 REPORT FROM SAFE MOTHERHOOD ADHOC MEETING 
1.0 INTRODUCTION 
On the 1st April 2015, I was invited by the intern of Reproductive Health Unit( RHU) to attend a meeting at Clinton Health Initiative (CHAI) Offices at arcade house in area 4.They invited a lot of people from various organizations, both government and non- governmental organization.  The invitation was through email and they invited a lot of people from various organizations, i.e. USAID. UNICEF, GiZ, RHU, CHAI, DFID and JHPIEGO. The meeting was scheduled for 9am and I arrived 30 minutes early. The meeting started at 9:30 with an opening prayer from Mrs Harriet Chanza from World Health Organization (WHO).
Mrs Chanza also made an introduction; she described the aim of the meeting and the objectives.

The objectives of the meeting were:

· To share the World Health Organization (WHO) quality of care tool.

· To identify partners in Quality of Care work in Malawi.

· To share experiences on a quality improvements efforts in Malawi

· To start planning for the tool adaptation workshop.

This is 2015 and by MGD target Malawi is very far away, WHO and RHU staff went to Zimbabwe for WHO safe motherhood meeting.

To achieve these objectives people from WHO thought of having presentation on quality care.  They have been doing Program Quality Improvement (PQI) as part of quality improvement.
The presentation was made by representatives from World health Organization and they were comments and questions from the group, there were also couple of presentations and suggestions from a representative from CHAI and other organization.  Find the details content of each and every presentation made at the meeting, question and comments as well as responses and recommendations.
1.2 STATUS OF QUALITY OF MATERNAL AND NEWBORN CHILD AND HEALTH SERVICES

Quality of care (Qoc) has been recognized as a neglected issue in the international health agenda, Global data has shown that quality of care provided in the health facilities is poor. Poor quality of care is contributing to significant morbidity and mortality .The existence of a quality gap is most likely contributor to slow progress towards MDG 4 and 5.
.
1.3 CAUSES OF NEONATAL AND CHILD DEATH 
 Pneumonia (23%), Malaria (14%), Measles (0.3%) HIV / Aids (14%), Neonatal causes (22%), Preterm births (27%), Neonatal tetanus (5%), Infections (29%), Birth asphyxia (23%), Diarrhea diseases (3%) , Child underweight (22|%)  and congenital abnormalities (7%).
1.4 PREVENTION OF NEWBORN AND CHILD DEATHS
· Skilled care at birth.

· Postnatal care for all new born

· Early initiation of breast  feeding 

· Exclusive breast feeding  for six months

· Good complementary feeding.

· Immunization 

· Insecticide treated bed-nets
1.5 TREATMENT 

· Neonatal resuscitation

· Extra care for low- birth- weight babies

· Treatment of neonatal infections 

· Oral rehydration salts and zinc for diarrhea.

· Antibiotics for pneumonia and dysentery 

· Anti malaria.

· Family planning

· Safe abortion and post- abortion care
· Skilled care during child birth

· Postnatal care

1.6 EXAMPLES OF INTERVENTIONS

· Emergency contraception

· Prevention and treatment of anemia

· Use of partograph to detect slow progress in labor

· Oxytocin to prevent severe bleeding

· Magnesium sulphate to prevent and treat convulsion

· Timely recognition and treatment of infections
1.7 IMPROVING QUALITY OF CARE

There has to be the delivery of effective health services consistent with best evidence (safe, effective, patient centered, timely, efficient and equitable) to lead to improved outcomes.
Effective in terms of health care based on evidence, results in improved health outcomes and based on the needs of individuals.

Efficiency: maximizing resource use and avoiding wastage.

Accessibility: health care that is timely and geographically reasonable.

Acceptable: preference and aspirations of individuals

Equity: does not vary in quality because of personal characteristics such as gender, race, ethnicity, geographical location or social economic status.

Safety: minimizes risks
1.8 QUESTIONS AND COMMENTS FROM THE GROUP

Participant 1: on the prevention and treatment you have said insecticide treated bed nets to avoid malarial. A lot of people have been distributing mosquito nets in the villages but they end up using it to make a fence for a vegetable gardens to avoid damage from livestock, we need to make sure that they are really using the nets as intended when distributing they should be a way of dealing with people who are using the nets for other purposes.
Participant 2: Anti natal care provided in the facilities is not enough a lot of mothers are being abandoned or not cared for.

In several hospitals anti biotic are not available

Participant 3: Jhpiego trained providers on emergency contraception but on the   ground they are not practicing. In some places partographs are used but some things are not monitored on the mother.
Participant 4: globally people have note that things are happening on the ground   but how do we take this on the ground? As a former director of PQI we have failed since we have been there and we haven’t outlined on what is going on. We have a lot of NGOs funded by Germany and with support from GiZ, Maikhanda and JHPIEGO, all these having different methodologies and scattered in the hospitals yet the quality of care is compromised. As development partners we tend to focus on soft things and we do much dwell on training, we train, train and train but the trainers cannot practice on the ground because some health facilities do not have enough equipment for the trainees to practice. One day I went to Mchinji and I saw a recent graduate who was enthusiastic to do this things but no equipment, when he saw me he cried he said Dr Phoya me I really want to make a different on this health facility but we do not have enough equipment to resuscitate the mother and protect the mothers from other diseases. I went to the female wards and I saw one old oxygen support machine that cannot even save a life and I also saw women sleeping on the flour which can lead to sepsis.
Participant 4: In this presentation they are a lot of similarities with what already exists, I think we should not start afresh because they are so many things happening so we need to know what is happening in terms of quality of care and see the gap and act on it unfortunately people from nursing department are not here.
Where you have good leadership things work if it changes it confuses individuals. This is not new but we need to see how to harmonize this tool to benefit on the ground. We aiming at moving towards preventable neonatal and maternal death hence some facilitates need to be renovated to accommodate neonatal. Some of the things do not need money it is just the administration putting things in place. The comprehensive nature of the tool will help us to identify the gaps and see how best we can address the issues. Let’s remember quality of care is an outcome so we need to deal with the actual thing.

Last year we also sat down and discuss this and am sure next year we will sit down and discuss this again , am not  trying to be negative but that’s the fact.
1.9 Response from WHO

This tool will help in identifying the gaps like some of you have already mentioned and all together we will come up with procedures on how to deal with the gaps.

Most of our health facilities do not provide good quality care, and it is not only in Malawi, it is global especially in developing countries. 

Some decisions we make have a great impact, for instance shifting of staff workers especially nurses, in Bwaila they shifted nurses and it affected the quality improvement, there is need to monitor the effect not just change for the sake of changing.
On our agenda we planned to have this meeting to share ideas and reach consensus then we will have a meeting with other individual partners so that we can come up with the standards procedure of dealing with the problems.
The adaptation of this tool should not only be the work of the director of reproductive health, but also the technical team because this tool is quite compressive.
What standard procedures can we follow to add to already existing tools?

Challenges

· When the hospitals are awarded after doing a good job they backslide.

· Standards cannot be successful if the environment is not clean.

Way forward
· We need to have a harmonized tool that is user friendly to use as a country to avoid confusion.
· While we are adapting a tool we already have data from previous assessments so let us use the data especially from IMOB assessment.
2.0 Use of Non-pneumatic Anti-Shock Garment (NASG) for management of Obstetrics Hemorrhage by Mebratu Bejiga (CHAI) 

NASG is a first-aid device that can reverse shock, decrease blood loss and stabilize women suffering from hypovolemic shock secondary to severe obstetric hemorrhage. CHAI is procuring 222 NASG April 2015 and UNFPA is planning to conduct the first TOT training and avail 100 NASG. CHAI will integrate the cascade training into upcoming BEmONC trainings. What’s needed is the establishment of a small task force to develop and adopt training materials and tools and further guide roll out of NASG in Malawi. The NASG Taskforce is SSDI, CHAI, UNFPA and RHD.

2.1 DISCUSSION AND COMMENTS:
There was question on which approach Malawi would take: phase or roll out. In Ethiopia, NASG was rolled out in a phase approach as opposed to a pilot and Malawi will take that route as well. In Malawi there is the RMNCH trust fund through UNICEF and other partners, and that same funding mechanism was used for Ethiopia’s scale up. Nigeria also used this scheme. In Malawi’s case, the cost of this initiative was a bit high for a request from the RMNCH round II trust fund so it wasn’t prioritized. CHAI has already forecasted the roll out at $400,000 USD for the first round which UNFPA will assist with. For the remainder, CHAI is looking for its own funding source and the purpose of the presentation is to solicit interest from partners and donors. In terms of cost and budget for the country, it’s a low cost endeavor. The garments are $50 USD each and can get 40-50 uses and are washable with simple disinfectant. The replacement rate is very low and this can be integrated into BemONC training as well. 

2.2 Psychological Distress among adolescents before, during and after unsafe induced abortion in Malawi by Rose Chamanga (PACHI)

The purpose of the study was to explore the psychological experiences of adolescents before, during and after the unsafe induced abortion. Unsafe induced abortion is being sought by adolescents in Malawi and when they discover that they are pregnant, they go through traumatic experiences that cause psychological distress. Adolescents need information to cope with the trauma they experience before, during and after unsafe induced abortion. Therefore, nurse-midwives in the post abortion care wards should offer support and comprehensive psychological counseling to the adolescents. 

2.3 Recommendations include:

·  Comprehensive psychological counselling should become an integral part of post abortion care in all health facilities of the country to heal the psychological wounds caused by abortion.
· There is also a need to create awareness among the youths on the consequences of unwanted pregnancies so that the rate of unsafe abortion can be reduced.
· There is need to dispel negative rumours regarding health personnel and post-abortal care and provide communities with correct information.
Discussion and comments:

The presentation is an indicator of where Malawi is on the provision of comprehensive reproductive health for adolescents. With the reviews on abortion moving along, there are some strides being made. The report on the abortion law is finalized except for the language that will go to the Ministry of Justice. That language will go to parliament. RHD officers need to complete their portion so this process can move forward. 

The Ministry of Education needs to do more. Perhaps the committee should facilitate an interface meeting between the health, youth and education ministries. The issue of the education ministry’s role in this was discussed in the most recent Family Planning subcommittee meeting. The MOE is developing a curriculum but sex education isn’t taking place before form 3. The Teachers’ Union is trying to ignite the process of teaching students under form 3. This issue can be taken up in the FP subcommittee meeting or this committee can develop a statement and submit it to the SRH TWG to prompt the MOE to be more proactive. Initiatives have started but more needs to happen on the ground. 

Due to the passage of the Marriage bill, we need to recognize that there are going to be longer periods of pre-marital sex and that we will need to prepare for this. Since contraceptives can’t be accessed at school, here are some solutions to be considered:

-Pushing for explicit policy language that says schools should be accessing FP commodities. Any statement the committee issues should include this. 

      -Anti-AIDS clubs can also be anti-pregnancy clubs

      -CBDAs can operate near the schools

2.4 Comments regarding results of the study:

Those in the study who expected bad experiences with health personnel had different impressions once they went through the care process without being hurt. 

In terms of relegating the information, most information was given after the treatment and during their discharge. They could only work with girls who were willing to admit and fully accept their situation. 

2.5 Implementation of World Starts with Me (WSWM), a youth SRH Program by Pilirani Kamlia (Teachers Union of Malawi)

World Starts with Me (WSWM) is a complete digital Sexual and Reproductive Health and Rights curriculum for young people in an in-school and out-of-school setting. WSWM combines IT skills building with creative expression. With this curriculum, Rutgers WPF aims to contribute not only to the improvement of young people's sexual and reproductive health but also to their social and economic development. The overall goal is to give young people self-confidence and control over their own lives by supporting them in well-informed decision-making. WSWM uses active and creative learning and have adapted the curriculum for the setting of teacher training colleges (TTC’s) in Malawi. 

In doing so, they have two objectives:

-Students (future primary school teachers) learn about their own sexual and reproductive health and rights

-Students learn how to facilitate the WSWM curriculum to their future primary school students

WSWM hopes to garner support from partners for continuity of the program.

2.6 Challenges:

· Inadequate computers in the teachers’ training colleges.

· Lack of demonstration materials e.g. female condoms, male condoms, posters on SRHR, etc.

· T-Shirts for the students to market the programme

· Inadequate stationery materials eg. Flip charts, markers, hard covers, printing papers, etc.

· Incentives for the programme facilitators

2.7 Discussion and comments:

While working with teachers, more activities should be happening on the ground. For instance, the Ministry of Youth is very active but because they don’t have big partners and powerful advocates, they don’t receive the same amount of assistance. At UNFPA, there’s now an officer working with UNESCO and the Ministry of Youth to also target those out of school. There is a need for comprehensive advocacy and there’s no organization in the country now that can interface with the Ministry of Education.
There was discussion on the role of parents in youth SRH. Parents seem to be a major obstacle and TU was asked if there is a plan to incorporate parents into this initiative. TU responded that their work on child labor issues involves parents and they hope to use this same model and involve parents through chiefs and school meetings.

2.8 The Mama kit (delivery kit) and the IPT job aid by Limbika Tauzi (SSDI) 

Mama Kits

Mama kits are surgically clean delivery kits which will be given to antenatal women during their third trimester as part of birth preparedness. These kits shall be given to pregnant women to take to any health facility during delivery. Providers shall be oriented on how to use Mama Kits and HSAs shall be oriented on how to relay information to pregnant women during CBMNH training sessions. Antenatal women and communities shall be sensitized during antenatal clinics, follow up of antenatal women, and community mobilization respectively. SSDI is still buying essential equipment for MNH and the usual delivery kits for deliveries, but these kits can still be used because there is data on the ground that they’re being utilized in hospitals. Unsanitary deliveries are still happening in transit to health centers and as Malawi is working to reach a certain standard in these facilities, the kits are a good alternative. Mama kits would be an addendum to the community based manuals.

2.9 Mama kits discussion and comments:

There was much discussion on whether the kits will encourage women, especially in rural locations, to give birth outside of facilities with the assistance of TBAs and what affect this will have on the progress made thus far in this space. SSDI did not see this as an issue because with the kits they are providing adequate information on safe births and distributing the kits where there are strong community based MNH services. There was a similar concern with the use of the drug misoprostol but women still took the drug back to the facilities for delivers. 

3.0 Suggestions include:

-Combining the activities of advocating for facility births and well-equipped births

-Provide hospitals with kits and let the mothers find them there

- Use the kits as an incentive for women to come in for first trimester appointments

-Putting measures in place to ensure this is not affecting women giving births in facilities

-Even though the context of Uganda’s use with the kits is very different (their service is paying), it’s worth seeing what we can learn from their experience

-SSDI should liaise with results based financing in the eight districts 

There was concern about the kits being sold and what assurances SSDI can give that this will not happen. SSDI cannot give any reassurances as this is common with many products but shouldn’t deter the MNH sector from intervention. SSDI also considers buying beds in districts where there are none. 

Since most in the meeting were apprehensive about how the kits would affect facility births, the chair decided to table the discussion and take it to the SRH TWG.

4.0 Job Aid

Job aid discussion and comments:

There is concern that there are too many messages on the job aid and perhaps there should be focus on a maximum of two messages. Limbika has taken note of this and will take this back to SSDI. The purpose of presenting the job aid is to reach consensus on whether to move forward with it and if not, why not. The aid is something the provider will not keep in their pocket but a postcard to be kept in the ward.

4.1 Community Mobilization Update in Kasungu and Lilongwe Area 25 Health Centre Catchment Area by Timothy Bonyonga 

4.11Activities:

· Mobilization of Influential Leaders

· Open Day Campaigns

· Training of Task Force Members

· Motivational Talks in Schools

· Motivational Talk with Ante-Natal, Post Natal Mothers and Guardians
4.12Successes:

· Young mothers going back to school

· Increased demand for Cervical Cancer Screening 

· Reduced maternal death under Senior Chief Kaomba 

· Increased male involvement

· Increased hospital deliveries 

4.13 Challenges:

· Policies that only promote rights without responsibilities/violates SRHR= ‘4 TOOS’
· Limited resources=delay in treatment seeking behavior eg PGT, Staff, Space MWH, Guardian Shelter, etc. 

4.14 Recommendation:

· Intensify Decision Counseling - long term/non hormonal/permanent FP Methods 

5.0 Introduction to MNH Mentorship Approach by Paul Dielemans (EPOS/GIZ) 

The mentorship project was implemented by KCN with financial support from GIZ and started in October 2013 targeting the RBF4MNH sites in Mchinji, Dedza, Ntcheu and Balaka districts. The curriculum was developed and training of mentors started in March 2014. Challenges were encountered and KCN and GIZ agreed to terminate the contract. The design changed slightly and the Reproductive Health Directorate took lead of the mentorship project in September 2014. The GIZ technical advisor, based at RHD and EPOS QM Team Leader are providing technical support to RHD and the four districts. The implementation period is October 2014 to September 2016.

Progress to date:

· Mentorship approach was shared with the four DHMT’s and zonal health offices in October 2014 – DHMT has identified the mentors

· Baseline assessment conducted  in November 2014 using  SRH standards

· MNH motivators  identified in November 2014 

· Facility based mentors  and MNH motivators oriented on the approach and tools in December 2014

· Mentorship tools finalized in January 2015

· Manikins and teaching  equipment for skills labs distributed to three districts in January 2015

· Renovation of skills labs and procurement of furniture is ongoing

· Funds transferred to the districts to cover for  refreshments, stationery, transport, DSA and incentives at the end of the cycle 

· The first mentorship cycle started in Balaka, Ntcheu and Dedza districts

5.1 Initial Challenges:

· Implementation in Mchinji district delayed, mentors prefer to wait till the skills lab is fully functional 

· Mentors have expressed dissatisfaction with the incentives being offered: MK 25,000 for mentee and MK 20,000 for mentor

· Hospital based mentees feel that they should get an allowance for attending skills lab sessions (or being mentored in a different district hospital)

Next steps:

· Continue supporting the districts implementing the first cycle – RHD, EPOS/GIZ and MNH motivators

· Obtaining feedback from the users on the mentorship tools  and make the necessary adjustments

· Finalizing  booklet for the mentors

· Quarterly mentors  meeting to share experiences and lessons learnt

5.2 Discussion and comments:

There was discussion on the quality of care and how improvement in quality of care is how we will know the investment made into the program was a good one. EPOS/GIZ is supporting facilities with quality management components and working from more than one angle to improve the quality of that. Trying to measure the impact of this is a large component of that. 

On incentives, there was agreement that paying personnel to improve their skills isn’t ideal but the program is looking for other ways to motivate individuals. Finding that balance is challenging. 


5.3 Other comments:

-Respect for mothers should be included in the list

-MNH motivators: if they cannot find additional people, it doesn’t work. They have 4 at the moment. 

6.0 RHD Updates

For more detailed updates, please refer to the presentation that was circulated via email.

This was presented by Ms. Mary Phiri and it highlighted the main activities done by the Directorate in the last quarter: 

YFHS 

Development of Youth SRH Strategy is in progress

EmONC 

· Data entry was finalized in December 2014 

· Data analysis and interpretation  workshop was held in Blantyre, January 2015 

· Validation and report writing workshop is scheduled for 4th -7th March 

· Preliminary report dissemination and action planning meeting dates are 7th -11th April 

· Currently sourcing funds to hold zonal action plan meetings using the assessment results 

ACS 

New project will be in 12 CEmONC facilities, the 3 conditions will be tested using QI. It will run for 18 months.

RH SUBCOMMITTEE OF THE HEALTH CLUSTER 

· Formed on 26th January 2015 with approval from health cluster 

· Primary goal is to coordinate and work with government and NGOs to deliver quality SRH and child health services in times of emergencies 

· Meets weekly, every Wednesday at 9am at RHD

· Will meet quarterly during non-disaster period 

FAMILY PLANNING 

· 57 providers (nurses and clinicians) trained in LARC from 4 districts: Rumphi, Ntcheu, Blantyre and Neno

· LARC trainings planned for 17 districts starting 23 February 

7.0 AOB & Action Items

AOB was as follows: 

· Ausbert of COM: the Chatinkha Maternity Care Support (CHAMACA) group received a donation of cryotherapy guns. These were received by the Ministry of Health at QECH. A total of six will be distributed to the central hospitals. This is a welcomed development to enhance the “see and treat” approach for the cervical cancer programme. Training for their use will be scheduled soon.

· Sharon of SMI: Dynapham (head office at City Mall) had an advert on the radio last Wednesday that was discouraging women to not access MOH FP methods because they cause cancer and instead use their methods. SMI went to their offices to speak with them and the manager said he wasn’t comfortable with that statement and would go back on Zodiak and issue a series of corrections every Wednesday at 6:30 for several weeks. Someone posed the question of whether there were laws requiring the MOH to cross-check health adverts prior to their release. There is an MOH public relations officer Mr. Chimbali who emphasizes releasing counter messages versus directly refuting messages. The FP subcommittee will follow up on this issue as well. 

Marriage Bill: there needs to be fast action on the legislative language allowing 15 year olds to marry with parent’s consent. The opportunity to advocate removing this before becoming law was missed, but in the meantime we need to continue educating the communities and members of parliament on this. It will also be necessary to lobby for change in the constitution as the law is phrased based on current constitutional language. The committee will need to take the matter of lobbying to change the constitution to the SRH TWG 

8.0 Overall reflection 

They have been a lot of mentorships to improve health workers knowledge and skills but they are still a lot of complaints on quality of care being provided that it is poor, it is high time they do mentorship on professionalism and altitude of the health workers. It is not all about being equipped with practical and classroom knowledge but they way they approach clients. Even if a  patient may be seriously ill or he or she knows deep down that she/ he is going to die, the kind of treatment being provided can calm ones soul and feel that even if she or he is not going to make it at least  he/ she will die with love surrounding people.
