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EXECUTIVE SUMMARY 

In 2000 CARE began work on The Foundations to Enhance the Management of Maternal Emergencies (FEMME) project to improve emergency obstetric care (EmOC) in five countries: Peru, Tajikistan, Rwanda, Tanzania and Ethiopia.  The project, receives funding and technical support from Columbia University’s Averting Maternal Death and Disability (AMDD) program, which is funded by the Bill and Melinda Gates Foundation.   

The goal of the global FEMME project is to increase utilization of emergency obstetric care services by women experiencing pregnancy and childbirth complications.  The project designs for the five countries were tailored to the needs of the respective countries and country-specific goals and objectives were set accordingly.

The FEMME Project in Ethiopia started in April 2000 and is expected to terminate in December 2003.  The goal of the project is to improve the health status of women of reproductive age by reducing maternal deaths due to major obstetric complications.  Project objectives are:

1. Increase availability and access of emergency obstetric care services by three zonal hospitals;

2. Improve quality of emergency obstetric care services in three zonal hospitals by the year 2003;

3. Increase utilization of emergency obstetric care services in three zonal hospitals.

 Project activities included renovation or construction of maternity units at two hospitals, procurement and installation of equipment at three hospitals, training of service providers, development of clinical protocols and record keeping forms, and institution of quality improvement mechanisms such as COPE, Maternal Death Reviews (MDR) and Emergency Response Teams (ERT).  

This final evaluation was conducted August 25 – September 5, 2003.  Two external consultants, the team leader and the clinical evaluator, worked with CARE/Ethiopia staff and representatives of the federal Ministry of Health, the Ethiopia Society of Obstetrics and Gynecology, and regional and zonal health bureaus.  The team worked together to revise the evaluation instruments provided by CARE/Atlanta, conducted site visits to the three hospitals, and discussed all evaluation findings and recommendations. 

Major Achievements

Overall the evaluation team found that the FEMME project has improved the availability and the quality of the emergency obstetric services in the three hospitals.  Among the notable achievements of the project are:

► Significant changes in UN Process Indicators
· The Caesarian section rate, overall increased by 50 percent; 

· Met need for EmOC has more than doubled;

· Case fatality rate declined by 35 percent;

►Improved Provider Competence
· The clinical skills, knowledge and attitudes of providers have improved responsiveness to obstetric emergencies;

· Hospital staff are confident of their ability to provide appropriate care and to respond quickly to obstetric emergencies

►Upgrade of Facility Infrastructure

· Three hospital facilities have been upgraded and equipped;  

►Client Focus, and Satisfaction
· Hospital staff are aware of clients’ rights to quality health care and respectful treatment;

· Community perceptions of the quality of care available at the hospitals have improved, particularly at Adama and Chiro hospitals; 

►Broader Impact

· CARE has assumed a strong leadership and advocacy role for safe motherhood in Ethiopia. CARE is a member of the national safe motherhood committee and has shared training materials, clinical protocols and record keeping forms with organizations working on maternal health in other regions of the country;

· The MOH has sponsored LSS training for health personnel in three other regions based on the improvements in technical competence demonstrated by hospital staff trained by the FEMME project.    

Remaining Challenges

There are long-standing management problems within the hospitals that the project has not been able to resolve, in part because they are beyond the scope of the project and require reforms throughout the national health care system.  Remaining challenges for improving EmOC at the hospitals include:

►Periodic shortages of oxygen, blood and essential drugs constrain the availability of comprehensive EmOC 

►Attrition of hospital staff trained for emergency obstetric care 

►Correct and consistent use of the partograph as a case management tool- the partograph is often considered a tool for midwives at health centers and but viewed as unnecessary in hospitals especially referral hospitals where the majority of patients are admitted late in labor.

Future Program Needs

Although the project has been successful in improving the availability and quality of emergency obstetric care at the three hospitals, utilization rates have not increased significantly.  The design of the project focused on improving hospital-based services as an essential first step for improving EmOC throughout the health care system.  Thus, the project did not include community level interventions to address access barriers such as transportation and the cost of services.  Improving services and referral mechanisms at the health center level were not included the project design.  The evaluation team found that interventions aimed at the community and health center levels will be needed in the future to educate people about obstetric emergencies and to strengthen the overall healthcare system. 

Considerable improvements in the availability and quality of EmOC were achieved by the project but the project duration, i.e., less than four years, is too short to allow for all that the project was intended to accomplish.  Renovating and equipping the maternities alone took a year to complete (and some renovation is still being done).  Training significant numbers of staff, changing provider attitudes, and institutionalizing quality improvements will require continuing support beyond the term of the project from all levels of government and hospital staff.   

The evaluation team recommends continued funding and technical support for institutionalizing quality improvements within the three hospitals, strengthening management systems, improving services at the health centers, and implementing community education and mobilization activities for improved maternal and newborn health care. 

PROJECT OVERVIEW

In 2000 CARE began work on a project to improve emergency obstetric care (EmOC) in five countries: Peru, Tajikistan, Rwanda, Tanzania and Ethiopia.  The project, The Foundations to Enhance the Management of Maternal Emergencies (FEMME), receives funding and technical support from Columbia University’s Averting Maternal Death and Disability (AMDD) program, which is funded by the Bill and Melinda Gates Foundation.   

The goal of the global FEMME project is to increase utilization of emergency obstetric care services by women experiencing pregnancy and childbirth complications.  The project designs for the five countries were tailored to the needs of the respective countries and country-specific goals and objectives were set accordingly.

In Ethiopia, project implementation began in April 2000 and is expected to  terminate in December 2003.  Periodic years of draught and famine, a long civil war and subsequent border disputes, and changes in national government have left Ethiopia an extremely impoverished nation.  Reproductive health status in Ethiopia reflects the widespread poverty and limited access to social services:

► Total fertility rate of 5.9 nationally and 6.4 in rural areas;

► Contraceptive prevalence rate of 3 – 6 percent;

► Only 30 percent of pregnant women receive any antenatal care;

► 6 percent of births are attended by trained health providers;

► Complications from unsafe abortion account for 54 percent of maternal deaths; 

► Infant mortality rate is 97 per 1,000 live births;

► Maternal mortality ratio is estimated 871 per 100,000 live births.

The World Health Organization has estimated that the lifetime risk of death from complications of pregnancy and childbirth for women in Ethiopia is 1 in 7.  

CARE is working in the Oromiyaa Region of Ethiopia on an integrated rural development project and a community-based family planning and AIDS prevention project that strengthens linkages between communities and health care facilities.  With the aim of improving the quality of care available at the hospital level, the FEMME project is working with three hospitals in the same zones as the other projects, i.e., East Shoa and West Hararghe, which are located southeast of Addis Ababa.
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A baseline assessment conducted at the start of the project found that within facilities there was low met need for emergency obstetric care; insufficient numbers of health personnel trained in EmOC; medical equipment, drugs and consumable supplies were inadequate to respond to obstetric emergencies; physical structure of the hospitals did not provide adequate privacy for clients during labor and delivery; and water and electric systems at the hospitals were subject to frequent outages.  Focus group discussions done in the rural community indicated that people lacked basic information about obstetric complications.

The goal of the project is to: Improve the health status of women of reproductive age by reducing maternal deaths due to major obstetric complications.  Project objectives are:

1 Increase availability and access of emergency obstetric care services by three zonal hospitals;

2 Improve quality of emergency obstetric care services in three zonal hospitals by the year 2003;

3 Increase utilization of emergency obstetric care services in three zonal hospitals.

The FEMME project is focused on improving hospital-based services as an essential first step for strengthening system-wide EmOC.  Project activities, therefore, have addressed deficiencies in the hospitals identified in the baseline assessment by providing essential equipment, maintenance of equipment and minor repairs, renovation of selected physical structures, upgrading clinical skills of hospital staff to improve management of  obstetric complications, improving record keeping and data management, developing and disseminating treatment protocols. 

Project indicators that were set to measure achievement of the objectives were possibly too ambitious for the scope of activities and the limited duration of the project.  Although the objectives were not fully achieved, considerable improvement in the availability and quality of EmOC at the three hospitals was achieved as a result of the project. 

EVALUATION METHODOLOGY
The methodology used to evaluation the FEMME project in Ethiopia was determined by CARE staff and consultants in Atlanta.  Although the evaluation team adapted the evaluation instruments for Ethiopia, a standardized methodology was used in all five countries in order to facilitate comparison of project achievements and challenges.   

For the evaluation, the FEMME Project Manager in Ethiopia assembled a team comprised of the federal Ministry of Health, technical experts from two zonal health bureaus, the Ethiopian Society of Obstetrics and Gynecology, an obstetrician/gynecologist from one of the project sites, and four members of the CARE/Ethiopia staff.  Two international consultants hired by CARE/Atlanta served as the team leader and the external clinical evaluator. 

The team reviewed quantitative data collected by the CARE Monitoring and Evaluation officer.  These data include the number of births, number of women with complications, number of Caesarian sections, number of direct maternal deaths, and the case fatality rate for each of the three hospitals throughout the duration of the project.  

In preparation for site visits to the three zonal hospitals supported by the project. The evaluation team adapted the data collection instruments provided by CARE/Atlanta.  At each site the team split into three groups that were determined during the team meeting held on the first day. The management group toured the facilities, checked stocks and availability of instruments and equipment, and interviewed managers, staff and service providers.  The clinical group administered written tests to assess knowledge of providers in case management for emergency obstetric care and maternal health issues in general.  They also conducted interviews with providers, observed functions and conditions of the maternity units, and observed client care.  At one hospital, the clinical group observed a woman who came in with an obstetric emergency.  The community group conducted interviews with several women who had recently given birth at the hospitals.  They also conducted focus group discussions with prearranged community members to determine community perceptions about services at the hospitals since the start of project interventions.

The second week of the evaluation was devoted to analyzing the data collected during the site visits and conducting interviews with representatives of organizations that are collaborating with the FEMME project or that have an interest in maternal health.  Again, the team divided into the three smaller groups to discuss data pertinent to ten categories.The categories were:

1.  Training;

2.  Provider competence;

3.  Quality of care;

4.  Infrastructure, equipment and supplies;

5.  Record keeping and data management;

6.  Management systems; 

7.  Gender equity and human rights;

8.  Policy and advocacy;

9.  Coordination with other organizations;

10.  Sustainability and replicability.

Each group contributed data as appropriate to the above categories.  The entire team then discussed all the data to derive conclusions about achievements and gaps, and to develop recommendations.  

FINDINGS
A cursory glance at Table 1 of UN Indicators and the baseline and post-intervention data is likely to give the impression that the FEMME project has made only limited progress in achieving its objectives.  There is no question that the hospitals included in the FEMME project have a long way to go to reach the minimum acceptable levels of care and utilization. Nevertheless, it is important to recognize the improvements that have been made within a relatively short period: Met need for EmOC(which represents proportion of complications  that are managed at EmOC sites) has more than doubled and the Case Fatality Rate has declined by 35 percent.  The findings of the evaluation team discussed below will explain in more depth the achievements – and the gaps – that are not sufficiently represented by quantitative data. 

Table 1: UN Indicators
	OVERVIEW OF Project data for East Shoa Zone


	Indicator/ Variable
	Baseline
	Year 1
	Year2

	Total East Shoa Zone Population
	1,959,095
	2,078,402
	2,138,676

	Expected number of births
	80,911
	82,928
	85,333

	Number of Births in EmOC facilities
	2100
	2047
	2084

	Total Numbers of Obstetric Complications treated in EmOC facility
	314
	560
	799

	Met Need for EmOC
	2.6
	4.5
	6.2

	Total Number of Maternal Deaths
	34
	48
	49

	C/Section Rates
	0.3
	0.5
	0.5

	Case Fatality Rates
	10.8
	8.6
	6.1


Provider Competence

A substantial portion of the project budget was spent on training and other activities to improve the competence of service providers.  Under the auspices of the FEMME project, training materials were adapted and trainings conducted for various cadres of clinical staff at the three hospitals in:

· Emergency Obstetric Care (which includes C/S training for GPs)

· Life Saving Skills

· Infection Prevention

· Post Abortion Care

· Quality of Care

· Interpersonal Communication Skills

· Training of Trainers in Life Saving Skills

Training was focused around the handling of emergencies and complications in Maternity Care.  It was reported that the FEMME project was not the first to offer training in EmOC, however the Life Saving Skills (LSS) training stood out as having a greater impact because of its strong clinical component.  

LSS trainers from the American College of Nurse Midwives (ACNM) used competency based training to assure skills were performed satisfactorily in the classroom, often on simulator models, before practicing new clinical skills with patients.  Emphasis was on practical application and implementation of skills.  The ACNM trainers in LSS worked alongside participants to ensure understanding and proper execution of new knowledge and skills learned in the classroom.

Training in LSS proved so effective in improving clinical skills for case management as well as changing the attitudes of providers about the importance of emergency care, that additional LSS trainings were scheduled in order to include more providers. Training of Trainers (TOT) in LSS was not included in the original project work plan but was added to develop local capability and institutionalize LSS training.  ACNM trainers conducted the TOT in which seven staff of the three hospitals participated.  The TOT included some refresher training in LSS and emphasized training methodology and coaching techniques.  The team of local trainers subsequently conducted LSS training for additional staff at Adama Hospital and have conducted LSS training for health personnel from other regions of the country. 
Based on written tests, interviews, and observations the evaluation team found that service providers who had LSS training were more knowledgeable and had better case management skills than providers who did not attend LSS training.  Table 2 presents the scores attained by hospital staff who were trained in LSS and those who were not.  Tests and interviews were conducted with staff available at the time of the evaluation team’s visit to the hospital.  The results do not reflect a random sample or a representative sample size of total staff.
Table 2: Test Results for LSS Trained and Untrained Staff 

	Hospital
	Written Test on

Basic Life Saving Skills
	Oral Interview on

Case Management
	Skills Demonstration for

Vacuum Extraction
	Skills Demonstration for 

Manual Removal of Placenta

	
	LSS Trained
	No LSS
	LSS Trained
	No LSS
	LSS Trained
	No LSS
	LSS 

Trained
	No LSS

	
	A
	B
	C
	
	A
	B
	C
	
	A
	B
	C
	
	A
	B
	C
	

	Adama
	65
	79
	54
	29
	91
	83
	81
	80
	73
	73
	62
	34
	77
	72
	58
	41

	Chiro
	85
	85
	
	51
	90
	86
	
	53
	57
	75
	
	
	
	
	
	

	Gelemso
	88
	73
	
	55
	72
	86
	
	60
	73
	
	
	72
	
	
	
	

	Average Score
	79
	80
	54
	50
	84
	81
	81
	64
	68
	74
	62
	53
	77
	72
	58
	41


All maternity staff at the three hospitals reported better awareness of the need for initial rapid response to emergencies.  They all have knowledge of the concept of an Emergency Response Team (ERT) and how it is supposed to operate.  As a result of training and their improved competence, nurses and midwives are capable of handling many emergency cases on their own, or when necessary can stabilize a patient until a physician arrives.  In fact, midwives and nurses now have the responsibility and official authorization to make case management decisions independently when they have the expertise to do so. Doctors interviewed at all three hospitals reported that as a result of this change there is less delay in treatment and improved patient satisfaction at not having to wait for the doctor to arrive on the unit.

Experience of the Emergency Response Team

A case of uterine rupture was observed at Adama Hospital in which a woman came into the maternity unit in a case of near shock with a pulse of 140 and absent any diastolic BP.  She was immediately put in bed, covered, vital signs taken, IV infusion was started and urine catheter placed; the physician on call was notified and her history was reviewed both on the patient card and with accompanying family members.

Despite being trained for Caesarian section, the GP at Gelemso Hospital had not performed a C/S for at least one month (and possibly longer) because he said that anesthesia was not available.  In fact, local anesthesia and sedatives were available in the hospital pharmacy but the GP, who was trained to do C/S using general anesthesia, may not have been confident about doing C/S with local anesthesia.  This situation suggests that training needs to take into consideration the circumstances of the hospitals, i.e., staff, equipment, supplies, etc., where services are to be provided and be tailored accordingly.  Low client volume at Gelemso also makes it difficult for the surgeon to maintain clinical skill in C/S. 
The FEMME project has also sponsored training in interpersonal communication skills (IPCS), infection prevention (IP) for maternity staff as well as hospital cleaning staff, post abortion care (PAC), quality of care (QoC), and information/education and communication (IEC).  In addition to the TOT for LSS, a TOT for IPCS was also conducted.

Attrition of trained staff is an on-going issue at the hospitals. Two physicians trained in EmOC and one physician trained in LSS have left the hospitals to pursue postgraduate study; one LSS trained physician transferred from one hospital working with the project to another; and one LSS trained midwife was transferred to a “non-project” hospital.

Selection criteria of staff training is an issue that was discussed with the evaluation team. In a few, albeit rare cases, staff who do not work in the OB/GYN department and are not involved with EmOC or maternity care were selected for FEMME project trainings because it was their “turn” to attend a training; and as noted above, staff attrition due to transfer or pursuing additional study is a loss for the hospitals where improved emergency obstetric care is still in a nascent stage.

Although most service providers reported that they now work as a team as a result of their training, the evaluation team heard a few reports of poor communication, particularly between trained and untrained staff, and between the obstetrics/gynecology department and other hospital departments.  At one of the hospitals maternity staff who have benefited from training and infrastructure improvements in the maternity unit told the team that other hospital staff have expressed some resentment at not having the same opportunities.  

Trained staff rarely transfer new knowledge or skills to untrained staff. There may be several explanations for this: unit managers may not expect staff to share new skills; trained staff do not recognize an obligation to transfer new skills; untrained staff do not ask for new information from trained colleagues.   

Improvements in provider competence must be reinforced with facilitative supervision for on-the-job coaching and problem solving using a non-punitive approach for such improvements to be long lasting.  It should be the responsibility of supervisors and unit managers to foster communication and transfer of training among staff.  CARE included supervision as an integral part of the project and created a clinical supervision team made up of a midwife, anesthetist, operating room nurse and an ob/gyn from Adama Hospital. The team has been an important factor in improving clinical competence through on-going monitoring and on-the-job coaching for staff of the three project hospitals.  The clinical supervision team functions with support from the FEMME project but those functions may end with the project as there is no such clinical team within the existing MOH supervision systems.  At this point there are no resources allocated by the RHB/ZHB to continue clinical supervision after the project ends.

Supervision functions of the RHB and ZHB generally concentrate on administrative issues, however, the evaluation team found little evidence of supervision within the hospitals or between the hospitals and the regional or zonal health bureaus (RHB, ZHB).  Additionally, the RHB and ZHB report little involvement in planning and implementing the project.  The absence of supervision may be the result of unclear levels of authority and job responsibility, as well as a lack of information and coordination between the hospitals, the R&ZHB, and FEMME.  The lack of supervision is a gap on several levels: within the hospitals the lack of clinical supervision in the future could jeopardize the improvements in provider competence.  And zonal and regional health departments have a supervisory role within all the government facilities which they must be able to assume in order for the gains in EmOC to be sustainable and cost effective when the project ends.

In summary, the evaluation team identified the following: 

Achievements

· GPs, nurses and midwives at three hospitals have been trained in EmOC, LSS, PAC, IP, IPC;

· Cleaning staff of the hospitals have been trained in IP
· Trained staff show improved knowledge and skills

· TOT in LSS was conducted for eight local trainers 
· Local LSS trainers have conducted three LSS trainings for hospital and health center staff within the project area and in other regions

· Maternity staff respond better to emergencies and handling complications
· Maternity staff are able to make decisions and act independently to avoid delays in the provision of care.

· The community perception of treatment at the facilities has improved.

Challenges:

· Not enough GPs are trained and competent to perform C/S

· Insufficient supervision in general & clinical supervision for EmOC has not been integrated into the existing supervisory systems of facilities.

· Poor communication among service providers.

· Lack of transfer of skills and knowledge from trained to untrained staff.

· Insufficient  staff meetings for case review and professional updates

· Health providers have little access to current professional resources.

· All providers are not yet fully competent in case management and clinical decision making

Recommendations
· To ensure retention of skills, department heads must arrange clinical drills, skills checklist reviews, and continuing education, etc. Local health departments and hospital administration must budget the necessary funds and hold department heads accountable for implementing such activities. 
· MOH, CARE, & MPS should revise training materials and practicum for C/S to reflect equipment, drugs, etc. found at zonal level hospitals, e.g. C/S training should be conducted using general, spinal and local anesthesia;

· CARE should work with the MOH and R/ZHBs to integrate clinical supervisors and the EmOC supervisory checklists into the existing supervision system. 

· Hospital administrators: Establish training committees within facilities to set selection criteria for training, determine training needs, and nominate training participants.  Staff select for training must agree to share training materials, debrief unit staff about the training, demonstrate new skills and coach other staff.  
· MOH, CARE & others: Strengthen the training capabilities of LSS trainers by providing additional technical assistance during several more LSS trainings;

· MOH: Increase the number of LSS trainers and suitable training sites; develop a cadre of LSS master trainers. 

· Hospital directors and department heads: In addition to daily medical rounds, schedule staff meetings for discussion of management problems, training, new information, and quality improvement;

· CARE: Provide information about listserves and sources of free materials to maternity staff and investigate internet access for training center staff.

· Hospital directors and department heads: Devise means of ongoing TA and practice to improve providers’ skill in decision making, assessment and case management.

Quality of Care
Improved provider competence has contributed significantly to improving the quality of care being provided in the maternity units of the three hospitals.  Emergency Response Teams (ERT) have been established at the hospitals, which help ensure quick and appropriate treatment for obstetric emergencies. ERT should be available 24/7 at referral hospitals and should include pharmacy and lab personnel.

Comprehensive volumes of protocols for emergency obstetric care were developed by the FEMME project and they are available at all project sites.  A pocket version of the protocols is also available and several staff interviewed by the team said they usually carry it with them.  Staff have been oriented on use of the protocols and training courses are based on the protocols.  Unfortunately all staff do not use the protocols consistently, which contributes to out-dated practices still being used. 

Of great interest to the evaluation team was the extent to which the concept of client-centered care has been incorporated into services being provided in the maternity units of the three hospitals.  Client-centered services foster an environment of quality and promote an approach to care that recognizes the rights of individuals to quality health services.

	Training to improve Infection Prevention

In addition to training clinical staff in infection prevention, the cleaning staff of the three hospitals were given IP training as well.  Recognizing the importance of IP, the hospital director of Adama Hospital instituted IP training for all hospital departments. By addressing IP on several levels and making multiple cadres of staff responsible hospital wide, the post-operative infection rate at Adama Hospital has decreased.




The biggest challenge for improving quality of care is improving problem-solving skills (also termed midwifery management process, case management, etc.)   There needs to be increased accountability in order for this skill to be developed.  If no single provider is assigned responsibility for a patient, no one is motivated to spend the needed time and energy for thorough case management.  

In addition to patient assignments, problem solving and accountability can be improved with case management guidelines and protocols and clear job descriptions.  Very few service providers and managers interviewed by the evaluation team have a clear understanding of their role and responsibilities. Supervision must occur to see that protocols are being followed and that revisions and updates are made as necessary.

As the problem solving method is better understood and practiced with supervision, case review, death audits, etc., staff will begin to see that the comprehensive information contained on the one page of the partograph saves time in reviewing and summarizing a case.  Correct use of the partograph also makes it clear when interventions are indicated.

Complete patient histories are rarely taken and recorded in patients’ charts, which causes large gaps in necessary data to make management assessments and plans.  The SOAP format (Subjective, Objective, Assessment, Plan) in documenting care is an effective means to improving problem solving.  The concept of ongoing evaluation throughout the patient’s stay, reassessment, and revised plan is not widely understood and followed.  

Use of the partograph as a case management tool remains a problem at the three hospitals.  It is often considered a tool for midwives at health centers and in the community but viewed as unnecessary in hospitals especially referral hospitals where the majority of patients are admitted late in labor.  Nevertheless, hospital staff need to understand use of the partograph in order to receive referrals and give feedback on its use.   Another important concept that needs continuous reinforcement is that of proper management of labor and delivery.  Several complications often the result of poor understanding and implementation of basic labor and delivery care.  Proper management of labor is an integral part of LSS and is emphasized in some EmOC courses more than others.

The lack of individual accountability affects more than direct patient care. Despite setting up COPE committees to identify problems and find solutions using available resources, there is a prevailing attitude among hospital personnel that problem solving whether for supply shortages, poor morale, dirty wards, or management of patient care, is the responsibility of someone else.

Achievements:

· Clinical protocols were developed and distributed; staff are trained according to the protocols;

· Improved awareness of patients’ rights to quality health care

· Basic rights of patients are being respected, such as privacy, choice of labor position, having a support person present during labor/delivery, being allowed to eat and drink during labor;

· Emergency Response Teams (ERT) have been established at all hospitals to improve quality and reduce delays;

· Infection prevention procedures have been improved to protect patients, staff and community;

· There is improved understanding of obstetric complications and the need for reduced delays in providing appropriate care

· LSS introduced new ideas of midwives and doctors working together in teams

Challenges:
· Partographs are not being used regularly, leading to loss of skill and unfounded labor management decisions  

· Protocols are available but not always used by all providers

· There is a lack of accountability and recognition of individual responsibilities  

· Women are still laboring alone and not given information about their condition

· COPE committees were established but do not meet regularly; there has been little follow-up on the initial exercise to identify problems and solutions.

Recommendations

· Chief nurses and chief midwives should review use of the partograph with maternity staff with the support of doctors and hospital directors, who should be familiar with its use; the CARE supervision team should provide additional support to the maternity chiefs for this effort; 

· Hospital directors and department heads should enforce the use of current protocols through supervision, and regular staff updates and orientations;

· The MOH should undertake periodic review and updating of national standards and protocols to ensure that they are consistent with international recommendations;

· In future projects, CARE should include all hospital departments in training for improved infection prevention and emergency response procedures (or alternatively, CARE should work with Hospital Directors to find ways to expand IP training and emergency response procedures throughout the facilities);

· Hospital administrators and department heads should review service statistics and patient records more frequently in order to assist service providers in using data to continually assess care, identify problems and plan for improvements

· Hospital directors and department heads should institute a system of assigning patients to specific providers in order to improve provider accountability. Patient assignments should be posted on the wall and updated as to patient’s condition.. 

· Hospital directors and department heads should encourage continuous quality improvement through seminars, drills, circulation of current articles, publications.  CARE should contribute to on-going information updates by sharing copies of articles and publications with the hospitals that are received from HQ;

· The federal MOH should register magnesium sulfate for use in Ethiopia and include in the procurement of essential drugs by Pharmid;

Infrastructure, Equipment and Supplies

Training and supervision are essential for improving quality of care but they are not sufficient.  Old, dilapidated or poorly designed facilities and broken equipment also contribute to deficits in quality care and may undermine the ability of staff to apply new skills.  Thus, upgrading the hospital structures and providing essential equipment was a major component of the FEMME project.  

The project undertook major renovation and construction of the maternity units at both Adama and Chiro hospitals.  (Gelemso Hospital was built by the government during the first year of the project and therefore did not need project support for structural changes.)  Facility upgrades have been done in phases.  Renovation of the existing maternity units and OR blocks included painting and tiling walls to make cleaning and decontamination easier and more effective.  Walls were also reconfigured to enlarge rooms in order to accommodate new equipment, facilitate procedures by the treatment team or improve client flow.  The renovated units have continued to be used while construction of new maternities was undertaken.  A new maternity is now fully functioning at Adama Hospital; construction of the new maternity is still underway at Chiro Hospital and is expected to be finished by December 2003.

Where possible the FEMME project repaired and refurbished existing equipment but substantial investment was made to procure, ship and install new equipment for the three hospitals.  Instruments for EmOC were also provided.  Despite the large effort of the project, the evaluation team noted some shortages of instruments such as speculums, stethoscopes and blood pressure cuffs and non-functioning equipment, which may impede the provision of services for obstetric emergencies.  Such instruments need to be replaced periodically but hospital budgets are very limited and must cover a myriad of needs.  Some of the problem is due to hospital-wide shortages for instruments and supplies which result in items being borrowed by another department.  In other cases, supply of essential items such as oxygen can be found only in Addis Ababa which is a five-hour drive from Gelemso Hospital, for example.  The government procurement system that hospitals are compelled to use makes it difficult for facilities to get what they need (as opposed to getting what happens to be in stock in the government warehouse).   

One issue that the FEMME project has had very little success with is establishing blood supplies at any of the three hospitals.  The lack of blood was a problem expressed by many people interviewed by the evaluation team.  The project supported structural renovations for collection and storing of blood, procured equipment, screening and typing reagents, and bags needed for a blood bank.

Despite that investment, the budgets of the hospitals and the ZHBs are insufficient to support a bank, which requires a qualified technician to manage.  Recruitment of low-risk donors for regular blood donation is needed but is difficult to establish because of traditional beliefs and fear of disease transmission.  Adama Hospital, which is about a 1-hour drive from Addis Ababa, gets blood from the national blood bank but the other two hospitals do not have such access.  .

Periodic shortage of essential drugs and supplies for management of obstetric emergencies is another problem that the project has had little success in resolving.  The project did not purchase drugs or expendable supplies for the hospitals, believing that provision for such on-going expenditures should be included in the budgets of the hospitals and ZHBs.  Shortages of drugs and supplies within the maternity are almost as likely to be the result of poor communication with the hospital pharmacy (i.e., no order was sent to the pharmacy from the maternity) than due to an actual stock-out of a particular item within the pharmacy.  Some items, however, are not carried by the hospital pharmacies and government regulations preclude hospital directors from procuring drugs and supplies from outside vendors.  Magnesium sulfate is not available in Ethiopia because it has not been approved and registered for use in the country despite being on the WHO essential drug list and less expensive than diazepam  which is currently being used. 

Despite efforts by the FEMME project to assure oxygen supply for EmOC, shortage of oxygen at the three hospitals is an on-going problem.  The project bought oxygen canisters for the maternities of the hospitals but as oxygen is in short supply throughout the hospitals, the canisters are taken by other units when they need oxygen.  At the time of the evaluation team’s visit to Gelemso Hospital, all the oxygen canisters at the hospital were empty. The FEMME project manager has tried to resolve the problem during site visits but ultimately it is a hospital management problem that is beyond the scope of the project. 

Achievements

· New maternity units have been constructed at Adama and Chiro:

· Renovations including tiling walls that can be washed in delivery rooms and OR have improved infection prevention; moving walls has resulted in more space in labor and delivery rooms and allows for better privacy for patients; 

· Equipment has been purchased for the maternities at three hospitals

Challenges 
· Occasional shortages of supplies, essential drugs and oxygen.

· Inadequate blood supply and no blood screening available (Gelemso)

· Shortages of instruments for the volume of procedures;

· Inadequate repair and maintenance of damaged equipment and instruments 

· Toilets and bathing areas for patients are not culturally appropriate, clean or in working order. 

Recommendations

· Hospital administrators should institute comprehensive inventory systems within hospitals and distribute equipment according to need;

· Hospital administrators should enforce use of standardized logistics procedures for management of supplies and drugs. 

· The MOH should review the WHO list of equipment, supplies and essential drugs for EmOC and ensure that such items are available through government procurement systems;

· The MOH and CARE should request technical assistance from the Ethiopian Red Cross to establish blood supplies in secondary hospitals;

· Hospital directors should be authorized to purchase essential drugs and needed supplies and instruments from private pharmacies and medical supply companies.

· The MOH should re-establish centralized equipment repair and maintenance facility with trained technicians.

· Hospital directors should institute policies that drugs needed in an emergency should be provided and payment sought after the patient is recovered.

· RHB/ZHB and MOH: Renovate or construct toilets and bathing facilities for patients which are culturally appropriate, clean and functional.

Record Keeping & Data Management

The FEMME project developed registration books for delivery, admission & discharge, abortion, and OR.  The registration books and training in their use has improved record keeping at the hospitals.  The format of the registration books has been copied by other hospital departments and has also been reviewed for possible adaptation in other areas of the country.

Data are compiled from the registration books and submitted to the ZHB (quarterly) and CARE (monthly).  The CARE Project Manager closely monitors reports from the hospitals and uses data for case follow-up with the clinical supervision team and for planning purposes.  The ZHBs, however, make very little use of the data.

Individual client records are not adequately maintained.  Medical history, diagnoses and treatment are frequently incomplete.   

Individual case management is discussed during daily hospital rounds but otherwise department chiefs and hospital directors rarely convene staff meetings to discuss problems or review cases.  The exception is Maternal Death Review (MDR) meetings that are held to discuss how the case was managed and improve treatment protocols. The Project Manager also attends MDR meetings.  

Successes
· Improved record keeping and client registration 

· Registration logs developed for OR, abortion, admission and discharge, and delivery;

· Other organizations have been able to use available data in the registration logs, e.g., the CDC used the data for research about malaria during pregnancy.

Challenges

· History and physical exam and progress notes are often absent from charts.
· Data are not being used for decision making and problem solving by hospital staff and health offices

Recommendations

· Hospital directors and department heads should discuss data with staff during staff meetings;

· Regional and zonal health bureau staff should review quarterly reports and follow-up on problems during supervision visits;  

· The MOH should consider adapting the comprehensive registration logs for use in all hospital departments and health centers

· Managers need to train staff to do a complete History and Physical Exam which should be recorded in patients’ charts along with progress notes, preferably in SOAP format.

Management Systems

Efficient and effective management systems are central to achieving and maintaining improved emergency obstetric services, and other hospital services as well.  As is often the case, the directors of the three hospitals included in the FEMME project are physicians rather than professional hospital administrators.  One of them has held management positions for some time and has received some management training.  One director has no management training and little interest in being a manager; he inherited the job when the previous director left.  And one director was appointed to the position about a month ago; he has limited management experience but has some natural skills as a manager.   

	The FEMME project has no influence on the appointment or replacement of hospital staff that are MOH employees.  Frequent changes in the senior hospital management staff can affect efficiency, provider attitudes and staff morale.  The GP at Chiro Hospital said that during the four years of his assignment there have been eight hospital directors.  Such instability has undoubtedly disrupted internal management and communication, contributed to a decline in quality, as staff are left to fend for themselves, and compounded implementation challenges for the FEMME project.  The newly appointed director is an obstetrician/gynecologist who seems determined to improve conditions at the hospital generally and within the maternity unit in particular.




Evaluation findings observed at the various hospitals reflect the styles of the directors as well as interest and initiative of maternity unit staff.  For example, the director of Adama Hospital has delegated considerable authority to the head of the obstetrics and gynecology department who is an ob/gyn specialist.  Nevertheless, women who arrive at the hospital in labor, even with complications, are still required to go first to the “card room” and then to the OPD for examination prior to being admitted and sent to the maternity.  During off-peak hours, a woman with complications must be examined first by the physician on duty before the maternity staff can request review by one of the three OB\GYN, who are the only physicians at the hospital able to perform C/Sections.  Thus, despite having multiple providers who are competent in EmOC, women with obstetric emergencies may still experience delays in receiving treatment at Adama Hospital. 

By contrast, women in labor arriving at Chiro and Gelemso hospitals are sent directly to the maternity and during off-peak hours the maternity staff are authorized to send for the EmOC-trained GP without consulting the duty physician first.  The maternity staff at all three hospitals are able to manage many emergency cases as a result of project-supported training, but only Chiro and Gelemso have made management decisions about admissions procedures that result in reduced treatment delay especially during off-hours.

The evaluation team found that many staff do not really know what their job is, that is to say they don’t know their role and responsibilities.  Most staff do not have job descriptions or if they exist, most are old and out of date.  For many staff the chain of command and lines of communication are unclear. 

Budget constraints and management problems that affect the supply chain, supervision, staff morale and attrition have been mentioned in other sections of this report.  Suffice it to say that such issues underlie many of the gaps in or challenges to improving EmOC experienced by the FEMME project. For the most part, however, government budget allocations and  overall health management systems are beyond the scope and capacity of the project.
Achievements
· Gate keeping and admitting processes have been revised at two hospitals participating in the FEMME project.  Rather than requiring that women in labor go first to the OPD, they are now sent directly to the maternity for examination and admission, thus reducing the delay in getting care;

· Maternity staff at Chiro and Gelemso hospitals are authorized to send immediately for a qualified physician in an emergency during off-hours rather than needing to first consult the on-call GP;

Gaps
· There is a general lack of accountability at all levels of the management system due in part to out-dated job descriptions and lack of clarity about roles and responsibilities among staff.

· The chain of command and lines of communication are not clear. 

· Procedures for requesting drugs and supplies are not respected 

Recommendations

· MOH, R/ZHB and hospital administrators should revise job descriptions to reflect current standards;

· CARE and other project sponsors should conduct orientations about EmOC for regional and zonal health bureau staff to improve management and supervision;

· Regular staff meetings should be instituted within hospital departments, between department heads and the hospital director, and between hospital directors and zonal/regional officials;

· CARE and other project sponsors should provide training in management and facilitative supervision for hospital and zonal/regional managers.

· To encourage specialists and GPs to accept assignments at facilities in rural areas the MOH should consider incentives such as salary bonuses, reducing the amount of time owed to the government to pay back medical education, or giving preference for post-graduate training.

· Administrators should require MDs trained in EmOC to remain at their assigned facility for at least 18 – 24 months after training.

Gender Equity & Human Rights
The design of the FEMME project emphasizes a client-centered approach which promotes respectful treatment of clients and their families.  As noted in the previous section, the evaluation team appreciates the achievements in this area while recognizing that in Ethiopian society the needs of women are often considered secondary to the needs or interests of men.  Women are often excluded from decision-making even when it is related to issues that affect their well-being such as education and health care.  

	Client-centered care has been incorporated into services being provided in the maternity units of the three hospitals.  Client-centered services foster an environment of quality and promote an approach to care that recognizes the rights of individuals to quality health services.  




Improving the status of women is a long-term endeavor that is being addressed by CARE in a variety of ways through other community-based projects. The FEMME project promotes gender equity and human rights within the hospitals and the health care system by training providers to be respectful of their patients and to orient services to the needs of patients rather than the convenience of providers. 

Improving the technical competence and encouraging teamwork has not only improved clinical skills but also increased the confidence of nurses and midwives (particularly female nurses and midwives) and improved their interaction with male physicians. 

Achievements
· Maternity staff show more respectful behavior towards the clients and their families;

· Women admitted to the maternity are allowed to have their TBA and another person of their choosing such as their mother, sister or mother-in-law for support during labor and delivery; 

· Women are allowed to eat and drink during labor and can choose the delivery position most comfortable for them; 

· Female nurses and midwives are more confident of their skills and decision-making, and are able to work better with male doctors;

Challenges
· Husbands and relatives are usually the decision-makers about whether and when to seek care for a woman in labor; 

· Privacy for patients particularly in the delivery rooms is lacking due to the open layout of the delivery room;

· Clients are often unaware of their rights to quality care

· Staff at times do not institute changes as learned regarding humanistic patient care for a variety of reasons.

Recommendations

· Government of Ethiopia and CARE: Strengthen activities that promote the education of girls;

· CARE and hospital administrators: Undertake community education and post information in facilities about clients rights;

· CARE: Train community leaders and health providers in counseling men to improve their understanding of danger signs for pregnancy complications;

· Department heads: Encourage physicians to talk to women and their husbands following emergency procedures to advise them about the outcome and follow-up care and to reassure them about the patient’s condition.

Sustainability and Replicability

The evaluation team found a number of positive indications that the improvements to EmOC services at the three hospitals may be sustained and replicated elsewhere.  Ministry of Health officials recognize the contribution of the project to increasing national awareness of obstetric emergencies and maternal death. In particular, the technical advisors of the national MPS (Making Pregnancy Safer) program appreciate and acknowledge the lessons and the resources provided by the FEMME project.  

CARE is now a member of the national Safe Motherhood Task Force, which gives the organization an important forum for advocating for supportive policies and increased financial support from the government and donors for maternal health and for expansion of EmOC interventions.  

	Raising Profile of Maternal Mortality

Initially the ZHBs were not supportive of the FEMME project because they were not aware of the gaps within the hospitals’ services and they did not know how an NGO such as CARE could contribute to public sector institutions to improve management and services.  Although the project is still viewed as a CARE initiative, RHB and ZHB officials now recognize and appreciate the improvements made by the FEMME project and hope to collaborate with CARE more effectively in the future.

 


The government has started to train providers from other regions in LSS, adapted from the CARE program, which is a very positive sign.  CARE has also received numerous requests for copies of the training materials, protocols and patient registration books developed by the project.  

Achievements
· Increased awareness of maternal mortality and need for EMOC nationally and locally.

· Collaboration and sharing information with MOH and other stakeholders

· Renovation of permanent structures of facilities 

· Improved human resources - provider competence and knowledge is sustainable 

· MOH is sponsoring LSS ongoing trainings; different regions are asking for training

· Local LSS trainers have been prepared and are being used as expert resources. 

· Adama Hospital is developing capacity as a training center

Challenges
· Rotation of trained staff makes it difficult to maintain quality improvements

· Hospital and R/ZHB budgets are not sufficient to cover equipment maintenance and replacement (such as centrifuge, microscope, autoclave)

· Systems strengthening and funding for facilitative supervision, training and continuing education are needed 

· Lack of ownership of trained providers in identifying problems and solutions within their facility

Recommendations
· CARE and other project sponsors should increase communication and collaboration with zonal and regional health departments and include them in project plans and activities;

· Future EmOC projects should foster linkages with other maternal health services such as antenatal and postpartum care, prevention of maternal to child transmission of HIV (PMTCT), postabortion care (PAC), etc.

· CARE and other project sponsors should continue to strengthen community components, i.e. training & collaboration with TBAs and Health Centers

· The MOH should incorporate emergency obstetric care and life saving skills in the pre-service education curricula for medicine, nursing and midwifery;

PROJECT MANAGEMENT
Project Management

The project agreement between CARE and Columbia University, AMDD Project, was signed in April 2000 but was not signed by the Oromia Regional Health Bureau until December 2000.  With its focus on hospital facilities, the FEMME project was a clear departure from community-based activities that are the cornerstone of CARE’s work.  Thus at the start of the project, the CARE/Ethiopia office had little technical capability for undertaking a facility-based project which, combined with prolonged negotiations with the regional authorities, contributed to early implementation delays. 

Recognizing that the staff member initially assigned to manage the project was not meeting expectations; CARE recruited a new project manager who, at the time of her hiring in July 2001, had no experience managing a project.  With support from other staff and perseverance, she learned the ropes and now capably handles the project.  

Procurement
Because CARE had no prior experience working with hospitals, staff did not have the expertise needed to plan for facility renovation or for procurement of medical equipment.  As a result some costly errors were made, and time was lost.  According to the Project Manager, lessons learned include: 

1. Detailed plans are needed before renovation work begins.  Input about renovation or construction should be obtained from service providers, facility managers, ZHB and MOH to ensure that there is agreement about what is needed.  After reaching agreement, an architect should make a detailed drawing that should be shared with interested parties and construction specifications should be developed by an expert.  Then a comprehensive implementation should be prepared.  Such detailed planning is necessary to minimize complaints that the renovations do not meet needs, and to avoid costly mistakes.
2. Prior to placing orders for costly medical equipment, a visit to the regional or zonal health warehouse is advised to determine what equipment is already available.
3. Involve hospital staff, in the decision-making regards purchase of equipment to promote ownership, and acceptability.
4. Use a qualified technician for installation of equipment, so this is done properly and to avoid damage. 
5. Train/orient facility staff on how to use and  in preventive maintenance.
6.  During the purchase, order critical spare parts when ordering equipment to facilitate prompt repairs.
Technical Assistance

CARE staff in Atlanta as well as AMDD staff and consultants have provided technical assistance.  The numerous visits made to Ethiopia for TA and project monitoring helped country staff better address technical and implementation problems and contributed to CARE’s credibility on the issues of emergency obstetric care and maternal health.  

Despite the assistance from AMDD and CARE/Atlanta, however, several issues such as lack of blood and oxygen were identified in multiple reports but very little progress was made in resolving them.  Although regional and zonal health authorities and hospital administrators bear the responsibility for ensuring the availability of such essential items, the fact remains that on-going shortages of blood, oxygen and other essential drugs are serious and potentially life-threatening deficits.  CARE has tried to resolve the problems but has only been able to institute stop-gap measures for some problems rather than addressing the systemic management problem.  Other agencies also pay for supplies and drugs as a way to deal with the intractable problem of supply chain logistics but the approach is only good for the short duration of a project.  

CARE, AMDD, the MOH and other stakeholders must seriously examine and address the problems of funding and managing essential drugs and supplies for EmOC as well as all health care needs in order to achieve and maintain improved quality and increased availability of services.      

Technical assistance was also provided by the American College of Nurse Midwives for LSS training and follow-up and by Engender Health for training in infection prevention, and post abortion care.  The LSS training has proved to be a useful model in improving provider competence due to its emphasis on clinical training.  The MOH is interested in providing more LSS training in the future, as well as strengthening the skills of local training and helping them achieve the level of Master Trainers.

Advocacy

The FEMME project has been very successful in raising the profile of maternal mortality in Ethiopia.  Based on experience with the project, CARE is a member of the national committee for safe motherhood.  CARE has made a concerted effort to communicate and collaborate with the federal Ministry of Health, the Ethiopian Society of Obstetrics and Gynecology (ESOG), and Making Pregnancy Safer (MPS) program of WHO and UNICEF.  EmOC protocols, registration logbooks, and training materials developed or adapted by the FEMME project have been shared with other organizations for use in other areas of the country.  

PROJECT DESIGN
Partnerships
Several partnerships were fostered by the FEMME project, notably with the MOH, ESOG and the MPS program.  Additionally, the project worked in collaboration with the Oromia Regional Health Bureau and the Zonal Health Bureaus of East Shoa and West Haraghe.  Closer collaboration with the ZHB in the future is advised for smoother project implementation and more effective supervision of the hospitals by the ZHB.  The Project Manager noted that a constraint in collaborating with the ZHB is the frequent turnover of ZHB staff.  She noted that such turnover requires that FEMME staff brief ZHB officials about the project time and time again and that the level of interest in the project at the ZHB varies depending on who is in charge..

The FEMME project benefited from the activities of other CARE projects being conducted in West Haraghe.  Community level activities in reproductive health, HIV prevention, TBA training, girls education and gender-based violence have had a positive effect on EmOC activities.  The activities of the PVO/NGO Networks for Health project conducted in West Haraghe were also beneficial for the FEMME project. 

Community Level Interventions
 During focus group discussions and interviews conducted by the evaluation team community members indicated that services at the hospitals have improved although they do not necessarily attribute such improvement to the FEMME project or to CARE.  Transportation and cost of services are major access barriers to health care according to the community discussions.  Utilization of hospitals for maternity care will be improved if such barriers are also addressed through community-level interventions.  

Community education about birth planning, danger signs, and complication readiness is also needed as delays in seeking care contribute greatly to women not being taken to hospitals for emergency treatment or not being taken soon enough to prevent injury or death.  Clinical staff at the hospitals said that most women with obstetric emergencies arrive in critical condition.   The team recommends that future projects include activities to improve services at health centers and strengthen the links between health centers and hospitals. 

Short Duration of the Project
The project was initially planned for three years but was extended for eight months.  The short project duration, i.e., less than four years, is a constraint to institutionalizing the quality improvements in EmOC that the project has been able to achieve.  Early implementation delays and the time required for equipment procurement and renovation reduced the time available to implement and consolidate service delivery improvements.  Facility and equipment upgrades can be accomplished in three years but changing attitudes and improving provider competence probably requires more time.  

Relation with Other Health Objectives of CARE
The FEMME project is a significant departure from CARE’s usual community-level focus.  Quality hospital-based maternal health services are needed to complement other health projects that CARE is implementing in Ethiopia and elsewhere for PMTCT, safe motherhood initiatives, and child survival.  Disseminating lessons learned throughout the organization about facility renovation, equipment procurement, provider training and supervision will require substantial effort.  Additional experience is needed to develop the expertise in strengthening facility management and communication systems that are often the “make or break” factor in whether improved quality and increased service availability are sustained after the end of a project.                

CONCLUSIONS AND SUGGESTIONS FOR FUTURE ACTION
There have been significant improvements in the availability and quality of services for treatment of obstetric emergencies at Adama, Chiro and Gelemso hospitals as a result of the FEMME project.  Changes in awareness and attitude were observed in all hospitals and staff are more confident of their ability to respond quickly and provide appropriate care.  These improvements are the foundation on which additional improvements can be made within the hospitals and at the health center and community level in the future. 

The FEMME project has provided the three hospitals with the valuable “hardware” (buildings, equipment and instruments) and “software” (training and supervision for improved technical competence) necessary to provide EmOC.  It is now the responsibility of the MOH, ZHB, RHB and hospital managers to ensure that those resources are maintained and quality EmOC services sustained.

Adama and Chiro hospitals are staffed and equipped to provide comprehensive emergency obstetric care.  Some disruptions in service continue to occur due to occasional shortages of blood, oxygen and other medications.  It is incumbent upon the hospital administrators and regional and zonal health officials to complement the efforts of the project by finding feasible and permanent solutions to the problem of blood availability and supply shortages.  

The project provided with Gelemso Hospital with the necessary equipment, instruments and staff training to offer comprehensive EmOC, but only basic emergency obstetric care is routinely assured.  The project trained two physicians in EmOC but only one is still there, leaving all cases requiring Caesarian section to one doctor who cannot possibly be present 24/7.  Unreliable supplies of blood, oxygen and other essential supplies are also constraints to the provision of comprehensive EmOC.  There are several competent and dedicated maternity staff but without greater support and commitment from the physicians and hospital administration, it will be difficult for EmOC services to improve beyond what they are now.  
A clear message came out of the evaluation from almost everyone interviewed: the need to improve knowledge and awareness in the community about safe motherhood and the danger signs of complications.  If reductions in maternal mortality are to be achieved, interventions are also needed where most of the births occur and most health services are provided, i.e., the community.  In order to decrease ruptured uteruses and fistulas, for example, women and caregivers in the community need to understand what causes them, recognize the danger signs, and make prompt decisions on seeking health care.The focus on hospital-based EmOC is an essential one, but the evaluation team recommends that future projects incorporate a holistic approach that looks at essential care of the mother and newborn in the community as well as the facility. 

Training cadres of staff at the community level as well as in facilities requires a major commitment of time and money.  Training of trainers in-country is an important component of improving maternal health care and making those improvements sustainable.  There was agreement at the final stakeholders meeting that LSS training needs to be replicated throughout the other regions of the country, as has already begun in the LSS trainings taking place in Adama Hospital.  This will require additional external trainers be involved to ensure quality until in-country trainers feel confident in their roles as trainers and clinical instructors.  The latter is particularly important because clinical skills must be practiced in the clinical area with expert instructors available to give feedback and reinforce beginning skills and knowledge. It has been demonstrated repeatedly in other countries that the quality of training declines if new trainers do not have the ongoing support of master trainers until they reach a level of mastery themselves.

There must be continuing improvement in assessment and decision-making skills of health care providers.  Without this, there will be caesarian sections and medical interventions done inappropriately or without indication. Training needs to encompass giving quality normal care and preventing complications as well as treating them.
The FEMME project in Ethiopia has established a strong foundation on which to build stronger, better quality health services that are used by an increasing number of people for both prevention and treatment of obstetric emergencies. 

Some selected recommendations and rationale of the evaluation team include:

· Incorporate training on Caesarian Section in the medical school curriculum and ensure that all graduating physicians can competently perform the procedure.  GPs are likely to be assigned to rural hospitals where they may be the only physician available to treat obstetric emergencies requiring C/S. In-service training in C/S can address some of the immediate need to have more GPs trained in C/S but it is a less cost-effective approach than incorporating it in pre service education.

· Strengthen national training capabilities for LSS by providing additional technical assistance during several more LSS trainings conducted by local trainers; develop a cadre of LSS master trainers; and increase the number of LSS trainers and suitable training sites. LSS training needs to be replicated throughout the country, which will require assistance from experienced external trainers to ensure quality until in-country trainers feel confident in their roles as trainers and clinical instructors.  The latter is particularly important because clinical skills must be practiced in the clinical area with expert instructors available to give feedback and reinforce skills and knowledge.

· Integrate clinical supervisors and the EmOC supervisory checklists into the supervision system within hospitals and of the ZHBs. Clinical supervision is an important factor in improving clinical competence through on-going monitoring and on-the-job coaching for staff. 

· Disseminate and replicate the Emergency Response Team (ERT) approach. The ERT comprised of maternity and anesthesiology staff, can help ensure quick and appropriate treatment for obstetric emergencies. ERT should be available 24/7 at referral hospitals and should be expanded to include pharmacy and lab personnel.

· Institute policies nationwide for admitting women in labor. Revised procedures should allow them to by-pass the “card room” and/or OPD and be sent directly to the maternity.  During off-hours, the maternity staff should be authorized to send for an EmOC-trained GP without consulting the duty physician first when they are able to manage emergency cases. Such revised admissions procedures may result in reduced treatment delay especially during off-hours.

· Chief nurses and chief midwives (and clinical supervisors) should review use of the partograph with maternity staff and insist on its use. The partograph is an important case management tool that when used correctly makes clear when interventions are indicated. As well, the comprehensive information contained on the one page of the partograph saves time in reviewing and summarizing a case for supervision, case review, death audits, etc. 

· Hospital directors and department heads should enforce the use of current protocols through supervision, and regular staff updates and orientations. 

· Training in infection prevention should be conducted for all hospital departments.  In order to protect patient and providers, all staff must promote IP practices. 

· The MOH should review the WHO list of equipment, supplies and essential drugs for EmOC and ensure that such items are available through government procurement systems;

· The Ethiopian Red Cross should be engaged to help the MOH establish reliable and safe blood supplies in secondary hospitals.

· Hospital directors should be authorized to purchase essential drugs, supplies and instruments from private pharmacies and medical supply companies in order to alleviate chronic shortages causing disruption in the availability of quality services.

· The MOH should re-establish centralized equipment repair and maintenance facility with trained technicians.  Non-functional equipment is a wasted resource and contributes to poor quality services.

· Continued funding and technical assistance is needed to institutionalize the quality improvements in EmOC that the FEMME project has achieved and to strengthen management systems to maintain the availability of EmOC. Efforts should also be expanded to the health centers and communities to improve primary health services and educate communities about essential maternal and childcare.    

Annex 1: Table 3: Number of Trained Providers by Type of Training and Hospital  

	
	Adama
	Chiro
	Gelemso
	Total

	
	GP
	MW
	Nurse
	GP
	MW
	Nurse
	GP
	MW
	Nurse
	

	EmOC

LSS 1st

PAC

IP

IEC

QoC (Leadership)

LSS TOT

LSS 2nd

IPCS TOT

IPCS 
	-

2

2

-

-

1

1

-

-

-


	-

3

1

2

-

3

1

1

1

2
	-

2

1

-

-

2

1

76
 1

-


	22
1

-

-

1

1

-

-

-
	43
1

2

-

3

1

-

1

2
	4

1

1

-

-

2

-

-

-

1
	24
15
1

-

-

-

-

-

-

-
	5

1

2

-

-

2

-

1

2
	4

-

-

-

-

-

-

-

1
	12

18

8

6

-

12

7

8

3

8
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� East Shoa Zone has one additional hospital but with limited capacity and 11 Health Centers that provide maternity health services to the population. Met need and C-Section rate is calculated using Adama Hospital service statistics for the whole east Shoa Zone population. (In other words assuming the other health facilities do not manage complication and provide  C-section services).  


�  Notes about Table 2: Hospital staff were trained in LSS by trainers from the American College of Nurse Midwives (ACNM) and by local trainers who participated in a LSS Training of Trainers workshop also conducted by ACNM.  The evaluation team was interested in seeing whether there were significant differences in the knowledge and skill levels of staff trained by external trainers and those trained by the local trainers.  Column A represents 3 staff trained in LSS by ACNM.  Column B represents 5 staff trained by ACNM in LSS and training methodology.  Column C represents 3 staff trained in LSS by the local trainers (from column B). 7 staff who have not participated in LSS training were also tested by the evaluation team to compare their knowledge and skill with trained staff.  As mentioned in the text above, the total number of staff tested was small and should not be considered representative.   


� GP trained in LSS has left Adama Hospital to pursue post graduate studies


2 GP trained in EmOC left Chiro Hospital to pursue postgraduate studies 


3 One midwife trained in LSS was transferred from Chiro to a non-project hospital


4 GP trained in EmOC left Gelemso Hospital to pursue post graduate studies


5 GP trained in LSS was transferred from Gelemso Hospital to Chiro Hospital 


6  Two nurses and five health assistants at Adama were trained in LSS
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