SAFE MOTHERHOOD SUB-COMMITTEE REPORT 
1.0 INTRODUCTION 
On Wednesday the 28th of May I went to Reproductive Health Unit (RHU) to attend the safe motherhood meeting. The meeting started at 9: 00am and they were over 50 participants and the room was small, I think they thought people will not attend this much. The participation was very good compared to the last meeting that took place in early April. The meeting was supposed to take place at Christian Health Initiative (CHAI) but they was a meeting on community midwife assessment taking place at CHAI on the same date and time and they decided to shift to RHU  that is why the room was too small to accommodate the group.
Among the participants, were the director of reproductive health, Fannie Kachale,  Director of Nursing, the president for safe motherhood ,Ruth Mwandira from DIFD, Evelyn Zimba from USAID and Christopher Connolly from CHAI.

Harriet Chanza of World Health Organization (WHO) opened with a word of prayer and the agenda of the meeting were

· Review of previous meeting’s action points and matters arising.

· Presentations  on 

· Quality of institutional care process and learning by Parent and Child Initiative (PACHI).

· Time and efforts at Bwaila hospital by Rachel Macleod 

· Every Newborn Action Plan (ENAP)

· Village reach : ANC connect

1.2 Matters Arising:

-ACS Training will take place 26-28 May

Action Items:

	Item #
	Action item
	Responsible Person
	Time Frame
	Progress

	1
	Share WHO QoC timeline 


	Lastone 
	
	No timeline was shared because the process is ongoing. It may take the whole year to refine the tool. 

	2
	Directors and partners meeting in Balaka 


	ALL
	27 April
	Done

	3
	Technical staff meeting to adapt tool
	ALL
	28 April-2 May 
	Done 

	4
	Circulate ACS letter on Ministry’s stance on scale up 
	Umba 
	
	Done 

	5
	Presentation on MSF’s exit strategy in Thyolo & Chiradzulo at the next SMSC meeting on May 20
	Dr. Phoya 
	
	Still pending. Dr. Phoya was out in South Africa.

	6
	Contact CMED on the inclusion of MVA, YFHS & cervical cancer data into the DHIS 2
	RHD
	
	Done. Indicators have been customized in the DHIS 2.

	7
	Circulate ACS letter by the Ministry to all DHOs and partners
	RHD
	
	Done 


2.0PRESENTATIONS 

2.1 EmONC Status Report: Key findings, Fannie Kachale (MoH-RHD)  

Ms. Kachale presented on behalf of the AMDD consultant leading the EmONC assessment and highlighted methodology and key findings. Please see attached status report for further details. 

Key Findings:

Equipment, drugs & supplies
· CMST, Private Pharmacy & CHAM are most important source of drugs for all sectors

· Causes of delays in delivery of supplies 

·  Administrative difficulties 

·  Inadequate transport systems

·  Stock-outs at central stores 

HMIS & Charts

· Poor quality of charts reviewed

· Partographs not routinely used for decision making

· HMIS poor 

· Documentation of obstetric complications

· Maternal deaths

· Stillbirths and neonatal death 

· Referral 

Conclusions:

· Near absence of BEmONC facilities
·  Underperformance of 3 Signal functions
·  Mortality due to PPH, postpartum sepsis & severe pre-eclampsia/eclampsia 
·  Limited cervical cancer screening
·  Limited fistula repair centres
Recommendations:

· Strengthen 148 partial BEmONC status to full BEmONC status 
· Strengthen 28 partial CEmONC status to full CEmONC status
· Strengthen referral system from BEmONC to CEmONC 
· Refresher trainings:
· Early newborn care
· BEmONC (MVA, Vacuum etc)
· Post abortion care 
Some notables from the presentation were the discrepancies in family planning (slide 27) and that central and district hospitals complain of staff shortages but based on the EmONC assessment they are overstaffed. One additional recommendation was the need to work on the mentorship and confidence of midwives.

Comments: 

· There was much discussion on the percentage of skills attendants at birth. They are by definition “skilled” but the competence is not there. Some believe the 60% of skill attendants at birth statistic is a more accurate reflection of the situation in Malawi than the already publicized 87.4%. Others agree that 87.4% is accurate and that it is the quality of care that is the issue. They may have been trained but are not using their skills and are making incorrect diagnoses. More analysis is needed on the situation. Additionally, there is a need to look into the issue of negligence during EmONC action planning. 

· A functional review has been done but there is a big discrepancy on the staffing numbers and there seems to be numerous reasons for this. Staff being transferred or attending trainings and still counted as present is one issue. Some are teaching or at Capital Hill and don’t report that they have left their station. It’s an issue that needs to be reviewed. 

· The EmONC taskforce hopes to meet with senior management 22 June. If all goes well, they plan for a 13 July report dissemination.

· Regarding slide 24 on direct causes of maternal death, it would be better if the statisticians show the percentage gaps in the staffing requirements in percentages.

· Per Harriet’s suggestion, Thoko and Edwin can look at the Mwanza figures.

2.2 QuIC Intervention Progress, Benson John (PACHI) 

QuIC is a telephone based approach to collecting data and turning this data into results. It’s designed to collect data on how prepared a facility is to provide EmONC services (enablers) and the ability to perform EmONC Signal Functions. PACHI plans to scale up in three northern districts and sought advice and support from the Committee to strengthen the program and integrate it into other initiatives. Please see attached presentation for more details. 
Observations and Lessons:

· DHMTs are finding QuIC scorecards easy to understand 

· QuIC results triggered transparency and accountability kind of discussion 

· QuIC complements other data for decision making to provide a picture of district level quality of care 

· Facilities claimed that they are experiencing shortages of gentamycin due to high levels of STIs  

Challenges:

To collect data

· Network connectivity problems 

To share data

· DHMTs not readily available and difficult to include QuIC data sharing on their agendas, as a result QuIC data may take up to 2 weeks before being shared. 

To engage stakeholders in the data for action 

· Facilities in an acceptance mode of current quality of care situation and feel hopelessness to improve the situation 

Comments: 

· To clarify, PACHI explains that these calls are made at the district level; DHSM makes the calls. PACHI supports nurses, clinicians and the district management team at the initial stage. 

· There were concerns on the validity of the data being collected over phones and if there are mechanisms in place to verify the accuracy of the information being given. PACHI assured the committee that random spot checks are conducted at the district level.

· There were questions on how the information is transferred to the dashboard and who accesses the information. The QuIC compliments the dashboard and information is transferred to the dashboard and the dashboard only shows outcomes. The district organizes meetings and PACHI participates in some meetings.

· There was a suggestion that PACHI should try to marry the tools. 

· The chair asked PACHI to present at the 24-27 May meeting on the WHO quality assessment tool. Lastone has connected with Benson on this.

2.3 Time and Efforts at Bwaila: Midwife Support Malawi, Rachel Macleod (Bwaila)
Rachel Macleod presented on her seven year tenure at Bwaila Hospital working as a midwife. She joined Bwaila January 2008 and her contract is ending this July. Ms. Macleod wanted to present the committee with information on support methods, advantages and disadvantages of the midwife support model, and recommendations. 

She emphasized the following points:

· Need for consistent follow-up after trainings 

· The advantages of this model outweigh the disadvantages

· Don’t underestimate the importance of a conducive environment and building for giving birth. It shows that we respect the women.

· Leaders are there and we just need to find them. The problem is that people don’t have time for leadership but we have to give them the chance to delegate and people will follow.

· Maintain pressure at the top to ensure that all staff underneath are doing their jobs.
Advantages and disadvantages of support model:

Advantages:

· Demonstration of high standard of care

· Demonstration of new/different methods and skills

Disadvantages:

· May not be followed

· May diminish or overwhelm and cause insecurities and delayed growth

· Burn out as may be working alone
Recommendations for effective support: 
Comprehensive support
· Promote local analysis and critical thinking

· Internal Identification of challenges and gaps

· Change ideas

· Create tools

· Supply equipment /materials (sustainability) 

· On-going in-service trainings

· Regular follow up

· Achieve integration into existing system 

Conclusions:

· Achieve mutual trust and respect

· Listen, understand and motivate

· Have a vision and share a vision

· Create common goals

· Show and create enthusiasm

· Ownership of improvements (patient care, professional development) 

Comments: 

· The chair thanked Rachel for the very touching and insightful presentation. 

· Supportive supervision should not just be from the central level.

· Youth Friendly Health Services is a program that is not being executed properly. All the resources are given but when at the facility, the information is not found. It is difficult to find information on pregnant teens. The program needs motivated self starters. Training should be provided to those who are interested in working with youths. 

· There were ethical concerns on using patients’ photos in the presentation. Rachel assured the committee she had their consent.

2.4 Every Newborn Action Plan (ENAP), Eneles Kachale (RHD MOH)

The Malawi newborn action plan has been developed in response to the Global Every Newborn Action Plan which was launched at the World Health Assembly in June 2014.The plan outlines a targeted strategy for accelerating the reduction of preventable newborn deaths and stillbirths in the country. The Malawi newborn action plan will be implemented within the existing RMNCH+A framework, and guided by the principles of integration, equity, gender, quality of care, convergence, accountability, and partnerships. The presentation covered the overall aim of the plan, ENAP targets for Malawi, strategies, plans for managing the plan and monitoring progress. Please see attached presentation and indicators for more details.
Comments: 

· UNICEF has funds and is working with the Pediatric Association to improve hospital neonatal facilities. They will support ten districts and they are starting in Lilongwe. 

· ENAP and EmONC need to be endorsed. The chair wants members to read the ENAP and EmONC documents so that it can be presented to the SRH TWG for approval. Following that, they will be taken to senior management. They will only be printed after meeting with senior management (15 June or 22 June). 

·  These documents will have to be integrated into the new roadmap during reviews. The current roadmap expires 2016.

· We may need a newborn register to ensure we can get the information from a single, uniform source and that newborns are properly accounted for. Some areas have newborn registers but they are not used nationwide.

2.5 ANC Connect: Improving ANC attendance through mobile technology, Barbara Singer (Village Reach) 

ANC Connect is two-way mobile messaging to remind pregnant women and their HSAs of ANC visits and in-facility birth planning. It aims to promote in-person follow-up visits between pregnant women and their HSAs. The presentation focuses on their pilot run that took place between December 2014 and March 2015 in 5 health centers in Balaka and Ntcheu. Please see attached presentation for further details. 

Key Successes:

· ANC Connect had a good reputation among community 

· Clients reported more attention and better care from HSAs 

· HSAs reported better accountability to client follow-up 

· Enabled successful two-way text messaging with CCPF clients 

· Supportive supervision increased number of registrations 

Lessons Learned: Key Recommendations

· Upgrade TextIt capabilities or evaluate TextIt against alternative platforms to better meet ANC Connect needs. 

· Collect baseline data on number of ANC visits and in-facility births, and develop protocols to measure the impact of ANC Connect. Consider a longer pilot period to assess these impacts. 

· Provide additional HSA training on community mobilization. 

· Restructure message flows to improve usability. 

· Develop strategies on increasing registrations among women who are in their first trimester of pregnancy 

Next Steps:

· Conduct literature review of similar projects 

· Use lessons learned to revise ANC Connect design 

· Seek funding sources to support project relaunch 

Comments:

· The chair attended an mhealth meeting last week and commented that these innovations can actually bring impact. Malawi received an award for having the most participants at the meeting. 

· A participant wanted clarification on the complaint of battery use by the HSAs; on average how many SMS are sent to HSAs per day? There is no answer on how many messages per day from patients. Sometimes texts sit in a queue because their inbox is full. The battery was drained because of the back and forth of messing information multiple times a day.

· The types of messages sent to the phones can be expanded to include family planning. 

· We can’t overemphasize the role of innovation in improving care. It covers many aspects of the health sector. Rwanda was able to achieve MDG 4 and 5 before the deadline partially due to mhealth. We need to partner, collaborate and scale up.

· The chair suggested we have Airtel present to the committee on their mobile insurance scheme. We can possibly use this to encourage women to stay in the hospital for 3 full days or more. 

3.0 Brief on progress: SRH and HIV integrated strategy, Hans Katengeza (RHD MOH)

This strategy is responding to the Maputo Action Plan and is funded by the EU, CIDA, and UNFPA. UNAIDS is supporting monitoring and evaluation efforts. Results from the assessment triggered the need for an initial pilot project that started in 2011, went through a consultative process beginning in 2014, and will end 2016. It targeted Nkhata Bay, Dedza and Mangochi and these districts were selected based on prevailing indicators. Fifteen health facilities are participating. The final document is ready to be presented to SRH TWG in June (please see attached), then it will be presented to senior management. Once approved, it will be printed then disseminated. The next integration meeting is in September.

Comments:

· There was a question on how the strategy is being integrated. This is being done by the facilities implementing the project; they serve as a “one-stop shop.” For example, if a client goes to a facility for family planning services, they will also be able to screen for cervical cancers, access ARTs and get tested for STIs. This builds the capacity of the staff working there as well.  

· Initially workers were worried it would be too much work to cover all services. 

· With integrated services, there is more privacy for patients. Instead of a specific weekday being designated for ARTs, if ARTs and other services are available any day of the week, the community will not be able to assume why anyone is at the facility. Swaziland is doing a very good job with integrated services.

4.0 AOB

· 3 June is MOH’s World Fistula Day celebration. It will take place in Dedza at 8:30am at Umbwi primary school grounds

· 16 June is Day of the African Child

· There is no funding for the second dose of the HPV vaccine. The issue has been raised before. The dosage is time bound and we may have to start the vaccination process from the beginning. It is possible the budget for immunizations was small and was cut. There was a presentation in the Health Donor Group (HDG) on this and they were advised to revise their budget, but there has been no update since. This need to be raised again to the HDG and EPI should also be contacted. UNFPA may be able to fund this. 

· CSW meeting: at a Ministry of Gender meeting on outcomes from the New York Commission on the Status of Women (CSW) held earlier in the week, the issue of TBAs was raised. Participants asked why TBAs are not trained to deliver. Mary Phiri of the RHD and Sharon Basiska of SMI should have been invited to that meeting. In the Safe Motherhood meeting, the chair responded that the role of TBAs was revised and there is no amending this. The Ministry of Gender and RHD really need to work together and staff from the Ministry of Gender need to participate in RHD’s committee meetings.  

· CSW meeting: on the discussion of girls’ education, the Ministry of Education was not present but they need to work with MOH regardless of the conflict of policy regarding family planning. 

· Malawi is to include sex education in midwifery education. Adolescents are dying at high rates during child birth. 

· This is the last SMSC meeting with the current Global Health Corps fellows in attendance. Natasha thanked everyone for being fabulous. 

· Rachel Macleod took some time to thank the committee, Bwaila Hospital and Malawi for her time in country. Similarly, the committee wished her well and thanked her for her active participation and service. 

5.0 ACTION ITEM CHART 

Below is a table showing a summary of the action items from the meeting: 

	Item #
	Action item
	Responsible Person
	Time Frame
	Progress

	1
	Share WHO QoC timeline 


	Lastone, RHD
	
	No timeline was shared because the process is ongoing. It may take the whole year to refine the tool.

	2
	Ask FHI360 about discrepancies on family planning in EmONC presentation


	EmONC Taskforce Team
	
	

	3
	Send Harriet Chanza tools used for QuIC program 
	Benson, PACHI
	
	Done

	4
	Contact Airtel about presenting on their mobile insurance program  at next SMSC meeting on 27 August 
	Fannie, RHD
	
	

	5
	Presentation on MSF’s exit strategy in Thyolo & Chiradzulo at the next SMSC meeting on 27 August
	Dr. Phoya 
	
	

	6
	Circulate SRH and HIV integrated strategy
	Hans, RHD
	
	Done. Natasha has circulated.

	7
	Contact Director of Health Donor Group on revised budget for second dose of HPV vaccine
	Fannie, RHD
	
	


6.0 CLOSING REMARKS AND PRAYER 

The closing remarks were done by the Director of RHD Ms. Fannie Kachale and a volunteer closed with a word of prayer. The next meeting is scheduled for 27 August, 2015.
7.0 REFLECTIONS
· Almost all the meetings I have been attending I see, the same people and same organizations, and some are representatives from Bwaila central hospital and Kamuzu central hospital but I have never seen representatives from a private hospital.
· There were four presentations but by 1pm we were done with the meeting, in my opinion it is because Ann Phoya was not around, since she has a lot of information and questions, last time we had only few presenters but we finished late because she was around.
· I have observed that they are a lot of meetings on health and almost each and every meeting they do talk about nurses altitude and behavior, they are few staffs in the hospital especially in districts, to be honest these people are overloaded with work, you may find a health facilitity with 2 nurses or one nurse and a clinical officers working on shifts, 24 hours without proper rest. In meetings they do talk about this but they cannot approach them because they know that they might quit the job and they will not be any replacement since they are already few workers in hospital across the country.

· The other thing, it is high time they schedule other meetings to hospitals and see the scenario rather than one person who saw the actual thing trying to convince hundreds of people. At least if  30 %  of the individuals may see for themselves it may make a difference in the way the react to issues

NB:  it is high time they try to increase the number of health workers and continue with the mentorship to deal with the bad altitude of the nurses. To be honest these people are over worked and we are human beings  and it is normal to everyone , when somebody is tired or stressed and  to be pushed  to do  a thing , the altitude cannot be normal.

· The nurses should be complimented on the good things they do no matter how small the things may be, in this case they are motivated, not always criticizing them or castigating them. Sometimes when you are at your best behavior and you think you are working hard and only to find out that people out there are thinking you not working hard just because others in the same are not working hard and they are applying fallacy of generalization you get frustrated it is normal, and you end up doing what the majority does.

· Lastly I was chatting with one of the participants who used to be a clinical officer and he told me that, it is common in meetings to talk about the altitude of the nurses and people who talk about these things some they are in health sector but they have not worked at the hospital, especially the district hospitals, they do not know the real scenarios back in the hospitals. Majorities have worked in central hospitals where there is a lot of overstaffing and they do not feel the pain of being situated at remote area hospitals, with few staffs and in accessible roads.

