~a 
Daraw 
El Sell El Rdi 
Nasr 
Luxor 

* V~llages 
Gaefar El-Sadek 
Gez~ret El Malakela 
El Tewee~ssa 
West Sohell 
El Ballana 
El Odalsat 

Total 102 

I1 - RECOGNITION OF COMPLICATIONS 

The mam slgns of compl~catlons occurrmg durmg pregnancy wh~ch were ldent~fied by husbands of 5 of 
the I ?  F G were 

Bleedmg (Nazeef) In general w ~ t h  no spec~fic descnptron as to quantlty of bleedmg or moment of 
occurrence durlng the pregnancy The causes attrrbuted to t h ~ s  happenmg were hft~ng of heavy objects 
or b\ gomg downstarrs (how many trmes or In what fashlon were not codified) These reasons were c~ted 
bv three F G of the cltles and were not mentioned by the other groups 

Swollen legs the groups that ment~oned t h ~ s  as a problem were basrcally the same one that ment~oned 
bleed~ng w ~ t h  a cause No mentlon of swollen hands or face was codified 
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Hypertens~on ( Daght aalr, Daght Za~d) was ment~oned by the majorlty of husbands In four groups 
(same as those that mentroned bleed~ng) When asked what were the causes of hypertens~on four 
reasons were pven In one F G , bemg anemla the only relevant one 

When asked kt the fetus could dre and the woman not know about ~t the husbands of 4 F G s a d  ~t could 
happen and the reason was l~ftlng heavy we~ghts or hav~ng fever ( 2 F G ) and In one FG ~t was 
ment~oned that she would have an abort~on ~f the man h ~ t s  the w f e  

Add~t~onallv some husbands (2 F G ) agreed that a woman could del~ver at seven-e~ght months of the 
pregnancv, but there was not ment~oned of frequencv of occurring or how dangerous t h ~ s  was 

There was no clear d~fferent~ation of thls per~od Husbands consider rt as one ep~sode 

bleedmg (no d~fferentiatron wrth hemorrhage) again as in pregnancy, husbands of the majority of the 
F G (9) concurred that this was the number one compl~cat~on followed bv 

d~fficult of labor ( prolonged labor rncluded - Modet El Wada Taw~la, Welada Muas~nna) - t h ~ s  was 
~dent~fied In the majorlty of the groups (7 FG) 

th~rd place ( 6 F G ) ma1 presentat~on of fetus ( baby In wrong position, Nazel M ~ s h  Maadoul rlght s ~ d e  
up, Nazel Magloub, transverse, Nazel BI gambou, stuck, Nazel maznoug) were srgnaled out by the 
majorltv of men of 3 F G 

fourth compl~cation Identified was puerperal fever1 sepsis (Homet Nefas) was ~dent~fied rn 5 F G 

In a far awav fith place tetanus was ~dentlfied in only 3 groups and not by many men 

the surprlse was one F G (crty) In wh~ch all men agreed there were no other problems at dellvery than 
those noted above E~ther thev had not evper~enced anv other (because of facihty delivery?) or were 
totallv unaware of thew existence 

Postpartum the h~ghest number of husbands ( 10 F G ) mentioned ~nfect~onlfever after delivery, 
(Homet Nefas ) - closest to puerperal sepsa) as the most frequent complicat~on of postpartum 
followed by bleedmg (5 FG) 

Retarded growth rns~de the uterus, and fever of the newborn these are the two most known 
compl~cat~ons of the newborn ~dent~fied In 5 F G ( mostly In vtllages) Fever was not ~dent~fied by any 
set of svmptoms and small slze as a consequence of retarded growth as ident~fied In one F G 

D~arrhealvom~t~ng were the second most rmportant compl~cat~ons ment~oned (4 city F G ) 

~t was followed by lactation problems jaundice, or congenital abnormaht~es (which were not 
~dent~fied) mentioned in 3 FG 
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In fourth place resplratory diseases were ment~oned ( only 2 FG) whrch bemg one of the most frequent 
causes of problems is qulte missed by husbands as bemg one ot the most Important of the neonate 
compl~cat~ons Also ment~oned each of these In a different FG ~nfect~on of umbdlcal cord 
hypocalcem~a and colics 

Lactation problems were descr~bed m some degree of detail These were 
* she did not breast-fed at all ( 10 FG) 
* women do not eat sufficient foods that Increases m~lk product~on (9 FG) 
* she recelved the evil eye (8 FG) 
* she had too short of a lactation period (no reason specified) - 7 FG 
* scanty milk product~on ( 5 FG) 
* and In equal number of FG (3) the husbands identified these other reasons mllk dries goat milk 

IS llke mothers' milk (so it seems to suggest that it can subst~tute the mother's m~lk especially 
because the doctor recommended ~t - 2 FG -), or there was the belief goat milk died not have any 
fat ( 2 FG) 

Conclusion of recogn~t~on of slgns of compi~cat~on 
* The most common complicat~ons recognized by husbands during pregnancy are bleeding 

oedema of lower l~mps and hypertens~on In almost half of all groups ( city) 
* at dellverv bleedmg, difficult labor, ma1 presentation of fetus, puerperal fever In more than half 

of the groups and lastly tetanus In few groups 
* at postpartum feverIinfection ( probably puerperal seps~s) by the rnajorlty of all groups and 

bleedmg by almost half 
* wlth neonate fever and retarded growth by almost half ofthe FG and m descendmg Importance 

diarrheafvomit~ng Yet lactation problems were the ones most ment~oned w~th preciseness 

poorl~nsuffic~ent production (for lack of adequate food) , evll eye, short lactation period 
Jaundice, and resplratory problems followed 

There was no indicat~on of the degree of severity attr~buted to these signs by husbands The F G gu~de 
d ~ d  not mclude t h ~ s  polnt expl~citly, which may have been the reason for ~ t s  no appearance 

I11 - DECISION MAKING TO ACCESS THE HEALTH FACILITY 

For regular antenatal care 

Reasons to go 
* When the men were asked the~r oplnlon of whether a woman should go for a regular examnation 

wh~le pregnant the majority of the men ( 7 FG) were favorable to the Idea that the pregnant 
woman should go to regular check up As expressed by the men, it should be a rule for woman 
to go for it IS good for her slnce she follows the baby and is able to know how she w~ll  deliver 
Three groups mentioned it was to a woman's benefit to go 

* There was a clear oplnlon expressed In 3 FG of when they should go &and then !a& in tb 
pregnancy Another group narrow ~t down to the week before delivery 
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Who decldes 
It 1s her decls~on thls was agreed In most of the FG (8) although In 5 FG ~t was ment~oned that ~t was 
a joint dec~slon 

Who accompanies her 
In almost half of the groups the husbands thmk ~t 1s the mother of thelr wwes who mostly accompanies 

them wli~le 111 half of the groups (mostly c ~ t y  one) ~t was affirmed that the husband was the one that 
went w~tli her 

lt seems ~t really there IS no overr~d~ng person, since In 5 FG ~t was ment~oned that anyone near her could 
accompany the woman 

For complrcatlons 
* The woman should go to the health faclhty ~f she IS slck, but there were no quahficat~ons as to 

what was meant by bemg sick Thts was ment~oned In 5 FG 
* Two men In two groups ment~oned thelr wlves had hypertension and thus had to go for antenatal 

regular check ups 

Nornd 
* The husband 1s not asked to make any speclfic declston durlng normal dellvery he 1s to be 

ready and avatlable 
* He 1s not expected to call the daya when dellvery tlme comes, that IS a woman's job (3 FG) 

Wzth con~pllcatzons 

* He 1s expected to be present ~f an emergency arnves, and ~f ~t does he IS expected to brlng 
doctor/ambulance as was mentloned In 4 FG 

* When the decls~on to access the f ac~ l~ ty  has been made everybody pltches In to obtam the 
transportation even lf ~t IS at mldn~glit , whatever the costs (6 FG) 

Noi mal/Wrth complzcatlons 

* No relevant data was presented that shed llght on t h ~ s  polnt of the decision process when there 
IS need to manage the neonate w ~ t h  any degree of urgency 

IV - BARRIERS/BENEFITS TO ACCESS HEALTH FACILITY 

* lmpedlng bel~ef there were almost equal number of groups (6 )  In whrch ~t was mentloned that 
'there was no need for the woman to go ' for ~t had several effects, one of them was the baby 
endlng up be~ng weak 
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* It was costly for the woman to go (4 FG) and for another man it was very far 
* One person was clearly agalnst the antenatal care for hls experience was h ~ s  wlfe received a 

wrong Injection and the baby died 
* Only in one FG the gender Issue was mentloned saving that some women prefer female doctors 

Thls apparently d ~ d  not appear to be an Issue to access In another 3 FG ~t was ment~oned that 
he would rather prefer h ~ s  w~fe  went for check-up to a female doctor 

2 DURING DELIVERY/ POSTPARTUM 

* Money/transportation were the two most mentloned reasons by most men In almost half of the 
FGs 

3 MANAGING THE NEONATE 

* There was a mention in one FG the lack of Incubators In the hosp~tal 
* One FG polnted out that there IS a hospltal that does not have newborn care servlce 

V - PERCEIVED QUALITY OF CARE 

One FG mentloned that the sterll~zat~on of the daya's ~nstruments was not good 

2 OF THE MOH FACILITIES 

The oplnlons regardmg the~r dlrect experience at the hosp~tal was divlded There were those that said said 
these positive th~ngs 

* the hospital had good treatment of people (3 FG) 
* good qual~ty of serv~ce ( I FG) , 
* treated people w~th respect (2 FG) 
* they have spec~al~zed doctors ( 2 FG) 
* clean envlronment (1 FG) 
* capable of savlng In an emergencies ( 2 FG) 

But there were also who 
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3 OF TlIE DOCTORS 

Doctor's reputation Decis~on of woman to go 1s based very much on the doctor s reputation wh~ch was 
agreed In majorltv of FG (9) 

VI - CONSIDERATIONS AROUND PREGNANCY 

Husband's feeimgs In some groups the men sa~d they felt very happy, rejoice with thew wife's 
pregnacylthee will be ch~ldren in the house (4 FG) 

Activ~ty In a good number of focus groups the men agreed that the a pregnant woman should do less 
amount of heavy work should not l~f t  heavy objects should rest more they should help her w~th the 
Ilft~ng of heavy objects, and In the field do less of the plowmg dut~es (7 FG) 

More attention the husband pays more attentlon to her accompanies her to the doctor or lets her go 
( 4 FG) and takes on the responsabillty to prepare any monev needs ( 1 FG) 

Foods she should not eat salty, splcy foods ( 2 FG), but it was OK to eat ltght food such as yoghurt, 
cheese and mdk ( 5 FG), fru~ts and protelns ( 5 FG) 

should not take drugs (1 FG) 
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I -  A M A L  

Amal Ahmed Abdoh 20 years old was referred from her v~llage (Fanss) Edfu on the 5"' of August at 
9 OOAM to Edfu d~st r~ct  hosp~tal Patlent referred from the health center w~th  referral note stated that 
there IS no progress of labor and FHS couldn't be detected 

Adm~ss~on data showed that Mrs Amal was pnm~grav~da. full term bv date no LL edema and w~th 
frequent labor palns On examlnat~on, BP 110l70, pulse 90/mln and she was generallv exhausted and 
shghtlv dehydrated FHS was regular 135tmm On PV examinatton + I ,  LOT, and projecting lsch~al 
splnes 

The case was d~agnosed as a pr~migrav~da in labor w~th prolonged second stage Upon adm~ss~on 
Speciahst on duty (SOD) order infus~on of 500 cc Ringer s solut~on and 500 cc Dextrose 5% solutton 
to amellorate the general cond~t~on At 10 OOAM, the patlent was transferred to the operating theater and 
given another 500 cc of Dextrose 5% w~th  added 5 IU Syntinon on the drip 

At 10 30 under general anesthesia SOD performed generous ep~srotomy and conduct dehverv uslng a 
mid-cavltv forceps after a failed trad by the ROD A baby boy was delivered of Apgar6 whom not seen 
by a ped~atrlcian The SOD had to repalr the ep~s~otomy and a lateral vaginal lacerat~ons A vag~nal pack 
was inserted for 6 hours, and folly's catheter was fixed 

After deliverv other 500 cc Dextrose 5% + 10 IU Synt~non + 2 ample of Methergin was transfused 
Uterme message was done prlor to send~ng the patlent to the ward 

Mrs Amal was d~scharged one day after dellvery and postnatal treatment was prescribed to her 

The SOD handled the case properly, but the usmg of forceps In dellvery could be questlontng It was 
better option to perform CS for better outcome for the mother and the baby Nevertheless havlng a 
woman who IS pr~m~grav~da w~th fully dilated cervrx, station + 1 could be temptlng to do forceps 

Comments 

Delay In transfer 
Use of svntocmon In an exhausted mother with Mechanical obstruction (caput) 
Use of Forceps In a potentially Infected case 
Asepsls 
Earlv discharge of a potentially case with an eptslotomy 
Postnatal lnstructrons to care for the eplslotomy and to rnonltor the poss~b~lity of puerperal sepsls 

When to transfer (clear criteria) 
Aseps~s 
Use of ecbollcs 
Use of forceps ~nd~catlons, Hazards 
When to d~scharge (clear cr~tena) 
Communlcat~on w~th patlents and relevant about post partum care 
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Sa~da Abdel Hams 35yrs old, llving at El-Mansoureya, came to Kom Ombo dlstr~ct hosp~tal on 5" of 
August The lady was seen at the emergency room by the Ob/Gyn resident on duty Dr Loth Amm 
Saweress (Jun~or Resident) who adm~tted her on that date at 10 OOAM 

The adm~ss~on data showed that Mrs Sa~da was a multlgrav~da In early labor She 1s a G5 P2+2 w~th  a 
history of nonnal vag~nal del~veries o f 2  llvlng boys and history of 2 early pregnancy abortions When 
examrned the findlngs recorded In the file showed that ~t IS a full term pregnancy, Long~tud~nal lylng 
fetus and presenting part was Cephalic The Fetal heart sounds were found audlble regular m rhflhm and 
the labor pains were infrequent The v~tal signs showed BP 110/70, pulse 90/min, temp normal The 
pelvic examination showed 60% effaced cervix, os 2-fingers membrane was rntact, head stat~on was 1 
LOT posltion and the pelv~s found adequate 

The case was d~agnosed as a multigrav~da m early labor She was adm~tted in the labor ward and 
followed the~r abdommally and vag~nally every 4-5 hours and sometrmes at her request (when feeling 
severe uterlne collc) At 10 45PM the lady started to have frequent and prolonged labor palns that she 
couldn't bear, the ROD examined the lady and found an 80% effaced cervlx, os 4-fingers membrane 
bulging and head stat~on was Zero Patient was referred to the delivery room The nurse helped her to 
Ile on her back and put her legs apart The senlor ObIGvn Resident Dr Wahba Farahate was passlng by 
that time and he attended the dellvery The ROD used HLD (hgh level d~s~nfected) d~sposable gloves 
for vaginal examination and for asslsting the dellvery The patlent was asked to bear down tdl the head 
was del~vered (but there was no pennatal support by the ROD), dellvery of the rest of the body was 
followed Alwe baby who cr~ed upon delivery was handed to the assisting nurse then to the worker In 
the dellvery room who dried the neonate, cut the umb~l~cal cord w~th clean HLD sclssors and tle the 
navel with clean threads Then the neonate wrapped m a dry towel t~l l  they get the cloths from the famdy 
Surprismgly permeum was Intact the placenta expelled complete followed by an IM lnlect~on of 
Metherg~n Amp as ordered by the ROD to the asslstlng nurse Uterme massage by the ROD to assure 
uterlne contraction done, then the ROD left the room and ordered to transfer the lady to the same bed In 
the ward for postpartum observation 
The patlent was discharge home In the next dav w~th no compl~cat~ons adv~sed for breast feedmg and 
postpartum treatment was prescr~bed 

Comments 

Age as rlsh factor 35+ 
2 prevlous abort~ons as a r~sk not recognized 
left in labor for > 12 hrs partogram 
Senlor res~dent assessed because he was passrng by11 
Who dealt wrth the baby (worker") 
Postnatal care 
Contracept~on - discussed 

Recogn~t~on of r~sk factors 
Use of partograms 
Aseps~s 
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Sentor OB spec~al~st must be ava~lable 
Handltng and deallng wlth neonates 
Postnatal tnstruct~on not communicated to patlents or relevant 
Arrangements for postnatal care 
Arrangements for contraception 
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Ghada Fahmy Ahmed, 25 yrs old, llvlng at El-Hakarob area m Aswan, came to Aswan General hospital 
on 4" of August The lady was seen first in the emergency room by the resident on duty who referred 
her to the dellvery room m the OblGyn department Dr Mewat M Abdel Khaleh (Junior Res~dent) 
exammed the lady and adm~tted her on that date at 1 1 OOAM 

The admission data showed that Mrs Ghada was a G2 P0+1, with a history of 1 early pregnancy 
abortion When examined the findings recorded in the file showed that according to dates she completed 
38 weeks fetus of average slze, Long~tudlnal he Cephalic presentation The Fetal heart sounds were not 
aud~ble (Absent) and the labor pains were infrequent The v~tal signs showed BP 160/110, Pulse 901min 
urrne albutnln +H+ The pelv~c examlnatlon showed 70% effaced cervix os Zfingers Intact membrane 
vag~nal bleeding (+) and the pelvis found adequate 

The case was diagnosed as a Pre-eclamps~a m early labor w~th a FT, IUFD Upon admiss~on immediate 
treatment started to control the BP 4 amps Glucose 25% and 4 amps Mg-sulphate (1 gm) as loading 
dose Ultrasound was requested to confirm the d~agnosis of the case The scan actually showed a ION 
lving placenta and a dead fetus Patlent transferred to the ward Eclamptic room (Dark room equipped 
with 2 beds only and even no nurse) treatmg regimen set wh~ch required 4 amps Mg-sulphate IM/6 hrs, 
Aldomet 500 mg orallhrs, Epilat sblmgual and observation of vital signsllhr At 1 Pm ARM (Artificial 
rupture of membrane) assoc~ated w~th  augmentation of labor through an IV h e  of Dextrose 5% and 5 
1U Syntocinon added to the drip At 6 30 Pm patient was transferred to the delivery room with frequent 
labor pains os 4 fingers, BP 1601100 The nurse (Samtra Abdel Rahman) helped her to he on her back 
and put her legs apart The ROD used HLD (high level d~smfected) d~sposable gloves for vagrnal 
examination and for assisting the dellvery The patient was asked to bear down helped by some fundal 
pressure from the other assisting nurse (Fatma Helmy) to deliver a dead macerated baby 

immediately postpartum Val~um amp 1 Omg add~tion of extra 5 unlts of Syntocinon to the running IV 
drip and 1 amp methergm glven IM following the deliverv of the placenta Measurement of BP l6OllOO 
albumm In urlne still ++++ (taken bv urlnarv catheterization) Uter~ne massage by the ROD to assure 
uterine contraction done then the ROD transferred the patlent to the eclampt~c room for close 
observat~on and postpartum treatment prescrtbed as follows 1 gm Ampic1llmli2 hrs4 amps Glucose 
?5%ll2 hrs 4 amps Mg-sulphatel6 hrs Urme for album~nll 2hrs observation of vital s1gns12-4 hrs 

T h ~ s  lady was discharged home after 3 days w~th postpartum treatment and controlled BP 130190 
Adv~sed for postnatal follow-up in 2 weeks time 

Comments 

Delav In transfer 
Severe preeclampsra should have been recognized 
Risks of dealing with mtra uterlne fetal death not recogn~zed 
Rish of low lymg placenta recopzed very late 
No nursing care In the eclamps~a room 
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Antenatal care 
Recogn~t~on of r~sk factors (preeclamps~a) (low lymg placenta) 
Dealmg w~th Intrauterme fetal death 
Aseps~s 
Nursmg care In h~gh risk cases 
Senlor Ob spec~al~st must be available In high r~sk cases 
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Salma Awad Aly 35 years old liv~ng m Ezbet El-kalk was referred from v~llage health unrt to Edfo 
district hosp~tal on 6th of August for h~gh blood presure The lady first examined in the emergency room 
by ObiGyn resident on duty who admitted her ~mmedraletley at 11 30 a m 

The admmlss~on data showed that Mrs Salma was G4 P3+0 3 normal vaginal del~ver~es 2 boys and 1 girl 
FT ( full term ) LL (longitudmal he) CP (cephalic presentat~on) The Fetal heart sounds were aud~ble 
and regular in rhythm + , lower hmp edema +-t The pelv~c examination showed 70% effaced cervlx 
os 3-fingers, Intact membrance and the pelvis found adequate 

The case was d~agnosed as Multtgravtda wtth PET rn early labour 

Upon adm~sston the ROD ( Dr Saad Shetba Hassan) jun~or res~dent ~mmedtately Informed the Senior 
res~dent on duty Dr George Attallah The Senlor restdent ordered a subl~ngual Epilat and IV drip of 500 
cc Dextrose 5% + % IU Svntoclnon The patient was taken directly to the delivew room The ROD 
checked the BP 140/90 c e ~ ~ c a l  os was fully dilated Patlent lying on her back legs apart was asked to 
bear down The ROD used Ster~le gloves and under the lnstructlons of the senlor res~dent he d~s~nfected 
the perineal area and permeal support was ma~nta~ned durmg the dellvery Baby glrl del~vered, crled 
upon dellvery and handed to the asslstlng nurse Placenta expelled complete and vagina Inspected for 
any lacerations not found Perineum Intact Uterine massage but no Metherg~n given only add~tion of 
15 unlts more of Syntocion in the runnlng d r ~ p  Postpartum BP recording of 140/80 was found 
satisfactory Patlent was referred to the ward for postnatal follow-up of BP and urine analys~s lgm 
Amplcllm 112 hrs prescrrbed In the ward to be supphed by the relat~ves 

T h ~ s  ladv was d~scharged home after 1 day w~th postpartum treatment and controlled BP 130/80 
Adv~sed for postnatal follow-up In 2 weeks t~me  

Comments 

Age > 35 as a r~sk not recognized 
A case of severe pre-eclamps~a should have been dealt with much earlier (A N Care) 
Transferred much earlier (crltter~a of transfer) 
Who delivered her - Junior resrdent 
Early d~scharge 

Policy rmplrcatrons 

A N Care recognltlon of risks 
Criter~a of transfer 
Level of obestetriclan dealmg w~th the case (sen101 Ob specialist must be present In h~gh rlsk cases 
Cr~terta of d~scharge 
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V - E L H A M  

Elham Mosata Ahmed 30 vears old I~ving In Aswan area called El-Sale arrived to Aswan General 
Hospital on the 3rd of August for dellvery as she was complainmg of labour pains The ladv recewed 
at the emergencv room who examined the case and recorded the findings in the adm~sslon sheet 

The adm~sslon data showed that Mrs Elham was G4 P3 + 0 3 normal vagmal deliver~es Bv dates she 
was FT ( Full term ) by abdommal exammation LL (longitudmal he) by pelvic exarnlnat~on presentation 
was Breech (BP) The Fetal heart sounds were audible and regular In rhythm and labour pains were 
frequent The vital sgns  showed BP 110/70 Pulse 90Im1n Temp normal The pelv~c evamlnatlon 
showed 60% effaced cervix os 2- fingers lntact membrane and the pelvis found adequate 

The case was d~agnosed as Mult~gravida Breech presentation m labor Admitted to the ward for 
observation the lady was exammed by the ROD whenever she complams of mtolerable uterme cohc 
At 10 45 p rn that day the ROD Dr Hussam El-Dln Abdel Rahman exammed the ladv and found an 
80% effaced cervlx 4 fingers d~lated os lntact membrance so he transfered the ladv to the DR ( delivew 
room) and called the Ass~stant Specialist on duty Dr Mohamed El-Mokadem Patlent helped bv the 
nurse lied on her back and legs apart started to push w ~ t h  uterlne contractions ROD used HLD ( Htgh 
Level Dlslntected) gloves disposable type of gloves under the instruct~ons of the asststant spec~al~st  
delwerv ot the body was smooth without mterference then some mess started m the room as no ava~lable 
drv sterlle towel prepared for coverage of the body which was hangmg the assistant spec~al~st asked for 
Forceps M h~ch  were not available on the prepared tray shoutmg allover the place and running around 
bv the ruses trying to supply the demands, Forceps application by the Ass~stant speclal~st was tried but 
fa~led due to more descent of the head ROD bled Jaw Flexion Shoulder Tract~on maneuver to dehver 
the head and succeeded t h ~ s  was easlw done Baby glrl delivered average s u e  cr~ed upon dellvery and 
handed to the asslstlng nurse Placenta expelled complete and vaglna inspected for any lacerations not 
found Per~neum Intact Uterme massage done and Methergln amp gwen IM The baby was inspected 
bv the Ass~stant duty, adv~sed to be seen by the neonatologist In the nursery 

Patlent was referred to the ward for postnatal observation and postpartum treatment was resscr~bed The 
ladv was disharged home the second dav with no dellverv comphcat~ons 

Comments 

No recognltlon of malpresentatlon dur~ng AN per~od 
Who deals with malpresentatlon (breceh/face/brow) 
Use of forceps In malpresentat~ons 
Skills must be attained and ~ndicatlons clear 
Asepsls 
Post partum care 
Contraceptive advlce 

AN Care and recognltlon of rnalpresentat~ons before onset of labour 
Management of malpresentatlon sk~lls 
Aseps~s 
Instructions for post partum care 
Contracept~ve adv~ce specially for the high risk 
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V I - H A M I D A  
* 

Hamlda Abdel Hamld Mohamed 30 vears old llving In Aswan area called El-Sale arrived to Aswan 
General Hospital on the 3rd of August for deilverv as she was complalnlng of labour pains The ladv 
rece~ved at the emergency room at 8 a m and seen bv the Res~dent on duty who admltted her to the 
ObIGyn ward Upon arrtval to the ward she had to pass bv the ObIGyn ROD ( Senlor Res~dent on Duty) 
Dr Safaa kamel Mahmoud in the Dellvery room who exam~ned the case and recorded the findmgs in 
the adrnissslon sheet 

The admlss~on data showed that Mrs Hamlda was G6 P4+1 4 normal vagtnal deltvertes alwe ch~ldren 
and hlstory of early pregnancy abortlon By dates she was FT ( full term) abdomlnai exammation shows 
LL fetus ( longltudmal he), the Fetal heart sounds were aud~ble and regular in rhythm and labour palns 
were frequent The vltal slgns showed BP 130190, Pulse 901mm Temp normal The pelvlc exammatlon 
showed CP (cephalic preentation ) 70 % effaced cervlx os 3-fingers, Intact membrane and the pelvis 
found adequate 

The case was diagnosed as Mult~gravlda In labour w~th PIH (pregnancv tnduced hvpertentlon) 

Admltted to the ward under observat~on ttll deltvery approaches The lady was exammed by the ROD 
at 10 45 a m wlth the following data Fully effaced cervix Fullv dllated os, tntact membrane so she was 
transfered to the DR ( dellvery Room) her back and legs apart ROD used HLD (h~gh level Dwnfected) 
d~sposable gloves and ~nstructed the patlent to bear down with each contraction 1 hour lapsed wtth no 
progress then the case was constdered prolonged second stage and the SOD (Spec~allst on Duty) was 
called upon The SOD ordered an IV drtp of Dextrose 5% contalnlng 5 IU Syntocton and 112 gm 
Intraval dtluted In 1 Occ Sal~ne and added to 1 amp Atropme Low forceps was apphed and generous 
epislotomv done Baby dehvered Face to Pub~s average sue  followed by the dellvery of the placenta 
then episiotomv was repalred Babv crted upon dellvery and handed to the asslstlng nurse Uterlne 
massage done and Methergtn lamp glven IM The babv was inspected by the ROD who adv~sed for 
neonatologist examlnatlon 

Patient uas transfered to the ward for postnatal observation and postpartum treatment was prescr~bed 
The ladv was discharged home the second dav with no deliverv compl~cations 

Comments 

Cho~ce of place of dellvery for a G6 - early transfer 
Use of svntoclnon In G6 
Use of forceps 
No recognltlon or malposd~ons occeplto posterlor 

AN Care and recognltlon of high parltv r~sk G6 left at home 
Use of syntoclnon with G6 
Use of forceps ~nd~cat~onslnsk 
Post natal care assignments 

Contraceptton 



V I I -  N A D I A 

Nad~a Husse~n Ahmed 35yrs old llv~ng in Aswan area called El-Sheikh Haroon armed to Aswan 
General Hosp~tal on the 2" August for dellvery as she was complainmg of labor pains The ladv 
received at the emergency room and seen by the Resident on dutv who admmed tier to the ObIGvn 
ward Upon amval to the ward at 7 30 P m she was exammed bv the ObIGyn ROD [ Junlor Resldent 
on Dutv] Dr Mervat M Abdel-Khlek in the Dellverv room who recorded the findings on the admlss~on 
sheet 

The admission data showed that Mrs Nadia was G8 P6+1 all her delwerles were normal vagrnal 
del~verles 3 l ~ v ~ n g  ch~ldren only 3 early neonatal deaths 1 IUFD at 28 weeks and 1 early pregnancy 
abort~on h~story of early pregnancv abortlon The lady gave a h~story of Diabetes slnce 22vrs of age 
Regard~ng t h ~ s  pregnancy, gestational age is 32 weeks abdominal evaminatlon shows LL fetus [ 

long~tud~nal Ile ] the Fundal he~ght +/- 34weeks Fetal heart sounds were audible and regular In rhythm 
and labor pami were frequent The lower hmbs were showmg edema and urlne examlnatlon for 
Albumin gave +-H+ The v~tal  signs showed BP 130180 Pulse 901mln , Temp normal The pelv~c 
evarnlnatlon showed CP [ cephal~c presentation ] 75% effaced cervix os 2-fingers intact membrane 
and the pelv~s found adequate 

The case was diagnosed as Dlabetlc Mult~grav~da, with Preterm baby 
[ 32weeks ] and albummur~a In labor 

Adm~tted to the ward under observation tlll dellvery approaches The lady was ~nvest~gated for blood 
sugar whlch was controlled and glucose In urme found to be absent At m~dnlght exammed by the ROD 
who transferred the lady to the delwerv room wlth the followmg data Fully effaced cervix Fully dtlated 
os Intact membrane The nurse assisting the dellvery Donla Ibrah~m Sollman ", helped the patlent to 
Ile on her back and legs apart ROD used HLD [ Hlgh Level Dis~nfected 1 disposable gloves ordered 
for an IV drlp of Dextrose 5% and ~nstructed the patlent to bear down wlth each contractlon Baby girl 
delwered preterm small slze, crled upon delivew umblllcal cord cut then the baby was gwen to the DR 
cleaner who wrapped the babv In a drv towel and sent to the nursery The delivery of the placenta 
followed and permeurn checked for lacerations Uter~ne massage done and lamp Methergln glven iM 
The cleaner came back carving the babv In hand stating that Pediatr~clan found the baby In good 
cond~t~on The ROD sent the babv back with the nurse to clarlfy that the baby IS a prererrn and mother 
IS Dlabetlc 

Patlent was transferred to the ward for postnatal observation and postpartum treatment was prescribed 

Comments 

Vew H~gh Rlsk patlent because 
Age r ~ s k  35 
Paritv rlsk G8 p6+1 
3 living chlldren out of 7 pregnancies 

Intauterine F death and neonatal death 
D~abetes 
Kidnev mvolvement 
Left for the care of resldent on duty11 
Dextroce glven w~thout lnsulln 
Cleaner of the dellvery room cares for a preterm baby of a diabet~c mother 
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Poor or no AN care 
Recogn~t~ou ot r~sk factors 
Special~st care ObIGvn should be available 
Management of med~cal complicat~ons w~th pregnancv 

Neonatal care lacking 
Post natal care mlsslng 
Contracept~on not-suggested 



Bataa Mohamed Aly 36yrs old llvrng at El-Hakaro In Aswan came to Aswan General Hosp~tal at 
5A m on the 8"' August, compla~n~ng of frequent labor parns The lady recerved In the Emersencv room 
where adm~ss~on procedure was done then referred to the ObIGvn department for evaluat~on In the 
Del~verv room patlent was exammed bv the ROD Dr Amal M Bakry [ Junror res~dent ] who recorded 
her findlngs and transferred the ladv to the ward to be under obsewatlon 

The admlss~on data showed that Mrs Bataa was a mult~grav~da In early labor She 1s a G8 P7+0 wrth 
normal vagmal delrver~es of 7 lrvmg chrldren The Abdommal exammatron showed 2 full term 
pregnancv good slze baby, Long~tud~nal lvlng fetus The Fetal heart sounds were found aud~ble regular 
rn rhvthm and the labor palns were frequent The vrtal slgns showed BP 120180, Pulse 85/m1n Temp 
normal The pelv~c examlnatlon showed 70% effaced cervlx os Zfingers, membrane was Intact head 
statlon was -1 PP face and the pelv~s found adequate 

The case was d~agnosed as  a Grand mul t~grav~da  In earlv labor 
Face presentahon 

At 1 1 45 Am the lady started to have frequent and prolonged labor palns that she couldn't bear the ROD 
evammed the lady and found a Fulh effaced cervlx os Fully d~lated membrane bulgmg and head 
statlon mas Zero Patlent was referred to the dellvery room The assisting nurse Samlra Abdel Rahman 
helped her to lie on her back and put her legs apart The Spec~al~st on Duty Dr Fahmy Abou-doh was 
passlng bv that t m e  and he attended the dellvery the ROD used HLD [ high level dwnfected ] 
d~sposable gloves for vagrnal examlnatlon and for asslstrng the dellvery An IV d r ~ p  was adv~ced bv the 
SOD 500cc Dextrose 5% + 10 IU Syntocmon The patlent was asked to bear till the head was del~vered 
followed by the rest of the body Alwe baby g ~ r l  who cr~ed upon dellvery was handed to the asslstrng 
nurse then to the worker In the dellvery room who dr~ed the neonate cut the umbilrcal cord wrth clean 
HLD sclssors and tle the navel w~ th  clean threads Then the neonate wrapped rn a d w  towel t ~ l l  they get 
the cloths from the famrly Surpr~srngly perlneum was Intact the placenta expelled complete followed 
b\ an IM lnjectlon of Methergm Amp as ordered bv the ROD to the assmng nurse Uterme massage 
b~ the ROD to assure uterlne contraction done then the ROD ordered to transfer the ladv to the same bed 
111 the ward for postpartum observat~on 

The patlent was drscharged home later same day of dellverv w ~ t h  no complrcatrons advised for breast 
feedlng and postpartum treatment was prescrrbed 

Comments 

Age and Parltv r~sks  not recognued as rlsh factors (36y) (G8p7+0) 
Left to the care of jun~or res~dent and assistant nurse 
Syntocmon drop to G8 p7" 
Neonatal care provided by the cleaner 
Umb Stump secured wtth clean (not ster~le) threads 
Earlv d~scharge (same day) 
No postnatal care arranged or discussed 
No contraception arranged or d~scussed 



Recogn~t~on of very h~gh rlsk factors 
Senlor obstetricians must be ava~lble 
Use of svntocinon In highly parous women should be restricted or avo~ded 
Neonatal care and umbellcal stump care should be prov~ded by special~sts 
Time of discharge should be dec~ded accordmg to clear crltreria 
Postnatal care arranged and communicated 
Contraception should be d~scussed and provided part~cularlv with grand multiparas 
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IX- S A M I A 

Sam~a  Atteto ALY 22 vrs old lad\ living at EL-Shatb area in KOM-OMBO was feelmg frequent 
abdominal pains on the 4"' August at 1P m Seen In the Emergencv Room and exammed bv the ROD { 
Res~dent on Dutv ) Dr Lotfy Amm Saweress 

The adiniss~on data showed that Mrs Samia was a G2 P1+0 with 1 normal vagmal deliverv of a llving 
girl Bv dates she was Full term sue  of the baby was above average, the fetal 11e was long~tudmal the 
fetal heart sounds were audible and regular the labor pains were mfrequent The wtal slgns showed BP 
1 10170 Pulse 85lmin Temp normal The pelvic examination showed 40% effaced cervix 2 fingers 
d~lated os Membrane was intact Pelv~s was adequate 

The case was diagnosed as Multigravida In early labor 

Adm~tted in the ward to be kept under observat~on At 10 PM the lady was exammed again bv the 
ROD the cervlx found fully effaced the os fully d~lated the head was still high The SOD ( Spec~al~st  
on Dun ) Dr Abdoh El- Sewessv confirmed the ROD find~ngs and ordered for observation of the 
progress of labor vet In the deliverv room The lady became exhausted and Fallure of progress was the 
faclng state Dr Nasr El-Din [ Head of ObIGyn department ] ordered for IV drip of Dextrose 5% + 5 
1U Svntocmon and dellvery was ass~sted by Mid-Cavity Forceps Dellvery of a baby Boy, cried upon 
deliven The ROD ass~stthe neonate resuscktation then the nurse manage the umbilical care and wrapped 
the babv 111 h ~ s  clothes Epis~otomy repaired under local anesthesra after placental dellvery Uter~ne 
massage and 1 Amp Methergin gwen IM to Insure uterlne contraction The lady was transferred to the 
bard wrth her baby to be kept under observation IV drlp was cont~nued m the ward The ROD passing 
b\ the mother found her In good cond~tion but the suckllng reflux of the baby was poor ordered the 
ward nurse to call for ped~atric examination This baby was transferred to the incubator in the next 
mornlng for fetal hyperthermia and respiratory distress 

The ladv was Kept In the hosp~tal for 2 davs and the babv needed to be kept In the incubator for 2 days 
then d~scharsed both home with prescr~bed postpartum treatment and adv~sed for follow-up in 2 weeks 
time 

Comments 

No recognltlon of prolonged labour except late 
Use of forceps in an exhausted mother 
Partograms 

Use of partograms for recognltlon of poor progress 
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X - S A M I A  

Hosp~tal KOM OMBO GENERAL HOSPITAL 
Name of the Health Prov~der Dr Abdoh El-Sewassy [ ObfGvn Specral~st] 
Name of Asslsstant Dr Lotfv A m n  

Name of Patlent S a m ~ a  Atteto Alv 
Age 27 vrs 
Address El-Shatb 
Admmed Tme 4 August, 1997 at I pm 

Adm~ssion Data G2 P1+0, FT LL, CP 
Labor palns infrequent 
FHS +ve 
BP 1 10/70 
Pulse 90Im1n 
PN exam cx 40% effaced os 2 fingers Memb lntact 

At l OPm Generally Exhausted Mother cx Fully d~lated, Fetal distress 
500cc Dextrose 5% + 5 IU Syntocmon 
Forceps done bv the Speclalist on duty { Mid-cav~ty) 
Dellverv of a baby Boy 
Urmary catheterisat~on 
Expuls~on of placenta 
Perineum repalred {under local anesthes~a) 
Uterus well contracted 

Postnatal treatment was prescr~bed and ladv transferred to the ward 
The babv had to be transferred to Incubator later for poor sucklmg and fever 

Comments 

Late recognltlon of poor progress 
Use of forceps - impact on neonate 
Aseps~s 

Policv Impl~cat~ons 

Use of partograms to recognize poor progress 
The use of m ~ d  forceps lndrcat~ons 
Asepsis stressed 
Neonatal care provided by spec~al~st  attendmg operative del~ver~es 
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Aicha Abdel Mageld Saad 22vrs old llv~ng In EDFO area called El-Hamam arrived to Edfo General 
Hosprtal on the 6Ih August for dellvery as she was complamng of labor pams The ladv recewed at the 
emergencv room and seen by the Res~dent on duty who admltted her to the OblGvn nard Upon 
arrival to the ward at 2 30 P m she was exarn~ned by the OblGyn ROD [ Jun~or Res~dent on Dutv ] Dr 
Saad She~ba Hassan recently graduated and second dav on the job, recorded the find~ngs on the 
adrnlssion sheet 

The admission data showed that Mrs Archa was Prrmlgrav~da her LMP 2711 0196 and the EDD 4/8/97 
so accord~ng to dates she was 2 days post-date The abdom~nal examlnatron showed a Full Term s u e  
baby, LL fetus [ longltudmal he ] Fetal heart sounds were aud~ble and regular In rhvthm and labor 
pains were frequent The v~tal  signs showed BP 120180 Pulse 80/min, Temp normal The pelv~c 
examlnatlon showed CP [ cephal~c presentation ] 85% effaced cervix os 4-fingers Intact membrane 
and the pelv~s found adequate 

The case was d~agnosed as  Prrrn~gravida, rn actwe labor 

Adm~tted d~rectly to the Delrvery Room helped bv the nurse to he on her back legs apart An IV 
lnfus~on was set Dextrose 5% + 5 IU Syntocinon drlp started In the presence of the Senlor Res~dent on 
duty Dr George Attallah who was attendmg the del~very and mstructing the Jun~or resident about the 
steps of the delrvery procedure At 4 15 PM pelv~c exarnlnatlon showed a Fully effaced cervix Fully 
d~lated os Intact membrane ROD used sterrle gloves d~slnfection of the permeal area done usmg 
Betadme solut~on the patlent Instructed to bear down with each contractlon Eplsiotomy under local 
anesthesia and permeal support till del~very of the head done Baby girl del~vered cried upon dellvery 
umbll~cal cord cut then the baby was glven to the attending nurse who wrapped the baby In a dry towel 
and took care of the urnbll~cal stump The dellvery of the placenta followed and perlneum was repalred 
Uterme massage done and lamp Methergm glven 1M to Insure uterme contractlon 

Patlent was transferred to the ward for postnatal observation and encouraged for ~mrned~ate breast- 
feedmg Postpartum treatment was prescr~bed The ladv and her baby discharge second day home w~th  
110 compl~cat~ons and advised for follow-up for contraception 

Comments 

Level of experience which should be attained before Ieavmg res~dents to act on their own and make 
dec~s~ons  

Clearlv stated gu~del~nes and protocols should be provided to describe who should do what and how 
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Amal Mohamed Aly, 26yrs old Iiv~ng m KOM OMBO area called El-Nagagra armed to Kom Ombo 
General Hosp~tal on the 4Ih August for delrverv as she was complamng of labor patns The ladv 
recewed at the emergency room at 1 AM that day and seen by the ObIGyn Res~dent on dutv Dr Lotfy 
Amm Saweress recorded the findmgs on the admlsslon sheet and adm~tted her to the OblGyn ward o be 
kept under observatlon 

The adm~ss~on data showed that Mrs Amal was G3 P2+0 w~th 2 l ~ v ~ n g  chddren normallv delivered 
Accordmg to dates she was Full Term The abdommal exammation showed a Full Term size baby, LL 
fetus [ long~tudinal he 1, Fetal heart sounds were aud~ble and regular m rhvthm and labor palns were 
~nfrequent The v~tal slgns showed BP 120180, Pulse 801mm Temp normal The pelv~c exammatlon 
showed CP [ cephal~c presentation ] 65% effaced cerwx os 2-fingers, Intact membrane and the pelvis 
found adequate 

The case was d~agnosed as Mult~grav~da, In early labor 

The ladv was kept In the ward under observatlon and exammed by the ROD for progress of dellvery 
 liene ever she complamed wh~ch was approx~matelv every 4hours At 7 PM the examination data 
showed progress of the dellvery state as the cemx was 85% effaced the cerv~cal os was 4 fingers ddated, 
the head statlon came down to O-statlon the membrane stdl Intact The lady transferred by that tune to 
the del~verv room and an IV mfus~on of Dextrose 5% added to ~t 51U Syntocinon started, as ordered by 
the Senlor Resident on duty, Dr Wahba Ahmed Farahatte The lady helped by the nurse to he on her 
back legs apart the ROD used HLD gloves found the os fully d~lated and membrane ruptured instructed 
the patlent to bear down w~th each contractlon At 8 30 PM Baby girl dehvered , cried upon dellvery 
umbll~cal cord cut then the baby was glven to the attendmg nurse who wrapped the baby In a dry towel 
and the DR cleaner was respons~ble to do the umblhcal stump care The deltvery of the placenta 
followed and permeum was ~nspected for the presence of any lacerat~ons [ not present ] Uterme 
massage done and lamp Methergm glven IM to Insure uterlne contractlon 

Patlent was transferred to the ward for postnatal observatlon and postpartum treatment was prescribed 
The ladv and her baby d~scharge second dav home w~th no compl~cat~ons and adv~sed for follow-up for 
contraception 

Comments 

Urnbll~cal stump care and Neonatal care left to the cleaner 

Aseps~s 
Neonatal care and umb~l~cal stump care stressed 
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Mrs Kased was admrtted to Khama rural hosp~tal on the 22nd of September 1997 at 9 45 am She was 
attended bv two doctors and a nurse Adrnrssron data showed that she was fullterm bv date 

The res~dent on duty (ROD) had all the bas~c equipment needed for dellvery readv evcept for the 
partograph He welcomed the cl~ent reassured her and asked her to Ire on her back HIS attrtude was 
comfortmg and fnendly He asked her personal data. but d ~ d  not revlew any personal or prenatal records 
There 1s no protocol for ~ntra-partum h~storv takmg In thrs hosp~tal but the hlstory was carefullv taken 
and recorded by the ROD 

The ROD noted that the cl~ent was fullterm determmed when her labour palns began and how often 
thev occured and asked wheather she had been to an antenatal clrn~c He didn't ask wheather her 
membranes had ruptured or ~f there had been anv bloody show , or who had referred her He asked her 
when she had eaten last 

The phvs~cal exammatlon was appropr~atelv done and correctly recorded by the ROD Prror to startmg 
the phvs~cal exammatlon the ROD helped the d e n t  get readv for the exammatron washed hrs hands 
and asked her to 11e on her back but he did not ash her to empty her bladder or explain what he was 
golng to do 

The ROD correctly checked and recorded the height werght B P , resplratron and H R He performed 
a correct abdommal exam~natlon ~nclud~ng lrstenrng to and countlng the F H S , but d ~ d  not explain 
anvthlng to the chent or record anyth~ng on a partograph 

Durtne the vagmal examination sterrle surg~cal gloves were not used Though the area had been 
d~sinfected and the ROD scrubbed hls hands In an antlseptrc solutron Here agam he drd not explain 
anvthmg to the cl~ent or record anvthmg on a partograph although the vag~nal examrnatlon was 
performed correctly 

The ROD assessed cerv~cal d~latatron everv 4 hours and also he assessed the descent of the head 
~bdominall\ eLery hour and checked the fetal heart rate every 30 mlnutes 

The ci~ent was glven an mjectlon of svntocmon to stmulate labour, but she was not grven any analges~a 
or an\ other med~cat~on No eplslotomv was performed and the outcome was a FT/LL/CP The cord was 
cut usmg an unster~le scalpel and thread The baby was rubbed w ~ t h  a dry towel and ~ t s  back was 
massaged and was kept warm No apgar score was done but the baby's cond~t~on was good 

The ROD reassured the mother about her mfant and adv~sed her to breast feed ~mmed~ately He left the 
deiivarv room ~rnmedlately after expuls~on of the placenta 

The ROD handeled the case properly but should have taken care to use sterile Instruments and explam 
things to the patlent 

Comments 

Incomplete h~story tak~ng 
No commurncatron wlth patlent or explanatron 
Aseps~s 
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I M lnjectlon of svntocinon 
No analges~a 
Care of umbl~cal stump Non sterile scalpel used 
Assessment of neoatal cond~tion 

Proper h~story taking should be stressed 
Protocols should be ava~lable 
Asepsis and mfection control stressed 
Use of analgesia should be prov~ded and doctors should be tramed to use it 
Neonatal care and umb~lted stump care should be provided by trained specialist 
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X l v - L U X O R  G E N E R A L  
H O S P I T A L  

Luxor general hosp~tal adm~tted eight women for dehvew on the 30th and 3 1st of August and the I st of 
September 1997 Six of the elght cases were attended to by the res~dent on dutv (ROD) a~ded bv a nurse 
Wli~le two cases were managed bv the spectalist on dutv (SOD) also ass~sted by a nurse 

The cllents were admltted to the hosp~tal on those davs between 7 10 a m and 3 08 p m All the baslc 
equrpment necessary for a safe del~verv was ava~lable In all cases except for ster~le surg~cal gloves and 
a partograph The health prov~ders' att~tude was a trlendlv one throughout They all welcomed the 
patlents reasured them and asked each chent to 11e on her back F ~ v e  of them d ~ d  not elplain to the 
patlents what was gomg to be done but thev all asked for and recorded the personal data carefully 
although non rewewed the personal and prenatal data or noted any rlsb factors 

There IS  no protocol at luxor general hospltal for mtra partum h~story tak~ng or for evamlnatlon An 
approprlate history was taken and recorded by all health attendants The lntra partum hlstoory showed 
that onlv one patlent had ruptured membranes 24 hours prlor to the onset of labour Only two of the 
RODS asked the cl~ents wheather they had exper~enced ruptured membranes or not Fwe of them d ~ d  not 
ash the cllents when they had last passed stools or wheather they had bled per vaginum Four dld not ask 
the patlents ~f they had eaten and all of them d ~ d  not ash the patlents who had referred them All recorded 
lntra partum h~storv 

Pr~or to startlng the phys~cal examlnatlon all of the health prov~ders did not explam anvth~ng to the 
cllents or ask the client to pass urme Five of them d ~ d  not wash the~r  hands w ~ t h  soap and water An 
approprlate phvslcal examlnatlon was done by all of them and findlngs were correctly recorded by all 
We~ght was checked by four Seven checked the B P Generally they all performed an acceptable 
abdommal exammatlon but noth~ng agam was explained to the cl~ents nor was a partograph used Durmg 
baginal euammatlon the area to be exammed was not d~sinfected In three cases Flve health prov~ders 
dld not scrub the~r hands In antlseptlc solution and sterlle surg~cal gloves were abscent In all cases The 
vaglnal evamlnatlon was done appropr~atelv In three cases There was no washmg of the gen~tal area 
In one case no rectal exammation was performed The mdex finger of the gloved hand was not d~pped 
In an antlseptlc solutlon In one case 

All health prowders helped the women to get comfortable after the examlnatlon The mothers del~vered 
lvlng on thew backs No I V lnfus~on was glven In anv case The cervtx was assessed every 4 hours for 
d~latat~on In five cases Descent of the head was assessed vaginally In four of the cases Whlle its descent 
abdommallv every hour was assessed In seven of the e~ght  cases Foetal heart rate was checked In all 
but three cases Maternal v~tal signs were checked In all cases No analgesia was glven and three cases 
rec~eved an lnjectlon on syntocynon Two med~o lateral eplslotomles were performed The outcome In 
all cases mas fullterm/LL/CP The instruments used to cut the cord were unsterlhzed In five cases out 
of e~ght  

In all cases the neonate was drled its back massaged and was kept warm, patency of the alnvay was 
ensured In three cases only Apgar score was not done but the ~nfants were all in good condmon No 
welghlng or anthropolog~cal measurrnents were taken After dellvery three docors reasured the mothers 
wh~le three reasured the mothers as to the cond~t~on of the~r Infants adv~sed them on the Importance of 
breastfeedmg and encouraged them to breast feed and two offered their help to the mothers All the 
doctors left the dellvery room irnmed~ately after expulsion of the placenta 



This data was collected by lntervlew and observation the physicians and nurses need to be trained in 
~nfectloii prevention measures also m how to manage labour act~velv Care should be awarded the 
newborn with spec~al reference to the Apgar scoring system and neonatal resuscitation ilnmed~ate post 
-parturn care of the patlents should be emphaslsed 

Comments 

History taklng Inadequate 
Asepsis and infection control procedures Non sterde gloves" 
Poor commuiucatlon w~th patlent 
importance of recognition of rlsk factorsll 
Protocols not ava~lable 
PROM taken Itghtlyl1 
No use of partographs 
Use of syntocinon 
No analgesia 
No neonatal care 
Umbilical stamps 
Non stenle Instruments 

Tralnlng 
Protocols 
Neonatal care 



X V -  T H O R A Y A  

On the 35th of August 1997 two cl~ents were adm~tted to Kom Ombo d~s t r~c t  hosp~tal Thorava at 2 10 
p rn was coming from Salwa Bahar s vdlage and Kawthar at 4 05 p m from Al Ahmadeva v~llage 
On the 26th ot August 1997 at 1 1  00 a m Rabea also was adm~tted to the same hospital for dellverv 
Thevwere all attended by doctors and each doctor had an assistant e~ther  the res~dent on dutv (ROD) or 
a nurse 

All the bas~c equipment was present except for the bowl thermometer and partograph m two cases and 
onlv the partograph was missrng In one case The health providers all welcomed the clients m a fr~endlv 
manner reassured them and asked them to Ile on the~r  back They asked for and recorded the personal 
data but no protocol for ~ntra-partum h~story taking exists In t h ~ s  hosp~tal 

Appropr~ate h~story was taken In each case All were fullterm they were asked about when labour palns 
started and thew frequencv asked about the occurance of bloody show One of the health prov~ders d ~ d  
not ash about wheather h ~ s  cl~ent had been to an ante natal c l ~ n ~ c  and another drd not ask about wheather 
the membranes were ruptured One asked ~f the cl~ent had bleedmg per vagma. and they all d ~ d  not ask 
the women wheather thev had eaten, passed stools or who they were referred bv There was no recording 
of mtra parturn h~story 

All the doctors helped the cl~ents get readv for exarn~natlon and asked them to he on then- back but they 
d ~ d  not wash thew hands before the examlnatlon, d ~ d  not ask the chents to pass urme nor did they explam 
what thev were about to do 

An appropriate phvs~cal examlnatlon was performed each tlme although one doctor exam~ned the B P 
onlv An acceptable abdommal examlnatlon was also done each tune and the F H S were checked but 
nothrng was explained to the chents nor was any ~nformat~on recorded on a partogtaph 

Dur~ng vag~nal exammatton only one attendant dipped the mdex finger of his gloved hand Into the 
antlseptlc solutron The area to be evammed was not dtsmfected ster~le surglcal gloves were not used 
nor d ~ d  the attendants scrub thew hands w~th  ant~septlc solutlon prlor to evammatlon Also noth~ng was 
evplamed to the mothers before or durlng vag~nal evaminatlon and no rectal examination was performed 
through the vagmal walls 

After examlnatlon one doctor d ~ d  not help the chent get comfortable and labour was not appropr~ately 
managed In 111s case only In one case the cl~ent care strategv correctly recorded in the cl~ent's record by 
SOD All patlents delwered lymg on the~r  backs An Intravenous ~nfus~on of syntocmon was gwen In 
all three cases Cerv~cal ddatatron was assessed every hour and also was assessed vagmally 

In all three cases the outcome was FT/LL/CP Unster~l~zed sclssors and thread were used In one case 
together w ~ t h  umb~l~cal  cord clamps wh~le sterihzed sclssors and thread were used In the other two 
cases 

Onlv one case had a Med~an eplslotomv done All neonates were dried back massaged and one only 
was not kept warm No Apgar score was done for any of the mfants but they were all In good cond~t~on 
Patencv of the alrway was ensured and suction was performed Two of the healthe prov~ders left the 
dellvery room mmed~atelv after expulslon of the placenta and only one waned half an hour after 
expulslon of the placenta to leave 



Table (4/15) 

41414 Average Dlstrlbutlon Accordlog to V ~ s ~ t s  to Other F a c l l ~ t ~ c s  by Dlstr~ct 

/j Dmtr~ct I 

No of Cascs 

i I V w e d  Other Factlltles Durmg Thts Pregnancv 

1 Dtdn t Vls~t  Other Factlltles During This 

No W h o  Vls~ted Other F a c ~ l ~ t l e s  

0 0 

1 Place Vlslted 

1 Pr~vate  ObIGyn 

1 Pr~vate  Phvstc~an 1 M O H  Facrhty 

, H I 0  Fac111tv 
II 
II Other 

Reason fior Gomg To Another Faclllty 

I Pregnancv Assurance 
I1 

1 Health Assurance check up 171 4251 11 911 0 0 0  5 

1 Teatment of A ~ l m e n t  1 12' 300 4 1 '  364 8 727 8 
/I 

Follow U p  on Pregnancy 1 1 7 1  0 0 d  1 PI  4 

j Other 1 1 1  25 / !  21 18211 (I 0 1  0 0 1 1  I 



Table (4116) 

41415 417 Average Drstrrbulron Accordrng to No  of  Pregnancres Lrveblrths Chrldrcn Pegnancrcs Waste and Cbrld Loss 

By Drstrrct 

/I 11 Edfu Daraw ;i?Lom omboll Aswan (1 Nasr I! Luxor I' 

11 '1 N o  1 % 11 NO / % 11 N o  i % (1 N o  / % /! No 1 % I( N o  1 % 11 
First Pregnancy )mr.)../ i 20 More than One  Pregnancy 431 717 10 714 17 708 200 741 10 625 19 792 

7 

N o  

(/ Average No of Previous Pregnancies 

Std Dev 

Average No of Live Births 

/I Std Dev 

// Average No of Children Still Alive I 261 

I Std Det 1 171 

I No of Pregnancy Waste 
il 0 

No of Chrld Loss 

1 

0 



Table ( U 7 )  

41418 420 Average D ~ s t r ~ b u t ~ o n  Accordmg to Compl~catrons of  Prev~ous Pregnancy Dchvery & Normai~ty of Baby 

ii 
11 

No Had Prev~ous Pregnanc~es 

I' 
'I 

I/ 

i- 
I Last Dellvery Was 

Last Pregnancy Was 

Normal 

General Weakness/Anemla/Falntlngs 

Headache/Swellrng/BIurred VrsronlHrgh BP 

Convulsron 

Abortrons 

Other 

Normal 

Complrcated 

No 

CS 

Antenatal Hemorrhage 

Postpartum Hemorrhage 

Prolonged Labor 

No 

1' Baby Was 
I 

Normal 

Stillborn 

Dtstnct I 

Daraw  om Ombol Aswan 

1 2 0 ,  

Luxor 

43 19 

0 0 0 0 

Cog~cated Abnormalrtv 

Low Brrth Ratelpremature Blrth 

lcterus 

Resprratorv Dlstress 



Table (4118) 

41421 423 Average D l s t r ~ b u t ~ o n  Accordlag t o  Place of Dellvery Prowder  and  H o m e  V m t s  After  Dellvery by D ~ s t r ~ e t  

1 No W h o  Had P r e v ~ o u s  Pregnancies 43 / 10 17 ii 20 ii 10 19 
I 

I NO 1 % it NO i % 11 NO % 11 NO I % I NO 1 % 11 NO I % II 

Place of Last  Dellvery 

Home 

Fac~l~tyID~st r~ct  Hosp~tal 

Urban Health Center 

/I General Hosp~tal 

I 
Cl~nlclPrlvate Hosp~tal 

11 

/ P r o v ~ d e r  Ass~s t ed  Woman In Dellvery 

NurselM~d w~fe  

Health Center Phvs~cran 

Hosp~tal Speclallst 

PI rste Physlclan 
I 

2 1 1 8  2 1 0 0  

1 NoOne 0  0 0  1 50 
I1 

Dava 
I I 
I Prov~der V ~ s ~ t e d  Woman After Del~verv 4 235 3 150 6 600 7 368 

Prov~der Did not Vls~t Woman After Dellvery 

Sent Someone Else to Vls~t  Her 

Sent Phvslc~an 

Nurse 

Daya 

Mean No of Davs Afler Whlch Chent Was V ~ s ~ t e d  11 3 4 1 11 3 I 29 
I I 

2 2  Srd Dev 1 9 l  ' 1  291 11 18 



Table (4119) 

41424 425 Average D ~ s t r ~ b u t ~ o n  Accordlug to Cost of  Dellvery and Cost D e t a ~ l s  by D ~ s t r ~ c t  

D~atrlct 

No  Who ilad Prev~ous Pregnanc~es 

Std Dev 

Cost Was For 
I 

I Delivery Fees 

Hospital Charges 

Drugs and Suppl~es  

Transportation 



QUESTIONNAIRE # 5 

MATERNAL AND NEO-NATAL HEALTH 

Location 

Table (5/1) 

Table (5/2) 

Table (5/3) 

Table (5/4) 

Table ( 5 4  

Table 

Table 

Table (5/8) 

Table (5/9) 

Table (5/10) 

Number and Percentage Dlstrrbut'lon Accordlng to Locatlon of 
Interview by Dlstr~ct 
Number and Percentage D~stnbubon Accordlng to the Place of 
Delwery and Average Days Stayed a t  Facllity by Dlstrict 
Percentage Datnbuhon Accordlng to Baby Type and Average 
Days Smce Dellvery by D~strlct 
Percentage Dlstrrbutlon Accordmg to Type of Provlder Who 
Pract~ced the Dellvery by Dlstrlct 
Percentage Dlstrlbutlon Accordlng to Compllca~ons 
Experienced In Dellvery by Dlstrlct 
Percentage Dlstr~butlon of Women Accordmg to Thew 
Experience wlth D~fficult Dellver~es, Abortions and Stillbirths 
by D~strlct 
Percentage Dlstr~buhon of Women Who Recelved Home Vlslts 
After Delwery and Thew Opmon of the Importance of Home 
Vlslts by D~strlct 
Percentage Dlstrlbut~on of Women Who Were Advlsed to V~slt 
Health Faclllty After Dellvery by Type of Provlder and 
Number of Days After Wh~ch They Were Advised to Go by 
Dlstrlct 
Percentage Dlstr~butlon of Women Who Were Advlsed to V~slt 
Health Faclllty After Dellvery and Intention for Revlsit by 
Dlstrlct 
Percentage Dlstrrbutlon of Women Who Had Home Vlslts by 
Number of Vlsits, Tlming of Flrst Vislt After Delrvery and 
Type of Provider by Dlstrict 
Percentage Distribution Accordlng to Out-Patlent Services 
Recelved by District 

Table (5/11) Percentage Distrlbutlon Accordlng Reason for Staylng a t  
Hospital, Problems Faced and Last Check From Provlder by 
Dlstrlct 

Table (5/12) Percentage Dlstrlbutlon of Women Accordrng to Quest'lons 
Asked by Provider During Postpartum Servlce and 



Observat~on by Provrder Whrle Breastfeeding by D~str~ct  
Table (51'13) Percentage Dtstrlbuhon of Women Accordmg to Examinahons 

Occurrmg Durlng Postpartum Serv~ce by Dlstrlct 
Table (5/14) Percentage Distnbuhon of Women Accordmg to Examrnahons 

Occurrrng Dur~ng Postpartum Serv~ce by D~s t r~c t  
Table (5/15) Percentage Dlstnbuhon of Women Accordmg to Thew 

Defin~t~on of Exclusrve Breastfeedmg by Distr~ct 
Table(5/16) Percentage D~str~but~on of Women Accordmg Their 

Sat~sfachon w~th Chance Gwen to Them for Askmg Questions 
by D~st r~c t  

Table (5/l 7) Percentage Distr~but~on Accordmg to T ~ r n ~ n g  and Cost of 
Check-UP by D~strict 

Table (5/18) Percentage Distnbuhon Accordmg to Satisfact~on with 
Prov~der and Serv~ces Prov~ded by D~strrct 



Tables (5) - Locat~on 

5 Number and Percentage D ~ s t n b u t ~ o n  of Sample Accordmg to L a c r t ~ o n  of intcrv~ew by Dmtrrct 

Health Facility After Rece~ving Outpatlent Sem~ce 

Table (511) 

5/101 Number and Percentage D ~ s t r ~ b u t ~ o n  Accordmg to the Place of Delrvery and Average Days Stayed 

at F a c ~ l ~ t y  by Dlstr~ct  

i 

No o f c a s e s  k~~~~~~ 
Ir Dellvery Took Place at 

GeneraUD~str~ct Hospital 6 500 0 

Other Governmental Health Fac~lity 0 0 0  3 

'1 Prwale HospitallClin~ 2 167 1 

Home 21 700 3 250 5 455 4 333 0 

Total Dehveries Taking Place at Facilities 1 901 3001 9 0  750 6 0  545 8 0  667 4 0  

' i Average Days Stayed at Facil~ty 1 3  5 6 2 0 

Std Deu 1 5  3 5 0 8 

0 0  

750 

250 

0 0  

1000 

4 

0 

0 

11 

4 0  

9 0 

14 0 

267 

0 0  

0 0  

733 

267 



Table (5/2) 

51102 103 Percentage D ~ s t n b u t ~ o n  Accordmg to  Baby Type and Average Days Since Dellvery by D~str lcl  

D ~ r t r ~ c t  

Edf u Daraw Kom Ombo Aswan Luxor 

No of Cares 30 12 11 12 4 

Girl 

Twins 

Stillbirth 
t 

Average Days Since Dellvery 16 5 10 2 10 3 15 1 

Std Dev 

Table (513) 

51104 Percentage Dis t r~but~on  Accordmg to Type of Provider Who Pract~sed the Dellvery by Distr~ct  

- -- - -  

Dirtrrct 

Daraw Kom Ombo Aswan Nasr Luxor 

No of Cases 12 11 12 4 15 

I Del~vered By 
I 

U b  stetrlclan 

I General Pract~t~oner 

I NurseIM~dwrfe 

Dava (TBA) 01 0 0  



Table (514) 

51105 106 Percentage Dlstr~but~on Accordlng to  Cornplrcat~ons Experlenced an Delivery by Dxstr~ct 

- 

Dastrlct 

~ ~ K o m o m b o  ."n Nasr Luxor I 
No of Cases 11 

i 
Normal Dellverles 

Compl~cated Del~verles 

11 Prolonged Labor 

/) Postpartum Hemorrhage 

11 Other (1 0) OO(( 0 1  00(1 1 

* Interv~ewees gave more than one answer so percentage totals more than 100% 

Table (515) 

51107 108 Percentage D~strlbut~on of Women Accordlng to Thelr Exper~euce w ~ t h  D~fficult Dclrver~es Abort~ons 

and St~l lb~rths by D~strlct 

II 
11 
I/ 

No of Cases 

Edfu 

30 

Daraw 

12 
P 

1 No % 

Dmtrlct 

Kom Ornbo 

11 

No 

2 
I 

Exper~enced D~ff~cul t~es  

Haven t Exper~enced Diff~cult~es 

% - 
167 6 

15 

9 

22 

5 

2 

1 

26 

2 

1 

1 

( 

Axwan 

12 

No 

3 

5 

3 

9 

2 

0 

0 

9 

0 

1 

1 

200 

500 

300 

733 

167 

67 

33 

867 

67 

33 

33 

~ r ~ m ~ p a r a  

% 

273 

455 

273 

818 

182 

00 

00 

818 

0 0  

91 

91 
P 

1, No Experlenced Prcvlous Abortions 

(I 0 

I 1 

1( 2 1 3+ 

No Exper~enced St~llblrths I 0 

1 

2 

3+ 

61 500 

41 333 

Natr 

4 

No --- 
1 

4 

7 

10 

1 

1 

0 

10 

2 

0 

0 

8 

3 

1 

0 

7 

3 

1 

1 

Luxor 

15 

% 

83 

333 

583 

833 

83 

83 

0 0  

833 

167 

0 0  

0 0  

667 

250 

83 

00 

583 

250 

83 

83 

No 

0 

0 

4 

4 

0 

0 

0 

4 

0 

0 

0 

% 

00 

00 

1000 

1000 

0 0  

0 0  

0 0  

1000 

0 0  

0 0  

0 0  

No 

50 

80 

20 

00 

10 

10 

130 

130 

20 

00 

00 

% 

333 

533 

133 

0 0  

6 7  

67 

867 

867 

133 

0 0  

0 0  



Table (516) 

Sn01 202 Percentage D ~ s t r ~ h n t ~ o n  of Women Who Recclvcd Homc V m t r  AHer Dellvery and Them O p l n ~ o n  of the  

Importance of Home V w t s  by D ~ s t r ~ c t  

No Interwewed a t  Home 

Table (5n) 

51203 Percentage D l s t r ~ b u t ~ o n  of Women Who Were Advmed t o  V m t  Health Fac~l l ty  After Dellvery by Type of P rov~der  

and Number of Days After W h ~ c h  They Were Adv~sed t o  G o  by D~strzct 

I- ]j Edfu 

N o  Did Not Reclevc Home V m t s  
I 

I Adv~sed to Vls~t the Fac~l~ty After Dellvery 

Not Adv~sed to V~slt the Fac~l~ty After Dellvery 
I 

' Provlder thal Adv~sed Her to Vls~t Fac~lity 

I Phvs~c~an 

Davs After Wh~ch lo Vmt Facil~ty 

7 days 11 111000 

D ~ s t n c t  

Daraw Kom Ombo Aswan 



Table (5f8) 

51204-205 Percentage Dtstrrbutron of Women Who Were Advrsed to Vart Health Facllrty After Deltvcry and lntentron 

for Revrsrt by Dtstract 

No Dtd Not Recreve Home Vtstts 

Table (5P) 

51206 8 Percentage D~strrbutton of Women Who Had Home Vlslts by Number of Vrsrts, T m m g  of Frrst Vtsrt After 

Delrvery and Type of Provrder by Drstrrct 



Table (Silo) 

513 All Percentage Dlstrlbutlon According to Out-Patlent S c m c c s  Recclvcd by Dlstrlct 

No Interv~ewed After Recervlng Servrce 11 1 1 

Table (5111) 

I 

514 All Percentage Distr~butlon According to Reason for Satyrng a t  Hosprtal, Problems Faced and Last Check 

From Provider by D ~ s t r ~ c t  

First Visit After Delivey 

Due to illness 

Fam~ly Planning 

Type of Provider 

Phys~cian 

Did Not Receive Home Vrsits 

I No Stayed at  Hosp~tal  After Delivery 

1; Average Davs Spent at Hospital 

% 

100 0 -- 

0 0 

100 0 

100 0 

100 0 

1 

0 

1 

1 

1 

I/ Std Dev 

/ Reason for Commg to Hosprtal 

I 
I Problem Faced After Delivery 

I Postpartum hemorrhage 

Surgery 

1 Other 

No 

1 

1 

0 

1 

1 

Last Time Checked By Provlder In Days 

0 0 

% 

100 0 

100 0 

0 0 

100 0 

100 0 



Table (5112) 

51501 503 Percentage D ~ s t r ~ b u t ~ o n  of Women According t o  Quest~ona Aakcd by P r w ~ d c r  Dur~ng  Postpartum Serv~cc 

and Observat~on by Prov~der W h ~ l c  Breastfecd~ng by D ~ s t r ~ c t  

I/ No of Cases 

I, L: 

No Asked About the Occurence of 

Bleeding 

Discharge 

Constlpalion 

N o  Asked About 

Whether She Is Breastfeed~ng 

Frequency of Breastfeed~ng 

Length of Breastfeeding 

i Whether She Gives Baby M ~ l k  or  Other L q a d s  

I Whether She Has Any Breastfeed~ng Problems 

/ Observed While Breastfeedmg 

-- 

D ~ n t r ~ c t  
I 

I 
Edfu Daraw Kom Ombo Aawan I i Luxor 

I 
I 

Table (5113) 

51504 505 Percentage D~s t r rbu t~on  of Women Accordlug t o  Examlnatlons Occur~ng Durmg Postpartum Scrvlce 

7 

D ~ s t r ~ c t  

Edf u Daraw Kom Ombo Aswan Naar Luxor 

No of Cases 15 10 12 4 13 

Exam~ned 
I '  
1 Temperature 
I, j ~ l o o d  Pressure 

'1 Abdomen 
I 

Breast 

1; Genitalla 

1 Babv Erammed 



Table (5114) 

51504 505 Percentage D ~ s t r r b u t ~ o n  of Women Accordrng to  A d v ~ c e  Gwen  By P r o v ~ d e r  During Examrnat~ons  Occurmg 

Dnrmg Post Partum Servrces by D ~ r t r r c t  

Ii No of Cases 

/I 

Gwen A d v ~ c e  on  

Proper Nutrltlon 

Exerc~se 

Personal Hyglene 

Care for Baby 

Vaccmanon of Baby 

il Famlly Plannlng 

11 Other 
- -- 

1' Advrsed on the lrnportance of 
I 

/ Breastfeed~ng on Demand (Day & N~ght) 
11 

/I 
Exclusive Breastfeedrng 

11 Contmuous Breastfeedrng 

1 Avold~ng Bottle Feedmg and Pac~f~ers  

1 How B Where to Get Assmanee for Problems 

D ~ t t r ~ c t  

E d h  I 
I Aswan 1 NU. I/ Luxor , 

15 12 

Table (5115) 

51508 Percentage D ~ s t r ~ b u t ~ o o  of Women Accordrng to  D e f r n ~ t ~ o n  of Excluswe Breastfeedrng Gwen by Distrrct 

-- 

D ~ s t r ~ c t  
I 

Edfv ( D a r a r  K o m  0111bo~~ Aswan I Nasr 1 Luxor 

I' No of Cases 

' I  

I Gave Wrong Answer 

I Did not Know 8 533 6 600  4 800  6 500 1 2 5 0  7 538  



Table (5116) 

5/509 10  Percentage Drstr~butron of Women Accordmg Therr Sat~sfactron wrth Chances Gwen to Them for Aakrng 

No of Carer 

Somewhat Helpful 

Table (5117) 

5/511 12 Percentage Dratrlbutron Accordmg to Tlmrng and Cost Details of Check-up by Dwtrrct 

No of Cases 



Table (5/18) 

516 All Percentage D ~ r t r ~ b u t ~ o n  Accord~ng  t o  Satrsfactron w ~ t h  P rov~dcr  and Scrvrces Provrdcd by D ~ s t r ~ c t  

11 11 Edfu 11 Daran  Il~orn 0rnbo(l Aswan 11 Naar I, Luxor " 

1 I No / % 11 No I % I/ No / % 1 No / % I/ No I % 11 No 1 % 11 
i !orrprl ;llo!!i l!l 8!!l 

I Dld Not Feel Prov~der Pohte and Fr~endly 

Sat~sf~ed Wlth Servlces Recewed 15 500 7 583 5 4 5 5  121000 41000 13 8671 

Not Sat~sfled W ~ t h  Serwces Rece~ved 3 250 
I 

Reasons for S a t ~ s f a c t ~ o n  (No ) 

Posmve Interaction 

Recewed Insuuct~ons 

I Other 

I Reasons for  D~ssatrsfactron (No 1 I/ 0 11 3 

Not e n d  ' ~ ~ ~ ~ ~ ' ~ ~ l  
Not Recewng What She Came For 

Not Exammed as Expected 1 25 0 



QUESTIONNAIRE # 6 

PRENATAL CARE 

A General 
B Prenatal H~story 

CPrenatal Physical Examination 
D Prenatal Laboratory Tests 

EPrenatal Management, Referral & Follow-up 
FSummary 

QUESTIONNAIRE # 7 

INTRA PARTUM (LABOR AND 
DELIVERU CARE 

A General 
B Intrapartum Iihstory 

C Intrapartum Physical Examination 
D Management of Labor 
E Care of the Newborn 

F Summary 

QUESTIONNAIRE # 8 

POSTPARTUM CARE 

Not Divided into Sections 



Hosprtals/Unrt 

Posltron of Maln 

DIAGNOSTIC STUDY FOR MATERNAL AND NEONATAL HEALTH 

(Prenatal Care) 

[48 CASES] 

General Hosprtal 
Drstr~ct Hosprtal 
MCH 

Head of Dep /Ob /Spec 
Spec~al~st 
Senror Resldent 
Resrdent & Jun~or 
Pedlatrrtrons 
In Charge 

Senror Resrdent 
Res~dent/Junror 
Nurses 
One Posltron Only 



I Quest~ons ( Yes (%) ( No (%) ( NA (%) 

A GENERAL 

20 8 

29 2 

83 3 

8 3 

100 

91 7 

14 6 

27 1 

Al Did the Health Prouder (HP) 

1 Welcome the cl1ent7 

2 Reassure her7 

3 Clearlv explam what wdl be done? 

A2 Was the HP's att~tude 

1 Friendly? 

2 Host~le? 

3 Ind~fferent? 

A3 Did the HP 

1 Ask for personal data7 

2 Correctly record personal data? 

3 Rev~ew exlstlng personal data In record? 
8 

100 

70 8 

16 7 

91 7 

8 3 

100 

85 4 

52 1 



B PRENATAL HISTORY 

B 1 Does a skill checklist protocol or procedure for prenatal 
history taking with symptoms for the problems listed In B7 
exut? 

lfyes Was it correctly followed by HP? 

Was htstory correctly recorded by HP? 

Ifno Was an appropriate h~story taken by HP7 

Was h~story correctly recorded by HP7 

B2 Upon completion of the prenatal h~story, dld the HP note 
previous pregnancy h~story? 

Ifyes dtd the HP note 

1 Number of pregnanctes? 

2 Number of abortions' 

3 Number of ltve births? 

4 Number of sttllbirths? 

B3 Has the HP also noted in the prenatal htstory tf thts was the first 
visit" 

Ifrt was not thefirst vlsrt (go to B5) 

Has slhe determtned which visit it was? 
visit no ------- 

Vtstt Number 1 
2 
3 
4 

Do Not K now 

7' 

7 

II 

27 1 

20 8 

6 3 

54 2 

18 8 

18 8 

54 2 

60 4 

100 

100 

95 8 

95 8 

95 8 

93 8 

45 8 

31 3 
10 4 
2 1 
2 1 
54 2 

- -- ---- 

B4 Did the HP determme the duration of present pregnancv? 

B5 Did the HP ask her about her prevlBus breastfeedtng history7 

Ifyes did slhe ask her about 

(Ifshe has other chrldren) 

1 Prevtous breastfeeding experience? 

( I f  lhu rs her first pregnancy) 

1 Breastfeeding expertence of other fam~ly members? 

2 Previous breast surgery? 

3 Fam~lylsocial support for breastfeedmg? 

4 Anttcipated separatton such as return to work7 

Quest~ons ( Yes ('10) 1 No (%) ( NA (%) 

! 

! 

! 

81 3 

81 3 

18 8 

18 8 

4 2 

4; 

4; 

3 

2 

- 

100 

22 9 

20 8 

70 8 

8 3 

8 3 

8 3 

8 3 

6 

79 

91 

9 1 

9 1 

91 



16 Dld the HP ask and note questions concerning rlsk factors I I I 
Prevlous abort~on(s)? 

Fetal death(s)? 

Bleedlng7 

Diabetes3 

Hypertens~on? 

Smoking7 

Prevlous compl~cations w~th  delivery? 

TT imrnunlzatlon status? 

Note TT immunlzatlon status in record ~f not already 
recorded7 

37 a if applicable were the symptoms for the followmg problems 
correctly ~dent~fied by the HP7 

Antepartum hemorrhage, placenta abruption? 

Antepartum hemorrhage, placenta prevla? 

Hypertensionlrenal problems? 

Rheumatic heart d~sease? 

Pre-eclamps~a and eclampsia? 

The three types of abortion? 

Anemla' 

Dlabetes' 

Ectopic pregnancy? 

Premature rupture of membranes? 

S c h ~ s t o s o m ~ a s ~ s ~  

Urmary tract mfectlon (UTI)? 

37 b Were the symptoms for any of the above problems correctly 60 4 27 1 12 
recorded by the HP In the client's record7 



11 C PRENATAL PHYSICAL EXAMINATION 

C 1 Prior to startmg the phys~cai exam~natlon did the HP 

1 Explain what slhe was going to do? 8 3 91 7 

:! Wash herthis hands with soap and water' 2 1 97 9 

3 If a vaginal examlnatlon was requ~red were clean gloves 2 1 29 2 68 
used? 

C2 Does a skdl checkl~st, protocol or procedure for prenatal 
phys~cal examlnatlon with slgns for the problems hsted In B7 
ex& 

Ifye5 Was it correctly followed by HP? 8 3 2 1 89 

Were phys~cal examination findmgs correctly recorded 8 3 2 1 89 
by HP? 

, 

II If no Was an appropr~ate phys~cal examlnatlon performed by 10 
HP? 

Were phys~cal examination find~ngs correctly recorded 60 4 29 2 10 
bv HP? 

C3 At the beginning of the phys~cal examlnatlon d ~ d  HP 
ChecWrecord Correctly Fall to check 
~nformat~on measure recordlmeasure 
YES NO YES NO YES NO NA 

1 Height? 87 5 12 5 87 5 12 5 12 5 87 5 - 
2 We~ght? 854 146 85 4 14 6 146 8 5 4  - 
3 BPV 979  21  97 9 2 1 2 1 979 - 

C5 a During the prenatal examlnatlon did the HP note 

1 Auscultated the heart? 

2 Auscultated and purcussed the lungs' 

3 Fundal height or uterlne size (<20 weeks)? 

4 Fetal heart rate (<20 weeks)' 

5 Presence or absence of edema' 

6 Patellar reflex? 

7 Fetal presentahon and he (>28 weeks)' 

Quest~ons 

C4 Did s/he examme her breasts? 

No ( O h )  

100 

Yes ( O h )  

- - - -  - 

C5 b Were find~ngs concerning the above correctly recorded by the 
HP In the cl~ent's record as appropriate? 

C6 Were the slgns of any of the above problems correctly recorded 
bv the HP In the chent's record? 

NA ('10) 

- 

64 6 35 4 



I Quest~ons I Yes (%) I No (O/O) ( NA (%) 

D PRENATAL LABORATORY TESTS 
I 1 I N 

2 Urrnalvsts~ 

3 Stool for ova and parasites' 

4 Blood type and Rh" 

Dl Does a sl\rll checkl~st, protocol or procedure for prenatal 
laboratorv tests exlst7 

Ifye5 Was ~t correctlv followed by HP7 

Were the laboratory find~ngs correctly recorded by HP? 

Ifno Were appropriate laboratory tests ordered or performed 
by HP? 

Were laboratory test results correctly recorded by HP? 

D2 a Dependmg on the prenatal h~storv and phys~cal exammatlon, 
were the followmg routine laboratory test(s) ordered as 
approprlate 

First vrsrt 

1 Complete blood count? 

6 Pre-prandlal blood glucose? 1 3751 4791 14611 

39 6 

22 9 

37 5 

27 1 

43 8 

I I 

2 Correctly Interpreted bv the HP7 I 5001 3331 16 711 

24-28 weeks 

7 1 hour post prandral blood glucose 

36 weeks 

8 Hematocrlt 

9 Ur~naiys~s 

10 VDRL 

D2 b If available at the tlme of the observer's vrs~t were the results of 
the above test(s) 

1 Correctly recorded rn the chent's record' 

16 7 

33 3 

6 3 

14 6 

41 7 

43 8 

43 8 

56 3 

58 3 

14 6 

25 0 

4 2 

70 8 

31 3 

33 3 

8 3 

29 2 

12 5 

68 8 

66 7 

66 7 

66 7 

16 7 



PRENATAL MANAGEMENT, REFERRAL & FOLLOW-UP 11 
1 Does a skill checkl~st, protocol or procedure for prenatal care, 

referral and follow-up exist? 

Was it correctly followed by HP' 

Were the history and physical exammation findmgs 
and care strategy explained to the cl~ent? 

Was the client care strategy correctlv recorded In the 
chent's record by HP7 

Were the h~story and phys~cal exammatlon findings 
and care strategy expla~ned to the chent7 

Were appropriate care, referral and follow-up planned 
and carried out with client by HP? 

Was the client care strategy correctly recorded In the 
chent's record bv HP? 

:2 a A bas~c education plan was d~scussed wlth the patient 

P1 trzmester H - H I  
I I 

1 Prevent and manage anemia? 1 3 5 4 1  I 
2 Adequate nutnt~on? 

3 S~gns  of abort~on? 

4 Nausea and vomiting? 

5 Urmary problems? I 1 6 7 )  1881 64611 

Td trzmester 

6 Adequate nutnt~on? 

7 Vagmai bleeding or discharge? 

8 Premature labor' 

9 Premature rupture of the membranes? 

10 Signs of pre-eclampsia? 

1 1 Urinary symptoms? I 33 31 I 66 711 



1 The benefits of breastfeesmg? 

2 The benefits of early mt~at ion of breastfeedlng and 
colostrum~ 

NA ('10) 

68 8 

68 8 

68 8 

68 8 

68 8 

68 8 

68 8 

68 8 

2 1 

No (%) 

2 1 

20 8 

16 7 

22 9 

22 9 

4 2 

31 3 

100 

50 0 

Quest~ons 

Jrd trrntcskr 

12 Adequate nutr1tton7 

13 Normal labor and hosp~tai routme? 

14 Vag~nal bleedmg or discharge9 

15 Premature labor? 

16 Premature rupture of the membranes? 

17 Signs of pre-eclampsia? 

18 Urlnarv symptoms' 

19 Abnormal birth (breech twln transverse c-sectlon)7 

E2 b The cl~ent  educat~on plan was correctly recorded m the client's 
record bv HP? 

E3 Dld s/he glve her guldance on breastfeeding? 

I f  yes did ~t lnciude mformation on 

1 Antepartum hemorrhage, placenta abruption' 

2 Antepartum hemorrhage placenta prev~a' 

3 Hypertensionlrenal problems9 

4 Rheumat~c heart d~sease? 

5 Pre-eclamps~a and eclamps~a? 

6 The three (3)  types of abort~on' 

7 Anemla' 

8 D~abetes' 

9 Ectoplc pregnancy? 

10 Premature rupture of membranes? 

12 Sch~stosom~asis? 

Yes (%) 

29 2 

10 4 

14 6 

8 3 

8 3 

31 3 

27 1 

47 9 

3 The mportance of exclusive breastfeeding up to 6 months? 

4 The Importance of feedmg on demand and ~ t s  effect on mdk 
supply9 

I E4 If apphcable was care of the follow~ng problems correctly 1 ~mplemented by the HP 

11 13 Ur~narv tract mfect~on(UTI)? 31 31 6 3 1  62 

52 I 

52 1 

1 

43 8 

45 8 

4 2 

2 1 



11 Ouest~ons 1 yes (%) I NO (%I I NA (%) 11 
- - 

F SUMMARY 

12 5 

62 5 

56 3 

29 2 

F1 Was the data collected by one or more of the followmg means 

1 Interv~ew? 

2 Observation7 

7 Record audit? 

F2 bould vou assess the HP as 

1 Competent tn provtding prenatal care7 

2 One needing support to strengthen sktlls? 

87 5 

100 

37 5 

43 8 

70 8 



DIAGNOSTIC STUDY FOR MATERNAL AND NEONATAL HEALTH 

(Intra-parturn (Labor & Delivery) Care) 

125 CASES] 

HosprtalsIUnrt 

Position of Main 

Posrtron of Assistant 

General Hosprtal 
Drstrict Hosprtal 

Head of Dep IObISpec 
Specralist 
Assistant Specralist 
Senror Resident 
Restdent &Junior 

Senror Resrdent 
Res~dent/Junror 
Nurses 
Specralist 
One Posrtion Only 



4 1 Did the Health Provider (HP) collect all of the followmg bas~c 
equlpment? 

1 Fetal scope (fetal stethoscope)? 

2 Thermometer? 

3 Sterde gloves? 

4 Bowl? 

5 Cotton Balls? 

6 Pulsometer or watch? 

7 BP apparatus? 

8 Labor record (partograph) 

4 GENERAL 

100 

9 Soap & water or antiseptic solutlon 
I 

42 Did the HP I 
1 Welcome the client? 

2 Reassure her? 

3 Clearly explain what will be done? 

4 Ask the client to lie on her back? 

A3 Was the HP's attitude 

2 Hostile? 

3 Ind~fferent? 

A4 Did the HP 

- 

92 0 

80 0 

20 0 

100 

I Ask for personal data? 

2 Correctly record personal data? 

3 Rev~ew existing personal data In record? 

4 Rev~ew exlstlng prenatal record? 

5 Note any risk factors recorded ~n the prenatal record? 

8 0 

20 0 

80 0 

4 0 

100 

96 0 

100 

96 0 

32 0 

20 0 

16 0 

4 0 

56 0 

16 0 

4 0 

12 0 

64 0 

80 0 



Quest~ons ( yes (%) I NO 1 NA A!) 

ZNTRAPARTUM HISTORY 

B 1 Does a skdl checkl~st, protocol or procedure for ~ntra-partum I I loo 1 

If v e ~  
I Was ~t correctly followed by HP7 

2 Was hlstory correctly recorded by HP7 

I f  no 96 0 
1 Was an appropriate h~story taken by HP? 
2 Was history correctly recorded by HP? 76 0 

B2 Upon completion of the mtra-partum h~story d ~ d  the HP note 

1 Durat~on of the current pregnancy? 
Complete months 3 2 

40 

2 When labor palns began and how often labor palns occur? 

3 Whether the cl~ent has been to antenatal clinic? 

4 Whether her membranes ruptured 9 

Ifyes Dtd premature rupture of membranes occur 
(before labor contractions)? 

I f  yes 
1 How long did ~t take between occurrence of rupture 

and delwery? 
Durat~on 1 hours 

8 hours 
10 hours 
20 hours 
24 hours 

NA 
2 Was the mother glven an ant~biot~c? 

5 Did she have any bloodv show? 
6 Determine ~f the cl~ent has bled from her vag~na? 
7 When the client last ate? 
8 When d ~ d  the chent last passed stool? 
9 If referred to the HP, did slhe note who referred the chent? 

10 Correctly record the intra-partum hlstory7 



2 

Questions 1 y e s  (%) I NO (%) I NA (%) 

C INTRA PA R TUM PHYSICAL EXAMZNA TZON 

I Helght9 
Z Welght9 
3 BP? 
4 Respirat~on 
5 Heart Rate 

4 Ask the cl~ent to lie on her back? 

5 Washed herfh~s hands w ~ t h  soap and water? 

C? Does a shdl checklist protocol or procedure for an intra-partum 
phys~cal evamlnatlon exlst 

lfyes 1 Was it correctlv followed by HP? 
2 Were physical exammation findings correctly recorded 

by HP9 

l fno 1 Was an appropriate physical examination performed by 
HP7 

2 Were phys~cal exammation findmgs correctly recorded 
by HP' 

Checkhecord 
lnformatlon 
YES NO 

4 0  960 
400 600 
840 160 
4 0  960 

64 0 36 0 

4 0 

92 0 
88 0 

C 1 Prlor to startlng the phys~cal examination, did the HP 

1 Help cllent get readv for the exarnmat~on? 

2 Explain what slhe was golng to do? 

3 Ask the cl~ent to pass urlne to empty her bladder? 

Correctly 
measure 
YES NO 
8 0  920 
400 600 
960 4 0  
160 840 
840 160 

96 0 

8 0 

12 0 

C3 At the beg~nntng of the phvs~cal examination d ~ d  HP 

100 

28 0 

80 0 

76 0 

Fad to check 
recordlmeasure 

YES NO NA 
920 S O  - 
60 0 40 0 - 
4 0  960 - 

8 4 0  160 - 
24 0 76 0 - 

Quest~ons I yes  (%) I NO (%) I NA 11 I I I 

72 0 

100 

20 0 

24 0 

11 C4 Durmg the general mtra-partum examination dld the HP I I I 11 

100 

100 

1 Note general appearance? 
2 Check breasts? 
3 Check arms' 

C5 During the abdomrnal examination, did the HP 

1 Explam to the cllent that an abdom~nal exammatlon was 
gomg to be done? 

3 Stand by the chent's slde look at the abdomen and 
determme the laylng of the baby' I I I 11 

3 Perform an acceptable abdommal examlnatlon' 
4 L~sten to and count the fetal heart rate' 
5 Record abdommal exammation on partograph' 

6 Expla~n abdommal findmes to client? 4 0 96 0 

loo 1 



Quest~ons I yes 1 NO (%) 1 N A  (OX,' 
C6 Durlng the vaginal examlnatlon d ~ d  the HP 

1 Make sure that the area had been disinfected? 
2 Use ster~le surg~cal gloves? 
3 Scrub hands In antlseptlc solut~on? 
4 Ask the d e n t  to he on her back w~th her legs apart and her 

knees bent? 
5 Explam to the chent each step of the vag~nal exammat~on? 

6 Look for discharge In the cl~ent's vag~nal area? 

7 Wash the woman's genital area w~th soap and water? 

8 DIP the Index finger of the gloved examinmg hand into 
antisept~c solut~on~ 

9 Insert finger into chent's vaglna and checked vaginal wall? 

10 Check for any hard stool or scarlng In rectum through 
vaglnal wall7 

1 1 Check cervix for ~ t s  th~ckness (effacement) and firmness? 
12 Determ~ne dllat~on and effacement of cerv~x? 
13 Note ~f chent's bag of waters has ruptured? 
14 Determme the presenting part of the baby and how far the 

- - 

presentmg part had come Into the pelvls (descent)? 1 1 
C7 Upon cornplet~on of the vagmal examination d ~ d  the HP 

1 Help the woman get comfortable? 88 0 12 0 

2 Record all findlngs on the partograph? 100 
3 Expla~n findmas to cl~ent? 4 0 96 0 



11 D NANAGEMENT OF LABOR 

D 1 Does a shdl checl\lrst, protocol or procedure for labor 
management exist? 

Ifves 
1 Was correctlv followed by HP7 
2 Was the management of labor strategy correctly recorded 

In the clrent's record bv HP? 

1 Was the management of labor strategy evplalned to cl1ent3 

2 Was approprtate labor management carrled out w~th cllent 
by HP? 

3 Was the client care strategy correctly recorded In the 
cllent's record by HP? 

100 

D3 In what of the following posrtlons dld the mother delrver 

1 Laylng on her back? 

3 Slttrng? 

3 Half slttlng? 
4 Other? 

D3 If appl~cable drd HP start correctlv an IV rnfusron? 

100 

100 

56 0 

40 0 

I 

11 D6 Were uterme contracttons I I I 

44 0 

60 0 

100 

56 0 

D5 Did the HP assess descent of head 

1 Abdomrnally every hour? 

3 Vagtnallv everv 4 hours or PRM? 

D4 Did the HP assess cervical d~lat~on every 4 hours or PRM? 84 0 

II D7 Was fetal heart rate checked everv 30 mmutes or more frequently 
~f necessarv? 

I 680 I 3 2 0  I 

44 4 

68 0 

64 0 

1 Latent phase everv hour? 

7 Actwe phase every 30 rn~nutes? 

100 

100 

I I I 

8 0 8 0 

20 0 

24 0 

12 0 
96 0 

D8 Were the followtng maternal v~tal slgns checked 

1 Pulse every 30 minutes? 

2 BP every 4 hours? 

3 Temperature every 4 hours? 

D9 Was urlne taken every 2-4 hours or P R W  

12 0 

12 0 

D I0 If Instruments were used durmg dellvery were they clean and 
sterrl~zed? 

D 1 1 Were any of the follow~ng med~cations glven 

1 

76 0 
4 0 

32 0 
84 0 

36 0 

8 0 

1 An lnjectlon to stimulate labor? 
2 An analpesrc9 

12 0 

40 0 

68 0 
12 0 

60 0 

88 0 

I 

4 0 

4 0 

4 0 

56 0 

40 0 

12 0 

4 0 

60 0 

88 0 



Quest~ons I yes I NO (o/o~ 1 NA (%I 

Ifyes was the analgesic correctly admmstered by 12 0 88 0 
1 IV ~njection? 

2 IM ~nject~on? 12 0 88 0 
3 Nltrous ox~de gas? 12 0 88 0 

31 2 a Was any of the followmg anesthesia adm~n~stered 

1 Ether? 12 0 88 0 
2 Ketam~ne? 12 0 88 0 

3 Intraval? 12 0 88 0 
4 Halothane? I 1 120 1 880  

I I 
-- 

5 Other? 

D 12 b Were compl~cat~ons of anesthesia prevented? 12 0 88 0 

Dl3 Before dehvery, d ~ d  premature separation of the placenta occur? 4 0 96 0 

I f  yes Was ~t correctly managed? 4 0 96 0 

D 14 If requ~red was an eplsiotomy or laceration repalr performed 

1 Med~olateral epls~otomy? 24 0 4 0 72 0 

2 Median ep~siotomy? 4 0 24 0 72 0 
3 Cerwcal laceration reoair? I 1 280 1 720 

Dl 6 Dld the HP correctly manage the followmg types of labor wtth 
the safe dellvery of the mfant and recovery of the mother 

1 Normal cephalic presentation? 

7 Breech presentat~on? 

3 Transverse presentat~on? 

4 Twlns? 

5 Introduce an augmentatron of labor? 

6 Obstructed labor? 
7 Forceps delivery? 

8 Vacuum extraction? 

9 C-section? 

-- - - - 

D 15 Was any of the following prevented, or d~agnosed and managed 

1 Premature labor? 4 0 96 0 
2 Ruptured uterus? 4 0 96 0 

I 

Dl 7 Durmg delivery, d ~ d  twlsting or prolapse of umb~l~cal cord 100 
occur? 

Ifyes was the twtsted or prolapsed umbilical cord correctly 100 
managed? 



Questrons 

Dl8 a In case of a cesarean section or forceps deliverv 

1 How long between the mother's arrlval and the declsion to use 
forcepslcesarean delivery? 
Tlme 1 hours 

2 hours 
3 hours 

20 hours 
N A 

2 Was t h s  an appropriate duratlon of time? 

D 18 b For other type of dellvery 
1 How much tlme d ~ d  it take to complete delivery from the 

tlme of mother's amvaI9 
Tune 2 hours 

4 hours 
5 hours 
6 hours 

10 hours 
19 hours 
20 hours 
24 hours 

NA 

Dl9 If required dld the HP correctly manage the following 

1 Intrauterine fetal death' 
2 Septlc shock of the mother? 
3 Retamed placenta? 

Yes (%) 

20 0 



Questions 

E CARE OF THE NEWBORN 

El Was anv of the followmg used to cut the umb~l~cal cord and 
tymg the navel 

11 1 Clean and sterhzed sc~ssors/scalpel and thread? t- 
2 Unsterhzed sc~ssors/scapel and thread? 

Il 3 Other I I( €2 Dld the basic newborn care ~nclude L 
II 1 Drv~ng the neo-nate w~th a dry towel' (HP or ass~stant) 

2 Massagmg the back durmg the dry~ng' 1 
3 HP ensuring patency of the airway by plac~ng the neo-nate's 

head at a level below that of the body, flexing the neck 
back-wards, and suckmg mucus from the mouth? 

4 keeping the newborn warn by uslng dry towels, sheets or 
blanket? (HP or ass~stant) I 

11 5 HP examkmg and assess.mg cond~t~on of the neo-nate on t 
II the Apgar Scale? 1 
1 E3 Was the cond~t~on of the neo-nate noted by the HP as I 

1 Stillborn? 

Ifyes Was stdlbom maserated? 

2 L~ve born, not In good cond~t~on (less than 6 on the Apgar 
Score)? 

3 L~ve born In good cond~t~on (more than 6 on the Apgar 
Score)? 

E4 a Was the newborn we~ghed? ! 
E4 b Was the newborn's we~ght recorded? - gms 

E5 Dld the HP make other anthropolog~cal measurements of the I 
newborn including I 

1 Head c~rcumference? t 
II 2 Head to heel length? 

3 Head to breech length? 

E6 Did the HP 

1 Reassure mother as to the cond~t~on of her newborn? 

2 Adv~se the mother on the Importance of ~nlt~atlng breast- 
feedmg ~mmedtately? 1 

3 Put the newborn to the mother's breast w ~ t h ~ n  one hour of 
delivery? (HP or ass~stant) 

I Ifyes Did the mother breastfeed her baby at t h ~ s  time? 

E7 Did the HP encourage the mother to breastfeed and/or offer her 32 0 64 0 4 0 
help? 



II Quest~ons I yes (%) I NO (%) I NA (%: 

E8 Dld the HP leave the dellverv room 

1 After the blrth of the newborn but before expulsion of the 
placenta? 

2 Irnmed~ately after expulsion of the placenta? 

3 Half an hour or more after expuls~on of the placenta? 

F2 You would assess the HP as 

1 Competent rn prowdmg ~ntra-partum care? 
2 One needing support to strewthen sk1lls7 

F Summary 

F1 Was the data collected by one or more of the follow~ng means 

1 Interview? 

2 Observat~on? 

3 Record audlt? 

I 

52 0 

44 4 

92 0 
100 
52 0 

44 0 

52 0 

8 0 

48 0 

4 0 

4 0 



DIAGNOSTIC STUDY FOR MATERNAL AND NEONATAL HEALTH 

(Post-partum Care) 

[25 CASES] 

General Hospltal 
Dlstr~ct Hospital 

Head of Dep /Ob/Spec 
Spec~alrst 
Senior Res~dent 
Res~dent &Junior 

Senior Res~dent 
Res~dent/Junior 
Nurses 
One Posit~on Only 



Questions I Yes (%) 1 No (%) I NA ('10) 
I I 1 

1 Did the Health Provider (HP) check for 

Pulse? 

Blood Pressure? 

Temperature? 

Amount of Bleedlng Per Vagina 

Fundal He~ght? 

Uterme Atony? 

Lacerations? 
- - -  

2 Has slhe recorded hlslher findings? 

3 How long was the client kept in the dellvery room? 

10 Mmutes 

15 Minutes 

30 Mmutes 

40 Mmutes 

45 Minutes 

60 M~nutes 

4 Was the client counselled on what to do when she goes home? 1 5201 4 4 0 )  

5 Was she given clear mdicatlons about howlwhen to report to the 1 
Hemorrhage 

Pain 

I 6 Was she given an appointment to come and see a physman 4 
I weeks later' I 

Fever 
I I I 

68 0 

7 Was she  given a n y  counselltng on contraception' 

3201 

28 0 68 0 4 



QUANTITATIVE DATA 
COLLECTION TOOLS 



QUESTIONNAIRE# 1 I 
I 

DISTRICT DIRECTORATE LEVEL I 



MINISTRY OF HEALTH AND POPULATION 
HEALTHY MOTHER HCALTHY CHILD PROJECT 

DIAGNOSTIC STUDY FOR MATERNAL AND NEONATAL HEALTH 
Quest~onna~re#l 

(Dtstrzct D~recforate Level) 

Case No 

I 
D~str~ct 

I77 
HosptalsNnlt 1 

Name of Pr~nc~pal lntemlewed Position 
Name of lnterwewer Date of Interv~ew I / 19 
Name of Rev~ewer Date of Review 

1 Demographic Data I 
101 Total population of the D~strlct in thousands @om Dzstrzct or CAPMAS Cawo 1996 Census 

Rural Male Female 
Urban Male Female 
Total Total Total 

102 Total number of women of reproduct~ve age I 
103 Total number of b~rths(Jan - Dec 1996) 

1 JAN - DEC 1996 1 APRIL - JUNE 1997 

Total number of maternal deaths 

Earlv Neonatal (0-7 days) deaths 

Late Neonatal (8-28 days) deaths 

St111 births 

2 Staff of Hosp~tals/Health Units and Centers 

I08 

20 1 Sufficiency of the followmg personnel categor~es 
I, ii 

Infant (post-neonatal) deaths 

CATEGORY OF PERSONNEL 

OblGyn Spec~al~sts 

ObIGvn Residents 

1 SHORTAGE 
NO 

2 OVERSTAFFED 
NO 

3 ENOUGH 
NO 



11 Blood Transfus~on Spec~alists I I I 11 

11 Laboratory Technrclans I I I 11 
11 Pharmacists 

MatronlNursing Supervisors 

Publlc Health Nurses 

11 Nurses 

1) Midwfery Nurses 
I I I 

I 

202 What are the lnam factors underlymg these shortages ( ~ f  any) 
1 Q u ~ c k  turnover of staff ( 1 
2 Lack of  lncentlves ( 1 
3 Spec~alizatlons In short supply In governorate ( 1 
4 Min~st ry  does not employ ( 1 
0 Other (SpecrJj5) 

I 

Social Workers 

203 How manv of the following personnel have received tralnlng In the followmg techn~cal areas 
In the last 12 months 

I 

C ITECORIES OF PERSONNEL 

1 OblGyn Spec~allsts 

2 ObIGvn Res~dents 

3 Ped~atrlclans 

4 Anestheslolog~sts 

3 General Pract~t~oners 

6 Pharmac~sts 

7 Matron/Nursmg Superwsors 

CARE 

x 

x 

x 

DELIVERY 

x 

x 

POSTPARTUM 
CARE 

x 

x 

NEONATAL 
CARE 

x 

SONAR 

x 

x 

x 

HEALTH 
SERVICES 
MNGMT 

BREAST- 
FEEDING 

x 

x 



204 What tramng facll~tles are ava~lable at the Health Department m the field of mother and 
neonatal care? 

205 What tramer resources are ava~lable In the field of mother and neonatal care? 

SONAR 

x 

x 

x 

206 What are the main tralning problems that face the DlstnctlHealth Department? 

207 Is there a monltorlng system to measure post-tralnlng performance of personnel' 
Ifyes What 1s thts system? 

HEALTH 

MNGMT 

NEONATAL 
CARE 

208 Are there funct~onal job descr~ptlons for the followmg posltlons Ask to see the records 
1 Yesn No 1 Seen12 Not seen Date of 

mt~at lon  

BREAST- 
FEEDING 

I 

POSTPARNM 
CARE 

1 D~s t r~c t  Health Officers 
2 Health Education Officers 

DELIVERY L ATEGORIES OF PERSONNEL 

8 P u b l l c  Health Nurses 

9 M l d w l f e r y  Nurses 

4 Hosp~tal Physlclans 
5 MCHNrban Health Center Phys~clans 

10 Nurses 

CARE 

6 Rural Health Center Physicians 
7 MCH/UHC Nurse 

I 

8 Mldw~fery/Nurses In Hosp~tal 
9 Rural Health Center Mldw~ves/Nurses 

209 Does a plan for superv~slon exlst at the D1stnctlDepartment7 
1 Collectwe plan 2 No 3 Indlv~dual Plan 

Ifthere u a collectzve plan What IS the per~od of the plan 
1 Weekly 2 Monthly 3 Quarterly 4 Annual 

Are plans ~mplemented? 
Ifno Why? 

1 Yes 2 N o  

1 Yes 2 No 



9 10 Who IS the techn~cal supervisor for the followmg health prov~ders at the health untts how 
many are they and what 1s the frequency of field superv~s~on? 

7 Hosp~tal M~dwlves 

8 MCHAJrban Health Center Mtdw~ves 

FREQ OF FIELD 
SUPERVISION (NR) 

1 Urban hosp~tal ObIGvn Spec~alists 

2 Urban Health Center ObIGyn Speclallsts 

3 Rural hosp /Health Center ObIGyn 
Speclallsts 

4 Hosp~tal Res~dents 

5 Urban Health Center GPs 

6 Rural Health Center GPs 

119 Rural Health Fac~llry Mldw~ves 

I I I 

I I I1 

HOW MANY 
SUPERVISORS? JOBS 

i 

10 Hosp~tal Nurses 

11 Urban Health Center Nurses 

WHO IS ME 
SUPERVISOR? 

1112 Rural Health Center Nurses I I I 11 

2 1 1 What are the most lrnportant problems that face the D~str~ctfHealth Department for techn~cal 
superv~s~on' 

3 Equipment, Drugs and Suppl~es Management 

301 How does the Distr~ct decide when to reorder drugs or suppl~es' 
1 When suffic~ent requests are rece~ved from f a c ~ l ~ t ~ e s  
2 Whenever a facility requests 
3 Whenever the d ~ s t r ~ c t  requests regularly 
4 At regular Intervals 
5 Do not order, but receive 
0 Other {Speczh) 

307 How does the drstr~ct dec~de  the amount of drugs/suppl~es to procure? 
1 Based on available budget 
2 Based on necessity of drug or supply 
3 Based on requested amounts from Un~ts/Centers/Departments 



4 Accordmg to a set quota 
5 Based on prevlous year estlmate plus extra percent 
0 Other (Spec&) 

303 Does the D~s t r~c t  face shortage In drugs and supphes? 
Ifyes when and why? 

1 When distributors are late 
2 Insuffic~ent funds 
3 When there are shortages at the d~str~butor's level 
4 When ordering 1s delayed 
0 Other (Specify) 

\ 

304 How are needs of health fac~lrt~es for drugs and supplies est~mated? 
1 Based on quantities used In the prevlous period ( 
2 Pre-determined quantities ( 
3 Based on the amounts determmed by Distr~ct or Governorate ( 
0 Other (SpeczJL) 

305 How often are drugs and supplies d~str~buted to facil~ties (In months)? 
months 

306 Do f a c ~ l ~ t ~ e s  transport the~r  quota of drugs and suppiles or the distr~ct 
distributes them' 

1 Fac~l~ties transport ( 
2 D~strict transports ( 

307 What are the most ~mportant bas~c problems with procurement andor 
distr~but~on of drugs and suppiles that faced the District durmg last 
year (96197)' 

1 Yes 2 N o  

401 What are the recommended hours and days for the following servlces 
at d~fferent fac~litres' 

SERVICES 

I Antenatal Care 

2 Postpartum Care 

3 Infant Clinic 

HOSPITALS 

Hours 

From To 
Days 

URBAN H 
CENTERS MCH 

RURAL 
HCNNITS 

Hours 
Days Days 

Hours - 
From From To To 

7-- 

Days 
Hours 

From To 



402 Are "client fr~endly pract~ces" bemg ~rnplemented In the District? 
Ifyes, what are they and where are they bemg ~mplemented? 
Pract~ces 

Where 
I Hospital 
2 Urban HC 
3 Rural HF 

403 What 1s the recommended procedure for communication with the 
facll~ty to which a crit~cal case 1s referred? 

1 Yes 2 No 

5 Information Svstem and Monitoring 

50 1 Did the D~strict recelve the new registration forms for registering 
maternal and neonatal services? 

502 Have these forms been distr~buted to all health facilit~es at the 
department? 

503 To whlch facilit~es were the forms distributed? Number 
1 D~s t r~c t  Hosp~tal 
2 Urban HC 
3 MCH Center 
4 Rural Hospital 
5 Rural HC 
6 Rural U n ~ t  

504 How manv of the following facll~ties prov~ded complete MCWHIS 
formsireports accordmg to schedule for the month of June 19977 

Number 
1 GeneralID~stnct 5 V W 5  

2 Rural Hosp~tals T W W  

3 Urban Health Centers $ W 1 1 5  

4 MCH Centers TWW 

5 Rural Health UnitslCenters twn~ 

505 Do you have a policy to check informat~on at facil1ties7 

506 Do the facllit~es Implement this policy? 

1 Yes 2 No(goto 504 

1 Yes 2 No 
(go to 504) (go to 503) 

1 Yes 2 No(~o to 506 

1 Yes(goroso8) 2 No 



507 What are the reasons for non-compl~ance to the suggested svstem? 

508 Does the Department/D~strict make use of t h ~ s  informat~on~ 

I Yes 2 No 

6 Key Problems and Soluttons 

60 1 What are the two greatest problems that face the GovernorateIDistr~ct 
In provtdlng appropriate and effectwe maternal and neonatal health 
care serwces today? And what are the solutions to these problems? 

Problem Solutlon(s) 
1 

7 Health Educat~onIIEC, Outreach and Community-based Activltles 

70 1 What 1s the number of the total registered dayas in d~strict? - dayas 

702 When d ~ d  reg~stered Daya tra~nlng start? - years 

703 How many have been tramed to date? dayas 

704 How many received refresher trainlng? day as 

705 What 1s the estimated number of untrained and unregistered davas 
~n the district? dayas 

To be filled bv Health Education OfJicer 

706 What types of IEC materials on maternal and neonatal health and breastfeeding are available 
at the D~strict? (Numbers) 

1 Risk Pregnancv 

2 Antenatal Care 

3 lmportance of Breastfeeding 

4 Proper wav of Breastfeeding 
r 

Poster Brochure Fhp 
Chart 

Booklet Video Tapes 



F~gure 1 Posters 2 Brochures 3 Flip Chart 
4 Booklet 5 V~deo Tapes 

707 What type of health education and awareness a c t ~ v ~ t ~ e s  organized by the Unit on 
maternallneonatal health and breastfeedmg m the last three months? 

Actlvity Place Target Group Topics 

1 

Video Tapes 

1 Meet~ngs 
2 M~crophone 
3 Contests 
0 Other (Spec& 

Place 1 lns~de the fac~l~ty  2 Outs~de the fac~lity 
Target 1 Mothers 2 Husbands 

3 Commun~ty Leaders 4 People 

LA 

Booklet 

708 Are there anv NGOs actlve In maternal and neonatal health in the District7 
I f  Yes Who are they7 

F"p 
Chart 

What are their servlces7 
1 Prov~de service for c l~n~cs  
2 Health educat~on 
3 Social support 
0 Other (Spec@) 

Brochure 

3 importance of Tetanus vaccine 

6 Neonatal care 

7 Ster~llmtion Y dellvew 

1 Yes 2 No 

Poster 

8 Util~zat~on of Mater~als from registers 

801 Number of cases accord~ng to records 

1 New antenatal clients 

2 R e v m t s  by antenatal c11ent.s 

3 Normal Del~ver~es 
A 





JAN-DEC APR-JUNE 
1996 1997 

28 Early neonatal deaths (0 - 7 days) 

29 Late neonatal deaths (8 - 28 days) 

802 How many complicated del~verles were referred from the follow~ng sources 
through July 96 - June 977 

Number No information 
1 PubI~c Hosprtals - ( 1 
2 D~strict Hosp~tals - ( 1 
3 MCH Centers - ( 1 
4 Urban Heaith Fac~l~ties - ( 1 
5 Rural Hospitals - ( ) 
6 Rural Health Centers - ( 1 
7 Pr~vate Phys~c~ans' CIln~cs - ( 1 
8 Dayas - ( 1 
6 Commun~ty Members - ( 1 

9 Facllltles from regrsters 

901 Total number of the followmg health facll~t~es In the Dlstrict 
(1- 7 to be filled at the office) Number 

1 General Hosp~tals 
2 Distr~ct Hospitals 
3 MCH Centers 
4 Urban Health Centers 
5 Rural Hospitals 
6 Rural Health Groups 
7 Rural Health Un~ts 
8 Other Public Sector Hosp~talsfCl~n~cs 
9 Voluntary Organizat~on Facilities 

10 Prrvate Hosprtals 
1 1 Private Drspensariesfclin~cs 
12 Private Ob/Gvn Clin~cs 

902 Total number of beds for each of the followrng health facllrt~es 
( I  - 6 to be filled ar office) 

Total Matern~ty Ped~atr~c 
1 General Hospitals 
2 D~str~ct  Hospitals 
3 MCH Centers 
4 Urban Health Centers 
5 Rural Hosp~tals 
6 Rural Health Groups 



7 Other Publ~c Sector Hospitals/Cl~nlcs 
8 Voluntary Organlzat~on Facll~t~es 
9 Prlvate Hospitals - 

10 Pr~vate D~spensarles/Clinlcs - 



QUESTIONNAIRE # 2 

HEALTH FACILITY DATA SHEET 



DIAGNOSTIC STUDY FOR MATERNAL AND NEONATAL HEALTH 
Questlomawe #2 

(Health Facrlrty Data Sheet) 

Governorate 

D~str~ct Vdlage Hospltals/Un~t 
Name of Interwewed 1 Poslt~on 

n 
2 Pos~t~on 

3 Pos~t~on 
Name of Interv~ewer Date of Interv~ew 

Total population of catchment area In thousands 
I 

C777 
1 Serv~ces of HospitaVUn~t I 
101 The number of assigned posts and those present In the faclllty 

today 

11 2 ObtGvn Residents I I 11 

14 Soctal Workers I 



102 The number ot the followmg personnel who have received tramng In the follow~ng 
technical areas 111 the last 12 months (from 01-07-96 to 30-06-97) 

Prenatal Labour& Postpartum Neonatal Category of Personnel ( Care I Dellren / Care / Care 

1 ObIGvn Special~sts 

2 ObIGvn Residents 

3 Ped~atricians 

4 Anaesthes~oloeists 

Sonar 

- - 
- 
- 

X - 
X - 
- 
I X - 
I 

X 

- -- 

5 General Pract~tloner 

6 Pharmac~sts 

7 Matron/Nurs~ng Superv~sors 

8 Publ~c Health Nurse 

3 Mldw~ferv Nurse 

103 Are there functional job de sc r~pons  at the fac~hty for the 
followlng3 (111 case they exrst ask to see them and record) 

x 

x 

I Yes12 No I Seen12 Not seen 

x 

Head of the Fac~litv 

Hospltal Phys~c~ans ( 

Nursmg Matrons/Superv~sors ( 

M~dw~ves/Nurses in Hosp~tals ( 

Urban Health Center Physic~ans ( 

Urban Health Center Nurses ( 

Rural Health Center Phvs~cians ( 

Rural Health Center M~dw~ves /  

Nurses ( 

x 

104 Who are the techn~cal supervisors for the followmg health prov~ders 
at your facil~ty? When was the~r  last field v~slt? 

x 

- -  

'. x x 

CATEGORIES OF PERSONNEL WHO IS THE 
SUPERVISOR? 

W E E ~ S  SINCE LAST 
VISIT 



105 What do supervisors do when thev vwt  vour faclI1tv9 
1 Mon~toring act~vitles ( 
2 In-servlce tratn~ng ( 1 
3 Meeting needs ( 1 
0 Other hpecrfy) 

106 Does your faclllty have the follwo~ng protocols and how many are 
trained on them7 

II I Vcr NUMBER TRAINED 

1) prenatal care x 
I I I I 

2 Dellverv Care x 

3 Postpartum Care x 

15 infection control I I I I 

107 Does your facility monitor deliverres w ~ t h  a partograph? 
I f  Yes Do you use it w ~ t h  each case or not7 

1 Yes 2 No 
1 Yes 2 No 

2 Services 

201 What are the hours and days for the followmg serv1ces7 
Days Hours NA 

(amlpm) from to 
Antenatal Care -- - - 
Postpartum Care -- - - 
Infant Care -- - - 
SonarIUltrasound -- - - 
Lab serwces-Hemogiobm 

measurement -- - - 
Lab se~lces-Urme testlng - - 

202 Does your facrllty have delrvery servrces on a 24 hour bas~s? 

203 1s there an ObtGyn speclahst on call at n~ght  and on holidays? 

204 Is there emergency servlce for infants on a 24 hour bas~sv 

205 Is there a Pedlatrlc speclallst on call at night and on holidays? 



Wlilch fac111tb are vour maternal or neonatal cases usuallv referred 
to? 

How long IS the d~stance between the unlt and the facil~ty to wh~ch 
the cases are referred ~n kllometers7 Km 

How long IS the travel t~me? m ln 

I n  cases of referrals does commun~catron take place w~th  the lugher 
level to get prepared for recelveng the cases7 

1 Yes 2 No 3 Sometimes 

Who usually accompanies referred crltlcal cases' 
1 Phvslc~an ( ) 
2 Mtdwtfe ( 1 
3 Nurse ( 1 
4 Driver ( 1 
5 Nobodv ( 1 
0 Other (specrfyl 

Do vou follow up on the results of the referral? 

How does follow-up take place? (go to 214) 
1 Contact by phone ( 1 
2 Regular feedback ( 1 
3 Informal contact ( 1 
0 Other (specrfyl 

Why doesn't a follow up occur? 
I No records ( 1 
2 Not requ~red 1 
3 D~fficult to follow-up ( 1 
0 Other (specrfyl - 

For hosptals only On average how long does ~t take from the 
time of arrival for referred women to recelve care? m ln 

1 Yes 2 Notgo to213) 

30 1 What IS the total number of 111-patlent department? beds 

What IS the number of matern~ty beds7 beds 

What IS the number of ped~at r~c  beds7 beds 

302 Number of ambulances for referral of c r~ t~ca l  cases In good 
workmg order ambulances 
If none what mode of transport IS used 7 



303 Does a workmg phone exist at the fachtv? 

304 Is potable water available regularly? 

305 Is electricity ava~lable regularly? 

1 Yes 2 No 

1 Yes 2 No 

1 Yes 2 No 

4 Informat~on System and Mon~tor~ng 

40 1 Are the following records available In the old or new forms? 

1 Old 2 New NA 

1 Antenatal new vlsits - - - 
2 Antenatal follow-up - - - 
3 Dellvery - - - 
4 Postpartum - - - 
5 Child care - - - 
6 lncubator records - - - 

402 For what do you use the data you collect7 

1 Follow-up of lndivldual cases 

2 Detection of community health problems 

3 Assessment of quahty of fac~lity service 

4 Improvements In qual~ty of facility service 

I Ment~oned 2 Not Ment~oned 

I Ment~oned 2 Not Ment~oned 

1 Mentroned 2 Not Ment~oned 

I Ment~oned 2 Not Ment~oned 

5 Assessment of accuracy of registered information 1 Ment~oned 2 Not Ment~oned 

0 Other (~peczfy) 

403 Does vour facilitv not~fv the Govemorate/d~strict regularly of the 
follow~ng occurrmg 

1 Maternal deaths 1 Yes 2No(go to 405) 

2 St~llb~rths 1 Yes 2 No(go to 405) 

3 Neonatal deaths 1 Yes 2 No(go to 405) 

4 Infant deaths 1 Yes 2No(goto405) 

404 How does the notlfymg take place? 

2 By messenger 

3 Monthly Report 

0 Other (Speczfyl 



305 Were anv personnel tralned to analvze and use data' Who are 
thev and how many of them? 1 Yes 2 No 

Number 

1 General Pract~tioners 

3 Nurses - 
3 Recordlng/Stat~st~cs Techn~clan 

4 Clerks 

- -- 

5 Equipment, Drugs and Supplles 

How do vou estlmate your needs for drugs and supplies? 

1 Based on quantlt~es used In the prevlous per~od ( ) 

9 Pre-determmed quantltles ( 1 

3 D~s t r~c t  Health Department determlnes needs ( ) 

4 Governorate Health deaprtment determlnes needs ( ) 

0 Other (spec~fy) 

Does the fachty recelve 

1 Essential drugs for preganncy and dellvery regularly 1 Yes 2 No 

2 Supphes 1 Yes 2 No 

Do you recelve them In Items and quantltles as ordered' 1 Yes 2 No 

What are the most Important Items of mother and neonatal care do 
vou experience shortages In most often? 

What method do you use to overcome shortages3 

1 Procure locally ( 1 
7 Ask chent to buy ( 1 
0 Other (specrfL) 

Do vou d~str~bute drugs and supplres to other fac~l~t~es '  

Is there a blood bank at y o u r  fac~hty? 

Is there an adequate supply of blood? 

How do vou meet blood needs? (go to 601) 

1 Patlent buys from bank ( ) 
2 Pat~ents supplles from relatlons/fr~ends ( ) 
3 Request amount from bank ( 1 
4 Refer the patlent ( 1 
0 Other hpeczfL) 

1 Yes 2 No 

1 Yes 2 N ~ ( ~ o r o  509) 

1 Yes(goto 5IO)2 No 



MINISTRY OF HEALTH AND POPULATION 
HEALTHY MOTHER HEALTHY CHILD PROJECT 

DIAGNOSTIC STUDY FOR MATERNAL AND NEONATAL HEALTH 
Quest~onna~re # 3 

(Health Provrder Interview Pitysrcran/MldwrfemTurse) 

Case No U n  
Governorate 0 
Dlstr~ct Vdlage Hosp~talAJn~t mu 
Name of Prouder 

Positron 0 
n 

Gender 1 Male ( ) 2 Female ( ) 

Name of Intervrewer Date of Interview / 11 9 

(XX) Quest~ons to be asked to Pedlatrlczans 

U. e are researchers@om SPAAC We are asked to collect data for a st& on mama1 and neo-natal health Can we take 
halfan hourkom your time to ask you about the servzces that you provzde to mothers and neo-nates at thzs hospztal/unzt3 

1 Serv~ces Provided 

10 1 Does the facrlltv provrde the foilowrng servrces? 

(1 3 Postpapanurn care 
I I 1 

II 

1 Antenatal care 

11 4 Neonatal care II 
11 6 Ultrasound (sonar) ( I1 

I Yes 

1) 7 Laboratory 

(XX) 102 Do you provlde emergency maternal and neonatal 
care durmg n~ghts and on hohdays' 1 Yes 2 No 

2 Asslst 
only 

103 For those who provlde dellvery servrce~ 1 Yes 2 No 
Do you monltor dellver~es wrth a partograph? 
I f  Yes Do you always use 1t9 1 Yes 2 No 

No 



104 Dld you receive any of the following protocols7 
lfyes Did you find it useful? 

1 USEFUL 1 PROTOCOL 
USEFUL 

111 Prenatal Care I I 11 

1 Dellvery Care 
I I 

xr 115 Infection Control Procedures I I Il 

'I 
xx 

1 

3 Postpartum Care 

4 NeonatalCare 

105 Do vou recelve women when they reach the facility7 1 Yes 2 No(go to 2OI) 

I 

106 Do vou ask them any questions? 
I f  Yes What questlons7 

1 Basic personal information 

2 Information on reason for visit 

3 Med~cal history 

0 Other (specrfi) 

xx 6 Life Sav~ng S k ~ l l s  

1 Yes 2 No 

1 Ment~oned 2 Not Mentroned 

1 Ment~oned 2 Not Ment~oned 

1 Menhoned 2 Not Mentroned 

I 

107 Do you take any measurements or cany out any 1 Yes 2 No(goto 108) 
1nvestigations7 
I f l e s  Which ones' 

1 Temperature 

2 Welght 

3 He~ght 

4 Pulse 

5 Blood sample 

6 Urme sample 

7 Blood pressure 

0 Other (spec&} 

108 Do you glve her any instructions regarding her visit? 
f f l e s  About what are these instructions? 

1 Where to go 

2 Explanations of what to expect 

1 Ment~oned 2 Not Mentroned 

1 Ment~oned 2 Not Mentloned 

1 Mentroned 2 Not Ment~oned 

1 Mentroned 2 Not Ment~oned 

l Mentloned 2 Not Mentloned 

1 Ment~oned 2 Not Ment~oned 

1 Ment~oned 2 Not Menlloned 

1 Yes 2 No(go to 201) 

1 Ment~oned 2 Not Ment~oned 

1 Ment~oned 2 Not Ment~oned 



3 Answer questions or concerns 

0 Other (spec&) 

1 Mentioned 2 Not Ment~oned n 

2 Job Description /Training 

(xx) 201 Do you have an updated job descnpt~on? 1 Yes 2 No 
lfYes When was it last updated3 

(XX) 202 Whlch category of the follow~ng personnel do you 
work wlth regularly, sometimes or never 

4 Laboratory Staff I I 1 

Personnel 

5 Blood Bank Spec~al~sts 

6 General Practmoners 

7 Nursing Staff 

8 Soc~al Workers 

1 
Regularly 

( A X )  203 Who 1s your techn~cal superv~sor? 
(Poslt~orz tde)  
/fnzore than one (shift) go to 20.1 

(xk) 204 How often does your supervlsor vis~t you? 
weeks months 

2 
Somet~mes 

(\\) 205 What does your supervisor do when s/he v~s~f s?  
1 Mon~torlng actlvltles ( ) 
2 In-serv~ce training ( 1 
0 Other (spec~fyl 

3 
Never 

( \ \ )206 Does your supervlsor give vou any 
~nstruct~ons/gu~dance on the proper breastfeedmg 1 Yes 2 No 
and how to encourage it7 

(u) 207 What else would you hke your supervlsor to do 
when slhe vis~t  you3 

0 No one ( ) 
1 Mon~tormg activttles ( 1 



2 Tra~nlng 
3 Meetmg Needs 
4 Other (speczfyl 

(xx) 208 Do you technically supervlse any personnel' 
If Yes Who and how many" Number 

1 Physlclans 1 Yes 2 N0(~oro210) 

2 Nurses 

Total 

(XX) 209 What do you do for supervlslon7 
1 Monltormg actlvltles 

2 Provlde guldance/lnstructlons 

3 Monltor~ng records 

0 Other (Specrfi} 

(XX) 210 What tramng have you recelved in the last 12 
months from 1-7-96 - 30-6-97 and In what of the 
followmg fileds7 

1 Prenatal Care 

2 Labor and 
Dellvery 

3 Postpartum Care 

4 Neonatal Care 

5 Health Educat~on/ 
IECKounsehng 

6 Health Sewlces 
Mngmt 

7 Breast-feed~ng 
Mngmt 

Where I U n ~ t  2 Un~vers~tv/Educat~onal Center 
3 Other Tralnmg Centers 

Shdls 1 Preventla] 2 D~agnost~c 
3 Curatwe 



2 1 1 Have vou recewed tralnlng as a tralnee andlor tralner m 
1 Tra~nee 2 Tramer 

1 Use of maternal and pennatal 
case management protocol 

2 Life savlng sk~lls 

3 For Those Who Conduct or Ass~st In Delwenes 

30 1 When did vou last conduct a dellvery w~th  compl~cat~ons? 
days 

since weeks months 
I f  he does not conduct compltcated delrveries, or rf he 
has spend more than a year, go to 31 1 

303 Where did the dellvery take place? 
1 Home ( 1 
2 Hosp~talIFac~l~ty ( 1 
3 Pr~vate Clin~cMosp~tal ( 1 

303 What were the cornpl~cat~ons~ 
1 Protracted labor because of pr~m~para 
3 Protracted labor for of other causes 
3 Abnormal presentation of the fetus 
4 Twm dellvery 
5 Umbilical cord problems 
6 Ante-partum hemorrhage 
7 Hypertens~onleclamps~a 
8 Uterme atonylgeneral weakness 
0 Other (specify) 

304 What was the method of delwery' 
1 Suctron dellvery ( 1 
1 Forceps dellvery ( 1 
3 C-sect~on ( ) 
4 Normal dellvery ( 1 

305 What was the outcome of the delrverq Did both the 
mother and the baby h e ?  

I Living mother and chdd ( 1 
2 Dead mother, llv~ng chrld ( 1 
3 Lwng  mother, dead chlld ( 1 
4 Both dead ( 1 
5 Both children llv~ng ( ) 
6 Both children dy~ng ( 1 
7 Only one child ltvmg ( 1 

306 Who ass~sted you/Whom did you assist In dellvery7 
1 ObIGvn ( 1 
2 Res~dent ( 1 
3 GP ( ) 
4 Nurse ( ) 



5 No body 
0 Other (spec&) 

307 I f  the deliveiy tookplace at the hospital 
How many days after dellvery was the mother 
discharged? days 
Ifshe wasn't yet discharged go to 311 

308 Did anyone v is~t  her at home after d~scharge? 
1 Yes 2 No (go to 3 10) 3 Don't know (go to 3 10) 
I f  Yes Who? 

1 Orderly ( 1 
2 Doctor ( 1 
3 Nurse ( 1 
0 Other (specrJLI 

309 After how many days of d~scharge was she v~s~ted'  
days doesn't know ( ) 

3 10 Was the mother asked to v ~ s ~ t  the health fac~l~ty? 1 Yes 2 No 
If les  Why? 

1 Routme check-up ( 1 
2 Problems ( 1 

Did the mother return for the postpartum 
vlslt' 

1 Yes ( 1 
2 No ( 
3 Don't know ( 1 
4 Don't remember ( ) 

3 1 1 If vou have faced the next cases, d ~ d  you treat or refer 
them? 

1 Treat 2 Help 3 Refer 
treat 

1 Post-parturnhemorrhage ( ) ( ) ( ) 

3 Abnormal presentation ( ) ( ) ( ) 

5 Puerperal Seps~s 000 

lncornplete abortion 000 
7 Newborn resuscltatlon ( ) ( ) ( ) 

3 1 1 For those who provide antenatal care 
Do vou refer pregnancy case to a h~gher level? 1 Yes 2 No 
Wh~ch pregnancy cases do you refer to a h~gher level? 



5 10 What equtpment do vou have In good order at the blood bank? 

1 Refr~gerator 

2 Centrrfuge 

3 Mrcroscope 

4 Laboratory h~ts  for screening 

1 Yes 2 No 

1 Yes 2 No 

1 Yes 2 No 

1 Yes 2 No 

6 Educat~on/IEC and Awarenss 

60 1 Does the fac~l~ty  have any relatron wrth dayas' 1 Yes 2 No 

Ifyes What IS thrs relatlon? 

1 No of reglstered dayas day as 

2 Startmg date of daya tralnrng date 

3 No of trarned dayas to date dayas 

4 No of dayas who rece~ved refresher trainlngv dayas 

5 Estimated no of unregistered and untrained 

davas ~n your area dayas 

602 What is the number of health educat~on and IEC materrals on maternal 

and neonatal health? 

NA Poster Brochure 
Video F"p Booklet 
Taper Chart I 

1) 2 Antenatal Care 

11 I Proper nav ol Breastieedmg I I I I I I 11 
11 5 lmponance ofTetanur shots 1 I 1 I I I 11 
(1 6 Neonatal care 

F~gure 1 Posters 2 Brochures 3 Fllp Chart 

4 Booklet 5 Vldeo Tapes 

603 What type of educational activ~t~es organized by the Un~t on 
maternal/neonatal health and breastfeeding In the last three 
months? Activity Place Target Group Toplcs 

1 Meetmgs - 
2 Microphone - 
3 Contests - 
0 Other (Speafy) 

Place 1 Insrde the facllrty 2 Outs~de the facil~ty 

Target 1 Mothers 2 Husbands 3 Commun~ty Leaders 4 People 



604 Does vour facil~tv prov~de home vis~t services for mother and 1 Yes 2 No 
neonate7 Ifvcs 

No of staff members who carry on vls~ts 

No of vls~ts mplemented from April till June 1997 

605 Are there NGOs or community projects that prov~de health 1 Yes 2 No 
programs in vour catchment area? 
If Yes Who are they? 

What are they do1ng7 

7 Key Problems and Solutlonsflor Hosprtal Management onlyl 

70 1 In the oplnion as Hospltal management what are the two greatest 
problems that affect appropriate and effectwe maternal and 
neonatal health care servlces today? And what are the solutions to 
these problems3 

Problem Solut~on(s) 

8 Descr~pt~on of the Place through Observation 
[Please I would hke to look around the facrlrtyl 

801 Wa~tlng Place for Mothers 
Space 

I f  avurluble 

Sufficient & well rnalntamed cha~rs 

Tollet near walting room 

If avarlable 

802 Maternal Examlnat~on Room 

1 Ava~alble 2 Not avrualable 

1 Covered 2 Not covered 

1 Avrualbie 2 Not avaalable 

1 Ava~alble 2 Not avaialable 

1 Good con 2 Bad cond~tion 

Space 1 Avaialble 2 Not avaalable 

If avadable 1 Allows pnvacy2 No privacy 

Ifnot avarlable Examination takes place at 

L~ght 1 Sufficient 2 lnsuffic~ent 

Stool 1 Avaialble 2 Not ava~alable 

Exammat~on table 
1 Ava~alble 2 Not ava~alable 



Labour Room with Beds 

Delivery Room 
Well prepared 

Good hghtmg 

Good cond~tion 

Building in General 
In good condition 

9 From Records 

901 No of equ~pment  and suppl~es ava~alable at the facillty 

11 2 Stethoscope I I 11 

Basjc Equrpmcnr 
1 Blood pressure apparatus 

(sphygmomanometer) 
J 

3 Infant weighing scales 

4 Adult we~ghing scales 

5 Fetal stethoscope 

6 Sterilizer 

7 Autoclave 

1 

11 8 Thermometer 1 I 11 
11 9 Manual vacuum aspirator (MVA) 

I I 

II 10 Speculum (various sizes) I 
11 I I Vacuum extractor I I II 
11 12 Obstetr~c forceps 1 1 11 

i Avalalable2 Not avanlable 

1 Yes 2 N o  

1 Yes 2 N o  

1 Y e s  2 N o  

1 Yes 2 N o  

14 Suture needles and suture mater~al 
I I II 

- -- - 

Equjpmenr for Dellvery 
13 Sclssors 

11 15 Artery forceps I I 11 
I I 

- - -- 

I 



18 Bag and mask for neonatal 
resuscltatlon 

HOW MANY IN 

WORhlNG 

CONDI~ON') 
ITEM 

Equrpmerrt for Cure of Neonate 
17 Infant laryngoscope 

TOTAL NO 

-I 

Suppires 
20 Surgery clothmg (shoes aprons) 

2 1 Towels to d w  baby 
i 

1 

1122 Blankets to wrap babv 1 II 

I9 Tongue depressor 

902 Number of drugs and suppl~es ava~alable at the facility 

I 

23 Partograph 

1 UNIT I Qn I CONDITION 
COMMENTS 

I II 

I 

1) I Reusable gloves (different slzes) box 

11 2 D~sposal gloves (d~fferent s~zes) 1 box I I 
1) 3 Dlsposal svr~ngeslneedles ampule 

4 lV  klts 

5 Cord ties 

11 7 Prote~nur~a test supplies 1 box I I 

apparatus 

roll 

6 Blood transfus~on klts 

Anestlretrcs general 
8 N~trous ox~de or other general 

anaesthet~c agent 

apparatus 

ampule 

1 1 Lidocame 2% or other local ampule1 
anaesthetic agent bottle 

I I I 

13 Pethidme injections ampule 
I 

Antrbrotrcs 
13/1 Amp~c~llln ~njectlons 

1312 Arnp~cillln capsules 

ampule 

package 



1313 Arnpic~ll~n cvrup bottle I 
I I 

ampule 

(1 17 Kanamycln injection ampule I I 
Other drugs 
1811 Tetracycline ointment for eyes tube 

1812 Silver n~trate eye drops for bottle 
neonates 

1 19 Anemia iron tablets package I 
1 I I 11 20 Hypertensive tablets l~ackage 1 ) 

11 2 1 Hvdraiazine inject~ons ampule I I 
22 Magnesium Sulfate mjestion 1 ampule I 1 
- 

Immunologrcals Vaccrnes 
23 Tetanus Toxold bottle( I0 

crns 2, 

24 BCG ampule 

25 Ergometr~ne injection or ampule 
Oxytocin Injection 

26 Detergents h e r  

Iirtravenenous solutio~a 
27 Saline solution bottle(500 

crns ) 

28 Glucose solution bottle 

29 Other solut~on bottle 

Contraceptrves 
30 Oral contraceptives tablets tape 

32 Condoms piece 

33 IUCDsIIUDs one I 

nmc 



903 Complicated dellvery referrals to the facll~tv from Aprd to June 
1997 

Number 

1 Urban Health Centers 

2 Rural Health Centers 

5 Commun~ty members mtlate &come 

6 Total Number 

904 Rsky pregnancy referrals to the fac~l~ty from April to June 1997 
Number 

1 Urban Health Centers 

2 Rural Health Centers 

5 Community members 

6 Total Number 

905 Referrals from the fac111ty to hospltal from April to June 1997 
Number 

1 Rlskv pregnancies 

2 Complicated deliveries 

3 Postpartum cornplicat~ons 

4 Neonatal problems 



906 Serv~ces from RecordsIReports 

I 
I 

(1 10 ~ c t o p i c  pregnancy C717I [717 

Antenatal Cllents 
1 New Antenatal Clients 

7 Women w ~ t h  Urmary D~abetes 

8 Women recelvlng Ultrasound examination 

9 Reproductwe tract infect~ons 
I 

2 Checkup for Antenatal Chents 

3 Tetanus Toxo~d - first lnjectlon 

4 Tetanus Toxoid - second Injection 

5 Tetanus Toxo~d - th~rdlfourth injection 

6 Women w ~ t h  Anemla durmg pregnancy 

11 21 Postpartum Hemorrhage 

[777 

C I n  
c l n  
n n  

Delrveries 
1 1 Total deliveries 

12 Normal Delwer~es 

13 Compl~cated deliver~es 

14 Dellvery by suction 

15 Forceps dellvery 

16 C-sections 

(1 22 Retamed placenta [II 

~~ 
m 
u n  
c177  
t ln  
C717 

Ern 
[717 
I777 

23 Breech presentat~onldellvery I I l l  

n n  
m 
U n  
Ern 
[777 

17 Blood transfusion during or after dellvery nn [II 
18 Antepartum Hemorrhage u n  [71 
19 Pre-eclamps~a c l n  I172 

u I n  
rrrn 
n n  
1717 
nn 
[777 

cuI 
n n  
m 
[771 
[71 
[II 



CLI~NT~~SER~ICE~~O~TCOMES 

24 Ruptured uterus 

- - 

27 Infant Care I117 
28 Seps~s CI17 m 

Post Natal Cure 
25 Postpartum women (up to 42 days after dehvery) 

26 Neonatal Care 

Famrly Plnnnmng 
30 Family plannmg - new users 

JAN - DEC 1996 

[IZD 

I 3 1 Farn~ly plannmg - revlslts 

APR - JUNE 1997 

u n  
n n  

Deaths 
32 Stlllblrths U n  

[177 
C m  

11 3 8 Late neonatal deaths (8-28 davs) I 

33 Deaths dur~ng pregnancy 

34 Deaths durmg or after labor (up to 6 hours) 

35 Postpartum deaths ( up to 42 days after del~very) 

36 Deaths due to abort~ons 

37 Early neonatal deaths (0-7 days) 

o n  
n n  
C117 
[777 
1177 

m 
m 
m 
m 
m 



QUESTIONNAIRE # 3 

HEALTH PROVIDER INTER VIEW 
(pH YSICIANMID WIFENURSE) 



1 Mother less than 18 years old 

2 Mother more than 35 years old 

3 Mother less than 145 cms tall 

4 D~abetes 

5 Anemia 

l Menuoned 2 Not Menhoned 

I Menhoned 2 Not Menhoned 

I Menuoned 2 Not Menhoned 

1 Ment~oned 2 Not Menuoned 

1 Ment~oned 2 Not Menuoned 

1 Ment~oned 2 Not Ment~oned 

6 Heart falhre 1 Mentioned 2 Not Mentioned 

7 Hypertens~on/headache/blurred vls~on/legs swelled I Mentloned 2 Not Menhoned 

8 No fetal movements 

9 Abnormal presentation 

10 Twm delivery 

11 Prev~ous C-sectlon 

12 Antenatal heinorrhage 

0 Other fSpecrfy) 

1 Mentloned 2 Not Menhoned 

1 Ment~oned 2 Not Menhoned 

1 Mentloned 2 Not Mentloned 

1 Ment~oned 2 Not Mennoned 

I Mentloned 2 Not Menhoned 

(XX) 3 13 How maiw of the following cases d ~ d  vou refer to a 
higher level In the last 3 months7 

Number 
I Complicated dellvery cases 
2 Post-partum cases 

xx 3 Neonatal cases 
4 I don't refer (go to 319) 

(XX) 3 14 Do you commun~cate/ask someone to commun~cate 
wlth the hosp~tal when a cr~tlcal case IS on ~ t s  way? I Yes 2 No 

(UX) 3 15 Do you usually accompany the referral case to the 
hosp~tal? 

1 Yes 2 Sometmes 3 No 

(u) 3 16 When you refer a case to a h~gher level, do you 1 Yes 2 No 
follow up on the results of the referral? (go to 317) (go to 318) 

(xx) 317 HOW? 
i Contact by phone ( 1 
2 Regular feedback ( 1 
3 lnfonnal  contact ( ) 
0 Other fspeczJll 

(xu) 3 18 Why not7 
1 N o  records 
2 Not requlred 
3 Difficult to follow-up 
0 Other (specrfy) 



3 19 Addressed to all Interwewed Through you work In the 
unit, how many cases per month o r  year do you see 

Averagel 
Month 

Cl~entc; 
1 New Antenatal Chents 

2 Revis~ts by Antenatal Cl~ents I 
3 'IT shots 

I 
4 Women with D~abetes dur~ng  Pregnancy 

I 

3 Total no of Deliveries 
I 

6 Normal Deliver~es Cases 
I 

7 Compl~cated Delivery Cases 
I 

8 Postpartum women (up to 42  days after 
delivery) 

9 Women w ~ t h  reproductwe tract infections 
I 

10 Neonatal Checkup 
I 

1 1 Infant Checkup 

Average1 
Year 

Compl~cated Cases 
12 Anemla during Delivery 

- - -  

16 Postpartum Hemorrhage 

17 Abomon Complications 

18 Retamed Placenta I 
- -- -- 

19 Breech or Transverse Presentat~on 

20 Sepsis 

2 I Ectop~c Pregnancy 

72 Uterine Rupture 

Deaths 
33 Stillbirths 

24 Early neonatal deaths (0-7 days) 

1 5  Late neonatal deaths (8-28 days) 

26 Deaths of Mothers dunng Pregnancy 



11 27 Deaths dururg or up to 6 hrs after labor II 
t 

29 Deaths due to abortions I 

Average1 
Month 

I 
4 Health Informat~on System and Mon~tor~ng 

I 

28 Postpartum deaths (up to 42 days after 
dehvery) 

I 

(xx) 401 Do you yourself fill any registration forms? 1 Yes 2 No 
I f  Yes Whrch ones? 1 Yes12 No 1 OW2 New 

1 Antenatal new vlslts ( ) ( ) 

2 Antenatal follow-up ( ) ( ) 

3 Dellvery ( 1 ( ) 

4 Postpartum visit ( ) ( ) 

x\ 5 Ch~ldcare ( ) ( ) 

xx 6 Incubator record ( 1 ( 1 

(xx) 402 Have you been tramed as a tralner to provlde 1 Yes 2 No 
tramng on monltorrng the qual~ty of data 
collected? 

(xx) 403 Have you been trained to maintam analyze and/or 1 Yes 2 No 
use data? 

(XX) 404 Do you make use of collected servlce data of the 1 Yes 2 No 
faclhty? 
I f  Yes For What? 

1 Wr~tlng a report ( ) 

2 Mon~tormg performance ( ) 

3 Evaluating performance ( ) 

4 Collecting incentives ( ) 

0 Other (specify) 

5 Equ~pment, Drugs and Suppl~es 

(XX) 501 In your oplnlon, are essent~al drugs and suppltes for 1 Yes(go to 504)2 No 
maternal and neonatal care available? 



(XX) 502 What are the three most essent~al drugs or supplles 
that are in shortage? 

(xx) 503 

(xx) 504 

(xx) 505 

(11) 506 

I 
3 

What do you do to face this shortage? 
1 Procure locally ( 1 
2 Cllent buys ( 1 
0 Other (specify) 

Are there adequate blood supplies7 
IfNo How are needs met? 
1 Ash patients to buy from bank ( ) 
2 Ask patlents to supply from ( ) 

relations/fr~ends 
3 Request amount from bank ( ) 
0 Patlent reffered ( 1 

1 Yes 2 No 

Is there a shortage of essential equipment you need 
for maternal and neonatal care? 1 Yes 2 No 
I f  Yes What are the two most ~mportant? 

In vour oplnion what is the condition of the 
equipment? 
Good cond~tion 2 Average condition 
Bad condition 

6 Health Education and Awareness 

601 What actlvlties are you Involved in w ~ t h  Dayas In your 
area? 

1 None ( ) 
2 Tralning ( 1 
3 Superv~slon ( ) 
4 Management of referred cases ( 1 
5 Prov~s~on of suppl~es ( 1 
6 Collect~ng mformat~on ( 1 
0 Other (~peclfyl 

(ux) 602 What types of IEC materials on maternal and 
neonatal health and breastfeedmg do you use and In 
what formats? 



Formats 1 Posters 2 Brochures 3 Flip Chart 

4 Booklets 5 V~deo  Tapes 

(xx) 603 What type of health educat~on act~vltles have you 
done on maternal and neonatal health and 
breastfeeding m the last three months? Where and 
for wh~ch audience groups? 

ACTiVlTl WHERE FOR WHOM TOPICS COVERED 

Place 1 lnsrde the Fachty 2 Outside the Fac~lity 

Target Groups 

1 Mothers 2 Husbands 

3 Socrety Leaders 4 People 

603 in vour posrtion at the fac~lity how many home v~sits d ~ d  
vou make ~n the last 3 months? v~sit  

7 Personal Data 

(XX) 701 How old are you now? years 

(UX) 702 What 1s your last educational degree and its date 
Degree Date 

1 Preparatory ( 1 -  
2 Secondary Nursing ( 1 -  
3 Delrvery D~ploma ( ) -  
4 Nursrng Drploma ( ) -  
5 Unwersrty degree (MD or Nursmg) ( - 
6 D~ploma ~n specral~zat~on/MA ( 1 -  
7 PhD ( ) -  
0 Other ( p x i f y )  

( \A) 703 How long have you been work~ng In t h ~ s  facil~ty? 
Years Months 



(xx) 704 How long do you plan to stay m this facihty7 
Years Months 

(xx) 705 Where were vou work~ng before (last ~ob)' For 
how long? Months 

1 Hospltal ( 1 
2 Urban Health Center ( ) 
3 MCH ( 
4 Rural Facli~ty ( 1 
5 Rural Hospltal ( 1 
6 No last job ( 
0 Other (speczfy) 

(XU) 80 1 DO you have a practice apart from your work in thls 1 Yes 2 No(go to 901) 
unlt/hosprtal? 

(ux) 802 Where? 
1 Pr~vate clin~c ( 
2 Pr~vate hosp~tal ( 
3 Voluntaw organization dispensary ( ) 
4 Home vislts ( 1 

803 In vour private practlce how often do you encounter the 
follow~ng? No /Month 

1 Cornpl~catlons of pregnancy -- 
2 Compllcat~ons of dehvery -- 
3 Compl~cations of abortlon -- 

(w.) 803 In vour prlvate practlce how often vou encounter 
and what do vou do? 

What do you do9 
1 Premature b~rth 

2 Low blrth weight 

3 Neonate wlth breathing d~fficulty 

4 Neonate with congenital defects 

5 Neonate with lcterus neonatorum 

What to do? 
1 Refer 2 Treat 
3 Call in spec~alistkonsult 0 Other (Spec&) 



(xx) 9 Breast feedmg 1 Yes 2 No(go to 903) 

We would like to ask you some questrons on advrce you gwe 
mother for proper breast-feedmg 

Do you usually teach mothers how to positlon and attach 
the~r babies for breastfeedmg3 

How do you teach a mother to correctly positlon and 
attach her baby for breasfeedmg? 
(Don't read what's wrriten below and wrlte a summary of 
what a belng sald) 

Baby's body turned to mother, close, In ahgnment 
1 Correct( ) 2 Incorrect( ) 3 Not mentioned( ) 

Mouth wlde open hps flanged 
1 Correct( ) 2 Incorrect( ) 3 Not ment~oned( ) 

Chm touchmg breast 
1 Correct( ) 2 Incorrect( ) 3 Not ment~oned( ) 
More of areola below nipple In mouth 
1 Correct( ) 2 Incorrect( ) 3 Not mentioned( ) 

Rhythm~c burst-pause suckhng and swallowmg 

1 Correct( ) 2 Incorrect( ) 3 Not mentioned( ) 

Do you sometimes teach mothers how to express the~r 1 Yes 2 Nofgoto 905) 
breast milk In case they are separated from ther  infants? 

How do vou teach mothers to express thelr breast rn~lk' 
(Don't read what's wrrrten below and write a summary of 
what rs bemg said) 

1 Thumb on areola (2-3 cms from the n~pple) wlth the 

rest of fingers opposlte to the thumb 
1 Adequate( )2 Inadequate( )3 Not mentioned( ) 

7 Press wlth all fingers 
1 Adequate( 12 Inadequate( )3 Not ment~oned( ) 

3 Repeat press-release for several minutes 
1 Adequate( )2 Inadequate( )3 Not rnent~oned( ) 

4 Rotate around n~pple to compress all slnuses 

1 Adequate( )2 Inadequate( )3 Not ment~oned( ) 



905 Do you provlde mothers with wrltten mformatlon on how 1 Yes 2 No 
to express thelr breast rnllk? 

906 Could you mentlon at least three pollc~es or pract~ces that 
can be donells done In the faclhty to help encourage 
breastfeedmgv 

1 Earl) inltlatlon 
2 24-hour roomrng-ln 
3 Feedlng on-demand 
4 No bottles 
5 No pac~fiers 
6 No prelacteal feeds 
7 Helplng mothers to attach bab~es 
8 Counselmg 

1 Ment~oned 
1 Ment~oned 
1 Ment~oned 
l Mentloned 
I Menhoned 
1 Menhoned 
l Mentioned 
l Mentioned 

2 Not Ment~oned 
2 Not Mentloned 
2 Not Mentioned 
2 Not Mentroned 
2 Not Menhoned 
2 Not Menuoned 
2 Not Ment~oned 
2 Not Ment~oned 

9 Bu~ldlng mothers' self confidence no promotion of , Mentioned Not Mentioned 

breast milk substitutes 
0 Other (Spec&$ 

907 From vour experiences does prelacteal feedmg Interfere 1 Yes 2 No 
wlth breastfeedlng? 
Ifves HOW? 

1 N~pple confus~on ( 1 
2 Decreased eagerness to breastfeed ( 1 

4 Mother's sense of Inadequacy ( 1 
0 Other (Spec~fv) 

908 What IS the major cause of palnful or allergic nipples? 
I Poor attachment I Mentioned 2 Not Ment~oned 
2 Baby not tak~ng enough of breast Into 

mouth 1 Mentioned 2 Not Ment~oned 

0 Other (Spec&) 

909 What 1s the most common cause of ~nsufficlent m1lk7 
1 Infrequent breastfeeding I Mentioned 2 Not Ment~oned 

2 Ineffectwe breastfeedmg I Mentioned 2 Not Ment~oned 

0 Other (Specrfyl 

9 10 What IS the most common cause of engorgement? 
1 mfrequent breastfeedmg 
3 ineffectwe breastfeedmg 

0 Other i'specrfvl 

I Ment~oned 2 Not Ment~oned 

I Ment~oned 2 Not Ment~oned 



QUESTIONNAIRE # 4 

ANTENATAL EXIT INTER W E  W 



Tramng should be focused upon - 
Infection prevention measures In the labour ward for physic~ans and nurses 
Analgesia and local anaesthesia requ~red in normal labour 
Evperiences wlth use of forceps Hlgh forceps 1s stdl w~delv used w ~ t h  manv compl~cat~ons 
Care of the new born and rts resuscltatlon and Apgar scorlng system 
llnrned~ate post-partum care of the patlent 

Comments 

No protocols 
No partograph 
Missing equipments 
Asepsis and infect~on control 
Bas~c pomts In h~story takmg - rnissmg 
Commun~catlon wlth patlents absent 
Regular use of syntoclnon m all cases" 
Dealmg wlth umb-cord- Asepsis 
Assessment and recording of neonatal cond~t~on 

Cornmunlcat~on 
Recording 
Partograph 
Baslc equipment should be available 
Use of ecbollcs 
Neonatal care 
Assignment for post natal care 
Contracept~on arranged 



Annev D C u ~ c  Siudm 

X V I -  A M I N A  

Ainlna was admitted to Daraw distr~ct hospital on the 26th of August 1997 at 9 10 am She was attended 
to bv the specialist on duty (SOD) and resident on dutv(R0D) Suna was adnitted to the same hospltal 
for deliverv on the 25th of August 1997 at 9 10 am And she was attended to by the ROD but there was 
no assistant 

In both cases all the basic equipment necessarv for a safe dellvery were available except for the 
thermometer bowl and partograph The clients were welcomed by the SOD In a friendly manner 
reassured and asked to lie on the back Both SODs d ~ d  not explain to the clients what was to be done 

Although no protocol for Intraparturn history taking or examination was available, the clients were asked 
about thew personal data but both SODS d ~ d  not review existing personal data or prenatal records or 
Inquire about the risk factors in a prenatal record In one case the history was taken appropriately while 
in the other case the hlstory was not taken correctly 

Both mothers were diagnosed as fullterrn were asked when the labour pains had started and how 
trequentlv thev occured wheather thev had been to an antenatal cl~nlc, they were also asked wheather 
the membranes had ruptured and wheather there had been any bloody show Both SODs did not ask the 
patients when they had last eaten or passed stools or who had referred them 

The clients were helped to get comfortable and asked to 11e on their backs One SOD asked his patient 
to ernptv her bladder while the other did not but both did not wash their hands in antiseptlc solution or 
explain to the clients what was to be done Physical examination was appropriately done In both cases 
Weight and B P were checked and B P was checked regularly after that 

An acceptable abdom~nal examination was done in both cases and the F H S were checked but nothing 
was explained to the clients nor recorded Dur~ng vaginal examination the area to be examined was not 
d~smfected in both cases nor did the SODs use sterile surgical gloves nor scrub their hands in an 
antiseptic solution 

The vagmal exammation was done caretullv In both cases but the SODS did not use an antiseptlc 
solut~on to dip in the gloved Index finger nor did thev check the rectum for the presence of hard stools 
through the vaginal walls Thev both helped the mothers get comfortable after the vaginal examination 
labour was appropriately managed and deliverv was performed whde they were lying on their backs In 
one case an Intravenous infusion of syntocinon was started otherwise no other medication was given 

The cervix was assessed regularlv, the head was assessed abdominaly for descent every hour in one case 
the fetal heart rate was not checked frequently No episiotomy was done In both cases or analgesia given 
The outcomes were both FT/LL/CP Clean sterile scissors and thread were used to cut the cords in both 
cases The neonates were drled , thelr backs massaged and were kept warm and patency of alnvay was 
ensured No Apgar score was performed but the neonates were in good condition The neonates were 
not we~ghed and the anthropolog~cal measurements were not taken 

Both SODS did not brief the mothers on breastfeeding and left the delivery room immediately after 
expulsion of the placenta Thrs data has been recorded by mtervlew and observation 



Annex D C u ~ e  Siudm 

Comments 

M~ssing of baslc equlpment 
No partograph 
No protocols 
Poor sh~lls of mtervlew - no proper h~story taken 
Asepsls and mfectlon control ++ even at the level of the s p e c ~ a l ~ s t ~ ~  
Communlcat~on 
Record~ng of mtra partum data 
Analgesia 
Performmg and recordmg of foetal we~ght 
When to leave the patlent after dellvery 
Post natal and contraceptive care 

Ava~lab~l~ty of bas~c equlpment 
Protocols 
Partographs should be ava~lable 
Aseps~s and mfect~on control stressed 
Comrnun~catlon and record~ng skllls stressed 
Neonatal care - clear gu~del~nes of 

How 
Who 

Postnatal care and contracept~on arranged d~scussed 



Annex D Case Studm 

SUMMARY OF ISSUSES AND TASKS WHICH NEED IMPROVMENT 

Based on the observation of 25 dellvery cases of d~fferent hosp~tals In Aswan and Luxor Governorates 
Hosp~tals few observations have been noticed repeatedly Most of whlch related to the level of 
knowlegde and sk~lls of the service prov~ders (DoctorsINurses) whlch reflected the need of lnteslve plan 
of training So competencv-based trainrng (CBT) courses are needed to be used to tram health prov~ders 
In the dlstr~cts Other lssuses ldent~fied were concerning the systems operated In the area All 
management systems shall be reviewed, updated to bridge those gaps 

Observntmns rnclude the followrng rtem 

1) Health prov~ders are unable to take adquate h~story 

2) No practices for sound mfection prevention procedures even at the level of the specialist 

3) Poor communication w ~ t h  patients 

4) Serv~ce protocols are not avadable 

5) No use of Partograph In anv hosp~tal 

6) Inapproplate use of syntoc~non regular use of syntoc~non In all cases 

7) No recognltlon of r ~ s k  factors d u n g  pregnancy and PROM taken lightly (choice of place of 
dellvery for them) 

8) Inadequate care glven to women durlng labour 

9 )  Poor neonatal care whlch ~ncludes poor assessment and record~ng of neonatal cond~t~ons(umbil~cal 
stump care) 

10) No svstem for post-natal care (early d~sharge of a potent~ally mfected cases w ~ t h  epis~tomy) 

11) Delay In transfer the patlent from health center to the hospital(obstructed labour, pre-eclamps~a) 

12) Improper use of forceps ( use of forceps In- potent~ally Infected Birth canal) 

13) No clear job descr~btions or d iv~s~on  of the work among the health providers' team (Res~dent 
Speclahst), cleaner cares for a preterm baby of a d~abe t~c  mother 

14) ANC, no recognltlon of malpresentat~on durmg pregnancy, who deals with malpresentat~on? 
eclampsia9 
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DISTRICT DIRECTORATE LEVEL 

Table (l/I) 

Table (1/2) 

Table (1/3) 

Table (1/4) 

Table (1/5) 

Table (Ih)  

Table (1/7) 

Table (US) 

Table (1/9) 

Table ( l / I O )  

Table ( l /I l )  

Table (lN2) 

Table (I/13) 

Total Populatzon of Dzstrzcts of Aswan and Luxor Governorates 
by Sex and RuraVUrban Dzstrzbutzon by Dzstrzct. 
Estzmated Number of Women zn Reproductzve Age and Total 
Number of Lzve Bzrths, Jan-Dec 96 zn Aswan and Luxor 
Governorates by Dzstrzct 
Estzmated Number of Maternal and Neonatal Deaths and 
Stzllbzrths from January 1996 - June 1997 zn Aswan and Luxor 
Governorates by Dzstrzct 
Sufflczency of Staff zn Aswan and Luxor Governorates and the 
Mazn Factors Underiyzng Staff Shortages by Dzstrzct 
Avadabzlzty of Functzonal Job Descrzptzons for Dzfferent 
Posztrons zn Aswan and Luxor Governorates by Dzstrzct. 
Tzmzng of Orderzng and Baszs of the Deczszons to Procure Drugs 
and Supplzes and Reasons for Faczng Shortages zn Aswan and 
L u o r  Governorates by Dzstrzct 
Health Faczlrtzes Estzmatzons of Requested Drugs and Supplzes 
and Frequency and Transportatzon zn Aswan and Luxor 
Governorates by Dzstrrct 
Mazn Problems Faczng Procurement and/czr Dzstrzbutzon of 
Drugs and Supplzes by Aswan and Luxor Governorates Durzng 
the last year (96/97) by Dzstrzct 
Recommended Hours and Days for Servzces at Dgferent 
Faczbrtzes zn the Dzstrzcts of Aswan and Luxor Governorates by 
Dzstrzct 
"Clrent frzendly Practzces" zn Faczlztres of Aswan and Lwor 
Governorates and Place of Implementatzon by Drstrzct 
Recommended Procedures for Communzcatzon wzth the Faczlzty 
to Whzch a Crztzcal Case zs Referred zn Aswan and Luxor 
Governorates by Dzstrzct 
Numbers of Faczlztzes that recezved New Regzstratzon Forms for 
Dzstrzcts who have not Dzstrzbuted to all Faczlztzes 
Number of Faczlztzes that Provzded Complete MCHMIS 
Formmeports on tzme for the Month of June 1997 by Dzstrzct. 



Table (l/I 4) 

Table (M5) 

Table (1/1 6) 

Table (1/17) 

Table (IN 8) 

Table (I/19) 

Table (1/20) 

The Two Marn Problems Facrng Drstrrcts of Aswan and Luxor 
Governorates in Provrdrng Approprrate and Effective Maternal 
and Neonatal Health Care Servrces and Recommended Solutzons 
by Drstrrct 
Estrmated Number of Regrstered and Trarned Dayas m Aswan 
Governorate by Drstrrct 
Numbers and Types of IEC Materrals on Maternal and Neonatal 
Health and Breastjeedrng Avarlable at the Drstrrcts of Aswan and 
Luxor Governorates 
Health Educatron Actzvrties Implemented for MaternaI/IVeonatal 
Health and Breastjeedrng m the last Three Months m the 
Drstrrcts of Aswan and Luxor Governorates 
Numbers and Types of Cases as shown m records durrng 
January-December 1996 and Aprzl-June 1997 from Records m 
Aswan and Luxor Governorates by Drstrzct. 
Total Number of Health Facrlrtres m Aswan and Luxor 
Governorates by Drstrict 
Total Number of Beds zn Health Facrlzties rn Aswan and Luxor 
Governorates by Drstrrct 



Table (111) 

11101 Total Populat~on of Districts of Aswan and Luxor Governorates by Sex and RuraUUrban 

Dntribution by District 

I, District 

.' Aswan I Daraw I Edfu Kom Nasr Aswan Luxor 

I 
I1 I 
/I Dlstrlct I I Ombo Govern I 

Total Number (N) ' 1  240,821 1 94 528 1 336,514 I 270,852 79,189 1 084 302 l1 375 515 

%Urban ' 7950i 35871 32651 27581 9471 439011 4308' 

I 
Lib Rurdl i1 !I 20501 6413; 67351 7242i 9053  561011 5692 I 
% Males 11 51401 5016i 50061 50851 43391 50181i 50431' 

I 1 1  
%Females / /  48601 49841 49941 49151 56611 498211 4957 

Total Urban (N) / /  191,461 / 33,906 i 109 885 1 74,712 / 7,499 1 476,039 11 161,762 
I I 

I 
% Males 

% Females 

Total Rural (N) 
I 

% Males 

%Females 49731 49801 5020 4 9 4 0  135 161 5 0 7 1  502711 I 
Total Males (N)  

%Urban 

75 Rural 

Table (1/2) 

Total Females (N) 1 117,047 1 47 109 / 168,051 

%Urban 79031 35911 3230 

% Rural / 2 097  6409 I 67 70 

11102 Estlrnated Number of Women in Reproductive Age and Total Number of Llve Births, Jan-Dec 96 

In Aswan and Luxor Governorates by District * I 
Dlstnct 1 Aswan Daraw 1 Edfu Kom Narr Aswan L u o r  I 

I 

133,128 

2722 

7278 

I/ , Dlstrict / ' 1 Ombo I 1 Govern / I  11 
Number of WRA * ' 40 121 1 18,000 60,000 I 50,000 ! NA ' 
Number of Annual L~ve Blrths 1 6,744 I 2,214 1 8,623 1 7.542 / 2,026 1 

- Estlrnated on the basis of the slze of female population and the proportion of rural-urban population 

44,830 1 540,243 

8 0 8 3  42911 

216 13, 57 09 

/ 186,148 

42271 

5773 

1 



Table (113) 

11104-108 Esrunated Number of Maternal and Neonatal Deaths and St~llbrrths from January 19% - 
June 1997 In Aswan and Luxor Governorates by Dlstnct 

'I 

I 

I Total Number of Maternal Deaths 
I Januarv December % 
, Apni-June 97 

11 Early Neonatal (0-7 days) Deaths 
/I January December % 
11 Apnl-June 97 

Late Neonatal (8-28 days) Deaths 
January December % 
Apnl-June 97 

I Stdl Births 
1 January December % 
I 

Apnl June 97 
I 

Infant (post neonatal) Deaths 
Januarv December 96 
Apnl June 97 

Dlstnct 1 1  

&wan I Daraw I Edfu I Kom 
h t n c t  l Ombo 

Nasr 1 Aswan i/ Luxor 11 

Govern II 
, 
I 

Table (114) 

11201-202 Sufficiency of Staff m Aswan and Luxor Governorates and the M u  Factors Underlymg Staff 
Shortages by Dlstnct 

Dlstnct 
Kam Nasr I Aswan 

Dlstnct I Govern 
Type of Promder I 

ObIGyn Specialists -4 11 241 15 
Ob/Gvn Residents 5 1 -8 0 / -281 10 
Pediatricians 0 1 -2 -0 1 11 20 
Anethesiologlsts -1 -0 -5 5 
General Practit~oners -19 150 52 
Blood Transfus~on Speaahts -0 1 -0 -0 -0 -0 
Laboratorv Specialists -0 -0 3 5 
Laboratory Techrucians 12 -4 -01 -16 29 
P harmacls ts 0 -3 2 -0 -19 17 
MatronNursmg Supervisors -3 -2 -4 -6 -15 -4 

I Pubhc Health Nurses -0 -0 -0 -0 2 -0 
1 1  M d d e r y  Nurses 1 -0 -7 -0 

Nurses 199 1671 -205 -121 1,268 90 
Social Workers -4 -0 0,  -3 -5 56 21 

I Mam Factors for Staff Shortages I I I I 

Conunuous Turnover of Employees 
I Lack of Incent~es 
I Speclallzatlons m Short Supply m Govern x x 
I Muustry Does Not Employ 

I 

X I X  X X X X 

Limg Condluons Away from F a m l y  
( ) Numbers are not enough 

(+) Numbers are over what IS needed 



Table (115) 

11208 Ava~labrlrty of Functronal Job Descnptrons for D~ffcrcnt Pos~r~ons  rn Aswan and Luxor Governorates by Dls tnc t  

- - - - - - - - - - - - - - - - - - -- - - - - -- - - - - - - - - - - - - - - - - -  --- 
Edfu 

Van abl es 

-- --- 

Drstrlct Health Officers 

Health Education Officers 

Drstrrct NurselSupemsors 

Hosp~tal Physlc~ans 

MCHWrban Health Center Physrc~ans 

Rural Health Center Phywrans 

MCHWHC Nurse 

Mrdwfery/Nurses rn Hosprtal 

Rural Health Center Mldwves/Nurses 

Laboratory Physic~alls_- - - - -- 

Kom O m  - 

Jnav'irl 

Ivad Unseen 

o Aswan Gov 

Avarl Unsecn 

Avarl Unseen 

Ava~l Seen 

Luxor 
. - - -- - - - - - - 

I n ~ t ~ a t  Avarl / 

Date - Unavad -- 
Avail 

Unavall 

Avarl 

Avall 

Seen/ 

Unseen 

Seen 

Seen 

Seen 

Seen 

seen 

Seen 

seen 

ken 

- . - 



Table (1/6) 

1/301-303 Timlng of Ordering and Bass  of the Decslons t o  Procure Drugs and Supplles and Reasons for 

Facing Shortages m Aswan and Luxor Goovernorates by Dlstrict 

Table (1/7) 

-- - 

Variables ii Dlstrrct 
I /, Aswan / Daraw I Edfu 1 Kom Nasr Aswan Luxor 

I 
I) Dlstrrct I I Ombo I Govern 

'I 
I 

Tlming of Ordermg I I 1 
/I I Whenever a fac~lity requests 1 8  x 1 I i I X I' 

11304 Health Faclirtles Estlmatlons of Requested Drugs and Supplies and Frequency and Transportation * 
LU Aswan and Luxor Governorates by Dlstrict 

Varla bles 

11 
I 1 I 

1 

I 

I I 
I/ 

X X 

I 

I 

I At regular ~ntcrvals 
I 

Do no order but recelve 

Basis for Declslon I 
Based on requested amounts from U1CDpts.l x 

Aswan Daraw I Edfu I Kom / Nasr / Aswan I Luxor 
I1 I I I I 

x 

I According to set quota 
I Based on last vear s est~matlons plus a % ! 
I 

Based on quantltles used prewously I i X l  I I I 

1 

11 Dlstrlct I I Ombo 

Estimations of Drugs and Supphes li I I 
I 

Previous estimation of amounts I/ I I I I 

I Govern 

1 

I I i 
When facihtv finshes its supply I x 

Based on amounts determmed bv Dls IGov I1 x 1 I x x I  

I Reasons for Shortages 1 I 
I 

Late dlstributlon No * x  / 1 shortage, * x  Insufficiencv of funds 1 x  1 shortage 11  

Tlrnmg of Dlstrlbutmn of Drugs and Supphes ~~quarrerly~quarterlylquarterly~bi-monthlqrrerly quarterly )buarterl! 

Shortages at the datr~butors' level 

Delaved orderme 

All dlstrlct stated that drugs and supphes are transported by facdmes 

x 

No shortage is faced in drugs Shortage IS only in supphes 



Table (118) 

11307 Main Problems Facmg Procurement andlor Distribut~on of Drugs and Supplies by Aswan and Luxor 

Governorates Durmg the last year (96197) by District 

Aswan , 1 Seasonal Shortages in drugs (e g) diarrhea drugs in wnler, 
respiratory svstem drugs m summer 

I I, 

2 Dstribut~on shortage of essential supplies as cotton, gauze, and 

( 1  antseptic solutions 

Daraw 11 No Problems Faced /! 
Edfu 

;I 
i' 1 Unava~labd~ty of transportation fac111t~~ for drugs and suppl~es 1 2 Shortages m Pharmansts I1 

Kom Ombo 1 Frequent Transfer of warehouse from MCH m Kom Ombo to i/ Fever Hosptal then to Kotoor Heath Center '1 
Nasr 1 1 Shortages m Drugs and Supphes I 

11 
11 

(] 2 Inadequate transportation facht~es ' 1 
Aswan Gov 11 No Problems Faced 11 

Luxor ' 1  No Problems Faced '1 



Table ( I D )  

11401 Kccommcndcd Hours and Days [or Sernccs a1 D~lferent 1 a c ~ l ~ l ~ e s  In thc D~stncts of Aswan and Luxor Governorates by DIS 

11 I 
(I Hosp~tals Urban H Ccnlers II MCH Rural HCAJnlts 

I 
I I ' I1 I I1 1 11 

D~stncts Semces  'I Hovn Days I Hours ' Days 1 Houn Days I; Houn Days 
,I 

1 I '1 From To Trom I To I //From 1 To I brom I To 

1 Antenatal Care I 830 1 200 1 6 6  1 8 3 0  / 200 1 6 6  11 830 1 200 / 6 d  830 1 200 I 6 d  
I 

I 
Aswan 2 Postpartum Care ? 830 1 200 i 6 6  fl 8 30 1 200 1 6 d  

I 
8 3 0 2 0 0 6 d / l  

'1 3 Infant Clmc 11 830 1 200 / 6 d  11 830 I 200 / 6 d  830 200 6 6  1 8 3 0  / 200 i 6 d  11 

I/ 1 Antenatal Care Ii 900 i 130 1 6 d  I 1 I/ 900 I 130 I 6 d  1 9 0 0  1 130 6 d  1 
i----___( 

Daraw 2 Postparturn Care jm1130; goo 1 130 6 d  I! 

l 1  II 
Edfu 2 Postpartum Care I I ~ 8 0 0 l 1 0 0 ~ 6 d ~ ~ 9 0 0 / 1 1 0 0 / 6 d ~ ~ 9 0 0 ~ 1 1 0 0 / 6 6 ~  

3 Infant Clmc ? 8 0 0 1  1 0 0  6 6  800 1 0 0  1 6 6  ( 8 0 0  1 1 0 0  1 6 6  i 800 i 100 I 6 d  

1Antcnata lCare  / 8 3 0 1 2 0 0  6 d  11 / I I I 8 3 0 / 2 0 0 1  6 6  F 8 3 0 1 2 0 0 /  6 6  I/ 

horn Ornbo 2 Postpartum Care 
It " 830 / 200 I 6 d  I / ! Ii 830 I 200 / 6 d  11 830 I 200 1 6 6  I1 

I 

3 Infant Clmc /I I /I 830 / 200 ( 6 6  11 830 1 200 1 6 6  / / 8 30 2 00 6d_l 

1-1 I I  /I I I I1 I I  I 

Nasr 2 PostparturnCare " 8 3 0  / 200 1 6 d  11800 1 2 0 0  1 6 d  11800 1 2 0 0  1 6 d  11800 1 2 0 0  ) 6 d  I/ 
I 

3 Infant Chnc 1 830 200 6 6  ii 800 / 200 1 6 d  11 000 / LOO I 6 d  11 800 I 200 / 6 6  11 
1 Antenatal Care I 800 1 200 I 6 d  1' 800 200 1 6 6  11 800 I 200 1 6 6  11 800 1 200 i 6 d  / 

I 1 
4swan Gov 2 Postpartum Care 

II 
I 800 1 200 6 6  11 800 1 ZOO i 6 d  / 800 200 1 6 6  1 

3 lnfanl Cltnc 800 1 200 1 6 d  1 

1 Antenatal Care 830 I 11 00 1 6 6  1 ; 8 30 1 , 2 00 1 6 d  1 8 3 0  1 200 1 1: 1 830 200 6 d  1 
'I 11 I 

Luxor 2 Postpartum Care I I 830 1 2 0 0  6 d  830 200 830 200 1 6 d  1 



- -- 
Aswan Drstrict 

-- - --- 
Kom O m b o  

Nasr 

Aswan Gov  

- - 
Luxor 

C l r e n t  F r r e n d l y  P rac t r ces  

- - - - -  - - ---- - - 
- Welcomrng Clients 

M a k ~ n g  clrents feel comfor table  

H o m e  vrsrts 
- - 

- Friendly t r ea tmen t  o n  t h e  par t  of physrc~ans  a n d  nurses  

G r o u p  meLtrngs wrth snacks for clrents - - - -- -- 

Integrated ca re  

G o o d  quah ty  of servrce -- - - -- -- - - - - - 
Frlendiy welcome a n d  t r ea tmen t  o n  t h e  part of physrcrans a n d  n u r s e  - - - - - ------ 

Friendly welcome for clrents 
-- - - - 

- Frrendly welcome fo r  clrents 

- Provrsron of good counselrng for clrents - - - - - -- - - -- -- -- 

. Readrness  t o  recerve clrents dally 

. Provisron of counselrng for  clients 

Fnend ly  welcome -- - -- - 

Hospr ta l  

Table ( 1 / 1 0 )  

"Cl ren t  f r rcndly  Pract rccs"  In F a c r l ~ t r e s  o f  A s w a n  a n d  L u x o r  G o v c r n o r a t c s  a n d  P lace  o f  I m p l e m e n t a t r o n  by  Drsrrrct 

R u r a l  

tJ F 

X 

X 

X 

X 

X - 
X 

X 

- 



Tablc (1111) 

11403 l<ccommendcd P r o c c d u r a  l o r  C o m m u n ~ c a l ~ o n  wlth t h e  Fac1111y lo Which a C n t ~ c a l  Case  IS Refer red  ~n &wan a n d  

1 uxor Governora tes  by D ~ s t n c t  

1 Case dlagnosrs to be ~ncluded In the transfer letter 

Aswan ' 2 Commun~catron IS to  take place wtth fac~l~ ty  to whtch the case IS referred and 

I 3 Follow up IS to be mplemented to get full rnformauon of the final dragnosts of cases referred 

Daraw , 1 Phvsrclan IS to ask for an ambullance and 

(1 2 Case IS to be accompanred to the facrlttv t o  whtch 11 IS transferred 

Edfu 11 1 Physrctans IS to  transfer cntrcal cases lmmed~alelv t o  Dwtnct Hospttal 

I 
11 /I 1 Phvsrcran IS to  transfer cntrcal cases lmmedlatelv 

I Kom Ombo 'i 2 Phswcan IS to  accompany case rf needed and II 

1 /j 3 Physrclan I?, to ask for an ambulance 

I 11 1 Transfer of case should be through a transfer letter 
I I 

/I 
Nasr // 2 Physrctan IS to ask for an ambulance and 

I' 
I (  3 Physrc~an IS to  accompany the case rf needed 

/I Aswan Gov I' 1 Referral faalrty IS to  attend tmmedrately to referred cases and I 

'1 2 If feaslble facllrt~es should be notrfied by phone before recelwng referred cases I 

11 j/ 1 Regulattons for feedback communlcatlons should be rnttrated and I 
1 I, 1 

Luxor 2 Shonage in communlcatlon facllrtles have to  be met to  avotd htndenng communlcatron w t h  11 
1 

Table (1112) 

11501 503 Numbers of  Facrlrtles tha t  r e c e ~ v e d  New Regrs t ra t~on  Forms f o r  D ~ s t n c t s  w h o  have n o t  D ~ s t n b u t e d  

D ~ s t n b u t e d  t o  al l  F a c ~ l ~ t r e s  

Urban HC I 1 I 0 1 1  
MCH C e n ~ e r  

I/ 
2 1 111 

Rural Hospttal 3 ! 111 

Rural HC 0 1 31! 

1 
I Variables / j D ~ s t n c t  

Rural Unrt !! 13 1 1911 
* All Dttncts have recewed the new regrstratlon forms for regrstenng maternal and neonatal semces 

Aawan Drstnct  

All Dtstncts w t h  the exceptron of Aswan and Kom Ombo D~stncts have stated that these new forms have been drstnbuted to all 

K o m  O m b o  

health facllmes of Dtstnct 

Dlstnct Hospttal 11 Unavall I 1 



Table (1113) 

Tablc 504 Number of Fac~llties that Prowded Complete MCHIHIS Forms/Reports on time for the  Month 

of June 1997 by Distr~ct 

Variables I Dlstrict 
I 

' I  Aswan I Daraw I Edfu Kom Nasr Aswan 11 Luxor 
I I 8 1  

ll Dlstrict I I , Ombo 1 1 ~ o v e r n  j\ 
GeneralIDlstr~ct Hospital I 1 / --- 11 -- 1 - -  I 

Rural Hosp~tal 1 1 1 2 1 1 I 1 1 21 * 

with the exception of the Health department of Edfu Dlstrict 

Urban Hedlth Center I/ 1 

MCH Center I( 2 
Rural Health UnltlCenter I! 11 

505-507 Pol~cy Infromation for Review 

* All districts stated that thev have a revlew of mformation pohcv at facilities 

* Four of the five dlstrlcts Implement thls policy Only Edfu Dlstrict pointed out that not ail facihties of Edfu 

* Health Departments contact Governorate not units/fac~l~tles All Departments have sent their activlty reports 

1 --- i -- 

--- I 1 ! 1 

comply to the suggested system due to lack of tralning 

0 1  * 
11 * 

* All Districts have stated that the Dlstrict makes use of the informat~on collected and received 

I 

7 1 10 1 191 141 * 



Table (1114) 

The  Two M a ~ n  Problems Facmg Dlstrlcts  of Aswan a n d  Luxor Governorates  In P r o v l d ~ n g  A p p r o p r ~ a t e  a n d  Effective M a t e r n a l  a n d  

Neonatal  Health Care Servlces a n d  Recommcndcd  Solutions by Dls t r~c!  

Aswan 

Kom Ombo 

Aswan Gov 

1 Shortage In means of transportatlon --- - -- - - - - - - -- ---- -- - - 

1 Shortage In number of nurses and mldw~ves 
- - - - - - -- -- 

2 - Shortage - - In supplles - - - - - - -- -- - 

1 Lack of transportatlon f a c ~ h t ~ e s  at MCH Center 

- -  - - - -- - - - -- - - - 

2 Lack of speclahzed physmans In MCH Center - 
1 Lack of lncubators - -- - - - - - - 

2 Shortage In no of Ob/Gyn and Pedlatrlclans -- - - - - - - - - -- 

1 Shortage of female phys~clans In rural areas - - -- - - - - -  

2 Unsuitable accomodat~ons for ~hvslclans 

1 Lack of tralnlng of physmans and nurses - 
2 Shortage -- and hlgh turnover of staff 

2 lmplementa t~on of Maternal and  Chlld Health 

Spec~ahzed Trammg workshops for nurses - - - - -- ----- -- -- 

1 Meetrng transportatlon needs -- - - - - - - - - - - - 

2 Es tab l~sh~ng  a n  lncentlve systLm for cncourdglng I r  uni - -- - - - - - - - - - - - - - - - - - - - - - 

1 Establ~shment of Nurslng Schools -- - -  

2 Provrslon of adequate funds - -- - --- - - - - - - - - - 

1 Provlslon of safe transportatlon means for scrvlng 

2 Employment of 

2 Eployment of an  adequate n o  Ob/Gyn and Pcdratr~cia - - - - - - - -- - - - -- - - - - - - 

1 D ~ s t r l b u t ~ o n  of female p h y s ~ c ~ a n s  to serve In Aswan Gr: - -- - - - - - -- - - - - - 

2 Mamtenance of p h y s ~ c ~ a n  accomoda t~ons  

1 Adequate funds for tralnlng - -- 

2 Staff emplolr_ment --- for two -- years ~ n s t e a d  of onc  - - - - - - -- -- - - -- - - -- - 



Table (1115) 

11701-705 Esumated Number o f  Rcglstcred and Tratned Dayas m Aswan Governorate by Dlstrtct 

Varlablcs I Dlstrlct 
I 
I 

I I &wan Daraw I Edfu Kom Narr Aswan Luxor 
II 
!I Dlstrlct I I I Ombo I Govern I 

I, 

'1 Number of total reglstered davas 11 150) 42) 1201 159 1 45 1 498 ll 50 11 

Starting date of traming for registered dayas 1993 / 19941 1994 1 1982 ( 1994 1 198911 199011 

, Number of trained davas 150 1 421 1201 1591 451 49811 5011 

45 1 49811 011 
-1 
, 
I 
I I 

I' 
1 59 ' 1  Number of davas received refresher tramng 1; 110 1 42 1 7 

I 

I /  Estimated number of untrained and I 
I i I 



Table (1/16) 

1/706 Numbers and Types of IEC Matcrlals on Maternal and Neonatal Health and Breastfeedmg Ava~lable 
a t  the Dlstrlcts of Aswan and Luxor Governorates 

Dlstr~ct Subject IEC Mater~als 
1I ! Poster Brochure I Fhp Chart I Bookkt l Vldeo Tape 
/I 1 At Rlsk Pregnancies / I  - I I ~ _ _ ~  

1 -- 
11 2 Antenatal Care I I I -- , -- I -- --- 
:I 3 Importance of Breastredmg -- __ I -- 1 -- 

Aswan I 4 Proper way of Breastfeedlng --- --- I __ I  __ I 

/ 5 Improtance of Tetanus Vacclne 11 -- I ___ 
1 7 Ster~llzauon and Deliverv I __ I __ j _ --_ I ___ 

I - I -- I - 
1 6 Neonatal Care I/ -- -- -- I ___ --- I 

I --- I! 3 I 2  - /I 
1 At h k  Pregnancies 

1 

1 1  ) 2 Antenatal Care I 21 -- -- 
I 

11 3 Importance of Breastfedmg 1 I --- - 
I -- --- 311 

__ I I 1 
I 

Daraw I 

1 
-- 

11 6 Neonatal Care -- I __ --- -- -- I 

j 
11 7 Sterlllzauon and Delivery I I -- 

-- 4 Proper way of Breastfeedmg ! __ I -- 

/ 1 At h k  Pregnancies I: -- -- 
1 2 Antenatal Care I /  - I --- I 

I 1 3 Importance of Breastfedlng I 20 1 -- 

___ I __ 1 1  5 Improtance of Tetanus Vaccme 1 '  11 -- 

--- I -- I 

-- 1 I - -  --- I/ 
I -- ! - I  --- , 

-- 

Edfu 1 4 Proper way of Breastfeed~ng I __ I ___ I 201 -- 1 I -- 
" 5 Improtance of Tetanus Vacc~ne 11 --- ___ I ___ I 

/I 6 Neonatal Care I ___ I __ 
I1 7 Ster~llzation and Dehverv II -- -- 
,I 1 At h k  Pregnancies I -- 
I /  2 Antenatal Care I! -- I -- 
/ (  3 Importance of Breastfedlng I! 200 1 --- 

Kom Ornbo , 4 Proper way of Breastfeedlng I: 
I - , -- 

I 5 Improtance of Tetanus Vaccme 11 16 1 --- 
/I 6 Neonatal Care 35) - -  
I 7 Sterihzauon and Delivery I /  __ -- I  

I 

I 1 At Rlsk Pregnancies 11 ___ I __ 
2 Antenatal Care 11 -- -- 

___ -- /I 

--- -- 11 -- 
-- 
-- 
- 
- 
-- 

4 
2  

-- 
2 
2 

/ 3 Importance of Breastfedmg I 2 '  2 
Nasr 4 Proper way of Breastfeedmg -- - - 

I 

,I 
--- I -- 
-- -- 

--- j __ 

10 / 10 1 

--- 
-- 
-- 
- 

-- 

I 

-- 
--- 
-- 

1 
--- 

5 Improtance of Tetanus Vaccme -- _ _ 1 _ _ _ 1 _ - _  -- 11 
I ,  6 Neonatal Care , 50 I 1001 -- --- 1 
11 7 Sterlllzauon and Dellvery __ I __ 

10 ( 1 0  i- 

l l  

--- I 1 

1 ;  1 At R I S ~  Pregnancies 11 ___ I --- 
-- 

75 
75 

--- 
--- 
-- 
- 
-- 
-- 
-- 
--- 
--- 
--- 

I 2 Antenatal Care I  
I -- 

50 1 --- 
-- 1 -- 

20 1 --- 
20 I -- Aswan Gov 

1 
1 
i 

--- 

3 Importance of Breastfeding 11 2 ( 
4 Proper way of Breastfeedmg -- 5 
5 Improtance of Tetanus Vaccme I! -- -- 
6 NeonatalCare 11 ___ 500 I 

--- 
-- I --- 
- I --- I ,  7 Sterilmuon and Delivery I (  __ I __ 

I 1 At R I S ~  Pregnancies 11 __ -- 
1 2 Antenatal Care - - I _- 
1 3 Importance of Breastfeding I __ , --- 

2 
2  

Luxor I 

1 

--- 
-- 

4 Proper way of Breastfeeding !: -- 
5 Improtanceof Tetanus Vaccme !I -- I 10 

,I 6 Neonatal Care 11 10 1 --- 
7 Stenhzauon and Dellvery I /  ___ I __ 

-- I --- 
--- 
--- 
--- 

-- 
--- 
--- 
-- 



Table (1117) 

11707 I lcalth Lducat~on Ac t rv~ t~es  Implemented for MalernallNconatal Health and Breastfeedtug rn lhc  last fh rce  Months 

In the D~s tne t s  of Aswan and Luxor Governorates 

D~s tnc t  I Aetrnty Place ( I  Traget Group I T o p l a  
II 

1' Meetmgs 11 I j/ )I 

Aswan I contests I1 'i i' 
I I 

I, 

I Other 
) At Local Un~t  (Abu El Ruh 11 D~amhea Dchvdratlon and imp 11 

I I/ 
I/ Village) (Outside Fac~litv) of treatment u m g  ORS 

Mecral center in Daraw Mothers 

I 

Daraw 

I 

Edfu 1( 
i/ 
I1 

No IEC Actlvlt~es have taken place In the last three months 

No IEC Act~vltles have taken place In the last three months 

I Meetmgs I/ MCH Center 

Nasr 11 M~croohone 11 1 
- ,, 

!I contests /I 
!I Other /I 
I/ 
'I 

Aswan Gov No IEC Act~nt~es  have taken place ~n the last three months 
I 
I 

I 
I f 

Health Facll~tles Breastfeeding 

Antenatal Care 
I 

Vacclnat~on 

Luxor ORS 

C 

* All D~stncts stated that there are no NGOs actrve In maternal and neontal health In the~r distnct 



Table (1118) 

1/801 Numbers  a n d  Types  of Cases as shown In r e c o r d s  d u r l n g  J a n u a r y  D e c e m b e r  1996 a n d  A p r ~ l  J u n e  1997 f r o m  R e c o r d s  In Aswan a n d  I uxor  G o v e r n o r a t e s  by D l s l r ~ c l  

CII eols 

New Antenal Chents 
R e v ~ s ~ t s  b y n t e n a t a l  - 
Normal D c l ~ v c r ~ e s  
Total Dellverles 115 3? - 
Post partum Women Check up 
(up to 42 days after del~very) 200 N  P  - -- -- -- - - 
Infant C h e c k u p l o  28 days) -- NA 1172 
Total CompJcated Deh?ry_Cases 1+338 3+8: -- - 
Anemla -- - 113 31+41 . - - -- - - - 

3s Anteparturn Hemorrhage 18 
Pre Eclarnps~a 90 75 
Eclampsia -- 2 0 

8 Post partum Hernorrhagc _ ---*. 
Abor t~on  Compl~cat~ons_--  27 4 -- 
Reta~ned  Placenta 5 5 -- -- - - -- . -- - 
Breech Prcs~~~nlI)~l~ry 9 - - - -  2 

- Seps- - -- - - - 1 0 
E c t o p  P r p a n c y  - - . - - - - 9 - 2  
Uterme Rupture - 3 0 

~p 

Complrcared De l~venes  
Dehverles by Suctlon 0 0 
Forceps Delwer~es 9 5 -- 
C Sect~ons 329 35 
Blood Transfusion Durlng and 
After Dellvery - N  A N A  
Dearbs 
St~l lbr~ ths  4 1 
Matrenal Deaths D u n g  Pregnancy N  A N A  
Maternal Deaths D u r ~ n g  Labor 

@p to  6 months) N  A N  A 
Post partum Deaths (up to 42 

after Del~very) - N  A N A 
Maternal Deaths due to  Abortions NA - N A  
Early neo natal Deaths (0 7 days) 18 4 
Late neo natal Deaths (8 28 days) 26 12 

J a n  D e c  
96 --- - -- 

- 844 
640 

- - 
989 -- --- 
757 - ---- 

- N rl 
NA -- -- 
68 - - -- 

-- NP 
N  P - -- 
NP -- -- 
NP -- -- 
NA - -- -- 
NA - -- 
NA -- - - 

- - N  A 
NA - 

N  n 
NA 

N A  -- - 
N A  
N A  -- 

N A  -- 

N A  - -- 
N A  -- -- 

N A  -- -- 

N A  - -- 
N A  

3 
s -- 



Table (1/19) 

11901 Total Numbcr of Hcalth Faclltles In Aswan and Luxor Governorates by D~strict 

Varlablcs Dlstrict 
I 

Aswan I Daraw Edfu I Kom I Nasr I Aswan I' Luxor 

Dlstrict Ombo I Govcrn 11  

Gcncral Hospitals 1 0 I 0 1 0 1 0 111 1 

Dlstrict Hospitals 01 1 I 1 I 1 I I I 4 11 2 ,  
I 

MCH C~nters  3 I 1 I 1' 1 i 1 7 / I  2 1 
Urban Health Facilmes I 2 I 0 1 0 1 0 / 1 I 4 11 4 11 

One Unit s Closed 

' i Rural Hospitals 11 31 21 5 / 11 2 l  1311 11 

Rural Health Centers I I 0 / 0 I 1 '  3 1 2 '  8 11 3 I 
1- 

Rurdl Health Units i ;  15 '/ 71 371 19 14 ! 9111 1811 
I 

1- 

I 
Other Pubhc Sector HospitalsIClinics I NA I 9 )  0 1 0 1 O l  NA 1 0 1 

I 

Voluntarv Organization Facilities NA ! 0 i 0 1 0 0 NA 151 
I 

Prlvate Hospirals ' 1  NA , 0 1 2 1 2 / 
Private D~spensaries/Clinm NA 1 0 I 20 1 5 1 212 

7 



Table  (1120) 

11902 Total Number of  of  Beds In Hcalth Faclllt~es In Aswan and Luxor Governorates by Ihstr~cl 

- -- 

Kom Ombo 

Ped -- - 
14 

- - 

9 

. - 

5 
. -- 

. - 

- -- 

3 
-- 

0 
. -- -- - 

Total I C  
General Hosprtals 314 -- 

Drstr~ct Hosprtals 
.- -- A - -- - - - - -- - . - 

MCH Centers - - - - - - - - - - - - 

Urban Health Centers -- -- -- 

Rural Hosprtals 32 -- - - -- --- - -- -- - . - - - 

Rural Health Centers - - --- -- - 

Other Publlc Sector Hosp~tals/Cl~n~cs , - -  - - - 

Voluntary Organrzat~on Fac~lrt~es ~ -- -- 

Pr~mte Hosp~tals - 

Prrvate Dapencarres/Chnrcs - 

-- 

Mat - -- - 

18 
- -- 

- 

-- 

0 - - 

-- (I 

-- 

-- - 

0 -- - 

- - 

-- 

Total -- 

20 1 - 

76 
- - 

- - 

--- - 

30 -- 

. - 

-- 
- --- 

- 

20 - 

9 -- -- 

Ped - - 

- .  

4 



TRAINING 

Aswan 

Daraw 

Edfu 

Kom Ombo 

Nasr 

7 GPs trained In antenatal care, delivery, post partum care and neonatal care and 
6 GPs in Breastfeeding One Nurse supervisor was trained in prenatal Care There 
are no training facilities supervised by the distr~ct and no trainers but the 
Directorate may provide trainers Trammg problems mentioned bv the Head of the 
department include lack of involvement of the department in traning training 
announcements are made for a short time which to allow reasonable nominations 
the Department does not receive any feed back about their trainees and training 
carned out locally encourages unsystematic attendance The H of D stated that 
there is a system for follow~ng up on trainees performance but the "system" was 
not well explained 

1 GP was trained in prenatal care, delivery and post natal care and 8 GPs trained 
in breastfeeding 42 nurses trsuned in prenatal care and 5 nurses in breastfeeding 
The med~cal center in the Distnct is used for traning and the trainers are the H of 
Dept and nurse supervisors The m a n  training problem is lack of incentives for 
trainees and so lack of interest in training There is a system of follow~ng up on 
trainees performance by the tramers but not explained how ~t is done 

Only one GP trained in prenatal care and in health service management There are 
no tramng facilit~es and the only available trainer in mother and neonatal care is 
the Department Deputy The m avsulability of trailung centers in the Distnct and 
lack of trsunmg aids are the man problems of training The Department Deputy, 
as the trainers follows up on performance of tramees 

Had the highest number of trainees Seven GPs were tramed in prenatal care, 
delivery, postpartum care and neonatal care, one GP in management and 3 Sonar 
One chief nurse was trained in prenatal care, post natal care, management and 
breastfeeding 33 nurses were trained in prenatal care, delivery, postnatal care 
management, and 120 were trained in neonatal care The Health Department and 
Kom Ombo MCH are used as training and trainers are from Cairo The most 
important training problem is the inadequate numbers of rural GPs so it becomes 
difficult to take training leaves Trainees are followed up by the DH and head of 
traning in the Directorate 

One GP trained in prenatal care, delivery and post natal care and 7 In neonatal 
care Two chef nurses had traimng in neonatal care and in breastfeeding, and one 
had traning in management of health services Twenty nurses had training m 
neonatal care Nasr hospital is used for traimng There are 6 trainers from the 
Department and directorate in Mother and Neonatal care The most Important 
problems in traimng is lack of teaching aids and tramng facilit~es The systems 
for follow up on trainers performance is done through penodic supervision and 
follow-up on assessment reports and service statistics 
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Maternal and Neonatal Care In the Last 3 Months by Type of 
Actlv~ty and the Average Number of Home Vrs~t Staff and 
Home Vmts by D~stnct 
D~str~buhon of Health Fac111bes by Ava~labll~ty and Cond~t~on 
of Wartlng Places for Mother Eaxam~nat~on, Labor, and 
Delrvery Processes by District. 
Number of Personnel Who Have Recieved Tramng from 
8/1/96 to 7/31/97 by Category of Personnel, Toplcs and by 
Dlstrlct. 
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Table (2/16) Actrvrtres of Supervrsors Durlng Vrsrt at  Facrlrty by Drstrrct. 
Table (21'1 7) The Number of Facrlltres wrth Varrous Protocols and Numbers 

Tramed on Protocol for Each Category of Personnel by 
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Table (2/1) 

21101 The  Number of Asslgned Posts and Those Present a t  the Day of interwew by Category of Posts 

and by Dlstrlcts 

Dl51 

Daraw ' l ~ o m  Ombo 
'I 

11 A *  / P *  1' A / P 

; 1 ObIGyn Speciahsts 
I 

2 ObIGvn Residents 1 

3 Ped~atr~clans 
I 

4 Anaesthesiologists 
I 

5 General Practitioners 
I I 

6 Blood Bank Speciahsts 01 Oil 0 :  0 

7 Laboratorv Special~ts 31 3: 0; 0 

3 Ldboratow Technicians 511 421 111 10 

9 Pharmacists 
I 

LO MatrodNursmg Spemsors 4 

11 Public Health Nurses 

12 M~dwferv Nurses 

13 Nurses 

14 Soc~al Workers 
7: 

Total 1 2811 235 164  1 1 3  2391 204 

A = Number of assigned posts 

P = Number of Present staff on the day of lntervlew 

cts 

Aswan 
I1 

Nasr Luxor 
II 

16 24 I 
A I P  



Table (212) 

21201 Mother Care Servlces Provrded at Facllrtles by D~strrct 

ji 
I 
I Total Numbcr of Facllit~es 

Mean and Std Dcv of No of Davs 
11 Antenatal Semces 
, N Cases / Mean Days 

/ /  Std Dev 
Post-Partum Servlces 

Std Dev 

1 Infants 
N Cases 
Mean Days II 

1 Std Dev 
i t  Sonar 

N Cases 
II Mean Days 

Std Dev 
1 Lab Hb 

N Cases 
1 Mean Days 
1 Std Dev 
I Lab Urlne 
I1 1 N Cases 

Mean Davs 
Std Dev 

Mean and Std Dev of No #of Hour 
Antenatal Semces 

Mean Hours 
Std Dev 

/ I  
Post Partum Semces 

1 Mean Hours 
I Std Dev 

Infants 
I Mean Hours 

Std Dev 
I Sonar 

Mean Hours 
I Std Dev 
1 Lab Hb 

Mean Hours 
Std Dev 

I Lab Urme 
'1 Mean Hours 

Std Dev 

Drstrrcts 
Edfu Daraw IKom Ombd Aswan I Nasr Luxor 



Table (213) 

21202-5 D ~ s t r ~ b u t ~ o n  of F a c t l ~ t ~ e s  by Mother  and C h ~ l d  E m e r g e n c y  S e r w c e s  by D ~ s t r ~ c t  

I' 
I I 11 

Edfu D a r a w  Kom Ombol Aswan Nas r  Luxor  
I I I I 

36 9 ' 14 1 19 16 I 24 

Number of Fas r l~ t~es  w t h  Dellvery Servtces ' 34 1 94 4 1 8 / 88 9 ( 16 8 4 2  151 9381 171 7 0 8  
I 

1, on 24 Hour Bass  I I 
1 Number of F a c ~ l t e s  I O n  S e c ~  2 8 ;  1 I 11 I I l i  5 1 1 

5 I o 0 0 2 8 3 

'I on Call at N~ght  and on Hohdavs 
I ' Number of F a c ~ l ~ t ~ e s  wlth Infants Emergency 8 8 8 9  j O O O  1 6  8 4 2  1 4  8 7 5  18 710  

Serv~ces for 24 Hours 

Number af Fac~ l~ t t e s  wlth P e d ~ a t r ~ c  5 6  0 1 0 0 / 2 10 1 

on call at N~ght  and on Hol~davs 



Table (214) 

21206-14 D ~ s t r ~ b u t ~ o n  of F a c ~ l ~ t t e s  by C e r t a m  A s p e c t s  of Referral  System by D ~ s t r ~ c t  

I D ~ s t r ~ c t s  

Tota l  No of F a o l ~ t ~ e s  

11 General Hospltal In Gov 

11 Dlstrlct Hosp~ta l  ~n D~strlct  

Dlstrlct Hosp~ta l  In another D~strict  

I N o  of Refe r ra l  F a c l l r t ~ e s  1 35 

' I  F a c ~ l ~ t l e s  Cornrnun~cate wlth Referral I' 
F a c ~ l ~ t l e s  P r ~ o r  to Send~ng  the Pat~ents  

I I  Alwavs 

Sorneurnes 

/ Crlocal Paucnts are  Accompanied w ~ t h  

1, Phvs~ctan 91 257  

1 1  M ~ d w ~ f e  1 2 9  

I' Nurse 3 8 6  

Dr~ver  0 0 0  

Nobodv 24 68 61 

Other 1 2 9  
I Faclllt~es that Follow Up on Referral 

1 Faclht~es that do not Follow UP on R e f e r r a ~ ~ ~  

N o  of F a c ~ l ~ t ~ e s  t h a t  Follow U p  13 11 8 

Follow Up Takes Place B y  

Phone 

Regular Feedback 

Informal Contact 

Other 

N o  of F a c ~ l m e s  t h a t  Fol low Up  

Faclht~es Do not Follow Up for the 

Following Reasons 

No records for follow U p  
Follow U p  Not Requ~red  0 0 28 6 18 2 57 1 

DlfFrcult to Follow up 71 4 81 8 42 9 

Other 
F o r  H o s p ~ t a l s  Only  

Average T ~ m e  for At t end~ng  to  Referrals 

Std dev 



Tablc (215) 

21301-5 Facilities Avaliable at Health Faclues by Dlstnct 

D ~ t n c t  1 

I 

Ed fu Nasr Luxor 

Total No of Faclhties 36 

I 

I /  Total Number of Beds 

1 Total Number of Matemty Beds 

/I Total Number of Pediatric Beds 26 
I 

11 
I Total Number of Worlung Arnbulences 

Facihties wth Working Telephone 

Fac~lities wth Regular Electncltv 



Table (216) 

21401 5 Distnbut~on of Health F a c ~ l ~ t ~ c s  by Type of Forms Used for Inlormat~on System Use of Data Regular 
N o t ~ l ~ c a l ~ o n  and Number of T r a ~ n c d  Personnel on Data Use by D ~ s t n c t  

li Total NO of F a c ~ l ~ t ~ c s  
I' 
j Used Forms by Type of S e m c e  
j F I O ~  Antenatal VISIIS Form 

I, Old forms 
'I New forms 

1 

I 
11 
I 
I Ch~ld Care Form 

Not ava~lable 
Antenatal Follow Up V ~ t s  Form 

Old forms 
New forms 
Not ava~lable 

Del~verv Form 
Old forms 
New forms 
Not ava~lable 

Post Partum Form 
Old forms 
New forms 
Not ava~lable 

I Old forms 
) New forms 

11 Not available 
// Incubator Form 

Old forms 
Newforms 

II 
11 
1 1  Not ava~lable 
I Ment~oned Use of Collective Data 
I FOIIOW up of Cases 
1 1  Detect~on of Commun~tvHealth Problems 

/I Assessment of Qualltv of Semces 
Improvements In Semces 
Assessment of Accuracv of lnformat~on 
Other Uses 

Regular Noficat~on of 
Maternal Deaths 
Still B~rths 

1 Neonatal Deaths 
$ 1  Infant Deaths 

' /  BY 
I Phone 

' 1  Messenger 
I Monthlv Report 
I Other 
1 F a c ~ l ~ t l e s  that Have T r a ~ n e d  Personnel 
1 on Use of Data 
i No of Trained Personnel by Type 
1 GPs 
1 Nurses 

D ~ s t n c t  
Edfu 1 Daraw ,I Kom Ombo Aswrn 1; Nasr Luxor 



Table (217) 

21501 503 & 505 506 D ~ s t n b u t ~ o n  of Health F a c l l ~ l ~ e s  Accordmg lo  Drugs and Snppllcs by Needs E s l ~ m a t ~ o n  Keccpt~on 

Shortages and D~stnbut ton by D ~ s t n c t  

D ~ s t n c t  

Daraw Kom Ombo ,I Aswan 'I Nasr 'I Luxor 
I 

Total No of Fac11111es 9 I 19 ' 19 16 'I 24 

/ No % 11 No I % 11 No I % Ii No I % I NO I % !I No % 

Needs Lstrmal~on of Drugs and ~ u ~ ~ l ~ e s ; /  I , 11 
1 

Based on Quant~t~es Used Previously 

Pre determmed Quantltres 

4 250( 1 6  6671, 

Derermmed bv Dlstnct Health Dept 

Facll~ty Regularly Rece~ves  

Faclllty Recewes Drugs and Supplres m 

Items and Quanuties as Ordered 

F a c ~ l ~ t y  Overcomes Shortages by 

Xsking Cl~ent to Buv 

Other 0 0 4 2 

Facllltv D~stnbutes Drugs and Suppl~es to 

Other Facll~tles 



Table (218) 

21504 I ) t s t r~but ton of F a c l i ~ t r e s  by M a ~ n  Shor tages  In Drugs  a n d  Suppi les  by D l s t r ~ c t  

D l s t r ~ c t  

1 11 Edfu ij Daraw ' ~ o m  omboii  Aswan 1! Nasr  I: Luxor  
I1 Tota l  No o f  r a c ~ l l t ~ e s  
I 

I [ I  No 1 % 
I No Shortages I 51 139 

Do not Know 
I Shor tage  in Suppl tes  

Surg~cal Thread 
1 1  , Towels to Dry Babv 

Blankets to Wrap Baby 
I ' Gloves 
I D~sposal Svrmges 
I '  IV & I31 Trans K ~ t s  

Dresstngs 
Pmte~nurta Test Supphes 

1 Shor tages  In Anaesthetics ' Type not spec~fied 2 8 1 N~trous Oitde 0 
/ Shor tages  In Antrblotlcs 
i Type not spec~fted 13 36 1 

Pen~c~l l tn  Injecttons I 0 0 0  
I - Amoxctde /I 

Shor tages  lo  O t h e r  Drugs  
I Tvpe not s p e c ~ f ~ e d  !r 

1 '  S~lver N~tra te  Eye Drops 
Iron Tablets 

I Hypertensive Tablets / Ant~pvrettcs & Analges~cs 
1 Calc~um Injections 

Neonatal drugs 
Ant~dtarrheal Drugs 

Amtnoph~lrne 
Ant~sposmod~cs 

I I 
Drugs for Common Cold and GIT Infect~ona 

li 

- 
I 

I -- 
I 

I 

I 

I 

I 

I 

I 

Drugs for Respratorv lnfect~ons 11 01 
Shor tages  In Immunologocals  (vacctnes) 

Tvpe not spectfted 0 
Tetanus Toxo~d  a 
B CG I! 01 001/ 01 0011 1 
Ecbolics / 13136111 01 0 ' 1  8 
Anttsept~cs 01 0011 01 O O I L  

Shor tages  In l n t r aveneous  S o l u t ~ o n  
Tvpe not spec~fted 

,, Sa l~ne  01 0 0  0 0 



Table (219) 

2/507 510 Dmtnbut~on of F a c ~ l ~ t ~ u  by Avaxlab~l:iy of Blood Methods of Meeting Blood Needs and Cond~tmn 

of Cqu~pment at  Blood Bank by D~strlct  

Total NO or F a c x l ~ t ~ s  il 36 11 
11 

// raclllt~es with Blood Banks but 1: 28) 11 111I1 1 

No Suffrclent blood I 

How Blood Needs Are  Met I 

Panents Buy from Bank 

( Patlents Supplv from RelatlonsEnends 

I '  Refer Patient to Another Faclllty 

Other 

1) Equ~pmcnt of Bank In Good Order 

I Refngerator 11 1 

'1 Centnfvge 
11 

2 8 1 111 1 

/ /  Microscope 11 28 1 11 1 1 

I' Laboralow I t s  for Screenmg 



Table (2110) 

21601 Average Numbers of Regrstered, Tralned and Unregstered Dayas by Drstnct 

m u l c t  

1 Nasr Luxor 
I 16 24 

15 10 1 131 11 11 

8 

0 1 1 

28 28 5 2 0  82  

19 1 17 10 9 

Average No of Trained Dayas 52 87  

Std Dev 19 1 6 6  12 5 

0 3 

30  40 2 0  18 

9 5 5 6  4 0  28 

3 1 13 I/ 
0 1 0 11 

O I  
101 

5 )  
16,l 

101 
101 

0 I 
001 1811 

001 2311 
I I 11 Average Estlrnated Number of Unreptered Dayas 

Std Dev 
11 47 

49  28 15 041 291 5 3 ! ~  

2 0  2 7  021 171 4 111 



T a b l e  (2111) 

21602 AvcraEe Numbcn of ICC Matenah by Topw and Type of Matcrmln and by Duma 

I 11 Cdfu D a n w  KomOmbo , Aswan 

Antenatal Care 

I Porter 

Brochure 

FhpChan 

Poster 

Poster 

Fhp Chan 

Number o f  fac~llt~es that reported havmg IEC Mater~als of any type under the sublcc~ 

16 '1 24 

I Mean i S ~ D ~ V  Ij C a s a  I Mean I StDcv 11 



Table (2112) 

21603 4 D~s t r tbu t ton  of IIealth Factlittes by Lducattonal Acttvtttes on Maternal and Neonatal  Care  tn t he  Last  3 Months 

by Type of Activity and thc  Average Numbcr of Home Visit Staff and  Home  Vtstls by Dtstrtct 

Tota l  No of F a c ~ l ~ t ~ c s  

Cdfu " Daraw llKom Ombo 

1 9 

! I N o  i % l l N o  ; i N 0  I 
I Facll~ties w~th  Educational A c t ~ v ~ l ~ e s  
I I i I I I A/ 
I Group Meet~ngs 1 1301 36111 701 7781 701 368 
1 

Educational Meetings 

I F a c ~ l ~ t ~ e s  that Prov~de Home V~sit  Services 

- 

I 

Aswan Nasr 
'I 

Luxor 
I 

19 24 
I 

Average No of StaffIDistrict that Prov~de Home Visit I( I 119) /I4 
Std Dev 11 o ~ !  11 3081 Ii 051 

Average No of Home V~s~tsIDistrict April June 1991 33 2 / 
I, I! 

4251 



Table (2/13) 

21801-5 Dlstnbut~on of Health Fac~ht~es by Avaliab~hty and Cond~tlon of Waitmg Places for Mother Eaxammat 
Labor, and Dellvery Processes by Dlstnct 

'1 " 24 
11 
li 
'I Wa~tmg Place for Mothers 

Place Available 

Covered 

SuffuenVWell Mamntamd Cham 11 ToUerNearbvmCaodCandmn 5 263 8 1 5 0 0  913751 

' /  Maternal Exarmnation Room I 
Place Awlable 

1 1  
Allows Privacy 

I With Sufficient Lght 

With Physician Stool 

With Evammation Table 

jl Labor Room wth Beds 
I Place Availdble 

I Debvery Room 
I 

Well Equpped Room 
I 

Sufficient Lightmg 11 579 4 211 10 625 10 417 

I '  In Good Condiuon 

Bu~ldmg 

Bulldine in Good Cond~uon 

/ Dlsmct 11 
EdU Daraw \ I K o ~ o ~ ~ o /  Aswan j N u r  Lvmr 

I 



Table (2114) 

21102 Number of Personnel Who Have Recleved Tramng from 8/1/% to 7/31/97 by Category of Personnel, 
Topics and by Dlstrict 

I Top la  
I Category of Personnel 
I Edfu Dlstr~ct 
I 1 ObIGyn (4)* 

2 Resldent Ob IGyn (1) 
3 Pediatricians (4) 
4 Anesthesia Speciahts (1) 

1' 5 General Practitioners (35) 

I/ 6 Pharmacm (2) 
1 7 Nurse Supemsors (4) 
' 1  9 Nurse Midwves (2) 
/ 10 Nurses (34) 

Daraw Dlstrict 
1 ObIGyn (1) 

1 1  
2 Resident Ob IGyn (1) 
5 General Practitioners (9) 
7 Nurse Supemors (1) 

, 10 Nurses (9) 
Kom Ombo District 
1 ObIGyn (1) 
2 Resldent Ob IGyn (2) 

! 3 Pediatricians (2) 
5 General Practitioners (17) 
6 Pharmacists (1) 
7 Nurse Superwors (1) 
10 Nurses (18) 
Aswan Dlstrlct 
1 Ob/Gyn (2) 
2 Resident Ob /Gyn (2) 
3 Pediatricians (3) 
5 General Pract~tioners (18) 
10 Nurses (19) 
Nasr Dlstrict 
5 General Practitioners (16) 
7 Nurse Supemors (5) 
9 Nurse Midwves (3) 

, 10 Nurses(l5) 
Luxor Dlstrlct 
1 Ob/Gyn (4) 
3 Pediatricians (7) 
5 General Pracuuoners (12) 
9 Nurse Midwves (1) 
10 Nurses (23) 

Prenatal I Delivery IPostpartunl Neo-Natal 1 Sonar Health Breast- 
Care care Care ' / M n ~ m n t  I f e e d m ~  

N B The number between brackets Indicates the number of employed staff for each category of staff for each Dlstrict 



Table (2115) 

21104 Designated Supcmsors for Each Category of Personnel and the Mean Number of Weeks 
Smce Last V ~ s i t  of Supemsor by Dlstrict 

I' District 1 Edfu i Daraw i Kom I Aswan i Nasr 1 Luxor 
i; I 

Ob /Gyn Supemsors 
/I NO of ~acillties 

1 No Supemslon 
Dir of H Directorate 
Head of H Deptartment 

1 I ombo  1 I I !I I 

- 4 
4 
0 
0 

Specialist Ph at Directorate 0 1 0 0 
2 

15  
2 12 

- 3 
1 
1 
1 
0 
1 
0 

- 18 
3 

1 
- 1 
0 
0 
0 

1 
- 4 I 
2 
0 
0 

0 1 
0 
4 
0 

0 
--- 
--- 
-- 
- -  
-- 
-- 

16 

Senlor Ob IGyn 0 
Mean (Weeks slnce last aslt) 1 Std Dev 01 -- 

Dir of H Directorate 
,' Head of H Department 

Deputy of H Department 
I Spec~allst Ph at Directorate 
i Specialist at Department 

Senlor Ob IGyn 
Mean (Weeks since last vlslt) 
Std Dev 

Midwlves Supemsors 
No of Facilities 

- 1 
1 
0 
0 

Head of H Department 
' Spec~alist at Department 

Mean (Weeks slnce last vlsit) 34 1 5  1 7  1 8  2 5 
' Std Dev 1 25 1 23 1 28 2 33 

11 
i 

- 1 i 
0 1 
0 / 1 

I( 0 
0 
0 
1 
0 

1 
5 
2 
0 
0 
1 

141 

3 

13 
0 
1 
0 
0 

2 3 
1 44 

3 

11 
o of Facilit~es 

I Dlr of H Directorate 
Head of H Deptartment 
Specialist Ph at Directorate 

Mean (Weeks since last w i t )  
Std Dev 

I General Practitioners Supemsors 
1 NO of Facilities 
I '  No S u p e ~ s ~ o n  

0 
9 
1 
2 
6 
0 

8 2  
20 1 

4 
0 
3 
4 
0 

3 2  
2 8 

i 

f? 
3 
0 
1 

1 
0 

- 19 
1 

I 
0 1 

11 

1 
- 3 1 1 

No S u p e ~ s ~ o n  
Chief Nurse at Dir 

Mean (Weeks since last vlsit) 
Std Dev 

Nurses Supervisors 
No of Facilities 
No Supemsion 

0 
--- 
--- 
-- 

I Chlef Nurse at Department 

I 

I - 21 - 0 1 - 1 
I 1 

2 

- 16 
0 

- 2 
1 
0 
0 

O ' --- I 1 

0 
0 
2 
1 

1 9  
2 45 

- 1 

0 

- 
0 
1 

23 
3 

Chief Nurse at Directorate 

2 1 --- 1 

O1 -- 
0 

24 
0 

- 35 
17 

0 
8 
0 

1 9  

- 34 
16 

0 
4 
0 

2 6  

--- 6 

211 1 9  

9 
0 

--- 

- 19 
4 

0 

9 ,  - 17 
10 



Table (21 16) 

21105 Activrt~cs of Supervlsors Durmg Vis~t at Fac~lity by Dlstrlct 

Dfimct /I 1 1  

I I I I I 
Edfu Daraw / KomOmbo 1 Aswan Nasr , Lumr 

I I I 

1 9 I 19 1 19 1 16 1 24 
I 

1 :  N O I %  N O ; %  N O I % I N O ! % ! N O ~ W  N O / %  

Noof Fac~lmes wth No Supemors 12 1 33 3 0 00 4 21 1 1 5 3 00 8 3 

No of FaclI~t~es wth Supervisors 24 667, 9 I000 15 789 18 947 1000 917 7, I 

;I Follow Up of Acuvlties 11 181 7501 9 
/ I  I 
I 

Guidance and Trauung 11 81 3331 7 

;I Meet Requuements / /  21 831 0 

ll 
11 Donot know 11 2 /  831 0 

* More than one answer so totals more than 100% 



Table (2/17) 

2J106 The Number of Fac~hties w t h  Various Protocols and Numbers Tra~ned on Protocol for Each 

Category of Personnel by Distr~ct 

Servlcc Protocols I Potocols 11 

I 1 Pre-Natal 1 Natal Postpartum 1 Neo-Natal i lnfect~on 
I 

I 
Category of Personnel Trained Care I Care Care Care I Control 

~ d f u  District il I I I I 
, 
II 

/i No of Facihties wth Protocols 3 

No of General Practitioners Trained 1 2 

li 
No of Nurses Trained 3 

'1 Kom Ombo District 

11 No of Facihties wth Protocols I 1 

I No of Nurses Trained 2 

Luxor District 

No of Facihties wth Protocols 
I 

No of General Practitioners Trained 0 --- 
No of Nurses Trained 

3 i 

1 

1 
--- 

1 

1 

Nasr District d I 

I 

2 1 1 

2 

3 

, Aswan District 
I 

No of Facilities wth Protocols 

0 

--- 
--- 

No of Facihties wth Protocols 

No of General Practitioners Trained 

1 

3 

0 
- - 

0 

-- 

2 

3 

1 I 1; 0 

No of Nurses Trained I 

3 

0 

--- 

1 

0 

1 
0 0 

-- 1 __ 

___ I ___  

1 

1 

Non Trained 

1 

1 

I 0 1 0 1 - - 



Table (2118) 

21701 D ~ s t r ~ b u t ~ o n  o f  H o s p i t a l s  by Bas ic  P r o b l e m s  Affecting A p p r o p r r a t e  a n d  E f f e c t i v e  M a t c r n a l  a n d  N e o n a t a l  

H e a l t h  C a r e  S e r w c c s  a n d  R e c o m m e n d e d  S o l u l ~ o n s  b y  D ~ s t r ~ c t  

li I T o t a l  N o  o f  H o s p r t a f s  Ii 2 " 3 4 
I -I/ 
1 

I P r o b l e m s  

i Lack of Mothers Awarness 2 3331 0  0 0  1 

P h v s a n s  Knowledge A t t t u e  a n d  B e h a o r  I 1 16 1 1 0  

1 Mtdwlves Knowiedge A t t ~ t u d e s  and  Behawour 1 1 i6 1 1 Shortage in Medical Personnel  

I Shortage in Equipment Supphes and  Med~cines  I 2 ! 6 6 7  1 
' 

Shortage in Blood Banks 0  0 0  0  

( Shortage In Ambulances 0  0 0  0  

I Others 

"3 3 iflIr I S o l u t ~ o n  /I 
II 

E d u c a t ~ o n  and  Awarness(1EC) 

T r a ~ n ~ n g  the  Personnel  

I m p r o v ~ n g  the Status of Personnel  
I 

Emplovment 

Meeting T e c h n ~ c a l  Needs 

I Equtpment Maintenance 

Management Improvements 

Others 11 1 )  167i! 0 1  O O ] !  1 



Table (2119) 

21901 I ) ~ s t r ~ b u u o n  or F a c ~ l r t ~ e s  A c c o r d m g  t o  N u m b e r  o f  Equipment a n d  S u p p h e s  lo  W o r k ~ n g  C o n d ~ l r o n  

A v a ~ l a b l c  a t  1 actlrly by D ~ s t r r c t  

N o  o f  F a c ~ l ~ t l c s  

F a c h t ~ e s  Havlng Sphvgmomanometers 
Average No 

, Std Dev 
No of Sphygmomanometers 
No & % 'on Worklng C o n d u ~ o n  

11 Fac'olttles w ~ t h  Stethoscopes 
11 

,I Average No 

I Std Dev 

' No of Stethoscopes 

No & % 'on Worktng C o n d ~ t ~ o n  

, Facrlrt~es w ~ t h  Scale for chtldren 

Average No 
Std Dev 

No of Scale for C h ~ l d r e n  
No & 70 In Work~ng C o n d ~ t ~ o n  

Facrhues w ~ t h  Scale for adults 
Average No 

Std Dev 

No of Scale for Adults 

No & % 'on Workmg Condrtlon 

F a c ~ l ~ t l e s  w ~ t h  Fetal stethoscopes 

/ Average No 

Std Dev 
No of Fetal Stethoscopes 
No & % In Workrng C o n d ~ t ~ o n  
F a c ~ l ~ t ~ e s  wrth Borlers 
Average No 
Std Dev 

No of Bo'olers 
No & O/n rn horh'ong Cond~tron 

rac'olrtles with Autoclaves 
Average No 

5td Dev 

No of Autoclaves 

No 8. % 'on Workrng Condlt~on 
Fac'ol~ues wlth Thermometers 

Average No 
Std Dev 

No of Thermometers 
No & % In Worktng Condl t~on  

rac~lr t tes  w ~ t h  Mucus Vaccums 

Average No 

Std Dev 
No of Mucus Vacuums 

No & % In Work'ong Condttton 

racl l l t~es w ~ t h  Vagrnal Speculums 
Average No 

Std Dev 
No of Vag~nal  Speculums 
No & % In Work'ong C o n d ~ t ~ o n  
Facrl~ues wtth Ventouses 

Average No 



Table (2119) - Contd 

I No of F a c ~ i ~ t ~ e s  
I! 
11 Fac~lttles wrth Delrverv Forceps 

,I No of Delwerv Forceps 

' 1  No & % rn Worktng Cond~tion 

'I Facil~ues wrth Sciss~ors 

1 F a c ~ l ~ t ~ e s  with Toothed Artery Forceps 
Average No 
Std Dev 

No of Toothed Artery Forceps 

Facillt~es with Forceps 

I Average No 
I Std Dev 

Average N o  
Std Dev 

of Tongue Depressors for Bables 

" Std Dev 
1 No of Babv s Towels 

Average No 
Std Dev 

* There were not any partographs In all facilrties 



QUESTIONNAIRE # 3 

HEALTH PROVIDER INTER VIEW 
(pH YSICIAN/MID WIFEAVURSE) 

Table (3/1) 

Table (3/2) 

Table (3/3) 

Table (3/4) 

Table ( 3 4  

Table (3/6) 

Table (3/7) 

Table (3/8) 

Table (3/9) 

Table (3/1 0) 

Table (3/l l)  

Table (3/12) 

Table ( Z . 3 )  

Table (311 4) 

Distributron of the Samples Categories of Health Prov~ders by 
Sex and by District. 
Percentage Drstrlbutron of Samples Health Provrders by 
Servrces Provrded by Drstrlct 
Drstrrbutron of Category of Providers Who Use Protocols by 
Type of Servlce by Drstrrct 
Percentage Dlstrrbutron of Provlders Recervmg Mothers a t  
Facrlrtles by servlces Provrded by Dlstrlct. 
Percentage Dlstrrbutron of Drfferent Categorres of Health 
Provrders by Avallabllity of Updated Job Descrlptron and by 
Relatlonshrp wrth Categories of Health Provrders Wrthln Them 
Facllrty . 
Drstrlbutlon of Drfferent Categorres of Health Provlders by 
Posrtlon of Technlcal Supervrsor by Drstrrct. 
Drstrrbutron of Stated Posrtlon of Technlcal Supervisors by 
Frequency of Vrsrts by Drstrrct 
Drstrrbutron of Health Provrders by Type of Actrvrtres Carrred 
out by Thew Supervrsors and by Actrvrtres that Provrders Llke 
Supervrsors to do by Drstrrct 
Dlstrrbutron of Health Provrders by Number and Category of 
Personnel They Supervrse and Actlvrtles Conducted rn 
Supervrsron by Drstrrct 
Dlstrlbutron of Duratron, Place, and Skrlls Acquired by 
Trarned Provlders by Trarning Toprcs. 
Drstrlbutron of Provrders Who Have Recelved Trarnrng or 
Trarnees by Dlstrrct. 
Mean and Standard Devratron of Days Srnce Provrders Last 
Conducted Delrverres by Type of Provrder 
Drstrlbutron of Health Provrders by Information on Last 
Complicated Delrvery Experrenced by Dlstrrct 
Distrrbuhon of Health Provrders by Informatron on Drscharge 
of Delrvery Cases and Home Vrslts by Dlstrlct. 



Table (3/15) 

Table (3/l6) 

Table (3/17) 

Table (3/l8) 

Table (3119) 

Table (3120) 
Table (3121) 

Table (3122) 

Table (3/23) 

Table (3124) 

Table (3125) 

Table (3126) 

Table (3127) 

Dlstnbutlon of Health Provlders by Management of 
Compllcatrons by D~strlct 
D~strlbutlon of Health Prowders by Referral Detalls of 
Prenatal Critical Cases by District. 
Dlstrlbutlon of Prowders Who Have Health Information 
System and Monltorlng by D~strlct 
Dlstr~butlon of Equipment, Drugs and Supplles by Adequacy 
and Condlt~ons by D~str~ct.  
Percentage Dlstrlbutlon by Prowders Reportmg Shortages In 
Supplles and Drugs by Dlstr~ct. 
Shortages In Equipment by D~strlct. 
Dlstrlbut~on of Actlvlt~es that Provlders are Involved In wlth 
Dayas by Dlstr~ct 
D~strlbutlon of Provldes Uslng IEC Materlals In Facllltles by 
Toplcs and Materlals by Dlstr~ct. 
D~strrbutlon of Educatronal Actmtres Implemented In the Last 
Three months by Actrvlty, Place and Target Group and the 
Number of Home Vls~ts by Dlstrlct. 
Dlstrlbutlon of Prov~ders Accordlng to Age, Educational 
Degrees and Workmg Duratlon by Dlstnct. 
Dlstrlbutlon of Duratlon In Prevlous Work Places of Provlders 
by Dlstrlct. 
Dlstrlbutlon of Health Prowders Accordmg to Thew Prwate 
Practlce by Dlstr~ct 
Dlstrlbutron of Health Provlders Who Have Prwate Pract~ces 
by Frequency of Encounterlng Problems and Actlons Taken by 
D~strlct 



Table (311) 

i)~slmbul~on ot  Ibc Sampled Categones of IIcallh Provlders by Sex and by D~smct  I 

Provlders 

D~stnct 

Daraw Kom Ombo )I Aswan Nasr 
I1 

'' 24 
11 

I1 77 40 I SO 40 I' 56 
I/ 

Male /i 2 lOOOll 21 1000/1 11 50011 41 100011 2 1OOOll 3 50011 

I 

Female 

General Pract~t~oners 

Male 

Female 

Nurses 

Male 

Female 

Total Prowden I 

Total Males 

Total Females 

F~nt Row In each Category of Personnel Shows the Total Number of Categorv P m d e r  and Percentage from Total Dlstnct P m d e r s  

Wh~le Second and Thrd Row Show Numbers and Percentages From SubTotal of Categones I 



Table (3/2) 

31101 103 Pcrcenlage D~stnbut~on of Sampled Health Providers by S e ~ c t s  Prcnnded by Distnct 

Dntnct 

D- ~ o r n ~ r n b o  I m a  Edlu Nasr I Luor 
I/ I/ I 11 

N o  I % I N O  I % No 1 % I N o  I % N o  1 % 1 N o  % 
I. 

I P m d e  Antenatal Care 701 9091) 231 95811 371 9251 42/ 84011 37 92511 491 87511 
I 

Pracrrce 41 6291 iij 47811 
I 

/I Asstst 
It 
' 1  Prmde Deltverv Servtce 
I 1  

Practice 

1 Assist 

' 1  P m d e  Postpartum Care 

Practice 

Assist 

11 Pronde Neonatal Care 

isstst 

I Prmde infant Care 

Pract~cc 

I Asstst 

Prowde Ultrasound (Sonar) (I 

Practice 

Assist 

Prmde Laboratory Semce 

Pract~ce 

Asstn 

Prmde Emergencv Care N~ghts & Holidavs 

Particpate ~n Del~venes 581 713l1 21 917 3 l i  7 7 5 ( 7 1  231 575i  441 78611 

IJullu: Partoeraph 0 001 0 0011 0 0 0  11 3311 2 8711 O /  OO]i 



T a b l e  (313) 

31104 I ) ~ s m b m ~ o n  of Category of Prowden Who Use Protocols by Type of S m c c  by Dlslnct 

ll 

Edfu , Daraw ' Kom Ombo II Aswan Nasr Luxor 
I I/ 

Prowden 77 24 40 50 40 " 56 
I/' 1- 

No I % d N o  % ; / N o  % I l N o  1 % il N o  % 11 No I % 11 

ObIGyn Spectalrsts 2 261 2 831 2 /  
I 
I1 General Pract~troners 
I '  
I1 Nurses 

Pedtamctans 
I 

/I Prolocols 11 
/I 

Prenatal Care Prolocol 

I 
I 

I ObIGvn Speclaltsts Usmg Protocols 00 0 00 

General Pract~uoners Usmg Protocols 

Nurses Usmg Protocols 

Dellvery Care I I 
ObIGvn Spec~allsts Usmg Protocol 

1, General Practtuoners Us~ng Protocols 

Nurses Usmg Protocols 

I Poslparlum Care 'I 

11 General Practmoners Uwng Protocols 

, Nurses Uslng Protocols 

1 Neonatal Care 

Pehamt~ons Usmg Protocols 1 250 

General Practtt~oners Usmg Protocols 0 00 1 4 5  

Nurses Usrng Protocols 0 00 0 0 00 0 00 

Infecl~on Control Procedures 

ObIGvn Speclalm Usme, Protocols 

General Practt~roners Usmg Protocols 

Nurses Usmg Proxxols 

Lrfe Sanog S k ~ l l s  

ObIGvn Spec~altsts Ustng Protocol 0 0 

NI respondents were asked tf pr01ocols were useful onlv one respondent dtd not find protocols useful (ObIGyn Speclllst 



Table  (3/4) 

3/105 108 Penenlagc D~slnbut:on of Provlden Kecelnng Mothers a t  Facllltles by Sanccs Provided by Distnc~ 

I/ 
1' Prmders that Kece~ve Patlents Upon A m 1  

11 ObiGvn 
I General Practltloners 

Nurses 

I 
No of Providers who Receive Patlents 

1 Ask Pattents Questlons 
I ' Personal ~nformauon 

Reason for Vls~t 
I/ 
I Med~cal H~storv 
I 

'1 Carry Out Measunnents 

Temperature 

Weght 
I I Hlght 

' Pulse 

Blood Sample 

i "mesample 

I) B I ~  Pressure 

Gen~tal Examinatron 

1 chest Exarmnatlon 
I 

Breast Examlnauon 

Fetal Movement Exarmnat~on 

G~ve Patlent Instrucuons 

Where To Go 



Table (315) 

3/201 202 Pcrcenlage D~stnbuuon of D~ffercnt Categones of Health Providers by Ava~lab~l~ty of Updated Job 

Dcscnpt~ons and by Relat~onsh~ps wrth Categona of Health Pronden W~thtn Thetr Fac~ltty 

ii Edfu Daraw Kom Ombo 11 Aswan Nau ' Luxor 
I, 

Pronders I/ 
I 

Relat~on wth ObIGyn Specialists 

Relation w t h  Ped~atntlans 

Regular 

Relatlon w t h  Laboratow Staff 

Regular 

Intermittent 

Relat~on w t h  Nursing Slaff 

Regular 

Intenruttent 

Relation w t h  Soaal Workers 

Regular 



Table (3%) 

3D03 D ~ s t n b u t ~ o n  OC D~ffcrent  Categories of Health Prowden by P a l l o n  of Techntcal Supcmsor by D~strrcl 

I D ~ s l n c t  

edfu  D u r w  " KomOmbo / Aman I Nay LIYDT 
/ I  I /  I' 

I? a0 
II 

Pranders  / 77 I 24 1 40 ' 50 56 

N o  I % ( N o  % I W ~ B ~ I N O  1 % HNo 1 % I N 0  % 
I '  

NO of Ob/Gvn Spec~ahsls ~upervlstons 1 21 2611 2 831 21 501  I ~ o i  2 5011 6 1  10711 

Health Department Head 

i l  Speclallst In the Illrectorate 

I NoSupemslon 

1 1  No of Pedlatnclans S u p m s ~ o n s  

I Health Department Head 1 1000 

Spec~altst ~n the Duectorate 0 0 50 0 

Speclal~st In the Department 

No Supemslon 

1 No of General Pract~tloners S u p m s ~ o n s  

General Duector of the Duectorate 

1 Health Depanment Head 

Deputy Duector of the Duectorate 
I 1  

1; Deputy Head of the Depanment 

/ Spectal~st ~n the D~rectorate 1 125 0 0 0  2 125 1 6 3  2 91  

1 1  Spec~al~st In the Department 

1 1  No Supems~on 

11 No of Nurses Supervls~ons 

I Health Department Head 

Spec~al~st In the Duectorate 

Nursing Supemsor In the Duectorate 

Nmmg S u p e ~ s o r  In the Department 

No Supenwon 

Total hSI Iperv l~d  & Percent from Total Pmvlders 



l a h l c  (317) 

31204 I l ~ s l r ~ b u ( ~ o n  o f  Staled Posr~ron o f  lcchnical Superv~sors by I rcquecy of V ~ s ~ t s  by I h t n c t  

I rcqucncy o f  Supcrv~sor V ~ s ~ i s  

I Weekly 

rvery 3 4 weeks 

Fvery 2 months 

Fvery 3 6 months 

Not Regular 

- -- - 

Spec~alrst ro 

Depi 

-- 
9 1 

31 8 

40 9 

4 5 

- - 

- - 

Nursrng 

Superv~sor 

rn D~rcc t  -- - -- 

N o  I 7-6 --- - -- 

17 - 
4 

4 

8 

1 

0 

0  

0 

Nurslng 

Supervisor 

~n Ikpt  - - 

No -ri 
.- -- 

99 - -  - 
23 5 

23 5 

47 1 

5 9  

0 0  

0 0  

0 0  

-- 
17 

29 

49 

2 

2 

0 

0  

- 

17 2 

29 3 

49 5 

2 0  

2 0  

0 0  

0 0  



Table (318) 

3/205 207 D~stnbut~on of Health Prowders by Type of Actmtres Camed out by Thew Supemsors and by Actmttcs 

that Prowdcrs L k c  Supemsors to do by Dlstnct 

rolal Prowdcrs Supemsed 11 18 1' 24 ' 23 41 ' 37 39 
I 

I N o  I % ( N o  % I ~ N O  / % i l N o  I % I N O  * . N o  I 
I Actmtres of Supemsors Dunng Vls~t 

Morutonng acttwtles 
I 

Tralmng 

Meeung Needs 

Other 

Nothtng More 



Table (3/9) 

3R08 209 Drsinbul~on of Health Prowden by Number and Category of Personnel They Supemse and 

Actmt~es Conducted In S u p e ~ s ~ o n  by Dlslnct 

Total Providers S u p e ~ s e d  50 40 'I 56 

ProwdersTechn~callv S u p e ~ s e  Other Personnel 111 458 

I Providers that do not Supemse Other Personnel 

No 22 27 

Category of Personnel Supemsed 

Supemse Phvs~c~ans 

Supemse Nurses 
I I/ 

Supemse Technlc~ans 25 610 81 727 17 773 141 519 16 727 15 

" Number of Personnel S u p e ~ s e d  1 
1 5  121 444 15 682 23 793,! 

I 
(I  to 7 318 8 2 9  136 2 6911 

11 15 0 0 0  5 185 9 1  
I 

3 10311 

16 20 2 9 1  0 0 0  45  0 00)) 

21 25 1 4 5  1 3 7  

> 25 

Supems~on Actlvit~es 

Morutonng Act~wues 

Provide Gu~dancelInstruc~ons 

Morutonng Records 

Other 0 0 



Table (3110) 

31210 D ~ s l r ~ b u l ~ o n  of D u r a l ~ o n  Place and Skllls A c q u ~ r e d  by Tralned P r o v ~ d e r s  by T r a ~ n i n g  T o p ~ c s  

T r a ~ n l n g  Toplcs 

Type of P r o v ~ d c r  i Health S ~ N I S C S I I  I\n(cnataI 11 Labor  C i i ~ o s t ~ a n u m l  Nconalai  11 Breast 

I 
Il I 11 /I E d u c a t ~ o n  n Mngmnr Care j: D e h v c y  / Care  Care  F e c d ~ n g  

I No 1 56 l l  No 1 % l No I % 11 No 1 % I! No % l l  N o  % 1' No I 

ObIGyn I 

Tramed 

Std Dev 
I 
, Place Tramng Centers 

j SLill. 

I Dehverv follow up Proced Dlagnost~ 5 6 

I Cur~ng Neonatal Asphyx~a 2 11 1 

Prevent~ve Serv~ces Qual~tv 

, Genera l  P r a c t ~ t ~ o n e r s  

Tramed 

Durat~on Average Duratton 

Std Dev 3 5 / 

I Place Un~versitv/Edu Center 

Tralnmg Center 

Sk~lls I 

Preventwe Care Procedures 
11 

D~agnostic Care Procedures 

Anemla Durlng Pregnancy Preventwe 

Ectop~c Pregnancv Preventwe 11 
Delivery Follow up Proced Prevent& 

Del~verv Follow up Proced Dlagnosud 

1 Dellvery Follow up Proced Curatwe 

Preventmg Preterm Labor 

Prevent~ve Management of Labor 
I 
(1  

D~agnosw Management of Labor 

Preventwe Postparum Care Proced " 
D~agnost~c Poslparum Care Proced 

D~agnost~c Postnatal Hemorrhage 

Preventwe Neonatal Care Proced 

ll 
Prevent~ng Antenatal Asphaxia 

D~agnostic Antenatal Asphax~a 

D~agnost~c Hypstherm~a 

D~agnost~c Inflammat~ons 

Preventwe Vaccinat~ons 

Prevent~ng Preg & Del R ~ s k  Factors 

Prevent~ve Personal Hygtene 

Preventve Healthy Behav~ours 

Preventve PIann~ng I 
Preventwe Superv~s~on 

Prevenuve Evaluation 

Preventive Health System Research 

Prevenuve Breastfeeding Importance 

Preventwe Methods of Breastfecdmg ( 



Table (3110) - Contd 

Type  of P r o v ~ d c r  H e a l t h  1IH S e r v ~ c e s ~ ~  Antena ta l  II L a b o r  & I lPos tpar tum~~ Neonata l  I/ Breas t  

n t  I C a r e  D e l  
--7 

Educat ion  d Mngm 

P c d ~ t a r ~ c ~ a n s  

Tramed 

Durat~on 

I 
Place 

I 

1 

tlverage Duration 

Std Dev 

T r a m n g  Centers 

Un~vers~tyIEdu Center 

I/ Sk~lls 

'1 Preventwe Neonatal Care Procedures 
11  

i 
1, Prevent~ng Antenatal Asphax~a 
11 

Curing Antenatal Asphax~a 
? Curing inflammations 
I 

D~agnos~ng Prematur~ty 

Preventlve MaternaVInfant Nutrmon 

Prevent~ve Infant Morbidltv S ~ g n s  

Preventwe Imunlzat~ons 

Prevent~ve Plann~ng 

Preventive Breastfeedmg Importance 

11  Preventwe Methods of Breastfeeding I 
Preventwe Behav~ours l n h ~ b ~ t ~ n g  BF !/ 

Tramed 

Duration Average Duratlon 

Std Dev 

1 Place U n ~ t  

Tra~ning Center 

Sk~lls 

Preventne Care Procedures 

Cural~ve Care Procedures 

Delwerv Follow up Proced Preventw 

Deliverv Follow up Proced Curatwe 

Curatwe Management of Labor 

Preventne Postparum Care Proced 

, Curatwe Postparum Care Proced 

Preventne Neonatal Care Proced 

Curatwe Neonatal Care Proced 

Prevent~ng Antenatal Asphax~a 

D~agnos t~c  Antenatal Asphax~a 
, 

Preventing Inflammations 

Prevent~ve Vaccmatlons 

Prevent~ve Evaluat~on 

Preventwe Breastfeeding Importance 

1 Preventwe Methods of Breastfeed~ng I 1 



Table (3111) 

3Rll D~slnbut~oo of Pronders Who Have Kecelved rraro~ng as rralncrs or rra~necs by Dlstnct 

Total Provldcrs Supemsed /i 77 i 50 40 ' 56 

11 No % 11 No I % 11 No / % 11 No 1 % ll No 1 % 11 No I % 

Prowders Recervlng Tra~lung as Tramees m " 

Use of Maternal & Pennatal Case Mngmnt Proloco1 11 18 

I Ltfe Sawng Skills 
I* 

01 0011 

11 Brovrders Recelvlng Tramng as Tramers In I 

/ Use of Mat & Penn Case Mngmnt Protocol 

hie Saung SL~lls 



31301 Mean and Standard Dcv~at~on  

by Type of Prowdcr 

Tablc (3112) 

of Days Sincc Prov~ders Last Conducted 

Type of Prowder 1 Mean Days Std Dev 
I 

I I 

GP I1 52 12 3 
'I 
I Nurses 22 

'1 
I/ 



Table  (3/ 13) 

31302 306 I)lstrlbutlon o f  Heal th  Providers by In fo rma t~on  on Las t  C o m p l ~ c a l e d  Delrvcry Cxperlcoced by D ~ s t r ~ c l  

Dlstrlct  - 
I 

Edfu Daraw I l ~ o m ~ m b o ; ~  Aswan I Nasr  I' Luxor 

Provrdcrs 77 I 24 I 40 ! 50 'I 40 56 -- 
NO I z I N O  I % ! N O :  s I I N O  I "L ! I N ~  I % ip0 I % '1 

1- 
Conducted Dellverles Durrng Last Year 241 3 1 2 1 1 1  161 4001! 101 20011 1 1  27511 - 

NO 24 4 8 'I- 
Place of Dellvery 

I 
Home 

I Ilosp~tal/Facil~tv 
I 

Prlvate Clin~clHospltal 

Staled Compl rca t~ons  

Protracted Labor Because of Prlmpara 
/ I  

Protracted Labor for Other Causes 31 1251 5 
I 

Abnormal Presentallon of the Fetus 9 '  37511 3 

Outcome of Dellvery 

Llving Mother Llvrng Chlld 

Dead Mother Llving Child 

Llvlng Mother Dead Chtld 

Dead Mother Dead Ch~ ld  

Twins Both Alive 

Twlns Only One Allve 

Unsoeclfled 

7 2 1 1 2 5  0 1 1 0 0  0 0  0 

2 I 

3 3 0 0  1 
' 375 

rwln Delivery ' 5 2081 0 0 0  
I 

: j:: 0 0 0  4 

Umbihcal Cord Problems q 2 831 0 0 0  0 0 0  0 0 0  1 
I 

Ante Partum Hemorrhage 0 0 0 1  0 0 0  2 200  0 

Uterlne Atony/General Weakness 

Other 

Method of Dellvery 1 I I1 
I 

Suctlon Deliverv I 1 
4 2 1  0 0 0  0 

0 0  0 0 0  0 

Forceps Dellvery 
I 
I 2  1 125 188  3 3 0 0  2 

31 

I 
C Sect~on 0 3 3 7 5  1 6 3  1 100  0 

Normal Deiiverv 4 ! 5 0 0 1  1 1 1 6 8 8  6 600  10 
I 

I 
I 

875 1 0 1 0 0 0  10 

1 

0 0 1  0 001 0 0  0 0 0  0 

0 001 6 3  0 0 0  0 

0 0 0  0 0 0  1 

0 0 0  0 0 0  2 -- 

I 

62 5 

C-- 

Othe r  A t t endan t /Ass~s t an t  an Dellvery 

0 b/Gvn 

R e s ~ d e n ~  

General Practltloner 

Nurse 

Nobodv 

Other 1 



31307 310 D ~ s t r ~ b u t ~ o n  of Health P r o v ~ d e r s  by i n f o r m a t ~ o n  on D ~ s c h a r g c  of Dellvery Cases and  H o m e  V m t s  

. - 
I 

I Edfu 
I 

Omboli Aswan 11 Nasr  Luxor 
I1 II I! I1 I I 

P r o v ~ d c r s  A s s ~ s t e d  ~n Dclwery 25 16 1 10 16 

Il 

I 1 No of Dehver~es C.onducted at HosptaI/Fac~hty 

I No 8 11 
11 - 
I No of Days Before Discharge of Mothe r  

I 

I immed~ately 
I 

One Dav 

Two Davs 

Three Days 

Four Davs 

St111 at Hosp~tal 

' 1  Do not Know 
I 

I )  Home V~srts After D~scharge 

V m l e d  By 

Orderlv 

Phvslc~an 

Nurse 

Mean Davr Mother War V ~ s ~ t e d  After 

Std Dev 
I 

N o 1 9  1 8  11 11 9 ii 8 ' 8 11 

Mother Asked to V~srt Fac~ l~ tv  After Dellvery 

Reason 

Routme Check Up 

Problems 

Mother Returned for Vmt 

Mother Did Nor Return for V~srt 

Don t Remember 



Table  (3115) 

3f311 Dlstrrbut~on o f  Health P r o v ~ d e r s  By Management of C o m p l ~ c a t ~ o n s  By D l s t r ~ c t  

1; Dastr~ct  1: I I  

Daraw 11 Kom Ombo Aswan 
I I1 

Nasr Luxor I 

II 
Provtders 1 77,  $ 24 jjz 

/ Postparlurn Hemorrhage I 

Refer !I 551 71411 181 750iI  33 

Pre eclamps~aIEclamps~a 
1 1  

Asslst 

I Treat 
I 

' 1  Ass~st 
I 
1 Refer 

Puerperal Seps~s 

Treat 

Cornplicauons of Incomplete Abort~on 

Treat 
I 

I Ass~st 

Refer 

I Newborn Resuscltauon 

Treat 

Asslsl 

Refer 



Tab le  (3116) 

31312 318 Ihstrrbutlon of I lca l th  P rov~dc r s  By Referra l  Dctalls  of Prenatal  C r ~ t t c a l  Cases  by Dlstrtct 

Dtstrtct 

'I Edfu ' 
I 

Daraw l l ~ o m  Omboll Aswan I Naor Luxor 
I I 

P r o v ~ d e r s  I 77 , 24 , ,, 1 4 0  I ' , ,  50 I '  40 56 
l1 
I! No 1 % /! No I % 11 NO I % :I No I % ll N o  % ll No I % 11 - 

Providing Antenatal Care 701 90911 23 '95811 371 9251 421 84011 77 925 491  8 7 5 '  - 

Refer Cascs ' 571 81411 2311000~( 331 89211 411 97611 291 7841 42, 85711 

Referred Cases 

Mother aged less than 18 years 

Mother aged more than 35 vears 11 
Mother less than 145 cm tail 

D~abets 
I1 

Anemla 
p 20 

12 

Heart Fa~lure 13 

Preeclampsla 

No Fetal Movement 
I I9 

9 

Abnormal Presentation I 21 

Tw~n  Pregnancv l1 5 

Previous CS 

Antenatal Hemorrhage , 
', :; Repeated Abort~on 

Eclampsia I 
14 

Breathing Problems C 

Kidnev Illness I 

Liver illness I 
Other 2116711 

Cases Referred  Las t  3 Months  /I 
i i 

Comphcated Delivery Cases 

Mean 
I 1 
/ /  221 

Std Dev 1 1  3 5 1  061 1  l 

Post Partum Cases I (I 
I 

Mean 

Std Dev 

Neonatal Cases 

Mean 

Std Dev 

- Communicate with Facllmes Referred To 

Alwavs Accompanv Referred case 

\ornetlines Accompanv Referred cases 

Follow up on Referred Cases 

BY 
Telephone 

Regular Feed Back 

Informal Commun~cat~on 

Other 

Do Not Follow up 

Reasons  

No Records 

Not Required 

D~ff~cul t  to Follow up 

Orher 



Table (3117) 

314 All D ~ s t r ~ b u t ~ o n  of Prowdcrs  Who Have Health I n f o r m a t ~ o n  System a n d  M o n ~ t o r ~ n g  by D ~ s t r ~ c t  

i I 
I D ~ s t r ~ c t  
I! 11 I1 (1  I 
11 Ed fo  Daraw Komombo I/ Aswan Nasr  
I' 

Luxor 

I I  I[ II 
1 Prowders  

ji 
" 40 '1 50 ' 40 1 56 

1 24 -1 

1 46 i N o ,  % l l N o  I % Lo I % l I N o  % I N o  I 

I '  Providers Who F ~ l l  Ree~stratlon Frorns 

I 

, General Pract~t~oners 
1 , Nurses 

I 
R e g ~ s t r a t ~ o n  Forms  

Antenatal New V ~ s m  

Antenatal Follow Up 

Postpartum V I S I ~  
I 

Ch~ld  Care 
I 

Incubator Record 

Tramng on Mon~to r~ng  Qual~ty of Data 

Prov~ders Tramed to Ma~nta~n/AnalyzelUse Data 

Providers that Use Collected Data 52 1 67 511 18 75 0 28 

Purpose of Usage 

W r ~ t ~ n g  a report 
1 

Mon~tortng performance 

I I I /  

Evaluating performance 12 '  66711 7 

Collecting lncentlves I o O O I I  o 

Other !j 101 192i1 0 1  0 0 1  3 - 



Table (3118) 

3/501 503 506 D ~ s t r ~ b u l ~ o n  of C q u ~ p m e n l  D r u g s  a n d  Suppl lcs  By A d c q u c n c y  a n d  Cond111on By D l s m c t  

II I 

D ~ s t r ~ c t  11 
L 

II 
I 

/I I/ $ 1  
E d f o  D a r a w  II K o m o m b o  II A s w a n  N a s r  ii L u x o r  

I 
I I1 

P r o v ~ d e r s  ' 77 " 24 
I 

II 
4 0 ,  1 

40 , 5 6 ,  NO I % ! N o  / % / N o  I % I N 0  1 % ! I N 0  1 % ! N o  % ! I  

Reported A v a ~ l a b ~ l ~ t v  of Essent~al  Drugs and 
I 
,, Supplles tor Mothers and Neonates 
I ,  
I , Do Not Know 

Reported Shortages 

N o  

S o l u l ~ o n s  

Produce Locallv 

C I~ent  Buvs 

Other 

N o  

Reported Inadequancy of Blood Supply 

Do Not Know 

N o  

S o l u l ~ o n s  f o r  l n a d e q u a n c y  o f  Blood  Supply  

N o  

I k p o r ~ e d  Shortage of Essent~al  Equ~pment  

Do no1 Lnow 

C o n d ~ l ~ o n s  of Equipment 

Good cond111on 

Average cond~t ion  

Bad cond~tion 



Table (3119) 

31502 Pcrccntagc Distnbut~on by Providers Rcportmg Shortages in Supphcs and Drugs by Distnct 

I, N 1 % l I N  % I I N l % I l N  - ,, Shortage in Suuvlics 
Surgical Thread 

I 

Towels to DN Babv 
I Dlsposal Svnngs 

I V & B1 Trans fits 
I Cord Ties 
11 Dressings 
'I Protienuna Test Supphes 
I' Rvle Tube 
'I Shortage in Drugs I /! Anesthetm (~enera l )  

I Type Not Specified 
Ampic~llin lqection 1 
Amoxlde 
Other d r u s  I 

I 

Type Not Specified 11 11 181 0 001 1 37l 2 
I Tetracyclin Ointment for Eyes 

I 01 
001 0 0 0  0 0 0  0 

Silver Nitrate Eye Drops Neorates 2 ,  371 0 0 0  7 4  1 
2 /  

Anaenia Iron Tablets , 221 400 81 533 4 148 12 
I1 Hypertensive Tablets 2 1 66 1 3 7  1 

371 'I Magnesium Sulfate Injections 1, 1 
1 8  0 1  00  0 0 0  2 

Anupyretics & Analgesics I 7 129 51 333 4 148 5 
I/ ~axatives \I I 0 0  
I 
11 Calcium Injections 1 3 55, 11 66 

Neonatal Drug ; 01 001 01 00 
Antidiarrheal Drugs 61 11 11) 21 133 
Drugs for Genital Infections 1 1811 1 '  66 
Sodium bi Carbonate 0 '  0011 0 0 0 1 1  01 001 1 
Drugs tor Common Cold & GIT 
Ammophvlline 
Spasmolvtics 
Drugs for Respiratory Ilnfections 
Immunolog~als (Vaccmes) 
Tetanus Toxoid 
Ergometnne or Oxytocin Injection 

I Anusepics 
Intravenous solut~ons 
Not specified 
Glucose solut~an 

8 Contraceptwes I 

I Condoms 
1 Do not Know 

Nasr Luxor Ed fu Daraw I Kom Omboll 
I 
b r 
I 
I 
1 



Table (3120) 

3/505 Shortages III Equipment by Drstnct 

I tem 11 Edfu Daraw Kom 0mbo I/ Aswan Nasr Luxor 

I \ N ~ % ~ ~ N I % I ! N I % I ~ N  
I- /I I /I I I- 

// I l l , ,  
All Equipment 0 001 0 1  00ii 0 1  0 0  1 

Sphygmomanometer 1 201 2 1 5 4  2:  125 2 
I 

Adult & Infant Stethoscopes 7 1 4 3  11 7711 31 188 1 
# I I 

Adult & Infant Weighmg Scales 6 1221 11 771 11 6 3  4 
I 

I) oxygen I 5 1021 154 1 '  6 3  1 2 ,  
I 
I Stenher 2 4 1  0  00 0 00 0 
I 

Autoclove 0 00 1 7 7  1 6 3  0  

'1 ~hermometer 0  0 0  1 7 7  1 6 3  3 
' Manual Vacum Aspirator 

Laboratory Equipment 

Basins 201 771 0 0  0 1  1 0  3 3  
I 

height Measure ( 2011 2 1 5 4  1 6 3  3 

3 m  1 1 1 '  11 1 / 001 0 1  00 a I All equipment 

1 Speculums 

'1 Vacuum Extractar 

Obstetnc Forceps 

Sclssors 

Sutureneedles & Suturematems 

Uttlity Forceps 

Sonar 

Incubator 

Delivery IQts 

Rehvdratlon 1 1  01 0011 0 '  0011 1 6311 01 
U w  

Do Not Know !! 51 19211 110011 1 5 0 1 m ~ l 0 i (  01 0 0 1 b  



Table (3121) 

31601 D~stnbution of Actiwties that Prowders are Involved in wth Dayas by Dlsmct 

~- 

Dlstnct 
I Danw li~orn 0rnboli Aswan ' Nasr 1 Luxor 

Prowders 11 77 " 24 I' L 

V N I % I ! N ! % / I N  
I- 

None 11 541 70 111 221 91 711 25 

Table (3122) 

Trairung 1 141 1821 2 ;  8 3  1 

31602 Dlstnbution of Prowdres Usmg IEC Matenals m Facihties by Topics and Matenals by Dlstnct 

v a n a b l e s t  jEdfo Daraw ! ! l ( o m ( l m b o / l F j !  Luxor 11 

0 

S u p e ~ s l o n  
1 1  

I Management of Referred Cases , 
1 

I$ 8 1 0 1  01 

'; Topics l ~ ~ i r  

I 
Prowlon of Suppl~es 

Tetanus Toxoid 17 708 
I 

1' mk of Anemla dunng Pregnancy 4 5 2  

Maternal and Chlld Nutnuon 
01 

0 0  
I FP & Frequency 
' Rlsk Factors dunng Pregnancy 111 0 0  

CMd Immun~zauon 
Importance of Breastfeeding 

/I 61 7 8  
BF Pos~tionmg 1 281 364 

31 391 11 4 2  

Other 1 1  2 26 / /  3 1251: 1 - 
IEC Matenais / I  (1 / 11 

Collecting Infromation 1 1 3  0 0 0  

11 Other I 21 2 6  0 0 0  

Posters 
I 

Brochures 

1 Fhp Charts 
Booklets 
Conferences 
Do Not Have 



Table (3123) 

31603-604 Dlstnbution of Educational Activities Implemented 1n the Last Three Months by Actiwty, Placc ant 
Target Group and the number of Home Vlsits by Dlslnct 

I Providers 24 '1 50 I 56 
I 

Actlvmes 
1 ,  SessionslMeetmngs/Lectures 
11 Place 
'l Inside the Fac~lmty 
1 Traget Gmup 
II 
I Mothers 

I Home Vlsmts Last 3 Months 

Average Vlsits 8 76 
, Std Dev 16 8 



31701 704 Dis t r~bu t ton  of Providers  Accordtng t o  Age Lducat tonal  Degrcas  a n d  Woktng D u r a t ~ o n  by Dtstrict 

, 
Edfu Daraw Kom Omboo Aswan I Nasr  Luxor 

I I 11 40 
1 

Provtdcrs  24 40 I 50 I 56 
I 

I I N ! % !  N I % / ~ N I % ( N I % \ ! N ~ % I I N % ~  
I 

I Age I ;I I 
I 

1 
2 7 8  '1 2981 Mean Age of Providers 11 31 1 I 

Std Dev 'I 9 5 ,  I 761  1, 1001 11 9 6 1  

C d u c a t ~ o n a l  D e g r e e  1 

1 c Secondary 

/i Secondary Nursing 

11 Del~verv D~ploma 

Un~vers~ty  Degree ( M D  o r  Nurs~ng) 

I Durat ion  of Work  In C u r r e n t  F a c ~ h t y  
I 

Mean Months Staved at Facil~ty 45 2 
I 

Std Dev 66 8 I 

Durat ion  Providers I n t e n d  T o  Stay  
I 

I 

For Ever 
I 

I 
Not Dec~ded 

I Want to Leave Immed~ately 
1 Gwe a Durat~on of T ~ m e  

Mean Months 23 1 12 6 10 6 

Std Dev 11 6 

Table (3/25) 

31705 D i s t r ~ b u t ~ o n  of Durat ion  In Previous Work Places of Provtders  by D ~ s t r ~ c t  

I, Edfu Daraw K O  O~ 4 r ; ~  

:Y..r 1' P r o v ~ d e r s  il 7 7 ,  ! 24 

,, N o  1 % ll No I % I/ No 1 % I N o  I % N o  % N o  % 

Durat ion  In Yea r s  

2 4 0  3 0 1 0  1  

4 6 0  1 0  1 0 1 
I I 

6 8 0 0 0  0  1 0 0  4 0 1  

8 + 0  0  0  1  0  1 

No Prewous Posmons 



Table (3126) 

31801 - 803 D ~ s t r ~ b u t ~ o n  of Health Prowders According t o  Them Pnvate Prac t~ce  by D~str lct  

1.- - - 

P 1: District 
II 
11 ' Edfu Da; Aswan Luior  
ll 
// No of Prowders /j n, 2 4  40 50 I 56 

I I II 

i 'I NO I % I! NO 1 % (1 NO I % 11 NO I % 11 NO I % 
I 

Provlders Havlng Prlvate Practices " 141 1821 91180l l  8114311 

No -11 I. 

Place 

1 Private Clinic 

Voluntary Organization Dispensary 1 21 14311 0 

Home V ~ s ~ t s  11 6142911 1 

I' Frequency of Encountering Cases li i il 
Complications of Pregnancy 

I 
I Mean 
I 
I Std Dev 

I Comphcations of Dehvery 

Mean 

I Std Dev 

Compl~cations of Abortion 

Mean 

Std Dev 1 1 1 6 1  11 8 1  

Provlders Encounter 
I I-- 

Premature B~rth 101 7141 2 

Low Birth Weight 11 1218571 3 

Neonates wth Breathing Difficulty 1 131 9291 1 

Neonate With Congenital Defects 71 500 2 

Neonates W ~ t h  Icterus Neonatorurn 8 5 7 1  1 

Nasr District Provlders dld not report any Private Practice 



Table (3127) 

71805 D ~ s t r ~ b u t ~ o n  of Health Provlders Who Have Prlvate Practices by Frequcncy of Encountering 
Problcms and Actions Taken by D~strlct 

Dlstrlct 
i Edfu Luxor 

1 
1 3  8 , No of Providers w t h  Privatc Practice , 14 

j' No % , Problems 11 I 

I Premature Blrth i j  10 1 71 4 
Range in months 

0 2 Months 

'I 
3 6 Months 

I 
7 12 Months 

Actions Taken 1 1  
1 1  

Refer 
I Treat 
4 I 

I Call Speclaiist 
, other / I  0 1  0 0  

Low Blrth We~ght  
Range In months - 

0  2 Months 'I 7 
3 6 Months 
7 12 Months 

I 
'I 0 

Actions Taken 
Refer 
Treat 

i 6 
4 

Call Specialst I 2 
I 0iher 11 01 0 0  
, Neonates with Bearthlng D~fficulty 1 131 929 
, Range In months / I  1 
i 0  - 2 Months 91 692 

I 
3 - 6 Months 1 3 2 3 1  
7 12 Months 1 '  7 7  

I 

Actions Taken 
I Refer 7 5 3 8  

Treat " 3 23 1 
Call Speaahst 1 21 154 

other ' 11 7 7  
Neonate Wlth Congennal Defects 7 500 

Range In months I 

0 - 2 Months 41 571 
3 - 6 Months 31 429 
7 12 Months / /  01 0 0  

Act~ons Taken 
Refer 
Treat 

Call Spec~ahst 
Other ii 0 1  0 0  

Neonates Wlth Icterus Neonatorurn " 8 1 57 1 
Range m months 1 i - r  

0 - 2 Months 1 4 500 
3 - 6 Months 41 500 
7 - 12 Months 'I 0  0 0  

Act~ons Taken /I , 
11 

Refer I 4 l  500 
Treat I: 3 1 37 5 

Call Speciaht 
Other 



QUESTIONNAIRE # 4 

ANTENATAL EXIT INTER VIEW 

Location 
Table (#/I) 
Table (4/2) 

Table (4/3) 

Table (44)  

Table ( 4 4  

Table (416) 

Table (4/7) 

Table (4/8) 

Table (#/9) 

Table (#/I 0) 

Table (4/11) 
Table (4/12) 
Table (4/13) 

Tabie (4/14) 

Tabie (4/15) 

Tabie (4/16) 

Percentage Distr~bution by Location of Interv~ew 
Average Distance and Time Needed to Go to F a c ~ l ~ t y  by D~strict 
Average D~str~bution According to Transportation Means, 
Average Cost to Go to Fac~lity, Accompanymg Person and 
Average Waiting Time by D~strict 
Average Distribubon According to Women's Sat~sfact~on W ~ t h  
Recept~on by D ~ s t r ~ c t  
Average Distribubon of Women Who Met With Nurses in Vis~t  
by District 
Average D ~ s t r ~ b u t ~ o n  According to Examrnat~ons Made For 
Them a t  Facility by Distr~ct 
Average Distribution According to Adm~ssion to Physic~an in 
Vis~ t  and Waiting T ~ m e  by District 
Average Distribution by Privacy of Examinat~on, Questions 
Asked to Clients by Physician, Examinabons and Explanabons 
Given To Client by District 
Average Distribubon by Advice Given to Client, Medications 
and Discussion With Privacy by Dwtrict 
Average Distribution by Satisfachon With Serwces Prov~ded 
by D ~ s t r ~ c t  
Average Distr~bution by Tim~ng of Pregnancy and Access~bil~ty 
Cards by District 
Average Distribution by Reason of V~s~ t ing  Fac~lity by Distr~ct 
Average Distribut~on by Place of Next Dellvery by D ~ s t r ~ c t  
Average Distribution Accordmg to Birth Attendant Preferred 
and Reasons for Preferring Phys~cian by District 
Average D~stribuhon Accordmg to Number of Vmts to F a c ~ l ~ t y  
and Deta~ls of Prevlous V ~ t s  by Distr~ct 
Average D~stribut~on Accord~ng to V ~ s ~ t s  to Other Fac~h t~es  by 
District 
Average Distribution Accord~ng to No. of Pregnancies, 
Liveb~rths, Children, Pregnancies Waste and Child Loss By 



Table (4/I 7) Average Dlstr~bubon Accordmg to Compllcatlons of Prevlous 
Pregnancy, Dehvery & Normahty of Baby by Dlstrlct 

Table (4/18) Average Dlstrlbut~on Accordmg Place of Delwery, Provlder 
and Home V~slts After Dellvery by D~str~ct  

Table (4/19) Average D~str~but~on Accordmg to Cost of Delwery and Cost 
Detalls by Dlstr~ct 



Qucstlonnaire (4) - Locatxon 

(4) Pcrcentagc Drstribul~on by Localron of lntervrew 

I' 
N o  of Cases 60 I 14 Ii 24 " 27 16 I 24 -, r 7  ,I 

I N 0  I % I N o  I % I!No I % IINo I % ! ! N o  I Z / / N o  4 % 

I 

11 Home I' 511 8 5 0  5 
\I 

1 

I Iiealth Fac~htv 
It 

i. 

Table (411) 

41101 102  Average D~stance and Time Needed to Go  to Facrlity by Dlstrlct 

I. Drstrrct 

N o  of Cases 
1( 

Daraw Kom Ombo Aswan 

1 60 ' I 1 4  1 24 27 
'I 

- N O  96 N O  % \ ! N O  i % 1u 
Do Not Know Dlstance to Fac~ l~ ty  

Know Dlstance to Facrlity 

Average D~stance In Kms 
I1 

Std De\ 

Do not Know T ~ m e  Needed to Go  lo Fac~lltv 59 9831 

know r ~ m e  Needed to Reach Fac~ l~ tv  1 171 1 4 i 1 0 0 0 / (  2411000(1  2 7 1 1 0 0 ~  
I 

Average r ~ m e  In M~nutes  18 1 



Table (412) 

41103 106 Average D ~ s l r ~ b u t ~ o n  Accordmg to  Transpor t a t~on  Means, Average Cost l o  G o  l o  k a c ~ h t y  Accompany~ng 

Person and Average W a ~ t l n g  T ~ m e  by D ~ s t r ~ c t  

I/ I D ~ s t r ~ c t  11 

II 
I I Edfu 

I' 
Daraw l i ~ o m  0mbo11 Aswan Nasr 

11 I '  I1 
1 No of Cases 1 6 "  14 

2 4 ,  ' 2 7  

- 16 
I1 

I l l N o  1 % 1 1 N o i  , N o  I % ( N O  / % l l N o  I % l l N o  I % 1 

Transpor t a l~on  Used lo G o  to  F a c ~ l ~ t y  

On Foot 
li 1 Boat 

I TaxJMlcrobus 

1 ~ r ~ v a t e  car 0 0 3 7 0 0 
I 

Other 

' Do Not Know Average Cost of Golng to Fac~ l~ ty  

I Know Cost 

11 Average Cost of Gomg to Fac~lrtv (m PT) 55 0 100 0 

I Std Dev 50 0 
I 

Person Accompany~ng C l ~ e n t  to  F a c ~ l ~ t y  

Nobodv 
I 

Someone 
I 
11 
I Husband 

MotherIMother In Law 

I1 ReiatwesfNe~ghbors 

/ Average Wa~tlng T m e  In Faclhty ( ~ n  Mln ) 42 9 41 7 36 1 42 1 

I Std Dev - 26 2 49 6 28 2 , 135 

Table (413) 

412 All Average D ~ s t r l b u t ~ o n  Accordmg t o  Women s S a t ~ s f a t ~ o n  W ~ t h  R e c e p t ~ o n  a t  F a c ~ l ~ t y  by D ~ s t r ~ c t  

I 

// D ~ s t r ~ c t  

,, Edfu I 
' 

Daraw  om omboll  Aswan 1 Nasr I '  
I 

No of  Cases 

First Recewed a t  Fac~ l r ty  by 

Orderly 

Nurse 

Clerk 16 7 14 8 

Porter 

Felt Welcomed 

Did Not Feel Welcomed 

I Person Recewed Cl~ent  Was Helpful 

Person Recewed Cl~ent  Was Not Helpful 

W a ~ t r n g  Place Was 

Very Comfortable 

Somewhat Comfortable 

Not Comfortable 1 



Table (414) 

41301 303 Averagc D ~ s t r ~ b u t ~ o n  of Women Who  Mct  Nurses D u r ~ n g  V I S I ~  a n d  Average W a ~ t ~ n g  rmc BcCore S e e ~ n g  thc  
Nurse by D ~ s t r ~ c t  

No of Cases 

D ~ s t r ~ c t  

Edfu I D a n r  I\l(om Ombo!i A s r a n  1 Nasr  1 Luxor 
I1 I1 1 

Table (415) 

! ) N O  % U N O ~  % \ \ N O \    NO I Z I I N O  4 b i i ~ 0 l  % I  

Have Seen A Nurse Durlng VIS. 401 6671 13 9 2 9 )  19 792' 26 9631 16 1000 24 1000 

/ Have Not Seen A Nun. Durlng VISII 
1 I 

2 0 3 3 3  1 7 1  5 201 1 3 7  00 0 00 

41304 307 Averagc D ~ s t r ~ b u t ~ o n  According t o  E x a m m a t ~ o n s  Made For  Chen t s  a t  F a c ~ l ~ t y  by D ~ s t r ~ c t  

No 

I Average W a m g  T m e  Before Seelng Nurse (Mm ) 

I Std Dev 

W a ~ t ~ n g  T ~ m e  Was 

I Long 

/ Reasonable II 

No of Cases 
I 1  

I Welghed 
I 

I i e ~ g h t  Measured 

Urine Sample Taken 

Ulood Sample Taken 

Was Explained What Is Bemg Done and Whv 

40 
I 
1 13 

37 ' 1 92 "1 5 1: 10:: 

19 

0 3  

1 1  

6 4  I 

1481 I 1: 
I 

1 

24 

3 5 

10 9 

26 ' 16 

0 2 

1 0  

3 4 

6 0 



Table (416) 

41308 310 A v e r a g e  D ~ s t r ~ b u l ~ o n  Accord lug  t o  A d m ~ s s ~ o n  lo Physlclan In Vssrt a n d  W a i t m g  Tmc by D ~ s t r ~ c t  

D ~ a t r r c t  

I 

11 60 N o  of C a s e s  

i Met Wlth Phys~cran Durtng the Vlstt 
i l  

Dtd Not Meet Wtlh Phvslctan Durtng the Vlslt 5 31311 111 45811 

Average Wattlng T u n e  (tn Mtn ) 35 3 

W a r t ~ n g  T ~ m c  W a s  

/I Long 

11 Reasonable 

Table (417) 

41311 317 A v e r a g e  D ~ s t r ~ b u t ~ o n  by P r ~ v a c y  of E x a m ~ n a t ~ o n ,  Q u e s t ~ o n s  A s k e d  t o  C l r e n t s  by P h y s l c ~ a n  E x a m i n a t ~ o n s  

a n d  Explanations G w e n  To C h e n t  by D ~ s t r ~ c t  

D ~ s t n c t  
I 

Edfu  j/ D a r a w  i ~ o m  O m b o  A s w a n  

I N o  A d m l t t e d  t o  P h y s ~ c ~ a n  25 
I 

Phvslctan Was Pohte and Frlendlv 
I 

W a s  A s k e d  A b o u t  
I 

Prev~ous  Experience w ~ t h  Pregnanc~es/Del~ver~es 
I 

Prevlous E ~ p e r l n c e  w ~ t h  Breast Feedmg 

C h e n t  W a s  E x a m m e d  

Pr~vately 

Infront of Others 

Was Bothered by Thts 

Was Not Bothered by Thls 

T h e  P h y s ~ c i a n  

Exam~ned Heart Wlth Stethoscope 

Measured Blood Pressure 

Examtned Abdomen 

Exam~ned Breast 

Examlned Cltent Gynecolog~cally 4 400 
I Examlned Chent bv Ultrasound 

i 
Explamed What Was Happenmg and Whv 



Table (418) 

41318 323 Average D ~ s t r ~ b u t ~ o n  by Adv~ces  G ~ v c n  to  C I ~ c n t  M e d ~ c a t ~ o n s  and D ~ s c u s s ~ o n s  W ~ t h  P r o v ~ d e r  by D ~ s t r ~ c t  

Dlslrlct 
I 1 Edfu I D a n w  i ~ o m  o m b 0  Aswan 1 Nasr I I Luxor 

No of Cases 
I 1/ 60 ! 14 24 

I 
I 

I W a s  Adv~sed  on !I I 11 , 
I 

R~shv S~gns of Pregnancv or Dellvery 

How to Act ~f Rlsky Slgns Accord~ngly 

Proper Nutnuon 

Personal Hyg~ene 

Exerc~se 

Breast Hygtene 

Iron Pills 6 \ 1 0 0 ) 1  9 1 6 4 3 i j  4 

Other Medlcat~ons 
I 

Exp~a~ned Usage of Med~cat~ons 
I 
I Prov~der Discussed W~th Clrents Place of Dellvery 

1 1  
I Told When To Come Next 



Table (419) 

41324 327 A v e r a g e  D ~ s t r r b u l r o n  by S a t r s f a c t ~ o n  Wrth S e r v ~ c e s  P r o v ~ d e d  by D ~ s t r r c t  

N o  of C a s e s  

Sausf~ed Wlth Servrces Provrded 

11 Not Satlsi~ed W ~ t h  Scrv~ces Provlded 

N o  

1 R e a s o n s  T o r  S a t ~ s f a c t ~ o n  

ii Frrendlv Recept~on  

Assurance 

I; Instrucclons 
/I , R e c e ~ v ~ n g  Curatrve Treatment 
11 

Short Wamng Trrne 

Comfortable Place for W a ~ t ~ n g  

' 1  Other 

I N o  

R e a s o n s  F o r  N o n  S a t r s f a c l ~ o n  
I 1; Unfrlendlv Receptron 

' Worrred/Not Assured 
I 

Long W a ~ t ~ n g  T ~ m e  

Drd Not Rece~ve  What She Came For 
I 

Not Examlned As Expected 

Medrcat~ons Not As Expected 

Other 

S e r v ~ c e s  T h a t  Should  H a v e  B e e n  P r o w d e d  

Nothmg 

More Infromallon 

More Instruct~ons 

Better Exammatlons 

More Tests 

Provls~on of M e d ~ c a t ~ o n s  
I1 

Prescr~ptlon of V ~ t a m l n s  and Iron P~l l s  

Sonar (Ultra Sound) 

Other 

Intend T o  Come Back T o  The Fac~llty 
l 1  

W ~ l l  Recommend Others T o  Come to Facllity 

Edfu 1) D a r a w  IICorn 0 m b o j  Aswan 1 N a s r  " ~ u r o r  
I1 11 I! 



Table (4110) 

41401 402 Average D ~ s t r ~ b u t ~ o n  by T ~ m ~ n g  of Pregnancy and A c c c s s ~ b ~ l ~ t y  Cards by Dtstr~ct 

D ~ s t r ~ c t  I, 

, 
1 EdEu 

I 

No 01 Cases 14 27 

Mean Durat~on of Pregnancy ( ~ n  Weeks) 

l Std Dev 

I She Has the Access~b~llty Card 
I 
11 She Forget I'o Get ~t W ~ t h  Her This T ~ m e  

She Wasn t CI~ven One 
I 

Table (4111) 

41403 Average D ~ s l r ~ b u l ~ o n  by Reason of Vmtng F a c ~ l ~ t y  by D ~ s t r ~ c t  

D ~ s t r ~ c l  

Daraw Kom Ombo Aswan Nasr 

No of Cases 24  27 24 

Regular Check up 

Felt Tlred 

V o m ~ t ~ n g  Occured 

Fclt Headache and Blurred V ~ s ~ o n  7 4 

For TT Shots 

To Check on Prcgnancv 

Olhcr 



Table (4112) 

41404 Average Dlslrlbutlon by Place Intended for Next Dellvery by D ~ s t r ~ c t  

II 
!I Edfu ' Daraw / / ~ o m O m b o ~ l  Aswan Nasr Luxor 

i 6 0  
I 

/I I 
No of Cases , / I' 1 4  'I 24 27 16 2 4  - 

I1 NO i % il NO / % 

I Home 411 68311 2 ,  1 4 3  

I T h ~ s  Facll~tv 

/ Other M O H  Fac~lltv 

Haven t Declded Yet 11 41 6711 31 2 1 4  

Table (4113) 

41405 Average Dastr~but~on Accord~ng to Blrtb Attendant Preferred and Reasons for Preferrmg P b y s ~ c ~ a n  by D ~ s t r ~ c t  

N o  of Cases 

Prefers I I I I 
Dava 

I 
Nurse 

General P r a c t ~ t ~ o n e r  

Female P h v s ~ c ~ a n  7 i  l l 7 l /  31 2 1 4  
I' 

I I 
Not Yet Decided 1, 4 67/1 11 7 1  

I 
Other i 0 1  ooil 0 1  o o  

Preferred Phvs~clans 1) 36 60 01'- 

NO i 36 IF 
Reasons For Preferrrng Physman 

Great Sk~ll  

Ava~lab l~ tv  

Easy Access 

Comfort 

Other 

D ~ s t r ~ c t  

;om Ombo Aswan I' 
I/ 

Nasr ' 
II 

Luxor 



Table (4114) 

41406 413 Average D ~ s t r ~ b u t i o n  Accordrng t o  Number of Vrsrts to Fac~ l i l y  a n d  Detarls o f  Prevlous Vrsrts by Drstrrct 

Drrtrrct I 
I 

Luxor  

I No  of Cases  16 

First T ~ m e  To Check Up on T h ~ s  Pregnancv 

1' Advrsed T o  Come  T o  Fac r l~ ty  By 
I1 
:I No Bodv 
1' Husband 
I 
'I 

MotherIMother in Law 1 2 0 0  

Relat~ves/Ne~ghbors 
I 

Prlvate Phvs~c~an 0 0 

Other 
r----.-I 

No Checked o n  Pregnancy Beforc 

Average No of Tlmes Chent Came for Check Up 

11 
Average h r e h s  Pregnant at F~r s t  Vlsrt 

/I Std Dev 

/ In  Prcvrous V m t  t h e  Heal th  P r o v ~ d e r  

11 Measured Helght 

Measured We~ght 

Analvzed a Urine Sample 

Analvzed a Blood Sample 

txarnlned Breast 

Measured Blood Pressure 

Exarn~ned Cl~ent Genrtallv 51 20011 1 111d 2 
I1 

Explamed R ~ s k  Factors and Actrons 

Counselled on Nutrrtron and 

Prescr~bed iron P~lls 

Set Another Date for Check Up 

Ultrasound 

In P r e v ~ o u s  Vrsits H P  Explarned 

Benef~ts of Breastfeedmg 

Imp of Excluswe Breastfeeding (to 6 months) 

Imp of Feed~ng on Demand 

Had Chance to Ask Qucst~ons of Concern 

Got Very Helpful Answers 



MINISTRY OF HEALTH AND POPULATION 
HEALTHY MOTHER HEALTHY CHILD PROJECT 

DIAGNOSTIC STUDY FOR MATERNAL AND NEONATAL HEALTH 
Quest~onnaire # 4 

(Antenatal Exzt intervrew) 

Case No U n  
Governorate 

District V~llage Hospitals/Untt 

0 i 
mu 

Name of Interviewed 
n 
I 

Place of Intervtew 1 Home 2 Unit 

Age Address - 
Name of Interviewer Date of interview I /19 u 

I 
We are researchers requlred bv the Mmstrv of Health and Population to implement a research Can we take 15 mlnutes 
of vour time to ask you some questions concerning your heath conditions and the servlces prov~ded by this untt? I 
1 Access 

10 1 How much 1s the d~stance form your house to the facility' 
kms Doesn't know ( ) 

102 How much tlme d ~ d  you need to come from your home to thls 
un~tlhosp~tal' mlnutes 

1 03 What transportation d ~ d  you use? 
1 Walklng ( 1 
2 Ridlng an~mal ( 1 
3 Animal drawn Carriage ( 1 
4 Boat ( 1 
5 Tax~IM~crobus ( 1 
6 Private car ( 1 
7 Motor-Cycle ( ) 
0 Other (specrfyl 

104 How much does ~t cost you to come to t h ~ s  faclllty and go back 
home? PT 

103 Who accompanied you today? 
1 No one 
3 Husband 
3 MothedMother in law 
4 Relat~ve Ne~ghbor 
0 Other (Specrfy) 



106 How long have you been In t h ~ s  fac~l~tv' mlnutes 

Who recelved you when you reached the un~t/hosp~taP 
1 Orderly ( 1 
2 Nurse/Mldw~fe ( 1 
3 Receptlons~t ( 1 
4 Porter ( 1 
0 The Physlc~an 

When you reached the fachty, were vou made to feel welcome' 1 Yes 2 No 

Was the person who recewed you helpful? 1 Y e s  2 N o  

How comfortable was the place where you had to wait' 
1 full) 2 part~ally 3 non 

3 Serv~ces Received 

Nursmg Care 

30 1 Did you see a nurse durmg thls V I S I ~ ?  

302 How long d ~ d  vou have to walt before you saw a nurse' 
mrnutes l g h t  away ( ) (go to 304) 

303 Do vou cons~der thls waltlng tlme 
1 Long? 2 Reasonable? 

303 Did anyone we~gh you today' (On the day of the last vls~t) 

Did anyone measure your he~ght' 

305 Dld anyone take a urlne sample for anaiys~s' 

306 Did anyone take a blood sample from your finger? 

307 Did anyone explam to you what IS bemg done and why' 

Phvsrc~an Care 

308 Did you see a physlc~an durmg t h ~ s  V I S I ~ ?  

309 How long dld you have to Walt before bemg adm~tted to the 
physlc~an' mlnutes 

1 Yes 2 No(go to 304) 

1 Yes 2 No 

1 Yes 2 No 

1 Yes 2 No 

1 Yes 2 No 

1 Yes 2 No 

1 Yes 2 No(goto 317) 



3 10 What would you consider thls time? 
1 Long 2 Reasonable 

3 1 1 Was the physic~an polite and friendly? 

312 Did the physic~an ask you about the duration of your current 
pregnancy? 

3 13 Did he ask you about your prevlous pregnanc~esfdel~veries? 

3 14 Did he ask you about your prevlous experlence with breast-feeding 
or experlence of other fam~ly members? 

3 15 Were you exammed by the physic~an pr~vately or there were other 
cl~ents In the room7 

1 Pr~vately 
2 Infront of others 
Iflnfiont of others Did that bother you7 

3 16 Dtd the phvs~cian 
1 Examine heart w ~ t h  the stethoscope 

2 Measure blood pressure 

3 Examine abdomen 

4 Examme your breast 

5 Examine you gynecolog~cally 

6 Examme you by ultrasound 

3 17 Dld anvone expla~n to you what they were doing and why? 

1 Yes 

1 Yes 

1 Yes 

1 Yes 

1 Yes 

1 Yes 

1 Yes 

1 Yes 

1 Yes 

1 Yes 

1 Yes 

1 Yes 

318 Did e~ther the physlc~an or the nurse tell you of risky s~gns  of 1 Yes 
emergency of pregnancy or dellvery7 

3 19 Drd they tell you what you should do ~f any of these emergency slgns 1 Yes 
occur? 

320 Did they adv~se you on 
1 Proper nutrltlon 

2 Personal hyg~ene 

4 Breast hyg~ene 

1 Yes 2 No 

1 Yes 2 No 

1 Yes 2 No 

1 Yes 2 No 



32 1 Were you glven 
1 TT Injections 

2 Iron p~l l s  

3 Any other medications 

I Yes 2 No 

1 Yes 2 No 

1 Yes 2 No 

Did they expla~n to you how to take iron pdls or any other , Yes No 

322 Dld the physman or the nurse discuss w ~ t h  you the place for your 1 Yes 2 No 
dellvery7 

333 Dld any one tell you today about the next date for you to come? 1 Yes 2 No 

Satrsfactron of Servrces Prowded 

324 Were you satlsfied w ~ t h  the servlces you rece~ved today' 
Ifyes why7 1 Fr~endly recept~on 

2 Assurance 
3 lnstruct~ons 
4 Receiving of curatlve treatment 

5 Short waiting tlme 

6 Comfortable place for waitmg 
0 Other (speczJLI 

y n o  why7 1 Unfr~endly reception 

2 Womedtnor assured 

3 Long waltlng tlme 
4 Did not recelve what you came for 

5 Not exammed as expected 
6 Med~cat~ons not as expected 
0 Other (specrfy) 

315 What other servlces you feel should have been prov~ded durmg your 
~ l ~ l t ?  

1 Nothlng ( 1 
2 More mformation ( 1 
3 More lnstructlons ( 1 
4 Better exarnmatlons ( 1 
5 More tests ( 1 
6 Prov~s~on of rned~cat~ons ( 1 
7 Prescr~pt~on of v ~ t a m ~ n s  and iron pdls ( ) 
8 Sonar (ultra-sound) ( 1 
0 Other (spec&) 

326 Do you intend to come back to thls facility~ 1 Yes 2 No 

377 Wlll you recommend anyone else to come to thls fac~l~ty? 1 Yes 2 No 



4 Antenatal H~story 

40 1 How long have you been pregnant? weeks months 

402 Do vou have today the card that they gave vou t h ~ s  or the previous 
t1me3 

1 Yes 
2 No I forgot ~t 
3 They gave me no card 

403 Why d ~ d  you come today? 
1 Regular check-up 
2 Felt tlred 
3 Vomiting 
4 Headache and blurred vlsion 
5 Fetus doesn't move 
6 Hemorrhage 
7 TT shots 
8 Check on pregnancy 
0 Time for dellvery soon 

403 Where are you plannmg to have dellvery7 
1 Home 
2 T h ~ s  facrl~ty 
3 Other MOH fachty 
4 HI0  faclltty 
5 Pr~vate faclllty 
6 Haven't Declded yet 
0 Other (Speclfyl 

403 Who would vou hke to del~ver you7 
1 Daya 
2 Relatlve/nelghbor 
3 Nurse 
4 GP 
5 Female phys~clan 
6 ObiGyn Speclal~st 
7 Not yet declded 
0 Other (spec@) 

Ifa physrclan Why' 
1 More experience 

2 Great skdl 
3 Avadab~l~ty 
4 Easy Access 
3 Cost 
6 Comfort 
0 Other (specify) 

406 Is thls the first tlme for you to check-up on t h ~ s  pregnancy here' 1 Yes 2 Notgo lo 408) 

5 



407 Who suggested to you to wslt thrs fac1l1ty9 
1 No one (go to 4 14) 
2 Husband (go to 414) 
3 Motherlmother in law (go to 414) 
4 Relat~ve ne~ghbor (go to 414) 
5 Prlvate physrcran (go to 414) 
0 Other (specrfyl 

408 How many t~mes  dld you come for checklng on thls pregnancy 
(~ncludmg today)? tlmes 

409 How many weeks pregnant were you when you came here for the 
first time? weeks months 

4 10 In vour prevlous v~srts, dld the health prov~der 
1 Measure your helght 

2 Measure your welght 

3 Analyze a urrne sample 

4 Analyze a blood sample 

5 Examine your breast 

6 Measure vour blood pressure 

7 Examme you gen~tally 

8 Explam pregnancy rlsk factors and what to do 

1 Mentioned 

l Mentloned 

l Mentloned 

1 Mentloned 

l Menttoned 

1 Mentioned 

1 Mentioned 

1 Mentloned 

2 Not Ment~oned 

2 Not Mentroned 

2 Not Menttoned 

2 Not Menttoned 

2 Not Mentioned 

2 Not Mentioned 

2 Not Menttoned 

2 Not Mentloned 

9 Give vou counselrng/guidance on proper nutrlt~on and 

personal hygrene I Ment~oned 2 Not Menttoned 

10 Prescr~be iron pllls for you 

1 1 Set another date for check-up 

12 Examrne you usmg ultrasound (sonar) 

13 Glve you TT mjectlons 

1 Mentloned 2 Not Mentioned 

1 Menttoned 2 Not Mentloned 

1 Mentioned 2 Not Mentloned 

1 Mentloned 2 Not Ment~oned 

41 1 In all your previous vis~ts, did thev explarn to you 
1 Benefits of breastfeedrng 1 Y e s  2 N o  
2 Benefits of early mtlatlon of breast feedrng and colostrum 1 Yes 2 N~ 

3 Importance of exclusrve breastfeedmg up to 6 months ] Y e s  2 N o  

4 Importance of feedrng on demand and ~ t s  effects on m ~ l k  

~ U P P ~ Y  1 Y e s  2 N o  

4 12 Drd vou have a chance to ask questrons of concern to you' 
1 Yes 2 No 3 Have no questions 
Ifno or have no questlolls go ro 414 



41 3 How helpful were the responses in generap 
1 Not verv helpfid ( ) 
2 Somewhat helpful ( 
3 Very helpful ( 1 

414 Have you been to any other health fac~l~ty/provider durlng thls 
1 Yes 2No(go ro415) pregnancy" 

Ifyes where 
1 Prlvate ObtGyn 
2 Private physician 
3 MOH facilrty 
4 HI0  facllity 
5 Daya 
0 Other (Spec@ 

For what? 
1 Pregnancy assurance 
2 Health assurance 
3 Treatment of adment 
4 Pregnancy follow-up 
0 Other (Specify) 

1 Yes 2 No 4 15 Is this your first pregnancy' 
Ifyes thank and close mtervlew 

4 1 6 How many pregnancies did you have before'? tlmes 
How many live brrths d ~ d  your have" live blrths 

4 17 How many of your children are stdl she" children 

4 1 8 Was your last pregnancy normal or not' 
1 Normal 1 Mentioned 2 Not Mentioned 

1 Ment~oned 2 Not Ment~oned 

1 Mentioned 2 Not Mentioned 

1 Ment~oned 2 Not Ment~oned 

1 Mentioned 2 Not Mentioned 

2 General weakness/Anemia/Faint~ngs 

3 Headaclie/Swell~ng/Blurred vrslon/High blood pressure 

5 Abortrons 

0 Other (Specrjj) 

4 19 How was you last dellvery9 
1 Normal ( 1 
2 Compl~cated ( ) Ifcompllcated HOW" 

1 CS ( 
2 Forceps delivery ( 1 
3 Vacuum extraction ( 
4 Antenatal hemorrhage ( ) 
5 Post-partum hemorrhage ( ) 
6 Belonged delivery ( ) 
0 Other (Specljj) 



420 Was the baby normal or not7 
1 Normal 
2 Still birth 
3 Cogitated abnormality 
4 Low b~rth ratelpremature 
5 Icterus 
6 Respiratory d~stress 
0 Other (Specrfy) 

421 Where d ~ d  the last dehvery take place? 
1 Home 
2 Facil~ty/D~str~ct hospital 
3 MCH Center 
4 Urban Health Center 
5 General Hospital 
6 Cl~nlc/Pr~vate Hospltal 
7 Voluntary Soc~ety D~spensanes 
0 Other (Specrfyl 

422 Who assisted vou at dellvery7 
1 Nurse/m~d-w~fe 
2 Health Center physician 
3 Hosp~tal speclallst 
4 Prlvate physic~an 
5 Relative/neighbor 
6 Noone 
7 Daya 
0 Other (Spec&) 

433 Dld the person who delivered you rev~slt you after delivery? 1 Yes 2 No 
l fno  Dld he send anybody else to vlslt you7 1 Yes 2 No 
Ifves who was heishe? 

I Phys~clan ( ) 
2 Nurse ( 1 
3 Daya ( 1 
0 Other (Spec&? 

After how many days of dellvery9 days 

424 How much d ~ d  the dellvery cost you7 LE 

49) What dld you have to pay for7 
1 Prov~der fees 
2 Hospltal charges 
3 Drugs and supplies 
4 Transportation 
0 Other (Speczfyl 



QUESTIONNAIRE # 5 

MA TERNAL AND NEO-NA TAL HEALTH 



MMISTRY OF HEALTH AND POPULATION 
HEALTHY MOTHER HEALTHY CHILD PROJECT 

DIAGNOSTIC STUDY FOR MATERNAL AND NEONATAL HEALTH 
Questronnaire # 5 

(Maternal and Neo-Natal Health) 

Case No I777 
Governorate 0 
Drstrict Vtllage Hospitals/Unit mu 
Name of lntervrewed 

Place of Intervrew 1 Home 2 After Serv~ces 3 Staymg at Hospital 

A S  Address [73 
Name of Interviewer Date of Interview / 119 0 
Congratulations for having a baby Can we ask vou some questions on the circumstances of vour delivery and the servlces 
provided to you by the facrlitylunrt~ 

10 1 Where d ~ d  you deliver your baby? 
1 GeneralDrstnct Hospital ( 
2 Another MOH fac~lity ( 
3 Private clinic/hospital ( 
4 Home ( 

102 What did you glve brrth to? 
1 Boy ( 
2 Girl ( 
3 Twins ( 
4 More than twlns ( 
5 Stillborn baby ( 

) staved - days 
) stayed - days 
) stayed - days 
1 

103 How many days is the baby today/ how many days ago did you 
deliver' days 

104 When you delrvered, who ass~sted vou at delivery9 
1 Physrcian (ObIGyn) ( 1 
2 General Pract~tioner ( 
3 NurseIMrdw~fe ( 1 
4 Daya ( 
5 Relativelne~ghbor ( 
6 No body ( 
0 Other (specify) 

105 Was your delrvery easy or complicated? 
1 Normal 
2 Complicated 



106 What happened In dehvery? 
1 Dellvery was compl~catedprolonged 
2 CS 
3 Forceps used 
4 Vacuum suctlon 
5 Vagmal incls~on 
6 Antenatal hemorrhage 
7 Postnatal hemorrhage 
8 Nothing happened 
0 Other (Specrfy) 

107 D I ~  you experience dlficult deliveries before7 
1 Yes 2 No 3 T h ~ s  1s my first dellvery 

108 Dld you ever experience abort~ons or stillborn babies before? 
1 abort~on ( ) number 
2 stillborn ( ) number 
3 no ( 1 

Ifthe rntervrew I S  after recerwng the service go to 301 
I f  the rntervrew v with a woman staying at the hosprtal/unrt go to 401 

2 Post Natal (Interview at home) 

201 Dtd anyone from the hospitallhealth f ac~ l~ ty  vrsit you at (home) 
after dellvery7 1 Yes(go to 206) 2 No 

203 Would you have preferred that someone from the health facillty 
vis~t you? 1 Y e s  2 N o  
If ves W hy7 

1 Assurance for health of the mother ( ) 
2 Assurance for health of the baby ( ) 
3 lnstruct~ons ( 1 
0 Other (specrfi) 

Ifno Why9 
1 Useless ( 1 
2 Costly ( 1 
3 No need ( 1 
0 Other (speczfy) 

203 Did anyone adv~se you to go to the health faclhty for check-up and 
exarnmatlon of the neo-nate? 
If yes Who? 1 Yes 2 No 

I Phys~c~an ( ) 
2 Nurse ( ) 
3 Daya ( 1 
4 Relatwelnelghbor ( 1 
0 Other (spec&) 

After how many days of dellvery d ~ d  they tell you to go9 days 



Did you go to the facllrty for a check-up? 
Ifyes where dld she go7 
Go to 501 

1 Yes 2 No 

Do you lntend to go to the fac~llty for a post partum check-up7 1 Y e s  2 N o  
Close Intervrew 

Did you vtslt the fachty more than once? 
Ifyes How many times? t~mes  

1 Yes 2 N o  

After how many days of dellvery was your first VISI~? days 

Who v~slted you? 
1 Nurse 
2 Soclal Worker 
3 Orderly 
4 Physman 

3 For women at the un~tfafter receiving services from the out- 
patient clinics 

301 Have you vislted the hospltal after dellvery before thls V I S I ~ ~  1 Yes 2 No(goto 303) 
Ifyes How many tlmes dld you come to the unlt (~nclud~ng t h ~ s  

17 
tlrne)? tlmes 0 

303 After how many days of dellvery dld you first come to the unit? 
days 

303 Why d ~ d  you come today? 
1 As per instructions 

2 Regular checkup 
3 Due to dlness 
4 Fam~ly Plannlng 
0 Other (speczfy) 

304 Whom dld you see today? 
1 Physlc~an 
2 NurseIMldwlfe 
3 Both 
0 Other (Specrfy) 

305 Did anyone from the health faclllty vlslt you after dellvery7 1 Yes 2 No 

306 After how many days of del~verv were you vls~ted? days 



307 Who v~sited you7 
1 Nurse 
2 Soc~al Worker 
3 Orderly 
4 Physlclan 

4 For Women Staylug at  the Hospltal after Dellvery 

40 1 How many days dld you spend at the hosp1tal7 days 

402 Did you come to the hospital for dellvery or after dellvery7 
1 For delivery ( 1 
2 After dellvery ( 1 

403 What was your problem after dellvery7 
1 Postpartum hemorrhage ( 1 
3 Seps~s ( 1 
3 Surgery ( 1 
0 Other (Speczh) 

404 When was the last tlme that a phydic~anfnurse checked on you? 
days 

1 Phys~cian 2 Nurse 

5 Postpartum Care 
[We would k k  to know what happened durrng your post-parturn 
checkup] 

50 1 Did the Physic~an/Nurse ask you about the occurrence of 
1 Bleedmg 

2 Discharge 

502 Were you asked 

1 Whether you were breastfeeding or not 

2 Frequency of breastfeeding 

3 Length of breastfeeding 

4 Whether you are glving any drmk or other milk 

5 Whether you are havmg any breastfeeding problems 

1 Y e s  2 N o  

1 Yes 2 N o  

1 Y e s  2 N o  

1 Y e s  2 N o  

1 Yes 2 No 

1 Yes 2 No 

1 Yes 2 N o  

1 Y e s  2 N o  



503 Dtd helshe observe you breastfeedmg your baby? 

504 Were you exammed for 
1 Temperature 

2 Blood pressure 

3 Abdomen 

4 Breast 

5 Gen~ta l~a  

Was the baby examlnedv 

Were you glven any adv~ce on 
1 Proper nutrltlon 

2 Exerclse 

3 Personal hyg~ene 

4 Care for your baby 

5 Vaccination of the baby 

6 Fam~ly planning 

0 Other (spec& 

Were you adv~sed on the Importance of 
1 Breastfeedmg on demand, day and n~ght 

1 Y e s  2 N o  

1 Yes 2 No 

1 Y e s  2 N o  

1 Y e s  2 N o  

1 Y e s  2 N o  

1 Y e s  2 N o  

1 Yes 2 No 

1 Y e s  2 N o  

1 Y e s  2 N o  

1 Y e s  2 N o  

1 Y e s  2 N o  

2 Breastfeedmg exclus~vely (no other l~qulds or foods) for 

about 6 months 1 Yes 2 N o  

3 Contlnumg to breastfeed even ~f vour baby IS 111 1 Y e s  2 N o  

4 Avo~d~ng  bottles, pacifiers or artlfic~al n~pples 1 Yes 2 N o  

5 Gettmg assistance w ~ t h  breastfeed~ng problems lf needed - - 

and where to go 
1 Y e s  2 N o  

Can you tell me what IS "Exclus~ve Breastfeedmg" 

Did you have a chance to ask questions of concern to you7 
1 Yes 2 No (go to 51 I) 3 I don't have a pr~blern(~o  to 51 1) 

How useful and helpful were the responses In general? 
1 Not very helpful ( ) 



2 Somewhat helpful 
3 Very helpful 

5 1 1 How much time did the check-up take? mlnutes 

5 12 How much d ~ d  thls vlslt cost you" LE 
Ifthere is no cost go to 601 

5 13 What was this cost for? 
1 Transportation 
2 Fees for provlder 
3 Drugs and suppl~es 
4 Famdy Plannmg 
0 Other (spec&) 

6 Sat~sfactton of the Services Prov~ded 

60 1 Dld you feel that the provlder was pollte and friendly? 1 Yes 2 N o  

602 Were you sat~sfied w ~ t h  the serwces rece~ved? 1 Yes 2 No 
Posit~ve lnteractlon ( 

Assurance ( 1 
Rece~ved instructrons ( 1 
Recelved curatwe treatment ( ) 

Short waltlng tlme ( 

Other (Specrh) 
Not frlendly ( 1 
Long waltlng tlme ( 1 
Worr~edlnot assured ( ) 

Did not recelve what 1 came for ( ) 

Not exarnlned as expected ( ) 

Other (Speclfyl 



QUESTIONNAIRE # 6 

PRENATAL CARE 



MINISTRY OF HEALTH AND POPULATION 
HEALTHY MOTHER HEALTHY CHILD PROJECT 

DIAGNOSTIC STUDY FOR MATERNAL AND NEONATAL HEALTH 
Quest~onnaire # 6 
(Prenatal Care) 

Case NO U I  
Hospitals/Un~t 0 Village [77 Dl-ct 
Name of Health Provlder Pos~tlon 

0 
Name of Assistant Position 
Name of Clrent Address 
Date and Time of Observation Day Month Hour Minute Hour Mlnute 

- from to 

Note Thzs studv wzll be conducted by means of rntervlew obsewatlon and record a d t  of OB/GI7Vs and 
GPs The results of thzs study are confidentla1 

A General 

A1 Did the Health Provlder (HP) 
1 Welcome the cl~ent? 

2 Reassure her? 

3 Clearlv explaln what will be done? 

A2 Was the HP's attitude 

1 Friendly? 

2 Hostile? 

3 Indifferent? 

A3 Did the HP 

1 Ask for personal data? 

2 Correctly record personal data? 

3 Revrew exrstlng personal data In record? 

B Prenatal H~story 

B 1 Does a skdl checklist, protocol or procedure for prenatal history 
taktng wrth symptoms for the problems llsted rn B7 exrst? 

Ifyes Was rt correctly followed by HP? 

Was h~story correctly recorded by HP? 

Ifno Was an appropriate hrstory taken by HP? 

Was hrstory correctlv recorded by HP? 

B2 Upon cornpletron of the prenatal hrstory, drd the HP note prevlous 
pregnancy history? 



1 Number of pregnancies7 

2 Number of abortions? 

3 Number of live births? 

Ifyes d ~ d  sthe ask her about 

(Ifshe has other chddren) 

1 Prevrous breastfeedmg expenence? 

(If thrs u her first pregnancy) 

1 Breastfeed~ng expenence of other farn~ly members' 

2 Prevrous breast surgery? 

1 Prevrous abortion(s)? 

2 Fetal death(s)? 

3 Bleedmg? 

4 Drabetes? 

5 Hypertens~on? 

6 Smokmg? 

7 Prevlous compl~catrons wrth dellvery7 

8 IT lmmunlzation status? 

correctly ~dent~fied by the HP7 

Note Tlck NA for each problem whzch was not present 
1 Antepartum hemorrhage placenta abruption? 
2 Antepartum hemorrhage placenta previa? 
3 Hypertenslon/renal problems7 

4 Rheurnat~c heart d~seasev 



C3 At the beglnntng of the physical examinatton d ~ d  HP 
ChecWrecord Correctly Fall to check 
~nformat~on measure recordfmeasure 
YES NO YES NO YES NO NA CODE 

7 Anemla? 

8 D~abetes? 

9 Ectop~c pregnancy? 

10 Premature rupture of membranes? 

1 1 Schlstosom~asls~ 

12 Urmary tract mfectlon (UTW 

B7 b Were the symptoms for any of the above problems correctly 
recorded by the HP In the chent's record' 

C Prenatal Physical Examination 

C 1 Prior to starting the physical examination, did the HP 
1 Explain what sihe was going to do9 

2 Wash herihls hands with soap and water? 

3 If a vagmal examination was requtred were clean gloves used' 

C2 Does a sk~ll  checkitst, protocol or procedure for prenatal phys~cal 
exammatlon wlth slgns for the problems ltsted m B7 ex~st? 

Ifyes Was tt correctly followed by HP? 
Were physlcal exammation findtngs correctly recorded by HP? 

Ifno Was an appropriate phys~cal examlnatlon performed by HP? 

Were uhvs~cal examlnatlon findings correctlv recorded bv HP? 

1 Yes 

C4 Dld sfhe examlne her breasts? 

C5 a Durtng the prenatal examtnatlon, d ~ d  the HP note 

1 Auscultated the heart? 

2 Auscultated and purcussed the lungs? 

3 Fundal helght or uterlne size (<20 weeks)' 

4 Fetal heart rate (<20 weeks)? 

5 Presence or absence of edema? 

1 Yes 

Code 2 No 9 NA 

Code 2 No 9 NA 



1 Yes 2 No 9 NA Code 
I 

6 Patellar reflex7 

7 Fetal presentat~on and he (>28 weeks)' 

I C5 b Were findmgs concernmg the above correctly recorded by the HP 
m the clientts record as appropnate? 

C6 Were the slgns of any of the above problems correctly recorded by 
the HP In the c1lentts record' 

I D Prenatal Laboratory Tests 

Dl Does a skill checkl~st, protocol or procedure for prenatal laboratory - 
tests ex~st? 

I 

1 Ifves, Was ~t correctly followed by HP? 

Were the laboratory findlngs correctly recorded by HP7 

Ifno Were approprlate laboratory tests ordered or performed by HP? 

Were laboratory test results correctly recorded bv HP? 

D2 a Dependmg on the prenatal h~story and physlcal examtnatlon were 
the followmg routrne laboratory test(s) ordered as appropnate 

Note Tzck NA for any test whzch was not appbcable 

Fmt  vzszt 

1 Complete blood count7 

2 Urlnalysls? 

3 Stool for ova and paras~tes? 

4 Blood type and Rh? 

I 5 VDRL' 

6 Pre-prand~al blood glucose7 

24-28 weeks 

7 1 hour post prandral blood glucose 

36 weeks 

8 Hematocr~t 

9 Ur~nalys~s 

10 VDRL 

D2 b If available at the time of the observer's v ~ s ~ t ,  were the results of 
the above test(s) 

I 
1 Correctly recorded In the chent's record? 

2 Correctlv ~nterureted bv the HP? 

E Prenatal Management, Referral & Follow-up 
El Does a skill checklist, protocol or procedure for prenatal care, 

referral and follow-up exrst? 

T f i w c  1 W a c  it r n m t l ~  f n h w ~ r l  hv -9 

- 



Codc 

4 Nausea and vom~tmg? 

5 Ur~nary problems? 

2"J trunester 

6 Adequate nutr~t~on? 

7 Vag~nal bleeding or dlscharge? 

8 Premature labor? 

9 Premature rupture of the membranes? 

10 Slgns of pre-eclamps~a' 

1 1 Urinary symptoms? 

Yd trrmester 

12 Adequate nutr~tlon? 

13 Normal labor and hosp~tal routme7 

14 Vagmal bleedmg or d~scharge? 

15 Premature labor? 

16 Premature rupture of the membranes? 

17 Slgns of pre-eclamps1a7 

18 Urmary symptoms? 

19 Abnormal birth (breech. twin. transverse. c-sect~on)? 

E2 b The client educat~on plan was correctly recorded In the chent's 
record by HP3 

9 NA 

2 Were the hlstory and physlcal examlnat~on find~ngs and care 
strategy explamed to the chent? 

3 Was the cllent care strategy correctly recorded m the cl~ent's 
record by HP9 

Ifno 1 Were the h~story and phys~cal examlnat~on find~ngs and care 
strategy explamed to the cllent? 

2 Were approprrate care, referral and follow-up planned and 
carr~ed out with cllent by HP9 

3 Was the client care strategy correctly recorded In the cllent's 
record by HP? 

E2 a A baslc educat~on plan was discussed w~th the patlent 

Note Check NA for those health messages w h ~ h  were not necessary 
due to the trrmester ofpregnancy 

I" trimester 

1 Prevent and manage anemla? 

2 Adequate nutrit~on? 

3 Slgns of abort~on? 

1 Yes 2 No 



E3 Dld s h e  glve her guidance on breastfeedmg? U4-L 
I The benefits of breastfeesmg? u 
2 The benefits of early ~nitlat~on of breastfeedmg and colostrum? ! ! ! 
3 The importance of exclusive breastfeed~ng up to 6 months? 
4 The ~mportance of feed~ng on demand and ~ t s  effect on milk 

supply7 
-- -- - 

E4 If appl~cable was care of the followmg probiems correctly 
~mplemented by the HP 

Note Tzck NA for each problem whrch was not presenr 

1 Anteparturn hemorrhage, placenta abruption? u 
2 Antepartum hemorrhage, placenta prev~a? U4-L 
4 Rheumatic heart d1sease7 u4-L 
5 Pre-eclampsia and eclamps~a? 

6 The three (3) types of abortion? 

7 Anemla? 

8 Diabetes? 

9 Ectop~c pregnancy? 

10 Premature rupture of membranes? 

12 Sch~stosomras~s~ 

13 Urinarv tract ~nfect~on(UTIV I 
F Summary I 
F 1 Was the data collected by one or more of the followrng means 

1 Interview? 

2 Observation? 

3 Record audit? 

FI Would you assess the HP as U-l-L 
I Competent In providmg prenatal care? 

I 2 One need~ng support to strengthen skills? I I I I 

Note If them 15 a need to strengthen the skzlls of the HP note your suggestzons under the follow~ng 
comn?entJ sectmn 

COMMENTS 



Note The results of thzs 'diagnostzc study' should be revrewed wrth the HP and her/hzs supervisor 

Suggestzons of meetzng zdentzfied traznzng needs should be drscussed Both the HP and her/hu 
supervzsor should be thanked for thew partrclpatzon and cooperatron 



QUESTIONNAIRE # 7 
I 
I 

INTRA PARTUM (LABOR AND I 
DELIVERY) CARE I 



MINISTRY Or HEALTH AND POPULATION 
HEALTHY MOTHER HEALTHY CHILD PROJECT 

DIAGNOSTIC STUDY FOR MATERNAL AND NEONATAL HEALTH 
Questlonna~re # 7 

(Znira-parturn (Labor & Delrvery) Care) 

Case No 177 
Hosp~talsLJn~t 0 v~l lage  CD D I S I C ~  
Name of Health Provider Pos~ t~on  

0 
Name of Ass~stant Position 
Name of Cl~ent Address 
Date and T m e  of Observat~on Day Month Hour M~nute Hour M~nute 

- From to 

- -  ~p 

Note Thrs study wrll be conducted by means of rnterview observatzon and record audit of OB/GY?Vs GPs 
and mldwrves For those questions not approprzate to the slnlls to be pe~ormed by a mrdwrfe trck 'not 
applicable (NA) ' The results of thrs siudv are confidentral 

( l ~ e s l 2 ~ o ( 3 ~ ~ (  Code I 
The followmg was done by the HP to monitor the labor process 

A General 

A 1 Did the Health Prov~der (HP) collect all of the follow~ng bas~c 
equ~pment? 

1 Fetal scope (fetal stethoscope)' 
2 Thermometer? 
3 Sterde gloves7 
4 Bowl? 
5 Cotton Balls? 
6 Pulsometer or watch7 
7 BP apparatus? 
8 Labor record (partograph) 
9 Soap & water or antlsept~c 

Did the HP 

1 Welcome the chent' 
2 Reassure her? 
3 Clearly explain what w~l l  be done? 

1 Friendly? 
2 Host~le? 



A4 Did the HP 

1 Ask for personal data? 
2 Correctly record personal data? 
3 Rev~ew existing personal data In record? 
4 Rev~ew exlstlng prenatal record? 
5 Note any r~sk factors recorded in the prenatal record7 

3 Intrapartum H~story 

B 1 Does a skdl checkl~st, protocol or procedure for mtra-partum 
h~story takmg ex1st7 

Ifves 
1 Was ~t correctly followed by HP? 

2 Was hlstory correctly recorded by HP? 

I f  no 
1 Was an appropriate history taken by HP7 

2 Was h~story correctly recorded by HP7 

B2 Upon completion of the ~ntra-partum history, d ~ d  the HP note 

1 Durat~on of the current pregnancy? Complete months 

2 When labor palns began and how often labor pams occur7 

3 Whether the cl~ent has been to antenatal cllnlc? 

4 Whether her membranes ruptured 

Ijyes, Did premature rupture of membranes occur (before labor 
contract~ons)? 

rfves 
1 How long d ~ d  ~t take between occurrence of rupture and 

del~very? Tme 
2 Was the mother glven an ant~biot~c? 

5 Did she have any bloodv show? 

6 Determme ~f the cllent has bled from her vagina? 
7 When the ci~ent last ate? 

8 When did the cl~ent last passed stool7 
9 If referred to the HP, d ~ d  s/he note who referred the client? 

10 Correctly record the intra-partum h~stow? 

I yes 1 2 No 1 3 NA I Code (1 

C Intrapartum Physical Examinat~on 

C 1 Pr~or to starting the phys~cal examlnatlon d ~ d  the HP 

1 Help client get ready for the exammation? 
2 Expla~n what s h e  was gomg to do? 
3 Ask the chent to pass urme to empty her bladder? 
4 Ask the client to lie on her back? 
5.  W a s h e d  whandsth -r? 



C3 At the begtnnmg of the physlcal examlnatlon dtd HP 
ChecWrecord Correctly Fall to check 
mformat~on measure record/measure 
YES NO YES NO YES NO NA CODE 

1 He~ght? - - - - - - - nun 
2 Weight' - - - - - - - Cloo 
3 BP7 - - - - - - - CIUU 
4 Resptrat~on - - - - - -  - on0 
5 Heart Rate - - - - - - - nnu 

11 11 yes12 ~ 0 1 3  N A ~  Code 11 

C2 Does a skdl checklwt, protocol or procedure for an ~ntra-partum 
phys~cal exammatton exlst 

rfves 
I Was ~t correctly followed by HP7 

2 Were phystcal exammatton findlngs correctly recorded by 
HP? 

rfno 
1 Was an approprtate phys~cal exammation performed by HP? 

2 Were physlcal examlnatlon findmgs correctly recorded by HP? 

1 Note general appearance7 
2 Check breasts? 
3 Check arms? 
4 Check legs? 
5 Check back? 

2 No 1 Yes 

- 

C5 Durlng the abdommal exammatlon dld the HP 

1 Expla~n to the cl~ent that an abdom~nal exammation was golng 
to be done? 

3 NA 

2 Stand by the cllent's s~de  look at the abdomen and determine 
the laylng of the babv? 

Code 

3 Perform an acceptable abdom~nal exammat~on? 

4 L~sten to and count the fetal heart rate? 

5 Record abdommal examlnatlon on partograph? 

II 1 Make sure that the area had been dtsmfected? 
2 Use sterde surg~cal gloves? I I I 
7 S c r w n ?  



1 1 yes 1 2 No 1 3 NA I  Code 11 

Ask the chent to he on her back wlth her legs apart and her 
knees bent? 

Explam to the chent each step of the vagrnal exammat~on? 

Look for d~scharge In the cl~ent's vagmal area? 

Wash the woman's genltal area w ~ t h  soap and water? 

DIP the Index finger of the gloved examlnmg hand mto 
antlseptlc solut~on? 

Insert finger into cl~ent's vagma and checked vagmal wall7 

Check for any hard stool or scarlng m rectum through vagmal 
wall? 

Check cerwx for ~ t s  thickness (effacement) and firmness? 

Determme ddatlon and effacement of cerv~x? 

Note ~f chent's bag of waters has ruptured? 

Determine the presentmg part of the baby and how far the 
oresentme o art had come lnto the ~ e l v ~ s  (descent)? I 1 1 1  11 

C7 Upon completion of the vagmal exammatlon, d ~ d  the HP 

1 Help the woman get comfortable? 

2 Record all findlngs on the partograph? 

Dl Does a skrll checklist, protocol or procedure for labor management 
ex~st? 

rfves 
I Was correctly followed by HP7 
2 Was the management of labor strategy correctly recorded 

rn the cl~ent's record by HP7 

1 Was the management of labor strategv explamed to the cl~ent? 

2 Was appropriate management of labor carr~ed out w ~ t h  cl~ent 
by HP7 

3 Was the cl~ent care strategy correctly recorded In the cllent's 
record by HP7 

D2 In what of the follow~ng pos~t~ons d ~ d  the mother dehver 

1 Laymg on her back? 
2 Slttmg? 
3 Half s ~ t t ~ n g ?  

D3 If  appl~cable d ~ d  HP start correctlv an IV 1nfuslon7 I I I I II 



D5 Did the HP assess descent of head 

1 Latent phase every hour? 

1 Pulse every 30 minutes? 
2 BP every 4 hours? 

2 An  analgesic^ 
Zfyes was the analgesic correctly administered by 

1 IV ~nject~on? 



1 1  yes12 h o l 3  NAI Code 
I 

Dl 5 Was any of the followmg prevented or d~agnosed and managed i 

Note Tick NA rfprocedure wac not requrred ? 
.I 
P 

1 Premature labor? u 

Note Tick NA $the type of delrvery was not rcqurred 

1 Normal cephalic presentatlon7 
2 Breech presentat~on? 
3 Transverse presentat~on? 
4 Tw~ns? 
5 Introduce an augmentat~on of labor? 
6 Obstructed labor? 
7 Forceps dellvery7 
8 Vacuum extract~on? 

-- p- 

Dl 7 Durlng del~very, did twlstlng or prolapse of umb~lical cord occur? 

lfyes was the tw~sted or prolapsed umb~l~cal  cord correctly 
managed? 

Dl 8 a In case of a cesarean section or forceps dellvery 

I How long between the mother's arr~val and the dec~sion 
to use forceps/cesarean dellvery7 T ~ m e  

2 Was t h ~ s  an appropriate durat~on of t1me7 

t take to complete dellvery from the 

1 lntrauterlne fetal death7 
2 Septic shock of the mother? 
3 Retamed ~lacenta? 

E Care of the Newborn 

El Was anv of the follow~ng used to cut the umb~l~cal  cord and 
tymg the navel 

1 Clean and ster~hzed sc~ssors/scalpel and thread? 
2 Unsterhzed scissorslscapel and thread? 

E2 Did the bas~c n 

1 Drymg the neo-nate w ~ t h  a dry towel? (HP or ass~stant) I I I 
3 at he b- drvlnv 7 t - 



wards and suckmg mucus from the mouth? 

4 keeplng the newborn warm by using dry towels, sheets or 
blanket? (HP or assstant) 

1 St~llborn? 
Ifyes, Was st~llborn rnaserated? 

2 Lwe born, not In good condltlon (less than 6 on the Apgar 

1 Head c~rcumference? 

1 Reassure mother as to the condlt~on of her newborn? 
2 Adv~se the mother on the importance of inltlatlng breast- 

feedlng immediately? 

3 Put the newborn to tlie mother's breast wlthln one hour of 
del~very? (HP or ass~stant) 

1 After the blrth of the newborn but before expuls~on of the 

F1 Was tlie data collected by one or more of the follow~ng means 

1 Iiiterv~ew? 
2 Obsewatlon? 



F2 You would assess the HP as 

1 Competent In prov~dmg ~ntra-partum care? 
9 One needmg support to strengthen skills? - 

Note If there u a need to strengthen the skills of the HP note your suggestrons under the following 
'comments' sectron 

COMMENTS 

Note The results of thrs 'dlagnostzc study'should be revrewed wzth the HP and her/hzs supervrsor 
Suggestrons of meehng zdentIJied traznrng needs should be dzscussed Both the HP and her/hu 
supervrsor should be thanked for therr partrcrpatlon and cooperatzon 



QUESTIONNAIRE # 8 

POSTPARTUM CARE 



MINISTRY OF HEALTH AND POPULATION 
HEALTHY MOTHER HEALTHY CHILD PROJECT 

DIAGNOSTIC STUDY FOR MATERNAL AND NEONATAL HEALTH 
Quest~onnawe # 8 
(Post-partum Care) 

Case No [77 
Hospitals/Un~t Village D~st rx t  
Name of Health Provider Posttlon 

0 
Name of Assistant P o s ~ t ~ o n  

- --- 

Name of Client Address 
Date and Tlme of Observation Day Month Hour Minute Hour M~nute 

- from to 

Note To be observed dur~ng 4 hours afrer normal vagmal delrvew 

1 Dld the Health Provider (HP) check for 

1 Pulse? 

2 Blood Pressure? 

3 Temperature? 

4 Amount of bleeding per vagina? 

5 Fundal height? 

6 Uterme atony? 

7 Lacerations" 

2 Has slhe recorded hislher findmgs? 

3 How long was the cl~ent kept In the delivery room? 
hours minutes 

4 Was the cllent counselled on what to do when she goes home' 

5 Was she given clear indications about howlwhen to report to the 
hosp~tal or cllnic if there is 

1 Hemorrhage 

2 Pam 

3 Offensive d~scharge 

4 Fever 

6 Was she given an appointment to come and see a physician 4 weeks later? 

7 Was she elven anv counselling on contraception7 

1 Yes 2 No 

--- 

9 NA Code 



COMMENTS 



FOCUS GROUP PROTOCOL 

1 - CURRENTLY PREGNANT WOMEN 

INTRODUCTION 

We are a group domg a research project In Aswan and Luxor on the health of mothers and newborn 
ch~ldren for the Mln~stry of Health We re meetmg today In order to d~scuss together the per~od of 
pregnancy dellvery and the nefass In order that we can look for ways to reduce the r ~ s h  of pregnancy 
and dellvery for the mother and ch~ld 

l am , the leader of t h ~ s  d~scuss~on, and these are my colleagues and who w ~ l l  take notes 

and record the sesslon so that we don't forget anyth~ng that 1s said Now we need to go around the room 
and each woman say her name, number of children (boys/g~rls), age of youngest chlld, name of the 
v~llage (her origin) 

We would l ~ k e  each of you to speak frankly and glve her point of v~ew--there 1s no r~ght  or wrong 
opinion here and the oplnion of each of you IS Important to us Let us try to speak In turn and llsten to 
each other 

INITIATION OF THEMES DISCUSSION 

When a woman discovers that she is pregnant who IS the first person she tells, and why? 

When her husband knows that she 1s pregnant what does he do? 

What are the thmgs that need to be done d~fferently when a woman is pregnant? Why7 When? 
* work 
* rest 
* food 
* clothmg 
* med~cat~ons 
* carrvmg heavy thmgs 
* Iron and vltamlns 
* soc~al phenomena 
* what are tlie th~ngs that you are afra~d of or shnnk from that could affect you and your pregnant 
* what are the positwe trad~tional bel~efs that you can do to protect your pregnancy 

NOTE Who told you to do these thrngs Are vou convmced7 Are there thrngs that people tell you 
do and you don t 7 Why7 

What are the thlngs that a woman shouldn't do whde she 1s pregnant, and why? 

Do the people of the house and the habayeb help to make sure your pregnancy goes well? What do they 
do7 

* husband 
* mother 
* mother-~n-law 
* others 

What are the thlngs that other people are supposed to do (husband, mother-in-law ) Why? Do they do 
It? 
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FOCUS GROUP PROTOCOL 

I1 - MOTHERS-IN-LAW 

INTRODUCTION 

Thank you all for comlng to meet w~ th  us today We would hke to beg~n by mtroduc~ng ourselves and 
telllng you the purpose of this meetlng We are a group workmg for the M~nlstry of Health The 
M~nlstrv has asked us to cany out hold meetmgs w ~ t h  people In Aswan and Luxor so that we can 
understand how people here manage the~r l~ves dur~ng pregnancy delivery and the per~od of the nefass 
so that the M~nlstry can see what IS needed to ensure the health of mothers and bab~es during these 
per~ods 

We apprecrate very much your comlng to partlclpate In this dlscusslon Please support us by speakrng 
franklv about your understanding and your ideas about pregnancy, delivery, and the early days after 
childbirth We are very Interested In your views, and we hope that everyone will l~sten to each person's 
~deas and glve everyone a chance to speak We're golng to tape t h ~ s  session so that we don't forget any 
of the th~ngs that are s a~d  

Now 1 would l ~ k e  to Introduce our group We are 
Now whv don't we go around the room and each man In turn tell us h ~ s  name h ~ s  age, h ~ s  occupation 
the number of 111s ch~ldren and the age of the youngest chdd 

INTRODUCTION AND WARM-UP 

Introduction We are a group do~ng a research In Aswan and Luxor on the health of the mother and the 
the neonate for the M~n~st ry  of Health The purpose IS to d~scuss the role of the mother-m-law and thew 
partmpatlon In the health of the mother and ch~ld In pregnancy, dellvery and after delwery, so that we 
can know the means of reducmg dangers of pregnancy and b~rth for the mother and chlld 

Mv name 1s and I am the leader of thrs focus group These are my colleagues They w~l l  
take notes and record the session so that we don't forget anv of the thlngs which are sald We would l~ke  
to know vour names lntroduct~on of Partlctpants - name number of children, number married number 
of glrls with chdden number of bow w ~ t h  ch~ldren 

PREGNANCY 

When a woman knows that she IS pregnant who should she tell first7 Is t h ~ s  what has happened In your 
farn~lles? Why? 

Should anvth~ng change In the hfe of a woman because of pregnancy? 
What' Why7 

* [dlet - spec~fically the k~nds of foods * work 
* carrylng heavy thmgs 
* the relat~onship between the husband and wlfe, before and after 
* the role of the mother-ln-law and mother durmg pregnancy 
* the tusahel wd tusha-em * zlaret 11 awalah 11 salahun 
* bel~efs that are connected w ~ t h  pregnancy * lron prlis7 
* take tetanus shots7 * Others 



'ru 

Do the mothers-~n-law really do these thrngs? Do the daughters-~n-law actuallv follow the~r  advlce? 
Do the mothers reallv do these things' Do the~r  daughters reallv follow the~r  adv~ce? Whv' 

What is your opinron of the women who go and do routrne examlnatlons on thelr pregnancres? Is that 
necessary' For all women who are pregnant? Why? For whom7 

What 1s mvolved In routme antenatal exarnlnatlon7 [Include TT] What IS the purpose? What are the good 
effects, the bad effects? What is the role of the mother-~n-law/rnother/husbandJothers--encourage or 
d~scourage? Does someone go w ~ t h  her' Who goes7 What does ~t cost? Who pays? 
Suppose your daughter or daughter-~n-law wants to get a check-up just to be sure and there IS a different 
oplnlon In the house what would happen' Who would rule and why? Did that happen at your house' 

Where can a woman go for prenatal care? Anyplace else? 

Whlch do you prefer for your daughter-~n-lawldaughter7 Why? 

What bas~c things would you look for In a prenatal care prov~der? Why? 

What bas~c th~ngs would convmce you not to use a prenatal care prov~der? Why7 

Can the mother-ln-law mother and husband declde where the woman w ~ l l  get care? Whlch wh~ch of 
them Who and why? 

Who would go w ~ t h  her' 

What klnds of problems can happen In pregnancy here? [names of problems, signs and symptoms, 
causes?] How can they be dealt with? Who should be consulted? Why? 

bleedmg zaghlala (headache show~ng In eyes) 
swelllng htgh blood pressure 
low blood pressure general weakness vomltlng 

DELIVERY 

Are there preparations for dehverv wh~ch are made in advance Preparations for dellvery7 husband do 
anything? What does he do? 

Are there doctor(s) or nurse(s) that delwer bab~es In houses here or a11 dayas? 

Do vou prefer the house or the hospltal? Daya or doctor or nurse' why7 
[moamala type of servlce cleanlmess speed of treatment, prwacy, spec~al~zat~on care of the 
newborn avallabhty medxatron avallabll~ty of laboratory tests, gender of doctors ] 

Where do the women here dei~ver? 
who del~vers them? why? 
Is there a d~fference between first chdd and others? 

If the woman glves brth at home should the husband be present In the house/room when the w ~ f e  IS 

glvlng birth? Why or why not' 



Do the husband/n~other/mother-ln-law have roles In dellvery9 What is the ~mportance? 
Who has done that? For those who dldn t whv not' 

What problems can occur durlng dellvery7 

How do vou recogime these problems? What are the problems? What actlon needs to be taken? 
What are the problems that need consultation with a doctor or a trrp to the hospital? Why? 
What are the cho~ces that are ava~lable to you? 
How can you tell ~f it is urgent to consult a doctor quickly? Whose volce IS Important in t h ~ s  decwon 
In such a case what do you do7 

When a problem whtch urgently needs treatment bv doctor happens what can delay the treatment? 
* transportation * money 
* process of dec~s~on-mak~ng * resistance of daya 
* ~nsistence of mother * lnslstence of mother-ln-law 
* respons~btl~ties at home * availabihty of servtce at right 
* Other 

When something like that happens where do you go? Why do you prefer that? 
Are there problems In accessing care, particularly at n~ght? What? 

What are obsewatlons on the central or general hospitals? Does anvone have other experience or oplnlon 
In terms of the moamalaha, speed of care, type of service privacy, cleanliness, care for the newborn 

CARE OF THE NEONATE DURING THE FIRST 40 DAYS 

During the first 40 days, are there any problems that come to the newborn that need ~ntewent~on? 
[tradittonal or modern] 
What are these problems? What causes each9 Who can treat each of them? What is the treatment? 
Where can you go for treatment? And what IS that treatment' 

Where should a newborn baby sleep? Why? [beside mother between mother and father other] 

CARE OF MOTHER DURING POSTPARTUM PERIOD 

Are there any maternal health problems wlitch can occur dur~ng the per~od of the nefass? What7 How 
senous IS each? What care is needed? How urgently? Who treats? What ktnd of treatment should be 
given? 

Should a serious problem happen during pregnancy delivery or nefass who needs to take her and lf that 
person 1s not there what would the woman do? 

Does she find money to go? If there is not money In the house what happens? 

For the first birth, does anyone help the mother mtlate breastfeed~ng' If so, who, and what do they do 
to make sure she establ~shes adequacy and continuity of lactation [Plenty of deta~ls ] 
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FOCUS GROUP Protocol 

In - HUSBANDS 

INTRODUCTION 

Thank vou all for coming to meet ~ ~ t h  us today We would hke to begm by mtroducing ourselves and 
telling you the purpose of this meeting We are a group work~ng for the Min~stry of Health The 
Mmstrv has asked us to carry out hold meetings with people In Aswan and Luxor, so that we can 
understand how people here manage then hves durmg pregnancy dellvery and the per~od of the nefass 
so that the M~n~s t rv  can see what IS needed to ensure the health of mothers and bables durmg these 
periods 

We appreciate very much your comlng to partrcipate m thls d~scuss~on Please support us by speak~ng 
frankly about vour understanding and your ~deas about pregnancv, del~very, and the early days after 
childb~rth We are very Interested in your views, and we hope that everyone wdl l~sten to each person s 
Ideas and glve everyone a chance to speak We're gomg to tape t h ~ s  sesslon so that we don't forget any 
of the th~ngs that are said 

Now I would like to mtroduce our group We are 
Now why don't we go around the room and each man in turn tell us h ~ s  name, his age, his occupation 
the number of 111s children, and the age of the youngest ch~ ld  

PREGNANCY 

Who 1s the first person a wife tells she was pregnant and why? If not husband, why? 
What does the husband do when he knows th~s? 

is there anythmg specla1 that should anythmg change In the llfe of a woman because of pregnancy? 
What9 Why? 

* diet * restlwork 
* clothes * med~cat~on 
* heavythlngs * posltive mfluences 
* iron pllls * take tetanus shots 
* ionships in the house 
* behefs (hke kharaz ) that have to do wlth pregnancy for the husband and w ~ f e  
* relationship between husband and wlfe varies from other tlmes, and how and why? 
* does the relatlonsh~p w ~ t h  the rest of the household change' does he play a role in mak~ng sure 

that these things do actuallv change? 
* tusha-em WI te-fa-el (avoid and seek out) 
* the beliefs that have to do with hegab maglc etc ] 

What IS vour oplnlon of the women who go and do routme exarnlnatlons on t h e ~ r  pregnanc~es? Is that 
necessary? For all women who are pregnant? Why? For whom? 

What is mvolved In routme antenatal exam mat ion^ What is the purpose? What are the good effects the 
bad effects? What is the role of the husband--encourage or discourage, go w ~ t h  her [details, includmg 
payment]? What does ~t cost? 
[transport fee, med~catrons ] 



Suppose the woman wants to get a check-up just to be sure and he doesn t want her to what happens3 

Where can a woman go for prenatal care? What else? 

Whlch do you prefer for your wife? Why? 

What bas~c things do you look for rn a prenatal care provider? Why? 
[cost speclallst gender reputatlon dlstance ] 

What basic thlngs would convlnce you not to use a prenatal care prov~der? Why9 
[cost specialist gender reputatlon, d~stance ] 

Can anvone dectde where the woman wdl get care or does she do that for herself, 

Who goes with her wlth her7 Why that person? 

What kinds of problems can happen In pregnancv here? Names of problems, slgns and symptoms 
causes? How can they be dealt with? Who should be consulted? 
[bleedmg low blood pressure hlgh blood pressure general weakness swellmg, eyes not focused, polson 
mlscarnage ] 

DELIVERY 

Are there preparations needed for dellvery7 Does the husband have any role In th1s9 

Where do the women here dellver mostly? Who delivers them7 Is there a drfference between first chdd 
and others? 

Who generally helps the woman in delivery, and why? [in add~tlon to the daya or doctor] 

Are there doctor(s) or nurse(s) that deliver babies In houses here? 

What do vou thrnh about that? Do vou prefer the house or the hospital? Daya or doctor or nurse or 
what7 

Should the husband be present In the house/room when the wife IS glvlng blrth? 

Does the husband have a role In dellvery7 [for instance go get the daya/doctor/nurse] 
Who has done that? for those who didn't why not? 

What problems can occur durlng deliverv7 

What are the problems? How do you recognize these problems? What action needs to be taken? 

What are the problems that need consultation wlth a doctor or a trlp to the hosp~talv why? 

How can you tell if ~t IS urgent to consult a doctor quicklv? Whose volce IS Important In this declsion 
in such a case what do you do? 

When a problem whlch urgently needs treatment by doctor happens, what can delay the treatment? 



* lnonev 
* process of decis~on-makmg 
* responsib~llties at home 

* availab~lity, particularlv late at n~ght 
* resistance of dava or anvone else 
* Others 

What choices are avadable to them for treatment when they are In need of qulck treatment? 

What do you prefer and why? 
* cost 
* previous experlence 

* distance 
* niceness of care 

What are your observations on the rural health unit, and the central or general hosp~tals for dealing with 
problems? 

* treatment * speed 
* kmd of service * prlvacy 
* cleanl~ness * care of the newborn 
* Others 

NEONATAL CARE 

During tlie first 40 days, are there any problems that come to the newborn that need mtervention7 
[tradit~onai or modern] 
What are these problems? What causes each? Who can treat each of them? What is the treatment? 
Go where for treatment? 

Where should a newborn baby sleep? Why? [bes~de mother, between mother and father, other] 

POSTPARTUM CARE 

Are there any maternal health problems which can occur during the period of the nefass? 
What? Causes? How serious? What care 1s needed? How urgently? 

Should a serious problem happen durmg pregnancy del~verv or nefass and the husband is not near 
home, what would the woman do? Does she find money to go if he is not there? If there is not money 
In the house what happens? 

BREASTFEEDING 

Do women here ever have problems In breastfeedmg? What? How can they solve these problems? 

Have any of you had experlence w~th that? Did you personally do anythmg to support her? What was 
the result? 

Thank you 
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Respondents 

Purpose 

Approach 

Method 

Sample 

Recordmg 

IN-DEPTH INTERVIEW PROTOCOL 

I - WOMEN WHO HAVE EXPERIENCED A DELIVERY WITH 
COMPLICATIONS OVER THE PAST TWO YEARS 

54 women who have exper~enced a dellvery w~th  compl~cat~ons over the past two 
years 

1 To learn how people In this community manage pregnancy and delrvery, and 
the log~c of attitudes practices, perceptions and behefs underlymg thts 
management 

2 To learn about the management of complicat~ons in dellvery in terms of the 
log~c prevent~on, rdent~ficat~on, management, definltlons of causes, 
careseekmg behawor, participants m decis~onmakmg, experience w~th the 
modem and tradit~onal health sectors 

Open-ended lntervlews w~th women who have exper~enced complrcatlons to 
ascertain their experrence with compl~cat~ons from thew own perspectwes 

El~cltatlon of detailed history of the pregnancy m wh~ch compltcat~ons were 
exper~enced, from outset of pregnancy through the end of the first week of the 
neonate's life 

Opportunist~c sample of 54 women who have exper~enced compl~catlons m dellvery 
over the past two years 

All lntervlews are to be taped and detaded notes taken 

Structure of Interv~ew 

The items shown below are to be used as a guide for understandmg the experience of each 
woman with compl~cat~ons In delivery This IS not a questionnaire, and the sequence of the 
d~scussion of spec~fic rtems w~ll  depend upon the flow of conversation wrth the woman herself 
The lrst of rtems shown in this guide is not ~ntended to be exhaustive, the women berng 
mterviewed may well introduce other Items as relevant/important to the complrcat~ons whlch she 
has experienced The tables shown rn the 11st may be used as an economical way of ensurmg that 
speclfic lnforrnat~on relevant to the d~scussron has been collected in full 

DELIVERY HISTORY 

Name Birth 
order 

Normal 
Delwery9 

Prenatal Care 

Type 
Facll~ty 

Feedmg (40 days) 

Breast 
(yeslno) 

Feedmg (40 days - 
4 months) 

Bottle 
(yesfno) Breast Bottle 



DETAILED DESCRIPTION OF COMPLICATIONS FOR INDEX CHILD 

DESLRIPTION OF COMPLICATIONS 

* name 
* tim~ng durlng pregnancy/delivery 

attnbutlon of causes 

* deta~led descr~pt~on 
* sequence of symptoms 
* assessment of seriousness 

* how symptoms were Identified as a compllcat~on 
* who was lnvolved In this recognition (sequence and ~nteraction) 
* prior knowledge of this sort of complicat~on that thls woman and significant others had, 

source of this knowledge (prior expenence, general knowledge m communlty, physlclan ) 

ANTENATAL CARE FOR THE PREGNANCY OF COMPLICATION 

* had prenatal care durlng this pregnancy? before or after experiencing compilcation~ 
* source(s) of antenatal care (individual quallficat~ons type of faciltty) 
* content of antenatal care (rncludes daya) 
* ~f before why dld she seek antenatal care? [prior problems, regular practice, other ] 

D ~ s c u s s l o ~ s  AND DECISION-MAKING ON HANDLING OF COMPLICATIONS 
Commun~ty Members 

* persons wlth whom complaint was d~scussed 
* sequence of discusstons with famlly members and others In commun~ty relatlve to one another 

and relatlve to any with health care professlonals (special emphas~s on who was consulted first), 
w~th timlng relative to degree of pregnancy and one another, if husband was Included, how much 
detail (symptoms) 

* assessments of persons consulted 
* substance of discussions recommendations evaluation of compllcat~ons by commun~tv 

members assessment of seventy, potentlal for mltlgatlon, need for medical attention attrlbutlon 
of cause contrast among views leg~timacy in eyes of woman 

Dava and Other Trad~t~ona l  Practit~oners 

involvement of dayatother spec~allsts in discussions andlor action 
sequence relatlve to other communlty members 
for each reason for selection person(s) who selected 
accessibd~ty of person location, cost of transport cost of consultation 
substance of dlscuss~ons recommendations 
contrast with views of others 
actlons taken on t h ~ s  baas by practitioner or the woman bemg ~ntervlewed 
relevant costs 
persons accompanying 



CONStILTATIONS WITH MODERV MEDICAL PRACTITIONERS 

pomt of declslon to consult modern practlt~oners 
process of dec~s~onmakmg In consult~ng modem sector 
descr~ption of consultations In sequence, bv prov~der (for each reason for selection (pros and 
cons)) 
location of prov~der, access~b~lity 
alternatwes who could have been chosen, pros and cons 
locatlon of provider, accessib~l~ty 
alternatives who could have been chosen, pros and cons 
persons who participated In select~on and relat~onship 
sequence relatwe to degree of pregnancy 
access~b~l~ty of person locat~on cost of transport, cost of consultation, med~cat~on 
substance of d~scuss~ons, recommendat~ons 
contrast w~th views of others 
actlons taken on thls basls, by practttloner or the woman herself, w ~ t h  logic and deta~ls of 
treatment 
recommendations for home care and follow-up care 
duration of consultation and treatment 
mplementat~on of treatment by mother - complete or incomplete, w~th  detatls 
person(s) accompanying and who cooperated at home 
costs of care (Itemized separately for each consultation/hosp~tal~zat~on) 

- transportation for all who went 
- fee by type (facil~ty, doctor ) 
- other costs at facility (food, t~ps, specla1 sewlces, med~catlons ) 
- external costs pharmaceut~cals from outs~de fac~lity 
- other costs 
- manageability of costs 

+ who actually paid 
+ source of funds 

sat~sfactlon with servlce 
- interaction wlth provlder(s) 
- respect for patlents 
- attention to case 
- provlslon of explanat~on of compl~cat~on causes implicat~ons and treatment 
- ava~labllity of equipment and supplies (~ncludes pharrnaceut~cals) 
- comfort of soc~al environment 
- perceived understanding of situation degree of consistency w~th mother's understanding 
- tlmel~ness of intervention 
- qualtty of physlcal env~ronment of care 
- fa~th m efficacy 
- experience of efficacy 
- preparedness to recommend to others In stmllar situations w ~ t h  reasons 

* antenatal care 
* dellvery by d~fferent practitioners in different locat~on 
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Respondents 

Purpose 

Approach 

Method 

Recording 

IN-DEPTH INTERVIEW PROTOCOL 

11 - PREGNANT WOMEN 

36 women who are currently pregnant 

1 to learn about how people in t h ~ s  cornmumty manage pregnancy and the 
logic of attitudes, practices, perceptions and beliefs underlying thls 
management 

2 to learn about the management of complications m pregnancy and delivery 
in terms of the loglc preventron, identification, management, definition of 
causes, careseelung behavlor, participants in decis~onmalung, experience 
wth  the modem and trad~t~onal health sectors 

open-ended interviews 

1 lntervlew~ng of woman concemmg her own pregnancy history, her 
knowledge of potentla1 compl~cations of pregnancy and delivery, the 
resources to which she has perceived ready access for coping wth  
complications 

2 current actlons aimed at ensmng healthy pregnancy and del~very, her 
defimhon of the potenual for occurrence of complications in delivery, and 
the sigruficant others who would participate In decisionmalung and 
financing of interventions 

Interviews are to be taped and deta~led notes taken 

DELIVERY HISTORY 

Here record complete pregnancy history for the woman includmg live b~rths, still births, and 
abortions beglmng wth  earliest birth expenenced 

Order 
Outcome of Pregnancy Antenatal 

Care3 Live Birth 

Place/ 
Pract~t~oner St111 Birth Abort~on 



PREGNANCY 

As above For current pregnancy, how advanced' Who she told first she was pregnant 

Actions taken to protect health of mother and chid (such as mclusion/exclusion of Items in diet 
alterat~ons In work loads, avoidance of protection from situat~ons/intluences (includes magical), 
consultations wth tradit~onal/modern experts ), rationales, alternatwe patterns and correlates, 
perceived efficacy, potential for practicmg modem/traditional simultaneously, constrsunts on 
implementation 

m c h  ~f anv, of the above practices thls woman thinks are important/eficac~ous, which she is 
now doing, wth  rat~onale, w~th  attention to shifts in her personal patterns from prevlous 
pregnancy, with reasons 

The mam compl~cations of pregnancy, wth causes, s~gns/symptoms, nsks (grav~ty), potentla] 
for controllmg, means of controlling, implications for health of mother and chld 

Past experience and act~ons taken complicat~ons wh~ch t h ~ s  woman has expenenced In 
previous pregnancies, means of coplng, outcomes 

Current pregnancy presence of complicat~ons in current pregnancy, actions being taken to 
forestall and/or treat compl~cat~ons 

Definltlon of antenatal care purpose [problems as occur vs package of care, specific types 
of problems ] rationale u~llversality/particulmty of need [I e , first birth, previous 
complications those who plan to deliver with doctors 

Alternatwe local sources of care avalability by type of provider, type of facility, locabon vis- 
a-v~s community, conditions of access constraints on access [transport, cost, agreement of 
household 1, reputation, perceived efficacy Suitabil~ty of health unit and MCH centers for 
antenatal care 



Current experience Antenaral care dunng current pregnancy, type of provider [traditional and 
modem) type of facility, beginning when in pregnancy, reason for accessing, constraints on 
accessing, package [number of visits, visit spacing, system of payment, costs] vs one-off, 
involvement of family members in declsion to access, accompaniment of family members to 
consultations content [~ncluding/excluding tetanus toxoid] 

Level of satuafactlon/dlssat~sfact~on w ~ t h  prowder, wlth reasons perceived competence, 
quality of cornmumcation, qual~ty of personal treatment Ipnvacy, ease of communlcatlon, 
respect], quality of surroundmgs, ava~lab~l~ty of needed range of services, gender of provider, 
costs], level of communication [such as, who initiates informat~on transfer, success m 
interaction] 

Potentla1 for accessing If not now receiving antenatal care, are there problems which could 
occur in pregnancy which would lead her to go7 What kind of problems would those be' 

DELIVERY 

Exploration of the possible complications of dellvery major types, their causes, seriousness for 
each, potentla1 for mmmzation, predictability on the bass of the pregnancy, need for specialized 
care by practitioner, practices, type of facility, determination of senousness/need for rapid action 

Arrangements made? Rationale cost, covness expertise, tradition, accessibility ] If there is 
a difference between antenatal caregiver and deliverer reason 

For those intending to deliver with daya or other local practitioners [local health un~t doctor, local 
nurse etc ] thought given to location of delivery m the event of complications [i e , back-up 
plan] Which complications3 Her evaluation of the urgency of each 

POSTNATALlNEONATAL CARE 

COMMUNITY PRACTICES RE CARE OF MOTHER ON DAY OF DELIVERY AND DURING THE 

NEFASS (FIRST 40 DAYS) 

Presence and content of local svstems of ensung that mother is well and recovers her strength 
afier delivery [personnel involved, activities undertaken and their purposes, scheduling, costs], 
prevalence of checkups from phys~cians [and under what circumstances, how long after birth, 
content], practices re rest, protection fiom negative influences [traditional and modern] 



If a woman miscarries, does she need to see a doctor? If so, in all cases? Why, why not? 

Do women of thls comrnuty ever abort themselves? Under what circumstances? How, where, 
and who helps7 

COMMUNITY PRACTICES RE CARE OF NEONATE ON FIRST DAY AND DURING THE NEFASS 

Presence and content of local systems of ensunng health and welfare of neonate [traditional and 
modem], protection fiom negative influences, establishng of positive influences 

Are there any health problems m the newborn which need exammation by a doctor' What are 
these problems and how can we recogmze them7 If there is such a problem and the mother is 
not yet ready to leave the house who would take the hcdd to the doctor? 

What do people m t h~s  cornmunlty do to make sure that breastfeeding is imt~ated successfully? 
When does the mother frrst hold the baby7 When does she first put it to the breast' Does anyone 
help her make sure that the baby is feedmg satisfactonly7 What other Iiqulds are given to a baby 
during the first week when, why and how? D u n g  the nefass? 



111 - TRADITIONAL BIRTH 
ATTENDANT: DA YA 



Respondents 

Purpose 

Approach 

Method 

Sample 

Recordmg 

IN-DEPTH INTERVIEW PROTOCOL 

1 to learn about how dayas in thls communlty manage pregnancy and delivery, and 
the log~c of att~tudes, practlces perceptions and beliefs underlymg th~s  management 

2 to learn about the management of compl~cations m dellvery m terms of logtc and 
behavlor prevention, ~dent~ficat~on management defin~t~ons of causes referrals 
to doctors partlclpants In dec~s~onmaking, experience w~th the modem and 
trad~tional health sectors 

open-ended lntervlews 

1 lntervlewmg of davas concemlng their roles In pregnancy and delwery, knowledge 
of potentla1 compllcat~ons of pregnancy and dellvery and durrng the postpartum 
per~od the resources to whlch she has perceived ready access for coplng w~th 
compl~cat~ons extent to wh~ch she u consulted on pregnancy per se (as opposed to 
del~very),md~cat~ons that compl~cat~ons may occur, types of compl~cat~ons and the~r 
seriousness and need for (rap~d) medical referral ~dent~fication of med~cal resources 
In the area for referrals of compl~cated cases, the s~gnlficant actors In dec~sion- 
mak~ng and financing of mterventlons, observat~ons concerning w~lltngness of 
fam~l~es to sh~ft practltloners, and causes of delay In case of serlous complrcatlons 

One daya per communlty 

All lntervlews to be taped and notes taken 

Structure of Interwew 

The Items shown belou are to be used as a gulde for understanding the experience and expertlse 
of the davas w~th handlmg of complicat~ons In del~very, and to tap her knowledge of the 
reactions of women and the~r famdres to the occurrence of compl~cat~ons Tlus IS not a 
questionnaire and the sequence of the discussion of speclfic ltems w~l l  depend upon the flow 
of the conversation w~th the dava herself The 11st of ltems shown m thls gu~de 1s not expected 
to be exhaustwe, the dayas be~ng ~nterv~ewed may well Introduce other ltems as 
relevantf1mportant to the ~dent~ficat~on and management of compIrcat~ons 

I t  needs to be kept m rnmd durmg the lntervlewlng that the dayu IS an expert not only In dehvery 
but also In community patterns of accessmg rned~cal care in normal and compl~cated pregnancies 
and dehver~es and may be able to provlde considerable mslghts on the logic of these choices and 
behaviors apart from her own practlces in delivery 



Age, educat~on, martla1 status, number of chddren 

Years as practicing daya, ongmal source of tralnlng In field, motlve for becom~ng dava changes m 
profess~on since outset [~ncluding relationsh~p w~th doctors], rece~ved tramng from UNICEF, Mmstry 
of Health or other agencles or not, now training someone else or not 

Catchment area of activ~t~es, average number of deliveries/week 

Role In life of wllage women [full range of actlv~t~es, ~ncluding, as relevant cmumcrslon, weddings, 
dellvery and ch~ldbirth, care of newborn ] Where she sees her strengths vis-a-vls physic~ans In 
deliver~es where she sees strengths of phys~cians In deliveries Her interact~on w~th  physlc~ans 

Alternative prov~ders for prenatal care used by members of the communlty other dayas, nurses, 
physic~ans etc Reasons for select~on by communlty members Possible differences m client 
character~stlcs (could d u d e  age, educat~on b~rth order of ch~ld, preference for speclfic servlces offered 
bv type of prowder, gender of provider past experience with compl~cat~ons, many others) 

M~xmg of prov~ders withm one pregnancyfdelivery That is, does ~t happen that women have prenatal 
care w~th a doctor and then dellver with a dava? 

Consultat~on of daya during pregnancy concerning protection of mother and child 

V~ews of need for antenatal care from modem med~cal sector Does the daya consult doctors if she needs 
adv~ce? 

Does the dava have a role In preparing the woman for breastfeedmg? If so, what exactly does she do? 

How and when does she know that a spec~fic woman w~l l  ask her to delwer her? 

Does she accept all women who seek her serv~ces? If not who would not be accepted, and why? 

Posslb~l~ty and means of pred~ctlng compl~cat~ons In dellvery 



Stages In labor and dellverv ~ncluding ident~fving s i p s  and the assoc~ated termmologv, and her handl~ng 
of the deliverv at each polnt The pomt at whlch her job 1s complete 

Measures she may use to speed a dellvery 

Medications used In delivery and reasons for use 

Charges for delivery 

Knowledge of complications of pregnancy and del~very, most serlous of these complications 
termmology, attribution of causality, slgns and svmptoms approprtate actlons wtthm the capaclty of the 
daya extent to which daya can manage such compl~cations slgns and symptoms which ~nd~cate need 
for referral to phvs~cian slgns and symptoms wh~ch ~nd~cate need for immediate and rap~d consultat~on 
of doctorlhosp~tal 

Persons typicallv ~ncluded In declslon-making process m the case of serlous compllcatlons Types of 
reslstance encountered role-related resistances if present Patterns of arrivlng at final dec~slon in 
presence of different views Power of dava to overcome reslstance to transfer to hosp~tal when needed 

Strategy for dealing w~th prolonged labor premature b~rth hemorrhage, and other complicat~ons 

What 1s her respons~bility In terms of ~mmed~ate care of neonate? 

Does she glve the child to h ~ s  mother7 When? 

What 1s her role 111 care of the neonate over the first week of life and for the rest of the per~od of the 
nefass? Does anvone else check the health of the neonate dur~ng the first week? Who and when7 

Role in first pualng the chdd to the breast w~th tlming l o p  understand~ng of colostrum 

Other substances placed In ch~ld's mouth on first dav and later In first week of life, with rattonale 
manner of admin~strat~on, and tlming 

Measures to be taken by a new mother and those around her to protect her health and that of her mfant 
durmg the first days after delivery 

Observat~ons on establ~shment of lactat~on level and type of bottle feedlng In community, presence and 
logic of early dec~s~on to bottle feed and of lactat~on failure To what extent IS the bottle assisting breast 
as opposed to breast assisting bottle7 

Understandmg of reasons for lactation failure, knowledge of means of ensuring estabhshment of 
lactat~on 

Ident~ficat~on of any clrcumstances under which a newborn should be checked by a doctor Rationale 
Commun~ty practice 



V~ews of the use of famrly plannmg In general and after the brrth of a chrld Role rn ~nfluencrng the 
vrews of comrnunrtv women 

COMMUNICATION WITH MODERN MEDICAL PERSONNEL 

Perception of the wews of modern medrcal personnel who dellver babres In this communrty or In 
hosprtais servlng t h ~ s  community of the role and professional competence of the daya 

Occurrence of mutual consultat~on concernmg spec~fic deliveries, occurrence of education from doctors 
to daya on managmg compircations 


