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SUMMARY

Recognizing the need to improve the care and follow up of mothers and infantpastbartum
period, the Lesotho Ministry of Health and Social Welfare (MOHSW), with technical support
from the Frontiers in Reproductive Health Progi@RONTIERS)of Population Council and
funding from PEPFAR/RHAP/USAID, carried out an operations research project to strengthen
the existingpostpartuncareservices In Lesothgonly 28 percent ofiew motherseceive a

checkup after delivery (LDHS 2004he prevention ofifture umntendedpregnancies as a
strategy and fundamental component of PMTCT programs has not received much attention to
date, and is the focus of this project. This study has a specific foaieagthenindinkages

with existingPMTCT follow upserviesand family planningervicesduring the postpartum
periodby changing th@umber, timing and contenf postpartuntonsultations that a woman

and her newborn should receivihe objectives of the study were: 1) to develop and introduce a
strengtheneg@ostpartumcare package with three consultations within 48 hours, one week and
six weeks; and 2p document the feasibility and quality of care of the strengthposipartum
carepackage, and its acceptability to providers and postpartum women.

Researchemssed a preandposttest design to assess théeefiveness of the new postpartum
package of care in the district hospital and four public healtitersn Butha Buthe District in

the north of Lesotho. To assess quality of care within the facijlitéés were collected through
interviews with health care providers, structured observations of-pifemider interactions and

a facility checklist for assessing availability of equipment and supplies to provideVWwdiien
were also interviewed on the podadavard before and after the intervention. Focus group
discussions with both providers and clients took place following the intervention to th&sess
acceptability of the new services. Data collection took place in October 2006 and July 2007.

A postpartmn package of care was developed by FRONTIERS in conjunction with the MOHSW
and stakeholders from national institutions. Results from the baseline data contributed to
developing training materials, job aids atinformation leaflet. Apostpartunregisterwas also
introduced and piloted in the intervention sites. Essential items of equipment were distributed to
the health facilitiesThe training package was piested in another districk ¢ribe Distric) with

similar characaristics to Butha Buthdistrict. Three supervision visits were made to the five
intervention facilities between March and May 200&enty-four providers were trained over

three days from 16 health facilities in the districts. Allg2dvidersmade an action plan to
introducethe PNC servicesanto their places of work and update their colleagues.

The key findingsvere as follows:

¢ Facilities were preparedor needed minimal adjustments to providePNCservicesIn
eat area assessed (staff trainiegrvices offered, equipment, dru§® commaodities
and vaccines), results indicate that the selected sites had the capacity to provide
postpartuntare.

e Provider knowledge improved: Significant increases were notedsaveralbspects of
postpartuntare,but somegaps in knowledge of on matal and newborn healtare
remain.

e Provider practice improved, demonstrating a commitment to quality of care for mothers
and babies in both MCH and the maternity uAimajority of women and their newborns



were given a comprehensive check up withirhd8rs, one week and 6 weeks after
delivery. Immunization coverage remained high and counseling on infant feeding
improved significantly.

¢ Increase in women testing for HIV. significantly morepostpartum clientbad tested for
HIV after introducing the intgention,with the majority of tests taking pladeiring
antenatal careANC) consultationsMore women were referred toatlART clinic post
intervention.

e Increase in proportion of providers who would recommend_AM and condoms to
postpartum women at 48 heutwo weeks and 6 weeilsL AM i s cheap and a:
while the condom prevents furtheriren f ect i on o .

e Majority of women said they intended to use F®etween 6 weeks and 6 months.
Despite this encouragingtreddo meno6s wunder st andiealetof when
conceive following childbirth did not change and remeal low after the intervention.

Providers anchew mothersn Butha Buthe district were enthusiastic about the timing of the new
postpartunpackageof services The MOHSWshouldnow make effos to sustain this initiative
and roll outthe packagéo the rest of the country. The results of this study have come at an
opportune time and will feed into new initiatives currently underway. Feedback from national
stakeholders following the disseminatimeeting in March 2008 included overwhelming support
for scaling up the number, timing and contenpo$tpartuntonsultations that a woman and her
newborn should receive.

Policy issues that need to be addressed include the following:

e Strengthen policieeelated to the continuum of care for maternal, newborn and infant
health and linked to HIV/IPMTCT/ strategies.

e Facilitate the necessary system processes through organizational changes, such as
allocation of staff, availability of physical space and eq@pthsupplies and efficient
client flow, as they are critical for the adequate provision oh#éve focusegostpartum
services.

e All training materials and job aids developed by MOHSW #redPopulation Council
may be formally adopted for scaling up PE&vices

e Strengthen linkages between the facility and community ldgelsstitutionalizingthe
newPNC package.

e Develop a family planning training strateg
long-term methods.

¢ Ininstitutionsmanaged by the Chriah Health Association of Lesothehich are
primarily Roman Catholic, encourage LAM aatherfertility-based awareness methods.

e Suggest roles farxommunity health workers<CHWSs) on MNH/FP activities including the
provision of counseling during home visand community mobilization on preventive
aspects of care, identification of danger signs, ANC and PNC periods for the mother and
baby.
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INTRODUCTION

Lesotho continues to have one of the highest rate\oinfection in the worldwith 24 percent

of adults aged 15 to 49 yedrsinginfected angrevalence among women aged 25 to 39 years
even higherat 40percentLDHS 20®). Progress has been made in scaling up national pnsgra
for prevention of mother to dditransmission (PMTCT) of HIMintegratedantenatal car@ANC)
and PMTCT services providmn entry point for pregnant women to be tested for ad\Well &
aacesing antiretroviral (ARV) prophylaxisfrom 28 weeks ggtation,duringearlylaborand for
thenewbornafter birthand into thepostpartunperiod.

One of the main challenges for PMTCT programs is the foligvof mothers and infants after
deliveryandvery little attention has been given to the eadgtpartunperiod (from birth to six
weeks). Thigs the most vulnerable time for the health of the mother and infabésothg the
majority of women (9(@ercen} attend antenatal care at least oacd 70percentattend four or
more times (LDHS 208). Skilled health personnel attend p&rcentof births, with almost albf
these occurring in a facility. Relatives or friends atten@&@entof births andraditional birth
attendantsTBAS) attend 13ercenbof births. The maternal mortality ratio is 762 per 100,000 live
births (LDHS 2004); the neonatal mortality rate ip401,000 live births, with 84¢ercentof the
deaths occurring within the first week of life, and the stillbirth i#6 per1,000 total births.
Seventytwo percent of women in Lesotho do not receiymstpartuncheck up. Of the 28
percentwho do receivgostpartum carenly 23 percentreceive a checkup withitwo days of the
birth. Some women attend for the first timestweeks when they bring their newborn baby for
immunization and/or for family planning; however, this is not necessarily recorded as a
postpartunvisit.

Over 60percentof maternal deaths occur in the first 48 tafter childbirth (WHO 2005) and
there is ncreasing evidence that maternal deaths related to HIV are rising (Gray and Mclntyre
2005, Mcintyre 2005, Lewis 2004~or many women in southern Africa, thestpartunperiod is

a time of increased susceptibility to HIV and STlkreequarters of newbordeaths occur in the
first week and of thoséyo-thirdsoccur in the first 24 hourd(HO 2005). Although HIV

infection in the mother will influence the outcorfioe the baby, practically all neonatal deaths in
the first month of lifeare due to noilIV causes(e.g. asphyxia, sepsis and prematurity)
highlighting the need to address the quality of basic maternal and newbogewarally and not
just among HIV¥positive motherslt has been estimated that if percentof babies and mothers
received routin@NC, 10 to 27 percent of newborn deaths could be avevtedrén et aR006)

For those pregnant women who deliver in a health facility, the immaubatpartunperiod when
the womanis still at the facility provides a timely and strategic opporturatgfter a range of
serviceghat couldmaintaina continuity of care that started during tABIC visits and conihued
duringlabar and delivery

Onepatrticularlyneglected areduring the postpartum periasi family planning Lesotho does not
have an exptit family planning policyand ®rvice providers have few guidelines to follow and



may create their own rules and restrictions (Tuoane et al 200%) contraceptive prevalence
rate (CPRationallyis 37percentand the total fertility rate (TFR) is 3.5he nost common
methods of family planning currently used by married womdresothoinclude injectables (15
perceny}, pills (11 percen}, andthe lUD (2 percen}. Although womerusing these methoasay
be protected against mmendedpregnancythey ae not protected against STIs, including HIV.
Condom usevithin regular partnerships fave percent{LDHS 2005)

Problem statement

The scale of the HIV epidemic among pregnant women has led to the rapid rolPO4T GT
programs in Lesotho. Voluntary Coseling and Testing (VCT) services afARVs are now
available aselectedacilities. There remain concernsoweverabout the degree to which e
serviceshave been integrated into existiagtenatal angostpartunservicesPrimary prevention
of HIV and reduction of umtendedpregnanas amongst HIV positive women dveo key
components of WHO® somprehensive PMTCT strategy?tHO 2004) but bothhave been given
little attention(Rutenberg and Baek 2004t the time of the 2004 DHS in Lesotho, the naéb
HIV policy made no reference to familygsining at all (Strachan et2004).

Postpartuncare is weak in Lesotho. Recording of service statistics is poor gnastmartum
register exists. The existing guidelines expect women to adtelmc for the first timesix weeks
after deliveryWomenmaybring their newborn baby for immunizatiodthersmayalso attend

for family planning. However, women do not receive a comprehensive checkup nor is it
necessarily recorded agpastpartunvisit. The family panning needs of women during the
postpartunperiod, and particularly those who are HIV positive, are often not addressed during
antenatal care or immediately after delivery, leaving many women at risknoénhedor

wrongly timed future pregnancies. Riding continuity of care between ANC, PMTCT, delivery,

postpartunctare andluring theextendedostpartum period an ensur e t hat women

intentions in the context of their HIV status are fully and effectively fite¢ prevention of future
unintendedpregnancies as a strategy and fundamental componaPNTCT program is the
focus of this project

Proposed solution

The solution developed to address this problem wageagthen the existingostpartum
program with a specific focus dallow-up of womenafterreceivingPMTCT andproviding
family planninginformation and servicdsy changing the number, timing and content of
postpartuntonsultations that a woman and her newlsbrouldreceive. This project

The Christian Health Association of Lesotho (CHAL) manages about 40 percent of all health facilities in
Lesotho Althoughsalariesare paid by the Governmembember churchesfluencethe facilities'
operationsAbout one half of theitesareoperaed by the Roman Catholic Church atmnot provide
moderncontraceptive methodalthough individual staffnaydo so(Tuoane 2004).



complemergdtheon-g o i Ragtnefs foFamily-Centered HIV Prograndéthat was already
supporting activities tstrengthen PMTCT. I&eptember 2006, there was no systematic follow
up of HIVi positive postpartum women.

The Lesotho National Reproductive Health Guidelines curreetlymmendne psipartumvisit
at six weeks after deliveryrhe revisegospartumpackage tested in thisudyrecommendethat
womenand their infantseceive three consultatiodsiring the postpartum perio@he firstshould
be within48 hours of deliveryand within he maternity unit or postnatatardif she delivered at a
health center or hospital. The second consultationld be within one week after delivery,
preferably at a facilityn the maternal and child health (MCEl)nic. Thethird consultation
should beat six weeks, again preferably atMCH clinic. The content oéachconsultation
would be specific for thetiming of the visit, i.e. it would bé f 0 ¢ u spaduthcag o s t

The overall goal of thiprojectwas o enable all new mothers and their partrterachieve their
fertility desires and to live healthily through improving g@stumcare and support. The two
immediate objectivewere to

1. Develop and introduce a strengthened pagstimcare package with three
consultations at 24 hours, one week ardveeks.

2. Document the feasibility and quality of care of the strengthenegartistncare
package, and its acceptability to providers postpartum women

REVISED AND FOCUSED PACKAGE OF POSTPARTUM CARE

Thedesign of thentervention was based on dissimns withthe MOHSW andothernational
stakeholdersand information gathered throughe visits to the hospital and health @@mand
the baseline assessmdntsummary, he interventiorcomprised

e Development of training materials postpartunctareand postpartum family planning

e Technical job aids guiding health providers on acttontskeduringpostpartum
consultations.

¢ A leafletfor parents thaprovides information on care of the mother aatiyoduring the
postpartunperiod.

¢ Introduction of gpostnatal register toebpiloted in the selected sites
Orientation of providers postpartum care

e Procurement of essential equipment and supplies.

The Partnership for Famig€entered HIV Programs is a consortium of organizationf unded t hr ough US
Regional HIV/AIDS Progranthatcollaboraes with the Government of Lesotho to reduce the impact of

HIV/AIDS, with specific emphasis on reducing Hi¢lated morbidity and mortality among children, women

and their families. The devgdment of an integrated famitentered approach to HIV careluded

incorporating a package of PMTCT services into routine antenatal and postnatal consultations, establishing

supportive services for HIV pregnant women and their families as well as it care and treatment to

all HIV infected pregnant women, their HIV exposed infants, infected children, partners and family members.



Development ofthe postpartum orientation package

Training materials oneproductive health in Lesotho wesriginally developed in the lat€980s
and earlyl990s,and hadvery little focus on maternal and newborn healtlonfamily planning.
Preservice training provides basic informatjdnut family planning is not covered in much detail
and there arbmited opporturties to practice skills learntpinimal in-service reproductive health
trainingis available. There are no-tip-dateFP guidelinesyery few health providerareskilled

in family planning and no family planning course available in LesofRecently there has been
an upsurge in traininfpr health workershut all with afocus on HIV and®MTCT.

To support strengthening the postpartum services packdgee Popul ati on Counci |
Reproductive Health progralRRONTIERS developed a@stpartunorientation package and

technical job aids grounded in evidence and adapted from WHO andeathanttraining

materials from théfrica region.To develop the new pgsrtumpackagegexisting national

guidelines and standards were reviewech<bdatiors with theMOHSW and partners and a joint

review of the baseline findings in November 2006 resulted in an agpeedutline of a

minimum package of pgsartumcare. The new pa&eage forproviderswas subsequently

developedand linkages with HIVAIDS i PMTCT services made where relevant. This was

reviewed and amendedaineeting of stakeholders in January 2007 and subsequently finalized in

early 2008after the endline assessment

The pogpartumorientation package is a collectiontadiningmatrials and activities that aims to
highlightkey, usefulandpractical pointgor providers. It incorporates materials suchhaes

national guidelines or strategies and critical information that providers need to remember in day
to-day practicecompiledinto job aids.The new postpartum packafpeuses on the integration of
essential care for gllostpartum mothers and newboassparof acontinuum of care exteiny

from initial contact duringantenatal servicefigurel outlines a summary of the essaht

services to be provided for each specific visit during the continuum of careHeciinstantenatal

visit to six week postpartum. Postpartum women with HIV and their infants, and women with low
birth weight infants, may require additional assessments

Technical job aids were developed to assist health provodehe postnatalvard andat the

MCH clinics. These included checklists of activities to carry out during the consultations for the
mother and infant within 24 hours and at the one week datisul. In additionfamily planning
information on the most appropriate methods following childbirth and key informatitireon
lactational amenorrhea meth@dAM) wasadapted from WHO and other sourcEsamples of

these materials are givemthe annex

To assist postpartum women and their families to retemformation given to them on the
postnatal ward, Bparend leaflet was also developed. The leaflet provides information on care of
the mother and newborn, advice on breastfeeding and faraityiplg, danger signs to lookit

for in both mother and babgnd the need for follow up camespecially for women living with

HIV. Once the Department of Health Education had given its approval, the parent leaflet was
translated into Sesotho, printed afhistributedon the postnatal ward (see annex).



Figure 1:

Timing and content of the PPC-FP package of care

Assessment

Services for mother

Services for baby

Assessment 1:

Pre-discharge
(or within 48
hours if
delivered at
home)

Focused physical exam

Counseling on early breastfeeding (EBF)
and LAM

Healthy Timing and Spacing of
Pregnancies FP

Maternal danger signs and management
of complications

HIV & anemia tests as indicated

Refer to Comprehensive Care Centers
(CCC) for HIV follow up as indicated
Appointment for next visit

Early exclusive breastfeeding
Essential newborn care
Newborn physical exam
Newborn danger signs and
management of complications
Nevirapine as indicated

Infant feeding counseling
Immunizations BCG and Polio
Appointment for next visit

Assessment 2:

One week at
MCH clinic

Physical check

Maternal danger signs and management
of complications

EBF counseling

Healthy Timing and Spacing of
Pregnancy (HTSP messages)

Return to sexual activity

Return to fertility

LAM and FP counseling and services
Refer to ART clinic if required
Appointment for next visit

Essential baby care

Baby danger signs and
management of complications
Immunization

Exclusive breast feeding
Infant feeding review

Physical examination

ARV if required

Appointment for next visit

Assessment 3:

Six weeks at
MCH clinic

Focused physical examination
Maternal danger signs and management
of complications

LAM users- supportive counseling
including transition

HTSP messages

FP counseling and services (refer
women for methods not available at
Health Centers)

Dual method use

Return to fertility and sexual activity
CTX prophylaxis if required

Refer to ART clinic if required for follow
up CD4 count etc

Return visit

Essential baby care
Danger signs and
management of illnesses
Immunization

Physical exam

EBF

Cotrimoxazole at 6 weeks
if required

Refer to ART clinic if required
Refer for HIV testing
Appointment for next visit

The final version of the BRC-FP orientation package is composed of two main pdutsannex

Section |
Overview of careaibjectives of training

Major causes of maternal and neonatal mortality

Overview of Focused AN@nd linkages to focused PPC

Description ofpostpartuntare and four focused assessments

Maternal complications ipostpartunperiod (hemorrhage, sepsis ancheqpsia)
Integrating HIV into focused PNC
TB in postpartunperiod

Infant feeding

Care of the sick newborn.




Section I

e Postpartum family planning
LAM
Long-term FP methods
Voluntary surgical contraception
Hormonal contraception
Summary

Annexes Supportve job aids for trainees
e Essential actions fgrostpartumassessments (48 hours, one week and 6 weeks)
e FP in the postpartum period: postpartum FP methods compatible with breastfeeding and
the appropriate timing to introduce contraceptive methods
e Parent laflet
References

Content and method of training
The training focused on four issues:

1. Implementation of appropriate timings and quality care during postpartum visits for the
mother and the baby, and their integration with PMTCT services

2. Promotion of he importance of havingostpartuntonsultations at 48 hours and one week
during antenatal clinics and duriteporand delivery, and their integration with PMTCT
services

3. Facilitation of organizational changes to promote effective provision of carggduri
postpartum consultations;

4. Supervision to improve and maintain quality of services rendered.

The orientation included a description of the new package, overviews of regular antenatal care,
(emphasizing the gaps encountered in the baseline evaluabatgnt of the packages of care at
each consultation, with a focus on family planning. Other elements included site preparation and
then necessary organizational changes in supervision, monitoring and evaluation. All aspects of
the new package were linke@ PMTCT- HIV and AIDS services where possible. The content

was delivered as short lectures, discussions anggrork. Pre and post tests wemnducted

and the biggest improvements were seen in knowledge of infant feeding and immediate
postpartumand rewborn care. At the end of the two and a half day orientation, all health
providers drew up an action plan for implementing the strengthened postpartum care package
within their own facilities.

The training orientation package was piloted in January B0D&ribe District with eight service
providers drawn from the hospital and health centers. Based on this experience, changes were
made to theurriculumprior to the training in Butha Buthe district. For the intervention itself,



training took place ovemo and a half days in February 2007. The 16 participants included nurse
clinicians, registered nurses or nursing assistants from the hospital and all four health centers; no
doctors were available for trainifg

Supervision visits took place in March aAdril 2007 by the National Program Office fBamily

Planning EP), the District Public Health Nurse and FRONTIERS staff. Each facility was visited

and the process of implementing the new package discussed, including a review of the action plan
developeduring training. The postnatal register was piloted in all five sites, and the health
providers using it gave their input on its Ou
services were captured.

Introduction of a postnatal register

Prior to introducing the intervention, health providers were unable to record all the services

rendered to postpartum women and their infants; some information was recorded in the
immunization/under fives register and some in the family planning register.udotiese only
recorded the i mmunizations or family planning
register. FRONTIERS supported introduction of a postnatal register that had been piloted and
validated in Kenya. The register was piloted in BuBli#he District and amended to the Lesotho

context through input from health providers working in the clinics and senior health managers.

This register is now under reviewthe national level with a view to utilizing it as a standard

register across theuntry.

Ensuring availability of minimum levels ofequipment and supplies

Basic equipmemeeded for the provision of this package of care thafowasl lacking in the
hospital and health cess during the baseline assessmeasprovidedduring the intevention
periodby FRONTIERS Such guipment included: blood pressurechines, stethoscopes,
speculaand battery operated lamps. Family planning methods were made avail#iisée by
MOHSW:; shortages of someontraceptivanethods during thmterventionwerebeyondthe
control of the project

Challenges in implementation

Some challenges were identified by health providers during a half day fofloeview meeting
in April 2007. These included
Client health-seeking behavias:

e Many womenmake their first ANGvisit late in pregnancy and therefore do not receive
sufficient information about PMTCT and preparation for birth angtdstpartunperiod.
Some womemlo not wanto be tested for HIV
Not all pregnant womenreturn for followup care aftefinding out tiey are HIV positive.
Some nothers are afraid to disclose their HIV statughir spouse
Women often have difficulty accessing health facilities due tgéography and climate,
especiallyduring winter leading to a higlproportion of home deliveries.
¢ Manywomendo not cone for theone weekpostpartuntheck.

Two Cuban obstetriciartsad beerased in Butha Buthe Hospital iheyleft in early 2007 and were not
replacedinmediately.



Health system challenges
e Lack of essential equipmentavailability/inconsistent supply & commodities, HIV
test strips.
Poor infrastructuresrowded rooms and lack of adequate light
Insufficient staffing
Insufficient skills specifically in longterm FP métod provision
Frequent rotation of staff to different facilities and uamsl for night duty.

During the supervision visit in April, one key problénat emergeavas the fact that isome

facilities the providers do nogéside orsite even though accommodation exid#tost staff travel

from Butha Buthe every morning and the clinic is only open 081@830hours Monday to

Friday. This means there is no health care at night or beexé¢ekend for the population living

within theclinic catchment areaoreover, #hough the recommendatiamthat all women

should give birth in the hospital, a sizable proportion of women are unable to reach the hospital in
time. Staffing health cewts in rural areas continues to be a probggmerallyfor the MOHSW.
Emigration and attrition due to HMYAMDS continues to undermine the workforce in many small
southern African countries.

EVALUATION D ESIGN AND METHODS

Design and study sites

To assess oocbmes of the intervention, a baseline assessment to measure provider and client
knowledge and behaviors around postpartum care was conducted during Septeatbleer

2006 and an endline assessment in Juy 2007, five months after introduction oéth
intervention in February 2007. Prior to conducting the basabsessmenthe research tools

were pretested in Leribe Government Hospital and appropah#nges incorporated.

A pre- posttest only design was used to assess the feasibility, actigpgadal quality of care of

the newly introduced postpartum package of care in one hospital and four health centers (HCs) in
Butha Buthe District in Lesotho. Butha Buthe District is situated in the north of Lesotho,
approximately two hours north east o tbapital Maseru, bordering the province of Free State
Provincein South Africa. The district hospital and four HCs were purposively selected as study
sites by the Family Health Division of MOHSW because Butha Buthe Hospital had started
comprehensive PMTC3ervices (supported by MOHSW and th8AID-fundedPartnership for

Family Centered HIV programs) in 2006 and all the HCs provide some related services. The sites
are representative of other hospital sPawnlddbshea
HCs are supported WYHAL and are administered by the Roman Catholic Church. Khabo and
Makhumoane HCs are public health facilities.
Buthe town whereas the remaining three HCs are off the tarmds; fdakhumoane HC is high

up in the hills and a 1.5 hour car journey from the town.



Key variables and indicators by objective
The following variables and indicators were measured to be able to achieve the study objectives:

Operational Variables

Objective 1: To develop and introduce a strengtheneastpartumcare program with three

consultations at 24 hours, one week and six weeks

e Proportion of women who state the preferred timing for FP messages in ANC, PNC (

e Proportion of PP women who can cételeast: (i) two components of basic preventive
newborn care, and (ii) two danger signs in the baby that requires care seeking

e Proportion of PP women who can cite at least: (i) two components of basic preventiv
maternal care, and (ii) two danger signghi@ mother that requires care seeking.

e Proportion of infants receiving immunizations increased

e Proportion of women who intend to start FP method by 6 weeks

Objective 2:To document the feasibility and quality of care of the strengthepedtpartum

care mckage, and its acceptability to providers and clients.

Feasibility of implementation

e Facility readiness to offer the comprehensive focymedpartunpackage (i.e.,
infrastructure, equipment, supplies, medicines registers, forms, IEC materials, stgipc
available).

e Provider knowledge and skills improved

Acceptability to providers

e Providers indicating approval and satisfaction with offering comprehensive PPC pac

e Proportion of providers expressing confidence in their ability to provide PNC

e Numberof clients given dates to return for PN care

Acceptability to clients

e Proportion of PP women who can recall the essential informatipostpartuncare that
they received during ANC

e Proportion of women who would recommend postpartunservices to dters

Data collection
Similar data collection tools were used for both the baseline and the endline assessments.

1. In-depth interviews with MCH/midwifery staff: Short structured interviews with health
providers were used to assess thkaowledge and sk#l for postpartunand newborn care, as
well as their attitudes toward satisfaction with the package. All health providers working in
the MCH clinics and on the maternity ward at the hospital were approached for interview.
Butha Buthe Hospital has around €&ff in total, and the HCs have four or five staff per
center. All of the health providers were female and either nurse midwives, nurse clinicians or
nursing assistants. Twelve health providers were interviewed at baseline and 21 at endline.



The number offears worked at the facilities ranged from one year to 27 y&gesdline,
around half of the providers were nursing assistants (two years training) and half were
registered nurse midwives or nurse clinicians (three years training). The same heal#rprov
were not necessarily interviewed at both baseline and enBlfiere the interventigrsome

of the health providers in the hospital refused to be intervigeitg the fact that they were
too busy. Howeveafter the interventiono-one refused36% of all hospital staff participated
as did80% of providers working in MCH or maternity (those working nights were not
interviewed).

Interviews with women on the postnatal ward:These were held to determine the
acceptability of the prelischarge serviceprovided on the ward, both before and after
introduction of the revised care packagke client questionnaire was also translated into
Sesotho. Data collectors were newly qualified or retired midwives who attendedli@yree
training in research methodwluding role playing to internalize the questionnaire items and
the ethics of research procedgomen in the postnatal ward at Butha Buthe hospital were
interviewed within 48 hours of giving birth. Researchers requested interviews with all women
on the pstnatal ward (i.e. all consecutive clients) over a four week period. The interviews
recorded all information that postpartum women received from staff during ANC
consultations, on thieba ward and on the postnatal ward about care of themselves and the
baby, including infant feeding counseling, and care of the mother and baby including
recognition of danger signs. All women were asked about their fertility intentions and if they
received any advice on family planning or were given condoms to take home.

. Direct observation of clientprovider interactions: Qualified nurse midwives were trained
to observe and record aspects of postpartum consultations to measure provider competence
and their ability to follow service provider guidelines for care using a atdimbd checklist.
To reach a meaningful measure of quality of care with a relatively small sample size, 12
client-provider interactions were expected to be observed in each of the following categories
of consultation:

a. For the predischarge consultationv{thin 48 hourshfterintroduction of the package;

b. For the oneveek consultatioafterintroduction of the package in the MCH clinics;

c. For the sixweek consultatiorhefore and afteintroduction of the package in the

MCH clinics.

. Facility Checklist: An inventory was made of available resources necessary for providing the
postpartunpackage of care, e.g. infrastructure, equipment, commaodities, test kits, ARV drugs
and other medications and stationery required to provide the services, and staffing.

. Focusgroup discussions FGDswere carried out after the interventiaith providers and
postpartum women to seek a deeper understanding and elicit experiences and perceptions of
the newpostpartunctonsultation at one week; and the integration of services aasumes to
improve PNC. Twelve FGDs were hefdur atButha Buthe Hospital: two for health care
providers (registered nurses and nursing assistants) and tpastpartunctlients

(postpartum women who attended either the one week or sixpesgbartunconsultation).

In addition two FGDs (one for health care providers and one for postpartum women) were
held at each of the four health centers. The majority (60%) of providers (n = 18) who attended
the FGDs were nursing assistants. Each FGD lasted approlyimageand a half hours. After
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each FGD, the tapes were transcribed and translated into English. Subsequently results were
coded and then grouped into concepts and themes and a report written. The qualitative
researcher travelled to the district of BuBiathe during July 2007 for data collection. Data
collection and analysis were scheduled to take five weeksydkihine weeks because of

political instability and badlignatic conditions.

Informed consent was obtained from all respondents who were @slsatgarticipation would
involve minimal risk and that the information would be confidential prior to each interview.
Supervisors checked all completed questionnémedata quality and accuracy.

Quantitative data were entered using Epi Info and taieverted to SPSS for analysis. Table 1
describes the sample sizes achieved for each
square test was used to determine the significance of any differences between the pre and post
intervention resultsA p-value of less than 0.5 was used as the threshold for significance. In this
report, a single asterisk (*) indicates that the results are statistically significant below the 0.05

level and a double asterisk (**) indicates that the results are sttissmnificant below the 0.01

level.

Table 1: Summary of data collection tools and sample sizes

Data collection tool: Pre-intervention Post-intervnetion
Hosp  HC ~ Hosp  HC
Provider interview 2 10 8 13
Client interview within 48 hours on postnatal ward 46 64
Observation within 48 hours on postnatal ward 34
Observation at one week in hospital and PNC clinics 36 15
Observation at 6 weeks in hospital and ANC clinics 19 19 31 19
Facility assessment tool 1 4
Provider focus group discussion 2 4
Client focus group discussion 2 4

Study limitations

Although the health facilities are typical of those found across Lesotho, this study had some
limitationsthat make the interpretation of the data, particularly about change ovemtiorgy

staff, challenging.The study was facilifpased and all women interviewed delivered in a facility,
which represents about $&rcent of women giving birth in Lesothithese women tend to be
better educated and have higher income and so may not be represehtatipestpartum

women in the country. The clieptovider observationsf servicesat 48 hours were only

recorded at thdistrict hopsitafor the postintervention groupObservations of seices for the
oneweek andsix-week visits included clients thdid not deliver at either the hospital or one of
the study health centers and so they may have different needs or charactenspias=do

women who delivered at the hospitaecause o$taff shortages there were few staff available for
interviewandvery few wereinterviewedbothpre and post interventioin addition rotation and
deployment issues affect the length of time any provitgy stay in one place or unit.
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FINDINGS

Characteristics of womenreceiving postpartum services

The characteristiosf the postpartum women interviewed during piheinterventionandpost
intervientionassessments are described in Table 2. In summary, both groups of women

interviewed were similar in most aspects. The only significant differences were that more women

a endlinethan at baselineere above 35 yeafthe mean age at baseline was 23.5 years and 26.3
yearsat endlineland had completed high schobhese differencesin age group may potentially
influence womenoés fertility and FP intentions

Table 2: Characteristics of postpartum women interviewed

Pre- Post

Characteristics: intervention intervention
(N=46) (N=64)

Age 1519 years 24% 15%
Age 2024 years 43% 37%
Age 2529 years 15% 20%
Age 30- 34 years 17% 15%
Age 35 years and over* 0% 12%
Primaryor lower school 46% 36%
Secondary school 43% 36%
Completed high school or above* 11% 28%
Parity (average pregnancies per mother) 1.93 2.27
Gravida (average full term deliveries per moth 1.87 2.27
Child ever died 9% 14%
HIV positive 16% 16%
HIV negative 73% 75%
Tested but does not know results 11% 9%
Attended antenatal clinic 98% 95%
Attended two to three times 22% 40%
Attended four or more times 71% 51%

Facility preparedness to offer the new pogtartum package

Prior tointroducingthe intervention, thépreparednessof facilities to implement the postpartum
package waassesseih terms ofavailability and functioning of the basic infrastructure
equipment and suppliegecessary for offering quality services. An index of clinic pregness
was constructed usirgix indicators all items are considered to be necessary for providing
postpartum care

1. Availability of services (Score range:-13) included weighing the client, taking blood
pressure, health education sessions, counsdiridl¥/, birth preparedness and family
planning, blood tests (anemia, syphilis and HIV), urine testing, vaccinations (TT),
PMTCT andST]I treatment
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2. Availability of essential equipment(Score range:-Q0) incorporated essential items such
as BP machine, steiscope, foetoscope, scales (adult and infant), tape measure,
thermometer, speculum, @xination couch and spotlights.

3. Availability of essential drugs(Score range:-Q1) included the expected range of
micronutrient supplements, antibiotics, (such as mmtxiazole, gentamicin and
amoxicillin in tablet, injection and syrup forms) and ARVs tablets and syrepgdpine,
AZT, ZDV, Combivir).

4. Availability of essential vaccinegScore range:-36) BCG, Polio, DPT, HBV, measles
and tetanus toxoid.

5. Availability of essentialfamily planning methods(Score range: 09) Injectabls, COC,
POP, ILD, male and female condoms, implants, female and male sterilization.

6. Availability of in -service staff trainingswithin past year (Score range2@) ranged from
updates in dferent aspects of PMTCT, HIV counseling and support to comprelgensiv
antenatal care, screeniagd STIs, managementlabor, newborn care (low birth weight,
sick newborn), infant feedingndpostpartuncare.

Data were drawn from the facilitgventories mean scores computed for each indicator, and then
aggregated across all indicators to givettial composie score for clinic preparedness.

At thebaseline, all facilities had the capacity to provide strengthened postpartum care (see Table
3), with Buha Buthe Hospital scoring the highdshabo Health Centre was least likely to have
essential equipment or had drugs that were missing. At the time of the baseline, the new ARV
prophylaxis regime of AZT, ZDV and Combivir had not yet started and so nahe ticilities

had these drugs.

St Paul 6s and St Peterds HCs are run by CHAL
advise women where services are available. The most commonly available family planning
commodities were combined oral contracepiiCOC), progestin only pill (POP), injectables and

male condoms. The IUD was available in two public health facilities but only one (BB hospital)

had the insertion kit. Implants are not yet available in any public health facilities in Lesotho.

Table3: Summary of health facilitiesd preparedness at
BB Hospital BB Hospital  Health Centers
& Health Centers Only Only

Availability at baseline: Average Average Average
score score score
(N=5) (N=1) (N=4)

Services offered (0-13) 11 11 11

Equipment available (0-10) 7 10 7

Drugs (0-16) 12 11 12

Vaccinations (07 6) 6 6 6

Family planning methods (07 9) 4 6 4

In-service staff training in past year ( 0-23) 18 22 16

Total score (071 77) 58 (75%) 66 (86%) 50 (65%)
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Registers, guidelines and protagdb existin Lesothofor ANC, family planning, STIs, child

welfare clinic, immunizationandsick infans (IMCI), butthere are no standardized postpartum

care registex None of the health facilitiehioweverhadall of theregistersavailable BB hospial

was more likely tdhave the family planningegister, guidelines and cards, although both public
healthcentesal so had registers for FP. St Petero6s Hg
protocols for the sick newborn apdstpartuntare.Standad guidelines on HIV were seen BB
Hospital and St Peterdés HC. Khabo HC was | east
Postpartum registers were introduced at time of traiiagk of some of the FP methods was

beyond the control of the peajt due to delay® contraceptive commaodities arriving in country.

Essential equipment was procured and distributed to sites during the intervention period. The

draft orientation package and job aids were made available to all feeslities in the digrict.

Provider knowledge inmaternal and newborncare

After theintervention a larger proportion of provide(&5 out of 2} reported having been

oriented in family planning guidelingéisan at baseline8(outof 12) andorientedin postpartum

care (L6 ou of 21vs.0 out of 12) Provider knowledge was measured using a scale aggregating
scores from indicators of the main causes of maternal and neonatal morbidity and mortality. The
scores were generated from the provider questionnaire and an averagemsguted for each
componentAs most ofthe respondentst baseline and endliveere not the samasthere was

high staff turnoverit should be noted thalhese data are difficult to interprietterms of assessing

the effect of the intervention

Complications in the postpartum period: The orientation package touched only briefly on
complications in th@ostpartunperiod. The twanostcommon complications in thgostpartum

period for the mother are postpartum hemorrhage (PPH) and sepsis. Thene iwgy®vements

in providersdéd knowl edge on3l¥top9beutobd, whiklPH (fr om
included uncontracted uterus8% vs.76%), signs of shockg(% vs.29%), amount of external

bleeding 75% vs.24%) and retained placent®82% vs.67 %). Knowledge of essential actions for
managing PPHmassage the fundus, empty the woman's bladder, give IV oxytocin, and start IV

fluids) alsoshowedno significant change$rom a mean score 8t17 to 2.7lout of four.

Table 4 indicates that knowledge dhsigns of puerperal sepsidso decrease@lthough none of
them significantly) with the composite score decreasing fr&/8 to 1.95 out of a possible 5.
There were no significant changes in knowledge of management of sepsis after the evaluation
from 1.92 out of 3 to 1.38 out of 3. Clearly there is a need for further improvements in this area,
including both preservice and irservice training.
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Table 4: Proportion of providers able to state signs for detecting sepsis
in the mother during the postpartum period

Pre- Post-
Indicator intervention intervention
(n=11) (n=21)
Signs of sepsis:
High pulse 75% 38%
High fever 75% 48%
Septic shock (un-recordable BP) 75% 48%
Tender abdomen 58% 55%

Providetd knowledge ofsigns of newborn infectiowasasfollows: difficulty feeding (92% vs.
81%), poortemperature control (67% M3%)and breathing difficulties (75% v43%).

Table 5 describethe level of knowledgér managinghewborncomplicationsDeployment and
the technicatapacity of nursing assents to manageewborncomplicationswhich usually
occur on the labowvard are the same as above

Table 5: Provider knowledge of signs and actions to manage newborn complications

Pre- Post-
Indicator intervention intervention
(n=11) (n=21)
Mean Mean
Sign=of newborn infection (G 3)* 2.33 1.67
Action for newborn infection (@ 3)* 2.92 1.71
Care of low birth weight baby (&)** 2.50 1.91
Total performanceon newborn complications (011)* | 7.75(70%) 5.57(51%)

*p<0.05 *p<0.01

In addtion to the few providers available, poor scores on maternal and newborn complications is
most likely due to the redeployment and transfer of staff trained to other facilities. Most
providers giving care at MCH clinics are nursing assistants who asxpetted to manage

obstetric complications, and PPH i®sh likely to occur in the labtdelivery ward or postnatal

ward. The total score is only half of what is expedtedh quality servicand there is clearly a

need for further improvements in thigar

Infant feeding: Therewere no significant changes in provider responses on knowledge of infant
feeding,although fewer providerglowever when asked specifically about counseling women

for PMTCT, all health providers #teendline said they would cemmend exclusive

breastfeeding for 6 months and 67 percent would advise postpartum women to wean abruptly at 6
months.
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PMTCT : The majority (906) of health providers recommegdithat all postpartum women

should receive routine counseling and testing fivf ifitheir status is unknown. Health
providersodo knowledge that if the mother is si
improved after the intervention (6796. 74%). Provider knowledge of other factors that may

increase transmission suchearly mixed feeding, high maternal viral load, low CD4 count and
advanced HIV infection or AIDS did not change significantly.

Family planning: During the interviews health providers were asked which family planning
methods they would normally recommeiedvomen within the first six weeks following

childbirth. It should be noted that two of the health centers are supported by the Roman Catholic
Church where staff can only advise on where to seek FP services.

After the intervention,ignificantly more preiders said they would counsel breastfeeding women

to use LAM from birth (8%vs. 62%). More providers said they would continue to counsel

women who were one week postpartum to use LB ¥s. 71%); and providers would also

counsel women to use LAM at 6 wese(17%vs. 43%). When asked why they would recommend

LAM and condoms, the most frequent replies from health providersinclidedA M i s cheap
accessible, while the condom prevents furtheér e f e candficcrbee;cause condoms ¢
used as a contrapéiveand used to prevent STIs and

< AfTo add to that, a

HIV/A1 DSo . women stay with their husbands and thg
husbands are already demanding sex;

Severalproviders implied during thEGDsthat while when you talk about LAM they face to th
there is now more dialogue on LAM as a method of | opposite direction, meaning that they do
family planning, there are still many providers and ggggt“zgazegrge%%d?tee‘l’leno'lj one iﬁi‘s ]
wo men ) who d .O not wh ,O Il y not want to end,up gavingan unplanriledl me t h
be wsed on its own. One informant felt that if a providen paby meaning that both these methods
did not believe in LAM she is unlikely to recommenditl are still not trus
to clients. Howeverthe staff in CHAL institutions Provider informant BB District

(where no modern method is available) waleasedo
encourage LAM.

Long-acting FP methods:Providers were asked which FP methods they normally recommend to
postpartum women. Mostentionedshortactingmethods (pills, injectables and condoms). They
were then asked why they did not normally recommeng-acting methods//hile the majority

of providers recognized that loragtingmethods do not prevent infection orindection of STls

and HIV, their responses demonstrated limited knowledge and misperceptions surrounding long
actingFP methods. IUDs are perceived as risky and likely to causeiamf@&speciallyamong

HIV1 positive womenSomeproviders also said that because Hivsitive women have poor

wound healing they would not recommend the implant as it involves an incision. However the
overriding issue is that the providers do not have @afit knowledge on the range of available
methods notheskills to insert either the ID or the hormonal implants or tarry out female or

male sterilization. While women could be counseled on thedatiggmethods and referrddr
provision many wanto go home with a method and rnatve towait. Women may be referred to

the hospital, but travelling from the mountainous areas to the busy hospital is a deterrent for many
women unless thelyave another reason to travehe providers in th€atholichedth institutions

also have very limited knowledge of where the lagtjngmethods are availabl®lale

sterilization is not culturally acceptable to Basotho men
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Quiality of care

Client-provider interactions were observed to assess the quality of cardgut@fter the

intervention on the postnatal ward at Butha Buthe Hospital at 48 hours and in the fourfRCH
clinics at one weeks and six weeks after the intervention. The 48 hour and two week consultations
were not carried out routinely prior to the iMention and so none were observed; six week
consultations were also observed before the interventiorfullhr@nge of maternal and newborn
health services, including family planning, which are components of the new focused postpartum
package were assedgfroughthesestructured observations of clieptovider interactions and

mean scores computed for each indicator and then aggregated across all indicators to give
composite scores.

Essential maternal care

Asking about danger signs since childbirth Thefollowing danger signs were notdaleeding
since birthcolor'smell of vaginal dischargepndition of episiotomy site or peeal
tears/condition of CS scar; fever; headache or blurred visweljing in face, hands or feet; signs
of thrombophlebitistiredness or brelalessness;onvulsions or fitsAt the six weeks

consultation, only four major signs are expected to be screened (bleeding, vaginal discharge
condition of perineum/CS scar and fever).

In all consultations providers are expected to askpaostm women if they have experienced any
of these problems since birth, and should also counsel women on potential symptoms of
complications As Table 6shows, for the majority of consultations within 48 hours of delivery,
women were asked about any blegdsince birth, the color and smell of their lochia, although
few asked about the condition of the perineum or signs of thrombosis. At 48 hours the mean
compoge score was 2.66ut of four.

Table 6: Proportions (%) of women asked about maternal danger signs during the three
postpartum consultations after the intervention

48 hours 1 week 6 weeks
Asking about danger signs: (n=34) (n=51) (n=50)
% % %
Heavy bleeding since birth 82 43 33
Color/smell of vaginal discharge since birth 76 41 34
Condition of perineum 96 58 43
Fever 38 37 22

At the one week consultatipproviderswere less likely to inquirabout thee danger signsyith

a mean composite score of 1&# of four By six weeks, less than a third of providasked
aboutany of thekey dangesigns. Bleeding and infection are two of the main complications in

the postpartunperiod and are relevant up to six weeks. Some women may experience infected
perineum and may not volunteer information to the provider unless specifically asked. This area
of postpartuntare requires further improvemeg@ven the lifethreatening nature of hemorrhage
and sepsis, screening for danger signs as padsipartuntare requires further improvement as

the mean composite score at six weeks avdg 1.08 out of 4.
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Counseling on danger signsMost providersdo givemessages to the mother on possible danger
signs at 48 hours; excessive bleeding (76%), foul smelling vaginal discharge (59%) and broken
episiotomy scar (83%)n athird of consultations at one astk weeks providersvereobserved

giving this information to women.

Physical examination conductedThe following elements were reviewasbserve general
appearance, take temperature, pulse, BP, check for pallor, examine é&mdasipples, pahte
abdomen fouterine involution Table 7 outlineshe compaents carried outy time period,
although measurement of temperature and pulse are less likely to bevdotiene The total
mean score(out of 7) wereat6.65 at48 hours5.25at one wek, and ab.45 atsix weeks.

Table 7: Proportions of measurements and examinations done for the mother during the
three postpartum consultations after the intervention

48 hours 1 week 6 weeks

Indicator (n=34) (n=51) (n=50)

% % %
Observe general appearance 100 94 92
Take temperature 91 45 57
Take pulse 84 27 37
Take blood pressure 100 90 90
Check eyelids and palms for pallor (anemia) 100 92 88
Examine breasts and nipples 100 90 90
Palpate abdomen for uterine involution 100 86 92

Tests conducted After theintervention HIV tests were carried out at the one wepektpartum
consultation irsevenpercent of the consultations in the hospital Méidic (n = 36) andn 20
percent of the consultationsthe health centers (n= 1But no counseling and testingrfHIV
was observed being carried out during any ofsiReveek consultationsvhich may be
attributable to the highproportion (89%pf women testingluring ANC consultationg&ndso are
likely to alreadyknow theirstatus.

Counseling for STI/HIV : (actiors observeddiscussSTI symptoms/signs, effects of HIV/Eih
postpartum period, inquire presence of STI/HIV, dis@&iBBHIV risk factors, inquie about
STI/HIV risk factors, discusprevenion of STI/HIV, condomuse and partneCT for HIV). STI
and HIVrisk factors were discussed38 percentof the consultations on the postnatal ward
Other areas discussed include; how to prevent STI/HIV and the use of condoms (52%); and
partner counseling and testing (399%dany women during the ongeekandsix week
consultationsvere not counseled BTI/HIV.

In summaryTable 8 showshatoverallquality of cares poor. The highest scoreas recorded
within the maternity unit of the hospital. Inree areas providers are performing well thetre are
still areas oimprovement required.

18



Table 8: Summary of quality of care indices for maternal health during first 6 weeks

o 48 hours 1 week 6 weeks
Composite indicators (n=34) (n=51) (n=50)
Asking about danger signs since childbirth (07 4) 2.65 1.59 1.08
Physical examination conducted (07 7) 6.65 5.25 5.45
Record of tests conducted (07 2) 0.20 0.10 0.00
Family planning (07 4) 2.44 1.24 1.88
Counseling on HIV/STIs (01 8) 2.42 1.52 1.04
Total index for maternal health (07 25) 15.36 8.46 9.45

Essentialnewborn care

Asking about danger signs since birthDuring the 48hour consultationgproviders were
observed asking mothers if their newborns had difficulty breat@iifg) or feeding29%), such
as poor sucking or not sucking and if the baby felt tdoohtoo cold(15%). The mean composite
score wa®.65 out of 3. At the one@eek consultation, aroundst over a third othe providers
asked about the three dangers signs, witbvamnall composite score of 1.b@it 3.

Counseling on danger signs specifio the early postpartum period: The key danger signs are
difficulty breathing, difficulty feeding, and baby has fever/ too cold. During the consultations
within 48 hours, the danger signs mothers were most frequently counseled on were: redness
around umbMical stump and feeding difficulties (32%), temperature control and breathing
difficulties (26%). The mean composite score for quality of counseling at 48 hours was 0.85 out
of 3(28%) Temperature control (30%), feeding difficulties (45%) redness aroontlicus

(32%) and breathing difficulty (34%) were the most frequently mentioned danger signs by
providers in the one week consultations. Comparisons between tfangreosintervention

groups at the six week consultation did not show any improvenidnssmay be due to the fact

that student nurses were carrying out some of the consultations. Nevertheless the overall quality
of care provided remada weak.

Immunizations received Relevant immunizationgolio, BCG, DPT)were given in the majority

of observed interactiong.he proportion of infants observed receiving both BCG and polio on the
ward was highat 97%.During the one week consultatidche newbornshatreceived Polio

(46%) and BCG (42%) were mainly those where bornat home or in a healitentre. The

others had already received theirs whilégh@hospital. Tls demonstrasthat the one week
consultation provides an opportunityitomunizethose infants not immunized at birth. During
almost all the consultations at six weeks infantsiveceDPT andPolio (94%).

Infant feeding counselirg: (advice on infant feedinggncourage mother to discuss management
of breastfeedingnd reenmphasis oexclusive breastfeedifjgrable 9 indicates thaehlth

providers appear to be more competent in seling on infant feedinthan theother elementesf
maternal and infant health care.
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Table 9: Infant feeding counseling at 48 hours, one week and 6 week consultations post-
intervention

Indicator: 48 hours 1week 6 weeks
(n=34) (n=51) (n=50)
% % %
Advice on infant feeding 97 92 84
Encourage mother to discuss management 81 74 66
Re-emphasize exclusive breastfeeding 90 83 76

At six weeks, hospital staff performed significantly better than health centre stafiv@B%8%).
There was alsasignificant increase in providers requesting mothers to demonstrate
breastfeeding at the six week consultation (29% vs. 66%), as wellreesassessment of how the
baby suckled (26% vs. 68%).

Table 10describesheoverall scores for the quality oewban and infanthealth care pnaded at
the three consultations, indicating thiayfall short of whais desirable This indicateshat
essential newborn care imaglectedarea and needs to be addressed in the implementation of
actionsfor acceleratingeduction of maternal and nbarn morbidity and mortality.

Table 10: Summary of mean scores of quality of care indices for infant health during
the first 3 postpartum assessments

] 48 hours 1 week 6 weeks
Indices
(n=34) (n=38) (n=50)

Asking about any danger signs (0 1 3) 0.65 1.10 0.68
Counseling on possible danger signs (07 3) 0.85 1.08 0.68
Counseling on infant feeding (01 3) 2.44 2.35 2.14
Immunizations received (071 2) 1.9 0.90 1.90
Total quality of care index for newborn (07 11)** 5.84 5.43 5.40

Quiality of care at the sixveek visit

Comparisons of the quality of cdi@ maternal and infant healgitovided at six weeks were

possible between the prand postintervention groups (s€kable 11). Overall, the total scer®r

the quality of are providededucedsignificantlyover time The only ggnificant improvements

were observed ithe overall physical examination of the mother and counseling on infant feeding.
While thesamprovements are encouraginige constant redeployment of staffhaving an

obvious negative effect on tlowerallquality of care in the long term.
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Table 11: Summary of quality of care indices for maternal and infant health at six weeks

Pre-intervention Post-intervention
Composite indicators (n=38) (n=50)

Average score Average score
Asking about danger signs since childbirth (0 7 4)** 2.29 1.08
Physical examination conducted (07 7)* 5.08 5.45
Family planning (07 4)** 2.87 1.88
Counseling on HIV/STIs* (071 8) 5.13 1.04
Total score for maternal health (01 23)** 15.37 9.45
Asking about any danger signs (0 T 3)** 1.58 0.68
Counseling on possible danger signs (07 3)** 1.79 0.68
Counseling on infant feeding (07 3)** 1.97 2.14
Immunizations received (01 2)** 1.97 1.90
Total quality of care index for newborn (07 11)** 7.31 5.40

*p<0.05 **p <0.01

Counseling on eturn to fertility and family planning

Table 12 describes the quality of counseling on fertility and family planning observed after the
intervention on the ward and in the PNC clinic. Algahose women counseled on FP, two or

more methods were discussed in 76 percent of the 48 hour consultations and in 41 percent of the
two week and 62 percent of the six week consultations. At the six week consultation, 67 percent
of clients received thepreferred method. The mean composite scores for the quality of FP
counseling after the intervention were highest during the 48 hour consultations, with a mean score
of 2.44 out of a possible four items discussed, whereas at the one week consultateemnthe m

score was 1.24 out of four and 1.88 at six weeks.

Table 12: Proportion of women receiving counseling on FP and fertility post-intervention

Indicators Consultations

48 hours 1week 6 weeks
(n=33) (n=51) (n=50)

% % %
Return to fertility 33 31 52
Return to sexual activity 71 20 56
Advising on FP 82 47 56
Healthy timing and spacing of pregnancies 61 35 50
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None of the women received a FP method on the postnatalevamthough the majorityf
women werabserved being given FP informati(82%). The potential of women adopta
long-actingmethod was constrained by the fact thatimucally-skilled FP provider was
available during 20Q7

At the oneweek consultatior27 percentof women were using an FP methdd the 6 week
consultatiorpost interventionin 68 percentof consultations a client took a method home.
Providers at the hospital were much more likely to counsel women on FP methods compared to
those in the health centers (58% vs. 20%). In addigiesipartum women were morg&éiy to

receive theipreferred method in hospitalsan in health center83% vs.7%). More women

were observed receiving the method they said they preferred to have during the 6 week
consultation than at one week (48% 8%).

Table B describes the F methods that postpartum women were observed decdalisge during

the oneweek and six week consultations. The data were collected concurrently using the same
observation checklist in the four health facilities and observing the same proitidppeas that

at the one week visit women are less likely to be thinking of FP methods and more likely to be
concerned with their newborAfter the intervention, the lower level of kRe during the six

week visits(68% vs.95%) may bebecausehere were stockuts of some of the FP methods, and
a staffing crisis in th&1CH hospital Alternatively more postpartum women may have started
using FP as a result of the one week vilditere were no doctors or clinical nurses availabtéen
hospital to insert 1D attheendline and arsing assistani@re not qualified to insert IDk.

However, among those using FP methods there were slightsesredlowing the intervention.
The proportions do not add up to 100% because of some dual method use by those using
condoms.

Table 13: FP methods chosen or started by women during consultations at one week and

6 weeks
1 week 6 weeks
Indicator Post-intervention Pre-intervention Post-intervention
(n=51) (n=38) (n=50)
Any FP method chosen during consultation 27% 95% 68%0**
. (n =14) (n =60) (n =34)
Among those using FP % % %
Progestin only pill 50 14 24
Injectable 29 30 30
Condoms 29 25 29
| UD A 0 31 0**
LAM only 0 0 3
Natural FP (SDM) 0 0 3

**p<0.01 between pre and post intervention at 6 weeks only
A No doctor available in hospital to insert IUD at endline
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Rapport with clients

An index score was calculated for observations after the intervention ofml@nder rapport at

48 hours, one week and six weeks using nine indicators (provider greeted the cliget ens
confidentiality, ensured privacy, asked the <c
card during consultation, asked if there were any concerns, asked if client understood all

information, courteous to client throughout, give client arretlate). Out oA maximum score of

nine, the mean score wad 8uring the 48 hour consultation, 7.5 at one week and 7.8 at six

weeks, indicating very high levels of rapport established by the providers with their clients. Table

14 describeghe individual components. There wasiansignificantdrop in the level of rapport

after he intervention (8.05 vs. 7.8).

Table 14: Degree of rapport observed between clients and providers

48 hours 1week 6 weeks
Indicators (n=34) (n=51) (n=50)

% % %
Greet the patient 100 100 98
Ensure privacy 100 96 94
Ensure confidentiality 91 51 60
Ask the client how she is feeling 94 63 92
Look at the client's health card during examination 97 96 92
Ask if there are any concerns/encourage questions 82 80 76
Ask if the client has understood all information 67 80 82
Give return date 97 98 94
Courteous to the client throughout 94 98 90

Acceptability of new postpartum services

Provider satisfaction

The majority (70%) of health care providers interviewed aftemtieevention thought it is a good

idea to offer extra consultations to women in the immediate postpartum period. The main reasons
giveninclude: observing i f the child is growing wel
more health education, moniteg for signs of complications in mother and baby, and reinforcing
counseling.

Howeversomeservice providers believed that even though most providers and clients appreciated
the new one weeglostpartuntonsultationthere was room for improvement. Thaim

challenges include lack of equipment, inappropriate infrastructure (e.g. rooms too small,
insufficient privacy and confidentiality, weak communication systems, lack of staff or

overworked staff, lack of key skilendknowledge).

Al would like to indiate some of the benefits of this one week PNC program which is in
relation to those women who deliver at home. When they have tears we are able to repair
them before they heal on t Previder InfomamtBBr bef o

23



Good clientprovider relationships or rapport remained high. Providers in health centers were
significantly more likely than those in hospitals to encourage postpartum women to ask questions
(89% vs. 68%) and ask if the client understood everything, which may be theegieater work

load in the hospital.

Integration of services during theostpartumperiod

All health care providers, both in the government and CHAL institutions, indicated during the
FGDs being generally satisfied with how they integrate the servit&s, (PMTCT and FP)

during thepostpartunperiod. The few exceptions were in busy clinics with limited providers

where it became a challenge to provide all the relevant services at the same time. One informant
admi t tavdverfittiese days it seems likefesis more on these issues (HIV and PMTCT)

and forget about others services li@stnatal care and family planniago In providing
improvedpostpartunservices, a number of health providers indicated that they were keen to
implement a home visiting stratgtp follow up new postpartum women in their own homes so

that nurses would be able to assess clients in an appropriate atmosphere where the client is
relaxed.

AWe are short staffed and the work becomes
facility, me, a registered nurse and a trained nursing assistant, and we are not on duty all

at the same time. When we are all on duty which is rare, we manage very well. It would be
good i f we c¢ oulPdvidarinforenantBBDistrickt af f . 0

Client satishaction

All women at both baseline and endline said they thought it important for the mother to return
after delivery for a checkup. The most comiyasited reasons weréo checkthemot her 6 s
health,check the uterus has contracted, chesdarean sectiar perineal scars, check for any
complications, for follow up of CD4 count, information on HIV and AIDS, check and prevent
transmission of HIV to baby and family planning.

Not surprisingly all postpartum women expect to bring their infant back for &-cipecThe main

reasons were growth monitoring, immunizations, check any abnormalities danger signs and
feeding. There was general consensus among women in the FGDs that the one week check was a
good idea. Some providers thought that women might not ebmee week because of problems

and cost of transport, but this was not raisgthe women.

AThe one week post nat al program i s an app
to the entire country because it assists us in discovering problemsaedrthen we can

give the appropriate management oHrovideuch pr
Informant BB Hospital

At the endline, wmen were more likely to say that a chegkwithin one week was important
with an increase from 27 percent3d percentand were morékely to think thatthe next visit
should be asix weeks (from 586 to 78%). Significantly more women think the mother should be
checked at least 3 timascreasingrom 4to 44percent §p<0.0]) andthatthe infantshould be
checkedat least three timefrom 11 to 73 percer{p<0.0J).
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There was an overwhelming increase in the proportion of women who were asked to come back
for apostpartuntheck from 54 percent to 82 percent. Eighteen percent were asked to come back
after oneweek and a further 74 percent were asked to come back at 6 weeks. More women were
given an exact date to return at endlinef3%han at baseline (54).

AWhen | came here, my child was weighed
breasts and lochia. | vgalso asked if the baby is still breast feeding well. | think it (one
week assessment) i s GlenwBBdigtmcd shoul d contin

Respect and friendlinesgerethe first requirement®r the provision of quality health care
serviceexpressed bwomenduring FGDsAlthough the majority of women interviewed on the
ward were reasonably happy with the care they received, some of the informants in the FGDs
thought that a few of the nurses and doctors in the public institutions did not always treat them
with respect, were insensitive aappeared toot really careabout clientsfor example, sme

women had been sent away because they had arrived after 10 am. In ddditexhspace and
privacy was available in one institution where women are expeztdnd holding their babies
before being attended.

Some respondents recommended that there should be an increase in the number of trained staff
working in the facilities to reduce waiting time atalprovide more time for consultations. They
would likewomen who attended tlservicesat one week to be seen before the others because

0t hey wer €liestdattehding ot EHAL and Government institutions had similar
opinions regarding integration of services. During the FGDs, they indicatedelat¢ine given

health education sessions on topics like HIV and AIDS, ARVs and how to take care for
themselves and their infants after delivery.

Service statistics from the district public health nurse show large increases in the number of
women attendinghe hospital MCH clinic forpostpartuntare from 261 in 2006 t®12 in 2007;
data from health centevgerenot availableTable 15 shows detail from the newly introduced
postnatal register, recordingmber of postpartum women and their infasgsking cagin the
hospital and three health centr8emewomen who delivered at home attenddthin 48 hours.

Table 15: Number of women attending postpartum care following introduction of postnatal
registers in MCH-FP

Indicator March April May

All assessments carried out in MCH: | Hosp HCs Hosp HCs Hosp HCs
Postnatal assessment 1 (48 hours)* 0 4 5 13 6 8
Postnatal assessment 2 (1 week) 13 31 24 32 28 12
Postnatal assessment 3 (6 weeks) 40 63 30 42 29 38

* This does not include the women who deliveneghastnatal ward.

Data from the registers collated from the hospital between March and Mayr?26(32

demonstrated that 81 percent of women seen at the six week consultation received a FP method of
their choice. Among HIYpositive postpartum women, p&rcent received a method compared to

83 percent HIVhegative postpartum women.
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Wo me n 60 s dgeramdwexperiences during labmand postpartum period

Knowledge of maternal danger signsWhen interviewed at 48 hours after delivery, more

women could recahit least two danger signs in the mother after than before the intervention
(63%vs.57%) . However, womend6és knowl edge was mixed.
knowledge of excessive bleeding as a complicafimm(48% to60%), there was a decrease in

knowledge of foul vaginal dischargé@m 24% to 13%) and broken episiotomy scar or tdeor

43% to 33%).

Knowledge of danger signs in the newborrAfter the intervention, there wasansignificant
increase in the proportion efomenat 48 hours after dekry who couldstate ateast two danger
signs(63% vs.70%). Knowledge that feeding difficulties was a danger sign incre¢&i8d vs.
70%) andabouthigh or low body temperature increagd8% vs.52%), althoughknowledge on
newbornbreathing dificulties and inflamed umbilicusemained low 25% vs. 22%).

Immunizations: At endline all women said that their infants had receRaltb and BCG
immunizations on the postnatal wacdmpared to 80 percent and 9 percent respectively at
baseline.

I nfant feeding practices: Fewerwomeninterviewedat 48 hours o the postnatal wanaported
breasteedingat endlinehan & baseling75% vs.83%). Replacement feedinglso dropped6%

vs. 11%). Howevermore postpartum womesaid they were mixed feedirig% vs 19 %) at

endline This is surprising as all women were interviewed within 48 hours of giving birth on the
postnatal ward.

Table16 shows thabf those women who were breastfeeding on the waaidewere able to
breasteedtheir newborrwithin one houwof delvery at endline Significantly more women were
able feedwithin 15 minuteg20% vs 42%). However sound three quartesomenhad tomove
to the postnatal ward befofeeding their newborn

Table 16: Postpartum women recall how soon to breastfed baby after delivery

Pre- Post-
Indicator intervention intervention
(n = 46) (n =64)
How soon after birth breastfeed: % %
Within one hour * 80 87
One to two hours** 11 0
Two or more hours 9 6
Replacement feeding 11 6
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Follow up counseling and supporin the postpartum period

HIV tests: Table 17indicates thamajority of postpartum women intervied had been tested for
HIV during ANC probably due to the National PMTCT program and support from the USAID
funded Partnership for Family Centered HIV Prograiemen and their partners are

increasingly likely to share results but with no significant changes between the two surveys.

Table 17: Client HIV testing behavior

Pre- Post-
Indicator intervention intervention

(n=46) (n=64)
% %
Ever had HIV test ** 80 98

Of those tested: (n=37) (n =63)
Tested at VCT site 5 3
Tested at ANC site 92 92
Tested in the labor ward 0 2
Tested in postnatal ward 3 3
Client shared results 57 82
Partner tested 16 30
Partner shared results 83 82

Use of HIV care and support servicesby HIV+ postpartum women and their infants: When
asked if they knew their HIV statugw women (9% and1%)did not know their statyshese
womenhad been tested baot yet received their resuli®f those that did know their statusne
refused to disclose their status to the interviewke same proportion (¥ of womenreported
beingHIV positive at baseline and endliriEhis proportion is supported mationalservices
statistics that show 2fercent of pregnant women who weéested during ANGervices aButha
Buthe Hospital in 2007 wemecorded asilV positive (MOHSW 2008).

Theproportionof HIV -positivepostpartum women who satidey todk Nevirapine durindaba
increased fronT out 12 at baselin® 7 out of 9 atheendine. Likewise, the proportion ohfants
receivingNevirapine after lsth increased frond out of 12to 7 out of 9 At endling all seven
infantsreceived\evirapine immediately after birtdemonstrating atrongcommitmento
PMTCT by nursing staff in tb maternity unitThere was a slighihcrease amongIV -positive
postpartum womewho were referred to the ART clinifrom two out of 12to five out of rine,
andsix women wanted more information on where to go for supplame of the HI\/positive
postpatum womerknewto start their infant on cotrimoxazgbeophylaxisat six weeksat
baseline buteight of nine said they wouldb so atheendine.

27



Fertility and family planning intentions

Postpartum womenods FMteetenperi ence and fertdi

Ovenall, there was a decreaaéter the interventiom the proportion of women whecalled that
the provider discussed FP methods dutirglANC consultationg48%yvs. 37%).Discussion of
thefemale condonncreasedignificantlyfrom 22percento 50percen, butvasectomy and
emergency contraception were not mentioned ainadlither baseline or endlinBiscussion
aroundtheadvantages of LAM increadslightly from 2 percento 12percent but remained low.

Figure2: Proporti on of wermestrecertmegiamepa nt edd t h

*p<0.05

Did not really want chilc | IR | |
Would have preferred to wait M‘I m baseline

O endline

Wanted child when found pregnant*
1

There was clearly an unmet need for family planning among this group of postpartum women.
Women on the postnatal ward were asked whether they had wanted to be pregnant when they
found out theywere carrying the recently delivered infant. Figure 2 demonstrates a significant
decrease among those who said they wanted to be pregnant then and significant increases among
those who did not really want to be pregnant at all. As ntigkkpeced, womenwith low parity
tendedtovant more children. However ag®eso® sofmothei
previous pregnancy.

Women remaiaduncertain as to how soon a woman can get pregnant again after giving birth
there was no change between basetind endlinef the proportiorwho knew the correct answer,
ataround 30 percent. Those women who said they did not know reduced from 49 to 41 percent,
but those that gave an incorrect answergased from 20 to 29 percent.

Women were asked how soonyhetended to return to sexual activity after giving birth. The
proportion intending to wait six months or more decreased from 69 percent at baseline to 48
percent at endline. Significantly fewer women wanted to wait more than one year (39% vs. 19%),
but sgnificantly more women did not know when they might become sexually active again (9%
VS. 26%).

Onethird of women at endline did not intend to have any more children anquamter intended

to wait more than two year§he older the womarthe lesdikely shewas to want more children.
More women said they did not know or it was not their decision on when to have another child.
Women didnot necessarily agresith their husband on the desiredmber of childrepwith a

notable reductiom agreenentat erdline (Table B).
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Table 18: Postpartum women intentions for further children

Baseline Endline

Indicator (n=46) (n=64)
% %
Do not intend to have any more children 30 34

Intention to have more children n =33 n=42
Intention to have another child in two to three years 9 17
Intention to have another child after three years** 78 24
Does not know / not my decision** 13 59
Husband wants same number of children* 52 33
Husband wants more children 20 36
Husband wants fewer children 17 6
Donét Kk n onychildoewhusband wants 11 22

Due to the small number of HIV positive women who were interviewethnalysis did not yield
any significant findingsboutHIV status and intention to have more children. Howgfixsz out

of six HIV-positive women abaseline and nine out of ten Hidositive women at endline said
they did not intend to have more childreong® informants in the FGDs said that knowing their
HIV status had influenced their decisiabout having further childre®imilar proportionsof
HIV-positive women intended to starding FP, pre and post interventibiy, six weeks (three out
of six vs four out of ten; andby six months (five out of six veightout of ter).

Family planning information

Women on the postnatal ward were asked teferred timing for a provider to disss family
planning with themJust ovehalf of both the préntervention (53%) and pogttervention (56%)
groups preferred to receiw information during pregnandylore post intervention women
expresseda preerence folFP informationatthe 6 week consultation80% vs 9%). Feware
interested in information at the time of deliveoyon the postnatal war@ifferent women have
different needs and therefore FP information should be offeteagopportunty. After the
intervention significantlyfewerwomen(48% vs. 37%Jecalledbeinggiven any information
during ANCon child spacingdthough more womeat endlinesaid they were given information
on child limiting (48%). Likewise, significantly éwerwomenreported discussingny FP
methods on the postnatal wq1% vs.41%), dthoughthe majority of providers were observed
counselig women on FP.

Womenoés intentipostpgrtumnd use of FP

The proportion of women on the postnatal ward who had everriB@ttreased slightly after the
intervention from 48 percent to 58 percenomén who said they intended to @se-P method
within six weeks of birth reduced significantjter the interventiofrom 80to 52percentMore
women post intervention said thmtended to start FP between 6 weeks and 6 months\{83%
0.4%). This could beattributable to the emphasis placed on encouraging bAdh otherHIV
messages in Lesotlppomotingabstinencemong people living with HIV/AIDS
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Although the mean agg# womenpre and pst intervention was differenage was not
significantly related to intention to use Riethods at either 6 weeks or six months. Nevertheless
83% of both groups intended to use an FP melilyoglx monthgtable 19)

Table 19: Intended use of FP methods at six weeks and six months

six weeks six months
after delivery after delivery
Indicator Pre- Post- Pre- Pre-
intervention intervention intervention intervention

(n=46) (n=64) (n=46) (n=64)
Client intends to use an FP method 80% 52% 83% 84%
Of those intending to use FP at six Pre- Post Pre- Post
weeks after delivery: (n=37) (n=33) (n=38) (n=54)
Injectables 78 58 71 63
Progestin only pill 14 27 13 17
Condom (male or female) 16 18 11 15
Sterilization male 00 6 13 6
IUD** 30 3 21 4
Hormonal implants 0 3 3 4
Sterilization female 0 3 0 2
Combined oral pill 11 0 0 2
Emergency contraception 0 0 0 2
LAM 0 0 0 2

Table 19showsthatthe most popular methodtients intend taise within 6 weeks and six

months of @ving birth wereinjectables angrogestin only pills (POR)here was significant
reduction in intention to ugée 1UD, but this may be attributable to stock outs and lack of skilled
staffand therefore the method may not be encouragedever there were small but disete
increases in intended uptake of other lamtjingmethodssuch agemale stetization and

hormonal implants.

One fifth of women thought that they would use LAM as their initial method of contraception. At
endling 89 percent of those using LAM coulccedl thethreecomponents compared éoght

percent at baseline. There was a reduction in the proportion of women given condoms to take
home from 28 percent at the baseline to 13 percent at the endline.

Some of the main reasons wivpmen did not intend ttake up family planning inalde the
following: husband awagi.e., many Basutho men are migrant workers in South Africa), family
do not believe in using FRear of side effectdimited informationandlack of accessThisis
particularly pertinent ifte nearest health facility supported byhe Roman Catholic Churcand
therefore FP methodarenot availablelt is possible that the FP information given to the women
on the postnatal ward by the providers may have been the first time they had redeveation
and were therefore confused.
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If a woman attended a CHAL clinic for ANC then it is very unlikely she would have received any

FP informationln addition there wadimited knowledge about the different methpaswell as

some misperceptionsor examplefiwomen may feel dizzyfifall pregnant anyway or

fihusbands complain that they do not enjoysédke n women use contracepti:

DISCUSSION

This study set out to develop and introduce a strengthmystdartuncare package with three
topic-speific consultation$ within 48 hours, within two weekand atsix weeks andto
determinghe acceptability and quality dfieimprovedpostpartuncare.The postpartuntare
packagean Lesothoexpanded the content existing service$o incorporate esséial maternal

and newborn care in the first potentially risky days after childbirth but at the same time provide
opportunities to inform and provide appropriate family planning advice and metitbdsthe
context of a high HIV environment.

Health povider capabilityfor the range of seices required for targetqbstpartum careemains
weak in some aspectslthoughsome providers wetdenowledgeable about different elements of
maternal and newborn complications, the ovédeakls of knowledgeemainedat lesghan half

the maximum scoré&aps in proider knowledge of appropriate Frethoddor the different
postpartunperiodswere also noted. lhough all providers interviewedteractedvith women

for postpartum services the facilities, a number hatt been formally traineh the provision

of all family planningmethodslin addition manystudent nurses are seconded to the hospital for
their clinical experience and due to staff shortages are sometkpested to work with limited
supervisionNursgng assistants do not always have the capacity to prollitteeaequired aspects
of care, including provision of lorgctingmethods of FP.

There is &0 agapin policy. There is no formal FP training in the countgsulting in
widespread lack of skd, which haded to only shoractingFP methods being madeailable.
More resources will need to be directed towards training providersatde them tprovide
comprehensivpostpartuncare includingfamily planning Due to the rapid turnover of staind
deployment practice$ew nurses remain in the same health ceotrenitfor more tharsix
months, whichmeans that constant training is requiredlicy on deployment of staff also needs
reviewing.

Strengtheningpostpartuntare and postpartum falpplanning was expected to result in
significantly better quality of car@he ntroduction ofthe interventiorhad a positive effct on
some aspects gfuality d carein terms ofthe maternal physical examination and infaetiieg
counseling. [@spite smescores doing well against the standard nalmgotal scores were only
athird of the expected resuldd quality of care significantly decreas&te study assessed the
capacity of each MCH unit as a whole, rather than individual providers. Thsests teowever
reflect the situation on the ground where constant rotation of staff in MCH departments in the
hospital and the health centres reduces the impact of any training interv&hgomeaker

aspects of comprehensiP®Cwill need increased atteah as the package is rolleait

nationally
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Health poviders seemdto be both satisfied and confident with the care they give postpartum
women.The complaints recorded were mainly system and infrastructure related and not inherent
to the apprach itself For example the high workload and inadequate trainingddoelresolved

by deploying weltrained staff with the appropriate skillny shortages experienced in relevant
equipment, commoditiemnd supplie cuts across all RH servicétowever data fronthe health

facility assessment indicated that each faciligsgaufficiently prepared prior tthe intervention

to providepostpartum care.

Women demonstrated their acceptability of the services by attetigiraglditionapostpartum

serviceand likingt he services as demonstrated Theom part
introduction of the new postnatal register has resulted in necpedchof the newpostpartum

visits to the MCH and the increase in women attending the one week visit. All psovider

expressed enthusiasm for the new postnatal register piloted during the intervidmgiéamily

Health Departmeraf the MOHSW reviewed the register with national stakeholders and the

updated version of the postnatal register has been printed andudgstribroughout the country.

In conclusionproviders and postpartum women in Butha Buthe district sapeortiveof the

timings of the newpostpartunpackage of serviceshe MOHSW must now make efforts to

sustain this initiative and roll out to the tre$ the country. Early visits are crucial to prevent
maternal and newborn morbidity and mortality as well as counseling for family planning method.
The results of this study have come at an opportune time and will feed into new initiatives
currently undevay. Feedback from national stakeholders following the dissemination meeting in
March 2008 included overwhelming support for scaling up the number, timing and content of
postpartunconsultations that a woman and her newborn should reaed/especiallyhe

assessment within 48 hours and the one weskpartunvisit. The development of the

orientation package and the technical agdswell as the new postnatal regispeovides building
blocks for the MOHSW to take the opportunity to strengthen intedpmstpartuncare across

the country. Integrating MNH and HIV and AIBEMTCT and FP services within a
comprehensiv@ostpartunpackage canresure adequate quality of care.

RECOMMENDATIONS

The following recommendations emerged from discussions withrsifders:

e Strengthen policies related to the continuum of care for maternal, newborn and infant
health and linked to HIV/IPMTCT/ strategies.

e Facilitatethe necessary system procegbesughorganizational changes, such as
allocation of staff, availabilitypf physical space and equipmesupplies and efficient
client flow, as they areritical for the adequate provision of the new focupedtpartum
services.

e Finalize and scale up FocugedstpartunCare All training materials and job aids
developed bMOHSW and PC may be formally adopted for scaling ucPN

e Strengthen PNC linkages betweie facility and community levels and institutionalize
the new package
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e Developa family planningraining strategy especialtg update provideiskills for
providing longactingmethods

¢ In CHAL institutions whichare Roman Catholiencourage LAM and fertilitpased
awareness methods

e Suggest roles for CHWs on MNH/FP activities inchgihe provision of counseling
during home visits and community mobilizationieities on preventive aspects of care,
identification of danger signs, AN&dPNC periods for the mother and baby.

33



REFERENCES

Adair, Tim. 2007. nDesire for Children and Un
Women in Lesot ho, qDembgtaphiwand kealthdgResPaach.e r s
Calverton, Maryland, USA: Macro International.

Butchart, W.A, B.L. Tancredand N. Wildman 199 9. ALIi stening to wome
discussions of what women want frgmo s t n a t Caratiordsa2(4§ 380 South
Africa: Department of Nursing, University of Cape Town.

Fort, Al fredo L., Monica T Kothari, and Nour e
and determinants in Devel oa@USAgMa€@m® untri es. O
International.

Gray, Glenda and James Mc | BritishiMedical 2o0r@aB34, ppt HI V a
950953. doi:10.1136/bmj.39176.674977.

l th Planning and Statistics Departmant. 20
Joint Report, 2007/ 2008. 0

Hori zons Program and University of Cape Town
Current Practices in Paediatric Antiretroviral Rollout and Integration with Early

Childhood Programmes in South Africa: A Rapid Sitoiati a | A rHarizons i s, 0
Research Updaté&Vashington, DC: Population Council

MEASURE DHS ORC. 2005. ALesotho Demographic a
Maryland, USA: Macro International.

Mcl ntyre, James. 0 MRepreduaive Healtvateels13(25):4201B85.HI V, 0

Moodl ey, J. 2003.-2®98 &wibAfgcanMizdichl daure&@3(5)1 3H54866.
Pretoria, South Africa: National Committee on Confidential Enquiries into Maternal
Deaths.

Ministry of Healthhe 20®&ti.onaloi Wit V/REIVDS® wWRedpdn :

Kerber, K., J. de Graftlohnson, Z.A. Bhutta, P. Okong, A. Starrs, and J. E. Lawn. 2007.
AContinuum of care for maternal, newborn a
del i VierlanceB70(9595): 1358.369.

Lewis, Gwyneth. 2004. fiBeyond the numbers: re
make pregnancy safer. o0 Geneva: Department
Health Organization.

Lugina, Helen |, GunillaLindmark,EvaJohanssorand Kyllike Christenson 2001. ARTanza

mi dwi ves' views on becoming a good resourc
Midwifery 17(4): 267278.

34


http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=pubmed&cmd=Search&itool=pubmed_Abstract&term=%22Butchart+WA%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=pubmed&cmd=Search&itool=pubmed_Abstract&term=%22Tancred+BL%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=pubmed&cmd=Search&itool=pubmed_Abstract&term=%22Tancred+BL%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=pubmed&cmd=Search&itool=pubmed_Abstract&term=%22Tancred+BL%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=pubmed&cmd=Search&itool=pubmed_Abstract&term=%22Lugina+HI%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=pubmed&cmd=Search&itool=pubmed_Abstract&term=%22Lindmark+G%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=pubmed&cmd=Search&itool=pubmed_Abstract&term=%22Johansson+E%22%5BAuthor%5D
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?db=pubmed&cmd=Search&itool=pubmed_Abstract&term=%22Christensson+K%22%5BAuthor%5D

Myer, L., M. Rabkin, E. Abrams, A. Rosenfield,and WEadr . 2005. AFocus on
women: Linking HIV Care and Traaent with Reproductive Health Services in the
MTCT-P | us | nRepradactivé Health Battefs3(25).

Phafoli, S. 2007. fAReport on acceptability of
Council.

Rutenberg, Nao mi and vCdfreld éxgenend®@s latkgratiod &f family A Re v
planning and PMTCT services. 0 Washington,

Rutenberg, Naomi, Car ol yn Baek EvalBaion ofla &nitedb al a,
Nationssupported pilot projects for the preventmimotherto-child transmission of
H 1 VNew York: UNICEF and Population Council.

Sines, E., U. Syed, S. Wall, and H. Worley. 2
Mot her s an dPolibyePardpectiveson Newborn Healdashington, DC:
Population Reference Bureau and Save the Children.

Stephenson, P. 2008. nAGlI obal Di scussion: He al
ppfp@ibp.waresearch.ch

Strachan M., A. Kwatenéddo, K. Hardee, S. Subramam, N. Judice, and K. Agarwé004.
AAn analysis of family planning content in
countries, o Policy Working Papers Series n

Tuoane, 2004. Personal communication.
UNI CEF. 200%.vafi Reegarotn of Emergency Obstetric

Warr en, cC. , P. Dal vy, L. Tour e, and P. Mongi
(eds)Opportunities f.cCapeAdwn, Bauth Africa: Rastvetstoprfan s
Maternal, Newborn and @t Health, pp. 790.

WHO. 2005. AWorld Health Report Make Every Mo
Health Organization.

35


mailto:ppfp@ibp.wa-research.ch

Appendix la: Job aids for health care providers
Contrageptive methods appropriate in the extended postpartum period for breastieding
women

First choice Second choice: Third choice:

Methods do not interfere wit§ Methods contain hormone Methods reduce a
breastfeeding and are safe {ff progestin and do not affecta jwo man 6 s mi
use any time after birth womanos mil k | Delay the use of such
Recommended fromix weeks § methods until 6
after delivery months postpartum.

LAM Progestin only pill Combined oral
Condoms Progestironly injectables (depo || contraceptive

IUD provera) Combned injectable
Vasectomy Implants

Tubal Ligation

. : 5
1b: Job aid adapted from WHO 2006
Lactational Amenorrhoea Method
About LAM:
. « "Lactation al"—related to breastfeeding. " Amenorrhoea™—nothaving

+ A contraceptive method :\r\) menstrual bleeding.

based on breastfeeding + UsingLAMmeans choosingto breastfeed in a way that prevents
pregnancy. [t works by stopping ovulation (see Appendices 4 & 5).

. s + Giving baby OMNLY breast milk (with litle or no other food) gives
LAM mearfs breaStfe_ec!"-'g Often! |:\"\) best protection from pregnancy andis best for the baby's health .
day and night, and giving baby d + See page L3 for how to breastfeed for best pratection .
little or no other food = “How would breastfeeding vour baby in this way suif vou?"

+ If periods have not returned,
+ Effective for 6 months after [_r\/ = Very effective when used correctly. }
P . 1 + Butas commonly useditis less effective.
giving birth
+ Healthiestway to feed most babies for first 6 months. Breast milk
contains the exactnutrients the baby needs andhelps protect the

+ Breast milk is best food for N, baby from infections Breastfeedm_g l_:;enehtsthe mot_her s health _too

. [—|/' + Breastfeeding should be started within 1 hour after birth, and babies
babies should be given no otherfood or drinkuntil they are & months old.
+ Breast milk can be a major part of diet for 2 years or more
- No protection against STls or "fﬂ
HIVIAIDS "‘“ + Forwoman's STUHIV/AIDS protection, also use condoms
+ Breastfeaeding can pass HIV from mother to baby.
Next Move:
o you want to know more abou , or talk about a erent metho
“Do i t to k bout LAM, talk about a diffe t thod?"”
If client wants to know more aboutLAM, To discuss anothermethod, goto a new
goto nextpage. methodtab or to Choosing Method tab.

4 . . . . . P . .
Global Health Technical Brief Family Planning for Postpartum women: seizing a missed opportunity by
Patricia Stephenson and Patricia MacDonald USAID 2005
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1c: Postpartum check list for mothers and newborns

Checklist for postpartum & newborn assessment on the postnatal ward before
the mother and infant are discharged home: first week consultation in clinic

Mother

Baby

How is the lochia loss?
Is the perineum intact, episiotomy or tear repaired?
Is mother counseled on personal hygiene & nutrition

Does mother know the correct position and attachment
for breastfeeding

Is mother on a birth spacing method? Think LAM where
appropriate?

Did the mother receive vitamin A?
Are vital signs for TPR and BP taken?
Have you provided & counseled any prescribed drugs?

Does the mother know the danger signs during the
puerperium?

Are findings recorded in the postpartum register ?

When is the next assessment? (give date)

What i s tbbhdgterbparbtyreéd?s
Is the cord bleeding or oozing pus?
Was eye ointment applied?

What is the weight of the baby?

Is the baby feeding well?

Has baby received Nevirapi ne? (where
applicable)

Has the baby receivedbirth Polio and BCG?

Have you provided and counseled on
prescribed drugs?

Does the mother know the danger signs of the
newborn?

Are findingsrecordedin the postnatal register?

When is the next assessment?
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Appendix 2: Parent baby leaflet
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