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OPERATIONAL DEFINITION OF TERMS

The following terms are defined in the study as: -

Competence-

Confidence-

possession of required skill, knowledge, qualifimat
or capacity

belief in oneself and one's powers or abilities

Essential Obstetric and Neonatal Care Skills-skills required in provision of

Evaluation-

Impact -

Maternal mortality -

Midwife -

Neonatal mortality-

Structural Support-

prenatal, natal and postnatal care of both mother a
baby.
is a systematic determination of a subject'sitmeorth
and significance, using criteria governed by a cfet
standards.
Measure of the tangible and intangible effects
(consequences) of one things or entity's action or
influence upon another.
The number of registered maternal deaths duertio- b
or pregnancy-related complications
A person qualified to practice midwifery, having
received specialized training in obstetrics andldchi
care.
death of a live born infant within the first 2&y$ of
live birth
Availability of the necessary equipments, condec
environment as well as supportive policies commateid

to all.
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EXECUTIVE SUMMARY

Introduction and Background

Each year, more than 536,000 women worldwide dmmfrcomplications of
pregnancy and childbirth — that is one woman dergwminute (Mirkuzie et al 2014).
The complications include Antepartum haemorrhagestgartum haemorrhage,
obstructed labour as well as sepsis (WHO 2010) mady more survive but will
suffer ill health and disability as a result of $eecomplications (Moxon et al 2015
2015). In addition, an estimated 4 million neohd&aths occur each year accounting
for almost 40% of all under 5 deaths (WHO 2010).r&ébwer, more than % of all
these deaths occur in Asia and sub-Saharan Afficas¢ and Fogarty 2015).
Additionally, the health of the neonate is close#§ated to that of the mother and
majority of deaths in the first month of life couddso be prevented if interventions
were in place to ensure good maternal health (Bineset al 2013). Over 80% of all
maternal deaths result from five well understood ezadily treatable complications:
(1) haemorrhage, (2) sepsis, (3) eclampsia, (4)ptioations of abortion and (5)
obstructed labour. It is well known how to prevémse deaths — there are existing
effective medical and surgical interventions thatr@latively inexpensive (Murphy et
al 2014). To reduce maternal mortality it is impmit that all women have access to
maternal health care services, particularly skidl#gndance at birth and timely access
to Essential (or Emergency) Obstetric Care (EOCgmwhN obstetric complication
occurs (WHO 2010). Two levels of EOC can be distislged, that is Basic Essential
Obstetric Care (BEOC) and Comprehensive Essenhatdfric Care (CEOC) (Ouma
et al 2010). BEOC has 7 signal functions: Parehfamtibiotics, Parenteral oxytocics,
parenteral anti-convulsants, Manual removal of &@imed placenta, Removal of
retained products of conception by Manual Vacuunpirasion, Assisted vaginal
delivery (vacuum extraction) and Resuscitation loé thewborn (using bag and
mask)(WHO 2010, Fotso and Fogarty 2015) CEOC- Sasifyinctions: All 7 BEOC
functions (above), Caesarean Section and Bloodsfuaion)(WHO 2010, Fotso and
Fogarty 2015).

Approximately 15% of expected births worldwide wiksult in life-threatening
complications during pregnancy, delivery, or thestpartum period (Mumtaz et al
2014). Providers skilled in Emergency Obstetric ddewborn Care (EmONC)
services are essential, particularly in countrieth & high burden of maternal and
newborn mortality (Sipsma et al (2012). WHO (20h&s implemented three global
programs to enhance provider capacity to providegrehensive EmONC services to
women and newborns in resource-poor settings. @eovihave been educated to
deliver high-impact maternal and newborn healtlervgntions, such as prevention
and treatment of postpartum hemorrhage and prengsia/eclampsia and
management of birth asphyxia, within the broadertext of quality health services
(Lassi et al 2014)and this has been seen to redaternal and neonatal mortality.

Literature identifies gaps in knowledge and practad EmONC skills to improve
maternal and neonatal care (Mwaniki et al 2014,r€lia statistics Collector Team
2010). The status in Kenya has not been establisheakhuijzen et al(2010)
examined various articles in order to assess tfextefeness of training programs
aimed at improving emergency obstetric care in tegource environments and the
review revealed limitations which hamper their udsdss in evaluating the effects of
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postgraduate educational interventions to improbstairic care in low resource
environments. Das et al (2014) stated that faibfrenost studies to underpin the
results with adequate evidence precludes valid moements on the effectiveness
of the courses described. Furthermore, althoughninoduction of the Reproductive
Health Library and the Perinatal Education Progru to an improvement in
knowledge and skills, no positive effects on bebawiwere reported and patient
outcomes were not evaluated (Das et al 2014).thkagesponsibility of organizations
that initiate and fund training programs to makealeation an integral part of
programs and ensure that the results, assessegroper peer-reviewed process, are
made available to those who stand to benefit thet finom a successful program (Das
et al 2014). Large parts of the world are behintedale in reaching the fourth and
fifth Millennium Development Goals (addressed istainable Development Goal 3).
Improving knowledge and skills through training camtribute to the attainment of
these Goals. In order to do so successfully, saaseéarch is needed to provide
reliable evidence to support the implementatioeftdctive training programs.

Otolorin (2015) stated that while remarkable pregrdvas been made toward the
reduction of maternal and child mortality in marowiresource countries, critical
challenges remain in provision of high-quality EmOMNervices, particularly in Sub-
Saharan Africa and Southeast Asia (legale et alR0mhe global community must
focus on reaching the poorest and most vulnerayeilptions to address persistent
inequities. These inequities include, among othergs, a shortage of skilled birth
attendants (SBASs) in the most vulnerable commuitieat is driven by lack of
targeted workforce planning strategies, for exampbgching deployment with the
competencies of providers and addressing well-kndactors that discourage
workforce retention (Lassi et al 2014).

Objective

To assess, train and evaluate Continuing profeaskioevelopment training in
“Emergency Obstetric and Newborn Care” for midwivasorder to improve the
availability of emergency obstetric and NewbornecEEmONC) in Embu and Meru
hospitals, Kenya.

Methods

Study design

The study adopted assessment (phase one), intenvdphase two) and evaluation
(phase three) exploratory design. The study ppeitis were midwives from the
maternity units of Embu and Meru level five hoslsitan Meru and Embu counties
respectively. The study was three phased. Phase(Jume to November 2013)
involved a needs assessment survey of the pergpeadf CPD among midwives
working in the above mentioned hospitals. A tofal ®&3 midwives were involved in
the study (54 from embu hospital and 59 from Mefring this phase, data was
collected using a questionnaire (knowledge, comnitde and experience
questionnaire), interview checklist and case stidiéne main objective of this phase
was to identify skills and knowledge gap in theaaoé maternal and neonatal health
among midwives in Meru and Embu hospitals respeltivMethod triangulation
helped in yielding more valid data than if a singiethod was used. Quantitative data
was analyzed using SPSS version 20.0 and quaditatta was analyzed using the
themes that emerged. Pearson’s chi square was tasddscribe the associations
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between participant’s demographic characteristick@articipation in CPD activities.
The findings of phase one formed the basis for phas.

Phase two (December2013- September 2014) invohegairtg of all the midwives in
Phase one based on the results of the analysieafdta obtained in phase one. The
training programme followed a modular format anchpetency-based approach. The
training content was prepared based on the findifigshase one in reference ttee
WHO materials in the Integrated Management of Pregnancy and Childbirth
(IMPAC) series. In addition, it used relevant local guidelines g@ndtocols developed
by the Division of Reproductive Health, Kenya anihistry of health, Kenya. There
were five modules in the package and each moduderitbed the learning objectives,
learning outcomes, course content, teaching methants evaluation methods. The
evaluation guidelines contained the data collectamis, data analysis templates and
guidelines on how to use each tool. Module one imreduction to maternal and
newborn health, module two on rapid initial asse#nand emergency management;
module three on care during pregnancy; module éoucare during labor and child
birth and module five on post partum maternal asborn care.

This training was completed over three weeks pendth 8 days classroom
theoretical sessions & practice on anatomical maddl10 days of clinical practice in
the two health facilities. The trained midwives @dollowed and monitored in the
study areas for three months as they cared foren®tmnd neonates.

Phase three (November 2014- December 2014) datactoh from the trained

midwives’ evaluation of the impact of the knowledged skills acquired during the
training using the model developed in phase onda D&as analyzed and results
compared with those obtained in phase one. Paitedts of mean differences
between participant’'s scores and performance of @eflvities before and after
intervention were computed. Mean differences infggarance of CPD activities

between the two hospitals and the nursing qualiioa were analyzed using
ANOVA.

Results

Overall results showed marked improvements in mide/i knowledge/skills in all
areas of antenatal care, normal labor, childbimmmediate newborn care skills,
postpartum care and management of complicationsei@by their skills in maternal
and newborn care skills improved after traininge Thsults showed that knowledge
improved after the training from a pretest mean56f92 to a posttest mean of
86.003.This indicates 30% after training improvetnerhe results were further
subjected to paired samples test. The improvemermnowledge was statistically
significant with a T= 15.684 (P=0.001) .Therefattee hypothesis that,” there is no
relationship between an educational interventionnarsing essential maternal and
neonatal skills and knowledge in these skills vegsated.

Conclusion: The results in phase one identified gaps in knogéédkills, experience
and practice of EmMONC in improving maternal andnaal health in Kenya. The
training in phase two which was a CPD activity wasociated with increased level of
practice of EmONC skills. The results indicatedt trespondents on assessment of
antenatal skills scored an average of 95.2% whilenormal labor, childbirth and
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immediate newborn care skills they scored an aeetd@9.63% on postpartum care
(mother and baby) an average of 87.92%, on manageafecomplications they
scored a mean of 88.22%.This indicated that midsveleowed an improvement after
training and this implied that they were well pregghto solve various midwifery
related conditions and complications.

It is therefore confirmed that CPD activities assential in engaging midwives in
practising EmONC skills according to laid down gelides with the aim of reducing
maternal and neonatal mortalities in the country.

RecommendationsBased on the findings, CPD in EmMONC should be pledito all
midwives at all levels of health care delivery Ire tcountry including incorporating
such activities in the induction programmes forwiigts. There is need to review the
nursing curricula to be more focused on skills d@wment and retention in the area
of EmMONC. The findings lead to development of anfeavork to enhance provision of
CPD and also development of evaluation guidelir@sassessing development of
competences in EmMONC (see appendix 4 and 9). Tdwdelines should be used in
the country with the aim of improving maternal areborn health.
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CHAPTER ONE: INTRODUCTION

1.1. Background

Midwifery education in many countries currentlyléals a didactic curricular model
where students learn through classroom lecture Viitle opportunity for skills
practice, simulation and role play needed to dgvelitical thinking, values, and the
clinical decision-making abilities needed for effee practice (Fullerton et al. 2013).
Many midwifery students graduate having attenddonéed number of women in
labor (Fullerton et al. 2010) and some with minirdladical experience in antepartum,
family planning or newborn care. In addition, tresessment of student progress and
readiness for practice may not be linked to thended outcomes of learning and
targeted clinical competencies (Mumtaz 2013). Fretlal., (2010) proposed what
they term a ‘third generation’ of educational refiorin which health professions
education is linked to the specific context of tealth system in any global setting.
Competencies are proposed as the objective critdaothe classification of health
professionals; underpinned by a common set ofudtg, values, and behaviors that
define every health worker as an accountable pi@otir (i.e., competency-based
education) (Mirkuzie et al. 2014). A fully qualilenidwife (WHO 2013) is the vital
link between all levels of care needed by womeringuthe reproductive years and
the childbearing cycle. Among the most importamtiaites of them fully qualified
midwife is the ability to promote health and preveomplications before they occur,
referring those women needing medical attentiortyemmough to prevent adverse
outcomes for the woman or her newborn (Mirkuziale2014). There is a vital need
to improve current knowledge and skills through toonng medical education and

relevant training imparted to all cadres of heattire providers in fundamental
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maternal and newborn problems (Mumtaz et al. 20IH¢. improvement in skills and

knowledge is likely to result in improved neonatald maternal health outcomes
(Lunze et al., 2015, Mwaniki et al., 2014, OkereXeal., 2015). The number of
neonatal deaths caused by asphyxiation, and thdeimme of disabilities resulting

from birth asphyxia by could significantly be reddcby simply enhancing basic
resuscitation skills (Lunze et al. 2015, Mwanikiadt 2014, Okereke et al. 2015).
Along with the improvement in the curricula andirtrag it is imperative to review

the methodology of training and develop means oftinoous medical education
(Lunze et al. 2015, Mwaniki et al. 2014, Okerekeaket2015). Possibly a modified
form of educational program, using best evidenaehiang methods with emphasis on
practical hands-on training program could be imm@etad. This program may
consequently result in significant improvement iaternal and neonatal mortality

(Lunze et al. 2015, Mwaniki et al. 2014, OkerekaleR015)

According to Jill (2011), Continuing Professiona¢\i2lopment (CPD) is a contious
process, outside formal undergraduate and postgradiraining, which enables
individual health workers to maintain and improvenditions of medical practice
through the advancement of skills, behavior, atés) and knowledge. CPD should
also support specific changes in practice. Aridirggn the literature review, it is
considered that the definition of CPD could be did into two parts: gaining

knowledge and improving patient care (Liljestrand &ambath 2012).

Furthermore, the procedures for recording CPD wereeived as needing to address
both of these aspects. However, a body of liteeatl®imed that a gain in knowledge

does not necessarily result in a change in behawyothe clinician (Legale et al.
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2011). If that is so, then other questions such #e following arise; will an
improvement in patient care occur? And, if it doesw can it be measured? (Jill
2011). Moreover, literature has reviewed that théselittle literature on the
effectiveness of CPD in improving patient carel @il11). Nevertheless, in his work,
Jill stated that: effective CPD involves bdtkarning” and being'it to practice”,
understanding both tHevhy” and the*how” and putting learning into practice and
that efficacy is facilitated when experts are aleconclude on their own learning
needs through reflection within the totality of ithgrofession. This means being able

to go beyond what is quantifiable.

A responsive health system is one offering appadprantenatal care; comprehensive
emergency obstetrics care and quality delivery isesv (Mwaniki et al. 2014).
Maternal and neonatal morbidity and mortality ratzsitinue to be recognized
internationally as public health priorities. Moreoythese indicators in Africa have
continued to rise instead of declining since thentd of Safe Motherhood Initiative
15 years ago (Dickson et al. 2015). It has beewsttbat 99 percent of all maternal
deaths occur in developing countries with Sub-Sahakfrica having the highest
maternal mortality ratio of 900 maternal deaths 1@®,000 live deliveries and also
the highest lifetime risk of maternal death of 1(R&tional Road Map-Kenya 2010),
NCPD 2013), Nursing Council of Kenya (NCK) ( 20H1)d Harris et al (2011). The
idea that health professionals should be accountabihe society they serve is not a
new concept (Fleet et al. 2010), and for a longetithe Continuing Professional
Development of medical professionals has been seenone way in which

population’s level of health could be enhanced.



“Evaluation is as basic to professional developnaanit is to education” (Abott et al.,
2010). Unfortunately, as is common in nursing andwifery, methodical analyses of
professional development programs are rarely uakent (Legale et al. 2011).
According to Absi and Benett (2010), millions oflldos have been provided in the
name of professional development, but the qualitthese programs goes virtually
unchallenged. Abott et al. (2010) stated that Ifigaged methods are the most
commonly used evaluation methods, and that Inpsét#haCPD schemes do not
directly indicate whether any learning, changeehdvior on the job, or impact on the
organization has taken place. Measuring only byts@ppears to be based on the
idea that whatever is done under the CPD schemseiwll for achieving the purposes
of CPD (Duysburgh et al. 2015). This presumes @iafPD activities allowed under
the scheme will be of sufficient quality to leadtke professional development and
that the individuals attending will be sufficientiftentive and receptive to reap the
benefits. Additionally, Ariff et al. (2010) foundub that few organizations actually
measure CPD by outputs; those that do usually @gyire “evidence” of output. The
quality or standard of this output is rarely “memsli in any systematic manner
(Abott et al. 2010). A great percentage of prof@sal bodies still only ask for a
record of activities, without regard to the qualityimpact of those activities (Ariff et
al. 2010). Very few require objective evidence eérhing or change in behavior,
while still fewer require evidence of the effectiess of the learning or changed
behavior in affecting services delivered to clier{@&riff et al. 2010). Many
professional bodies, Nursing council of Kenya (NGK)particular have a notion of
standard or quality of output but do not have aicttmed or defined a set of
benchmarks or scale for defining this standard. @diat of reference of CPD records

seems to be defined generally in a simple manmeg@ate or not adequate (Ariff et
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al. 2010). Even this decision tends to be madesragtbjectively. Moreover, Abott et
al (2010) states that most current evaluation oD @&ls short in a number of ways
and areas, and he suggests that these limitat'onbe summarised as follows: Most
evaluation consists merely of summarising the &t/ undertaken as part of the
professional development program (Abott et al. 20¥@hat courses were attended
and how many credits accrued. This clearly givesnda@ation of the effectiveness of
the activities undertaken, making this form of dadlection inadequate as a means of
looking at the effects of CPD (Legale et al. 2012)/here some assessment does
exist, it normaly occurs in terms of participanisfaction questionnaires. Apparently,
this permits one to gauge whether partakers congite incident to have been
gratifying and fruitful, but does not engage widisues such as gains in awareness,
changes in practice expected from professional orgment and certainly does not
assess whether there have been changes in stugtenimes (Legale et al., 2011).
Evaluations are also typically brief, one-off evgrdften undertaken post hoc (Legale
et al. 2011). Evaluation efforts need to reflea fhct that meaningful change will
tend to be long-term and that many professionalities will occur over a long
period of time and thus evaluation will also tak&cp over time (Legale et al., 2011)
Jill (2011) has indicated that the goal of the tieahre delivery site is to provide
high-quality services to the society it serves. rEtfeough there are various aspects
that support good performance in the workplacd|ss&nd knowledge are critical in
improving the quality of care (Abott et al. 2010)\bott et al. (2010) also reveal that
even the best training does not always result praved performance unless follow-
up of the implementation of the training is donéeTusefulness of the midwife has
conventionally been associated with maintainingqiéaads of care (Absi and Benett

2010). Additionally, continuing professional devaheent (CPD) is essential to ensure
5



that this important group feels adequately prepaoegerform their role. Moreover,
CPD has been recognized as an important factoraimtaining job satisfaction and
reducing wasteful staff turnover (Legale et al. BOJAllen and Hudges (2010), in a
study to review the effects of postgraduate trgmprograms to improve the skills and
knowledge of trained healthcare professionals wie iavolved in maternal and
perinatal care indicated that training of healtreqaersonnel can play a crucial role in
improving quality of care and reducing maternal aperinatal mortality and
morbidity (Legale et al. 2011). Additionally, a rew of the literature indicates that
the area of nurses’ and midwives’ CPD is growindgeliest in Kenya and
internationally (Jill 2011, Bello and Lawson 2013Fonversely, whereas an
increasing range of literature focuses on particakpects of CPD, there is limited
literature on the evaluation of the impact of thésening on the improvement of
maternal and child health. This was supported byalon and Nancy (2013) who
stated that training programs might improve theliguaf care, but strong proof is
lacking, and that legislators need to embrace #sdrand broadcasting of effects in
project budgets for new training plans. Jill (20H)§0o reveals that although many
countries are struggling to train, evidence shola training does not merge with
competence. While most CPD experiences might besidered as means of
introducing or enhancing knowledge, skills, andtades, it cannot be assumed that
this is uncontested. Moreover, Aileen (2010) hastexaded that, it is not merely the
type of professional competence being acquired ihanperative, but the context
through which it is acquired and consequently usieat actually helps us to

comprehend the nature of that knowledge.



According to Moxon et al. (2015), more than 536,0@@men worldwide die from
complications of pregnancy and childbirth — thadne every minute each year. Much
more survive but will suffer ill health and disatyilas a result of these complications
(Moxon et al. 2015). In addition, an estimated liom neonatal deaths occur each
year accounting for almost 40% of all deaths uridgears globally (Bluestone et al.
2013). More than % of all these deaths occur imafmnd sub-Saharan Africa
(Murphy et al. 2014). Additionally, the healthtbe neonate is closely related to that
of the mother and majority of deaths in the firgtnii of life could also be prevented
if interventions were in place to ensure good nmatiehealth (Lassi et al. 2014). Over
80% of all maternal deaths result from five comgticns that are well understood
and can be readily treated: (1) hemorrhage, (2)sisep(3) eclampsia, (4)
complications of abortion and (5) obstructed labltris well known how to prevent
these deaths — there are existing effective mediedlsurgical interventions that are
relatively inexpensive. To reduce maternal mowstalit is important that all women
have access to maternal health care servicescydarty skilled attendance at birth
and timely access to Essential (or Emergency) @ist€are (EOC) when an
obstetric complication occurs (WHO 2012). Moxonaét(2015) state two levels of
EOC can be distinguished, that is BEOC and CEOGcB&ssential Obstetric Care
(BEOC) has 7 signal functions:Parenteral AntibmtiRemoval of retained products
of conception by Manual Vacuum Aspiration, Pareaitexytocics, Parenteral anti-
convulsants, Manual removal of a retained placentAssisted vaginal delivery
(vacuum extraction) and Resuscitation of the newbdusing bag and
mask)Comprehensive Essential Obstetric Care (CEO@)signal functions: All 7
BEOC functions (above), Caesarean Section and Bleadsfusion. The knowledge

and skills acquired at the end of the undergradaaig postgraduate training in
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medical schools is not sufficient to sustain corape¢ and performance over their job
particularly in nursing and midwifery, therefore dwives are expected to remain
current in their practice (evidence-informed preefithrough participating in CPD
programmes (Mumtaz et al. 2014, Warren et al. 2015)

According to WHO (2015), approximately 16% of exigekcbirths globally will result
in life-threatening problems during the prenatatigug delivery, or the postnatal
period. Health providers skilled in emergency otr&teand newborn care (EmONC)
services are essential, particularly in countriédh & high burden of maternal and

newborn mortality.

1.2 Statement of the Problem

The average maternal mortality ratio in Africa hiagn from 870 deaths per 100,000
live births in 1990 to 1,000 deaths per 100, 0@@ Ibirths in 2001 (Donyai et al.
2010). Additionally, an estimated 529,000 matededths that occur globally every
year, 48% are in Africa, a region that constitudak/ 12% of the world’s population
and 17% of all births in the world (World Bank 2Q01Boor women in the region are
especially susceptible. According to World Bank32)) in many countries in the
region, between 25% and 33% of all deaths of womeheir reproductive years are
the consequences of a complication of pregnancgetivery, while in developed
countries the possibility of maternal death is vieny, estimated at 1 percent (WHO,
2015). Moreover Legale et al. (2011) and CSCT (2Gtate the high fertility rates
and low contraceptive use in Africa contribute histhigh risk. Furthermore, the
lifetime risk of maternal death in Africa is estited at 1:16 compared to 1:3500 in
North America, 1:2400 in Europe, 1: 160 in Latin Amca and the Caribbean, and

1:100 in Asia (WHO 2010). For every maternal detthre are at least thirty women
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who suffer short or long-term disabilities. Afribas the highest newborn death toll,
which has been approximated to be 45 deaths pdd @® births as compared to
Asia 34, and 17 and 5 in Latin America and in depel nations respectively. Given
gross under-reporting and extensive discrepancigsnacountries, these figures are
without doubt much higher. According to Mirkuzie at(2014) some of the reasons
for failure to significantly reduce maternal andonatal mortality in the region
include: Lack of national commitment and financ&lpport, Poor coordination
amongst spouses, inadequate male involvement tgetith low status of females
with poor decision-making power, growing povertyegominantly among women,
absence of access to, availability and use of tyuadire during pregnancy, delivery
and the immediate postpartum period, focus on @u#iffe interventions, such as the
risk approach, Poorly functioning health systemsthwweak referral systems,
especially during obstetric and neonatal emergsneied weak national human
resource development and management, comprisingghénuing brain drain of
skilled personnel within and outside Africa. Fotmad Fogarty (2015) states that if
nothing is done to efficiently address the aboveoanters, it is projected that, over
the next decade, there will be at least 2.5 milldaternal deaths and 50.0 million
Maternal disabilities; resulting in 7.6 million Qdhideaths worldwide. Additionally,
Donyai et al (2010) states that the acknowledgeroéiite inseparable dyad of the
mother and baby permits all spouses to focus dpemisideration on the accessibility
of emergency obstetric and newborn care, skilléendance during pregnancy and
childbearing, and the essential equipment and ggpphat will save the lives of

women and newborns at all levels.



A research done on appraisal of a program in ttates in Indonesia, and South
Kalimantan, which involved the training, placemeartd management of a large
number of qualified midwives in villages, an infation, education and
communication policy to increase use of village wiigks for birth, and a district-
based maternal and perinatal audit (MPA) (Generaht&l Council (GDC) 2011)
revealed that before the program, the midwives inadequate ability to manage
obstetric complications, and 90% of births tookcplaat home. Only 37% were
attended by a skilled attendant. The study alsealed that through in-service
training, continuous administration and involvemanthe review system midwives
also gained confidence and skills in the contrgliof obstetric problems. Regardless
of this, the percentage admitted to hospital feaaesarean section declined from 1.7
to 1.4% and the proportion admitted to hospitahvatcomplication requiring a life-

saving intervention declined from 1.1% to 0.7%. (G2011).

Statistics reveals that even with a huge declinmaternal mortality rate globally (47
percent), Kenya’s level has remained constant (&&8hs per 100,000 live births, by
KDHS 2008/2009 and 362 by KDHS 2014) since 1990.mtagor causes of these
elevating figures according to United Nations Pagioh Fund (UNFPA 2014) are the
low utilization of skilled care, little attentionowards emergency obstetric and
comprehensive care with low contraceptive prevaewhilst the unmet need for
family planning remaining high (Mwaniki et al. 2014Provision of maternal and
newborn care in health facilities in Kenya is basedthe National Reproductive
Health Standards (Ouma et al. 2010, NCK 2010). Réproductive Health principles
are all-inclusive and integrated. The following qmmnents specifically target

maternal and newborn care: focused antenatal cememal labor, and delivery,
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management of complications during labor and defied postnatal care of mother
and neonate (UNFPA 2014). The neonatal mortalitg teas recorded a marginal
reduction from 33% in 2003 to 31 % in 2008/2009 KRHnd then 22 % in KDHS
(2014) compared to other indicators of child suaivihe results of KDHs (2014)
revealed some improvement in other indicators aenmal health as follows: Women
have an average of 3.9 children, the contracepfivevalence rate of any
contraceptive method among married women is 58%antnmortality rate is 39

deaths per 1,000 live births, and under-five miytaihte is 52 deaths per 1,000 live

births, and 61% of births were delivered in a Hetdtility KDHS (2014).

1. 3 Justification of Study

Poor quality of maternal and newborn care in thers® of pregnancy, childbirth and
in the postnatal period significantly contribute® the annual estimated
289,000maternal deaths (Dickson et al., 2015)n#lon stillbirths, and 2.8 million
newborn deaths globally (Dickson et al., 2015). Véarand newborns are at greatest
risk at and around the time of birth, and babiesntmmall and sick are especially
vulnerable (Dickson et al., 2015). Available intmtions can stop many of these
deaths, but interventions often face challengescing up, many of which are
specific to context or the intervention (Dicksonaét 2015). Despite a large number
of vertical child health survival programs, thestbeen little or no improvement in
perinatal and neonatal health and the rates oftteuuin under 5 mortality are among
the slowest in the region (Ariff et al.,, 2010). Masationally-led efforts towards
addressing the health related millennium develogrgeals have rightfully focused
on providing the necessary inputs (management ifumst training and recruiting

personnel, building more facilities, and providimpre equipment, etc.) (Mwaniki et
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al., 2014). Donor-driven determinations have alserb heavily skewed towards
provisions of necessary inputs (Mwaniki et al., £01Despite this, most countries,
especially in sub-Saharan Africa, have only madedesbgains towards achieving the
aspirations of the health-related Sustainable dgweént goals (Fotso and Fogarty,
2015)). Assessment, training and evaluation ofirtiygact of training of midwives on
EmONC is necessary to inform policy on the rightediion towards reducing

maternal and neonatal deaths.

The researcher chose the study area after reviewentiterature on the maternal and
newborn health care indicators. Reviewed literatumphasized the importance of the
availability of skilled birth attendance in improg maternal and neonatal mortality.
The literature showed similarity in skilled birtitendance in almost all the counties
ranging from 93.9 to 97.6 % compared to NationalcWhwas at 95.5% (UNFPA

2014). This information of the reviewed literatiseshown in the tables below. There
are only two level five hospitals in Eastern pr@é@nwhich comprised of seven
counties: Meru and Embu level fives respectivelycbunties in Eastern province are
Masarbit, Isiolo, Meru, Tharaka-Nithi, Embu, Kitand Makueni. The researcher
decided to carry out the research in the chosedy sdnea by the fact that she is a
student with no external funding hence having afdinancial constraints. The tables

1 below show various indicators of maternal andlraw health:
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Table 1: Eastern: Key Indicators from the 2014 KDHS

Indicator County

Isiolo  Meru Tharaka/Nithi Embu Kitui Machakos Makue National
ANC 96 97 98 99 98 99 98 96
coverage
4+ ANC 50 45 56 56 62 61 66 58
Skilled 44 83 77 82 46 63 55 62
Attendance
Facility Birth 42 82 78 82 46 63 53 61

The table above point outs that most of the coarfteve surpassed the national level
indicators and Meru and Embu counties have siniildicators except in the area

ANC attendance.

1.4 The Purpose of the Study

The aim of this study was to assess, train andueat&l Continuing professional
development training in “Emergency Obstetric andviern Care” for midwives in
order to improve the availability of emergency etxst and Newborn care (EmONC)

in Embu and Meru hospitals, Kenya.

1.5 Obijectives of the Study
Phase 1: Baseline Survey
1. To determine the socio-demographic characterisfitie midwives
2. To identify the Midwives’ CPD activities and themhbers involved
3. To determine the extent of the practice of EmONIlssia their practice.
4. To identify factor hindering/facilitating CPD praa

5. To determine the confidence level of practicing B¥@skills
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Phase 11: Intervention

6. To develop training modules on EmMONC based om#esls identified in the
baseline survey

7. To develop training evaluation guidelines

8. To train midwives on EmMONC with more emphasis kifissretention

Phase 111: Monitoring and Evaluation

9. To evaluate the outcomes of the training on thewivids’ knowledge/skills
and practice

10.To develop a framework for CPD provision for midesv

11.To inform policy on the level of knowledge, competies and confidence of

midwives on EmONC in the country.

1.6 Study Questions
The research was directed by the following studystjons:
1. Which CPD activities are midwives in the maternityits of Embu and Meru
level five hospitals engaged in?
2. What are the outcomes of the training interventmm EmONC among
midwives?
3. What difference exists in midwives’ knowledge anchqgtice of EmONC

before and after a training intervention?
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1.7 Study Hypothesis

HO1: There is no relationship between midwives’ selferé@d knowledge in EmONC
and practicing EmNOC

HO,. There is no relationship between the midwives’ En@O$kills acquired during
CPD and change in confidence level in practicingdCiNG

HOs. There is no relationship between a training intetie® on EmMONC and the

midwives’ knowledge on EmONC.

1.8 Significance of the Study

The outcomes of the research are anticipated mrnmfthe state on the scope of
implementation of the training done for midwivesiahe impact the implementation
has on maternal and neonatal mortality in Kenyabs8quently, this will have
financial implication in that money will be directén the right places because there is

clear indication of the expected results as eviddras been obtained.

1.9 Scope of the Study
The study was carried out in Embu and Meru lewad fiospitals in Embu and Meru
Counties, Kenya. The study involved midwives wogkin two maternity units in the

counties.

1.10 Limitations of the Study and Delimitations
Historically there has been little research, wrachiresses the actual impact of CPD
for midwives on practice and service. Given thespnee of many extraneous

variables, the researcher felt that it might nopbbable to quantitatively validate the
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connection between participation in CPD and theeaffon practice, patients or
service. There are challenges in objectively agsg$he impact of CPD on practice,
service and patient experience as there are sitoplymany other variables which
could account for variations in practice and seviCPD is comparable to a complex
intervention and as such traditional quantitativetmds cannot be employed to

understand its impact.

Triangulation of methods enabled the questionsetadidressed in the context of the
real world i.e. focusing on both the object of stedy and also the perspective within
which it operates, to offer a rich image of whatrkgy for whom, and why or why

not; taking into account the different organiza#ibeettings, different specialties and

teams to apprehend the effect of CPD on performasseeice, and practice delivery.

1.11 Assumptions of the study

The respondents gave accurate and honest informatio

1.12 L. K. Conceptual Framework

VARIABLES
PARTICIPANTS Skill L |
-Socio-demographic factors iieve Reduced Maternal
—> Midwives
-Structural factors — | EOC Skills —» and Neonatal
Mortalit
-CPD attendance (CPD) y

-Maternal mortality rate

-Neonatal mortality rate
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The conceptual framework depicts that midwivesteeldactors such as age, gender,
attitude, knowledge and skills coupled with eduwrator organizational factors such
as structural support (availability of equipmengnducive work environment),
motivation and emphasis on EmONC (Independent/piedivariables) during
training and coaching period act as predictor e for midwives’ utilization of
EmONC skills during patients care. These could eedained through situational

analysis in the planning phase.

It is expected that with proper knowledge and skaittitude, motivation, support and
proper training and coaching, midwives will greatlsactice EmONC skills in the
provision of care to patients and clients (depetidatcome variables). In other
words, the different levels of a grouping of thel@pendent variables represent the
proximity of the factors to the dependent varialdeng measured. The background
modifying factors may influence the dependent \@eaindirectly, while the
proximate factors may have a direct effect. Thekgemund factors may also modify
the association between proximate and outcome riadto some way. The main
explanatory factor for increased utilization of EMO skills is the attendance of CPD
training. The study examines the associations leiwiee dependent and independent

variables.

1.13 Theoretical Framework

The study is based on Kirkpatrick’s model (Kirkpeltis partners 2009-2015) which
includes four levels or steps of outcome evaluatlevel 1 Evaluation—Reaction,
Level 2 Evaluation-Learning, Level 3 Evaluation-Betlor, Level 4 Evaluation-

Results
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Level 1-Reaction

This level measures how partakers in a trainingrigntion respond to the training.
Every intervention should at least be gauged atléhvel to answer queries regarding
the learners' insights and improve training. Tlesel gains understanding about
whether the participants liked the training anditifwas pertinent to their work.

Negative responses reduce the possibility of legtni

Evaluation tools: Program evaluation sheets, Face-to-face intervi€esticipant

comments throughout the training, Ability of theucge to maintain interest, amount,
and appropriateness of interactive exercises, Baswvigation in Web-based and
computer-based training and Participants' percenadde and transferability to the
workplace .This type of evaluation is inexpensived eeasy to administer using

interaction with the participants, paper forms, antine forms.

According to Kirkpatrick the goal in this level is measure participants’ reactions to
the training program. One should gauge their reastiimmediately after the
intervention. Level one assessment should not jjudude reactions toward the
overall program, e.g., Did you like the program?t biu should also include
measurement of partakers’ reactions or attitudesatd particular units of the
program, such as the instructor, the focuses, sistials, the presentation style, the
schedule, etc. In addition, each of these unitsbefurther broken down into sub-
components for evaluation (e.g., you can ask ppaits to evaluate specific
characteristics of the instructor, the presentatse). This was done using the course

evaluation form to evaluate the program.
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Level 2-Learning

Level 2 assessments are conducted before traipmegtést) and after training (post-
test) to assess the amount of learning that hagrect due to a training program
(Figure 2).

Level 2 assessments evaluate the extent learneespnagressed in attitude, skills, or
knowledge. Level 2 evaluation approaches range fesmifi-assessment to team
assessment to informal to formal assessment.

Evaluation tools: Individual pre- and post-training tests for comgans,
Assessment of action based learning such as wadebprojects and role-plays and

Observations and feedback from peers, managersnsindctors

Comparison of Test Performance

=i
[=]
X

Average % Correct
[::]
=

20
Pretest Post Pratest

Figure 1: Level 2 Evaluation Showing Results of Ptest and Post Test

Here the objective is to determine what the trgrnpmogram participants learned in
the course of the training occasion. Since thaitmgiinstructor should have particular
learning aims, one hopes to find clear learningrafaths. Learning outcomes can
comprise changes in knowledge e.g., what are thg diéferences between
physiological management of third stage of labod Active Management of Third

Stage of Labour?, skills (Can the participant managthers with a partograph), or
19



attitudes (Have participants’ attitudes toward B&aé maternal and newborn care
skills changed?). Some training events will strés®wledge, some will give

emphasis to skills, some will underscore attitudesj some will lay emphasis on
several learning outcomes. The assessment shoualkkrwate on measuring what
was covered in the training event, i.e., the lesgrgoals. In this level, the researcher

used a pre and post-test to test the immediate lledlge acquisition by the learners.

Level 3-Behavior

Assessments at this level try to answer the questiovhether the training has been
transferred back to the job. This assessment isaiyp conducted three to six months
after training. The assessor would ask questiocd ss "Are the newly acquired
skills, attitude, or knowledge being used in theiemment of the trainee"? This
evaluation signifies the factual assessment ofogrpm's effectiveness but is pricey.
It is often difficult to predict when changes inhaior will occur. Careful planning

decisions are needed for this level of evaluatioterms of when to evaluate, how to

evaluate and how often to evaluate.

Evaluation questions: Did the learners put their learning into effectemhback on
the job? , Were the pertinent expertise and knogdadsed, Was there a noteworthy
and measurable change in the activity and perfocemaf the learners when back in
their responsibilities? , Was the change in behraaimd a new level of knowledge
persistent? Would the learner be able to trankfsr knowledge to another person? Is
the learner aware of their change in behavior, kadge, skill level? , Did the
representative open each telephone client dialaggusis or her designation and

department? , Was the representative able to defigeu and classify the customer's
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protests as either propaganda or valid? , Did épeesentative use the proper model
answer in response to each complaint? , Did theeseptative close each sale call
with a request for purchase? , If the prospect bl make a purchase, did the
representative end the call with specific futureticmc steps? And did the

representative complete call history records thatude summaries of who, what,

where, when, and why?

Evaluation tools: Individual pre- and post-training tests or suryelyace-to-face
interviews, Observations and feedback from otherd Bocus groups to gather
information and share knowledge.

Here the goal is to find out if training programrigg@pants change their on-the-job
behavior (OJB) as a result of their having takert pad contributed to the training
program. If the behavior change does not happemaj& want to find out why the
change did not take place. The level three questiodid the program have a positive
impact on job performance? Level three evaluatipecgically involves measuring
the transfer of knowledge, skills, and attitudesnfrthe training context to the
workplace. In this level, the researcher used tipregaires, interview checklist as

well as an observation as the learners perforrskhis acquired during the training.

Level 4-Results

This assessment measures the accomplishment dfaiheng program in term that
directors and managers can comprehend such as vietprproduction, increased
sales, reduced costs, improved quality, reducedafatecurrence of accidents, higher
proceeds or return on investment, positive chaingesanagement style or in general

behavior, increase in engagement levels of diredsmnd satisfactory feedback from
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customers, peers and subordinates. For exampde, tefining in December 2013, the

midwives continued to demonstrate skills retentiod practice.

Here are some instances of different types of leaal outcomes: improved quality of
work, higher output, decrease in turnover, decreasscrap rate i.e., less wasted
resources, enhanced superiority of work life, eskdnhuman relationships e.g.,
improved vertical and horizontal communication, royed sales, fewer complaints,

lower truancy, higher employee morale, fewer aatisiand greater job contentment.

Kirkpatrick’s Four
Levels of Evaluation

Figure 2: Kirkpatrick’s Training evaluation Model
Kirkpatrick’s (2015) suggested various types of evaations listed below:
Evaluations:
i) Quality training: Measure a reduction in a number of defects.
i) Safety training: Measure reduction in number or severity of accislent
iii) Sales training: Measure variation in customer retention, salesmeluand
profitability on each sale after the training pragr has been

implemented.
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iv) Management training: Measure increase in engagement levels of direct-
reports.
v) Technical training: Measure decline in time to complete errands, forms,
and reports; reduced calls to the help desk; orangdl use of software
or systems.
vi) Other: Measure changes in staff turnover, the number wiptaints, growth,
attrition, wastage, failures, non-compliance, andlity ratings, achievement of

standards and accreditations and customer retention
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CHAPTER TWO: LITERATURE REVIEW

2.1 Introduction

This chapter presents a review of literature coteteevith continuing professional

development (CPD) for nurses and midwives in refatito achievement of

millennium developments goal 5 in Kenya. It alsegants literature on evaluation of
the effectiveness of various strategies used taamg performance. Literature was
searched on the evaluation of CPD activities, ClPaxtire, and factors that support

good performance in the workplace.

2.2 Search Strategies
Pub MED plus, CINAHL and Medline on Megascope dat#s were searched using
keywords: CPD, midwives, midwifery education, healtEmONC, impact,

effectiveness, and Evaluation.

2.3 CPD Training and Implementation of CPD Knowlede and skills

Continuing Professional Development (CPD) is theppseful maintenance and
improvement of a professional’s knowledge and skil remain competent in their
chosen profession for the benefit of themselvesr fhatients or clients and the wider
profession (Abott et al., 2010). CPD is recognizsl a commitment to being
professional, keeping up to date and continuousigkisig to improve (Absi and
Benett, 2010). CPD is intended to encourage theldpment of professionals so that
they reflect on their practice and its quality, aele to adopt and assess new

approaches to their practice and develop bettes waworking as a result (Jill 2011).
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CPD acknowledges varying learning styles amonggssibnals and includes a wide
range of formal and informal learning activitieheTkey principles behind CPD are
that it (Maidiment et al., 2010) is self-directdsl,based on learning needs identified
by the individual, Builds on an individual's existj knowledge and experience, and
links a person’s learning to their practice and thdncludes an evaluation of the

individual's development (Abott et al., 2010).

Health professional boards worldwide are incredgingquiring practitioners to
demonstrate their engagement with continuing peiesl development (CPD) in
order to maintain competence in light of the evesrging scope of practice and
technological advances in the medical sciences ¢&®& et al., 2014). The
enforcement of this requirement varies from countoy country and between
professions (Kasvosve et al., 2014). The objectveCPD is to maintain high
standards of competence in terms of knowledgelsskihd behavior (Goalet et al.,
2013). Literature exists demonstrating that CPEh& health occupations is effective
in improving health care, patient outcomes, andufain health. For example,
participation in CPD activities by physicians haseb shown to improve the quality
of care given to patients and the public (Garzal.e012). Research has also shown
that physicians who engage in CPD are more likelyatcept new and effective
treatment modalities and discontinue use of exjsinver-benefit practices resulting
in improved patient outcomes (Mimura et al., 2012¢alth expert boards in some
developed countries have embraced CPD as an g&Heatay of maintaining and
improving competencies of health professionals Aagde made them mandatory
(Kasvosve et al., 2014). For example, participailorCPD for medical laboratory

scientists is a prerequisite for a salary adjustmemd career advancement in
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developed countries (Kasvosve et al., 2014). Heekpert boards in developing
countries are making progress in establishing afioreing CPD requirements for re-
licensing (Mimura et al., 2012). In Kenya, Ugandad a&South Africa, regulatory

bodies require completion of CPD credits in oraeret-register (NCK, 2012).

In Canada, it is presumed that continuing profesdiaevelopment (CPD), which
encompasses continuing medical education (CME) dlee@t al., 2011), plays an
important role in maintaining and improving the fliyaand efficiency of the

healthcare system (Legale et al., 2011) by trainglavidence into clinical practice
(Legale et al 2011). In other words, CPD servesaasimportant knowledge
translation strategy and is one potential apprdhah could be incorporated into the
Knowledge to Action Process (KTA) framework (Legae al., 2011). The KTA

structure, which describes how knowledge is prodwemed employed in healthcare,

constitutes two components: the knowledge formatiarte, and the action cycle.

While the first cycle contains the process of gatieg knowledge, the second one
encompasses the process of applying the knowlege dreated. By interpreting
knowledge and proof into practice, CPD relatesh® &ction cycle (Legale et al.,
2011). Designed to improve performance in healthganactices and, ultimately,
health outcomes, CPD strategies follow the dynamma iterative process for

knowledge translation.

According to Maidiment et al. (2010), CPD is aicdat mechanism for ensuring that
all members of the nursing and midwifery professiare able to deliver high-quality

nursing and midwifery care and services and keep path healthcare developments
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that have an impact on their practice (Harris et2011). The knowledge needed to
function effectively as a professional nurse or wiid continues to expand and
change while consumer demand and expectationsncento increase (Allen and

Hudges 2010). Therefore, as registered healthipoaers, nurses and midwives have
a professional obligation to maintain their compete and to aim for continuous
improvement in the standard of service they provieeet et al., 2010). According to

Nursing Council of Kenya (NCK) (2012), nurses andiwives must complete CPD

activities to meet the Nursing Council of Kenyd$JK) mandatory requirements for

retention. (Full details can be accessed from t6&'N website:

http://softkenya.com/contacts/nursing-council-oftka-website/

Participation in CPD has been reported to be thetmadely accepted method of
measuring clinical competence. One small UK-basedlys was identified that
explored nursing views of continuing professionavelopment. In general, views
were positive. However, the study concluded thasesi may need support in self-
reflection activities to assist in implementing ridag outcomes (Allen and Hudges
2010). Previous reviews have identified that pgétion in continuing education
does not guarantee competence, with some studestioping whether continuing

education results in improvements in clinical pi@{Allen and Hudges 2010).

Ministry of Health (MOH), Kenya (2012) states that order to provide quality

healthcare to all Kenyans, there is a need to hadequate, competent health
personnel that can undertake current and emergia@irhneeds in the country. This
can be attained through training of new health wmskaddressing current in-service

training requirements, strengthening training orgatons to increase their admission
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volume and lastly to support the governing bodeesriprove professionalism among
the health worker force (MOH 2012). A rapid Traipifleeds Assessment (TNA)
done by MOH, Kenya (2012) to identify the areani@éd for the health workforce to
ensure that adequate numbers of well-trained headtikers are available to provide
quality services throughout the country identifi€kervical Cancer Screening,
Prevention of Mother to Child Transmission (PMTCTFocused Antenatal Care
(FANC), Integrated Management of Childhood llines@®Cl), Active management

of the third stage of labor, Essential Newborn Cdediatric HIV, Commodity

Management, and use of MOH Monitoring and Assessniuais as priority needs.

This was in line with the nursing council of KengdD framework for nurses and
midwives (2012) which stated that for the CPD atés to be effective and have an
impact on the service outcomes, training needsassnt for midwives must be done
prior to any CPD activity. Based on this Trainingeds Assessment (MOH 2012)
these were the main endorsements; as the ministriesalth concentrate on the top
training significances areas in an effort to imgdraining, they should also consider
the local specific training needs. In order to reacwider group of in-service health
employees, there is a greater need for innovathaening methodologies such as
mentorship, distance learning, e-learning, andherjdb training. Training institutes,

ministries of health organizers, technical depant®i@nd divisions should build their
capacity to bring in-service training needs to #tandards required and that for
sustainability and cost efficiency, the ministriet health should use alternative
training venues and training foundations insteabatéls. Additionally, MOH (2012)

stated that regulatory authorities should expanD @FPinclude a broad range of other

in-service training which are currently not offered
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2.4.EmONC Situation Analysis

The need to increase the efficacy and efficiencypath pre-service education and
continuing professional education (CPE) or in-ssviraining for the health labor

force has never been greater (Bluestone et al3)2®&educing global resources and
an inescapable critical scarcity of skilled healibrkers are accompanied by an
explosion in the increase of and access to infdonatUniversities and educational
institutions are rapidly integrating different apaches for learning that move beyond
the classroom (Bluestone et al., 2013). The prdspekist both in initial health

professional education and CPE to expand educatiah training methodologies

beyond classroom-based situations (Bluestone eR@l3). In-service training has
been and will remain a substantial investment ivetiging and sustaining essential
proficiencies required for optimum public health @l global service settings

(Bluestone et al.,, 2013, Mirkuzie et al.,, 2014).gR¢tably, in spite of major

investments, there is limited evidence about thecéf’eness of the techniques

commonly applied across countries, regardlesseofetel of resource.

Nevertheless, all in-service training, whereverivdeed, must be evidence-based
(Bluestone et al., 2013, Mirkuzie et al., 2014). stated in Bloom’s systematic
review, didactic practices and providing printedtenals alone bundled in the range
of no to low effects, while all interactive prograrmisplayed mostly moderate to high
beneficial effect (Bluestone et al., 2013). Givemrent voids in high-quality evidence
from low and middle-income nations, the future daktic study agenda must include
well-constructed assessments of effective, cosiedife and socially appropriate

combinations of technique, setting, frequency aedim developed for and tested for
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all levels of health workers in low- and middle-amse countries (Bluestone et al.,

2013).

Emergency Obstetric and Neonatal Care (EmONC) ist cffective priority
intervention to reduce maternal and neonatal mayb@hd mortality in poor resource
settings ( Mirkuzie et al., 2014, Mwaniki et al0f2). Basic EmMONC (BEmMONC)
alone can prevent 40 percent of intrapartum-relatahatal deaths and a significant
proportion of maternal mortality (Mirkuzie et a2014). Africa is facing a challenge
of staff incompetence in EmMONC according to Mwarekial., (2014). A hospital-
based national survey in 2010 In Ethiopia thatlymeal constraints from policy to
practice in selected emergency obstetric and nabmanditions in 18 hospitals
identified providers poor competence as a majoerdent for ensuring quality
comprehensive EmMONC ( Mirkuzie et al2014). In thasec of post partum
haemorrhage (PPH) for example, all the hospitalsl rsrategy for PPH
administration, 93 percent had the required hep#hsonnel, 95 percent had the
required supplies, and 65 percent received supenviyet only 39 percent of the
providers in these hospitals had good understanafii®PH, and only 29 percent had
the skills to appropriately manage postpartum hadgmge. The same was true for
vital newborn care where all the hospitals hadstihategy, 92 percent had the needed
health staffs, 70 percent had the basic supplies,6d4 percent received supervision;
however only 55 percent of the providers had sigffit knowledge with only 18
percent providing the care (Mirkuzie et al., 20I®)e persistence of poor providers’
competence could be attributed to gaps in pre-sereurricula, lack of continuing
education, staff turnover, frequent rotation amditied in-service training in Africa

(Dickson et al., 2015). A multi-country study thatluded Ethiopia and a study from
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Nigeria reported that the pre-service curriculariddwives and nurses had limitations
to ensure graduates with essential midwifery coempeés up to the quality standard
given by the International Confederation of Midwsv@irkuzie et al., 2014). Though
it is well-recognized that having a skilled birtttemmdant (SBA) is one of the most
reliable predictors of positive maternal and neahdtealth outcomes, policies
supporting SBAs in the workforce are often lack{f@tso and Fogarty 2015). For
example, in Africa, where the global health crisismost severe, very few national
HRH policies exist to guide the training and dept@nt of the health workforce for
maternal, newborn and child health (Fotso and Rgpg2015). Where policies are in
place, the divide between policy and practice,udlg imbalances in the workforce
structure and distribution, stands in the way afidple service access, suggesting the
need for a more strategic approach to health wockfananagement (Fotso and
Fogarty 2015). A study done in Rwanda (Sipsmal.e2812) indicated that many
practices recommended for high-quality maternald axewborn care were not
routinely performed in Rwandan health facilitiesydafewer than 17 percent of
amenities performed all suggested practices ingtatrcare, delivery, or newborn
care. The restricted use of endorsed practicesewident in both government-owned
and non-governmental amenities and across all iogtlyareas of Rwanda.
Additionally, although the rural provinces suchNwarthern, Southern, Eastern, and
Western conducted fewer antenatal care activitias the urban area of Kigali City,
this association was not steady with delivery awlmarn care activities. The improved
performance of antenatal care in Kigali City mayalieibutable to the comparatively
recent (since1997) training of midwives, the majoof whom live and practice in

Kigali City (Sipsma et al., 2012).
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2.5. CPD Measurement and Evaluation

As in other educational professions, most evalunatigtlines used in CPD are derived
from Kirkpatrick's model (Legale et al.,, 2011). ¥hideal evaluates training
efficiency by measuring participants’ reactionsato educational activity (level 1);
changes in participants’ knowledge, attitudes kdlss(level 2); transfer of learning to
practice/perceived deviations in behaviour (levelahd finally, the outcomes of the
newly acquired behaviour on organizational outcormesh as output and quality
(level 4). According to this model, the effectscofrent approaches to the assessment
of the impact of accredited CPD activities showuldally be evaluated focusing on
participants’ participation, satisfaction, and opes in knowledge, behavior, and
patient outcomes (Legale et al., 2011). In practicavever, most CPD providers only
assess levels 1 and 2 outcomes using pre- andapigty self-administered
guestionnaires. Although the impacts of levels @ dnhave been measured in the
context of research projects using health servicethods (Legale et al., 2011), CPD
benefactors are still struggling to find dependabésans to measure these impacts on

a routine basis.

Moreover, many countries are working to train mskéled providers in emergency
obstetric and newborn care to increase access dsetlservices (WHO, 2015).
However, few countries have the funds or human uess that are needed to
implement quality in-service training. Training thdoes not translate into the
improvement of patient care wastes those scarceimess and can cost lives. Quality
training in EmMONC (and in any health-related fietpes beyond bringing together
providers for classroom and clinical practice feveral days. Evidence suggests that

training works when it is competency-based and itydcused and when it

32



addresses the transfer of learning to the developwofeclinical decision-making and
psychomotor skills. Evidence also reinforces th@artance of clinically integrated
learning interventions, as they have been foundbeosuperior to classroom-only
instruction for generating positive learning out@m(Legale et al., 2011). This type
of training ensures that learners—practicing clans and pre-service educators—are
trained by qualified facilitators in the appropéatlassroom and clinical settings for
an adequate amount of time, using evidence-baa@dny materials and approaches
(Jill 2011). And it emphasizes timely follow-up tfe learners in their workplace,
where facilitators can assess how the learners im@egporated their new skills and
knowledge into their management of actual cliel¢gHQO 2015). Despite the
emphasis on current health policy and practice draecing workforce performance
through training, (WHO 2010) found no evidence thaining was statistically
associated with the increased use of recommendediges. This lack of association,
however, was consistent with a small body of lier® (Sipsma et al., 2012) and
suggested the need to better understand effecai@ng mechanisms. Furthermore,
supervision and monetary incentives were also ssb@ated with greater use of
recommended practices (Sipsma et al., 2012). Evaugh non-monetary enticements
were associated with improved use in newborn dhie, effect was not consistent
across all extents (Sipsma et al.,, 2012, WHO 20%¥BlO 2012). (Sipsma et al.,
2012) found out that the impact of training occom$y after a critical mass of staff is
trained coupled with the quality of the training darsupervision. Effective
management and an organizational ethos of qualifyaecement may also be
essential to promote adherence to recommendedgaa¢iVHO 2012). As bilateral
and multilateral organizations emphasize on capatstelopment, it is critical that

benefactor training be designed and executed wiién@on to systems-level factors
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so that providers’ new skills and knowledge may dféciently translated into

practice. , (Sipsma et al., 2012)

However, research done by Kenneth et al., (201diyated that the dental and non-
dental literature did not provide any informatiandemonstrate if CPD participation
is a valid indicator of professional competencegerformance. This was principally
due to the research challenges of assessing ouscoin@PD in terms of effectiveness

and impact.

As noted in the literature review (Maidiment et &010), input-based measurement
of CPD has been considered inadequate by manyt-bgsed CPD schemes do not
directly indicate whether any learning, changeehdvior on the job, or impact on the
organization has taken place. Measuring only byitisi@ppears to be based on the
idea that whatever is done under the CPD schemsgeisll for achieving the purposes
of CPD. This presumes that all CPD activities a#awunder the scheme will be of
sufficient quality to lead to the professional depenent and that the individuals
attending will be sufficiently attentive and redgptto reap the benefits. Additionally,
GDC (2011) in their study of 2 found out that fewganizations actually measure
CPD by outputs; those that do usually only reqtérgdence” of output. The quality
or standard of this output is rarely “measuredany systematic manner ( Legale et
al., 2011). Most expert bodies still only ask faeaord of activities, without regard to
the quality or impact of those activities. Very feequire objective evidence of
learning or change in behavior, while still fewequire evidence of the effectiveness
of the learning or changed behavior in affectingvises delivered to clients (Jill

2011). Many professional bodies have a notionafidard or quality of output but do
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not have a structured or defined set of criteri@aale for determining this standard.
The standard of CPD records seems to be deterngieeerally in a simple manner:
adequate or not adequate. Even this verdict teodset made rather subjectively

(Legale et., al 2011).

Even though participation in CPD is currently obligry in Kenya defining the
sanctions or implications for non-participation eéns to be defined and even if it is
there, it is on paper and not implemented (NCK 20The healthcare scenery is
diverse and multifaceted. In Kenya, there is pridgeno commonly recognized
approach to long-term learning. However, therer@l agreement that patients are
best served when those who care for them maintampetence by engaging in
continuous learning and assessment strategies @02R). Optimally, these policies
would be extremely self-directed, with content,rieéag procedures, and learning
resources selected precisely for the purpose afimgf the knowledge, skills, and
outlooks that nurses and midwives need in theiygabfessional lives that result in

improved patient outcomes (Nigel et al., 2012).

According to Jill (2011), CPD can be defined asoagoing process, outside formal
undergraduate and postgraduate training, that peindividual health employees to
sustain and improve criterions of medical practloeugh the development of skills,
attitudes, knowledge, and behavior, CPD should aiggport particular changes in
practice emerging from the literature review, ibedieved that the description of CPD
could be divided into two sections: gaining knovgedand improving patient care
(Nigel et al., 2012). Additionally, the procedufesrecording CPD were perceived as

needing to address both of these aspects (Jilllj20evertheless, a body of literature
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claimed that a gain in knowledge does not necdgsasult in a change in behavior
by the clinician (Legale et al., 2011). If thath® case, then other questions arise: will
an enhancement in patient care take place? Aniddidl, in what manner could it be
calculated? (Jill 2011). Moreover, literature hagiewed that there is little literature
on the effectiveness of CPD in improving patientec@lill 2011). However, in his
writing, he stated that: effective CPD involves tbéearning” and being“fit to
practice”, understanding both thevhy” and the“how” and putting learning into
practice and that efficiency is enabled when pitesls are able to determine their
own learning requirements through reflection witthie totality of their practice. This

means being able to go beyond what is measurablga(e et al., 2011).

A responsive health structure is one offering $l&aantenatal care; all-inclusive
emergency obstetrics care and quality deliveryisesv(NCK, 2012). Maternal and
neonatal morbidity and mortality rates continueb&recognized globally as public
health priorities (WHO, 2012). Additionally, thegauges in Africa have continued to
rise instead of decreasing since the launch of Bafderhood Initiative 15 years ago
(Legale et al., 2012). Of all maternal deaths e®peed universally, 99 percent of
them occur in developing countries with Sub-Sahatdinica having the highest
maternal mortality ratio of 900 maternal deaths p@®,000 live births and also the
highest lifetime risk of maternal death of 1:26 {iNaal Road Map-Kenya, 2010,
NCPD, 2013, NCK, 2012, and Harris et al., 2011)e Tdea that health professionals
should be accountable to the society they serveoisa new concept (Fleet et al.,
2010), and for a long time, the (CPD) of healthf@ssionals has been seen as one

approach in which populace’s level of health cob&l enhanced. Furthermore, as

36



competent care providers, midwives identify proldesarly in problematical births,

take appropriate life-saving actions immediatelgt egfer where appropriate.

The community was, and is still today, increasindgynanding a system that is more
responsive to regional and community needs (Urdual.e2010). As a result, there
may be the need for more health professional tigiim all phases of the education
continuum — undergraduate, postgraduate, and C#Bat-meets the health and social
needs of the populations being served (Nigel et28l10). The trend is now towards
‘socially accountable’ health care, denoting thnet wider context of CPD must also
include the personal, political, and social faadtdealth care and as such, involve a
broadening of culpability to patients, the commyniinanagers, and policymakers
(Fleet et al., 2010). CPD planning should consideth local and national
significances as well as personal learning necesgitegale et al., 2010). There is a
glut of activity both internationally and domestigageared towards attending
maternal and neonatal morbidity and mortality. Thas placed the role of midwives
in sharp focus as régimes think of methods of araing this issue. As the number
of midwives in Kenya and sub-Saharan Africa, intipalar, are constrained,
innovative ways of improving their knowledge andliskn highly effective targeted
obstetric and newborn interventions without remgvihem from the workplace are
desirable (WHO 2010a). Midwives offer evidence-lasmst —effective high impact
care (WHO 2010b). Additionally, their critical thiimg and decision-making skills
contribute to the saving of lives by making timelgcisions and action taking (WHO

2010a).
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In this respect, therefore, there is a necessigtrengthen their skills through (CPD).
Anecdotal evidence suggests that increasing demandservice delivery have
reduced the time available for CPD activities innmaountries coupled with less
support from service providers in relation to sta#keds (Fleet et al., 2010). Research
on CPD have been done in other countries but nardented evidence in Kenya to
critically analyze the perspectives of CPD practmeNurses and midwives and their
impact on the achievement of Sustainable Developr@@al three. Moreover, the
fast generation of devastating information of Healhd complication in technologies
in the 2% century poses the utmost challenge to health parsonnel capacity to
provide effective and resourceful high quality amal to date health care facilities

(MOH, 2010).

The skills and knowledge attained at the completanthe undergraduate and
postgraduate training in nursing schools are negadte to sustain competency and
performance over their job chiefly in nursing andlwifery, health care benefactors
are expected to remain current in their praqgsédence-informed practice) through
partaking in CPD programs .Individual learning urnakings improved public
awareness, and inspection of the quality of sesvirevided further compounds these
encounters. In addition, these problems have prethatgrowing stress on the need

for culpability within the health professions (Ouetzaa., 2010).

CPD benefactors will need to pay attention or resipio the fluctuating political and
economic conditions and search for sufficient affiekcéive approaches to maintaining
and improving the skills of an agency health camrkiorce that are currently

confronted with rapid technical advances and omiunal reformation (Mwaniki et
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al., 2014). Besides, despite the lack of expemndiata supporting the relations
between taught courses and clinical efficacy, thsrean increasing emphasis on
continuing professional education (CPE) and devakqu (CPD) (Jill 2011). As post
registration courses flourish, the shareholdersnictdns, managers, auditors,
educators, and patients need the results of pettinensistent and valid assessments
to inform purchasing decisions and curriculum plagn(Dickson et al., 2015).
Conversely, very little experiential evidence ow ttlinical efficiency of education
programs exists, and most of this takes the formepérted interview or survey data,
rather than direct observations and the connett&iween professional performance

and educations remains blurred(Mwaniki et al., 20142011, Dickson et al., 2015).

Showing the impact of learning is important adlgwvas the customer to know exactly
how the learning process will bring positive resulb the business ( Legale et al.,
2011). However, while the business elements vdileebusiness linkage (impact or
outcome) and evaluation (measurement) the moshitepdepartments often spend
the least amount of time and resources on thesattaties. A study done by Nigel

et al., (2012) on the impact of CPD in health ddentified that there were no studies
of high quality that existed to show the effectiges of CPD, in terms of quality of
care conveyed, performance, professional criteripnaficiency, public satisfaction

or safety, or their longer-term impacts on knowkeg@geservation and application.

In Kenya, it is assumed that (CPD), which encomggsentinuing medical education
(CME) ( NCK 2012 ), plays an important role in ntaining and improving the
quality and efficiency of the healthcare systemirtigrpreting evidence into medical

practice. In other words, CPD attends as a sigmtiknowledge translation stratagem
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and is one potential approach that could be ingatpd into the Knowledge to Action
Process (KTA) framework (Legale et al., 2011). KI¥A structure, which describes
how knowledge is produced and applied to health,g@ntains two components: the
knowledge formation cycle and the action cycle @leget al., 2011). Whereas the
first cycle encompasses the process of creatinwleuge, the second one comprises
the process of applying the knowledge thus gengrddg transforming knowledge
and evidence into action, CPD pertains to the actigcle (Legale et al., 2011).
Aimed to improve performance in healthcare undémgs and, eventually, health
outcomes, CPD approaches follow the vigorous arefative procedure for

knowledge transformation.

As in other educational professions, most assedssteunctures used in CPD are
derived from Kirkpatrick's model (Legale et al., 720 GDC 2011). This model
assesses training effectiveness at various lewelsvaluating participants’ reactions
to an educational event (level 1); changes in @pents’ skills, attitudes, or
knowledge (level 2); transfer of learning to preetperceived deviations in behavior
(level 3); and finally, the results of the recenitharned behaviour on administrative
outcomes such as productivity and quality (level Adcording to this model, the
effects of current approaches to the assessmettieofmpact of accredited CPD
activities should ideally be evaluated focusing participants’ participation,
satisfaction, and changes in knowledge, behaviat,patient outcomes (legale et al.,
2011). Practically, nonetheless, most CPD benefaatoly assess levels 1 and 2
outcomes using pre- and post-activity self-admened questionnaires. Although the
impacts of levels 3 and 4 have been measured icaiiext of research projects using

health services methods (Ligale et al., 2011) CeDelactors are still struggling to
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find steadfast ways to quantify these effects onuine basis. Godin et al., (2010)
proposed an integrated conceptual model to prdmibtvior change in healthcare
specialists that offers a strong basis for develppa valid and dependable
measurement apparatus to evaluate CPD bearingBnacalcpractice (Kirkpatrick’s

level 3 outcomes).

As individual verdicts are normally vital to the agdion of clinically related
behaviors, theories providing information about mitige mechanisms underlying
behaviors help provide direction to behaviour-cleangerventions targeting health
care professionals (Legale et al., 2011). As pairiimg and Development Agency for
schools (TDA), to evaluate the impact of profesalodevelopment it is crucial to
consider what was intended to be achieved, and whgact could reasonably be
expected, in any given time frame (Dickson et2015). This agency indicated that
for CPD intervention to be effective particular rmiples have to be followed:
Planning for CPD and the evaluation of its effetioldd be fundamental to
performance management, impact assessment shoylbdasire on what partakers
learn, how they apply what they have been trainfmt, and the effect on the
knowledge of children and young people, there shtel an established timeline for
assessing results, acknowledging that some outcoses as children and young
people’s enhanced performance, may take longeretmrhe apparent than others.
Unanticipated outcomes will also be considered tloe review, planning, and
execution of the effect evaluation should be a eded process between the
individual and key personnel involved in performarmoanagement and/or training
and mentoring, the evidence base and the succasdastls for the assessment of

impact should be agreed, impact evaluation shoellddmsidered in the short, medium
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and long-term, longer-term expert development uad#ergs should involve
determinative reviews of impact at agreed phades,ewaluation of effect should
include a cost-benefit scrutiny of the professiomEvelopment and that the
progressions for evaluating the effect of CPD utad@ngs need to be appraised on a
regular basis to ensure that they are effectivebatahced ( Galer et al., 2009, Legale

et al., 2011).

2.6. Overview of Maternal Health Globally

Universally, a projected 287,000 maternal deatlmuwed in 2010, a decline of 47
percent from levels in 1990 (Mumtaz et al., 2014rkMizie et al., 2014, Fotso and
Fogarty, 2015). Sub-Saharan Africa (56 percent) Sodthern Asia (29 percent)
accounted for 85 percent of the overall burden (@33 maternal deaths) in 2010. At
the nation level, two countries account for a tlofdglobal maternal deaths: India at
19 percent (56,000) and Nigeria at 14 percent Qf),QMumtaz et al., 2014). The
worldwide MMR in 2010 was 210 maternal deaths (@¥¥,Q00 live births, down from
400 maternal deaths per 100,000 live births in 108HO, 2012). The Maternal
mortality rate in developing states (240) was bt more than in developed nations
(16). Sub-Saharan Africa had the highest maternattatity rate at 500 maternal
deaths per 100,000 live births, while Eastern Alséal the least among MDG
developing countries, at 37 maternal deaths pej0000ive births. The MMRs of the
remaining MDG developing nations, in descending eordvas Southern Asia,
Oceania, South-eastern Asia, Latin America and Glagibbean, Nothern Africa,
Western Asia and the Caucasus and Central Asia \\8CR). Their maternal deaths
per 100,000 live births was 220, 200, 150, 80,af®8] 71 respectively. According to

WHO, UNICEF, UNFPA and The World Bank estimates26fl0 (Mumtaz et al.,
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2014, Mirkuzie et al., 2014, Fotso and Fogarty 3pa5otal of 40 nation states had
high MMR (stated as MMR 300 maternal deaths for every 100,000 live births)
2010. Of these countries, Somalia and Chad hadetrdously high MMRs>1000
maternal deaths for every 100 000 live births)l€iland 1000, correspondingly. The
other eight highest MMR nations were: Sierra Le@880), the Central African
Republic (890), Burundi (800), Guinea-Bissau (790geria (770), the Sudan (730),
and Cameroon (690) and Nigeria (630) in descendidgr. Even though most sub-
Saharan African states had high MMR, Mauritius (6890 Tome and Principe (70)
and Cape Verde (79) had low MMR (stated as 20-9¢mal deaths for every
100,000 live births), whereas Botswana (160), Djib¢200), Namibia (200), Gabon
(230), Equatorial Guinea (240), Eritrea (240) anddslgascar (240) had moderate
MMR (stated as 100-299 maternal deaths for evefyODD live births). Only four
nations outside the sub-Saharan African region g MMR: the Lao People’s
Democratic Republic (470), Afghanistan (460), H&850) and Timor-Leste (300).
Sub-Saharan Africa had the largest proportion aemmal deaths attributed to HIV at
10%, while the Caribbean had the second largedt &t( Mumtaz et al., 2014,
Mirkuzie et al., 2014, Fotso and Fogarty 2015).tkaf 19,000 maternal deaths as a
result of HIV/AIDS globally, 17 000 (91 percent) svin sub-Saharan Africa, whereas
920 (5 percent) occurred in Southern Asia. Addalbn for some nations in Southern
Africa, such as Lesotho, Swaziland, Namibia, Sd\ftica, and MMR increased from
the year 1990 to 2000. This was majorly because¢hef HIV epidemic in the
mentioned countries. With antiretroviral therapyxdming increasingly available the

MMR is now declining in these countries (WHO, 2012)
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According to the same report, (WHO 2010), the fiftfDG aimed to advance
maternal health, with an aim of decreasing the matamortality rate by 75 percent
between the years 1990 and 2015. For the 10 cearitrat have achieved MDG 5 by
2010 that include Estonia, Maldives, Belarus, Ramamhutan, Equatorial Guinea,
Islamic Republic of Iran, Lithuania, Nepal, and Mdam there percentage reductions
was 95 percent, 93 percent, 88 percent, 84 per82mercent, 81 percent, 81 percent,
78 percent, 78 percent, and 76 percent respectildlg progress of the remaining
countries can be gauged through examining whethey have had the expected
average annual decline of around 6 percent in theiternal mortality rate between
1990 and 2010. The countries that are believedtorbthe track are Eritrea, Oman,
Egypt, Timor-Leste, Bangladesh, China, Lao PeopB¥snocratic Republic, Syrian
Arab Republic, and Cambodia. Their MMR was 6.3 prtc6.2 percent, 6 percent, 6
percent, 5.9 percent, 5.9 percent, 5.9 percent, fefcent, and 5.8 percent
respectively. Poland and Turkey whose MMR is at petcent and 5.8 percent
respectively are thought to have experienced aeesiagual declines of more than 5.5
percent. These two countries are not categorizéetiag on track because their MMR
was below maternal deaths for every 100,00 livehbim 1990. Likewise, 50 nation
states are categorized as making progress. Cohyers& countries have made
insufficient progress, and 11 are categorized agsngamade no progress and are
likely to miss the MDG objective unless accelerait@@rventions are put in place.
According to WHO (2015), the goal of a healthcaeévery site is to provide high-
quality services to the community it serves, aretdhare several primary factors that
support good performance in the workplace:

Job expectationsDo providers know what they are supposed to do?

Performance feedbackbo providers know how well they are doing?
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Physical environment and toolswhat is the work environment like, and what
systems are in place to support it?

Motivation -Do people have a reason to perform as they aredaskperform? Does
anyone notice?

Skills and knowledge required to do the jokDo providers know how to do the job?

The final factor on the list required knowledge asidlls is addressed primarily
through training (WHO 2015). Even the paramounhing does not always translate
into enhanced performance, however, if the healéhpaovider is not able to apply
new skills and knowledge on the job (Mumtaz et2014). Consequently, continued
expertise support through demonstration, return afetmation, training, and
discussion can aid in strengthening skills in ortteisustain competency and skill
(Sipsma et al., 2012). Supervisors, trainers, aachealthcare providers being trained
(referred to as in this research “Midwives”) aliveamportant roles in the transfer of
learning process (making sure that the skills ammistedge learned during a learning

intervention are applied on the job) (WHO, 2015).

2.7. Overview of Maternal Health in Kenya

Millennium Development Goal (MDG) 5 was committeal improving maternal
health by reducing maternal mortality by three-tgm@r and achieving universal
access to reproductive health (Mwaniki et al., 20@dma et al., 2010, WHO 2012).
Universally, the maternal mortality rate has redlbg 47 percent over the past 20
years, from 400 maternal deaths for very 100,008 kirths in 1990 to 210 by the

year 2010. Nevertheless, in Kenya, maternal moytaktio has remained at an
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unacceptable high level of at least 362 deathevery 100,000 live deaths (KDHS

2014).

According to National Council for Population and veepment (NCPD) (2013),
maternal mortality in Kenya has remained unaccéptaigh. The high maternal
mortality rate is due to low exploitation of skilecare, with only 47 percent of
expectant mothers completing the endorsed 4 amtenate visits and 44 percent
getting skilled care at childbirth, while the caesa unit rate is 6.2 percent against
the endorsed rate of 7 to 15 percent. The natiomaternal health roadmap to
accelerate attainment of MDG 5 in Kenya put thgaafor skilled birth attendance at
90% by 2015(Mwaniki et al., 2014). There is low ewmge for rudimentary
emergency obstetric care at 9 percent while thepcehensive care is much lower at
only 7 percent. The contraceptive prevalence ¥4t} has remained low; while the
unmet need for family planning is still high at @ércent. This is of great worry in a
nation with a very young populace (Mwaniki et 2014). Other elements leading to
the high maternal mortality are shortage of hep#tbsonnel, insufficient health care
provider expertise and harmful socio-cultural at#g and behaviors. Numerous
stratagems have been put in place by the governthemigh the Ministry of Health
in an effort to decrease the high maternal moytaéite (Dickson et al., 2015). Most
of these involvements have been generalized a@msas, yet each province has
unique individualities. This has been further figmied by the inadequate resources
assigned towards maternal and reproductive hewltfich are then spread thinly
across the country in the course of implementatiad scale-up of interventions
(Ouma et al., 2010, Mwaniki et al., 2014 and Dicksai al., 2015). Recent case

studies have shown that great political governaraeintensely influence the effect
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of health interventions that lead to the decredsmaternal mortality among other

health outcomes, whilst reinforcing health systéBiskson et al., 2015).

2.8. Kenyan Counties with the Highest Burden of Matrnal Mortality
According to Kenya Demographic Health Survey 20kely Indicators Report, there
has been some improvement in maternal and neomalightors as shown in the

figure below:
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Among women age 15-49 who had a live birth in the five years preceding the survey, percentage who received antenatal care fron
a skilled provider for the last live birth and percentage with four or more ANC visits for the last live birth; among all live births in the
five years before the survey, percentage delivered by a skilled provider and percentage delivered in a health facility, by county
Kenya 2014

Women who had a live birth in the five years Live births in the five years
preceding the survey preceding the survey
Percentage with
antenatal care Percentage Percentage
from a skilled  Percentage with Number of delivered by a delivered in a
County provider! 4+ ANC visits women skilled provider'  health facility ~ Number of births
Coast 97.5 62.3 1,471 58.2 57.7 2,023
Mombasa 99.2 65.0 422 828 81.8 512
Kwale 957 60.3 304 50.1 450 427
Kilifi 98.2 64.6 503 523 526 738
Tana River 93.6 50.8 115 322 31.6 175
Lamu 957 62.2 36 473 439 56
Taita Taveta 979 589 90 625 61.9 113
North Eastern 66.5 36.8 372 324 29.2 650
Garissa 87.3 477 135 398 36.7 237
Wajir 576 37T 141 217 18.3 258
Mandera 50.5 20.2 96 38.7 36.0 1585
Eastern 97.2 56.3 1,834 633 62.7 2,321
Marsabit 756 428 64 258 258 91
Isiolo 96.0 50.2 58 438 421 85
Meru 97.3 453 442 828 81.8 517
Tharaka-Nithi 93.3 56.1 121 766 7T 141
Embu 99.2 56.2 167 815 81.5 201
Kitui 975 62.2 313 46.2 456 438
Machakos 93.8 60.8 396 634 629 493
Makueni 93.0 65.8 274 546 533 355
Central 97.3 63.4 1,528 89.7 90.2 1,796
Nyandarua 96.7 534 195 853 86.1 248
Nyeri 96.7 61.1 216 88.1 89.0 245
Kirinyaga 96.4 60.0 174 923 925 197
Murang'a 974 614 255 855 85.0 308
Kiambu 979 67.1 688 926 934 794
Rift Valley 93.9 51.7 4,002 51.3 50.2 5,677
Turkana 91.0 489 214 228 231 347
West Pokot 85.2 18.2 180 270 258 302
Samburu 738 519 79 290 245 17
Trans-Nzoia 920 40.6 382 418 415 528
Uasin Gishu 96.1 63.0 363 59.0 574 483
Elgeyo Marakwet 98.1 46.8 114 65.0 64.7 168
Nandi 93.5 56.8 302 468 465 402
Baringo 928 b45 160 538 535 238
Laikipia 93.7 56.2 165 495 481 209
Nakuru 956 614 674 695 69.7 909
Narok 91.6 46.0 403 403 386 638
Kajiado 96.7 66.9 335 63.2 62.4 461
Kericho 971 537 277 64.4 62.2 373
Bomet 935 372 354 522 450 502
Western 97.2 51.3 1,590 478 47.0 2,255
Kakamega 96.4 450 532 486 47.0 747
Vihiga 971 61.3 164 50.3 50.2 225
Bungoma 976 50.0 607 414 40.8 870
Busia 97.6 £59.9 287 585 584 409
Nyanza 96.6 58.7 1,988 65.0 64.8 2,790
Siaya 97.8 61.1 268 704 69.6 391
Kisumu 93.4 68.1 378 69.2 69.5 500
Homa Bay 935 614 447 604 61.9 658
Migori 96.4 564 360 534 533 565
Kisii 977 50.0 384 728 69.3 482
Nyamira 96.4 50.3 152 741 743 195
Nairobi 97.6 731 1,657 89.1 88.7 2,051
Total 955 57.6 14,442 618 61.2 19,564

Figure 3: Maternal care indicators by county
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Table 2: Ranking of Kenyan Counties by Number of Mé&rnal Deaths and

Maternal Mortality Rate

Maternal mortalit
rate  (deaths for

Maternal every 100,00 live

RanlRegion deaths Rank Region births)

KENYA 6,623 KENYA 495
1 MANDERA 2,136 1 MANDERA 3795
2  WAIJR 581 2 WAJIR 1683
3 NAIROBI 533 3 TURKANA 1594
4 NAKURU 444 4 MARSABIT 1127
5 KAKAMEGA 364 5 ISIOLO 79C
6  KILIFI 28¢ 6 SIAYA 691
7  NANDI 26¢€ 7 LAMU 67€
8 BUNGOMA 266 8 MIGORI 673
9 HOMABAY 262 9 GARISSA 646
10 MIGORI 257 10  TAITATAVETA 603
11 KISUMU 249 11  KISUMU 597
12 SIAYA 246 12 HOMABAY 583
13 TRANSNZOIA 234 13 VIHIGA 531
14 GARISSA 20¢ 14 SAMBURU 472
15 KWALE 203 15  WESTPOKO1 434

Other countie 85

Total 6,53¢
Percent of the tot
number of deaths 98.7

(Source: Kenya Agribusiness and Agroforestry Aliar2014)

Even though Kwale, Nakuru, Nandi, Bungoma, NairobKilifi and
KakamegaAlthough rank higher in terms of numbertiteéKenya Agribusiness and
Agroforestry, 2014), in terms of MMR, they are manked high. In terms of the
maternal mortality burden, it is, therefore, impoitto include risks in a number of
deaths as well as obstetric risk. This is shownTable 3. At the state level,
approximately half of deaths (48 percent) occurthe course of delivery. In 5
counties (Turkana, Mandera, Wajir, Lamu, and Gari¥gajir) over half of the deaths
occur during delivery. The county with the highpstcentage dying in the course of

pregnancy is Marsabit. Taita Taveta, Kisumu, aray&ihave the highest proportion
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dying in the post-partum period. The implicationréhds that different factors

influence the risk of maternal death in the différeounties. Kenya is among the top

10 Countries with the highest number of HIV-relatedternal deaths and about 20

percent of maternal deaths is ultimately linked hwilIlV. Thus HIV may be

significant in Nyanza region counties which have lilghest prevalence of HIV while

other factors may be important in Mandera, Wajid &arissa with a low prevalence

of HIV.

Table 3: Ranking of counties by burden of MaternalMortality (Source: Kenya

Agribusiness and Agroforestry Alliance 2014)

County Maternal MMR Percent of deaths duri
deaths
Pregnanc Delivery 2 months
after
delivery
Mandera 2,136 3795 28 56 16
Turkana 175 1594 24 54 22
Wajir 581 1683 28 60 12
Migori 257 67% 24 45 30
Nakurt 444 374 28 40 31
Siay: 24¢€ 691 22 28 50
Kisumu 249 597 18 33 48
Nairobi 53¢ 212 25 38 38
Homa Bay 262 583 22 34 43
Kakameg 364 31¢€ 2C 44 36
Garissa 208 646 25 61 13
Marsabit 97 1127 30 a7 23
TaitaTaveta 129 603 16 36 48
Isiolo 32 790 25 56 19
Lamu 52 676 10 65 25
Kenya 6,623 495 26 48 26
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2.9. Health in Embu and Meru Counties

According to Kenya Agribusiness and Agroforestry0X2), the following were
recorded to indicate the health facilities of Enaimad Meru Counties compared to the
National. Level five 1, level 4 and leve3 86 respety. Out of these about 60% are
public unlike the national (KDHS2008/ 2009) wherebgly 40% of all health
facilities are public. Doctor to patient ratio is 10,475in Embu and 1:57000 in

Mbeere as compared to National which is at 1: 10 B@pulation (KDHS2008/2009).

Eastern 97.2 56.3 1,834 63.3 62.7 231
Marsabit 156 428 64 258 2538 91
Isiolo 96.0 50.2 58 438 421 85
Meru 973 453 442 828 81.8 517
Tharaka-Nithi 98.3 56.1 121 166 i 141
Embu 9.2 56.2 167 815 81.5 201
Kitui 975 62.2 33 46.2 456 438
Machakos 96.6 60.6 39 634 62.9 493
Makueni 96.0 65.8 274 56 533 385

Figure 4: Maternal Care Indicators by County In Eagern Province

Source: Demographic and Health Survey Key indicatas 2014.

2.10. Summary
This chapter is a review of the literature on maérand neonatal health. Literature

has been searched on the maternal health statthe icountry and globally. The
literature on the situation of EmONC skills and aup evaluation has also been

searched.

Although there is much that has been studied on GO the activities of
participating in CPD generally, literature aboue tlkvaluation of its impact in
midwifery specifically is lacking especially for Afa and more particularly for

Kenya. The literature has also revealed the mdtémath status in the counties as
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well as hindrances and facilitators of CPD practi€his research, therefore, will
inform the ministry on the relationship between CPEactice and maternal and
neonatal health in Embu and Meru counties with dima of strengthening CPD
practice and implementation in of its practice wikie ultimate goal of improving

maternal and neonatal health in the country.
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CHAPTER THREE: METHODOLOGY

3.1 Introduction
This chapter covers research design, sample smiectiteria, tools used to collect

data as well as data analysis and presentation.

3.2 Research Design
A before—after study was conducted using quantgatind qualitative methods to
evaluate trainee reaction and change in knowlesigks, and behavior, in addition to

functionality of healthcare facilities, 3 monthsspéraining.

The study adopted a pre-intervention (phase on&grvention (phase two) and post-
intervention (phase three) survey design. Phasglumee to November 2013) was a
baseline survey and the findings of phase one fdrine basis for phase two.

Phase two (December2013- September 2014) invohegairtg of all the midwives in
Phase one based on the results of the analydig ofata obtained in phase one.
Phase three (November 2014- December 2014) wavaunagion to determine the

outcomes of the intervention phase.

3.3 Location of the Study
The study was conducted in the maternity units ofbk and Meru level five
Hospitals, Kenya. The study area was selected bkecatfi convenient by the

researcher since she had no external funding éctseldistant facility
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3.4 Study Population

The study population included all midwives workimgthe maternity units of Embu
and Meru level five hospitals. The study consideredwives with an experience of
at least six months post nursing school trainind anmaternity units. Nigel et al
(2012) supports that six months is enough to olesenpact of a certain strategy. A

total of 113 midwives formed the study population.

3.5Phase One (Baseline survey): ldentification of EmO® gaps

3.5.1 Introduction to Phase One

Phase one involved conductiong a needs assessumeely.sThis phase utilised a
descriptive exploratory study (Ross and Wood 200)izing two types of
guestionnaires, a knowledge assessment and coofideand experience
guestionnaires respectively. This kind of studyiglesvas chosen because the main
aim was to describe the phenomena in as much sletsipossible in terms of how
they are. Moreover an exploratory design (Ross\odd 2006) was chosen because
it was studying an area that was not known hentempting to identify new

knowledge, new insights, new understanding andmeanings.

Moreover Taylor et al (2007) support this by statitnat descriptive designs are
particularly useful when little is known about ateén phenomenon and that they are
a way to start building up knowledge about a t@pid are used to conduct an initial
exploration on a research question. Additionalkpleratory studies are more flexible
and they allow the study to occur in a naturalisgt{Ross and Wood 2006).
Additionally, as Ross and Wood (2006) state, fléixybin exploratory research

design is best suited for studies of this typehat it allows the researcher to change
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direction as the knowledge of the variables inaea3his is because ideas occur as
data are collected and examined hence one wougiliided by the emerging issues.
Moreover, Oppenheim (2009) states that a desceigiudy tells us how many (what
proportion of) members of a population have a aertginion or characteristic or
how often certain events occur together (thatris,associated with each other); they
are not designed to explain anything or to showalaselationships between one
variable and another. This is because the reseass only to tell how many
midwives have been practising CPD by age, quatiicaamong other variables but
she was not able to tell the relationship betwééndnd the actual practice. The data
collected was essentially fact-finding and desorgptand also used to make

predictions and recommendations for analytic desiganswer the “why” questions.

Wood and Ross (2006) support this by stating tmatdesign is descriptive because it
was describing a phenomenon and a lot of informatiould be acquired through
description. An in-depth exploration and descriptivas required to inform of the
current practice of CPD, motivating factors and d#awating factors to CPD
participation by nurses. However as Oppenheim (868 Taylor et al (2007)) state,
descriptive designs cannot be used to determineuti@unt of differences between
groups, relationships of characteristics or catysaburing this phase, data was
collected to establish the midwives’ knowledge, engnce and confidence level of
EmNOC in provision of care to patients and cliefitsis was necessary in order to
identify needs/gaps on the same with the aim oérugning based on the gap
identified. Method triangulation was used in datallection. Two sets of
questionnaires were used (knowledge questionnaidecanfidence and experience

questionnaire) and interview checklist.
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3.5.2 Study Sample and Sample Size Determination
A total of 113 midwives qualified for phase one.
Kombo and Tromp (2006) define a sample as a paa lafge population which is
thought to be representative of the larger poputatit is a subset of the total target
population. Sampling is the process of selectintpva cases in order to provide
information that can be used to make judgmentstaeuarger population and hence
should be a true representative of the populatioaracteristics (Kathuri & Pals
1993).
A sample for phase one was obtained using guidetineen by Nasiuma (2001).

NC

c?+ (N-1)&°

Where n=population

c=coefficient of variation which is 30%

e=standard error

Taking a coefficient of variation of 25% and a stard error of 0.03 out of a target
population of midwives from Meru Hospital and Entimspital respectively, a sample
of 33 and 31 was obtained. From a target populatid@® and 54 of these institutions,
a sample of 33 and 31 respondents was obtained fem hospital and Embu
hospital respectively. 25% coefficient of variatias used to ensure that the sample
was wide enough to justify the results being gedisma for the two hospitals.
However, all the 113 midwives who qualified to liedy subjects were included in

phase one and two.
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MERU HOSPITAL

Population is 59(N)
C=25%
E=0.03
N (sample)="?

59* 0.25
n= ——
0.25+ (58)0.0%

3.687
n= ——m—
0.0625+0.0522
n= 32.14

hence we take n =33 respondents
EMBU HOSPITAL
Population is 54(N)
C=25%
E=0.03
N (sample)=?
NE
n=

é+ (N-1)&

54* 0.25
n= ———
0.25+ (53)0.03

3.375
n= —————
0.0625+0.0477
n = 30.626

Hence 31 respondents

3.5.3 Inclusion and Exclusion Criteria
For inclusion in the study, one was required t@beridwife, male or female working
in either of the sections of maternity units witlm&gnimum nursing experience of at

least six months.
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3.5.4 Selection and Training of Research Assistants

Four research assistants at the level degree singuwere recruited and trained on
the purpose of the research, the objectives andtbavge the research tools and the
evaluation guidelines. They were also trained oa tlata collection techniques.

Honesty and confidentiality among the assistants emphasized. They were also
trained on data processing. Before data collectiom,assistants were introduced to

the administration of the two hospitals for authyotd collect data.

3.5.5 Pre-Testing of Tools

Before the actual data collection, a pilot survegswearried out at Chuka General
Hospital because it had similar characteristic e target population. Piloting is

done to assess the clarity of the instrument sbatmaitem found to be inadequate is
to be discarded or modified to improve on valiqMulusa 2008).The researcher tried
the questionnaire out on a small sample of 30 m$pats which was 26.55% of the
population that was targeted in this study. A gs-bf between 10% and 30% of the

study population is recommended (Mugenda & Mugeg68a3)

3.5.6 Reliability

Reliability is a measure of the degree to which theearch instrument yields

consistent results or data after repeated trialaggvida and Mugenda 2003). The
tendency towards consistency found in repeated une@ments is referred to as

reliability. The study used Split-half technique &ssess the reliability of the

instrument. The data obtained from the pilot survegs used to determine the
reliability of the instrument, where the instrumeletsigned had two parts and subject

scores from one part were correlated with scor@s fthe second part. A correlation
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coefficient of 0.769 was obtained; therefore theeegcher adopted the research
instrument with minor revision of questions. A @ation coefficient of above 0.65 is
acceptable. Reliability coefficient below 0.65 apor, those in the 0.7 range are good

while those above 0.8 are considered best (SelZ@6).

3.5.7 Validity of the Instrument

Validity is the ability of the instrument to testhet it was intended to test. After
preparing the research instruments, e-Delphi psaeass used to check its face
validity and likely acceptability and utility in @Psettings. The Delphi method is a
systematic, interactive forecasting method whicleseon a panel of independent
experts. The carefully selected experts answertiguesires in two or more rounds.
After each round, a facilitator provides an anonysisummary of the experts’
forecasts from the previous round as well as tlsaes they provided for their
judgments. Thus, experts are encouraged to revisedarlier answers in light of the
replies of other members of their panel. It is éeatd that during this process the
range of the answers will decrease and the grollz@nverge towards the "correct"
answer. Finally, the process is stopped after alpfimed stop criterion (e.g. number
of rounds, achievement of consensus, and stabflitgsults) and the mean or median
scores of the final rounds determine the resultsthls case the researcher used a
panel from one of the Universities in the couniryhe area of midwifery and nursing
education who answered the questions in the questices and the Interview
checklist for three rounds as had been agreeceednyi a team of experts from the
faculty of Health sciences at Chuka University. Team of experts were reviewing
the answers and returning to them until they wene ghat the expected answers

could be obtained by the tools.
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3.5.8 Data collection Methods and Procedure

The study participants were midwives from the matgrunits of Embu and Meru

level five hospitals in Meru and Embu counties sxtppvely. The study was three
phased. Phase one (June to November 2013) invalegdlopment of continuing

professional development (CPD) training evaluagardelines in the area of EmMONC
and a needs assessment survey of the perspecti@Doamong midwives working

in the above mentioned hospitals. A total of 118wives were involved in the study
(59 from Meru hospital and 54 from Embu). Duringstphase, data was collected
using questionnaire (knowledge, confidence and ampee questionnaire), interview
checklist and case studies. The main objectivéisfhase was to identify skills and
knowledge gap in the area of maternal and neomaalth and factors influencing

participation in the continuing development actest

3.5.9 Research Instruments

Data for phase one was collected using two typeguestionnaire (knowledge and
confidence and experience questionnaires respgqtiveterview checklist and case
studies. A questionnaire was selected becausdfiadministered saves time for the
researcher, it gives the subject freedom of exes# takes a very short time to
gather a lot of information with a questionnairen cgield candid responses if
anonymous and gives a standard format of gathéniimgmation (Oppenheim 2009
and Taylor et al 2007). However, a questionnaii® $wne disadvantages and that is
why the researcher will use other methods in cartjon. Disadvantages include:
standardization may lead to giving of superfici#fiormation, open-ended questions
may lead to too much data which may be difficulatwlyze, its data can be limited

by the respondent’s lack of literacy, language, misunderstandings and
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misinterpretations and some subjects may refus@swer some questions (Taylor et
al 2007). During piloting some questions were aslevhile others were reframed to
answer what was expected. A questionnaire waslaje@ because although there
were those existing they could not serve the pwm&n with adaptation as it was
supported by Taylor et al (2007) and was consistihgoth factual and non-factual
guestions whereby factual information included thiegraphic data and the non-
factual information included the information thaasvgiven out by the respondents
(subjective data) and that they had control of tesponses. Both type of
guestionnaires had five parts namely socio-demdugagata, antenatal care, labour
and delivery, postnatal land newborn as well asrgamey management component.
To increase response, rate the length of the quesstire was made reasonable such
that it took the respondents no longer than halfi@mr to complete and also ensured
that the content did not entail very sensitive agpef the respondents (Taylor et al,
2007). This was checked at the pilot stage. Moreogedescriptive title for the
questionnaire was written as well as introductatgelr (See appendix secton).This
was because the introductory letter was telling rispondents who the researcher
was, the intended benefits of the study and howetbthe results of the research.
Signing of the consent forms was termed as accepttm participate. To increase
return rate, the assistants kept on moving roueduthit reminding the subjects to

return. The non-returned forms were counted asraspenders.

3.5.10 Interview Schedule
While every interview requires a somewhat differsinticture, certain principles and
techniques are applicable to all. The interviewesithe three major parts: (1) the

opening; (2) the body; (3) the closing.
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According to Taylor et al, (2007), the opening ddowlways make the
respondent/interviewee feel welcomed and relaxeddtition, the opening should be
addressed. The interviewer should also provide sorftgmation to motivate the
respondent to answer the questions. Motivating¢spondent might involve offering
an incentive for participating or an explanatiom foow the information will be
valuable to society. Finally, the opening shouldigate the expected length of the

interview.

The body of the interview schedule always liststthpcs to be covered and potential
guestions (Oppenheim 2009). Moreover, the numbequistions and the exact
wording of the questions depend on the type ofrwiges schedule used and the
interview may be nonscheduled with only the topasd subtopics listed. A
nonscheduled interview generally leaves out paéptiobing questions to allow the
interviewer to adapt to the interaction that un$old@he nonscheduled interview,
however, requires a highly skilled interviewer, yades no means of recording
answers and presents problems in controlling the factor. Beginning interviewers
often rely on a moderately scheduled interview tt@attains major questions and
possible probing questions under each. This scheslill allows some freedom to
probe into answers and adapt to the situationdditian, this type of schedule aids in
recording answers and is easier to conduct. We kall using the moderately

scheduled interview format for our in-class intewi
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The closing should maintain the tone set throughimeiinterview and should be brief
but not abrupt. Interviewers should summarize ttennissues discussed during the
interview, discuss the next course of action tadken, and thank the respondent for

his or her time (Oppenheim 2009 and Taylor et 8720

However Oppenheim (2009) and Taylor et al ( 20@fgst that interview schedules
have several advantanges and disadvantages. Sone afdvantages incude:The
interviewer is present and can establish his/hedemtials and develop rapport with
the respondent and In a face-to-face interview,ibterviewer can use visual aids to
illustrate points or identify issues s/he is adsimg These aids include photographs,
diagrams, and physical models. Additionally, if lespondent does not understand a
question, the interviewer can interpret it. Theref the respondent is not provided
with potential responses, so that the respondeetaiine views are obtained. They
further stated that the data are complete as tieeviawer can check that all issues
have been covered and all relevant demographic réataded. On the other hand,
Oppenheim (2009) and Taylor et al (2007) stated tiwe greatest disadvantage of
interview schedules is that interviewer bias cacuod the respondent feels a need to
provide the answers that the respondent believesinterviewer wants. This is
particularly likely to occur if there is a real perceived power relationship, such as a
teacher interviewing a student or a priest/ministeerviewing a parishioner. The
effect of the disadvantages of the interview schleduvas addressed by method

triangulation.
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3.5.11 Case Study

It as “an empirical enquiry that investigates atearporary phenomenon in depth and
within its real-life context, especially when theumdaries between phenomenon and
context are not clearly evident” (Taylor et al 20Zase studies are intended — unlike
more superficial and generalising methods — to igeva level of detail and
understanding. “It is defined by interest in anivilal case, not by the methods of
inquiry used”, and that “the object of study isp@aific, unique, bounded system.

The case studies were inquiring about Knowledgg@egence and confidence of
midwives in providing antenatal, postnatal, newbamil emergency care to patients

and clients.

3.5.12 Data Analysis and Presentation of Results Phase One.
Step 1: Data entry
Data entry was ongoing throughout data collectiber araining data entry clerks.
Data entry programs were created for questionnaicese studies and the
interview schedules. Testing for the data entrngmms for each tool was done by
enteringfictitious data into each data entry file. Eachlta@as then reviewed to
make sure that it has been filled in completelguaately, and consistently. Any
inconsistencies were resolved. The data entry €lerkered all data from tools.
All data from eachool was double entered—once into each computeliffgrent
staff following the principles:

» Data entry clerks worked at the same pace for elatiey. If data entry

is attempted too quickly, errors may occur.
« Data from all questionnaires of one type was edtseqguentially (i.e.,

all knowledge questionnaires).
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» All data files were backed up regularly on a digkair CD-ROM, both
during data entry and at the end of the day.

» After data entry of questionnaire information, eaplestionnaire was
marked with a check or cross to indicate that daté&ry has been
completed. They were then filed by type of quesiwre and the
identification number

* Filed questionnaires were then Stored in a lockedinet to ensure
confidentiality of learners.

 The assessment coordinator supervised data entryparodically
checks the quality of data entry by randomly sélgctjuestionnaires

for review.

Step 2: Data Cleaning

The data manager validated the entered data by iexemfrequencies for each
variable. Frequencies were examined for out of eadigta and inconsistent entries
across variables. This process helped identify iangnsistencies in the data, and
allowed the data manager to correct them usingtiggnal data collection toolg:or
example, in the Confidence and Experience Quediosrthere is a question asking
about the number of births attended each weekelfdata manager finds that there
is a large range in the number of answers giveantthe data manager may want to
look at the original questionnaires to make surat tihe data were entered correctly.
Or, the data manager may find that some variabkegeha lot of missing responses.
This would signal the data manager to loakthe original questionnaires for that

variable to make sure that the data were enteredectly
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Step 3: Development of an analysis plan and selemti of key indicators

The analysis plan and key indicators were develdy@dre the assessment occurred
to make sure that all key questions were addregsielr the data were collected,
entered, and cleaned, the assessment coordinatolagan manager met again with the

data collection team to finalize an analysis plan.

Step 4: Data analysis

Data was analyzed at two levels, that is phaseaodephase three. Since phase one
was a level one (whereby the knowledge about teeareh topic is limited because
little or no research has been done, therefofe bitno literature is available hence to
answer the research question an exploration ofdpie in great depth and detail is
required) study, it involved two main steps (Roes &/ood 2006). That is content
analysis and frequency tabulations. Data was cttameliminate some of the more
obvious errors that may have crept in during theceding stages (frequency
distributions, range-checks and internal consisteas stated by Oppenheim (2009)
and analyzed both qualitatively and quantitativ€yalitative data was analyzed by
content analysis of the themes that emerged whedeasriptive statistics and
inferential statistics were used to analyze quativé data. Quantitative data was
analyzed by descriptive statistics. After data exilbn, coding was done and then
entered into a data sheet on SPSS. Coding wasdangdo the three main themes and
any other emerging theme: CPD activities, motivgtiand inhibiting factors.
Description of the distribution and range of resggmto each variable was done and
data examined for skewness. Data was categorizednaminal scale, defining them
carefully so as to ensure that they were mutuadgjusive. A descriptive summary of

the data was then made. Frequency distributiotsrins of graphs, charts and tables
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was then used as well as measures of central tepdeich as mean, median, mode
and range and standard deviation to show the digpeof data (Taylor 2007). Tests
of association (Chi-square) were used to enhareartbwer to the question (Ross and
Wood 2006). The formula for calculating chi-squérd is:

’= (o-efle
That is, chi-square is the sum of the squaredreiffiee between observed) @nd the
expected €) data (or the deviatiord), divided by the expected data in all possible

categories (Sekaran, 2006).

Step 5: Results presentation
Results were presented in form of tables, figured marrative and the findings

formed the basis for the second phase of the study.

3.6 Phase Two (Intervention): Development Of Traimg Modules, Training And
Monitoring

3.6.1Introduction to Phase Two

Phase two involved development and implementatibrEmNOC modules. The
training was based on the gaps identified duringsphone. Since 2001, a lot of
emphasis has been put on EmNOC training globaltyekaluation of skills retention

has not been documented (WHO 2015).
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3.6.2 Development of the Training Modules and the \E&luation Tools and
Guidelines

This was based on the gaps identified in phase ®he. main aim was to train
midwives on EmONC with the aim of improving matdraad neonatal health in the
country. The training also aimed at providing coaghand mentorship to the
midwives in the clinical areas in order to ensuk#éissretention. This would make
them utilize these skills whenever they are senpatients and clients. The overall
goal was to increase midwives’ involvement in aétion of EmONC skills whenever
they are providing care. The primary focus of thgsecific training programmes was
for midwives to acquire knowledge, skills and al@B necessary to care for mother
and newborns. The training content was prepareedoas the findings of phase one
in reference tathe WHO materialsin the I ntegrated Management of Pregnancy and
Childbirth (IMPAC) series. In addition it used relevant local guidelines anotg@cols
developed by the Division of Reproductive Healtrenda and ministry of health,
Kenya. There were five modules in the package eaach enodule described the
learning objectives, learning outcomes, course amdntteaching methods, and
evaluation methods. The evaluation guidelines doeththe data collection tools,
data analysis templates and guidelines on how ¢éoeash tool. Module one was
introduction to maternal and newborn health, modw on rapid initial assessment
and emergency management; module three on camgduregnancy; module four on
care during labor and child birth and module five post partum maternal and

newborn care.
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This training was completed over three weeks' mkrgith 8 days classroom
theoretical sessions & practice on anatomical maddl10 days of clinical practice in
the two health facilities. The trained midwives edollowed and monitored in the

study areas for three months as they cared foren®tnd neonates.

3.6.3 Sample Size and Sampling Methods

All the 113 nurses were trained.

3.6.4 Validity and Reliability of the Training and Evaluation Tools
The tools were tested on twenty midwives from Chhkapital. This was to ensure

face and content validity.

3.6.5Training and Monitoring

The midwives were trained using the developed nmexlaind monitored for three

months. WHO (2015) recommends that the researclist recognize that the time

span between the first test and the second tedbe@onfounded by age, fatigue and
maturation. Thus, unnecessary prolongation of shmeuld be avoided which can lead
to some nurses retiring, resigning or being tramstehence reducing the number to

be evaluated.

3.6.6 Mode of Assessment and Evaluation During thEraining Period
In order to determine prior knowledge/skill on EmONa written pretest was
administered (before training) and a score obtaigdeach participant. The same

examination was administered at the end of traifjpast-test) and a score recorded
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for each participant. This was in order to compghgescores for each participant and

assess the effect of the training.

3.7Phase Three: Evaluation

3.7.1 Introduction to Phase Three

This phase involved evaluation of outcomes of theing interventionlt was done
at two levels. That is, immediately after the efittaining sessions for each cohort of
participants and at three months after completimg éntire training. Immediate
evaluation involved assessing changes in partitghamowledge in EmONC by
comparing scores obtained in the pre and post-thstdso assessed the midwives’

ability to retain competences after the trainind anaching.

3.7.2 Data Collection Methods in Phase Three

Evaluation at three months after training was daemg the same questionnaires,
case studies and interview checklist and procedseel at baseline survey. The tools
had the same parts as those in phase one. A tbt@d onidwives were selected

randomly from the 113 midwives who were traineglrase one.

3.7.3 Data Analysis and Presentation of Results

After entry into the computer, participants’ respes in phase 111 were paired with
responses in phase 1. The data was then analyzed &PSS version 22.
Demographic information was utilized to describe ttample. Frequencies were
obtained for the midwives’ demographic charactesstand EmONC activities.
Descriptive statistics were used. Statistical mgstvas done using paired samples t-

test to compare results before and after traimtgyvention.
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One-way analysis of variance (ANOVA) was also usedssess relationship of study
variables within or between groups. The confidelee! set at 95% (p 0.05). A
confidence interval is a range of values that kelyi to contain an unknown
population parameter. That is to say that a 95%idence interval indicates that 19
out of 20 samples (95%) from the same populatidhpoduce confidence intervals
that contain population parameter (Wood and Ro§6RResults were presented in

form of tables and figures.

3.8 Ethical Consideration

Ethics approval was sought from The Ethics and &ebe Committee, Kenyatta
National Hospital/ University of Nairobi. Permissiowas obtained from the
management of Meru and Embu hospitals. All paréiotp were informed about the
study and participation was on voluntary basis.ti&ni consent from the participants
was obtained and participants were free to withdiramw the study at any point. The
filled questionnaires were sealed by the resporsdemd handed over to be opened by
the researcher only. The data obtained was anonyrsimee no writing of names.
Assurance was given to the respondents that tlwenmation given was to be used
only for the intended purpose of informing the miidny policy in Kenya and that no
plans whatsoever were intended to victimize anybd®fore each interview, the
participants were informed about the purpose ofdtiely, how it would be carried
out, and that their participation was voluntaryrtegpants were advised that they

could leave the interviews at any time.
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3.9 Main Assumption
The study assumed that understanding the factas itfluence EmONC skills
practice by midwives and eliminating the barrieisud help in improving maternal

and newborn health.

3.10. Study Limitations

The self -report method utilized in this study a@busult in reporting bias (Rose and
woods 2006). Funds were initially a limitation ogito the magnitude of the study
and this delayed the progress. The preparation hef training modules, its
implementation, and training of research assistatéionary and data management
and analysis were all very expensive. This studg made possible by the loan that

the researcher took from Kenya Commercial Bank.

72



CHAPTER FOUR: RESULTS

4.1Introduction

This chapter describes the details of the findimgghase one and three. The results
phase one are tabulated in tables and illustratéidures. The chapter ends by giving
comparisons of the findings in phase three to thioseohase one which show

improvements in use of EmONC skills while providipatients’ and clients’ care.

4.2 Phase 1 Results (Findings from Baseline Survey)

The pre-intervention survey was completed by 15pwoadents (54 participants from
Embu hospital and 59 participants from Meru hogpitall of them returned the
guestionnaires representing 100% response ratghh®{i.8%) questionnaires were

incomplete.

4.2.1Gender of the Respondents

The gender of the respondents is important to brirtghe aspect that midwifery and
nursing profession in Kenya traditionally has beensidered a female profession in
Kenya. This is depicted in table 7 and 8 below.sTisi important considering the
current political and gender issues that are enipdésn the Kenyan constitution of

2010.

Females in Meru hospital comprised 74.6% (n =44jhef participants with males

constituting 25.4% (n=15).This is shown in tableelow:
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Table 4: Gender of the Respondents in Meru Level Bospital

Gender Frequency Percent
Male 15 25.4
Female 44 74.6
Total 59 100.0

Females in Embu Level5 hospital comprised of 71(A%2) of the participants with
males constituting 22.2% (n=12).This is shown ibl¢éa5 below: These results

compare favourably with the results for meru hagpit

Table 5: Gender of the Respondents in Embu Level Hospital

Frequency Percent
Male 12 22.2
Female 42 77.8
Total 54 100.(

4.2.2 Professional Qualifications

This study sought to find out the level of qualfiion for the nurses in each
institution. Descriptive statistics of frequencew percentages were used to analyses
the data. The results are presented in table &rusu hospital and table 6 for Meru

hospital.

The information displayed in table 6 below revehkt majority of the nurses in meru
hospital (33.9 %) have KRN/M. Those who have actediior BSc (25.4 %), KRM

18.6%, KRCHN 13.6%, KECHN (8.5%), none of the rextents had KEM.
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Table 6: Level of qualifications for nurses in MeruHospital

Qualification Frequency Percent
BScN 15 25.4
KRM 11 18.6
KECHN 5 8.5
KRCHN 8 13.€
KRN/M 2C 33.¢
Total 59 100.0

The information displayed in table 6 above revlat tnajority of the nurses in meru
hospital (31.5 %) have KRN/M. Those who have actedifior BSc (25.4 %), KRM

18.6%, KRCHN 13.6%, KECHN (8.5%), none of the regtents had KEM.

4.2.3 Area of Deployment/Work Station of the Respatents

This study sought to find out the work stations flbe nurses in each institution.
Descriptive statistics of frequencies and percesdagere used to analyse the data.
The results are presented in table 7 for Meru halspnd table 8 for Embu hospital.

Indicate Area of deployment

B AnC WARD

H LABOUR WARD
CIPNC WARD

W NEABORN UNIT
Oather

Figure 5: Area of Deployment of respondents of Merudospital
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Table 7: Work Station for Nurses in Meru Hospital

Frequency Percent
ANC WARD 6 10.2
LABOUR WARD 22 37.3
PNC WARD 10 16.9
NEWBORN UNIT 17 28.¢
Othel 4 6.€
Total 59 100.0

Table 7 above shows that, Most (37.3, 22) of tlspeadents in Meru Hospital were
deployed at the Labour ward, followed by 28.8%, deployed in the new born
unit,16.9%,10 in the PNC ward,10.2%, 6 in the AN&rdvand the least at 6.8%,4 of

the respondents were deployed in the Maternityttbesection of the hospital

Table 8: Work Station for Nurses in Embu Hospital

Frequency Percent
ANC WARD 6 11.1
LABOUR WARD 20 37.0
PNC WARD 12 22.2
NEWBORN UNIT 14 25.9
Other 2 3.7
Total 54 100.0

Table 8 above shows that, Most (37.0, 20) of trspeadents in Meru town were
deployed at the Labour ward, followed by 25.9%, eigldyed in the new born
unit,22.2 %,12 in the PNC ward,11.1%, 6 in the AN&rd and the least at 3.7%,2 of

the respondents were deployed in the Maternitytteeszction of the hospital.
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4.2.4 Primary Job Responsibility of the Respondents

This study sought to find out the primary job resgqbilities for the nurses in each
institution. Descriptive statistics of frequencessd percentages were used to analyse
the data. The results are presented in table9 BmuNospital and table 11 for Embu

hospital.

Table 9: Primary Job Responsibilities of the Respaents in Meru Hospital

Frequency Percent
Healthcare provider 42 71.2
Clinical training supervisor 10 16.9
Teacher/Educator/Instruc 4 6.8
Others 3 5.1
Total 59 100.0

Table 9 shows that most (71.2%, 42) of the resputsd@ Meru town hospital were
Healthcare providers, only 16.9%, 10 were clinicalning supervisors and 6.8% 4
were trainers/ educators. The rest of the respdad€B.1%, 3 had other

responsibilities in the wards.

Table 10: Primary Job Responsibilities of the Respalents in Embu Hospital

Frequency Percent
Healthcare provider 32 59.3
Clinical training supervisot 9 16.7
Teacher/Educator/Instruct 10 18.5
others 3 5.6
Total 54 100.0
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Table 10 shows that most (59.3%, 32) of the respotsdin Meru hospital were
Healthcare providers, only 16.7%, 9were clinicalrting supervisors and 18.5% 10
were trainers/educators. The rest of the respoadBré%, 3 had other responsibilities

in the wards.

4.2.5 Assessment of Midwives before Training Skillsn Knowledge in Maternal

and Newborn Healthcare

This study sought to find out the essential sKibtls midwives in each institution of
health services. Questionnaires were administaretie respondents and they were
asked to select the best possible answers. Ddaseripercentages were used to
analyse the data and present the results fromrgdonses. The results are presented

in table 9 for Meru hospital and table 10 for Enfimspital.

4.2 5.1Meru Level V Assessment Results

Antenatal Care Skills Assessment - Meru
Level V

B % respondents with correct
responses

Figure 6: Antenatal care Skills Assessment
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The results in the table above show that the mvdsvidid not score the required
percentage of 80% and above in any of the compeseridie highest score was in the
are of HIV care ( 67.8%)followed by conselling antbrmationsharing respectively

(62.5 and 62.1). The lowest wa in the area of Fedwsitenatal care(32.6%) and yet
this is one of the key interventions in preventjadentification and management of

maternal morbidities. The mean score was 49.2%.

Intrapartum Care Skills - Meru Level V

B % respondents with correct responses

Figure 7 : Intrapartum Care Skills Assessment

In the area of Intrapartum care, the midwives agbnot score 80% in any of the

areas assessed on. The highest score was in thefavaginal examination (70.6%)

followed by Initiation of breast feeding (69.5%hd& mean score was 56.6%
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Postpartum Care Skills Assessment -
Meru Level V

M % respondents with correct responses
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Figure 8: Postpartum Care Skills Assessment

In the area of postpartum care, the average scageb5®.2%. The highest score was

immediate post natal care (71.0%) followed by pwestal counseling (67.8%). The

least was danger sign recognition (45.9%).
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Assessment of Skills in Managing
Complications - Meru Level V

B % respondents with correct responses
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Figure 9 : Management of Complications

When assessed on the management of maternal andomewomplications, the

midwives scored an average of 58.1% with the higkesre being in the area of

essential newborn care skills (73.1%).
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4.2.5.2: Embu Level V Assessment Results

Antenatal Care Skills Assessment -
Embu Level V

B % respondents with correct responses before training
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Figure 10: Embu Antennal Care Skills Assessment

In Embu still, the midwives scored highest in tiheaaof HIV care (69.8%) followed

by counselling (64.0%). The mean score was 53.2%
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Figure 11: Embu Intrapartum Care Skills Assessment

The midwives scored a mean of 59.7 with the higkeste in the area of performing

vaginal examination (72.6).
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Figure 12: Embu Postpartum Care Skills Assessment

The mean score was 57.9% with the highest scorghgithe area of post partum

followup (71.0%).

Assessment of Skills in Managing
Complications - Embu Level V

| % respondents with correct responses before training
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Figure 13: Embu complications management assessment
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The mean score was 57.7% with the highest scorgghrithe area of neonatal care

(73.1%).

4.2.6.Percentage of Professional Time Spent in Acities

The researcher sought to find out the average p&ge time spent in performing
some activities. The respondents were given eofisdctivities to estimate the total

percentage time spent each week in each actiwtiagich the total of the activities

should add up to 100%.The average percentage sipeesented in table 15 and 16

below.

Table 11: Percentage Professional time spent in tHellowing activities in Meru

hospital

Activities Percentage
Patient/client care 90%
Clinical training 5%
Teaching /educating/instructing(not in a clini 4%
setting)

Others(specify 1%
Total 100%

The respondents indicated that they spent 90% aif irofessional time attending
patients or clients care. On average the resposdedicated that they spent 6% on
clinical training. On average the respondents m@id that they spent 6% of their
professional time teaching or instructing but noti clinical setting. They indicated

that they spent 1% of their time on other actigiti@his means that although the
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midwives were not competent to practice, they sprast of their time handling

patients and clients.

4.2.6.1Percentage Professional Time spent in thalbwing Activities in Embu
hospital

The respondents indicated that they spent 87% aif irofessional time attending
patients or clients care. On average the resposdedicated that they spent 6% on
clinical training. On average the respondents m@id that they spent 6% of their
professional time teaching or instructing but noticlinical setting. They indicated
that they spent 1% of their time on other actigitieThis means that although the
midwives were not competent to practice, they sprast of their time handling

patients and clients.

Table 12: Percentage professional time spent in tHellowing activities in Embu

hospital

Activities Percentac
Patient/client cau 87%
Clinical training 6%
Teaching /educating/instructing(not in a clinical 6%
setting)

Others(specif 1%
Total 100%
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4.2.7 Use Partograph to Monitor Labor
The researcher sought to find out whether the halspused Partograph to monitor
labour. The responses were presented in frequeranes percentages. This is

presented in table 13 and 14 below.

4.2.7.1 Use Partograph to Monitor Labor in Embu Hopital

The results show that 64.8% indicated that the itedspused a partograph to monitor
labor.14.8% of the respondents indicated the halspidid not have a partograph.
20.4% of the respondents indicated that they didknow whether the hospitals used

partograph to monitor labor.

Table 13: Use Partograph to Monitor Labor in Embu Hospital

Frequency Percent
Yes 35 64.8
No 8 14.8
Don’t Know 11 20.¢
Total 54 100.(

4.2.7.2 Use Partograph to Monitor Labor in Meru Hogpital

The results show that 67.8% indicated that the itedspused a partograph to monitor
labor.15.3% of the respondents indicated the halspidid not have a partograph.
16.9% of the respondents indicated that they dicknow whether the hospitals used

partograph to monitor labor.
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Table 14: Use Partograph to Monitor Labor in Meru Hospital

Frequency Percent
Yes 40 67.8
No 9 15.3
Dont Know 10 16.9
Total 59 100.(

This showed that although the midwives were not metent in the EmONC skills
they greatly practiced them. Proper charting andr@wiate interpretation of the
partograph requires a competent midwife. Therefalfhjough the midwives were

using the partograph, they could not use it to @nécomplications from occurring.

4.2.8 Managing Complications
The researcher sought to find out whether the kalspused manuals in managing
complications in the hospitals.The responses wessented in frequencies and

percentages. This is presented in table 19 ane@ivb

4.2.8.1Using manuals to manage complications in Emkhospital

Results indicate that majority of the respondebf3%) in Embu hospital indicated
that they did not use a manual to manage compiecatarising during birth and after
birth in their institution.25.9% indicated that yheid not know whether the institution

had a manual. Only 14.8% indicated they did usertaruals.
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Table 15: Use of Manuals to Manage Complications iEmbu Hospital

Frequency Percent
Yes 8 14.8
No 32 59.3
Dont Know 14 25.9
Total 54 100.(

4.2.8.2Using manual to manage complications in Merospital

Results indicate that majority of the respondeB%&g%) in Meru hospital indicated
that they did not use a manual to manage compicatarising during birth and after
birth in their institution.25.4% indicated that yheid not know whether the institution
had a manual. Only 16.9% indicated they did userthauals. These results compare

favorably with the results for embu hospital.

Table 16: use manuals to manage complications in MeHospital

Frequency Percent
Yes 15 25.4
No 34 57.6
Dont Know 10 16.9
Total 58 100.(

4.2.9 Use of Manual as a Reference
The researcher sought to find out the frequenayhich the hospitals used manuals
as a reference in the two hospitals. The respoasepresented in frequencies and

percentages. This is presented in table 21 anc@2vb
89



4.2.9.1Using Manual as a Reference in Embu Hospital

Table 17 indicates that majority of the midwiveslicated that they rarely used the
manuals (38.9%).25.9% of the respondents indicdked they never used the
manuals.14.8% indicated that they used the mamu per month.11.1% indicated
that they used the manual once per week. Only @f3%te respondents indicated that

they used the manual every day.

Table 17: Use of Manual as reference in Embu Hosjait

Frequency Percent
Everyday 5 9.3
Once Per Week 6 11.1
Once Per Mont 8 14.¢
Rarely 21 38.9
Never 14 25.9
Total 54 100.0

4.2.9.2 Using Manual as a Reference in Meru Hospita

Table 22 indicates that majority of midwifes in Mdndicated that they rarely used
the manuals (39.0%).30.5% of the respondents iteticthat they never used the
manuals.11.9% indicated that they used the mamed per month.10.2 % indicated
that they used the manual once per week. Only &bfte respondents indicated that
they used the manual every day. These results aenipaorably with the results in

Embu Hospital.
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Table 18: Use of Manual as Reference in Meru hospilt

Frequency Percent
Everyday 5 8.5
Once Per Week 6 10.2
Once Per Month 7 11.9
Rarely 23 39.C
Nevel 18 30.5
Total 59 100.0

4.2.10 Safe Motherhood Committees
The researcher sought wether the nurses had fosafedmotherhood committees in
the two hospitals. The responses are presentedgndncies and percentages. This is

presented in table 19 and 20below.

4.2.10.1 Safe Motherhood Committees in Embu Hospita

The results indicate that majority (40.7%) of trespondents in Embu hospital
indicated that they had not formed any safe mottmhcommittees. The results
further show that the 35.2% respondents in Embuphkidsdid not know whether

there were any safe motherhood committees in raspdnly 24.1% of the

respondents indicated that they had formed saf@enobod committees.
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Table 19: Awareness on Safe Motherhood Committees Embu Hospital

Frequency Percent
Yes 13 24.1
No 22 40.7
Dont Know 19 35.2
Total 54 100.(

4.2.10.2 Safe Motherhood Committees in Meru Hospita

The results indicate that majority (50.8%) of thespondents in Meru hospital
indicated that they had not formed any safe motimthcommittees. The results
further show that the 25.4% respondents in Embuphidsdid not know whether

there were any safe motherhood committees in raspdnly 23.7% of the

respondents indicated that they had formed saf@enobod committees.

Table 20: Awareness on Safe Motherhood Committees Meru Hospital

Frequency Percent
Yes 14 23.7
No 30 50.8
Dont Know 15 25.4
Total 59 100.(

4.2.11 Births Attended Per Week
The researcher sought the number of births attepéedveek in the two hospitals.
The responses are presented in frequencies aneinpeges. This is presented in table

21 and 22 below.
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4.2.11.1Number of Births Attended Per Week in EmbuHospital

The results in table 21 below indicate that majyowf the respondents (46.3%

indicated that they attended 91-120 births per w&%ef % indicated that they

attended an estimate of 31-60 births per week.18sl6ated that they attended 61-
90 births per week. Only 5.6% indicated that thegraded above 120 births per week

and 3.7% indicated they attended 30 and belowdptr week.

Table 21: Number of Births attended per week in Emb Hospital

Frequency Percent
1-30 2 3.7
31-60 14 25.€
61-9C 1C 18.5
91-120 25 46.3
Above 120 3 5.6
Total 54 100.0

4.2.11.2 Number of Births Attended Per Week in MerwHospital

The results in table 22 below indicate that majyowf the respondents (52.5%
indicated that they attended 91-120 births per wis:& % indicated that they
attended an estimate of 31-60 births per week %bidicated that they attended 61-
90 births per week. Only 3.4% indicated that thitgraded above 120 births per week
and 10.2 % indicated they attended 30 and belothsiper week. These results

compare favorably with the results in Embu town éléy hospital.
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Table 22: Number of Births Attended Per Week in Meu Hospital

Frequency Percent
1-30 6 10.2
31-60 11 18.6
61-90 9 15.3
91-12C 31 52.t
above 12 2 3.4
Total 59 100.0

4.2.12 Antenatal Clients Attended Per Week
The researcher sought the number of Antenataltsliattended per week in the two
hospitals. The responses are presented in freqegeramd percentages. This is

presented in table 23 and 24 below.

4.2.12.1Antenatal Clients Attended Per Week in Embtiospital

The results in table 21 below indicate that majyowf the respondents (66.7%
indicated that they attended above 120 antenatits| per week.11.1 % indicated
that they attended an estimate of 61-90 antenkeaits per week.9.3 % indicated that
they attended 91-100 antenatal clients per weely @% indicated that they

attended 31-60 antenatal clients per week and 5i6d¥ated they attended 30 and
below antenatal clients per week. These resultgpaoenfavorably with the results in

Embu town Level 5 hospital.
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Table 23: Antenatal Clients Attended per Week in Erbu hospital

Frequency Percent
1-30 3 5.6
31-60 4 7.4
61-90 6 11.1
91-12C 5 9.2
above 12 36 66.7
Total 54 100.0

Table 24: Antenatal Clients Attended per Week in Meu hospital

Frequency Percent
1-30 7 11.9
31-60 3 5.1
61-90 34 57.6
91-12C 11 18.€
above 12 4 6.€
Total 59 100.0

4.2.13 Postpartum Clients Attended Per Week
The researcher sought the number of postpartumtslettended per week in the two
hospitals.The responses are presented in frequeramel percentages. This is

presented in table 24 and 25 below.
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4.2.13 1Postpartum Clients Attended Per Week in EmbHospital

The results in table 29 below indicate that mayaoitthe respondents44.4% indicated
that they attended above 61-90 postpartum cliesitsvpek.27.8 % indicated that they
attended an estimate of 1-30 postpartum clientsyeerk.18.5 % indicated that they
attended 31-60 postpartum clients per week. Orfyb.indicated that they attended
above 120 postpartum clients per week and 3.7 %atetl they attended above 90-
120 postpartum clients per week. These results acenfavorably with the results in

Embu town Level 5 hospital.

Table 25: number of Postpartum Clients Attended peMWeek in Embu Hospital

Frequency Percent
1-30 15 27.8
31-60 10 18.5
61-90 24 44.4
90-120 2 3.7
above 120 clients 3 5.6
Total 54 100.0

4.2.13.2 Postpartum Clients Attended Per Week in Me Hospital

The results in table 26 below indicate that majoif the respondents 45.8%
indicated that they attended above91-120 postpartlients per week.18.6%
indicated that they attended an estimate of 1-3paotum clients per week.16.9%
indicated that they attended 31-60 postpartum tslipar week. Only 13.6 % indicated
that they attended 61-90 postpartum clients perkwesed 5.1% indicated they
attended above 120postpartum clients per week.eTitssilits compare favorably with

the results in Embu town Level 5 hospital.
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Table 26: Number of postpartum clients attended peweek in Meru Hospital

Frequency Percent
1-30 11 18.6
31-60 10 16.9
61-90 8 13.6
91-120 27 45.8
above 120 3 5.1
Total 59 100.0

4.2.14 Relationship between Births Attended Per Wé&eby Respondents and
Confidence in Attending the Skills

Midwives and Nurses are expected and should bedsmtfwhen performing births in
the hospital. This study sought to establish tHatimmship between the number of
births attended per week and the confidence ointirses in attending the skills in
hospitals. Descriptive statistics of percentaged a&hi-square results from the
tabulation were used to analyse the data. Thetseant presented in table 27 for

responses in Embu level five hospital and 28 feposses in Meru town hospital.

Table 27: Relationship between Births Attended peWeek and Confidence in
Performing the Skills in Embu level five hospital

Births you attend Confidence in performing the skills

per week
Very Not very Not Not Total
confident confident confident permited

0-30 3.7% .0% .0% 0.0% 3.7%
31-60 3.7% 22.2% .0% .0% 25.9%
61-90 1.9% 16.7% .0% 0.% 18.5%
91-120 .0% 3.7% 42.6% 0.% 46.3%
Above 120 0.0% 0.0% 1.9% 3.7% 5.6%
Totals 9.3% 42.6% 44.4% 3.7% 100%

Chi-square value=99.668, df=12, p-value=0.057
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Results from table 27 indicated that for those whinl that they were very confident
and needed no training in performing the skillooadaid that they performed 0-30
births per week (3.7%). 3.7% also said they wer&ident in performing the skills

and they said they performed 31-60 births per waeR. % said they were not very
confident and needed more coaching but they peddrgi-60 births per week.16.7%
Said they were not very confident in performing #kdls but they performed 61-90
births per week .Generally, results show that mitgjof the respondents 42.6% felt
that they were not very confident (they cannot quenf this skill) yet they performed

91-120 births per week.

The data was further statistically analysed usihgsquare test at 5% significant
level. The computed chi-square value 99.668 andlpev0.057 implied that there no
significant association between the numbers ohbimidwives attend per week and

the confidence levels in performing the skills.

Table 28: Relationship between Births Attended peWeek and Confidence in

Performing the Skills in Meru hospital

Births you attend Confidence in performing the skills

per week
Very Not very Not Not Total
confident confident confident Permited

0-30 6.7% 3.4% .0% .0% 10.2%
31-60 .0% 5.1% 13.6% .0% 18.7%
61-90 1.7% .0% 8.5% 5.1% 15.3%
91-120 13.6% 18.6% 13.6% 6.8% 52.6%
Above 120 .0% .0% 3.2% .0% 3.2%
Totals 22.% 27.1% 39.0% 11.9% 100%

Chi-square value=27.001 df =12 p-value 0.486
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Results from table 28 indicated that for those whinl that they were very confident
and needed no training in performing the skillooadaid that they performed 0-30
births per week (6.7%)..0% also said they wereident in performing the skills and
they said they performed 31-60 births per week.544id they were not very
confident and needed more coaching but they peddr81-60 births per week..0%
Said they were not very confident in performing #kdls but they performed 61-90
births per week .Generally, results show that nitgjof the respondents 18.6% felt
that they were not very confident(needed more dogc){18.6%) yet they performed

91-120 births per week.

The data was further statistically analysed usihgsquare test at 5% significant
level. The computed chi-square value 27.001 analyev0.486 implied that there was
no significant association between the number wh&imidwives attend per week and

the confidence levels in performing the skills.

Table 29: Relationship between Antenatal Clients &&nded per Week and

Confidence in Performing the Skills in Embu hospita

Antenatal clients Confidence in performing the skills
you attend per

week
Very Not very Not Not Total
confident confident confident permitted
0-30 5.6% .0% .0% 0.0% 5.6%
31-60 3.7% 3.7% .0% .0% 7.4%
61-90 0.% 11.1% .0% 0.% 11.1%
91-120 .0% 9.3% .0% 0.% 9.3%
Above 120 0.0% 18.5% 44.4% 3.7% 66.7%
Totals 9.3% 42.6% 44.4% 3.7% 100%

Chi-square value=62.896 df =12 p-value= 0.530
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Results from table 29 indicated that for those whinl that they were very confident
and needed no training in performing the skillsoassid that they attended 0-30
antenatal clients per week (5.6%).3.7% also sag there confident in performing
the skills and they said they attended 31-60 atéémdients per week.11.1 % said
they were not very confident and needed more cagchut they attended 61-90
births per week.9.3% Said they were not very camfidn performing the skills but
they attended 91-120 antenatal clients per weadne@lly, results show that majority
of the respondents 44.4% felt that they were Boy eonfident (they cannot perform

this skill) yet they attended above 120 anterdiants per week.

The data was further statistically analysed usihgsquare test at 5% significant
level. The computed chi-square value 45.668 andlpev0.530 implied that there is
no significant association between the number wh&imidwifes attend per week and

the confidence levels in performing the skills.

Table 30: Relationship between Antenatal Clients &nded per Week and

Confidence in Performing the Skills in Embu hospita

Antenatal clients Confidence in performing the skills
you attend per
week
Very Not very Not Not Total

confident confident confident permitted
0-30 11.9% 1.7% 5.1% 0.0% 18.6%
31-60 .0% 8.5% 8.5% .0% 16.9%
61-90 0.% 1.7% 11.9% 0.% 13.6%
91-120 0.% 8.5% 0.% 10.2% 45.8%
Above 120 1.7% 1.7% 27.2% 1.7% 5.1%
Totals 13.6% 22.0% 52.7% 11.9% 100%

Chi-square value =59.789 df=12 p-value=0.569
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Results from table above indicated that for thod® wgaid that they were very
confident and needed no training in performing gkidls also said that they attended
0-30 antenatal clients per week (11.9%).8.5% alsiol $shey were confident in

performing the skills and they said they attendeld6@ antenatal clients per
week.11.9 % said they were not very confident agedded more coaching but they
attended 61-90 births per week.8.5% Said they wetevery confident in performing

the skills but they attended 91-120 antenatal tdiper week .Generally, results show
that majority of the respondents 27.2% felt ttnatyt were not very confident (they

cannot perform this skill) yet they attended abb26 antenatal clients per week.

The data was further statistically analysed usihgsquare test at 5% significant
level. The computed chi-square value 59.789 andlpev0.569 implied that there is
no significant association between the number wh&imidwives attend per week and

the confidence levels in performing the skills.

Table 31: Relationship between postpartum Clients teended per Week and

Confidence in Performing the Skills in Meru hospitd

Postpartum clients Confidence in performing the skills
you see per week
Very Not very Not Not Total
confident  confident confident Permited
0-30 6.8% 5.1% .0% .0% 11.9%
31-60 .0% 3.4% 1.7% .0% 5.1%
61-90 15.3% 11.9% 20.3% 10.2% 57.6%
91-120 5.1% .0% 11.9% 1.7% 18.6%
Above 120 .0% 1.7% 5.1% .0% 6.8%
Totals 27.1% 22.0% 39.0% 11.9% 100%

Chi-square value=19.401 df =12 p-value 0.079
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Results from table above indicated that for thod® wgaid that they were very
confident and needed no training in performing gkidls also said that they attended
0-30 postpartum clients per week (6.8%).3.4% alsiol shey were confident in
performing the skills and they said they attenddd6B@ pospartum clients per
week.11.9 % said they were not very confident agedded more coaching but they
attended 61-90 postpartum clients per week.11.%bb they were not very confident
in performing the skills but they attended 91-12@stpartum clients per week.
Generally, results show that majority of the resjmns 20.3% felt that they were not
confident (they cannot perform this skill) yet thetyended above 61-90 postpartum

clients per week.

The data was further statistically analysed usihgsquare test at 5% significant
level. The computed chi-square value 19.401 andlpev0.079 implied that there is
no significant association between the number stgartum clients midwives attend

per week and the confidence levels in performiregstkills.

Table 32: Relationship between postpartum Clientattended per Week and

Confidence in Performing the Skills in Embu hospita

Postpartum clients Confidence in performing the skills
you see per week
Very Not very Not Not Total
confident confident confident Permited

0-30 9.3% 18.5% .0% .0% 27.8%
31-60 .0% 18.5% .0% .0% 18.5%
61-90 0.% 0.% 42.6% 1.9% 44.4%
91-120 0.% .0% 1.9% 1.9% 3.7%
Above 120 .0% 5.6% 0.% .0% 5.6%
Totals 9.3% 42.6% 44.4% 3.7% 100%

Chi-square value =75.518 df=12 p-value= 0.492
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Results from table above indicated that for thod® wgaid that they were very
confident and needed no training in performing gkidls also said that they attended
0-30 postpartum clients per week (9.3%).18.5% &gl they were confident in
performing the skills and they said they attenddd6@ postpartum clients per
week.42.6 % said they were not very confident agelded more coaching but they
attended 61-90 postpartum clients per week.1.9 kb tBay were not very confident
in performing the skills but they attended 91-12@stpartum clients per week.
Generally, results show that majority of the resjmns 42.6% felt that they were not
confident (they cannot perform this skill) yet thetyended above 61-90 postpartum

clients per week.

The data was further statistically analysed usihgsquare test at 5% significant
level. The computed chi-square value 75.518 andlpev0.492 implied that there is
no significant association between the number stgartum clients midwives attend
per week and the confidence levels in performirg gkills. In conclusion, the first

two hypotheses were accepted.

4.2.15 Baseline Survey Results for the 64 Trainedukses

4.2.15.1 Introduction

113 midwives in the baseline survey participated tle training programme.
However, baseline results for 60 of them were ek for comparison purposes in
phase three. This is because the cohort of 60edlaiurses was the same that was
evaluated at four months after intervention using posttest questionnaire. Their
number reduced from 64 because two of the traingges from Meru and one from

Embu were on maternity leave during this periodlevione respondent from Meru
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hospital had left the hospital. Therefore, sectiaif show results for 30 trained
nurses from Meru hospital and 30 trained nurses tEnbu hospital. Their details are

indicated below.
4.2.15.2 Gender of the Respondents:
Females in Meru hospital comprised 70 % (n =21}hef participants with males

constituting 30% (n=9). This is shown in table Bole

Table 33: Gender of the Respondents in Meru Provinal Hospital

Gende Frequenc Percer
Male 9 3C
Female 21 7C
Total 30 100.0

Figure 14: Gender of the Respondents in Meru Provicial Hospital

Females in Embu provincial hospital comprised of7f8% (n=26) of the participants
with males constituting 13.3 % (n=12).This is shawmable 34 below

These results compared favourably with the resaitderu hospital.
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Table 34: Gender of the Respondents in Embu Provimal Hospital

Frequency Percent
Male 4 13.3
Female 26 86.7
Total 54 100.0

Series1, males,

Figure 15: Gender of the Respondents in Embu Proviial Hospital

4.2.15.3 Professional Qualifications

This study sought to find out the level of quabfion for the nurses in each
institution. Descriptive statistics of frequencés percentages were used to analyses
the data. The results are presented in table 38léou hospital and table 36 for Embu

hospital.

4.2.15.4 Level of Qualifications For Nurses In MertHospital
The information displayed in table five below relgethat majority of the nurses in
Meru hospital (40 %) have KRN/M. Those who haveoacted for BSc (23.3 %),

KRM 16.7%, KRCHN 13.3%, KECHN (6.7%), none of tespondents had KEM.
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Table 35: Level of Qualifications for Nurses in Meu Hospital

Qualification Frequency Percent
BScN 7 23.3
KRM 5 16.7
KECHN 2 6.7
KRCHN 4 13.c
KRN/M 12 40
Total 30 100.0

Figure 16: Level of Qualifications for Nurses in Meu Hospital

4.2.15.5 Level of Qualifications for nurses in EmbuHospital
The information displayed in table five below relgethat majority of the nurses in
Embu hospital (40 %) have KRN/M. Those who haveoanted for BScN (20%),

KRM 16.7%, KRCHN 13.3%, KECHN (10%), none of thependents had KEM.
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Table 36: Level of qualifications for nurses in Emlo Hospital

Qualification Frequency Percent
BScN 6 20
KRM 5 16.7
KECHN 3 10
KRCHN 4 13.c
KRN/M 12 40
Total 30 100.0

Figure 17: Level of qualifications for nurses in Enbu Hospital

4.2.15.6 Area of Deployment/Work Station of the Rg®ndents

This study sought to find out the work stations foe nurses in each institution.
Descriptive statistics of frequencies and percesdagere used to analyse the data.

The results are presented in table 37 for Meruitedsgnd table 38 for Embu hospital.
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Table 37: Work Station for Nurses in Meru Hospital

Frequency Percent
ANC Ward 3 10
Labour Ward 11 36.7
PNC Ward 5 16.7
Newborn Uni 9 3C
Othel 2 6.7
Total 30 100

Table 37 above shows that, Most (36.7, 11) of tepondents in Meru town were

deployed at the Labour ward, followed by (30%, @pldyed in the new born unit,

(16.7%,5) in the PNC ward, (10%, 3) in the ANC wardl the least at 6.7%,2 of the

respondents were deployed in the Maternity thesgotion of the hospital.

Table 38: Work Station For Nurses In Embu Hospital

Frequency Percent
ANC Ward 6 111
Labour Ward 20 37.0
PNC Ward 12 22.2
Newborn Unit 14 25.9
Othel 2 3.7
Total 30 100.0

108



4%11.1,11%

Percent, Newborn
Unit, 25.9,26%

Percent, Labour
Ward, 37,37%

d,

Figure 18: Work Station for Nurses in Embu Hospital

Table 38 above shows that, Most (37.0, 20) of #epondents in Meru town were
deployed at the Labour ward, followed by 25.9%, egldyed in the new born
unit,22.2 %,12 in the PNC ward,11.1%, 6 in the AN&rd and the least at 3.7%,2 of

the respondents were deployed in the Maternityttbesection of the hospital.

4.2.15.7 Primary Job Responsibility of the Responaés

This study sought to find out the primary job rasgbilities for the nurses in each
institution. Descriptive statistics of frequencessd percentages were used to analyse
the data. The results are presented in table 48léou hospital and table 39 for Embu

hospital.

Table 39: Primary Job Responsibilities of the Respalents in Meru Town

Hospital

Frequenc Percer
Healthcare provider 20 66.7
Clinical training supervist 5 16.7
Teacher/Educator/Instructo 2 6.6
Others 3 10
Total 30 100.0

109



Table 39 shows that most (66.7%, 20) of the respotsdin Meru town hospital were
Healthcare providers, only 16.7%, 5 were clinicalrting supervisors and (6.6% 2)
were trainers/ educators. The rest of the respaedéb0 %, 3) had other

responsibilities in the wards.

Table 40: Primary Job Responsibilities of the Respalents in Embu Town

Hospital

Frequency Percent
Healthcare provider 16 53.3
Clinical training supervisol 8 26.7
Teacher/Educator/Instruct 4 13.3
Others 2 6.7
Total 30 100.0

Table 40 shows that most (53.3%, 16) of the respotsdin Meru town hospital were
Healthcare providers, only 26.7%, 8 were clinigairting supervisors and 13.3% 4
were trainers/educators. The rest of the respoadérit%, 2 had other responsibilities

in the wards.

4.2.15.8 Assessment of Midwives’ Skills and Knowlge in Maternal and

Newborn Healthcare before training

This study sought to find out the essential skitls midwives in each institution of
health services. Questions were administered toethigondents and they were asked
to select the best possible answers from the nhelGhoice answers. Descriptive
percentages were used to analyses the data andnpréee results from their
responses. The results are presented in table r4dlldou hospital and table 42for

Embu hospital.
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Table 41: Table: Percentage and averages of correahd incorrect responses for

midwives in Meru hospital

n=59

Questions % respondents% respondents
Skills Assessment with correct with incorrect
Antenatal Care responses responses
The information obtained from the antenat&b.l 40.9
history can help the midwives

Pregnant women should receive educatii 46.2¢ 53.71
messages about which of the following

When counseling a pregnant woman abdif2.43 37.57
formulating a birth plan, the midwive should tell

her

If the woman trusts the provider and feels thag séhl.92 58.08
cares about the outcome of the pregnancy, she will

be more likely to

When offering HIV testing services to a pregna6#.69 35.31
woman, the provider should

Focused antenatal care means 32.5¢ 67.41
When counseling a pregnant woman al 32.7¢ 67.2¢
nutrition, be sure to

Tests that should be performed for every womd8.56 51.44
during antenatal care include

After giving a pregnant woman her first dose @0.96 50.04
tetanus toxoid by intramuscular injection, the used

syringe and needle should be.

Antenatal Care Skills Mean Score 48.69 51.31
NORMAL LABOR, CHILDBIRTH, AND

IMMEDIATE NEWBORN CARE SKILLS

One way to prevent transmission of HIV from a60.4 30.6
infected mother to her baby (vertical transmission)

is to

When performing a vaginal examination, which &8.6 31.4
the following is recorded on the partograph?

If a woman is admitted during the active phase 4.9 45.1
labor, cervical dilation is initially plotted on éh

partograph

Cervical dilation plotted to the right of the al 46.¢ 53.1
line indicates

Active management of the third stage of lab6f.3 37.7
should be practiced

The appropriate order of steps in acti&).9 49.1
management of the third stage of labor include

bleeding continues after delivery of the placer®&.9 42.1

using active management, tHest thing the
provider should do is call for help and
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(Case study) Which is themost appropriate 60.1
intervention?

Which of the following will help to decrease thd0.6
risk of infection during childbirth?

Contaminated instruments in the labor waf®.7
should immediately be

The first step in thermal protection for thet3.5
newborn includes

Immediate care for a normal newborn inclt 56.¢
Which of the following can contribute 50.5
hypothermia in newborns

To maintain the newborn’s axillary temperatu®0.3
between 36.5° C and 37.5° C it is important to
Before performing an exam on a baby who is38.6
hours old and who has not been bathed, the skilled
provider should

Care of the umbilicus should include 47.6

The best way to determine if a newborn nee®3.5

resuscitation is to

Breastfeeding should be 67.7

When counseling the mother about breastfeer 69.5

the skilled provider should tell her to

When counseling the mother about her newbo%.5

the skilled provider should

Average score 56.2

POSTPARTUM CARE (MOTHER AND
BABY) SKILLS

During the first 2 hours following birth, tt 49.C
provider should

After childbirth, the mother should have 69.97
postpartum visit with a skilled provider

During the postpartum visit to the clinic, obtain @2.9
history for the

During each postpartum visit, specific informatio67.8
should be obtained from the woman about

By the tenth day postpartum, you should be aldle.7
to palpate the uterus

Each time you counsel the breastfeeding mc 78.£
about nutrition, tell her that

At each postpartum visit, the mother should 56.¢
counseled to seek care if she has which of the
following danger signs

When counseling a new mother abodb.7
breastfeeding in the 6 hours following birth

Each postpartum examination should include 66.3
After completing the postpartum examination 49.2
Average score 59.47

59.4

40.3

56.5

43.1
49.5

39.7

60.4

52.4

46.5

32.c
30.8

34.5

43.8

50.1

30.0¢

37.1

32.2

53.3

21.¢

43.1

53.3

7 33.
.850
40.53
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MANAGEMENT OF COMPLICATIONS

Carry out rapid initial assessment 54.3 45.7
When there is an obstetric emergency, tell t66.7 39.3
woman and her family or support person.

Immediate postpartum hemorrhage can be dueto  56.7 43.3
The most effective way tammediately control 74.1 25.9
eclamptic convulsions is to

Newborn resuscitation procedures 56.7 43.3
When performing newborn resuscitation with 67.¢ 32.2
Ambu bag and mask, it is important to verify that

Do not perform vacuum extraction in the cas  45.€ 54.4

A woman with a ruptured uterus has which of th.7 46.3
following signs and symptoms

When performing newborn resuscitation with &v.1 32.9
Ambu bag and mask, ventilateat the rate of

Treatment of postpartum metritis includes 62.8 37.2
Average score 59.95 40.05
Overall average score 55.92 44.08

From the table 41 above, it emerged that the essdmowledge and skills that the
nurses have in Maternal and Neonatal Health isffiegant. According to WHOa
(2015) and other local reproductive health guidedjna midwives should score at
least 80% in each of the questions administered.rébults above indicate an average
of 55.92 which is quite minimal. The results indeghat respondents on assessment
of antenatal skills scored an average of 59.95%evam normal labor, childbirth and
immediate newborn care skills they scored an aeetd®9.47% on postpartum care
(mother and baby) an average of 56.2%, on managevheomplications they scored

a mean of 48.09%.This indicates that nurses ned gaining on basic maternal and

newborn care skills so that they can help and sadvimus health complications.
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Table 42: Percentage and Averages of Correct and ¢orrect Responses for

Midwives in Embu Hospital

n=54

Questions Average Average

Skills Assessment percentage correct percentage
scores incorrect scores

Antenatal Care 58.02 41.98

Normal Labor, Childbirth, And Immediate 59.64 41.36

Newborn Care Skills

Postpartum Care (Mother And Baby) 57.89 42.11

Skills

Management of Complications 64.08 35.92

Total average 59.9075 40.0925

The results in table 46 above are similar to tfosé&leru Hospital. According WHO
(2015) and other local reproductive health guidedira midwife should score at least
80% in each of the questions administered. Thelteeabove indicate an average of
59.9075 which is quite minimal. The results indéctttat respondents on assessment
of antenatal skills scored an average of 58.02%evam normal labor, childbirth and
immediate newborn care skills they scored an aeerdd9.4% on postpartum care
(mother and baby) an average of 57.89%, on manageofecomplications they
scored a mean of 64.08%. This indicates that nunsesl extra training on basic
maternal and newborn care skills so that they cglp And solve various health

complications.

4.2.15.9 Percentage of Professional Time Spent Irctivities

The researcher sought to find out the average p&ge time spent in performing
some activities. The respondent were given a lsaabivities to estimate the total
percentage time spent each week in each actiwtiegich the total of the activities
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should add up to 100%.The average percentage sirpeesented in table 47 and 48

below.Percentage of Professional time Spent onitesi in Meru Hospital

Table 43: Percentage professional time spent in thfellowing activities in Meru

hospital

Activities Percentac
Patient/client cau 84%
Clinical training 9%
Teaching /educating/instructing(not in a cliniceiteg) 5%
Others(specify 2%

The respondents indicated that they spent 84% aif tirofessional time attending
patients or clients care. On average the resposdedicated that they spent 9% on
clinical training. On average the respondents m@id that they spent 5% of their
professional time teaching or instructing but noti clinical setting. They indicated

that they spent 2% of their time on other actisgitie

4.2.15.9.1 Percentage professional time spent iretifiollowing activities in Embu
hospital

The respondents indicated that they spent 88% aif tirofessional time attending
patients or clients care. On average the resposdedicated that they spent 5% on
clinical training. On average the respondents m@id that they spent 6% of their
professional time teaching or instructing but noticlinical setting. They indicated

that they spent 1% of their time on other actigitie

115



Table 44: Percentage professional time spent in tHellowing activities in Embu

hospital

Activities Percentage
Patient/client care 88%
Clinical training 5%
Teaching /educating/instructing(not in a clinical 6%
setting)

Others(specify 1%
Total 100%

4.2.16 Use Partograph to Monitor Labor
The researcher sought to find out whether the halspused Partograph to monitor
labour. The responses were presented in frequeranes percentages. This is

presented in table 48 and 49 below.

4.2.16.1Use Partograph to Monitor Labor in Embu Hopital

The results show that 46.7% indicated that the itedspused a partograph to monitor
labor.33.3% of the respondents indicated the halspiid not have a partograph. 20%
of the respodents indicated that they did not knehether the hospitals used

partograph to monitor labor.

Table 45: Use Partograph to Monitor Labor in Embu Hospital

Frequency Percent
Yes 14 46.7
No 6 20
Don’t Know 10 33.3
Total 30 100.0
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4.2.16.2 Use Partograph to Monitor Labor in Meru Hapital

The results show that 60% indicated that the halspiised a partograph to monitor
labor.10% of the respondents indicated the hospdal not have a partograph. 30 %
of the respondents indicated that they did not knekether the hospitals used

partograph to monitor labor.

Table 46: Use Partograph to Monitor Labor in Meru Hospital

Frequency Percent
Yes 18 60
No 3 10
Dont Know 9 3C
Total 5¢ 100.(

4.2.17 Managing Complications
The researcher sought to find out whether the kalspused manuals in managing
complications in the hospitals. The responses weesented in frequencies and

percentages. This is presented in table 50 anekBivb

4.2.17.1Using manual to manage complications in Ermathospital

Results indicate that majority of the respondef®) in Embu hospital indicated
that they did not use a manual to manage compiecatarising during birth and after
birth in their institution 23.3% indicated that yheid not know whether the institution

had a manual. Only 16.7% indicated they did usertaruals.
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Table 47: Using manual to manage complications inrfgbu hospital

Frequency Percent
Yes 5 16.7
No 18 60
Dont Know 7 23.3

4.2.17.2 Using manual to manage complications in WMehospital

Results indicate that majority of the respondeB&1%) in Meru hospital indicated
that they did not use a manual to manage compeaitarising during birth and after
birth in their institution 16.7% indicated that yheid not know whether the institution
had a manual. Only 26.7% indicated they did usarthauals. These results compare

favorably with the results for embu hospital.

Table 48: Using manual to manage complications in Bfu hospital

Frequency Percent
Yes 8 26.7
No 17 56.7
Dont Know 5 16.7
Total 30 100.0

4.2.18 Use of manual as a Reference
The researcher sought to find out the frequenayhich the hospitals used manuals
as a reference in the two hospitals.The respongegrasented in frequencies and

percentages. This is presented in table 53 aneB#b
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4.2.18.1 Using Manual as a Reference in Embu Hosait

Table 53 indicates that majority of the midwiveslicated that they rarely used the
manuals (43.3%). 10% of the respondents indicatext they never used the
manuals.16.7% indicated that they used the mamu per month.16.7% indicated
that they used the manual once per week. Only 128B%e respondents indicated

that they used the manual every day.

Table 49: Using Manual as a Reference in Embu Hodgpi

Frequency Percent
Everyday 4 13.3
Once Per Week 5 16.7
Once Per Mont 5 16.7
Rarely 13 43.3
Never 3 10
Total 30 100.0

4.2.18.2 Using Manual as a Reference in Meru Hosplt

Table 54 indicates that majority of midwifes in Mdndicated that they rarely used
the manuals (40%).3.3% of the respondents indicéitedl they never used the
manuals.23.3% indicated that they used the manued per month.20% indicated
that they used the manual once per week. Only 128%e respondents indicated
that they used the manual every day. These resuitpare favorably with the results

in Embu Hospital.
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Table 50: Using Manual as a Reference in Meru Hostail

Frequency Percent
Everyday 4 13.3
Once Per Week 6 20
Once Per Month 7 23.3
Rarely 12 40
Nevel 1 3.2
Total 30 100

4.2.19. Safe motherhood committees
The researcher sought wether the nurses had fosafedmotherhood committes in
the two hospitals.The responses are presenteeédgudncies and percentages. This is

presented in table 55 and 56 below:

4.2.19.1 Safe Motherhood Committees in Embu Hospita

The results indicate that majority (46.7%)of thespendents in Embu hospital
indicated that they had not formed any safe mottmhcommittees. The results
further show that the 33.3% respondents in Embuphkidsdid not know whether
there were any safe motherhood committees in fads@inly 20% of the respodents

indicated that they had formed safe motherhood cittees.

Table 51: Existence of safe motherhood committees Embu Hospital

Frequency Percent
Yes 6 20
No 14 46.7
Dont Know 10 33.3
Total 30 100.0
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4.2.19.2 Safe Motherhood Committees in Meru Hospita

The results indicate that majority (53.3%) of thespondents in Meru hospital
indicated that they had not formed any safe mottmhcommittees. The results
further show that the 30% respondents in Embu Halsg@id not know whether there
were any safe motherhood committees in hospitaly @6.7% of the respondents

indicated that they had formed safe motherhood cittees.

Table 52: Existence of Safe motherhood committees Meru Hospital

Frequency Percent
Yes 5 16.7
No 16 53.:
Dont Know 9 30
Total 30 100.0

4.2.20. Births Attended Per Week
The researcher sought the number of births attepéedveek in the two hospitals.
The responses are presented in frequencies andnpeges. This is presented in

table57 and 58 below.

4.2.20.1Number of Births Attended Per Week in EmbuHospital

The results in table 53 below indicate that majyonf the respondents (43.3%
indicated that they attended 91-120 births per v&3%R % indicated that they
attended an estimate of 31-60 births per week.2@ficated that they attended 61-90
births per week. Only 3.3% indicated that theyrate®l above 120 births per week

and 3.7% indicated they attended 30 and belowspér week.
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Table 53: Number of Births Attended Per Week in Emio Hospital

Frequency Percent
1-30 3 3.7
31-60 7 23.3
61-90 6 20
91-120 13 43.3
Above 120 1 3.3
Total 30 100.0

4.2.20.2 Number of Births Attended Per ek in Meru Hospital

The results in table 21 below indicate that majoutf the respondents (40%)

indicated that they attended 91-120 births per wigeK % indicated that they

attended an estimate of 31-60 births per week Z6ibdicated that they attended 61-
90 births per week. Only 6.7 % indicated that taggnded above 120 births per week
and 10 % indicated they attended 30 and below digér week. These results

compare favorably with the results in Embu townéley hospital.

Table 54: Number of births attended per week in Men Hospital

Frequency Percent
1-30 3 10
31-60 5 16.7
61-90 8 26.6
91-120 12 40
above 120 2 6.7
Total 30 100.0
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4.2.21 Antenatal Clients Attended Per Week
The researcher sought the number of Antenataltsliattended per week in the two
hospitals. The responses are presented in freqeseramd percentages. This is

presented in table 59 and 60 below.

4.2.21.1 Antenatal Clients Attended Per Week in Embbhospital

The results in table 55 below indicate that mayoof the respondents (53.3%)
indicated that they attended above 120 antenataits| per week.13.4 % indicated
that they attended an estimate of 61-90 antené&alts per week.33.3 % indicated
that they attended 91-120 antenatal clients pekwsene of the respodents indicated
that they attended 31-60 antenatal clients per weele indicated they attended 30
and below antenatal clients per week. These reswlispare favorably with the

results in Embu town Level 5 hospital.

Table 55: Antenatal Clients Attended per Week in Erbu hospital

Frequenc Percer
1-30 0 0
31-60 0 0
61-90 4 13.4
91-120 10 33.3
above 12 16 53.c
Total 3C 100.(
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Table 56: Antenatal Clients Attended per Week in Meu hospital

Frequency Percent
1-30 3 10
31-60 2 6.7
61-90 17 56.7
91-12C 6 2C
above 12 2 6.7
Total 30 100.0

4.2.22 Postpartum Clients Attended Per Week
The researcher sought the number of postpartumtslegttended per week in the two
hospitals. The responses are presented in freqegeramd percentages. This is

presented in table 57 and 58 below.

4.2.22.1 Postpartum Clients Attended Per Week in Ebu Hospital

The results in table 61 below indicate that mayowf the respondents 43.3%
indicated that they attended above 61-90 postpartlients per week.26.7 %
indicated that they attended an estimate of 1-3paotum clients per week.20 %
indicated that they attended 31-60 postpartum tsiper week. Only 3.3 % indicated
that they attended above 120 postpartum clientaveek and 6.7 % indicated they
attended above 90-120 postpartum clients per wiEsdse results compare favorably

with the results in Embu town Level 5 hospital.
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Table 57: Postpartum Clients Attended in Embu Hospal

Frequenc Percer
1-3C 8 26.7
31-60 6 20
61-90 13 43.3
90-120 2 6.7
above 120 clien 1 3.8
Total 30 100.(

4.2.22.2 Postpartum Clients Attended Per Week in Ma Hospital

The results in table 58 below indicate that mayooit the respondents 50% indicated
that they attended above 91-120 postpartum clgeitsveek.10 % indicated that they
attended an estimate of 1-30 postpartum clientsagak.13.3% indicated that they
attended 31-60 postpartum clients per week. Onlg 28indicated that they attended
61-90 postpartum clients per week and 3.3% indicdtey attended above 120

postpartum clients per week. These results comfauerably with the results in

Embu town Level 5 hospital.

Table 58: Postpartum Clients Attended in Meru Hospial

Frequency Percent
1-30 3 10
31-60 4 13.3
61-90 7 23.3
91-120 15 50
above 120 1 3.3
Total 30 100.0
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4.2.23 Relationship between Births Attended Per Wé&dby Respondents and
Confidence in Attending the Skills

Midwives and Nurses are expected and should bedamifwhen performing births in
the hospital. This study sought to establish tHatimnship between the number of
births attended per week and the confidence ointirses in attending the skills in
hospitals. Descriptive statistics of percentagesl &hi-square results from the
tabulation were used to analyse the data. Thetseank presented in table 59 for

responses in Embu level five hospital and 60 fepomses in Meru town hospital.

4.2.15.17.1 Relationship between Births Attended p&/eek and Confidence in
Performing the Skills in Embu level five hospital
Table 59: Relationship between Births attended an@onfidence in Performance

in Embu Hospital

Births you attend Confidence in performing the skills
per week

Very Not very Not Not Total

confident confident confident permited

0-30 5.7% .0% .0% 0.0% 5.7%
31-60 2.7% 22.2% .0% .0% 24.9%
61-9C 1.9% 13.6% 0% 0.% 15.5%
91-12C .0% 3.7% 41.6% 0.% 45.3%
Above 12( 0.0% 0.0% 4.5% 3.7% 8.6%
Totals 10.3% 39.5Y% 46.5% 3.7% 100%

Chi-square value=69.666, df=12, p-value=0.059

Results from table 59 indicated that for those waml that they were very confident
and needed no training in performing the skilloadaid that they performed 0-30
births per week (5.7%).2.7% also said they werg wenfident in performing the

skills and they said they performed 31-60 birthsweek.22.2 % said they were not

very confident and needed more coaching but thayomeed 31-60 births per
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week.13.6% Said they were not very confident infqrering the skills but they
performed 61-90 births per week .Generally, rasshow that majority of the
respondents 41.6% felt that they were not venyident (they cannot perform this

skill) yet they performed 91-120 births per week.

The data was further statistically analysed usihgsquare test at 5% significant
level. The computed chi-square value 69.666 andlypev0.059 implied that there no
significant association between the number of birthdwifes attend per week and the

confidence levels in performing the skills.

4.2.15.17.2Relationship between Births Attended p&eek and Confidence in
Performing the Skills in Meru hospital
Table 60: Relationship between Births attended an@onfidence in Performance

in Embu Hospital

Births you attend Confidence in performing the skills
per week
Very Not very Not Not Total
confident confident confident Permited

0-30 9.6% 3.4% .0% .0% 12.7%
31-60 .0% 8.1% 10.6% .0% 18.7%
61-90 1.7% .0% 8.5% 5.1% 15.3%
91-120 .0% 10.6% 29.2% 8.8% 48.6%
Above 120 .0% .0% 5.4% .0% 4.7 %
Totals 11.3.% 22.1% 53.7% 13.9% 100%

Chi-square value=42.001df =12 p-value 0.524

Results from table 60 indicated that for those waml that they were very confident
and needed no training in performing the skillooadaid that they performed 0-30
births per week (9.6%). 0% also said they wereident in performing the skills and
they said they performed 31-60 births per week.844id they were not very
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confident and needed more coaching but they peddr81-60 births per week..0%
Said they were not very confident in performing #héls but they performed 61-90
births per week .Generally, results show that nitgjof the respondents 29.2% felt
that they were not very confident (needed more luogc) yet they performed 91-120

births per week.

The data was further statistically analysed usihgsquare test at 5% significant
level. The computed chi-square value 42.001 andlypev0.524 implied that there no
significant association between the number of birthidwifes attend per week and the

confidence levels in performing the skills.

4.2.24 Relationship between Antenatal Clients atteled per Week and
Confidence in Performing the Skills Embu hospital
Table 61: Relationship of Antenatal Clients attende per Week and Confidence

in Performing the Skills in Embu Hospital

Antenatal clients Confidence in performing the skills
you attend per
week
Very Not very Not Not Total

confident confident confident permitted
0-30 5.6% .0% .0% 0.0% 5.6%
31-60 3.7% 3.7% .0% .0% 7.4%
61-90 0.% 11.1% .0% 0.% 11.1%
91-120 .0% 9.3% .0% 0.% 9.3%
Above 120 0.0% 18.5% 44.4% 3.7% 66.7%
Totals 9.3% 42.6% 44.4% 3.7% 100%

Chi-square value=62.896 df =12 p-value= 0.530
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Results from table 61 indicated that for those whinl that they were very confident
and needed no training in performing the skillsoassid that they attended 0-30
antenatal clients per week (5.6%).3.7% also sag there confident in performing
the skills and they said they attended 31-60 atéémdients per week.11.1 % said
they were not very confident and needed more cagchut they attended 61-90
births per week.9.3% Said they were not very camfidn performing the skills but
they attended 91-120 antenatal clients per weadne@lly, results show that majority
of the respondents 44.4% felt that they were Boy eonfident (they cannot perform

this skill) yet they attended above 120 anterdiants per week.

The data was further statistically analysed usihgsquare test at 5% significant
level. The computed chi-square value 45.668 andlpev0.530 implied that there is
no significant association between the number wh&imidwifes attend per week and

the confidence levels in performing the skills.

Meru hospital
Table 62 Relationship of Antenatal Clients attendegber Week and Confidence in

Performing the Skills in Meru Hospital

Antenatal clients Confidence in performing the skills
you attend per
week

Very Not very Not Not Total

confident confident confident permitted

0-30 11.9% 1.7% 5.1% 0.0% 18.6%
31-6C .0% 8.5% 8.5% .0% 16.9%
61-9C 0.% 1.7% 11.9% 0.% 13.6%
91-12C 0.% 8.5% 0.% 10.2% 45.8%
Above 12( 1.7% 1.7% 27.2% 1.7% 5.1%
Totals 13.6% 22.0% 52.7% 11.9% 100%

Chi-square value =59.789 df=12 p-value= 0.569
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Results from table above indicated that for thod® wgaid that they were very
confident and needed no training in performing gkidls also said that they attended
0-30 antenatal clients per week (11.9%).8.5% alsiol shey were confident in
performing the skills and they said they attendeld6@ antenatal clients per
week.11.9 % said they were not very confident agedded more coaching but they
attended 61-90 births per week.8.5% Said they wetevery confident in performing
the skills but they attended 91-120 antenatal tdiper week .Generally, results show
that majority of the respondents 27.2% felt ttnatyt were not very confident (they

cannot perform this skill) yet they attended abb26 antenatal clients per week.

The data was further statistically analysed usihgsquare test at 5% significant
level. The computed chi-square value 59.789 andlpev0.569 implied that there is
no significant association between the number wh&imidwifes attend per week and

the confidence levels in performing the skills.

4.2.25 Relationship between postpartum Clients atteled per Week and
Confidence in Performing the Skills.
Table 63: Relationship between Postpartum clientsral Skills Confidence in

Meru Hospital

Postpartum client Confidence in performing the sk
you see per week
Very Not very Not Not Total

confident confident confident Permited
0-30 6.8% 5.1% .0% 0% 11.9%
31-6C .0% 3.4% 1.7% 0% 5.1%
61-9C 15.3% 11.9Y% 20.3% 10.2% 57.6%
91-12C 5.1% 0% 11.9% 1.7% 18.6%
Above 120 .0% 1.7% 5.1% .0% 6.8%
Totals 27.1% 22.0% 39.0% 11.9% 100%

Chi-square value=19.401df =12 p-value 0.079
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Results from table above indicated that for thod®o wgaid that they were very
confident and needed no training in performing gkidls also said that they attended
0-30 postpartum clients per week (6.8%).3.4% alsiol shey were confident in
performing the skills and they said they attenddd6B@ pospartum clients per
week.11.9 % said they were not very confident agedded more coaching but they
attended 61-90 postpartum clients per week.11.%b they were not very confident
in performing the skills but they attended 91-12@stpartum clients per week.
Generally, results show that majority of the regfmoris 20.3% felt that they were not
confident (they cannot perform this skill) yet thetgyended above 61-90 postpartum

clients per week.

The data was further statistically analysed usihgsquare test at 5% significant
level. The computed chi-square value 19.401 andlpev0.079 implied that there is
no significant association between the number stgartum clients midwifes attend

per week and the confidence levels in performiregstkills.

Table 64: Relationship between Postpartum clientsral Skills Confidence in

Embu Hospital

Postpartum clients Confidence in performing the skills
you see per week

Very Not very Not Not Total

confident confident confident Permited

0-30 9.3% 18.5% .0% .0% 27.8%
31-60 .0% 18.5% .0% .0% 18.5%
61-9C 0.% 0.% 42.6% 1.9% 44.4%
91-12C 0.% 0% 1.9% 1.9% 3.7%
Above 12( .0% 5.6% 0.% 0% 5.6%
Totals 9.3% 42.6% 44.4% 3.7% 100%

Chi-square value =75.518 df=12 p-value= 0.492
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Results from table above indicated that for thode wgaid that they were very
confident and needed no training in performing gkidls also said that they attended
0-30 postpartum clients per week (9.3%).18.5% &gl they were confident in
performing the skills and they said they attend&eb@ postpartum clients per week.
42.6 % said they were not very confident and ne@dect coaching but they attended
61-90 postpartum clients per week.1.9 % Said theyewnot very confident in
performing the skills but they attended 91-120 pagtm clients per week
.Generally, results show that majority of the resfents 42.6% felt that they were
not confident (they cannot perform this skill) yétey attended above 61-90

postpartum clients per week.

The data was further statistically analysed usihgsquare test at 5% significant
level. The computed chi-square value 75.518 andlpev0.492 implied that there is
no significant association between the number stgartum clients midwives attend

per week and the confidence levels in performirgstills.

4.2.26 Discussion

The aim of this study was to identify gaps in EmO&Ii@ong midwives in Meru and
Embu level five hospitals in Meru and Embu countiesKenya. It is widely
acknowledged that accelerating progress to the Witemal and newborn health
targets (MDGs 4 and 5) in low and middle incomentoes requires that barriers
limiting access to essential and quality maternad @mewborn care services are
identified and addressed at all levels of the heaystem. The efforts and
commitments to address this issue has focused piynoa providing access to life-

saving interventions based on the nine signal fanstproposed by the World Health
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Organization (Essendi et al 2015). The results cendi that many practices
recommended for high quality maternal and newboamne cwere not routinely
performed in Meru and Embu hospitals. The study dhasvn that the facilities had
the necessary inputs and personnel for the provisfoBEmMONC which presents a
major improvement in the part of the health sectbhese reflect the efforts made by
the government and other stakeholders to bridgétgugmps on BEmMONC in Kenya.
However, the lack of progresses in provider’'s commpee in detecting, preventing
and managing emergency obstetric and neonatal amatiphs entails further

concerted efforts.

PPH remains a major cause of maternal mortality modbidity in poor resource

settings (WHO 2012, Mwaniki et al 2014). In the exfce of proper and prompt
management, PPH could claim the life of the wométhimvtwo hours (Lassi et al

2014).The study showed poor provider's competentermeventing and managing
PPH. This is consistent with a study in 18 hosgpital Ethiopia, where only 39% of
the providers had knowledge to prevent PPH by 2Hd$sendi et al 2015). The
persistence of poor providers’ competence couldthébuted to gaps in pre-service
curricula, lack of continuing education, staff taver, frequent rotation and limited
in-service training in Kenya. A multi country stuthat included Ethiopia and a study
from Nigeria report that the pre-service curricita midwives and nurses have
limitations to ensure graduates with essential nfehyw competences up to the
standard set by the International ConfederatioiMaiwives (Essendi et al 2015).
Only 12% of the interviewed providers in 2013 ar&d4lin 2008 reported receiving
in-service BEmMONC training (Essendi et al 2015).e Thational Health Sector

Development Programme for the year 2010 to 2015ghas focus on developing
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critical work force skills for improving the quatiof health care in Ethiopia with due
emphasis on standard in-service trainings (Essehdil 2015). Atonic PPH is the
commonest cause of PPH and is showing an increasind (WHO 2012, Mumtazi

et al 2014, Essendi et al 2015). Active Manageréiithird Stage Labour (AMTSL)

is an effective intervention for preventing and mging atonic PPH (Fotso and
Fogarty 2015, Lunze at al 2015, Dickson et al 20AB)TSL has three steps; the first
step is the administration of oxytocin within 1-2notes of birth; the second step is
controlled contraction and the third step is uterimassage. However, providers’
knowledge on AMTSL remained sub-optimal in both pitzds. Competence gaps in
AMSTL appear to be common place in many resourcer gettings, despite the
availability of essential supplies of the procedugtudies from eight countries,
including Ethiopia have reported that AMTSL userasging from 0.5% to 32% (

Essendi et al 2015).

Neonatal asphyxia occurs when there is failurenitiate spontaneous breathing
whereby about 10% of newborn babies could haveproblem at birth (Das et al
2014). Hence, competence on neonatal resuscita&ianitical to help babies who
failed to initiate spontaneous breathing at binthhose who breathe poorly ( Okereke
et al 2015). The study revealed that the midwivad lbw knowledge level on
neonatal resuscitation. Babies born asphyxiatedldhme ventilated within the first
minute after birth also called “The Golden Minutaid delays to initiate ventilation

increase the risk of mortality and long term neogatal sequel (Essendi et al 2015).
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In a study by Harvey and colleagues; many mateandlnewborn care providers are
not skilled enough; hence giving birth at a healdine facility does not guarantee
skilled birth care, which seem to be the case inyie Essendi et al 2015). Moreover,
some of the intrapartum stillbirths could be atitéddl to diagnostic bias where babies
born with primary apnoea would have been misclessis stillbirths (WHO 2012).
Although, Kenya is showing imrovements in MDG 4(KBH014), the neonatal
mortality and the rate of stillbirth remains highggesting the need for quality
improvement in maternal and newborn care servicidb, va focus on in-service

EmONC training (Mwaniki et al 2014)

Conclusion and Recommendations

Even though commendable progresses have been madeailing the necessary
inputs and personnel, sub-optimal quality EmMONGrises continues to prevail in
Kenya mainly due to poor providers’ competency,clibshould be a matter of urgent
consideration. Although the standard national EmQd@icula are comprehensive
and up-to-date it appears to be not feasible foallpartners such as health bureaus
and health facilities to implement it. To furtheidge the quality gaps in EmONC,
responsible stakeholders might need to consideriteay competence based in-service

short courses on priority maternal and neonatadlitioms

4.3 Phase 11 (Intervention): Training and Monitorirg

In phasell, midwives were trained using the culuiou(Appendix4) on EmONC

based on the need that were identified in phase To@cs were identified based on
the needs identified. The aim was to fill the gagemntified with the ultimate goal of

improving the midwives’ knowledge and skills on EMO.
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The training modules ranged from introduction taemn@al and newborn health, rapid
assessment and emergency management, pregnancynea@gyement of labour and
delivery to postpartum and newborn care. The metlasddelivery included but not

limited to lecture, discussions, demonstrationgsentations and role plays. The
training included both class room teaching as wsliclinical practice. The learners
underwent a 10 day classroom teaching practicingnodels felled by a eight days
clinical practice. During the eight days clinicabptice, the students were supplied

with log books to fill in the competences acquifsele appendix3)

Alongside the developed modules, a pretest/postiegpendix9) consisting of
multiple choice questions on EmMONC was develop@ghEjuestion had 4 options for
the participants to choose the correct one (s). fife¢est/post test complied with
blooms taxonomy (1956) of educational objectivesueing that the participants
covered and were tested on cognitive, affectiveayghomotor domains of learning.
It tested recall/recognition, comprehension, sysitheanalysis and application of
EmONC. The pretest/posttest was necessary in todaessess participants’ EmONC

knowledge/skills before and after the intervention.

The measurable outputs (results) in this phaseudiec the differences in scores
obtained by each participant from the pretest/psstiffered by the researcher which
was developed based on the objectives of the pldmsity to demonstrate the skills

on the models was also another measurable output.
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4.3.1Training
The midwives were divided into four groups compmrsiof 24 participants in three
groups and 21 participants in group four and eaobgwas trained for three weeks.
Group size and selection of facilitators was basedWHO (2006) criteria for
EmONC training. Training took eighteen working ddy@m 8am to 5pm.To avoid
shortage in the clinical areas during the theonyople the researcher arranged with
the Directors of nursing to replace those midwivethe training with the nurses with
midwifery skills from other wards. Three facilitas were selected based on the
criteria below:

— Qualification as a midwife, doctor, or anesthetigined in EmMONC

— Qualification as a trainer through a Clinical Tiag Skills (CTS) course

or ModCAL/CTS
— Currently working in a facility that delivers EmONEervices or has

regular opportunities to maintain clinical skills

They comprised of one obstetrician and two midwiveen Embu and Meru medical
training colleges and Meru Level five hospitalseTthaining was done in the months
of January, February and March 2014. At the enithiefe months 113 of the targeted
140 midwives were trained on EmMONC. The remainiffgcduld not be trained
because some were on leave at the time of traimihde others could not get
replacements from the hospitals. This was undeaiiatale owing to the strained health
workforce in the country. The 113 represented paese rate of 81%. This rate was
reasonable and adequate for interpretation purp@Bést &Beck 2008). The
researcher acted as the supervisor and was ovegst#w progress of the training

programme and gave guidance as it was necessary.
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4.3.2 Teaching and Learning Methods

The training involved various activities. The paigiants were supposed to register
twice a day, in the morning and in the eveningrisuge that the participants remain
in the training throughout. After introduction dfet course and climate setting, the

pretest was administered under the supervisioll tiefacilitators.

The teaching/learning included lectures, discussiassignments, individual and

group presentations, roles plays, video shows, @irdcal practice. The whole

training exercise for each group culminated withoat test and skills assessment on

models. The post test was the one done at the fiaginf the training. After passing

the pretest and post test, the participants underalmical practice of ten days and

were assessed on actual patients. Those partisipdrd did not get 85% and above

in the post test were coached further and theatrsinistered to them again.

The training emphasized on various aspects witlarte@o essential maternal and

neonatal care that included:

1. Emergency Obstetric and Newborn Care (EmONC)

Topics for midwives:

] Maternal and newborn mortality reduction

[ Evidence-based practices in maternal and newbaithhe

7 Human rights; respectful care of women and theilias

{1 Clinical decision-making

[l Infection prevention pract

(1 Best practices during normal labor and childbintlejuding partograph use, active
management of the third stage of labor (AMTSL) assential newborn care

(1 Care of the mother and baby during the immediagtgastum period
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2.

Rapid initial assessment

Management of shock

Vaginal bleeding in early pregnancy and post abortiare (PAC)

Vaginal bleeding in late pregnancy

Headache, blurred vision, loss of consciousnes&bawhted blood pressure
Management of cord prolapsed, breech delivery Andlder dystocia (optional)
Vacuum-assisted delivery

Vaginal bleeding after childbirth

Fever during and after childbirth

Newborn resuscitation

Newborn sepsis

Improving EmMONC through criterion-based audit onest quality improvement
approaches such as Standards-Based ManagemenéenghRion (SBM-R)

Clinical Skills Standardization

Clinical skills standardization begun in the classn/skills lab as learners used

evidence-based, standardized checklists to becomg@eatent in specific skills using

anatomic models. Learners were judged competeal sKills before proceeding to

the clinical setting to care for clients.

Depending on the number of learners and the lefiedkidls they brought to the

training, clinical skills standardization requireg to two days to complete for all

learners. “Stations” were set up for each skilk tlearners were supposed to master

(e.g., newborn resuscitation, normal birth, AMTSIimmediate newborn care,

suturing, and so on). After each skill was dematett by facilitators, learners

practiced in pairs at the station using checklisteh learner was then assessed by the
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facilitators for competency in the skill using mé&deAnyone who did not attain

mastery of the skill in simulation continued to giree until competent.

3.

0

0

Stations for EmMONC skills assessment and masteryrfonidwives in the
classroom:

Normal delivery, including AMTSL and immediate newh care

Management of severe pre-eclampsia and eclampsig MgSO4

Repair of episiotomy and vaginal and cervical latiens

Postabortion care and manual vacuum aspiration (MVA

Vacuum-assisted delivery

Management of postpartum hemorrhage (PPH), inctudianual removal of the
placenta, bimanual compression of the uterus amghpeession of the abdominal
aorta

Normal newborn exam

Newborn resuscitation

Breech delivery

Facilitators made sure that all learners had medttrese skills in simulation before

they moved to the practicum at the clinical site(s)

4.

Clinical Practicum

During the practicum facilitators divided learnar® groups of three or four, with no

more than four learners per facilitator, and depetb rotation schedules in ANC,

maternity (triage/admission, labor, and birth ayeaspatient antepartum, and

immediate postpartum/newborn. A room where anatamoclels and supplies were

availed for continued practice and where case asydpartograph rounds,” and role

plays were carried out at times when the service mat busy was availed. Each

learner had a logbook for recording daily actigt{@&ppendix3).
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Continual assessment of learners during theiradinivork was essential to ensure
that each one had an opportunity to practice vargkills with clients. Facilitators
met daily with each learner to assess their pregaes challenges and to ensure that
each had adequate clinical experience and coathibgcome competent in as many
skills as possible. The meetings usually took pkcthe end of the day. Facilitators
also met daily as a group to discuss the geneogr@ss of learners and any specific

issues that arose during the training.

On the last day of the training, learners and itatdrs met again in the classroom.
Some important activities that took place during day were:
[l Learners completed a written knowledge assessmeweriog the best
practices addressed during the training. They wapmposed to score at least
85%; if they do not, they were coached and thek the assessment again.
They continued to retake the assessment untilréeghed the required score.
[l Each team of learners (from the two facilities) eleped an action plan to
implement in the three months following the tragsn Action plans ensured
that learners continued to use their new skills tath them to colleagues,
thereby improving the quality of services at tHamilities. The learners were
asked to select up to three clinical practices thay wanted to improve at
their facility and delineated the steps they wotke to achieve the

improvements.
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Facilitators and learners discussed next steps, facititators shared information
about:
0 The use of the logbooks to record all the skillsfqrened by the
learners after the training and before the follquwisit;
0 The implementation of the action plans;
O The follow-up visit (including, dates and process)d

O Evaluation of the training.

Learners shared their feelings and feedback abeutraining. Each learner filled out
an anonymous questionnaire assessing several cemigoof the training, including
the objectives, methodology, content, logisticd &anue. (Appendix E provides an

example of a training evaluation questionnaire)

4.3.3 Follow-Up of the Training

Follow-up and supportive supervision are key tqimgl providers solve problems
and apply new practices on the job. Using perforceastandards (harmonized
and standardized with training materials) within past-training follow-up
approach or supportive supervision system can a&gpport performance

improvement (WHO 2015).

Before leaving the training site learners developettbn plans in which they selected
three or four skills they had acquired and put theto practice in their workplaces.
Follow-up takes place from six weeks to three memttter the training (WHO 2015)
so learners will have had time to practice thew ik@owledge and skills and put their

action plans into effect. They will then have thportunity to discuss their successes
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and challenges with a facilitator (WHO 2015). Tlearhers were followed at six
weeks and three months after the training. Thesthrenths follow up was evaluation

in phase three.

When conducting each follow-up visit, the facildeg organized their activities as
follows:
1. Assessment of the learners’ action plan implememtaincluding successes
and challenges encountered.
2. Knowledge assessment for each learner using quessimilar to those used in
the training.
3. Case studies on the partograph and PPH
4. Assessment of skills and attitudes with clientg4itly) or anatomic models
(if there are no clients) using checklists
5. Review of each learner’s clinical experiences labo
6. Debriefing with the facility management team
7. Discussion of next steps to ensure that as manyegits as possible of

EmONC continue to be practiced in the facility

4.3.4 Course Materials

Since the goal of EmMONC training is to teach prevaédevidence-based best practices
(WHO 2015), training must be based on the mostougatte teaching materials and
manuals. This section contained links to the lemynmesource packages (LRPs) that
facilitators needed in order to organize the EmNEQrses in a logical way. The
LRPs contained schedules, session outlines, kngelediestionnaires, case studies,

role plays, skills checklists and PowerPoint prés@ons. In addition, linkswere
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provided to several reference manuals that cordaigéobal evidence-based
guidelines for emergency obstetric and newborn.cHne LRPs were formulated to

reflect the information in these manuals.

Table 65: Materials for EMNoC Course

DOCUMENTS TO PREPARE IN ADVANCE

For each learner: For each facilitator:
[ Course schedule [1 Course schedule and course outline
[ Precourse questionnaire [ Precourse questionnaire and answer key
[1  Midcourse questionnaire and ans
[ Midcourse questionnaire key
[ Action plan [1 Copy of learners’ action plan
TRAINING MATERIALS TO DOWNLOAD
For each learner For each facilitator
0 Best Practices in Maternal a

[ Best Practices in Maternal and Newb  Newborn Care
A Learning Resource Package
Care: A Learning Resource Package for Essential and
Basic Emergency Obstetric ¢
Essential and Basic Emergency Obstetric ~ Newborn Care.
and Newborn Care. Learner’s Notebook. Facilitator's Guide.
http://www.accesstohealth.org/toolres/p
http://www.accesstohealth.org/toolres/pdfs  dfs/ACCE
/ACCESS_BPmnclrpPart.pdf SS_BPmncrlpFacil.pdf

[1 Managing Complications in Pregnar
[J Managing Complications in Pregnancy and
Childbirth: A Guide for Midwives ar
and Childbirth: A Guide for Midwives and Doctors.
Doctors. World Health Organization, 2003. World Health Organization, 2003.
http://whglibdoc.who.int/hg/2000/WHO_R  http://whglibdoc.who.int/hg/2000/WH
H O_RHR_00.
R_00.7.pdf 7.pdf
[0 Pregnancy, Childbirth, Postpartum
[1 Pregnancy, Childbirth, Postpartum and Newborn
Care: A Guide for Essential Pract

Newban Care: A Guide for Essent| WHO, 2006

http://www.who.int/reproductivehealth/
Practice. WHO, 2006. publication
http://www.who.int/reproductivehealth/publ
ications/en/ slen/

O Emergency Obstetric Care: Qu
[l Emergency Obstetric Care: Quick Reference

Guide for Frontline Providers. Jhpie(
Reference Guide for Frontline Providers. 2003.
Jhpiego, 2003. http://www.jhpiego.org/en/node/477

http://www.jhpiego.org/en/nod477
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Table 66: Materials for Follow-Up of Learners

For each midwife
Clinical experience logbook

71 Guidelines for Assessment of Skilled
Providers after Training in Maternal and
Newborn Health. Jhpiego, 2004.

www.jhpiego.org/files/GdInsSkillProvEN. pdf
0 Action plan

0 Related standards

Listed below are descriptions and ordering infororatfor anatomic models and
other equipment needed for EmMONC trainings. At aimiim, models for childbirth
(for practicing AMTSL, immediate newborn care, dEH treatment) and newborn
resuscitation should be made available for BEmOfd®ing (WHO 2015). All these

were made available for the training.

Table 67: Anatomic Models

DESCRIPTION SOURCE

Childbirth simulator BUYAMAG INC.
www.buyamag.col

GAUMARD SCIENTIFIC
Tel: 001305-971-3790
www.gaumard.com

MamaNatalie (normal birth & vacuum) LAERDAL
www.laerdal.com/mamaNatalie
Pelvic model for breech delivery SUPERIOR MEDICAL
superiormedical.com/l_modehtml
Model and equipment for MVA IPAS
WWW.ipas.org
Fetus model for vacuum extraction PELICAN HEALTHCBRTD.

www.pelicanhealthcare.co.uk

Tel: 029 2074 7000

Fax: 029 2074 70(

Email: contactus@pelicanhealthcare.co.uk
Model for PPH management: MamaNatalie LAERDAL

www.laerdal.com
Model and equipment for newborn resuscitation:  LAPR GLOBAL HEALTH
Helping Babies Breathe (HBB) model NeoNatalieww.laerdalglobalhealth.com/neonatalie.html
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The following videos and presentations were usefi@BmONC training to reinforce
the key components of each skill being taught. heesr viewed them at their own

convenience during and following training as neeefresh their knowledge.

Table 68: Videos and Presentations

DESCRIPTION SOURCES
Active Management of tt
Third ACCESS Program
Stage of Labor: A
Demonstration www.accesstohealth.org/toolres/anatsiamts|. html
Vaginal Breech Delivery
and WHO Reproductive Health Library
Symphysiotom http://apps.who.int/rhl/videos/en/index.h
Manual Vacuun
Aspiration IPAS

www.ipas.org

Vacuum Extraction

Vacuum-Assisted
Delivery: A Brief
Summary of Key
Principles

Steps to Overcome
Shoulder

Dystocia
Caesarean Section
Evidence-

Based Surgice
Techniques

Spinal Anesthes

Labour Companionship:

Every
Woman'’s Choice

View video at http://youtu.be/I0daz8dLXdY
WHO Reproductive Health Library
http://apps.who.int/rhl/videos/en/index.html

Clinical Innovations, Inc.
http://www.clinicalinnovations.com/kiwi_video_vadh
Tel: 88¢-26€-6222 or 80-26€-820(

To order video, go to:
http://www.clinicalinnovations.com/vacca.htm#dvd

WHO Reproductive Health Library
http://apps.who.int/rhl/videos/en/inderht

WHO Reproductive Health Library

http://apps.who.int/rhl/videos/en/inté&xl
www.operationalmedicine.org/ed2/video/spinal.i

WHO Reproductive Health Library
http://apps.who.int/rhl/videos/edér.html
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JOB AIDS

A full list of resources, including job aids, cae tound in the Essential Obstetric and
Newborn Care (EONC) Toolkit, on the Knowledge foredith website (visit
http://www.k4health.org/publications-and-resourcesShe following job aids were
very useful during training. It was ensured thathefacility represented at the training

had copies of them.

Job Aids in the EONC Toolkit (www.k4health.org):

[ Positions for Labor (drawings of positions in lal@rd squatting position for
birth), by Victor Okello (artist); from GOAL, Ugald

(1 Steps to Perform AMTSL (poster)

(1 Steps to Perform MVA (poster)

1 Algorithm for Management of Preeclampsia/Eclamjsister)

1 Dilution and Mixing of MgSO4 (poster)

(1 Algorithm for Management of PPH (poster)

Other Job Aids:

[l Positions for Laboring Out
of Bed Tear PadCascade
Healthcare Products
www.1cascade.com/Productinfo.aspx?productid=2937

(1 Action PlanPoster

1 Helping Babies Breathe Action Plan
www.helpingbabiesbreathe.org/docs/ActionPlan.pdf

(1 Large laminated WHO Modified Partograp

[J Wall chart to demonstrate cervical dilatation
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4.4Phase llI: Post Intervention Results

4.4.1Introduction to Phase Il

This was an evaluation of the outcomes of the itngimtervention that was done in
phase two. It was done at two levels, immediatdtgrathe training and clinical
practice by use of a post test and skills assegsnoenmodels and clients and at four
months by use of questionnaires, case studiesraadview checklists. The sample
size was 64 midwives who were randomly selectechftbe trained midwives (33
from Meru and 31 from Embu hospitals). All the mides attained 85% and above in

both skills and knowledge assessment.

In the second evaluation, the same tools that weeel in phase one were used but
excluded questions on barriers and training neBuks.observation justifies why post-

intervention evaluation.

During this phase, evaluation of the outcomes ahing intervention was done. It

was done to 60 Nurses 30 from Embu and 30 from Muwspital. Their number

reduced from 64 because two of the trained nunges Meru and one from Embu

were on maternity leave during this period while saspondent from Meru hospital
had left the hospital. This observation justifieeywpost-intervention evaluation was
done on the fourth month after training. Treece arakce (1986) recommended that
the researcher must recognize that the time spaveba the first test and the second
test can be confounded by age, fatigue and mabaratThus unnecessary
prolongation of time was avoided to prevent a sdenahere some nurses could have
transferred or moved from the study areas for seezsons hence reducing the

sample.
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The evaluation was done at the respondents’ plae®ik where they were requested
to fill in the post intervention questionnairegeirview checklist and observed as they
performed the tasks. Data was then entered intccdimeputer and analysed using

SPSS version 22. The results were as presented.belo

4.4.2 Participants’ Characteristics
The characteristics of the 60 participants who wewaluated in phase 11 are
described in 4.2.1 above under the sub heading Dexpbic characteristics of the

trained participants.

4.4.3 Use Partograph to Monitor Labor

The researcher sought to find out whether there avassignificant difference of
responses from baseline survey to those in phase tn whether hospitals used
Partograph to monitor labour. The responses weesepted in frequencies and

percentages. This is presented in table 32 anc@db

4.4.3.1 Embu Hospital

The results indicated that there was a significéfférence in percentages. In baseline
survey only 46.7% as compared to 93.3% after mginindicated that the hospitals
used a partograph to monitor labor. From a pergentd 33.3% to a minimum of
only 3.3% of the respondents indicated the hospdal not have a partograph. From
a percentage of 20% to only 3.3% of the respondaribase three indicated that they

did not know whether the hospitals used partogtaphonitor labor.
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Table 69 Use Partograph to Monitor Labor in Embu Haspital

Before training (%) After training (%)
Yes 46.7 93.3
No 33.3 3.3
Dont Know 20 3.3
Total 100.( 100.(

4.4.3.2 Meru Hospital

The results indicated that there was a significéfférence in percentages. In baseline
survey only 60 % as compared to 96.67% after imginndicated that the hospitals
used a partograph to monitor labor. From a pergentdé 10 % to a minimum of only
3.3% of the respondents indicated the hospitalsndidhave a partograph. From a
percentage of 30 % to only 0 % of the respondenfshase three indicated that they

did not know whether the hospitals used partogtaphonitor labor.

Table 70: Use Partograph to Monitor Labor in Meru Hospital

Before training (%) After training (%)
Yes 60 96.67
No 10 3.33
Dont Know 30 0
Total 100.( 100.(
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4.4.4 Using Manual as a Reference

4.4.4.1 Embu Hospital

The results indicate that there was a significaffer@nce between before training and
after training results. Majority of the nurses byeftraining indicated that they rarely
used the manuals (43.3%). After training Majorityttze respondents (80%) indicated

that they used manual as a reference and to maoaggications.

Table 71: use of Manual as Reference in Embu Hospit

Before Training (%) After Training (%)
Everyday 13.3 80
Once Per Week 16.7 13.3
Once Per Mont 16.7 16.7
Rarely 43.3 6.7
Never 10 0
Total 100.0 100.0

4.4.4.2 Meru Hospital

The results in Meru hospital are similar to thaseEmbu hospital .They indicate a
significance difference between before and aftaming results. Majority of the
respondents before training indicated that theglyaused manual as a reference.
After training majority of the respondents indichtihat they used the manual every

day.
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Table 72: Use of Manual as Reference in Meru Hosgit

Before training (%) After training (%)
Everyday 13.3 83.3
Once Per Week 20 10
Once Per Month 23.3 6.7
Rarely 4C 0
Nevel 3.2 0
Total 100.0 100.0

4.4.5 Safe Motherhood Committees
The researcher sought whether the nurses had fasafednotherhood committees in
the two hospitals. The responses were presentiddnencies and percentages. This

was presented in tables below.

4.4.5.1 Embu Hospital

The results indicate that majority (46.6%) of teepondents before training indicated
that they did not belong to any safe motherhoodmitees. After training majority
of the respondents (96.67%) indicated that theyorigdd to safe motherhood
committees. Most respondents indicated the nantieeacsafe motherhood committees

is” Hospital safe motherhood committee”

Table 73: Safe Motherhood Committees at Embu Hospat

Before training After training
Yes 20 96.67
No 46.¢€ 3.3¢
Dont Know 33.3 0
Total 100.0 100.0
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4.4.5.2Meru Hospital

The results in Meru hospital compare favorably wifte results in Embu hospital.
However there is a significant difference betwees tesults in baseline line survey
and phase three after training results. In basalimeey majority of the respondents
(53.3%) indicated that they did not belong to aafesnotherhood committees. After
training the results indicate that 90% of the resj@mts indicated that they belonged

to safe motherhood committees.

Table 74: Safe Motherhood Committees at Embu Hospat

Frequenc Percer
Yes 16.7 90
No 53.: 6.7
Dont Know 30 3.3
Total 100.0 100.0

4.4.6 Assessment of Midwives’ Skills and Knowledge Maternal and Newborn

Care after Training

This study sought to find out the essential sKitls midwives in each institution of
health services after the training. Questions veeiministered to the respondents and
they were asked to select the best possible ansWescriptive percentages were
used to analyses the data and present the resutistlieir responses. The results are

presented in table 79 for Meru hospital and tabBléo8 Embu hospital.
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Table 75: Percentage and averages of correct and ciorrect responses for

midwives in Meru hospital (posttest scores)

MERU
Questions % respondents
Skills Assessment with correct
Antenatal Care responses
The information obtained from the antenatal hist@gn help the 82.1
midwives
Pregnant women should receive educational mességes which of the 90.23
following
When counseling a pregnant woman about formulatifgrth plan, the 92.46
midwive should tell her
If the woman trusts the provider and feels thake séares about the 85.92
outcome of the pregnancy, she will be more likely t
When offering HIV testing services to a pregnantmao, the provider 87.78
shoulc
Focused antenatal care means that 92.59
When counseling a pregnant woman about nutritiersure to 82.74
Tests that should be performed for every womannguantenatal care 78.56
include
After giving a pregnant woman her first dose ofatets toxoid by 79.96
intramuscular injection, the used syringe and reesdbuld be.
Antenatal Care Skills Mean Score 85.812
NORMAL LABOR, CHILDBIRTH, AND IMMEDIATE
NEWBORN CARE SKILLS
One way to prevent transmission of HIV from an atégl mother to her 90.6
baby (vertical transmission) is to
When performing a vaginal examination, which of tledowing is 80.6
recorded on the partograph?
If a woman is admitted during the active phaseabbl, cervical dilation 90.9
is initially plotted on the partograph
Cervical dilation plotted to the right of the alente indicates 86.6
Active management of the third stage of labor sthde practiced 82.3
The appropriate order of steps in active managewfeihte third stage of 90.8
labor include
bleeding continues after delivery of the placentaing active 87.9
management, thirst thing the provider should do is call for help and
(Case study) Which is thmost appropriate intervention? 90.1
Which of the following will help to decrease thskiof infection during 95.6
childbirth?
Contaminated instruments in the labor ward shoultédiately be 89.7
Thefirst step in thermal protection for the newborn includes 83.5
Immediate care for a normal newborn includes 86.9
Which of the following can contribute to hypotheenim newborns 90.5
To maintain the newborn’s axillary temperature hesw 36.5° C and 90.3

37.5° C it is important to
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Before performing an exam on a baby who is 2 hololsand who has 89.9
not been bathed, the skilled provider should

Care of the umbilicus should include 87.6
The best way to determine if a newborn needs réatisa is to 93.5
Breastfeeding should begin 97.7
When counseling the mother about breastfeedingskiileed provider 89.5
should tell her to

When counseling the mother about her newborn, Kieed provider 95.5
should

Average 89.5
POSTPARTUM CARE (MOTHER AND BABY) SKILLS 86.9
During the first 2 hours following birth, the pralé@r should 85.9
After childbirth, the mother should have a postparivisit with a skilled 81.02
provider

During the postpartum visit to the clinic, obtaihiatory for the 84.3
During each postpartum visit, specific informatisinould be obtained 77.8
from the woman about

By the tenth day postpartum, you should be abfeatpate the uterus 86.7
Each time you counsel the breastfeeding mothertaiation, tell her 78.9
that

At each postpartum visit, the mother should be seled to seek care if 86.9
she has which of the following danger signs

When counseling a new mother about breastfeedinghén6 hours 86.2
following birth

Each postpartum examination should include 86.3
After completing the postpartum examination 87.9
Average 84.44
MANAGEMENT OF COMPLICATIONS

Carry out rapid initial assessment 85.9
When there is an obstetric emergency, tell the woaral her family or 83.7
support person.

Immediate postpartum hemorrhage can be due to 86.7
The most effective way tnmediately control eclamptic convulsions is 83.1

to

Newborn resuscitation procedures 96.2
When performing newborn resuscitation with an Aniaig and mask, it 79.8

is important to verify that

Do not perform vacuum extraction in the case of 685.
A woman with a ruptured uterus has which of théofeing signs and 76.7
symptoms

When performing newborn resuscitation with an Anflag and mask, 77.1
ventilateat the rate of

Treatment of postpartum metritis includes 87.8
Average 84.26
Overall score 86.003
n=30
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From the table 75 above, it emerged that the eatémowledge and skills that the
nurses have in Maternal and Neonatal Health sefiici According to WHO (2015)
and other local reproductive health guidelines,idwives should score at least 80%
in each of the questions administered. The reabltwe indicate an average of 86.003
which is sufficient.The results indicate that resgents on assessment of antenatal
skills scored an average of 84.26%, while on notatadr, childbirth and immediate
newborn care skills they scored an average of 84.dd postpartum care (mother and
baby) an average of 89.5%, on management of coatjglits they scored a mean of
85.812%.This indicates that the nurses showed at gngrovement after training.
Therefore this indicates that the training improveeir basic maternal and newborn

care skills so they can be able to solve varioadtineomplications.

Table 76: Percentage and averages of correct andciorrect responses for

midwives in Embu hospital (n=30)

Question Average percentac
SKILLS ASSESSMENT correct scores
Antenatal Car 95.2
Normal Labor, Childbirth, And Immediate Newborn 89.63
Care Skills

Postpartum Care (Mother And Baby) Skills 87.92
Management of Complicatio 80.1:
Overall scor 88.2-
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The results in table 80 above are similar to tHosé&leru Town Hospital. According
to WHO (2015) and other local reproductive healthdglines, a midwife should
score at least 80% in each of the questions adimiei The results above indicate an
average of 88.22 which is sufficient. The resultslicate that respondents on
assessment of antenatal skills scored an avera®.2%, while on normal labor,
childbirth and immediate newborn care skills thepred an average of 89.63% on
postpartum care (mother and baby) an average @2%y. on management of
complications they scored a mean of 88.22%.Thiscatds that nurses showed an
improvement after training and they are well abke gfolve various health

complications.

4.5 Comparison of Phase | and Phase Il Results

The results obtained in phase 111 were matchedtlaend compared with those
obtained in phasel.This was necessary in orderctesa the changes in the
knowledge, point of view and performance of thesegrafter training. It was also
necessary in order to determine factors that negdorcement for sustainability of
nursing research capacity and culture of evideased practice among the staff.
Overall results showed marked improvements in mitggowledge/skills in all areas
of newborn care skills, normal labor, childbirttmmediate newborn care skills,
postpartum care and management of complicationsei@by their skills in maternal

and newborn care skills improved after trainingisTib presented in the tables below.
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W % respondents with correct responses in pretest

M % change in respondents with correct responses in posttest

Figure 19: Percentage change in Respondents’ corttescores on Antenatal Care

Skills after training in Meru Level V Hospital
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The figure above showed improvement in knowledgallithe areas of antenatal care
with the highest score in the area of counsellirggpant women and giving tetanus
(40%) followed by focused antenatal care respegti@0%). The meanscore

increase was 27.2% and the ttotal score afterdiv@rg was 76.4% up from 49.2%.

Intrapartum Care Skills - Meru level V

% respondents with correct responses in pretest

B % change in respondents with correct responses in posttest

Figure 20 : Percentage change in Respondents’ conotscores on Intrapartum

Care Skills after training in Meru Level V Hospital

The figure above showed improvement on all areatedeon with a mean score

increase from 56.6% to 81.8%
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Postpartum Care Skiils Assessment - Meru
Level V

with correct re nses in pretest

W % change in respondents with correct responses in posttest
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Figure 21:. Percentage change in Respondents’ coritescores on Postpartum
Care Skills after training in Meru Level V Hospital

In the area of postpartum care the score improrad 57.2% to 85.0%.
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Assessment of Skills in Managing Complications -
Meru Level V

| % respondents with correct responses in pretest

W % change in respondents with correct responses in posttest
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Figure 22: Percentage change in Respondents’ coritegcores on Management of
Complication Skills after training in Meru Level V Hospital

The average score increased from 58.1% to 80.9%

The results showed that knowledge improved afteitridining from a pretest mean of
55.3 to a post test mean of 81.0.This indicate8%%after training improvement. The
results were further subjected to paired samplgs Tée improvement in knowledge
was statistically significant with a T= 15.684 (PBQLl) (see table 77
below).Therefore, the hypothesis that,” there isalationship between an educational
intervention on midwives’ essential maternal andnaal skills and knowledge in

these skills was rejected.
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Table 77: Paired Samples Test for Meru

Paired Differences

t df  Sig. (2-
Meen Std. Std. Error 95% Confidence Interve tailed)
Deviation Mean of the Difference
Lower Upper
V2
Pair - 30.5130000 5.2421381 2.6210691 22.1715885 38.8544115 11.641 3  .001
V3

A scatter plot comparing pretest and post testescavas generated in order to
determine whether the training benefited all pgéints equally. As shown in the
scatter plot, the training benefitted all particiaequally with both those who had

lower or higher scores in the pretest improvingalmost equal margins in the

posttest.
R2 Linear = 0.023
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Figure 23: Scatter plot for Meru
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Comparison for Embu Level Five Hospital

Antenatal Care Skills Assessment

mY% change in respondents with
correct responses in Post test

m % respondents with correct

A S S S S N R G
& &I E & ¢ 00‘ responses Pretest

Figure 24: Percentage change in Respondents’ cortescores on Antenatal care

Skills after training in Embu Level V Hospital

There was improvement in all the areas tested tienaal care with a mean of 42.0%

increase. The total score was 95.2% up from 53.2%
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Figure 25: Percentage change in Respondents’ coaotescores on Intrapartum

care Skills after training in Embu Level V Hospital

There was marked increase with a mean score of29T®e total score was 89.6%

up from 59.7%. There was imrovement in all the sieth a mean of 87.9% up from

57.9%.

164



Postpartum Care Skills

W % change in respondents with
correct responses in Post test

W % respondents with correct
responses Before Intervention

Figure 26: Percentage change in Respondents’ coritescores on Management of

complications Skills after training in Embu Level V Hospital

There was improvement in all the areas with a msame increase of 22.4%. The

total score was 80.1% up from 57.7%
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Table 78: Comparing Pretest and Posttest Scores Ftiie Embu Hospital Nurses

Questions Pretest%  %Posttest %
Skills Assessment correct scores scores Adjustment
Antenatal Care 58.02 95.2 +37
Normal Labor, Childbirth, And Immediate  59.64 89.63 +30
Newborn Care Skills

Postpartum Care (Mother And Baby) 57.89 87.92 +30
Skills

Management of Complications 64.08 80.12 +16
Total average 59.9075 88.22 +28

The results showed that knowledge improved aftetrdining from a pretest mean of
59.92 to a posttest mean of 88.22. This indicad8s after training improvement. The
results were further subjected to paired sampl&s Tée improvement in knowledge
was statistically significant with a T= 6.397 (P608) (see table 42 below).
Therefore, the hypothesis that,” there is no retethip between an educational
intervention on midwives’ essential maternal andnaal care skills and knowledge

in these skills was rejected.

Table 79: Paired Samples Test for Embu

Paired Differences t df Sig.
Mean Std. Std. Error 95% Confidence Interval of (2-
Deviation Mean the Difference tailed)
Lower Upper
V2
:alr - 28.3100000 8.8508116 4.4254058 14.2263836 42.3936164 6.397 3 .008
V3
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A scatter plot comparing pretest and posttest scavas generated in order to
determine whether the training benefited all pgéots equally. As shown in the
scatter plot, the training benefitted all particitmequally with both those who had

lower or higher scores in the pretest improvingalimost equal margins in the

posttest.
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Figure 27: Scatter plot for Embu PRE TEST
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CHAPTER FIVE: DISCUSSION, CONCLUSION AND

RECOMMENDATIONS

5.1Introduction

This chapter discusses the findings of the studgletion to the reviewed literature.

5.2 Discussion

This study found that, most participants were f@®walThis is expected since the
nursing and midwifery profession has for a longrbdeminated by females.

Almost all midwives indicated practising EmONC déspacking confidence to do

so. This finding is not unusual as EmMONC competeramaong midwives are poor
globally as stated by WHO (2015). Although the mit8 practiced EmNOC skills,

the results revealed that majority of them did lmte confidence.

In this study, only 59% of the midwives had knovwgecon EmONC in the baseline
survey. A study done in Tanzania, by Otorin et24l16) supports that training of
midwives improved utilization of EmONC skills great The study revealed that
midwives had low competences before the trainingabier the training there was a
lot of improvement in all the areas. The trainingtervention led to notable
improvements in care. For example, 60% of womeeived active management of
the third stage of labor (AMTSL) according to therent guidelines and standards in
2012—an increase of 19% from 2010. There was isectaise of oxytocin at all
health facilities, and the overall use of 99% oxytoin the performance of AMTSL
reflected excellent availability. In 2012, only fooases of postpartum hemorrhage

(PPH) (0.8% of 500 births) were observed compangd 10 cases in 2010, which is a
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testament to the impact of preventing PPH throughTAL. All PPH cases were

managed successfully.

The assessment of use of partograph in managimnpaand clients revealed 47% in
baseline survey and 87% respectively. This was @tpg by Opiah et al (2012) in
cross-sectional study assessed knowledge andatibiiz of the partograph among
midwives in two tertiary health facilities in theigér Delta Region of Nigeria. A
descriptive survey design was utilized, using acstred questionnaire administered
to 165 midwives purposively selected from the Fabl&tedical Center (FMC) (79)
and Niger Delta University Teaching Hospital (NDUT{86). Results revealed that
84% of midwives knew what the partograph was and%2ndicated that the use of
the partograph reduces maternal and child mortahibout 50.6% midwives in FMC
and 98.8% in NDUTH indicated that it was routinaljilized in their centers.
Assessment of utilized partograph charts revediatd dnly 18 (37.5%) out of 48 in
FMC and 17_(32.6%) out of 52 in NDUTH were propefijed. Factors in the
utilization of the partograph were:-non-availaliliof the partograph (30.3%),
shortage of staff (19.4%), little or no knowledgethe use of the partograph (22.2%),
and 8.6 percent indicated it was time consumingsighificant relationship existed
between knowledge of the partograph and its utibra(y2= 32.298. Df = 1; P <0.05)
and between midwives years of experience and iligation (y2=4.818, Df = 4; P
<0.05). However, this study also showed that desmitdwives good knowledge of
the partograph, there was poor utilization in lalmanitoring in both centers. Training
of midwives on the use of the partograph with pgidavorkshops and seminars and a

mandatory hospital policy are recommended and tot#the safety of women in labor
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(WHO 2015). The study revealed that the midwivesret low in the use of
partograph before the training and the score inguiafter the training improvement.
Legale et al (2011) claimed that a gain in knowkdges not necessarily result in a
change in behaviour by the clinician and this wellenged by Jill (2011) who urged
that if that was so, then other questions arisd: am improvement in patient care
occur? And, if it does, how can it be measured?evimer literature has reviewed that
there is little literature on the effectivenessG®D in improving patient care (Jill
2011). However in his work, he stated that: eflectCPD involves botHlearning”
and being“fit to practise” ,knowing both the"why” and the“how” and putting
learning into practice and that effectiveness @lifated when professionals are able
to determine their own learning needs through céifl@ within the totality of their
practice. This means being able to go beyond whajuiantifiable. The research
revealed a positive effect on blended trainingrireation which includes both theory
and practice. The results indicated improvemendlirthe aspects and revealed an
average of over 80% scores which WHO (2015) recemus to be safe for

midwifery practice.

It was evident that although majority of the midesdvstated that the hospital used
partograph in managing clients, they were not awétbe availability of the EmONC
guidelines in the wards. WHO (2015) supported hlyistating that midwives need to
be confident in order to be safe to practice. Havekie study revealed that although
majority of the midwives spent most of their tim&hwpatients and clients, majority

stated that they were not very confident in periogrheir skills.
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5.3 Conclusion

The study identified established the gaps thattedxis» the EmONC knowledge and
skills among midwives in Embu and Meru hospitalbe Trespondents from both
hospitals showed great understanding of the impoetaof EmONC knowledge and
skills in improving maternal and neonatal healthey expressed great interest for

sensitization, training and support in implementimgir skills and knowledge.

Findings of the study added to the existing bodgvkedge of EmONC by midwives
and the impact of training and coach in competedmaiyding and retention. Health
care organizations could facilitate strengthenifigemmONC knowledge and skills
gaining during formal training of Nurses and midesvby supporting CPD activities

locally.

Collaboration with all key players in health is essary in order to support CPD

activities for midwives and nurses.

If maternal and neonatal health need to be improkeasl important that midwives in
this country are motivated to be change agentchathpions towards safe midwifery
practice. This can be done by motivating them tenat CPD activities that are related

to their practice.
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5.4 Contribution from the study to the body of Knowedge in Midwifery &

Nursing Education

Figure 29: Lucy Gitonga CPD Model
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5.4 Recommendations

From the findings, it is recommended that:

CPD in EmNOC should be provided to all midwivesiiievels of health
care delivery in the country including incorporatisuch activities in the
induction programmes for midwives.

There is need to review the nursing curricula tartmre focused on skills
development and retention in the area of EmMNOC.

There is need to identify EmMONC focal persons inn@ternity units in
the country to champion the agenda of midwiferyvind.

The findings lead to development of a frameworlemtance provision of
CPD and also development of evaluation guidelines &ssessing
development of competences in EmMNOC. These guiekhould be used
in the country with the aim of improving maternatanewborn health.

A further research to be done in all other leved fnospitals in the country

to allow generalization.
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Abstract

Continuing professional development (CPD) continteegain acceptance as a model
for health care professionals to engage in lifell@agning. Little is known about how
CPD participants put the experience and the newlauge into practice and whether
it has impact on patient care outcomes. The prinadjgctive of this study was to
evaluate the effectiveness of CPD of Midwives osdasial Maternal and Newborn
care skills on maternal and neonatal mortality nmbles County, Kenya. The study was
an interventional non-randomized pretest postdegty design of midwives from the
participants of the 2010 ministry of health tragion essential maternal and newborn
care skills. Sixty (60) midwives working in matdsniunit of Embu level five
hospitals were targeted. The study was carriedrotwo phases. Phase one involved
environmental scanning of the factors that supgood performance in the workplace
using a questionnaire. Phase two involved evaloatib the impact by testing a
hypotheses using data collected by use of questites) evaluation checklist and
chart audit. Data were analyzed using qualitativetent analysis and presented using
percentages and frequency tables. Chi-square ndstarelation analysis were used
to show the association between variables, whiehmadwives essential maternal and
newborn care skills and maternal and neonatal fitgrta chi—squar@(2 = 14.143, df

= 9 and a coefficient = 0.357. This coefficientdss than p-value at Alpha 0.05 and
therefore is not significant, proving that the edisé maternal and neonatal care skills
do not contribute to reduction in mortalities asclsuwo variables are almost
independent of each other, whether one exists doesiecessitate the existence of
another nor does it reduce maternal and neonatdhhties in Kenya.
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1. Background to the Study

“Evaluation is as basic to professional developmest it is to education”.
Unfortunately, as it is so often the case in ngsand midwifery, systematic
evaluations of professional development prograresrarely undertaken. According
to Bello [1], millions of dollars have been progil in the name of professional
development, but the quality of these programs geetially unchallenged.
Reviewed literature has indicated that the goahedalth care delivery site is to
provide high quality services to the communityetwes. Although there are various
factors that support good performance in the weargg)| skills and knowledge are
critical in improving quality of care. Literaturésa reveals that even the best training
does not always result in improved performance asmfellow up of implementation
of the training is done. This is also according[®).The effectiveness of the midwife
has traditionally been associated with maintaingtgndards of care. Continuing
professional development (CPD) is essential to renthat this important group feels
adequately pre-pared to perform their role, andbd®esn recognized as an important
factor in maintaining job satisfaction and reducivasteful staff turnover. Courtis and
Netten [3], in a study to review the effects ofsfgraduate training programs to
improve the skills and knowledge of trained heattire professionals who are
involved in maternal and perinatal care stated tila&ting of health care workers can
play an important role in improving quality of caesd reducing maternal and
perinatal mortality and morbidity. Additionally, r@view of the literature indicates
that the area of nurses’ and midwives’ continuingfgssional development (CPD) is
of growing interest in Kenya and internationallyowkver, while an increasing range
of literature focuses on particular aspects of C®Bre is a limited literature on the
evaluation of the impact of these trainings on iovement of maternal and child
health. This was supported by Danielson and Hall¢] who stated that training
programs may improve quality of care but strongdemce is lacking and that
policymakers need to include evaluation and reupgrof effects in project budgets
for new training programs. Review of literature caleveals that although many
countries are struggling to train, evidence shole training does not merge with
competence. While most CPD experiences might besidered as means of
introducing or enhancing knowledge, skills andtadkes, it cannot be assumed that
this is uncontested. Moreover many researchers hayeed that it is not merely the
type of professional knowledge being acquired ftlsaimportant, but the context
through which it is acquired and subsequently usieat actually helps us to
understand the nature of that knowledge [5].Analyzhe means through which
CPD for nurses and midwives is organized and siradtmay help us to understand
not only the motivation behind such structures, &lsb the nature of professional
knowledge and professionalism itself.

1.1. Statement of the Problem

Provision of maternal and newborn care in healtilifi@s in Kenya is based on the
National Reproductive Health Standards. The Reprbghi Health standards are
comprehensive and integrated. The following comptnepecifically target maternal
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and newborn care: focused antenatal care, norinai End delivery, management of
complications during labor and delivery and posthaare of mother and neonate.
Despite recent developments health care in Kenyeires suboptimal. In a country
with a population a population of approximately 8@ilion (Kenya Demographic
Health Survey) [6] [7], there are currently anirasted 54 nurses/ 100,000
population which is far below the World Health reooendation. Maternal
mortalities in Kenya have remained increasing [sigice 1998 to 488 maternal deaths
per 100,000 live births in the year 2008/2009 (v&ittme regions reporting maternal
mortalities of over 1000/100,000 live births). Natad mortality rate has recorded a
marginal reduction from 33% in 2003 to 31% in 2QDR9 compared to other
indicators of child survival. A study done on ewlon of a programme in three
districts in South Kalimantan, Indonesia, which sisted of the training, deployment
and supervision of a large number of professionatiwives in villages, an
information, education and communication (IEC) tetgg to increase use of village
midwives for birth, and a district-based maternatl gerinatal audit (MPA) [8]
revealed that before the programme, the midwives limaited ability to manage
obstetric complications, and 90% of births tookcplaat home. Only 37% were
attended by a skilled attendant.

Through in-service training, continuous supervisemd participation in the audit
system midwives also gained confidence and skillthe management of obstetric
complications. Despite this, the proportion adnditi@ hospital for a caesarean section
declined from 1.7% to 1.4% and the proportion athditto hospital with a
complication requiring a life-saving interventioedined from 1.1% to 0.7%. Embu
County is one of the counties where a lot of cantig professional development on
essential newborn care and maternal care has loeenfdr midwives. However there
is no research indicating whether this training hagatively or positively impacted
on these deaths.

1.2. The Purpose of the Study

The broad objective of the study was to evaluagithpact of CPD activities for
nurses and midwives in reducing maternal and nebmadrtality in Embu County,
Kenya.

1.3. Objectives of the Study
The specific objective of this study was to:

Evaluate the impact of midwives’ essential materanl newborn care skills
performance and patients/service outcomes.

1.4 Study Questions

How does midwives’ participation in CPD contributeimprovements in patient or
service outcomes?
1)How does midwives’ participation in CPD affect theiactice and performance?

1.4.1. Study Hypothesis

HO;: There is no significant relationship between thelwives’ maternal and new
born care skills acquireduring CPD and change in percentage of maternal and
neonatal mortality in Embu County.
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1.4.2. Significance of the Study

The findings of the study are expected to infore government and the community
on the scope of implementation of the trainingsedfor midwives and the impact the
implementation has on maternal and neonatal mgrtaliKenya. Consequently, this
will have financial implication in that money wilbe directed in the right places
because there is clear indication of the expeasdlts as evidence has been obtained.

1.5. Definition of Terms

The following terms are defined in the study as:

Essential maternal and newborn care skills-Skills required in provision of
prenatal, natal and postnatalre of both mother and baby.

Midwife —a person qualified to practice midwifery, havireceived specialized
training in obstetrics anchild care.

Evaluation—is a systematic determination of a subject's mewbrth and
significance, using criteria governed by a settahdards.

Impact—Measure of the tangible and intangible effectsngeguences) of one
things or entity’s action or influence upon another

Maternal mortality —the number of registered maternal deaths due rtb-bor
pregnancy-related complications.
Neonatal mortality—Death of a live born infant within the first 28ydaof life death.

2. Literature Review

Although participation in CPD is currently compuigoin Kenya defining the
sanctions or implications for non participation eens to be defined and even if it is
there it is in paper and not implemented. The heate landscape is diverse and
complex. In Kenya there is currently no commonlgegted approach to lifelong
learning, however, there is broad agreement thiéria are best served when those
who care for them maintain competence by engagmngontinuous learning and
assessment strategies [9]. Optimally, these giegtevould be ‘highly self-directed,
with content, learning methods, and learning resesirselected specifically for the
purpose of improving the knowledge, skills, andtadies that nurses and midwives
require in their daily professional lives that legadmproved patient outcomes.
According to Hallin and Danielsone [10] CPD can defined as A continuing
process, outside formal under-graduate and postgtadtraining, that enables
individual health workers to maintain and improv@nslards of medical practice
through the development of knowledge, skills, adk#s and behaviour, CPD should
also sup-port specific changes in practice Arisiram the literature review, it is
considered that the definition of CPD could be did into two parts: gaining
knowledge and improving patient care.
Additionally, the procedures for recording CPD wpezceived as needing to address
both of these aspects. However, a body of liteeatlgimed that a gain in knowledge
does not necessarily result in a change in behatipthe clinician Jillet al. [11]. If
that is so, then other questions arise: will anroupment in patient care occur? And,
if it does, how can it be measured? [11]. Morerdierature has reviewed that there
is little literature on the effectiveness of CPD improving patient care [11].
However in his work, he stated that: effective CPBolves both fearning’ and
being ‘fit to practisé, knowing both the Why' and the how’ and putting learning
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into practice and that effectiveness is facilitaten professionals are able to
determine their own learning needs through refbectwithin the totality of their
practice. This means being able to go beyond vehaquiantifiable.

A responsive health system is one offering appat@rantenatal care; comprehensive
emergency obstetrics care and quality delivery isesv Maternal and neonatal
morbidity and mortality levels continue to be rexizgd internationally as public
health priorities. Moreover these indicators iniédr have continued to rise in-stead
of declining since the launch of Safe Motherhoodidtive 15 years ago. Of all
maternal deaths occurring globally, 99% of themuodn developing countries with
Sub-Saharan Africa having the highest maternal alitytratio of 900 maternal
deaths per 100,000 live births and also the higlifestime risk of maternal death of
1:26 [12]. The idea that health professionals &hba accountable to the society they
serve is not a new concept and for a long time], [ continuing professional
development (CPD) of health professionals has tssan as one way in which
population’s level of health could be improved.

The public was, and is still today, increasinglyndading a system that is more
responsive to regional and community needs. Assaltrethere is a need for more
health professional education at all stages of #wucation continuum—
undergraduate, postgraduate, and continuing piriofesdevelopment—that meets
the health and social needs of the populationsgbs@nved. The trend is now towards
“socially accountable” health care, meaning tha knoader context of CPD must
also include the personal, social, and politicgdeass of health care and as such,
involve a widening of accountability to patientfietcommunity, managers and
policymakers [14]. CPD planning must take intoaot local and national priorities
as well as personal learning needs. There is pithd activity both globally and
locally geared towards addressing maternal and atabmorbidity and mortality.
This has placed the role of midwives in sharp faasigovernments think of ways of
ameliorating this problem. Since the number of nivdw in sub-Saharan Africa and
Kenya in particular, are limited, innovative waysimproving their knowledge and
skills in highly effective targeted obstetric an@éwborn interventions without
removing them from the workplace are desirable ].[Midwives offer evidence -
based, cost-effective high impact care [16]. Mesroas competent care providers,
midwives detect problems early in complicated Isirttake appropriate life-saving
actions immediately and refer where appropriatadifi@hally, their critical thinking
and decision making skills contribute to the savioiglives by making timely
decisions and action taking.

In this regard therefore, there is need to sttesmgttheir skills through
continuing professional development (CPD). Aneat@vidence suggest that
increasing demands on service delivery have reduced available for CPD
activities in many countries coupled with less sarpgdrom service providers in
relation to staff needs [5]. Researches on CP[2 leen done in other countries but
no documented evidence in Kenya to critically apalthe perspectives of CPD
practice for Nurses and midwives and their impacachievement of MDG 4 and 5.
Moreover the fast generation of overwhelming infation of health and complexity
in technologies in the 21century poses the greatest challenge to healthwarkers
ability to provide effective and efficient high dit and up to date health care
services.
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The knowledge and skills acquired at the end ofutger graduate and post graduate
training in medical schools is not sufficient tes&in competence and performance
over their job particularly in nursing and midwyerhealth care providers are
expected to remain current in their practice (ewgdeinformed practice) through
participating in CPD programmes. Individual leamiactivities increased public
awareness and scrutiny of the quality of servicisred further compounds these
challenges. Additionally, these challenges havéefesl a growing emphasis on the
need of accountability within the health profession

CPD providers will need to focus/respond to thengiivag economic and political
environment and seek sufficient and effective apphes to maintaining and
improving the skills of an agency health care wiarice that are currently faced with
rapid technological advances and organizationatuesiring. Moreover, despite the
lack of empirical data supporting the links betweanght courses and clinical
effectiveness, there is an increasing emphasisoatintiing professional education
(CPE) and development (CPD). As post registratiaurges proliferate, the
stakeholders, clinicians, managers, accountantscators and patients need the
results of relevant, reliable and valid evaluatibm$nform purchasing decisions and
curriculum planning. However, very little empiricavidence on the clinical
effectiveness of education programmes exists, aodt rof this takes the form of
reported interview or survey data, rather thanalibservations. The relationship
between professional performance and educationsinsmnclear.

Showing the impact of learning is important adlgwvas the customer to know exactly
how the learning process will bring positive resut the business. However, while
the business units value the business linkage @tnpa outcome) and evaluation
(measurement) the most, learning departments sftend the least amount of time
and resources on these two activities.

In Kenya, it is assumed that continuing profesdiaevelopment (CPD), which
encompasses continuing medical education (CME)], [dldys an important role in
maintaining and improving the quality and efficignaf the healthcare system [18]
by translating evidence into clinical practice. dther words, CPD serves as an
important knowledge-translation strategy and is poential approach that could be
incorporated into the Knowledge to Action Procelk¥A) framework [17]. The
KTA framework, which explains how knowledge is puodd and implemented in
healthcare, contains two parts: the knowledge icreatycle and the action cycle
[17]. While the first cycle comprises the proce$sieating knowledge, the second
one constitutes the process of applying the knogdetthus created. By translating
knowledge and evidence into practice, CPD pertainghe action cycle [17].
Designed to improve performance in healthcare mextand, ultimately, health
outcomes, CPD strategies follow the dynamic andititee process for knowledge
translation.

As in other educational disciplines, most evaluatimmeworks used in CPD are
derived from Kirkpatrick’s model [17]. This moda$sesses training effectiveness by
measuring participants’ reactions to an educatiawivity (level 1); changes in
participants’ knowledge, skills, or attitudes (leve); transfer of learning to
practice/observed changes in behaviour (level i&);fanally, the results of the newly
acquired behaviour on organizational outcomes asgbroductivity and quality (level
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4). According to this model, the effects of currapproaches to the assessment of the
impact of accredited CPD activities should ideabg evaluated focusing on
participants’ participation, satisfaction, and ope® in knowledge, behaviour, and
patient outcomes [16]. In practice, however, n@RD providers only assess levels 1
and 2 outcomes using pre- and post-activity seifiattered questionnaires.
Although the impacts of levels 3 and 4 have beeasmed in the context of research
projects using health services methods [17]. CRDigders are still struggling to find
reliable ways to measure these impacts on a robtses.

Munro [19] proposed an integrated conceptual mealgiredict behaviour change
in healthcare professionals that offers a cleaisldas developing a valid and reliable
measurement instrument to assess CPD impacts wicatlipractice (Kirkpatrick's
level 3 outcomes).

Since individual decisions are often central to #mpption of clinically related
behaviours, theories providing information abougritive mechanisms underlying
behaviours help provide direction to behaviour-geninterventions targeting
healthcare professionals. According to Training Beedelopment Agency for schools
(TDA), to evaluate the impact of professional depehent it is crucial to consider
what was intended to be achieved, and what impadtiaceasonably be expected, in
any given time frame. This agency stated that D@rogram to be effective certain
principles have to be followed: Planning for CPDdahe evaluation of its impact
should be integral to performance management, Im@ealuation should focus on
what participants learn, how they use what theyehaarned, and the effect on the
learning of children and young people, There shdwtdan agreed timeline for
evaluating outcomes, accepting that some outcosesh as children and young
people’s improved performance, may take longer éoome evident than others.
Unanticipated outcomes will also be considered bg teview, planning and
implementation of the impact evaluation should beolaborative process between
the individual and key staff involved in performanmanagement and/or coaching
and mentoring, the evidence base and the sucdémsacfor the evaluation of impact
should be agreed, Impact evaluation should be deresl in the short, medium and
long term. Longer-term professional developmenivdigts should involve formative
reviews of impact at agreed stages, the evaluatiampact should include a cost-
benefit analysis of the professional developmenitthat the processes for evaluating
the impact of CPD activities need to be reviewegulaly to ensure that they are
effective and proportionate.
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Theoretical Framework
The study is based on Kirkpatrick’s Training Evaioa Model.

Goals (Planning) Level of Evaluation
What is our organizational Results
objective to improve the Is the desired impact being felt?
business?
'What must the learners be | Performance
able to perform in order to Did they transfer their skills to the
achieve our objective? workplace?
What new knowledge, skills, . Learning
and resources do they need Did they learn the needed skills
order to perform? and/or use the resources they
were given?
‘What must the learners Motivation
perceive in order to learn and Are they motivated to learn &
perform? perform?

3. Methodology
3.1. Research Design

This was an interventional non-randomized pretest fest study design utilizing
guestionnaire and charts audit.

3.2. Study Population

Participants were all midwives working in the matgr unit who had attended CPD
in the past six months. A total of sixty (60) migdes working in Embu Provincial
General Hospital had attended CPD activities indkesix months.

3.3. Selection Criteria

This was an all-inclusive study whereby all the wiies working in the unit were
included in both phases of the study. It was assuim&t any nurse deployed to work
in a maternity unit had midwifery skills. Additioi only the nurses on duty during
the study period were interviewed. A total of fittyree (53) nurses were on duty that
time.

3.4. Sampling Procedures and Sample Size

According to Nigelet al. [20] Sampling is the process of selecting fewesas order
to provide information that can be used to makegioent about a much larger
number of cases. The sampling of the hospital wadom sampling from the eleven
level five hospitals in the country. These midwiwesre considered appropriate to
provide accurate and quality information so asdioieve the objectives of the study.
Since the population was small, the researcher aarded to include the entire
population of the study. According to Quinn and Heg [21] and Telford and
Wrenkin [22] a simple census collects informatfoom every unit in a population.
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As a result, data is truly representative of theMtpopulation and detailed accurate
data can be made available right down to smallsarea

3.5. Research Instruments

Environmental scanning was done using a questioandnile evaluation was done
using Questionnaire and Chart Audit. Questionnaaresdescribed by Muluust al.
[23] as “the most popular means of gathering inftion on participants’ reactions”.
Questionnaires represent the easiest way to askasge in knowledge as well and
may also be used to assess perceived self-perfoemelmanges. The questionnaire
had three parts whereby part A consisted of denpbiradata, part B consisted
questions on environmental scanning whereas paanSisted questions on impact of
CPD in reducing maternal and neonatal mortalityuraand Dathan [14] defines
Chart audit as any method of evaluation that uaés thken from practitioner records,
whether stored electronically or by pulling datanfr physical records of clients seen
by the participants of continuing professional depment activities. Chart audits
represent an alternative occasionally used to sspexctitioner performance and
consumer results when those results are quanétativnature. In this study data
extraction sheet was developed to capture twoddetata. That is before the training
and after the training for comparison purposese@a were also adopted from WHO
recommendations on improving maternal and newbeaith. The data obtained by
this was also through chart audit.

3.6. Data Collection Procedures

The research followed all the procedures put irtglay the University of Nairobi
before going out into the field to collect data.®npermission was granted, the
researchers then visited Embu level five hospital aought written permission to
collect data. The researcher collected data fromtred research subjects. The
participants were asked to complete a consent fwfare participating in the study.
Questionnaires were self administered while chadlita were done by the researcher
and two research assistants who had been trained.

4. Results and Discussion
4.1. Demographic Characteristics

This section presents data on demographic chaistaterof the respondents which
included gender, age and education qualificati&sh information is considered
important in providing a better understanding o tlespondents thus providing a
foundation for a detailed discussion of the redodtsed on the objectives of the study.

4.2. Gender of Respondents

Fifty-three (53) respondents participated in thedgt The researcher sought
information on the gender of responderfiggure 1 presents data on the gender of the
respondents.

Information on Figure 1 shows that majority (98.10%) of respondents weraaile

whereas 1.90% were males. The gender of the resptsis important to bring out

the aspect that the results on evaluation of imphuotidwives’ essential maternal and
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newborn care skills in reducing maternal and neadmaortality were gender sensitive
considering the current political and gender isghas are associated with the gender
issues in our country Kenya. The gender dispantgrag the midwives is presented in
Figure 1.

1.90%

M Male

M Female

Source: field data
Figure 1. Distribution of respondents by gender.

4.3. Academic Qualification of the Respondents

According to information shown orirable 1, majority of the respondents (64.2%)
had KRCHN while 26.4% had KECHN qualification. Resdents with KEM and
KRM qualification accounted for 3.8% and 5.7% respely.

4.4. Age Distribution of the Respondents
The study also sought to establish the distributibtihe respondents by ag&able 2
displays the age distribution of the respondents.

Information displayed onTable 2 reveals that majority (24.5%) of the respondents
were in the 30 - 34 years age bracket. Those ibfhe54 year age group accounted
for 20.8%, while 17.0% were in the 40 - 44 age gsoOnly 1.9% was in the 25 - 29
year age group. Those in the 40 - 44 year age étamtcounted for 17.0% while
9.4% were in the 45 - 49 years age bracket.

4.5. Midwives Perception on the Contribution of CPD

The study also sought to establish ways in whicb €Bntributed to either personal
or patients’ outcome. Data obtained is presentedlle above.

Information presented onTable 3 shows that most (84.9%) of the respondents
perceived CPD to contribute to knowledge acquisitianother 75.5% of the
respondents agreed CPD was successfully changemgnith wives attitude towards
management of mothers in labour. Another 83.0%hef respondents were of the
view that CPD contributed improved practical skilgh 75.5% holding the opinion
that CPD led to learner satisfac-tion.CPD also roated to patients’ outcome as
indicated by 77.3% of the respondents. Other waysyhich CPD was successful
included impact on immediate colleagues, improvedctical skills, Knowledge
acquisition, learner satisfaction and patient oo

Table 4aboveconsists of data obtained from a research on CBBrams with most
impact on learning angractice. The sample has 53 individuals and tHeviahg are

the themes that emerged: medical conference (11.B%arning (13.2%), Helping
baby breathe (9.4%), IMCI (18.9%), Life skills irfMBOC (26.4%), Post partum
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family planning (13.2%), Nursing process (3.8%) &dpervisory skills (3.8%)
respectively. Overall

Table 1. Academic qualification of the respondents.

Frequency Percent

KRC

HN 34 64.2
KEC

HN 14 26.4
KEM 2 3.8
KRM 3 5.7
Total 53 100.

Source: field data.

Table 2.Age distribution of the respondents.

Age Group Frequency Percentage
25-29 1 1.9
30-34 13 24.5
35-39 7 13.2
40 - 44 9 17.0
45 - 49 5 9.4
50 - 54 11 20.8
55-59 7 13.2
Total 53 100.0

Source: field data.

Table 3.Perceptions on the contributions of CPD.

SA A N D SD
Change in attitude 30.2 453 226 1.9 0

Change in departmental/unit

practice 208 189 528 19 5.7

Change in diagnosis practice37.7 11.3 30.2 132 75

Change in treatment practic4.5 34.0 37.7 3.8 0.0

Impact on immediate

colleagues 189 415 39.6 0 0.0

Improved practical skills 56.6 26.4 17.0 0.0 0.0

Knowledge acquisiton 60.4 245 151 0.0 .0.

Learner satisfaction 453 302 245 0.0 0.0

Patient outcome 415 358 227 0.0 0.0
Patients (and family
satisfaction 226 434 340 0.0 0.0
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Others 13.2 3.8 83.0 0.0 0.0

Table 4.CPD programs with most impact on learning and st

F %
Medical conference 6 11.3
E-learning 7 13.2

help the baby breathing 5 9.4
IMCI 10 18.9

Life saving skills in essential maternal and neahat

care (EMnOC) 14 26.4
Post partum family planning 7 13.2

Nursing process 2 3.8

Supervisory skills 2 3.8
Total 53 100.0

67.95% of the respondents stated skills trainingedinOC as having the
greatest impact in reducing maternal and neonatatiatity.

Table 5 aboveshows the criteria followed by the sample afterivéey. The whole
sample population indicated that they did not trde patient with magnesium
sulphate according to protocol this shows thatrilet procedures are not followed
despite any awareness about these procedures.ntd@ated that Urine albumin was
done and recorded and 30% did not. 90% of the mvigsvindicated that Patients were
given oxytocin and 10% responded that the patiemse not given.100% of the
respondents indicated that Puncture proof dispasaitainers are accessible
everywhere, needles are used. 70% of the respanaehtated that Breastfeeding is
initiated within one hour of birth and before th&iansfer out of the delivery room
while 30% indicated that this was not done. A largepulation of respondents at
80% indicated that Vitamin K1 administered to tlabyp immediately after delivery
while a smaller percentage of 20% indicated thé ttas not done.100% of the
respondents indicated that the woman monitoreezat levery 15 minutes for the first
two hours and record blood pressure, pulse, uteaméraction and vagina bleeding.
80% of the respondents indicated that Baby mordtateng with the mother every 15
minutes in the first 2 hours for the following: pastion, color, temperature and the
cord for bleeding while 20% indicated that this wast done. 60% said that the
Mother monitored with a partograph while 40% sdidttthe baby was not monitored
by a partograph. Overall, majority of the respordestated that they followed the
standard operating procedures set according to Wd¢Ommendations for reducing
maternal and neonatal care.

The data was used to calculate the chi-square estdthe hypothesis postulated.
Pearson chi-square was used and it was aided bg.9%6hi-squarg? = 14.143 df =

9 and a coefficient of 0.357. This Coefficient és¢ than p-value at Alpha 0.05 and
therefore is not significant. Subsequently, thd hypothesis was rejected. There is
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little relation between the percentage maternal aednatal mortality experienced
between the period the midwives acquired thesésskitough CPD and the period in
which they had not acquired these skills. Bringihg researcher to the conclusion
that there is no reduction in average mortalitsneafter the midwives had acquired
these skills through CPDTable 6).

Chi-square results of HGQ (there is no significant relationship between the
maternal and new born care midwives’ skills acquire during CPD and change
in percentage maternal and neonatal mortality in Enbu County).

The study results above tested whether there wasignificant relationship between
the maternal and new born care midwives’ skillsuaegl during CPD and change in
percentage maternal and neonatal mortality in E@dunty. From the above findings
there was no significant relation between the nmaleand new born care midwives’
skills acquired during CPD and change in percentagernal and neonatal mortality
in Embu County. It was hypothesized that the mateamd neonatal mortalities do
not reduce regardless of the essential maternahandatal skills that the midwives
acquire in continuous professional development.

The level of correlation that exists between the nmtalities in the period the
midwives acquired essential maternal and newborn ca skills and the
mortalities in the period before they acquired.

In this study there was the objective to find du# tevel of correlation that exists
between the mortalities in the period the midwieesguired essential maternal and
newborn care skills and the mortalities in the @erbefore they acquired. This was
tested by the use of correlation analysis in SP&bthe results were presented in
Table 7.

From the Table 7 the correlation coefficient got is 0.027, this wisahat there exists
a very low level of correlation between the motiaéi between the two periods
mortalities. This is so because 0.027 is closaeto than to one indicating that there
is almost no correlation at all between the twavprg that the essential mater-nal
and neonatal care skills do not contribute to rédocin mortalities as such two
variables are almost

Table 5: Criteria followed by the sample after delivery.

Criteria Yes% No %
Patient treated with magnesium sulphate 0.0 100
according to protocol Urine albumin was done amndmed 70 30
Patient was given oxytocin 90 10
Puncture proof disposal containers are accessielgwhere, 100 0
needles are used.

transfer out f the delivery room Vitamin K: 7C 3C
administered to the baby immediately after delivery

The woman monitored at least every 15 minuteshferfirst two 20 80

hours and record blood pressure, pulse, uteringaxiion and

vagina bleeding

Baby monitored along with the mother every 15 neésuh the 100 0
first 2 hours for the following: respiration, colptemperature and

the cord for bleeding

Mother monitored with a partograph 80 20
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Table 6.Relation between the essential maternal and newdamskills acquired by
midwives when they attend CPD atie average maternal and neonatal mortality in
Embu level 5 hospital.

Percentage mortalities before ai d
When you attend CPD training? Do you after training

acquire the following Percentage Percentage
skills? mortalities before  mortalities after
training training

Essential newborn care sk
Use of magnesium sulph.
Use of parental antibiotics
Caesarian section
Blood transfusion
Targeted post natal care
Use of paretograph to monitor labour.
Total 13

Chi-square = 0.898, df = 9, p value = 0.027. Sadiekl data.

RPORWONO
HwNnNwrk we

Table 7.Correlation between mortalities before and afteD@Rining

Before receiving  After receiving CPL

CPD training on training on
essential maternal essential maternal and
and newborn newborn care
care skills skills
Pearsor
Before receiving Correlation 1 0.027
CPD training on
essential maternal  Sig. (2-
and newborn tailed) : 0.898
care skills
N 26 26
Pearson
After receiving CPD Correlation 0.027 1
training on
essential materni  Sig. (=
and newborn tailed) 0.898
care skills
N 26 26

Source: field data.

independent of each other, whether one exists mogecessitate the existence
of another nor does it reduce maternal and neoraighlities in Kenya.
5. Summary, Conclusions and Recommendations

Though midwives have undergone CPD and practidmegWHO laid down
criteria for reducing maternal and neonatal mdstathe results show that there
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is no significant change before and after the inginThe re-searcher therefore
recommends that a further research be done to rexptber factors that could
be hindering observable change after midwives aedbese skills.
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Abstract: Midwifery education in many countries currentlyléats a didactic curricular model where
students learn througtiassroom lecture with little opportunity for skilpractice, simulation and role play
needed to develop critical thinking, values and cheical decision making abilities needed for effee
practice. Many midwifery students graduate havittgraled a limited number of women in labour andesom
with minimal clinical experience in antepartum, fgmplanning or newborn care. In addition, the
assessment of student progress and readinessafcticer may not be linked to the intended outconfes o
learning and targeted clinical competencies. Thedfithe study was to assess, train and evaluatartg in
“Emergency Obstetric and Newborn Care” for midwivierder to improve the availability of emergency
obstetric and Newborn care (EmONC) in Embu and Mergpitals, Kenya. A three phase explorative study
was used involving assessment, training and evaluaf 113 midwives from the maternity units of two
hospitals | Kenya. Data was collected by use afiestionnaire, case study and checklist. Data walysed
using SPSS 2.0. Correlational analysis was alsd. Usge results indicated that respondents on aseess

of antenatal skills scored an average of 95.2%endnl normal labor, childbirth and immediate newhzare
skills they scored an average of 89.63% on postpadare (mother and baby) an average of 87.92%, on
management of complications they scored a mean8df28. Based on the findings, CPD in EmMONC
should be provided to all midwives at all levelsheflth care delivery in the country including irnparating
such activities in the induction programmes for wiigs.

Keywords: Evaluation, Essential Obstetrics Care, Nursing Btlan, Midwifery Education,
CPD
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1. Introduction

Midwifery education in many countries currentlyléals a didactic curricular model where students
learn through classroom lecture with little oppaity for skills practice, simulation and role play
needed to develop critical thinking, values and dhaical decision making abilities needed for
effective practice [1, 2]. Many midwifery studergsaduate having attended a limited number of
women in labour [2] and some with minimal clinictperience in antepartum, family planning or
newborn care. In addition, the assessment of stygegress and readiness for practice may not be
linked to the intended outcomes of learning andetad clinical competencies [3, 4].

Many articles published in the decade since proatidg of the Millennium Development Goals
(Sustainable Development Goals) have acknowledgedistinct advantages to maternal and newborn
health outcomes that can be achieved as a resultxphnding access to skilled birth attendant
(including midwifery) service ((United Nations Pdation Fund [5, 6]. However, these advantages are
often predicated on the assumption that the midwifeorkforce shares a common definition and
identity. Regrettably, a clear delineation of mifk#y competencies is rarely addressed [7]. A cete s
of midwifery competencies is essential to providithg high quality services that lead to the desérab
health outcomes described in that body of resef@ichAttribution of improved outcomes to access to
midwifery cannot be made without a common undeditanof a defined set of services provided to
standard by the midwifery workforce across therhgstenceptional and childbearing time frame [9].
The International Confederation of Midwives (ICMashdeveloped a clear list of competencies that
delineate the domains of practice for the fully Ifiead, professional midwife. These domains frame
the educational outcomes that must be conveyednaétbmpetency-based education programmes [10,
11]. Access to a qualified competent midwife durprggnancy and the day of birth would prevent
many of the 350,000 maternal deaths each year fn@gnancy related complications and the high
burden of newborn morbidity and mortality (World &g Organization [12, 13]. Regrettably, there are
profound shortages of fully qualified midwives (WHZD10b) where they are needed most. In
Ethiopia, for example the government projects adnfe almost 10,000 midwives to care for its
population of 91 million [13]. As of 2012, Ethioplead fewer than 3000 midwives; and many of these
individuals are not fully qualified according tcethCM definition [14, 15]. A body of research détai
the distinct advantages to maternal and newborittheatcomes that can be achieved as a result of
expanding access to skilled birth attendant (inclgdmidwifery) services [16]. However, these
advantages are often predicated on the assumgtainthe midwifery workforce shares a common
definition and identity. Regrettably, a clear delition of midwifery competencies is rarely addrdsse
[16, 17].

Each year, more than 536,000 women worldwide dienfcomplications of pregnancy and childbirth —
that is one woman die every minute [17]. The coogtions include Antepartum haemorrhage, postpartum
haemorrhage, obstructed labour as well as sep8jsafid many more survive but will suffer ill heakind
disability as a result of these complications [18]addition, an estimated 4 million neonatal deatbcur
each year accounting for almost 40% of all undde&ths [18]. Moreover, more than % of all thesdldea
occur in Asia and sub-Saharan Africa [19]. Addiabiy, the health of the neonate is closely relatethat of
the mother and majority of deaths in the first nmoot life could also be prevented if interventiomere in
place to ensure good maternal health (Bluestorsd 2013). Over 80% of all maternal deaths resuinfr
five well understood and readily treatable compiazs: (1) haemorrhage, (2) sepsis, (3) eclampdip,
complications of abortion and (5) obstructed labdiis well known how to prevent these deathserdhare
existing effective medical and surgical interventidhat are relatively inexpensive [20]. To redowernal
mortality it is important that all women have accés maternal health care services, particulariijesk
attendance at birth and timely access to EssetigEmergency) Obstetric Care (EOC) when an obstetr
complication occurs (WHO 2010). Two levels of EC&h e distinguished, that is Basic Essential Ofistet
Care (BEOC) and Comprehensive Essential Obstetrie CCEOC) (Ouma et al 2010). BEOC has 7 signal
functions: Parenteral Antibiotics, Parenteral oxits, parenteral anti-convulsantsanual removal of a
retained placenta, Removal of retained productooteption by Manual Vacuum Aspiration, Assisted
vaginal delivery (vacuum extraction) and Resusicitadf the newborn (using bag and mask). CEOC—
9 signal functions: All 7 BEOC functions (abovepd&3arean Section and Blood Transfusion).
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Approximately 15% of expected births worldwide wiisult in life-threatening complications during
pregnancy, delivery, or the postpartum period [Hijoviders skilled in Emergency Obstetric and
Newborn Care (EmONC) services are essential, pdatly in countries with a high burden of
maternal and newborn mortality [21]. [22] has impénted three global programs to enhance provider
capacity to provide comprehensive EmONC servicesvtmnen and newborns in resource-poor
settings. Providers have been educated to delivgh-impact maternal and newborn health
interventions, such as prevention and treatment pastpartum hemorrhage and pre-
eclampsia/eclampsia and management of birth asphwithin the broader context of quality health
services [22] and this has been seen to reducemadtend neonatal mortality.

Literature identifies gaps in knowledge and practasf EmONC skills to improve maternal and
neonatal care [22, 23]. The status in Kenya hadveenh established. [22, 23] examined various eHicl
in order to assess the effectiveness of trainimgnams aimed at improving emergency obstetric care
in low resource environments and the review revkdifaitations which hamper their usefulness in
evaluating the effects of postgraduate educatiom@rventions to improve obstetric care in low
resource environments. [23] stated that failurenaolst studies to underpin the results with adequate
evidence precludes valid pronouncements on thetefémess of the courses described. Furthermore,
although the introduction of the Reproductive Hedalibrary and the Perinatal Education Program led
to an improvement in knowledge and skills, no pesieffects on behaviour were reported and patient
outcomes were not evaluated [24]. It is the resibditg of organizations that initiate and fundimang
programs to make evaluation an integral part ofyjpams and ensure that the results, assessed by a
proper peer-reviewed process, are made availabkhdse who stand to benefit the most from a
successful program [25]. Large parts of the worle laehind schedule in reaching the fourth and fifth
Millennium Development Goals (addressed in susl@B®evelopment Goal 3). Improving knowledge
and skills through training can contribute to thigaiament of these Goals. In order to do so
successfully, sound research is needed to proeligble evidence to support the implementation of
effective training programs.

[26] stated that while remarkable progress has beghe toward the reduction of maternal and child
mortality in many low-resource countries, critiogthallenges remain in provision of high-quality
EmONC services, particularly in Sub-Saharan Afacal Southeast Asia [27]. The global community
must focus on reaching the poorest and most vubhengopulations to address persistent inequities.
These inequities include, among other things, atage of skilledbirth attendants (SBAs) in the most
vulnerable communities that is driven by lack afgeied workforce planning strategies, for example
matching deployment with the competencies of presddand addressing well-known factors that
discourage workforce retention [28]

2. Methods

The study adopted assessment (phase one), intenvephase two) and evaluation (phase three)
exploratory design. The study participants werewnids from the maternity units of Embu and Meru
level five hospitals in Meru and Embu counties eggively. The study was three phased. Phase one
(June to November 2013) involved a needs assesssuevey of the perspectives of CPD among
midwives working in the above mentioned hospitélstotal of 113 midwives were involved in the
study (54 from embu hospital and 59 from Meru). iDgrthis phase, data was collected using a
guestionnaire (knowledge, confidence and experieqestionnaire), interview checklist and case
studies. The main objective of this phase was &mtifly skills and knowledge gap in the area of
maternal and neonatal health among midwives in Mard Embu hospitals respectively. Method
triangulation helped in yielding more valid datanhf a single method was used. Quantitative dats w
analyzed using SPSS version 20.0 and qualitative was analyzed using the themes that emerged.
Pearson’s chi square was used to describe the iassps between participant's demographic
characteristics and participation in CPD activitiEse findings of phase one formed the basis faisph
two.

Phase two (December 2013- September 2014) invdhadoing of all the midwives in Phase one
based on the results of the analysis of the datin®s in phase one. The training programme foltbwe
a modular format and competency-based approach.tréiveng content was prepared based on the
findings of phase one in referencethe WHO material$n the Integrated Management of Pregnancy
and Childbirth (IMPAC) seriedn addition it used relevant local guideliresd protocols developed by
the Division of Reproductive Health, Kenya and miini of health, Kenya. There were five modules in
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the package and each module described the leaotijegtives, learning outcomes, course content,
teaching methods, and evaluation methods. The atafuguidelines contained the data collection

tools, data analysis templates and guidelines entbause each tool. Module one was introduction to

maternal and newborn health, module two on rapithinassessment and emergency management;
module three on care during pregnancy; module émucare during labor and child birth and module

five on post partum maternal and newborn care.

This training was completed over three weeks pewit 8 days classroom theoretical sessions &
practice on anatomical model and 10 days of clinicactice in the two health facilities. The traihe
midwives were followed and monitored in the studgas for three months as they cared for mothers
and neonates.

Phase three (November 2014- December 2014) dafectoh from the trained midwives’
evaluation of the impact of the knowledge and skiltquired during the training using the model
developed in phase one. Data was analyzed andsesuhpared with those obtained in phase one.
Paired t-tests of mean differences between paatitip scores and performance of CPD activities
before and after intervention were computed. Me#ferénces in performance of CPD activities
between the two hospitals and the nursing qualifioa were analyzed using ANOVA.

3. Results

Overall results showed marked improvements in mida/i knowledge/skills in all areas of antenatal
care, normal labor, childbirth, immediate newboarecskills, postpartum care and management of
complications. Generally their skills in maternabdanewborn care skills improved after training. The
results showed that knowledge improved after thanitng from a pretest mean of 55.92 to a posttest
mean of 86.003. This indicates 30% after trainimgpriovement. The results were further subjected to
paired samples test. The improvement in knowledgs statistically significant with a T= 15.684
(P=0.001). Therefore, the hypothesis that,’ thened relationship between an educational intereanti
on nursing essential maternal and neonatal skitiskmowledge in these skills was rejected.

4. Conclusion

The results in phase one identified gaps in knogéédkills, experience and practice of EmONC in
improving maternal and neonatal health in Kenyae fhining in phase two which was a CPD activity
was associated with increased level of practideBmONC skills. The results indicated that responslent
on assessment of antenatal skills scored an avefag8.2% while on normal labor, childbirth and
immediate newborn care skills they scored an aee&g89.63% on postpartum care (mother and
baby) an average of 87.92%, on management of coatjans they scored a mean of 88.22%. This
indicated that midwives showed an improvement dftgining and this implied that they were well
prepared to solve various midwifery related cowdisi and complications.

It is therefore confirmed that CPD activities argsential in engaging midwives in practising
EmONC skills according to laid down guidelines witle aim of reducing maternal and neonatal
mortalities in the country.

Recommendations

Based on the findings, CPD in EmONC should be pledito all midwives at all levels of health
care delivery in the country including incorporgtisuch activities in the induction programmes for
midwives. There is need to review the nursing cuta to be more focused on skidsvelopment and
retention in the area of EmONC. The findings leaddevelopment of a framework to enhance
provision of CPD and also development of evaluatgndelines for assessing development of
competences in EmONC. These guidelines should eé insthe country with the aim of improving
maternal and newborn health.
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APPENDIX 3: PRACTICUM LOGBOOK FOR MIDWIVES (TO BE F ILLED
OUT DURING EMNOC TRAINING)

DAY | DAY | DAY | DAY | DAY | DAY | DAY | DAY | Total
1 2 3 4 5 6 7 8

Partograph

Normal
delivery

Active
management o
third stage of
labour

—

Episiotomy and
repair of
lacerations

Newborn
resuscitation

Vacuum -
assisted delivery

Manual remova
of placenta

Manual vacuun
aspiration
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PREAMBLE
A baseline survey was done in Meru and Embu lexad hospitals among 113
midwives working in antenatal, labourward, postahatewborn unit and maternity
theatres of the two hospitals respectively.
The specific objectives of the survey were to:

12.To determine the socio-demographic characterisfitse midwives

13.To identify the Midwives’ CPD activities and thembers involved

14.To determine the extent of practice of EmMNOC skillgheir practice.

15.To identify factor hindering/facilitating CPD prawt

16.To determine the confidence level of practising ED@Nskills
The findings established that the level of the nines EmNOC skills practice was
low (57.9 % in Meru and 57.7% in Embu). This wakhethe recommended 80%.
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RATIONALE

The findings from phase one of the study indicated, although more than halve of
the midwives were involved in EmNOC activities, itheonfidence level was low
(less than 80%) in both hospitals. This was becadsack of knowledge on the
available reference manuals, mentorship and cogcHinis on this basis that a
curriculum is developed in order to train and sgzesimidwives on the EmNOC in
order to equip them with knowledge, skills and ad®their attitude towards use of
EmNOC skills in caring for patients and clients.eThurriculum also aimed at
providing mentorship and coaching in EmNOC to helpkill retention and motivate
them to continue with the practice.

PHILOSOPHY
This continuing programme is developed on the btiiat:
1. Midwives play an important role in reducing matéraad neonatal mortality.
2. EmMNOC skills are key in reducing maternal and newbmortalities and
morbidities.
3. Midwives attitudes contribute largely to the praetof midwives.

PROGRAMME GOAL

To equip midwives with relevant knowledge, skilledaattitudes on EmNOC skills so
as to effectively contribute towards provision ofatjity care to patients and clients in
a dynamic society.

LEARNING OUTCOMES

Upon completion of training, the participants vioé able to:
1. Apply the EmNOC knowledge in the management ofgoési and clients
2. Demonstrate change of attitude towards EmNOC
3. Manage patients and clients with complications.

TEACHING/LEARNING METHODS
Lectures/Discussions, presentations
Case studies, demonstrations, Practicals

TEACHING/LEARNING RESOURCES
Lecture halls, demonstration rooms, hospitals, LCDaptops, models , simulated
patients, giving sets, cannulas, syringes and esgf#ital scopes

MODE OF LEARNING
It will involve theory and practicals. Monday tot8alay from 8 am to 5 pm.

TRAINEE SELECTION

All the 113 midwives in the two hospitals will urrde the training and then followed
for 8 days in the clinical areas for couching. Afteat they will be released to the
clinical areas for three months before they arduavad.

MODE OF EVALUATION
Pretest

Post test

Skills test
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CERTIFICATION
A certificate shall be awarded to the participaots successful completion of the
prescribed training.

COURSE STRUCTURE

MODULE ONE: INTRODUCTION TO MATERNAL & NEWBORN HEAL TH
UNIT 1: INTRODUCTION

1.1.Introduction To Maternal And Newborn Health

1.2 Module learning objectives

UNIT 2: CURRENT APPROACH TO REDUCTION OF MATERNAL A ND
NEWBORN MORTALITY

2.1.Unit learning objectives

2.2.Global and national situation of maternal and peehmorbidity and mortality
2.3.Factors affecting maternal and perinatal mortalitg morbidity

2.4 Current approaches

MODULE TWO: RAPID INITIAL ASSESSMENT AND MANAGING
EMERGENCIES

UNIT 1: INTRODUCTION

1.1.Introduction

1.2. Module learning objectives

UNIT 2: RAPID INITIAL ASSESSMENT AND MANAGING EMERG ENCIES
1.1Unit learning objectives

2.2. Being prepared and responding to an emergency

2.3. Rapid initial assessment

2.4. Emergency management principles

2.5. Managing a patient in “SHOCK”

2.6. Managing a patient with difficulty in breathin

MODULE THREE: PREGNANCY CARE

UNIT 1: INTRODUCTION

UNIT 2: BASIC CARE DURING PREGNANCY
2.1. Unit learning objectives

2.2. Introduction

2.3. Focused ANC

2.4. ANC for PMTCT

UNIT THREE: CARE FOR DISEASES AND COMPLICATIONS DUR ING
PREGNANCY

3.1. Unit learning objectives

3.2. Anemia during pregnancy

3.3.Vaginal Bleeding in early pregnancy and post-abartare

3.4.Vaginal bleeding in later pregnancy and labor

3.5.Fever during pregnancy and labor

3.6.Abdominal pain in early pregnancy
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MODULE FOUR: CHILD BIRTH CARE (labor, delivery and immediate post
partum)

UNIT 1: INTRODUCTION

UNIT 2: BASIC CARE DURING CHILD BIRTH

2.1. Learning objectives.

2.2. Assessment of a woman in labor

2.3. Detect and respond to obstetrical problenaslatission
2.4. Supportive care of a woman in labor

2.5. Partographic follow-up of labor

2.6. Intrapartum care for PMTCT

2.7. Basic care during second stage and assistimgah delivery
2.8. Active management of third stage of labor

2.9. Immediate care of the newborn

2.10. Newborn resuscitation

2.11. Immediate postpartum care.

2.12. Basic immediate postnatal newborn care

UNIT 3: CARE AND REFERRAL FOR DISEASES AND COMPLICA TIONS
DURING CHILD BIRTH :

3.1. Learning objectives

3.2. Unsatisfactory progress of labor

3.3. Fetal distress

3.4. Episiotomy

3.5. Respond to problems in the immediate postipart
3.6. Vaginal bleeding after childbirth (PPH)

3.7. Manual removal of placenta

3.8. Repair of genital tears

3.9. Breech presentation

3.10. Vacuum extraction

MODULE FIVE: POSTPARTUM MATERNAL (UP-TO 6 WKS) &
NEWBORN CARE

UNIT 1: INTRODUCTION

UNIT 2: BASIC POST-PARTUM MATERNAL CARE

2.1. Learning objectives

2.2. Basics of post partum period

2.3. Assessment (history and physical examinatoi) care of a post partum woman
2.4. Postpartum care for PMTCT

UNIT 3: CARE FOR DISEASES AND COMPLICATIONS DURING THE
POST-PARTUM PERIOD

3.1. Unit learning objectives

3.2. Late post partum hemorrhage

3.3. Fever after child birth

UNIT 4: BASIC POST-NATAL NEWBORN CARE

4.1 Unit learning objectives

4.2 Organizing care of the sick or small new born

4.3 Rapid initial assessment and immediate manageme
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4.3.1 Rapid assessment
4.3.2 Further assessment (history and physical ewdion) and management.
4.3.3 Immediate actions once assessment is complete

4.4 Follow-up care for the sick newborn

COURSE DESCRIPTION

ESSENTIAL MATERNAL AND NEWBORN CARE SKILLS TRAINING (40
HOURS)
Module One: Introduction To Maternal & Newborn Health (5 Hours)
Specific Objective Content Instructional | Duration (Hours)| Resources
methodology
By the end of this module, the
participants will be able to: | -Definition of Lecture
maternal and Discussion 2 Books
Appreciate the magnitude of| neonatal Handouts
maternal and newborn mortality
mortality & morbidity in the | -magnitude of
developing world generally | maternal and
and in our country newborn
specifically mortality and
morbidity
Describe the current approa¢h-Current Lecture 3 Books
to reduction of maternal and| approaches of Discussion Handouts
newborn mortality. reducing
maternal and
newborn
mortality
Module Two: Rapid Initial Assessment And Managingeggencies (8 Hour
By the end of this module, tt| -Preparednes
participants will be able to: | For Emergency
Response Books
1. Describe how to organize 4 Lecture Hand outs
the facility to respond to an | -Rapid initial Demonstration | Models
obstetric emergency. assessment Case studies Flip charts
2. Describe key steps in rapid Discussions
initial assessment of a woman
with emergency problems.
3. Outline key emergenc
management steps for specific Emergency Lecture Books
obstetric emergency Management 4 Demonstration | Hand outs
problems. Principles Case studies Models
4. Describe pre-referral - Referring The Discussions Flip charts
management to a recognized Woman For Care
emergency situation
Module Three: Pregnancy Care (8 Hours)
By the end of this module, the Books
participants will be able to: Lecture Hand outs
-Introduction 5 Demonstration | Models
1. Describe focused antenatal-Focused Case studies Flip charts
care. Antenatal Care Discussions

2. Provide focused antenatal
care to the pregnant woman.
3. Identify and provide care t
pregnant women with

diseases and complications.

-Bsic
Components Of
pFocused
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4. Recognize an emergen
situation during pregnancy
which requires immediate
treatment and urgent referra
to a higher level health
facility.

-Management ¢
diseases and
conditions in
pregnancy
_management of
emergencies in

Lecture
Demonstration
Case studies
Discussions

Books
Hand outs
Models
Flip charts

5. Describe pre-referral pregnancy
management to a recognized
emergency situation. -Referral

protocols in

pregnancy
Module Four: Child Birth Care (Labor, Delivery Alshmediate Post Partum) (10 Hours)
By the end of this module, the 3 Books
participants will be able to: | -Introduction Lecture Hand outs
1. Provide basic care to the | -Basic care to the Demonstration | Models
woman and the fetus during | woman and the Case studies Flip charts
labor. fetus during Discussions
2. Provide basic care to the| labour
woman and the fetus during | - Care of the
delivery. woman and fetus
3. Provide basic care to the | during delivery
woman in the immediate -Immediate post
postpartum period. partum care
4. Provide béic care to the 4 Books
newborn in the immediate Lecture Hand outs
postpartum period. -Essential Demonstration | Models
5. Detect and provide care fgrnewborn care Case studies Flip charts
complications during labor. Discussions
6. Detect and provide care fgr_complications
complications during management
delivery. During labour
7. Detect and provide care far-Complications
complications to the woman | management
in the immediate postpartum| during delivery
period.
8. Recognize an emergency | -Complications | 3 Books
situation during labor, management Lecture Hand outs
delivery and immediate during immediate Demonstration | Models
postpartum period which post partum Case studies Flip charts
requires immediate treatment period Discussions
and, in most cases, urgent | - Emergency
referral to a higher level recognition and
health facility. management
9. Provide pre-referral -Referral
management to a recognized management
emergency situation.
Module Five: Postpartum Maternal (-To 6 Wks) & Newborn Care (9hou
By the end of this module, tt Books
participants will be able to: Lecture Hand outs
1. Provide basic care to the Demonstration | Models
woman in post-partum period. | -Introduction Case studies Flip charts
2. Detect and provide care for Discussions
diseases and complications in 3
the post-partum period. -Basic
3.Recognize an emergency postpartum
situation in the women during | care

the postpartum period which
requires immediate treatment
and, in most cases, urgent
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referral to a higher level hea | -Managemen
Facility. of

complications

and disease

during the

postpartum

period
4. Explain the basic care of -Emergency Books
neonates presenting to the management Lecture Hand outs
health facility in the postnatal | and referral Demonstration | Models
period protocols Case studies Flip charts
5. Describe steps contained in Discussions
the initial rapid assessment and-Basic neonatal
emergency management of a | care
sick neonate -Assessment

and

Emergency

management of

a sick neonate
6. Detect and provide care for Books
sick neonates presenting to the -Neonatal Lecture Hand outs
health facility with illnesses and complications Demonstration | Models
complications during the management Case studies Flip charts
postnatal period. Discussions

Reference

Required textbook

1.

2.

World Health Organization. (2006pregnancy, Childbirth, Postpartum
and Newborn Care: A guide for essential practice.

Ministry of Health/ DRH (201Q)National Road Map for Accelerating
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Further Reading
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APPENDIX 5: INTRODUCTORY LETTER

LUCY KAWIRA GITONGA

NURSE MIDWIVES RESEARCH QUESTIONNAIRE

Purpose of project

To evaluate the impact of midwives’ essential Maaérand newborn care skills in
reducing maternal and neonatal mortality aimedtegngthening midwifery in the
management of care, community care to contribuecedely in improving maternal
and Neonatal health.

Instructions

Please follow the instructions for each questioreftdly and answeALL questions
that are relevant to you. Information gathered fibi questionnaire will be collated
and a report will be written and forwarded throutje office of the Director of
medical services. The information you provide irs tquestionnaire will be treated
with strictest confidence.

Questionnaire will take approximately 10 minutes tacomplete.

198



APPENDIX 6: ETHICAL APPROVAL LETTER

UNIVERSITY OF NAIROBI
COLLEGE OF HEALTH SCIENCES
P O BOX 19676 Code 00202
Telegrams: varsity
(254-020) 2726300 Ext 44355

Ref: KNH-ERC/A/164

KNH/UON-ERC
Email: uonknh_erc@uonbi.ac.ke
Website: www.uonbi.ac.ke

Link:www.uonbi.ac.ke/activitiess KNHUON

Lucy Kawira Gitonga
School of Nursing Sciences
College of Health Sciences

University of Nairobi

Dear Lucy

KENYATTA NATIONAL HOSPITAL
P O BOX 20723 Code 00202

Tel: 726300-9

Fax: 725272

Telegrams: MEDSUP, Nairobi

26" May 2014

RESEARCH PROPOSAL: EVALUATION OF IMPACT OF MIDWIVES' ESSENTIAL MATERNAL AND
NEWBORN CARE SKILLS IN REDUCING MATERNAL AND NEONATAL MORTALITY IN EMBU COUNTY,

KENYA (P584/11/2013)

This is to inform you that the KNH/UoN-Ethics & Research Committee (KNH/UoN-ERC) has reviewed
and approved your above proposal. The approval periods are 26" May 2014 to 250 May 2015.

This approval is subject to compliance with the following requirements:

a) Only approved documents (informed consents, study instruments, advertising materials etc) will be used.
b)  All changes (amendments, deviations, violations etc) are submitted for review and approval by KNH/UoN

ERC before implementation.

¢) Deathand life threatening problems and severe adverse events (SAES) or unexpected adverse events
whether related or unrelated to the study must be reported to the KNH/UoN ERC within 72 hours of

notification.

d) Any changes, anticipated or otherwise that may increase the risks or affect safety or welfare of study
participants and others or affect the integrity of the research must be reported to KNH/UoN ERC within 72

hours.

e) Submission of a request for renewal of approval at least 60 days prior to expiry of the approval period.

(Attach a comprehensive progress report to support the renewal).

f)  Clearance for export of biological specimens must be obtained from KNH/UoN-Ethics & Research

Committee for each batch of shipment.

g) Submission of an executive summary report within 90 days upon completion of the study
This information will form part of the data base that will be consulted in future when processing related
research studies so as to minimize chances of study duplication and/or plagiarism.

For more details consult the KNH/UoN ERC website www.uonbi.ac.ke/activities/KNHUoN.

Protect to Discover
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APPENDIX 7: PERMISSION LETTER

Lucy Kawira Gitonga
P.o0. Box 109-60400
Chuka

20" June, 2014

The Medical Superintendent,
Embu Level 5 Hospital,
P.o Box 33-60100,

Embu.
RE: REQUEST FOR PERMISSION TO CARRY OUT AN ACADEMIC RESEARCH
I'am a PhD student in the University of Nairobi, School of Nursing Sciences.

[ am writing to request permission to carry out an academic research in your institution on
“Evaluation of Impact of Midwives Essential Maternal and Newborn care skills in reducing
Maternal and Newborn Mortality in Embu County, Kenya”

L'intend to carry out data collection in your institution for a period of three (3) months from July
to September 2014. T will collect data in the Maternity and Records department of the Hospital

Attached please find a copy of my research proposal, data collection tool and letter of approval
by the KNH/UON ethics and Research Committee,

Looking forward to a positive response

Yours Faithfully

Lucy Kawira Gitonga.
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APPENDIX 8: DATA COLLECTION TOOLS
1: KNOWLEDGE, experience and Confidence Checklist
PART A: DEMOGRAPHIC DATA

1. Age years
2 Male (1) Female (2)
3.. What your qualifications? (Check only one)
. BScN (1)
II. KRCHN (2)
. KRM(3)
IV. KRN/ M(4)
V. KECHN (5)
VI. KEM (6)

Other (specify)
4, Year persevere training completed
5. What is your area of deployment?
. ANC WARD (1)
. NEWBORN UNIT (4)
lIl. LABOUR WARD (2)
IV. PNC WARD (3)
V. Other (5) (specify)

6. What is your current job title?
7. How many years have you been working in thistjoo® years
8. What is your primary job responsibility?
a) Healthcare provider (1) b) Clinical training swisor (2) «c¢)
Teacher/Educator/Instructor (3)

d)Other (4) (SPECITY) wvvirie e,

PART B: ANTENATAL CARE
(To be completed by Learner)
Date(s) of assessment
DIRECTIONS

Read the following questions and write an “X” or tine of the single best answer to
each question.

1. The information obtained from the antenataldmstan help the midwive
a) __ Plan for childbirth
b) __ Identify existing problems
c) __ Identify health education and counseling needs
d) __ Allof the above
2. Pregnant women should receive educational messagout which of the
following?
a) ___ Personal hygiene, rest, and exercise durignancy
b) _  Diet and nutrition during pregnancy
c) __ Danger signs during pregnancy
d) ___ Allof the above
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3.

When counseling a pregnant woman about forrmgaa birth plan, the

midwive should tell her

a.

b.
C.

d.

4.

___if she has no risk factors, she can give l@Etthome with a traditional
birth attendant

____ There are ways of knowing whether she willedigyy a complication

__It'is not recommended that she have a compaghiming labor and
childbirth

______She should put money aside to pay for theresqgeof the birth

If the woman trusts the provider and feels #aé cares about the outcome of

the pregnancy, she will be more likely to

a.
b. Return immediately if a danger sign appears
C.

d. All of the above

apop

coop 20T

apop

apop

10.

Return for scheduled antenatal care visits
Comply with recommended treatment

When offering HIV testing services to a pregnaatnan, the provider should
_____ Counsel the woman and let her decide whethee tested

_____Ask the husband’s permission

_____ Perform the test without informing the woman

_____ Tell the woman she must have the test fobaby’s benefit

Focused antenatal care means that

__ Care provided to every woman during pregnasdgr the purpose of
providing support of the normal pregnancy as waellearly detection and
management of complications

A vaginal exam should be performed at evesiy vi

All women have the same concerns about thegrancies

Women don’t need information about dangerssigipregnancy

When counseling a pregnant woman about nutribersure to
__Askherwhat she eats in a typical day tordete if her diet is adequate
___ Tell her to eat the same amount of food thatede before her pregnancy
____Recommend that she weigh herself once a week

______Inform her that only very anemic women need/folate supplements
Focused antenatal care includes which of tHeviiahg actions?

_____ Checking the baby’s position at 28 weeks

_____ Checking the woman'’s blood pressure at evisily v

____Assessing ankle edema at 36 weeks

_____ Counseling the woman about danger signs drhedast visit

Tests that should be performed for every womaimd antenatal care include
______Hemoglobin

_____ Test for syphilis

______Ultrasound of baby

___AandBonly

After giving a pregnant woman her first dose tetanus toxoid by

intramuscular injection, the used syringe and reesdbuld be

a.

b.
C.
d.

__ Decontaminated before placing in puncture4pcoatainers
_____ Capped again before placing in puncture-pcootfainers
__ Decontaminated before reusing them

__ Placed in a garbage can
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PART C: NORMAL LABOR, CHILDBIRTH, AND IMMEDIATE NEW BORN
CARE
1. One way to prevent transmission of HIV from afected mother to her baby
(vertical transmission) is to
a. Use condoms
Give AZT to the woman after the baby is born
Rupture membranes early in labor
Give a single dose of nevirapine to the womaabor and to the baby
after birth
2. When performing a vaginal examination, whichtlué# following is recorded
on the partograph?
a. ___ Cervical dilation of 3 centimeters
b. _ Vaginal temperature and wetness
Cc. ___ Position of the presenting part
d. _ Degree of molding
3. If a woman is admitted during the active phakéabor, cervical dilation is
initially plotted on the partograph
______Tothe left of the alert line
______To the right of the alert line
___ Onthe alert line
___ Onthe action line
4. Cervical dilation plotted to the right of thesdlline indicates
Satisfactory progress in labor
Unsatisfactory progress in labor
The end of the latent phase
The end of the active phase
5. Active management of the third stage of labausth be practiced
___ Only for women who have a history of postparhemorrhage
___ Only for the primipara
______ Only for the multipara
_____For all women in labor
6. The appropriate order of steps in active manageiwf the third stage of labor
include
a. ___ Controlled cord traction, fundal massage,@aydocin
b. __ Intravenous oxytocin, cord clamping and cgitand fundal massage
Cc. __ Cord clamping and cutting, controlled cordctitm, ergometrine
administration, an inspection to be sure the phlaEcenintact
d. __ Intramuscular injection of oxytocin, contradllecord traction with
countertraction to the uterus, and uterine massage
7. If bleeding continues after delivery of the @ata using active management,
the first thing the provider should do is call felp and
a. _ StartanlVv
b. _ Massage the uterus
C. __ Inserta urinary catheter
d. Check the placenta to make sure that it igpbeten
8. When Mrs. K. was admitted in labor at 10 AM tledowing were found:
cervix: 5 cm; contractions:
3 in 10 minutes lasting 20—40 seconds; fetal h@#al:palpable; membranes intact;
fetal heart rate: 138 beats per minute.

b.
C.
d.

apop

coow

coow
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At 2 PM the following were found: cervix: 7 cm; doactions: 2 in 10 minutes lasting
20 seconds; fetal head: 1/5 palpable; membranastjrietal heart rate: 142 beats per
minute.

Which is the most appropriate intervention?

a. __ Prepare for vacuum extraction

b. _ Encourage the mother to empty her bladder

C. __ Sedate the mother so that she can rest

d. __ Augment the labor with oxytocin
9. Which of the following will help to decrease thisk of infection during
childbirth?

a. __ Performing frequent vaginal examinations

b. _ Rupturing membranes as soon as possible firshetage of labor

c. ____ Routine catheterization of the bladder bedhitlbirth

d. _ Reducing prolonged labor

10. Contaminated instruments in the labor ward khimomediately be

_____Washed with soap and water and boiled fon2sho

_____ Soaked in 0.5% chlorine solution for 10 misute

_____ Soaked in 0.5% chlorine solution for 30 misute

_____Washed with soap and water and soaked in 6tB8fine solution for 10
minutes

apop

IMMEDIATE NEWBORN CARE
11. The first step in thermal protection for thevbern includes

a. __ Drying the baby thoroughly immediately aftattb
b. _ Drying the baby thoroughly after the cord basn cut
c. __ Covering the baby with a clean, dry cloth irdiately after birth
d. _ Covering the baby with a clean, dry clothratte cord has been cut
12. Immediate care for a normal newborn includes
a. __ Skin-to-skin contact followed by placing thablp in a warming
incubator
b. _ Drying the baby, removing the wet cloth, anglering the baby with a

clean, dry cloth

c. ____ Stimulating the baby by slapping the solethefbaby’s feet

d. _ Deep suctioning of the airway to remove mucus
13.  Which of the following can contribute to hypethia in newborns?
______The baby is not dried thoroughly immediatdtgrebirth
______The baby is bathed immediately after birth
______ The baby is dried and placed in skin-to-skintact with the mother
____AandB
14. To maintain the newborn’s axillary temperatbetween 36.5° C and 37.5° C
it is important to

apop

a. __ Place the baby in an incubator

b. _ Bathe the baby in warm water immediately dfteh

C. __ Rubthe baby vigorously with a blanket

d. __ Cover the baby’s head, place the baby in &kskin contact on

the mother’s chest, and cover with a blanket
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15. Before performing an exam on a baby who is @r$i@ld and who has not
been bathed, the skilled provider should

a. __ Wash hands with soap and dry with a clean lfctven put on exam
gloves

b. _ Wash hands with soap and dry with a cleanltowe

c. __ Bathe the baby with soap and water

d. _ Puton sterile gloves

16. Care of the umbilicus should include
a. __ Cleansing with alcohol
b. _ Covering with a sterile compress
c. ____ Cleansing with cooled, boiled water and legwincovered
d. __ Applying antibiotic cream
17. The best way to determine if a newborn neeslss@tation is to

a. ___ Wait until 1 minute after birth and assign Apgar score

b. _ Listen to the baby’s heart rate

c. ____ Observe respirations immediately and begins@tation if they are less
than 30/minute

d. __ Perform resuscitation only if central cyandsigresent

18. Breastfeeding should begin

__ After the baby’s first bath

___When the baby starts to cry

___Within the first hour following birth

___When the mother’s milk comes in

19.  When counseling the mother about breastfeednegskilled provider should
tell her to

aoow

a. ___ Avoid giving colostrum to the newborn

b. _ Establish a schedule for breastfeeding sbabg gets plenty of sleep
Cc. ___ Give the baby water after each feed

d. _ Breastfeed on demand for as long as the bahyswo feed

20.  When counseling the mother about her newbbenskilled provider should

. Help the mother formulate a complication reads plan for her baby

_____ Make sure the mother understands danger &gier baby and where
to go if they arise

C. ____ Tell the mother to bring her baby for a newbcare visit on the sixth
day after birth

Al of the above

o

o

PART D: POSTPARTUM CARE (MOTHER AND BABY)
1. During the first 2 hours following birth, thegwider should

a. __ Measure the woman’'s blood pressure and putse,cand insert a
catheter to empty her bladder

b. _ Measure the woman’s blood pressure and paiskcheck the uterine
tone every 15 minutes

Cc. __ Not disturb the woman if asleep because I#riganore important than
her vital signs

d. _ Measure the woman’'s temperature and pulsesagashe uterus, and

perform a vaginal examination to remove clots

205



2. After childbirth, the mother should have a pastpm visit with a skilled

provider
a. __ Once, at 3 weeks postpartum
b. _  Once, at 6 weeks postpartum
C. __ Three times: at 6 hours, 6 days, and 6 weekgpartum and any time
she has danger signs
d. __ Onlyif she has danger signs
3. During the postpartum visit to the clinic, obtai history for the
a. __ babyonly
b. _ mother only
c. ____ mother and baby
d. __ mother, her support person, and the baby
4, During each postpartum visit, specific informatishould be obtained from
the woman about
a. ___ Problems during pregnancy, during and aftédlginth, and any present
problems
b. _ Present problems only
Cc. ____ Only those problems directly related to chiktib
d. __ None of the above
5. By the tenth day postpartum, you should be ebfmlpate the uterus
a. __ Just below the umbilicus
b. __ Atthe level of the umbilicus
c. ____ Justabove the symphysis pubis
d Halfway between the symphysis pubis and thieilious

6. Each time you counsel the breastfeeding motheutanutrition, tell her that

a. ___ There are many foods that she should avoid

b. __ She should eat at least one extra meal per day

C. __ She should only drink a few glasses of flpesday

d. __ lIron/folate supplementation is not necessary
7. At each postpartum visit, the mother should denseled to seek care if she
has which of the following danger signs

a. ___ Normal lochia, temperature 37° C, or sligletalst engorgement

b.  Edema of hands and face, severe abdominal paisore, cracked

nipples
C. Severe headache, foul-smelling lochia, ortealflerness
d. Band C

8. When counseling a new mother about breastfedaditige 6 hours following
birth

a. Help her position her baby so that s/he atimghoperly to the nipple

b. Tell her to give breast milk substitutes soldaby will grow faster

C. Advise that she breastfeed her baby 4 timgs/da

d Tell her that she needs a method of contrexwemven if she is

exclusively breastfeeding
9. Each postpartum examination should include
a. _ Measurement of blood pressure and temperatune,assessment of
conjunctiva, breasts, abdomen, perineum, and legs
______ Observation of breastfeeding
c. __ Information about contraception, safer sexi emunseling and testing
for HIV

o
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d. All of the above
10.  After completing the postpartum examination

a. ___ Thereis no need to wipe off the exam tabth @i5% chlorine solution

b. _  The exam table should be wiped off with 0.3%®ne solution only if
there is blood on it

C. __ The exam table should be wiped off with 0.38o1ne solution after
each use

d. __ The exam table should be wiped off with saapwmater after each use

PART E: MANAGEMENT OF COMPLICATIONS
1. Carry out rapid initial assessment
______ Only for women who present with abdominal aid vaginal bleeding
______ Only for women who present with abdominal pain
______ Only for women who present with vaginal blegdi
____ For all women of childbearing age who presétit a danger sign
2. When there is an obstetric emergency, tell tleman and her family or
support person
a. __ As much as possible about the managemen¢ @ftiergency
b. _ Aslittle as possible about the managemetiteoémergency
C. __ What the provider thinks she/they should b to
d. _ Nothing at all
3. Immediate postpartum hemorrhage can be due to
Uterineatony
Genital trauma
Retained placenta
All of the above
4. The most effective way to immediately contrdheaptic convulsions is to
_____ Give diazepam
_____ Give magnesium sulfate
_____ Deliver the baby as soon as possible
_____ Give nifedipine
5. Newborn resuscitation procedures
______Always require the use of oxygen
______Should be started after assigning the Apgaesc
______Can usually be carried out without oxygen
______Should only be carried out by a pediatrician
6. When performing newborn resuscitation with anbdnbag and mask, it is
important to verify that
______The newborn’s head is in neutral position
____ The seal between the newborn’s mouth, noseAarbu bag is adequate
__ The baby is not covered
Cardiac massage is being performed
7. Do not perform vacuum extraction in the case of
__ A cephalic presentation
__ Aface presentation
__ Cervical dilation of 7 cm
__ Fetal head not engaged

apop

aoow

coow

apop

apop

aoow
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8. A woman with a ruptured uterus has which of tb#owing signs and

symptoms
a. __ Rapid maternal pulse
b. _ Persistent abdominal pain and suprapubic teade
C. _ Fetal distress
d. __ Allof the above
9. When performing newborn resuscitation with an bAmbag and mask,
ventilateat the rate of
a. __ 20-30 breaths per minute if there is no dnesawing
b. 40 breaths per minute for all babies
C. _____ 60 breaths per minute if the baby is gasping
d. __ None of the above

10. Treatment of postpartum metritis includes

a. __ Discontinuation of breastfeeding

b. _ Bedrest and adequate hydration

c. ____ Intravenous ampicillin, gentamicin, and meigiamole until fever-free
for 48 hours

d  BandC

2. QUESTIONNAIRE

(To be completed by Learner)

Thank you for taking the time to complete this forviour answers will contribute to
a database of information collected to help imprek#-based training in maternal
and newborn healthcare. All answers are confideama will not be shared with
supervisors or affect your job in any way.

Please write your comments about any questioneimtargins or the spaces provided.

PART A: DEMOGRAPHIC DATA
Serial
Number

Name of institution

Age years

Male (1) Female (2)

What your qualifications? (Check only one)
BScN (1)

KRCHN (2)
KRM(3)

KRN/M(4)
KECHN (5)

KEM (6)

Other (7) (specify)

wn e

@roaoop

4. Year preservice training completed
5. What is your area of deployment?
a) ANC WARD (1)
b) NEWBORN UNIT (4)
c) LABOUR WARD (2)
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d) PNC WARD (3)

€) Other (5) (SPECITY) ..nenie it e e
5. What is your current job title? ...
6. How many years have you been working in thiSto® ......................cooee
years
7. What is your primary job responsibility?

a) Healthcare provider (1)

b) Clinical training supervisor (2)

c) Teacher/Educator/Instructor (3)

d) Other (4) (SPECITY) ..viviiri i

PART B: EmMONC Experience and Confidence Questionnag
8. Please estimate the percentage of your professtome each week spent in the
following activities. (Total should add up to 100)%

Patient/Client Care %

Clinical Training %

Teaching/Educating/Instructing % (not inickh setting)

Other (specify) %

TOTAL 100 %

9. Does your institution use the current WHO Padph to monitor labor?

Yes (1)No (2) Don’t know (98)

10. Is the WHO manual Managing Complications ingReancy and Childbirth
available in your institution?

Yes (1)No (2) Don’t know (98)

11. If yes, on average, how many times have yod tls®manual as a reference?
Every day

Once per week

Once per month

Rarely

Never

arwNPE

12. Do you currently belong to any committees agaoizations related to Safe
Motherhood?
Yes (1)No (2) Don’t know (98)

13. If yes, what is (are) the name(s) of the conm®{s) or organization(s)?

14.  Approximately how many births do you attend pereek?

15.  Approximately how many antenatal care clients ybu see per week?

16.  Approximately how many postpartum clients douysee per week?

The next questions provide information on how ofyen perform specific clinical
skills that you learned during the course and yewel of confidence performing each
of these skills. Please indicate which of theséissikpu have taught to others since
you attended the skills-based training course.
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17.Date of skills-based training course

18. Topic or content of skills-based training

course

19.

training course?

Column B. Rate your level of confidence in perfamgihe skills:

1. Very confident; | do not need any

coaching

2. Not very confident; | need more coaching

3. Not confident; | cannot perform th

is skill

Please complete the table according to theviatig instructions.
Column A. How many cases have you performed soworepleting the skills-based

4. N/A; Not permitted to perform this skill accandito country/institutional policies

Column C. Please check those skills you have tatgbthers since you completed

the skills-based training course.

COLUMNA |COLUMNB |COLUMN C
SKILL Number of Confidence [Taught the
cases
performed in performing |skill to others
Antenatal care
Counseling women on  bi
preparedness andcomplica
readiness
Normal labor, childbirth, a
immediate

newborn care

Monitoring labor using the partogral

Active management of the third st
of labor

Postpartum care

Newborn resuscitatic

Manual removal of the placel

Bimanual compression of the uteru

l°2)

Repair of cervical tears

Repair of first and second ded
perineal tears

Management of postpart

hemorrhage

19.1f you ranked your confidence as “3” in any skplease explain some of the

reasons why you do not feel confident performirig th

skill.................
21.
competent in these skills?
Yes (1)No (2) Don’t know (98)

Please

Do you feel that after training you have hadugh practice to remain

XN . L e e




22. Has the skills-based training changed youmptiormance? Yes (1)No (2)
23. If yes,
PO .

24. If no, why
10 ] P

3: CASE STUDY

Mrs. K is a 30-year-old gravida 4, para 4. She daivth at the health center to a
healthy, full-term baby weighing 4.2 kg. You gaveytmcin 10 units IM following
birth of the baby. The placenta was delivered 5Suteis later without complication.
However, 30 minutes after childbirth, Mrs. K telfsu that she is having heavy
vaginal bleeding.

1. What is the first action you will take?

a. ______ Check the uterus to see whether it is actetd

b _____Administer more oxytocin

C. _____ Perform bimanual compression of the uterus

d. Perform manual exploration of the uterus

2. Vaglnal bleeding immediately after birth in theesence of a well contracted
uterus is most often due to:

a. __Uterine atony

b. __ Endometritis

C. __ Genital trauma

d. Abnormal clotting mechanism

You have completed your assessment of Mrs. K andl gwin findings include the
following:

z Pulse 88/minute

z Respiration rate 18/minute
z Blood pressure 110/80
z Temperature 37 C

Her uterus is firm and well contracted. The plaagatcomplete. She has no perineal
trauma. It is difficult to examine the vagina araix because she continues to have
heavy vaginal bleeding.

3. Based on these findings, what is your nextxstep

a. _____ Pack the uterus and vagina

b. _____ Begin a blood transfusion

C. ______ Start antibiotics

d. Perform speculum examination of the vagimé cervix to identify and

repair tears

4. What will you tell your assistant to do whilewperform the exam?

Monitor vital signs and begin intravendugis

Reassure Mrs. K and her family

Draw blood for hemoglobin

All of the above

ne hour following childbirth, you repair Mrs. Kégrvical tear.

. What is the most appropriate manner to repe@reical tear?

Perform interrupted sutures using silk
Perform continuous sutures using silk

op QRO T
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C. __ Perform continuous sutures using chromiggutaor polyglycolic
suture

d. __ Perform interrupted sutures using chromatgwt or polyglycolic
suture

After repair of the cervical tear, Mrs. K’'s hemagiio is found to be 10 g/dL, and her
vital signs are stable.

6. What is the most appropriate plan of care?

a. __ Begin transfusing blood

b. __ Send her home

C. _____ Monitor her vital signs for 24 hours andjibeferrous sulphate and folate
supplementation; encourage breastfeeding

d.  Continue administration of oxytocin fortagurs
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APPENDIX 9: GUIDELINES FOR USING THE TOOLS

A. ASSESSMENT TOOLS Table

CONTENT ASSESSMENT
AREA TOOL METHOD SCORING
All  Content|Experienceand |Written questionnaire complet
Areas Confidence by learner. N/A
Questionnaire
Antenatal Knowledge Written questionnaire comple{ Answers
Care Questionnaire for| by learner. 80%
Antenatal Car of question:
Correctly.
Skills Checklist fg Direct observation: learn
Antenatal performs skills Performs
History, Physicewith woman or through role plg 90% 0
Examination, Trainer steps
and Basic Care observes using checklist. correctly.
Normal Knowledge Written questionnaire complet
Labor, Questionnaire for| by learner.
Childbirth, Normal Labot Answers
and Childbirth, and 80%
Immediate of question
Immediate Newborn Care Correctly.
Newborn Carg Case Sidy: Use g Written case study completed | Answers
the learner. 80%
Partograp of question
Correctly.

NB: The passing score of 80% is based on the nuwibguestions included in each

of the four Questionnaires.

CONTENT

AREA TOOL |ASSESSMENT METHOD SCORING

Skills Checklist fg

Normal Direct observation: learner perfor

Labor, Childbirth skills Performs

and with  woman or anatomic mod 90%

Immediate Trainer of steps
Normal Labor, Newborn Care observes using checkilist. correctly.
etc. (cont.)

Knowledge

Questionnaire for Answers
Postpartum Care | Postpartum  Cal 80%
(Mother and (Mother and Written questionnaire completed| of questions
Baby) Baby) learner. correctly.
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Skills Checklist fo

Direct observation: learngerform

Postpartum skills Performs
History, Physicd with woman or through role plg 90%
Examinatiol Trainel of step:
(Mother and Baby
and Basi observes using checkli correctly
Care
Knowledge Written questionaire completed [
Management of | Questionnaire fc | learner Answers
Management 80%
Complications Complication of questions
correctly.
Case StudyWritten case study completed
Postpartum learner. Answers
Hemorrhag 80%
of questions
correctly
Skills Checklst for Direct observation: learner perfon
Newborr skills Performs
with baby or anatomic mod 90%
Resuscitatio Traine of steps
observes using checklist. correctly.
Skills Checklist fg Direct observation: learner perfon
Manua skills Performs
Removal of thwith woman or anatomic mod 90%
Placent Traine of steps
observes using checklist. correctly.
Skills Checklist fg Direct observation: learner perfor
Bimanual skills Performs
Compression of thwith woman or anatomic mod 90%
Uterus Trainer of steps
observes using checklist. correctly.
Skills Checklist fg Direct observation: learner perfor
Repair of skills Performs
with  woman or anatomic mod 90%
Cervical Tears Trainer of steps
observes using checklist. correctly.
Skills Checklist fg Direct observation: learner perfor
Repair o skills Performs
First and Seconfwith woman or anatomic mod 90%
Degret Traine of steps
Perineal Tears observes using checklist. correctly.
Supervisor Oral interview with supervis
All Content Areas | Interview conducted by N/A
trainer
Oral interview with learng
Learner Interviev | conducted b N/A
trainer.
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B. Followup Visit Summary Form Guidelines

Use this form to summarize the scores of all ofléaeners who were assessed during
this visit.

Write the Serial number of the learner visitedhia first column.

Record the learner’s final score on the appropkateviedge assessment(s).

Record the learner’s final score on the appropgase study(s).

Record the learner’s performance of the appropskités) before and after coaching.
Write C to indicate competent or N to indicate competent.

If an assessment was not completed for the learae€a of training, explain why on
the reverse of this form.

Send this Summary Form together with all completsdessment forms to the
researcher for the followup visit.
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APPENDIX 10: PRETEST/POSTTEST FOR TRAINING PARTICIP ANTS

EmONC Pretest/ Posttest
Insructions
1. All guestions are compulsory
2. Choose the correct answer among the given options
3. No copying
1. The throphoblast of a blastocyst;
a. Is the inner cell mass
b. Is also referred to as the embryoblast
c. Forms the placenta and umbilical cord
d. Produces human chorionic gonadotrophin (Hcg)
2. Quickening;
a. Can occur as early as 16 weeks of gestation
b. Is a positive sign of pregnancy
c. Refers to the pulsation of fornices
d. Is caused by increased blood flow to the uterus
3. In placenta previa;
a. There is severe lower abdominal pain on abdomixeingnation
b. The degree corresponds to the amount of bleeding
c. The midwife performs a digital vaginal examinattorconfirm the degree
d. Vaginal delivery is possible for 2nd degree
4. A client who is pregnant reports nausea and tmgi The nurse reassures the
client that these symptoms will subside by;
a. 5-8 weeks
b. 9-12 weeks
c. 14-17 weeks
d. 18-22 weeks
5. The four stages of an eclamptic fit in ordeoocfurrence are:
a. Premonitory, Tonic, clonic, coma
b. Premonitory, clonic, tonic, coma
c. Coma, clonic, tonic, premonitory
d. Clonic, tonic, premonitory, coma
6. In class Il cardiac disease in pregnancy, patias:
a. No limitation of physical activity, heart murmur general examination
b. Slight limitation of physical activity, no symptomghen at rest
c. Marked limitation of physical activity, slight exem leads to fatigue,
palpitations, dyspnoea
d. Inability to carry out any physical activity withbdiscomfort, signs of cardiac
disease and heart failure even at rest
7. Anaemia is defined as:
a. A reduction in the oxygen carrying capacity of odue to decrease in RBC

production.

b. A reduction in the oxygen carrying capacity of ldowelative to the RBC
production.

c. A reduction in the oxygen carrying capacity of lloand decrease in RBC
production.
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d. A reduction in the oxygen carrying capacity of ldadue to increase in plasma
relative to RBC production.
8. Immediate post abortion management involves:
a. Evacuation of the products of conception and adstriiion of intravenous
fluids
b. Stabilization and treatment by evacuation of pr¢sio€ conception
c. Stabilization and initiation of a family planningetihod
d. Evacuation of the products of conception and idraof a family planning
method
9. The drug of choice in managing hypertensionregpancy is;
a. Propranolol
b. Methyldopa
c. Captopril
d. Enalapril
10. The preferred anticoagunt agent used in pragmamen with cardiac diseases is:
a. Warfarin
b. Aspirin
c. Heparin
d. All of the above
11. In the management of a neonatal intensive gaite(NICU) special attention is
given to the followingexcept
a. Lighting
b. Noise control
c. Overall designation
d. Colour of the wall
12. Causes of hypothermia include the followaxgept;
a. Cold room whose temperature is below 25 degreetigcade
b. Mothers abdomen because the midwives keep on togiahi
c. The newborn is wet with liquor
d. The baby is placed on a cold surface
13. The ways a baby loses heat to the environmehtde the followingexcept
a. Radiation
b. Conduction
c. Convection
d. Vaporization
14. Summarize the key points to good positioninge Tmother is relaxed and
comfortable and,;
a. The baby’s head and body are on a straight line
b. The baby’s face is directly opposite the nipple tredbreast
c. The baby’s face is directly opposite the nippleyonl
d. The baby’s whole body is supported very closeltheomothers body
15. What is the key areas of everyday care thangpertant for a newborn baby?
a. Tetracycline eye ointment
b. Breastfeeding
c. Warmth
d. Watch out for danger signs
16. What do you understand by “the golden one mittut
a. Normal transition of a newborn is characterizedcbying in less than one
minute
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b. Abnormal transition is when a baby does not cryit®yone minute
c. Assisted ventilation must begin by the one minute
d. Breastfeeding must have started by the one minute
17. The term “Special care needs” is the care mwit@ the babies who fall in the
following categoriegxcept;
a. Born preterm
b. Term but with weight less than 25009
c. Term but weight is at 25009
d. Preterm or small baby with weight more than comgpaoegestation age.
18. Trends in neonatal mortality and morbidity shibnat there is an upward move.
The major cause of neonatal death includes;
a. Preterm birth
b. Congenital anomalies
c. Tetanus
d. Hypothermia
19. There are different types of jaundice. In ndjaandice;
a. Skin and eyes appear yellow but there is no sidgrfewer, jaundice starting
from the first day of life
b. Skin and eyes appear yellow but there is feverjanddice starts on the first
day of life
c. Skin and eyes are deeply yellow with signs of feamed jaundice starting on
first day
d. Skin and eyes deeply yellow but with no signs ekfeor jaundice starting on
the first day
20. The basic steps in resuscitation will incluige followingexcept;
a. Assess baby’s response at birth
b. Dry, warm, clear airway and stimulate
c. Give resuscitation drugs to stimulate crying
d. Ventilation with bag and mask
21. The hormone of milk ejection is:
a. oestrgen
b. progesterone
c. prolactine
d. oxytocin
22. The discharge from the uterus during puerpeouani-9th day postpartum is:
a. lochia serosa
b. lochia rubra
c. lochia alba
d. lochia cream
23. The aim of targeted postpartum care is to:
a. integrate mother and her newborn into the familg #&r@ community
b. for complete rest in hospital until she stops bilegd
c. support mother and her family and respond to the&ds
d. facilitate the acquiring of new life with her baby
24. Following delivery, non-breastfeeding womenexignce a period of infertility:
a. which may only last as long as four weeks
b. which may last for over one year, so she dogsneed to worry about
contraception
c. which lasts about six weeks
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d. Which lasts six months?
25. Which family planning methods can be used imatety postpartum (within 7
days) by breastfeeding women?
a.Condoms, female sterilization
b. Progestin-only injectables, combined injectables
c.Female sterilization, Progesterone only pill
d. Combined oral contraceptives, progesterone only pil
26. Maternal death reviews are efforts both inlifigcand in the community to:
a. find out who might have caused the death of a woandrer baby
b. allow the family to seek legal help because ofrthusis
c. investigate the circumstances surrounding the makeleath
d. allow for the routine post-mortem of the motheher baby before burial
27. The community too has a role in preventing mmateand neonatal mortality.
What the community should do in birth preparedness:
a. Build hospitals, get men involved, organize tramggdmances
b. Get men involved,organize transport, finances, camioate with the facility
c. Alert the TBA, organize transport,finances, get nmmlved
d. Involve the C H W, involve men, finances, train mides
28. Which of the following iS§RUE about the IUD?
a. The 1UD itself does not increase the risk of peiviection
b. The IUD must be removed if a pelvic infection occur
c. The IUD prevents pregnancy by destroying the feed
d. The IUD may never be used in women who are HIVdtdd
29. Emergency Contraceptive Pills (ECPs) may bd:use
a. Up to 24 hours after unprotected sex
b. Up to 72 hours after unprotected sex
c. Up to 120 hours after unprotected sex
d. Up to one week after unprotected sex
30. To initiate and maintain breastfeeding for tiesvborn, the most important thing
to do is:
a. Baby should be cradled by the mother on her clasthe better part of the
day to be near the breast
b. Breasts should be massaged three times a day wiithvdter to facilitate for
the let down
c. Starting to breastfeed the newborn soon after birth
d. Mother should wait for three days before the miknf in the breasts
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APPENDIX 11: RESPONDENTS’ CONSENT FORM

Research on Emergency Obstetrics and Newborn CaAmeor(c): Assessment,
Training Intervention and Its Outcome in Embu aneriylLevel 5 Hospitals, Kenya
Dear respondent,

My name is Mrs Lucy Gitongal'el no. 0727519526 | am a student at the University
of Nairobi pursuing a degree in Doctor of Philospph Nursing. One of the
requirements for the award of the degree is toyaaut a research. In this regard, | am
carrying out a research 6Research on Emergency Obstetrics and Newborn Care
(Emoc): Assessment, Training Intervention and Its @tcome in Embu and Meru
Level 5 Hospitals, Kenya”. The research has undergone all the stages of Ethica
approval and has been approved. It involves inggrvig of midwives in the two
hospitals.

In order to obtain the information, a questionnawd# be utilized. | am kindly
requesting you to participate in the study byrglithe questionnaire. Participation is
voluntary and you can withdraw at any stage. Thiereno risk involved. The
information you provide will be treated with toadnfidentiality as permitted by law.
No name is required anywhere in this questionnaire.

The results will help in identifying the gaps indmledge and skills in Essential
maternal and neonatal care with the aim of imprgpvine midwives competences
which will consequently help in improving materaald neonatal health. As a person,
you will benefit by participating in the training.

If you wish to know the results, they will be aeilto you when finalized. You may
ask questions about your rights as a participaranything else about the research
that is not clear to you. The researcher can atsa@dntacted through her mobile
phone. My supervisors can also be of paramountifietmtacted.

Supervisors
1. Prof Anna Karani.............. 0721519526
2. Dr Waithira Mirie ................. 0727142385

Thank you for your time.

Respondent’s Consent

| have read and understood the above details dbeutsearch. | voluntarily agree to
participate in the study.

Respondent’s sign..........occovveieviieneneen. Date
INnvestigator's Sign..........cooevveviieeiie e, Date.........ccoevenee.
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APPENDIX 12: REQUEST FOR RELEASE OF MIDWIVES TO ATT END
THE TRAINING

Lucy Kawira Gitonga
C/O School of Nursing Sciences, UON
P.O. BOX 423-00202\airobi
5" December, 2013
The Medical superintendent,
Meru / Embu Level five Hospitals,
Attention: Nursing officer in charge.
Dear Madam,
Re: Training of Midwives on EmONC
| thank the management to allow me to do researcyour hospital. As discussed
earlier verbally, | would like to request you tde@se the midwives that were selected
to participate in the above mentioned training. Tthening will take 18 days
comprising of 8 days theory and 10 days practicgledence. The midwives will
practice in their respective hospitals hence welldway for only 8 days. | would also
request you to avail a training venue within theilfiz. Teas and lunches will be
provided to the participants by the facilitator.
The training will start on 10December 2013.
Yours faithfully,
LUCY K. GITONGA
Tel. 0727519526
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APPENDIX 13: PARTICIPANTS’ TRAINING AND EVALUATION FORM
Integrated Maternal and Newborn Clinical Skills Course Evaluation
1. What were the strong points of the classroontigroof this clinical skills course?

2. How would you improve the classroom portion bé tcourse? What are your
recommendations?

3. What were the strong points of the clinical piaon? Did you have enough
practical experiences in clinical to feel competamd confident in your newly
acquired skills?

5. What seemed to be the most innovative thing ybatlearned during this clinical
skill
(0101 £ =PRI

11170 TP
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APPENDIX 14: MAP WITH COUNTRIES BY CATEGORY ACCORDI NG TO
THEIR MATERNAL MORTALITY RATIO (MMR, DEATH PER 100 000
LIVE BIRTHS), 2010

Legend

<20 [ 550-999

20-99 [l >1000

100- Population <100 000 not includ
299 in assessment
300—

B 549 Not applicable
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