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Short Summary

This study assesses the quality of care provided to women with reproductive or maternal
morbidities in Northeast Syria (NES) through case-note reviews.

The findings reveal a substantial burden of morbidity, emphasizing the need for comprehensive
health services including prenatal and postnatal care, reproductive health services, and
management of infections and other gynaecological problems. However, compliance provision
of essential care components for history taking, clinical examination, diagnostic investigations
performed, and, management was low, with overall only 28.4% compliance across the four areas.
Compliance was lowest in critical areas such as history taking (24.6%) and diagnostic
investigations (20.6%). This resulted in inconsistent and poor availability of essential information
needed for diagnosis and treatment decision. Recommendations were co-developed and include
improving patient documentation processes, disseminating clinical guidelines, emphasizing the
need for comprehensive clinical examinations, reviewing diagnostic laboratory capacity, and
promoting rational medication use.

The findings of this study underscore the importance of enhancing healthcare infrastructure and
practices to improve the quality of care for women's reproductive and maternal health in NES.
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Summary

Background

More than 50% of all consultations at healthcare facilities across Northeast Syria (NES) are for
women reporting ill-health related to reproductive and maternal health. This suggests that there
is a significant burden of morbidity for women living in NES. To prevent, identify and treat
morbidity, it is important that all women and their babies have access to, and availability of a
range of health services that include care during and after pregnancy and birth, reproductive
health services including contraception, prevention, identification, and treatment of infections
including Sexually Transmitted Infections (STI), miscarriage and other gynaecological problems.
For care to be effective it must be evidence-based and of good quality.

Methods

Case-note reviews were undertaken for 7 reproductive or maternal morbidities including i)
Urinary Tract Infection (UTI) during Pregnancy, ii) Anaemia during Pregnancy, iii) Reproductive
Tract Infection, iv) Puerperal Infection or Sepsis a) after vaginal delivery, and b) after Caesarean
Section (CS), v) Miscarriage/Abortion, and vi) Dysmenorrhoea. For each patient, an assessment
was made of the completion of a minimum set of expected care components to have been
provided and recorded as part of history taking, clinical examination, investigations, and
diagnostic tests as well as management of the morbidity. Data were analysed using descriptive
statistics including percentage compliance with provision of expected components.

Findings

Analysis of Health Information System (HIS) data showed that for 51 healthcare facilities
(Hospitals, CPHC, PHC and Mobile Health Units) across NES for 12 months (2023) there were
137,335 consultations for the selected morbidities with the most frequent being for 1)
Reproductive Tract Infections (64,857 consultations), 2) Dysmenorrhoea (34,065) and 3) Urinary
Tract Infection in Pregnancy (17,530)

For this study, a total of 1,158 case notes were reviewed from 9 healthcare facilities across NES
including from 5 large Comprehensive Primary Health Care Centres (CPHC) and 4 Hospitals.
Compliance with provision of essential care components was overall 28.4% across all 163 care
components assessed for the 7 Morbidities. For specific components this was (in ascending
order) a mean (range) compliance of 20.6% (0.0%-76.1%) for diagnostic investigations; 24.6%
(1.7%-85.6%) for history taking; 32.2% (0.0%-60.7%) for clinical examination; and 36.1% (13.7%-
85.2%) for management components.
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All case notes did include some components of history taking relevant to the patient’s presenting
condition but there was no consistent recording of essential information needed to decide on
subsequent examination and investigations that might be required, nor to determine a
differential diagnosis.

Just over half of all patients had vital sighs measured and recorded (56.0% blood pressure, 53.5%
pulse rate and 53.2% temperature) but there was no or minimal record of clinical examinations
such as abdominal palpation, speculum\examination, or bi-manual pelvic examination even
where this was essential to establish a diagnosis.

An underlying cause of the presenting complaint/illness and rationale for treatment was least
available for cases of Dysmenorrhoea (14.1%) and was only documented in 42.1% of cases of
puerperal sepsis or infection after vaginal birth or CS. However, the type of miscarriage (and
therefore management needed) was established and documented in 69.1% of cases.

Simple diagnostic investigations are often not available and/or are not carried out. For anaemia
in pregnancy (25.1%) a full blood count was carried out in 25.1% of cases only. For other
morbidities this was done in between 3.0%-9.5% of patients. For cases diagnosed and treated as
urinary tract infection, a urine examination was done in 40.7% (dipstick) to 42.4% (microscopy)
with culture and sensitivity testing of urine done in 2.4% of cases only. For other morbidities urine
examination was done in only 0.5% - 14.4% of cases where this was needed. (Rapid) diagnostic
tests for reproductive tract infections were used in <5%, speculum examination was done in
<10%, and treatment with antibiotics was presumptive. Assessment of ferritin to assess iron
deficiency for anaemia in pregnancy is not available or used (0.0%).

An ultrasound scan (most often abdominal) is the most frequently used diagnostic investigation
overall but is sometimes ‘overused’ e.g. 76.1% of women with a UTI had an abdominal ultrasound
scan - presumably to exclude other pathology rather than to confirm an infection - and, in other
cases, an ultrasound scan is available but not correctly used e.g. only 51.7% of patients with
miscarriage had an ultrasound scan and only 37.9% of patients with dysmenorrhoea.

For management components the highest compliance was for recording of treatment prescribed
with an average (range) of 72.1% (62.6% - 82.5%). It was noted however that most patients were
prescribed multiple medications (most frequently including multiple antibiotics). Information on
follow up and referral was less well documented (16.1% and 21.6% respectively)
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Discussion and Recommendations

This study for the first time examines the quality of care received by women attending for
reproductive or maternal morbidities at CPHC and Hospital levels in the NES. A representative
sample of case notes was available for review to assess which essential components of care for
7 key morbidities had been provided. The findings of this study were shared and discussed with
a wide group of stakeholders including representatives (clinical and non-clinical) from all
participating Partners during a dissemination workshop in NES. This led to the development of
recommendations to improve practice including to:

= |mprove the infrastructure and process for patient documentation. Ensure patients have case
notes which are correctly archived and available during consultation and follow up.

= Disseminate the available clinical guidelines widely and across all sectors (NGO supported,
Health Authority, Private sectors) in print and on-line ensuring these are available to all
healthcare providers across the NES.

= Re-emphasize the importance of conducting a full clinical examination for each patient
including taking the temperature, abdominal palpation, speculum, and bi-manual pelvic
examination and ensure the healthcare facility environment supports this (examination
couch, good light source, instruments, screens for privacy).

= Conduct a review of laboratory diagnostic capacity in NES to assess which investigations can
be done where and the cost to the patients for these if only available in the private sector.

= Support a more rational use of medication especially antibiotics with monitoring of
adherence to clinical guidelines including for the use of prophylactic antibiotics during CS,
ensuring diagnostic criteria are met for infection and puerperal sepsis, reproductive tract
infections and urinary tract infections.
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Background

To prevent, identify and treat morbidity among women of reproductive age, it is important that
all women and their babies have access to, and availability of a range of health services that
include antenatal, intrapartum, and postnatal care, newborn care, and child health services. In
addition, women require access to reproductive health services including family planning
(contraception services), prevention, identification, and treatment of Sexually Transmitted
Ilinesses (STI), services that address gynaecological problems and care for women who
experience gender-based violence (GBV). This is described as a ‘Continuum of Care.”! For care
to be effective it must be evidence-based and of good quality.?

There are no current population-based estimates regarding prevalence of obstetric or
gynaecological morbidity in Syria or in the NES specifically. However, programme reports indicate
that over 50% of consultations at Primary Health Centres (PHC) and Comprehensive PHC across
the NES are for women reporting ill-health related to reproductive and maternal health. For some
conditions (morbidities recorded at healthcare facility level) several consultations may be made
in a single year for the same complaint (Supplementary Table 1).3*

This suggests that there is a significant burden of reproductive and maternal morbidity for
women living in NES and that existing health services are not able to meet this need.

Based on a review of available data before the study commenced 3° and after consultation with
midwives and obstetrician-gynaecologists (15 midwives and 5 obstetrician-gynaecologists)
working in NES 7 morbidities were identified through consensus building to be those for which
consultations were most frequently sought by women:

- Urinary Tract Infection (UTI) during Pregnancy

- Anaemia during Pregnancy

- Reproductive Tract Infection (also termed ‘Vaginitis’ in NES context)

- Puerperal Infection/Sepsis a) after vaginal delivery and b) after Caesarean Section

- Miscarriage/Abortion

- Dysmenorrhoea

As part of the study, data for 2023 were obtained from Partners’ health information systems
(HIS) including for 5 Partners supporting 51 health care facilities (4 Hospitals, 15 CPHC, 23 PHC

1 The Partnership for Maternal, Newborn and Child Health. Essential Interventions, Commodities and Guidelines for
Reproductive, Maternal, Newborn and Child Health. 2011, Geneva, Switzerland.

2 WHO 2016 Standards for improving quality of maternal and newborn care in health facilities. Available at
http/who.int

3 HERNES 2 Health Recovery in Northeast Syria Project. Final Narrative Report August 2021 — January 2023

4 Expertise France - Situation Analysis prepared by N van den Broek October 2022

5 HWG data on service access and provision 2022/2023
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and 9 mobile clinics). This indicates that there were 137,335 consultations for the 7 morbidities
identified above with the highest number for Reproductive Tract Infections (64,857) followed
by Dysmenorrhea (34,065) and Urinary Tract Infection in Pregnancy (17,530). (Supplementary
Table 2)

At PHC, CPHC and Hospital level, services are expected to be in place to address a range of
morbidities with the first (and sometimes only) point of contact being the midwife.® Women may
be referred for specialist care provided by obstetrician-gynaecologists working in NES in the
public sector, in hospitals supported by international NGOs, or in the private sector.

Although there is generally a high number of women of reproductive age attending for care at
PHC, CPHC and Hospitals across NES, there have been no previous studies to assess the quality
or effectiveness of the care provided.

There are anecdotal reports that a diagnosis is frequently made based on clinical symptoms only,
and there is limited use of examination and diagnostic tests used to establish a diagnosis and
development of a rational management plan including with regards to the prescription of drugs.

Clinical Guidelines for the diagnosis and management of ill-health during and after pregnancy
have been developed and agreed through consultation with the NES RMNCH sub Working Group.
These include Guidelines for diagnosis and management of anaemia during pregnancy as well as
infections and puerperal sepsis.” Similarly, guidelines for abnormal vaginal discharge, miscarriage
and dysmenorrhoea are under development.

The Objective of this study was to review the diagnosis and management of reproductive and
maternal health morbidity as provided at CPHC and Hospitals in NES. This was expected to
provide information regarding compliance with the agreed clinical guidelines as well as identify
gaps in service delivery that need to be addressed.

Research Questions Developed
Main Research Question

- Is the diagnosis and management of reproductive and maternal morbidity in line with
clinical guidelines?

6 Expertise France - Essential Health Services Package (EHSP) for Northeast Syria (NES) focused on Reproductive
Maternal Newborn and Child Health (RMNCH) prepared by N van den Broek July 2022

7 Clinical Guidelines for Maternal and Newborn Health - Northeast Syria (NES) 2023. Expertise France ISBN 978-9922-
21-446-7 (Translated into Arabic)

12
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Additional Research Questions

- What is the number of consultations for the selected morbidities?

- Are there case definitions in place for reproductive and maternal morbidity and are these
consistently used.

- How are reproductive and maternal morbidities diagnosed — are the appropriate
examinations carried out and are the appropriate diagnostic tests used by healthcare
providers to establish a diagnosis?

- Isthere an appropriate management plan?

- Isthere a rational and appropriate use of drugs?

Methods

A retrospective case note analysis was conducted for 7 pre-identified reproductive and maternal
morbidities for which women see care at CPHCs and Hospitals in NES. In total 5 CPHCs and 4
Hospitals were opportunistically selected based on patient load and interest to participate in the
study (opportunistic selection and including the largest Maternity Hospital in NES). All included
healthcare facilities are under the management of an international or national NGO.

Sample size
At CPHC level a minimum of 20 cases and at Hospital level a minimum of 25 cases were to be

identified for each of the seven morbidities. This provided an estimated sample of 200 case
notes for each morbidity (100 seen at CPHC level at 5 CPHC with 100 seen at Hospital level at 4
Hospitals)

Cases for each morbidity were identified from the register (paper or electronic) at each
healthcare facility. The number of cases required were identified retrospectively and included
consecutively over time. Using the date of visit and the patient identification number, the case
notes for each patient were then obtained from the records office/archive and reviewed using a
specifically developed data-extraction form. All case notes were identified and reviewed between
6 July and 5 October 2023.

Data collection

A data-extraction form was developed for each morbidity based on evidence-based guidelines
for diagnosis and management contextualised to the NES.” In this way a designated data
extraction form was developed for each of the following morbidities:

- Urinary Tract Infection (UTI) during Pregnancy

- Anaemia during Pregnancy

- Reproductive Tract Infection

13
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- Puerperal Infection/Sepsis after vaginal delivery

- Puerperal Infection/Sepsis after Caesarean Section
- Miscarriage/Abortion

- Dysmenorrhoea

For each morbidity, the data extraction form included a range of expected components to have
been recorded for each aspect of the consultation for each of the seven identified morbidities.
This included:

a) patient information and characteristics

b) whether the relevant questions had been asked as part of taking the patient’s history,

c) whether the relevant examinations had been carried out,

d) which - if any — of the required investigations or diagnostic tests had been carried out, and,
e) the management provided to the patient including any medication prescribed, follow up
arranged or referral made.

Questions were answered with a YES/NO. No patient clinical information was extracted except
for 1) the haemoglobin level - if measured - in case of a diagnosis of anaemia in pregnancy, 2) the
temperature - if measured - in case of infection, and 3) the number of previous miscarriages in
cases of miscarriage/abortion. Data extraction forms were first developed in English and then
translated into Arabic. (Data extraction forms are available on request)

For each site 2 midwives and a focal point were trained in the use of the data collection tool via
a 1-day training workshop. The data collection tools (for each morbidity) were piloted at one of
the participating hospitals after which minor changes were made to language to facilitate
consistent understanding of some medical terms in Arabic. A paper-based data collection system
was used. A minimum of 10% of completed data forms were checked by each focal point. Copies
of completed data forms were then transferred (password protected) by phone to the central
office (phone images were deleted by the sender and receiver after receipt of completed forms
was acknowledged). A pre-designed data entry form was developed Microsoft Excel and Kobo
Toolbox®, and data were entered and cleaned by a dedicated research assistant (checking and
double checking of data entry).

Data analysis

8 Kobo Toolbox is a data collection, management, and visualization platform used globally for research and social
good. https://www.kobotoolbox.org/
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Descriptive data analysis was used to summarise the findings. The degree of compliance with
expected components of taking a history, examination, diagnosis, and management was
calculated as a percentage score using equal weighting for each of the components.

Ethical considerations

Data entry and storage were on a dedicated password protected computer. Names of patients
were not recorded with only patient identification numbers used on data collection forms and
once data was checked and cleaned this information was deleted from the data base. Names of
healthcare facilities were coded. All data collection forms were destroyed (burnt or shredded)
once the data was cleaned and the data base completed. As this was essentially an audit of
practice using a retrospective case note review, ethical clearance was not required. The funding
agency was not involved in the design and conduct of the study. Midwives completing the case
note review were compensated with 1S per case note review.

Results

Availability of Case Notes for Review

In total 1,158 case notes were obtained and reviewed including from 9 healthcare facilities (5
CPHC with 754 cases — 65% of total and 4 Hospitals with 404 cases — 35% of total).Not all
participating healthcare facilities had registered cases and/or case notes available for all
morbidities; 1 hospital and CPHC had no case notes available for puerperal sepsis/infection after
either CS or vaginal birth and the CPHC also had no records of consultations for reproductive
tract infections. The expected sample size +/- 10% (180-220) was obtained for four morbidities.
For puerperal sepsis/infection after vaginal birth or Caesarean Section this was obtained only if
combined (181 cases) and for Miscarriage the number of case notes reviewed was 178 and just
below the target sample size. (Table 1).

Table 1: Overview of Case notes reviewed.

Morbidity Number of Cases Reviewed
1 Anaemiain Pregnancy 191
2 Caesarean Section - Puerperal Sepsis or Infection 97
3 Vaginal Delivery - Puerperal Sepsis or Infection 84
4 Dysmenorrhea 206
5 Miscarriage (Abortion) 178
6 Reproductive Tract Infection 197
7  Urinary Tract Infection in Pregnancy 205
Total 1,158
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Anaemia in Pregnancy (Figure 1)
Place of Residence was the most frequently recorded (72.8%). Only 5.2% of case notes had
information on age with a median (interquartile range) age for patients of 28 (23,32) years.

For 1 in 3 patients (35.6%) there was information about whether they had fatigue or other
symptoms of anaemia with in general very little history being taken.

Basic clinical investigations (BP, pulse, temperature) were recorded in just over half of all patients
with BP recorded the most frequently (57.1%). In more than half of cases a HB measurement was
available (55.5%) with a mean (range) Hb recorded as 8.5 g/dl (2.3 g/dl to 10.5g/dl). Of the 61
women for whom Hb was available 32.8% (20/61) had severe anaemia (HB<8.0g/dl) and 9.8%
(6/61) required a blood transfusion (Hb<6.0g/dl). Serum ferritin was never available.

Information on treatment prescribed was documented for 72.3% and this included blood
transfusion, iron tablets and folic acid but also corticosteroids (dexamethasone, hydrocortisone)
as well as antibiotics (ceftriaxone, metronidazole). There was no information on follow up for
83.2% of patients. 23 out of 191 (12%) received a follow-up appointment.

Puerperal Infection after Caesarean Section (CS) (Figure 2)
Place of residence was the most frequently recorded (99.0%). Only 13.4% of women were asked
about vaginal bleeding and only 23.7% about vaginal discharge.

A speculum examination was conducted in 1% of women. Temperature was measured in 77.3%
but only 11 of these had a fever (14.9% temperature >38.0 °C). There was no information on
underlying cause of puerperal infection in 58.8%, in 10 women (10.3%) no underlying cause could
be established and in only 1 in 4 women (25.8%) was a cause documented which was most often
‘wound infection’ (16/25, 64.0%).

Information on treatment given was available in 82.5% of cases. Prescribed ‘antibiotics’ included
Amoxicillin, Azithromycin, Cefixime, Ceftriaxone, Ciprofloxacin, Gentamycin, Metronidazole and
Vancomycin suggesting there is no standardised protocol in use for management.
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Figure 1: Information available for each component of History taking, Examination,
Investigations, and Management for Anaemia in Pregnancy (n=191, % of case notes with
information available)

MANAGEMENT
Follow-up = 16.8%
Referral mmmmmmnn 28.3%
Treatment received I . 72.3%
Advice given T 26.2%
INVESTIGATION
Serum iron ferritin | 0.0%
Haematocrit measured - Ht =0 13.6%
Haemoglobin measured - Hb s . 55.5%
Full Blood Count S 25.1%
EXAMINATION
Checked conjunctiva for colour s 23.6%
Blood Pressure measured  F i 0 57.1%
Pulse rate measured T 51.3%
Temperature measured T 56.0%
HISTORY
Currently taking iron tablets to prevent anaemia in this... " 25.1%
Bleeding during current pregnancy =t 11.5%
History of any infection =% 4.2%
History of previous treatment for anaemia 0 12.0%
History of thalassemia or sickle cell anaemia =% 4.2%
Fatigue, weakness, light-headedness, and/or mild... = s . 35.6%
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Figure 2: Information available for each component of History taking, Examination,
Investigations, and Management for Puerperal Infection or Sepsis after Caesarean Section
(n=97, % of case notes with information available)
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Urine test = 14.4%
Hb = 36.1%
Full Blood Count ==wn 11.3%
EXAMINATION
Bimanual Vaginal Examination = 2.1%
Speculum Examination @ 1.0%
Abdominal palpation s 30.9%
Blood Pressure measured s s S S S s s - 85.6%
Pulse rate measured s S S S S s | 79.4%
Temperature measured T S S S S . 77.3%
HISTORY
Urinary Symptoms (dysuria or frequency) = 20.6%
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Lower Abdominal Pain mmmm s . 41.2%
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Vaginal Discharge = 23.7%
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Baby Alive . 55.7%
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Puerperal Infection or Sepsis after Vaginal Delivery (Figure 3)
Although 54.8% of patients were asked about lower abdominal pain, only 1 in 3 (34.5%) was
asked about vaginal discharge and even fewer (7.1%) about vaginal bleeding.

None (0%) of the case notes had a record of conduct either a speculum or a bimanual
examination. Abdominal examination was conducted in 14.3% of cases only. Temperature was
measured in less than half of all patients (44.0%) with actual temperature recorded for 42.9% of
the total (36 cases) for which only 11 had a fever (13.1% temperature >38.0 °C).

In 36 cases (42.9%) an underlying cause for the puerperal infection was recorded including most
commonly ‘episiotomy infection’.

Information on treatment was available in 77.4% of case notes. Management was usually a
combination of drugs including often multiple antibiotics of different types (amoxycillin,
metronidazole, ceftriaxone, nitrofurantoin, gentamicin,) but also clotrimazole and miconazole
suggesting there was no specific protocol used. Sometimes treatment included blood transfusion
suggesting multi-morbidity.

Dysmenorrhoea (Figure 4)
Dysmenorrhoea is a relatively common reason for consultation including for younger patients.
The median (interquartile range) was 25 (19,32) years.

An abdominal ultrasound scan was conducted in 36.4% of women and a vaginal ultrasound in
only 1.5%. Laboratory tests for sexually transmitted infection were almost never done (less than
1%). Nevertheless, information regarding an underlying cause was documented in 29 cases
(14.1%) and recorded as ‘no specific underlying cause established’ in 27 cases, ‘mental cause’ and
‘uterine contractions’ in the remaining 2 cases.

Information on treatment was available in 62.6% of case notes. The most common prescription
was for analgesics (mostly Ibuprofen) followed by antibiotics (full range) or an anti-spasmodic
(including hyoscine butyl bromide). There was no record of anyone being given the combined
oral contraceptive pill which is the commonest approved management of dysmenorrhoea with
unknown cause.
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Figure 3: Information available for each component of History taking, Examination,
Investigations, and Management for Puerperal Infection or Sepsis after Vaginal Delivery (n=84,
% of case notes with information available)
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Bimanual Vaginal Examination = 0.0%
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HISTORY
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Fever = 36.9%
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Breastfeeding i 39.3%
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Figure 4: Information available for each component of History taking, Examination,
Investigations, and Management of Dysmenorrhoea. (n=206, % case notes with information
available)

MANAGEMENT
Follow-up mwwmmmmw 16.0%
Referral mmswsssw 18.0%
Treatment received s i . 62.6%
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INVESTIGATION
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Ultrasound examination - abdominal s s s 36.4%
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Urine test - microscopy * 1.0%
Urine test - dipsticks ' 0.5%
Test for Chlamydia ' 0.5%
Testing Gonorrhoea ' 0.5%
EXAMINATION
Bimanual Vaginal Examination = 0.0%
Speculum Examination = 0.0%
Abdominal examination = 1.5%
Blood Pressure measured s s s - 45.6%
Pulse rate measured s - 45.6%
Temperature measured s S s 46.1%
HISTORY
Using a family planning method === 6.3%
Analgesics help reduce symptoms s 25.7%
Analgesics required T 24.8%
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Fatigue o 20.4%
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Nausea = 11.2%
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Miscarriage (Figure 5)

178 cases were available for analysis. There was no information on gestational age for 71.9%. For
cases for which information was available the majority (37/50, 74%) were early miscarriages (8
weeks or less) with 11 (22.0%) at 9-14 weeks and 2 were late miscarriages at 17 and 20 weeks.

A speculum examination was done in only 0.6% of patients. There was no information regarding
whether an ultrasound scan had been done for 86 patients (86/178; 48.3%); 86 women (48.3%)
had an abdominal ultrasound scan and 6 women (3.4%) a vaginal ultrasound sound scan with the
total proportion having had a diagnostic scan being 51.7% (92/178). The type of miscarriage was
specifically determined and recorded in 47.2% (84/178) with 53 diagnosed and recorded as an
incomplete miscarriage (29.8%). In total 54/178 patients (30.3%) were recorded as having had
surgical evacuation (D&C) or ‘minor gynaecological surgery’. Overall information on treatment
received was available in 70.2% of case notes.

Reproductive Tract Infection (Figure 6)

Consultations for reproductive tract infection and/or sexually transmitted infections are
relatively common, with 197 cases for analysis. As part of the history taking 39.1% were asked
about vaginal discharge, 22.8% about lower abdominal pain and 14.7% about urinary tract
infections. Overall, only 1 in 10 patients were clinically examined with a speculum and/or
bimanual examination done in 9.6%, and abdominal examination in 10.7% of cases. Although
50.3% of patients had an abdominal ultrasound scan only 4.1% had a pregnancy test (needed e.g.
to exclude ectopic pregnancy) and less than 1% of women had a test to exclude an STI (chlamydia,
gonorrhoea, syphilis, HIV, Bacterial vaginosis). Information on treatment prescribed was
available in 66.5% of case notes overall. Antibiotics were the most frequently prescribed drug:
57/68 (83.8%) for inpatients and was prescribed for all outpatients (100%) including a wide range
of antibiotics and combinations of these — Amoxicillin, Augmentin, Azithromycin, Cefixime,
Ceftriaxone, Ciprofloxacin, Cotrimoxazole, Fluconazole, Gentamycin, Metronidazole, Miconazole
and Nitrofurantoin.

Urinary Tract Infection in Pregnancy (Figure 7)

Information on gestational age was recorded in 67.8% of case notes with the majority being mid-
trimester (44.6%) 16.6% were in the first trimester (1-13 weeks) and 36% in the third trimester
(29-40 weeks). Regarding examination temperature was measured in 48.3% and loin tenderness
(to exclude pyelonephritis) was checked in 2.0%. Urine was examined by dipstick in 40.5% of
cases and by microscopy in 42.4% with only 2.4% sent for culture and sensitivity. However, 76.1%
of patients had an ultrasound scan. Treatment received or prescribed was recorded in 73.2% of
case notes and follow up in only 12.7%. The most common management was antibiotics
(different types) followed by Paracetamol.
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Figure 5: Information available for each component of History taking, Examination,
Investigations, and Management of Miscarriage (n= 178, % case notes with information
available)
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Figure 6: Information available for each component of History taking, Examination,
Investigations, and Management of Reproductive Tract Infection (n= 197, % of case notes with

information available)
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Figure 7: Information available for each component of History taking, Examination,
Investigations, and Management of Urinary Tract Infection in Pregnancy (n= 205, % case notes
with information available)
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Compliance with Components for all Morbidities Combined
(Table 2 and Supplementary Figures 1-4)

History taking
Across all morbidities the average (range) compliance for 54 care components assessed as part
of history taking was 24.6% (1.7% - 85.6%).

For urinary tract infection in pregnancy the commonest history components were whether there
was lower abdominal pain (38.0%) and pain during micturition (dysuria, 34.6%). For a
reproductive tract infection, the most frequently asked question was if vaginal discharge was
present (39.1%). For cases of miscarriage the two commonest questions were whether there was
a previous miscarriage (42.7%) and whether there was vaginal bleeding (39.9%). The largest
number of components assessed (11) was for history taking in case of dysmenorrhoea with the
most frequently recorded history being whether there was lower abdominal pain (39.3%)

For puerperal sepsis after vaginal delivery mode of delivery was the most frequently recorded
history (67.9%) and for cases following a CS this was the number of days after delivery (85.6%).
Whether or not vaginal bleeding occurred was only asked in 7.1% of cases of vaginal birth and
13.4% of caesarean sections and was the least likely component of the history to have been asked
in both cases. For anaemia in pregnancy only 25.1% of women were asked if they were taking
iron tablets at the time.

Clinical Examination
Across all morbidities the average (range) compliance for 40 care components assessed as part
of clinical examination was 32.2% (0.0% - 70.7%).

The combined score for clinical examination with an average of 32.2% is almost wholly due to
the finding that vital signs were checked in most patients — blood pressure in 55.9%, pulse rate
in 53.5% and temperature in 53.3% of cases on average. In contrast important clinical
examinations such as abdominal examination was carried out in 1.1% for cases of miscarriage,
1.5% for dysmenorrhoea, 10.7% for reproductive tract infection, 14.7% of cases of puerperal
sepsis after vaginal delivery and 30.9% of cases after caesarean section.

Speculum examination was not carried out at all (0.0%) for puerperal infection after vaginal
delivery, very rarely after puerperal infection following a CS (1.0%) or in case of miscarriage
(0.6%) and in less than 1 in 10 women complaining of a reproductive tract infection/vaginitis.
Similarly bimanual vaginal examination was done in only 3.4% of cases for which this was
indicated.
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Investigations
Across all morbidities the average (range) compliance for 47 care components assessed as part
of diagnostic investigations was 20.6% (0.0% - 76.1%).

The most frequently conducted investigation was an ultrasound scan: 60.7% and 55.7% for
puerperal sepsis or infection after vaginal birth and CS respectively, 37.9% for cases of
dysmenorrhoea, 51.7% for cases of miscarriage and (presumably to exclude other pathology)
76.1% for cases of a urinary tract infection in pregnancy. These were mostly abdominal
ultrasound scans. Only 1.5% of cases of dysmenorrhoea had a vaginal scan to investigate
underlying cause.

However a urine sample for culture and sensitivity was only sent in 2.4% of cases with a urinary
tract infection, a (rapid) diagnostic test for reproductive tract infections was done in less than
5% of cases, a pregnancy test was only done in 12.4% of cases of miscarriage, a full blood count
was done in 11.3% of cases of puerperal sepsis after CS and 9.5% of cases after vaginal birth and
puerperal sepsis/infection. A haemoglobin measurement was available for 55.5% of cases of
anaemia during pregnancy.

Rapid tests for any STl were done in less than 1% of cases despite vaginal discharge being one of
the commonest complaints.

Management
Across all morbidities the average (range) compliance for 22 care components assessed as part
of management was 36.1% (13.7% - 82.5%).

Information regarding underlying cause or definitive diagnosis was recorded in between 14.1%
(dysmenorrhoea) and 69.1% (type of miscarriage) with an average of 35.4% of cases for which
this was relevant.

The main criteria considered for documentation of management included i) record of follow up
(Yes/No), ii) referral had taken place (Yes/No), and iii) treatment prescribed (Yes/No and type of
treatment). Information on management was least available for information regarding follow up
after urinary tract infection in pregnancy (13.7%) and most frequently recorded for treatment
provided in patients with puerperal sepsis/infection after CS (82.5%).

An average of 16.1% of case notes had information on follow up, and 21.6% had information
regarding referral. Information on treatment given was available in 72.1% of all case notes. The
average compliance across the three criteria for management was 36.1%.
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Table 2: Summary data for each morbidity and for all morbidities combined for history taking,
clinical examination, investigations, and management. (n= number of components, % of
components for which information is available)

Morbidity History Examination Investigations Management
n |[Rang |Mea |n [Rang |Mea |N |Rang | Mea | N | Rang | Mea
e n e n e n e n
% % % % % % % %
Anaemia in 6 |42- |154 |4 |236-|47.0 |4 |00- |236 |4 |16.8-|359
Pregnancy 35.6 57.1 55.5 72.3
Puerperal 9 [134- (403 |6 |10- |[46.0 |5 |2.1- 239 |3 |15.5- 389
sepsis/infectio 85.6 85.6 55.7 82.5
n after
Caesarean
Section
Puerperal 8 |71- |414 |6 |0.0- |258 |5 [0.0- [209 |3 |20.2-|425
sepsis/Infectio 67.9 48.8 60.7 77.4
n after vaginal
delivery
Dysmenorrhoe |1 |29- |181 |6 |00- |23.1 |1 |05- |3.7 3 |14.1- 322
a 1 |393 46.1 2 | 364 62.6
Miscarriage 8 |1.7- |198 |6 |0.6- (314 |7 [3.4- |229 |3 |152-|36.7
42.7 60.7 48.3 70.2
Reproductive 6 [3.0- |155 |6 |96- |259 |1 |05- |85 3 |15.2- 323
Tract Infection 39.1 42.1 0 |503 66.5
Urinary Tract 6 |9.3- |215 |6 |1.0- |261 (4 |24- |404 |3 |13.7- |345
Infection in 38.0 52.2 76.1 73.2
Pregnancy
Total 5 [1.7- |246 |4 (00- |322 |4 (00- (206 |2 |13.7- |36.1
4 | 85.6 0 | 60.7 7 |76.1 2 | 825

Discussion

Main Findings

Across 7 reproductive and maternal morbidities 163 care components were assessed through a
review of 1,158 case-notes from 9 different healthcare facilities across NES. Overall compliance
with essential components of care was lowest for diagnostic investigations with a mean (range)
compliance of 20.6% (0.0%-76.1%) and was highest for management components with a mean
(range) compliance of 36.1% (13.7%- 82.5%).
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For single components the highest overall score was for recording of treatment prescribed (82.5%
in cases of puerperal sepsis/infection after CS) and lowest for investigations and clinical
examination including for example a 0% compliance score for case notes containing information
on whether a bimanual or speculum information had taken place in cases of dysmenorrhoea and
puerperal sepsis/infection after vaginal birth. Both examinations are usually needed to assess
possible underlying pathology and/or check severity of the condition. Similarly, only 0.6% of cases
of miscarriage had a recorded speculum examination which is important to assess the state of
the cervix and only 1.1% had record of an abdominal examination which is needed to exclude
signs of an acute abdomen for example in case of an ectopic pregnancy and to assess uterine
size.

Thus, this study shows that clinical examinations such as abdominal palpation, speculum and
bimanual pelvic examination are frequently not conducted even when these could be essential
to establishing a diagnosis. Clinical examination requires only limited instruments and
consumables (gloves, speculum) it is important to have a dedicated private space with a good
light source and examination couch (including with lithotomy poles). Also carrying out a full
clinical examination takes time.

An ultrasound scan is the single most frequently used diagnostic tool. This was used and recorded
in 60.7% and 55.7% of cases with puerperal sepsis or infection after vaginal birth and CS
respectively, 37.9% cases of dysmenorrhoea, 51.7% for cases of miscarriage, and, presumably to
exclude other pathology in 76.1% of cases of a urinary tract infection in pregnancy. Thus, there
is likely both under-use and over-use of ultrasound as a diagnostic investigation in this setting.

The low compliance observed for diagnostic investigations is considered to reflect the poor
availability of simple point-of-care diagnostic tests such as urine dipsticks, or rapid diagnostic
tests for e.g., reproductive tract infections and haemoglobin as well as a general lack of
laboratory services with e.g., measurement of ferritin for cases of anaemia, a culture and
sensitivity test for urinary tract infections, generally not being available in NES or only in larger
hospitals or in the private sector.

Dysmenorrhoea is a frequent cause for consultation in the NES being, for the 7 morbidities
studied, the second most frequently recorded condition (Supplementary Table 2). Although an
‘underlying cause’ was documented in 14.1% of cases - this was recorded as ‘no specific
underlying cause established’ in almost all the cases even though there had been no full clinical
examination or set of investigations conducted. Treatment was for symptoms (analgesics) and/or
included a full range of antibiotics despite no clinical symptoms or signs of infection. In contrast
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the combined oral contraceptive which is a first line treatment for dysmenorrhoea was never
recorded as being prescribed in the case notes reviewed (0/206 case notes).

Similarly, type of UTI (lower or upper) or underlying cause of puerperal sepsis/infection after a
vaginal birth or CS was documented in 4 out of 10 women only (36.6% and 42.1% of cases
respectively). Despite this almost all women received antibiotics and most commonly multiple
antibiotics prescribed together.

However, the type of miscarriage was established and documented in 69.1% of cases. With
adequate clinical examination and simple investigations (speculum and/or bimanual pelvic
examination as well as pregnancy test) and less reliance on an abdominal ultrasound scan only it
would be possible to very significantly increase the proportion of cases for which type of
miscarriage (and therefore treatment) would be known.

Strengths and Limitations

Our intention was to look at the number of cases documented to have attended a consultation
for each morbidity e.g. in the healthcare facility records of Partner’s HIS and to compare this with
the number of case notes that could be found. However, we found that there is a significant lack
of archiving processes and systems in place across the NES. Also, it is clear that no standard
definitions for morbidities are used in the various HIS that are in use across NES. It was therefore
not possible to estimate what proportion of patients accessing for care had correctly archived
case-notes. However, after a further call-out to Partners (mainly international NGOs) the number
of consultations documented was obtained and shows that there are around 140,000
consultations per year for the 7 morbidities studied in just 51 healthcare facilities.

There are problems with documentation including several (no central) HIS in use, differences in
case definitions and incorrect case definition application, not all morbidities captured e.g. some
HIS do not include puerperal sepsis/infection after vaginal birth or after CS. However overall, the
data highlight a high burden of consultations reproductive and maternal morbidity among
women living in NES.

The number of case-notes available allowed for in-depth analysis for each morbidity except for
puerperal sepsis/infection after vaginal birth or CS. This was an unexpected finding as both
conditions are reported by clinicians as occurring ‘frequently.” It is likely that puerperal sepsis is
‘over diagnosed’ as many of the cases included in this review did not have clinical symptoms or
signs to support the diagnosis e.g. most women did not have a fever.

The data presented reflect the care that has been documented. It is possible that components of
care were provided but not written down and that the overall ‘real-life’ compliance is better than
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that obtained as part of this study especially where case load is high and the amount of time a
healthcare provider has with a patient is limited. However, it is commonly accepted in medical
practice that ‘if it is not written down it did not happen.’

In this study components of care considered to be essential and for which data was extracted
from case notes were obtained from clinical guidelines and protocols which had been developed
for clinical practice in NES. However not all health care providers have received these and on-
the-job training will be required to facilitate change in practice over time. All components were
equally weighted in this study to provide an overall assessment of compliance and quality of care
and data were not used to focus on any one specific morbidity in more detail.

Comparison was not made between CPHC and Hospital levels but is not expected to differ much
with the exception that hospitals may have more advanced equipment for diagnostic
investigations and are expected to have larger on-site laboratories than can be found at CPHC
level.

Implications for Policy and Practice
Following a dissemination workshop with all participating stakeholders, the following
recommendations were developed:

General Recommendations:

Improve patient documentation.

There is consensus that the current state of documentation of patient information is poor. Till
now there has been limited or no attention given across the NES to ensuring patient case notes
are available, used, securely archived, and stored, and are made available for review when the
patient has a follow up visit or new consultation at the healthcare facility.

- Healthcare providers should be made aware of the need to record all patient information
including regarding history taking, examination, investigations, management, referral and follow

up.

- Case notes should be made available. It is considered helpful to use a standardised format e.g.,
with pre-determined sections for information collected as part of consultations for reproductive
and maternal morbidities, consultations for antenatal- or postnatal care or family planning.

- Healthcare facilities should have dedicated infra-structure and processes in place to ensure all
patient information is documented in case notes, these are archived and stored securely and are
available to the healthcare provider when the patient accesses the healthcare facility.
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- Documentation needs to be in place for referral including referral notes and follow up regarding
outcomes of referral.

To improve Diagnosis and Management
- Ensure a full and detailed history is taken and recorded for every patient

- In addition to measurement of Blood Pressure, pulse and temperature, the health care provider
should conduct a full clinical examination including abdominal examination, speculum and
bimanual pelvic examination whenever indicated.

- Review the situation in NES regarding the availability and cost (to patients) of laboratory
services. Ensure larger healthcare facilities have the necessary infra-structure and consumables
for diagnostic tests including a laboratory space and staff. Point-of-care rapid diagnostics tests to
be made available at all levels including — at a minimum — pregnancy tests, Hb tests, STI tests
(syphilis, HIV) and urine dipsticks.

- Build capacity of healthcare providers to establish a differential diagnosis and an underlying
cause for conditions with which the patient presents.

- Ensure focus is on prescribing drugs in accordance with the essential medicines list for NES and
in line with clinical guidelines.

- Ensure a follow up visit and schedule for this is provided when needed.

- Guidelines and protocols for reproductive and maternal morbidities should be developed
and/or where available be widely disseminated. Dissemination should be through the HWG,
RMNCH sub WG, NGO leadership, LHA, the private sector, in-print and on-line (e.g. Telegram
channel) to ensure they are available to healthcare providers in all healthcare facilities across the
NES.

- Clinical audit can be conducted for morbidities to assess level of compliance with clinical
guidelines.

Recommendations for specific Morbidities

e Anaemia during pregnancy:

- Conduct Haemoglobin (Hb) testing routinely for all pregnant women. This is best done at the
first ANC (or booking) visit and repeated in the third trimester. In addition, for women who
are treated for anaemia, a repeat Hb is required to assess if treatment is effective e.g., after
ferrous sulphate treatment Hb is repeated after 2-4 weeks.

- For anaemia which does not respond to ferrous sulphate (treatment dosage) determine the
cause of anemia through further laboratory investigations and/or referral if required.
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Puerperal Sepsis or Infection after Caesarean Section or Vaginal Delivery:

- Agree and disseminate a standardized definition and clinical criteria for the diagnosis of
infection after vaginal birth or CS, and, for puerperal sepsis.

- Re-emphasize the need for a full clinical examination and appropriate investigations to be
done in case of women suspected of having an infection after vaginal birth or CS or puerperal
sepsis.

- Ensure adherence to evidence-based guidelines and clinical protocols for the use of

antibiotics during and after vaginal birth and CS.

e Dysmenorrhea

- Document the age at which menstruation begins and the symptoms and signs accompanying
dysmenorrhea.

- Include a measure of the extent to which daily activity is affected by dysmenorrhea.

- Conduct a full set of investigations to determine underlying cause of Dysmenorrhea including
a urine test to exclude urinary tract infection, tests for reproductive tract infection and
abdominal as well as vaginal ultrasound examination

¢ Miscarriage/Abortion:

- Determine the type of miscarriage/abortion when documenting the case e.g., whether
complete or incomplete, threatening, or inevitable.

- Ensure the gestational age at which the miscarriage/abortion occurs is documented

- Document all investigations including any tests done and the ultrasound findings

- Distinguish between first and second trimester miscarriage, previous miscarriage, and
recurrent miscarriage as this determines the subsequent management.

- Offer support, follow up the patient to debrief, and document follow-up visits.

e Reproductive and Urinary Tract Infections

- Avoid treating with antibiotics unless there is unmistakable evidence of infection. Conduct a
full clinical examination including checking the temperature, conducting abdominal
palpation, speculum examination and/or bimanual pelvic examination.

- Screen for sexually transmitted infections (STI) by conducting rapid tests which should be
available for (at a minimum) syphilis and HIV (combined in one test).

- Conduct a urine examination - at a minimum using dipsticks and preferably by conducting
urine microscopy. As urine culture and sensitivity is not available (except in some private
laboratories) this investigation can be recommended for women with recurrent infections.
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Supplementary Tables and Figures
Supplementary Table 1: Indicative pattern of consultations and identified Morbidity at CPHC

level ®

—
I-

EXPERTISE
FRANCE

Consultations

Number of
consultations per
person

Most frequent
Obstetric
Morbidities (n)

Most frequent
Gynaecological
Morbidities

Total number of consultations
at clinic in 1 month 8,400

Number of Gynaecology
consultations
1669 (19.7%)

Number of Maternity
consultations
1998 (23.8%)

(Including
76 births)

Total number of
patients = 3,376 1°
i.e. 2.5 consultations
per patient/months

Number of patients =
707 i.e.2.4
consultations per
patient/month

Number of patients =
462i.e.4.3
consultations per
patient/month

iron deficiency
anaemia (299) plus
postnatal anaemia
(44)

bacterial vaginitis in
pregnancy (103)

vomiting in
pregnancy (111)

Others (111)

bacterial vaginitis (200)
fungal vaginitis (195)

other menstrual disorders
(79)

functional ovarian cyst
/Polycystic ovary (24),

‘Checking ovulation’ (19)

Others (154)

9 Situation Analysis Report January 2021 - obtained from HIS monthly spreadsheet for a large CPHC.

10 Although recorded as ‘total patients’ in the HIS at time of assessment this may not consider that a woman has
more than one morbidity identified — in which case the most important can be recorded in the HIS or space can be
identified for recording multiple morbidities (recommended). At time of assessment, under ‘gynaecology’ and
‘maternity’ the ‘number of women/patients’ is significantly smaller than the number of ‘consultations’ thus
indicating there are multiple consultations per person per month recorded.
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Supplementary Table 2: Number of Consultations for Reproductive and Maternal Morbidities
in NES for 2023. 1!

Quarter 1 | Quarter 2 | Quarter 3 Quarter 4 | Total

Anaemia in Pregnancy 2,425 2,110 4,147 4,614 13,296
Puerperal Sepsis or Infection 659 607 541 428 2,235
after CS
Puerperal Sepsis or Infection 969 834 583 758 3,144
after vaginal birth
Dysmenorrhea 4,300 4,238 4,519 21,008 34,065
Miscarriage (Abortion) 238 502 791 677 2,208
Reproductive Tract Infection 16,067 15,607 16,096 17,087 64,857
Urinary Tract Infection in 4,144 3,708 4,900 4,778 17,530
Pregnancy

Total 28,802 27,606 31,577 49,350 137,335

11 Data for 2023 from HIS from 5 main NGO partners working in NES including at 4 Hospitals, 15 CPHC, 23 PHC and 9
Mobile Clinics
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Supplementary Figure 1: Information available for essential components of History taking for
all morbidities combined (n= 1,158, % case notes with information available)

HISTORY OF URINARY TRACT INFECTION IN PREGNANCY
History Of Previous Uti == 9 3%
Vomiting == 12.2%
Fever Or Chill wssws 17.1%

Lower Abdominal Pain 38.0%
Urgency Or Frequency = 117.6%
Dysuria 34.6%

HISTORY OF REPRODUCTIVE TRACT INFECTION
Recurrent Complaint Or Symptoms. == 3.0%
Urinary Symptoms (Dysuria Or Frequency) == 14.7%
Fever wwwn 9.6%
Lower Abdominal Pain s 22.8%
Vaginal Bleeding == 3.6%
Vaginal Discharge 39.1%
HISTORY OF MISCARRIAGE (ABORTION)
A Previous Termination Of Pregnancy = 1.7%
A Previous Miscarriage 42.7%
Fever Or Chills  wwwss 11.2%
Abdominal Pain  mssssmsss 17.4%
Lower Abdominal Pain s 19,1%
Cramping == 18.0%
Vaginal Discharge === | 8.4%
Vaginal Bleeding 39.9%
HISTORY OF DYSMENORRHOEA
Using A Family Planning Method === 6.3%
Analgesics Help Reduce Symptoms s wns 25 7%
Analgesics Required s s 24.8%
Daily Activity Affected s 12.6%
Fatigue s 20.4%
Diarrhoea = 2.9%
Nausea wwwwwn 11.2%
The Pain Is Recurren s 15 5%
Pain Starting 1-2 Days s 14.1%
Back And/Or Thigh Pain s s 26.7%

Lower Abdominal Pain 39.3%
HISTORY OF VAGINAL DELIVERY - PUERPERAL SEPSIS OR...
Urinary Symptoms (Dysuria Or Frequency) 41.7%
Fever 36.9%
Lower Abdominal Pain 54.8%
Vaginal Bleeding === 7.1%
Vaginal Discharge 34.5%
Mode Of Delivery 67.9%
Breastfeeding 39.3%
Baby Alive 48.8%

HISTORY OF CAESAREAN SECTION - PUERPERAL SEPSIS OR...
Urinary Symptoms (Dysuria Or Frequency) s 20.6%
Fever 42.3%
Lower Abdominal Pain 41.2%
Vaginal Bleeding wwwwsn 13.4%
Vaginal Discharge = smssn 23.7%

Date Of Delivery 85.6%
Baby Alive 55.7%
Indication For Caesarean Section 47.4%

Breastfeeding = s 33 0%
HISTORY OF ANAEMIA IN PREGNANCY
Currently Taking Iron Tablets To Prevent Anaemia In This... s smmmswsn 25 1%

Bleeding During Current Pregnancy == 11.5%
History Of Any Infection == 4.2%

History Of Previous Treatment For Anaemia ====== 12.0%
History Of Thalassemia Or Sickle Cell Anaemia == 4.2%

Fatigue, Weakness, Light-Headedness, And/Or Mild Dyspnoea... 35.6%
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Supplementary Figure 2: Information available for essential components of Examination for all
morbidities (n= 1,158, % case notes with information available)

EXAMINATION OF URINARY TRACT INFECTION IN...

Bimanual Vaginal Examination

Check for Loin tenderness
Abdominal palpation

Blood Pressure measured

Pulse rate measured

Temperature measured
EXAMINATION OF REPRODUCTIVE TRACT INFECTION
Bimanual Vaginal examination
Speculum Examination

Abdominal palpation

Blood Pressure measured

Pulse rate measured

Temperature measured
EXAMINATION OF MISCARRIAGE (ABORTION)
Abdominal palpation

Blood Pressure measured

Pulse rate measured

Temperature measured

Bimanual Vaginal Examination
Speculum Examination
EXAMINATION OF DYSMENORRHOEA
Bimanual Vaginal Examination
Speculum Examination

Abdominal examination

Blood Pressure measured

Pulse rate measured

Temperature measured

©1.0%

= 2.0%

= 3.4%

S S S s 52 2%
S s s e 49.8%
S s s e 48.3%

T 9.6%

T 9.6%

e 10.7%
Do 41.6%
S s e 42 1%
S 41.6%

1 1.1%

S s s s 60.7%
S S S s s e 58 4%
S S S S s e 59,.6%
- 7.9%

1 0.6%

0.0%
0.0%
7 1.5%
S 45.6%
S s e 45.6%
SR s e 46.1%

EXAMINATION OF VAGINAL DELIVERY - PUERPERAL...

Bimanual Vaginal Examination
Speculum Examination
Abdominal palpation

Blood Pressure measured
Pulse rate measured
Temperature measured

0.0%

0.0%

e 14.3%

S s e 48.8%
S s s e 47.6%
S s s A44.0%

EXAMINATION OF CAESAREAN SECTION - PUERPERAL...

Bimanual Vaginal Examination
Speculum Examination
Abdominal palpation

Blood Pressure measured
Pulse rate measured
Temperature measured
EXAMINATION OF ANAEMIA IN PREGNANCY
Checked conjunctiva for colour
Blood Pressure measured
Pulse rate measured
Temperature measured

“2.1%

1 1.0%

I 30.9%

O S s e 85.6%
O s e 79.4%
T e 77.3%

T 23.6%
I . 57.1%
e 51.3%
Do e 56.0%
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Supplementary Figure 3: Information available for essential components of Investigations for
all morbidities (n= 1,158, % case notes with information available)

INVESTIGATION OF URINARY TRACT INFECTION IN PREGNANCY
Ultrasound Scan 76.1%
Urine sample sent to lab for culture and sensitivity = 2.4%
Microscopic urine examination 42.4%
Urine dip stick examination 40.5%
INVESTIGATION OF REPRODUCTIVE TRACT INFECTION
Ultrasound Scan 50.3%
Hb  w 12.7%
Urine test === 8.1%
Test for Chlamydia == 4.1%
Pregnancy test == 4.1%
Full Blood Count == 3.0%
Test Gonorrhoea * 1.0%
Test for Bacterial Vaginosis * 1.0%
Rapid Test for HIV ' 0.5%
Test for Syphilis ' 0.5%
INVESTIGATION OF MISCARRIAGE (ABORTION)
Ultrasound scan — no findings recorded = 24.2%
Ultra sound scan — adnexal mass === 5.6%
Ultrasound examination: tissue retained within the uterus == 26.4%
Ultrasound examination: fetus seen with no heart rate = ws 24.7%
Ultrasound examination: fetus seen with heart rate = smmsss 21 .9%
Ultrasound examination: empty uterus = s wmmn 27 5%
Ultrasound Scan - vaginal == 3.4%

Ultrasound Scan - abdominal 48.3%
Pregnancy Test == 12.4%
Blood Type and Rhesus antigen screen 36.0%
Haematocrit (Ht) memssn 15.2%
Haemoglobin (Hb) 37.6%

Full Blood Count wsss 7.3%
INVESTIGATION OF DYSMENORRHOEA
urine and hematological ' 0.5%
urine analysis ' 0.5%
pregnancy test * 1.0%
hematogical ' 0.5%
Diagnostic laparoscopy * 1.0%
Ultrasound examination - vaginal = 1.5%
Ultrasound examination - abdominal 36.4%

Urine test - culture and sensitivity ' 0.5%
Urine test - microscopy * 1.0%

Urine test - dipsticks ' 0.5%

Test for Chlamydia ' 0.5%

Testing Gonorrhoea ' 0.5%

INVESTIGATION OF VAGINAL DELIVERY - PUERPERAL SEPSIS OR...
Ultrasound Scan - vaginal 0.0%
Ultrasound Scan - abdominal 60.7%
Urine test === 9.5%
Hb s 25.0%
Full Blood Count === 9 5%
INVESTIGATION OF CAESAREAN SECTION - PUERPERAL SEPSIS...
Ultrasound Scan - Vaginal = 2.1%
Ultrasound Scan - Abdominal 55.7%
Urine test = 14.4%
Hb 36.1%
Full Blood Count  mssn 11.3%
INVESTIGATION OF ANAEMIA IN PREGNANCY
Serum iron ferritin | 0.0%
Haematocrit measured - Ht = 13,6%
Haemoglobin measured - Hb 55.5%
Full Blood Count s 25 1%
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Supplementary Figure 4: Information available for essential components of Management for
all morbidities (n= 1,158, % case notes with information available)

MANAGEMENT OF URINARY TRACT INFECTION IN...

Follow-up

Referral

Treatment received

Type of UTI determined ?

MANAGEMENT OF REPRODUCTIVE TRACT INFECTION
Follow-up

Referral

Treatment received

MANAGEMENT OF MISCARRIAGE (ABORTION)
Follow-up

Referral

Treatment received

Surgical treatment of the miscarriage

Type of Miscarriage determined
MANAGEMENT OF DYSMENORRHOEA
Follow-up

Referral

Treatment received

Cause of Dysmenorrhea determined

T 13.7%

S 16.6%
S 132%
T 36.6%

T 15.2%
T 15.2%
T 66.5%

S 15.2%

S 247%
SO 70.2%
T AAA%
O 69.1%

T 16.0%

S 18.0%
S 62.6%
T 141%

MANAGEMENT OF VAGINAL DELIVERY - PUERPERAL...

Follow-up
Referral
Treatment received

Puerperal Infection

T 20.2%

T 29.8%
O T A%
T 429%

MANAGEMENT OF CAESAREAN SECTION - PUERPERAL...

Follow-up

Referral

Treatment received

Cause of Puerperal Infection determined
MANAGEMENT OF ANAEMIA IN PREGNANCY
Follow-up

Referral

Treatment received

Advice given

T 155%

T 18.6%
SO 825
T 41.2%

S 16.8%

T 28.3%
DL T22.3%
T 26.2%
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