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EXECUTIVE SUMMARY

Project Summary

This report provides an analysis and evaluation of public health facilities in Myanmar

with the focus on MNCH care. The country is committed to achieving the Millennium
Development Goals. However, maternal and child mortality projections for 2015
indicate that MDG 4 and 5 targets are unlikely to be met. The under-five and infant
mortality rate is high, UN interagency estimations indicating the under-five mortality
rate (USMR) at 62 per 1,000 live births and the infant mortality rate (IMR) at 48 per
1,000 live births." The progress towards the goal of MDG#4 is slow and is categorized
as “insufficient progress”.* In the effort to make further progtess in the reduction in
infant mortality, the Department of Health has been conducting a program for essential
newborn care. In collaboration with UNICEF, nearly 200 townships have been
supported for sick newborn management. However, additional information that guides
program strategies and further strengthen the provision of basic health newborn and

maternal care was urgently needed for the next 5-year strategic planning,

With the technical and financial support from UNICEF Myanmar and in collaboration
with the Department of Health, Myanmar Partners in Policy and Research (MPPR)
implemented this study. The study focused on MCH service provisions with emphasis
on newborn care, and explored the quality of services through facility checklists. It
observed newborn deliveries and pediatric care in hospitals and primary care facilities.
It also conducted interviews with caretakers of sick children and health staff, and
facilitated barrier analysis at the township level through local participation. Domains
of inquiry included accessibility of services, availability of infrastructures and supplies
such as essential drugs and equipment, as well as human resource, and quality of
services. Utilization included aspects of demand factors from patients’ point of view.
It also attempted to identify specific constraints including physical, economic, and

social barriers hampering the utilization of health interventions in facilities.

The characteristics of this study also included its attention to facilities in rural areas.
As 75-90% of rural women do not have “institutional delivery” and rely on Rural
Health Centers (RHC) and sub-RHCs in their communities for newborn and MCH

'UN Interagency Estimates 2011

*Countdown to 2015 MNCH Report
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care, this study recognizes the importance of understanding the conditions under
which these facilities operate. The study investigates how these RHCs/sub-RHCs are

meeting the needs of pregnant women and newborn who require basic and emergency

care, along with information on the utilization of services from the perspectives of

women and caretakers.

Findings

Major findings included the following:

1.

o

Availabilities of MNCH services were found uneven among different types
of health facilities. For example, on average only 10% of all hospitals (State/
Region, District, Township, Station) were ready to provide all 3 basic child
care services while 70% of health centres (RHC, Sub-RHC, MCH) did. On
the other hand, newborn care was more readily available in hospitals (70%)

than health centres (34%). AN care was generally available across facilities.

There were mismatch between basic resource allocation and actual needs on
the ground. For instance, basic newborn care supplies were found more in
larger hospitals in cities than RHCs and sub-RHCs despite the fact that an

overwhelming majority of newborn deliveries takes place in rural areas.

Facilities were often caught in the vicious cycle of under-utilization and

insufficient upkeep for MNCH services both in material and skills.

Health centres were often found want of material inputs (hardware). RHCs/
S-RHCs lacked about a half of the infrastructural requirements including
patient beds, electricity, and clean latrine. Delivery rooms in these facilities

were generally in poor conditions.

Hospitals were generally found requiring management-related improvements
(software). Regular instructive communications, practical supportive
supervisions, technical support, and systematic performance reviews from
higher facilities for MNCH services were largely missing in township and station
hospitals. Qualitative findings suggested that the variations in the quality of
service among hospitals and health centers were largely due to local leadership/
management factors that were available only on ad hoc basis such as a presence

of a good TMO, rather than a function of the system.

The results of this study suggested that the performances of health staff were
generally good, except the lack of practical experiences in MNCH-related
emergency cases. MNCH-related deaths may be further reduced with

improvements in the timing of patient arrival in emergency facilities.

The provision of normal delivery services was high with 90% of RHC & sub-
RHC and 75% of MCH assisting deliveries with or without a delivery room

out of necessity. The majority of mothers interviewed was found to first go
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to a facility accessible within 15-30 minutes on foot in time of need, health
facilities in local communities are of paramount importance in providing swift

care when mothers face a difficult labour.

8. Yet, emergency care services were only available in hospitals in cities, and
essential procedures such as caesarean section, vacuum extraction, and forceps

delivery were not readily available every day even in these hospitals.

9. Reasons for the lack of access by mothers seemed more complex than simple
want of money and knowledge. Their explanations indicated several “push
out” factors from facilities — hidden costs, unmet practical needs, and
unpleasant experiences-, and “pull in” factors of home based care — easier
access to licensed and unlicensed providers, emotional and practical support
from providers, payment flexibility, and superior services from women’s point

of view.

10. While women were reluctant to use health services in facilities currently
available to them, it did not mean that they did not want to use health facilities
at all. Mothers expressed their wish for “modern” facilities for their delivery
and newborn and child care needs if their practical and emotional needs were
met in these facilities.

Recommendations

1. Strengthen the availability of quality MNCH services first and then implement

demand promotion

a. Correct the uneven availabilities of MNCH services among facilities
by strengthening child care services in hospitals and newborn care
services in RHC/S-RHC

b. Upgrade RHC/S-RHC with improved infrastructure and supplies

c. Increase the availability of EmOC in hospitals, especially caesarean

section, vacuum extraction, and forceps delivery, any day of the week
2. Bring basic emergency obstetric care closer to communities

a. Ensure the availability of BEmOC functions at every RHCs (some
are already partially BEmOC with limited signal functions)

b. Increase the availability of emergency care in local communities by

ensuring CEmOC functions at every Station Hospitals
3. Meet mothers’ practical and emotional needs to increase timely access

a. Conduct research on delayed access and “quality care” from mothers’

perspective
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b. Utilize results of research to pilot MNCH model facilities that

incorporate quality of care from mothers’ perspectives

c. Provide management level training on improved patient-provider

relations and communication

d. Ensure that on-going MOH efforts to build new facilities in
communities consider meeting the practical (e.g. space for family
members and child care) and emotional (e.g, courteous and caring staff)

needs of women and families

4. Develop a list of minimum MNCH essential items with WHO and the MOH
to ensure that on-going government plan for infrastructural improvement will
include currently unmet MNCH needs such as delivery room with audio and
visual privacy, essential supplies and drugs such as vacuum extractor, baby
wraps, antibiotics for newborn, tetanus toxoid for ANC, and housing for

midwives

5. Strengthen management and monitoring to ensure the implementations of the

above

a. Support the establishment and maintenance of a performance
management system with a set of core indicators, collected and
monitored by states/regions and national level offices for improved

quality and accountability in hospitals

b. Initiate and enhance regular clinical audit (maternal, child, & perinatal
death reviews), and build them into the performance management
system. This will also help increase the level of accountability of

service providers.

c. Integrate a monitoring mechanism in the system to oversee progress at

township level (e.g. use of score cards)

d. Emphasize managerial skills, and provide leadership and management

training at all levels including hospitals

6. Strengthen the CMSD capacities for procurement and distribution of essential
MNCH medicines and commodities, including capacity building at township
level to ensure supplies and commodities reach community level, and work

towards the integration of other commodity security projects into one system

Quality of Maternal Newborn and Child Health Care
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INTRODUCTION

During March — October 2014, the Department of Health and UNICEF in
collaboration with Myanmar Partners in Policy and Research (MPPR) conducted a rapid
health facility assessment (R-HFA) with the focus on maternal, newborn and child
care among randomly chosen 134 public health facilities in 15 locations throughout
Myanmar.

Purpose and Characteristics of the Study

The study undertook a health facility assessment (HFA) and assessed the readiness of
care provision with special attentions to newborn delivery and maternal care in
public facilities. Under the program for women and child health development, nearly
200 townships in the country have been supported by UNICEF Myanmar for basic
newborn care and sick newborn management. Their activities included provisions of
critical supplies and training for hospital and basic health staff and community health
volunteers. Additional information that guided program strategies that further
strengthen the provision of basic newborn in connection with maternal health care at
the community was critically needed. While modest in scale, this study was envisioned
to provide geographically balanced information necessary to strengthen newborn and
maternal care provisions in the country, and to provide recommendations to the MOH
for Newborn and Child Strategic Plan.

The study examined the current status of delivery and newborn care both in referral
hospitals in state/region, district, and township hospitals including the observations
of delivery practices and newborn care through 24 hour observations. In 2012-2013,
WHO in collaboration with the MOH conducted the assessment of quality of care
for children including newborn over 40 township and station hospitals in Ayeyarwaddy,
Bago, Magway, Mandalay, Mon, Sagaing, Shan, Thanintharyi, and Yangon. The current
study has built on these existing studies, and provided further analysis of newborn
care that examined availability, readiness, and quality of facilities, as well as linkages
between primary health facilities and secondary and tertiary referral hospitals.

Quality of Maternal Newborn and Child Health Care



The characteristics of this study included its attention to facilities in rural areas. Since
a vast majority of women deliver babies at home in rural areas’, and rely on midwives
and health centres in their communities for MNCH care, the study emphasized the
importance of understanding conditions under which these facilities operated. It
investigated how provisions of health care services in RHCs/sub-RHCs were meeting
the needs of pregnant women and newborn who required basic and emergency care,
along with information on the utilization of services from the perspectives of mothers

and caretakers.

The study also aimed at narrowing the gap in information about linkages between
primary health care services andreferral facilities. The information regarding
communication between primary health centres and hospital facilities with basic and
comprehensive emergency obstetric care was scarcely available in the country. It

attempted to provide information on referral both from supply and demand sides.
The general objective of this study was to:

¢ Determine the current status, utilization, and readiness for service provision
for newborn in connection with maternal health care at primary and referral
health facilities and linkages between them

More specifically, the study provided information necessary for improvements by:

e assessing the availability of commodities, essential equipment and

infrastructure, and human resources

¢ identifying the accessibility to services by overcoming physical, financial,

socioeconomic barriers
¢ determining the quality of care through supervision, monitoring, and training

e determining principal barriers to effective and integrated provision and

utilization for newborn and maternal care

e prioritizing strategies for improving availability, accessibility, utilization and

quality of care of maternal and newborn care services
The specific domain of enquiry included the following:

> Service availability: What services are available to support newborn care and in
connection with maternal care? What kind of emergency referral system and emergency
care available? Are there 24/7 service available for obstetric and newborn care and

what kinds of services are available?

*WHO Assessment of Essential Newborn Care in Ayeyarwaddy and Magway in 2007 reported 91% of women

surveyed delivered at home.
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» Health Infrastructure: Are there delivery rooms that are hygienic and in adequate
condition? Are there facilities to provide care for preterm birth, birth asphyxia, and
sepsis including pneumonia? What water/sanitation systems atre available? What is
the availability of electricity in terms of available hour and source? What other systems
are available to support quality of care? Are standard treatment protocols available

and used?

» Equipment / medical/ supplies: Are health centres equipped with basic essential

equipment, medicine, vaccines and supplies that are needed for MNCH care?

» Documentation and information system: How are routine service data such as
the number and diagnoses of patients recorded and utilized? What is the quality and

maintenance of health management information system - at that level?

» Human resources: Are there sufficient (number and scheduling) basic health staff?
Are they sufficiently trained in the provision of services for newborn care? What are

the levels of provider satisfaction?

» Monitoring, supervision, and communication: What systems are in place to

monitor supportive supervision, referral, etc.?

> Specifically for RHC and sub-RHC with midwives, the quality of services included
whether the facility:

e Do provide health care for sick children
e [s functioning
e Is available for services regularly

e Is not geographically too far away to be reached

»Linkages between levels of the health systems: What methods of communication
are present between health centres and hospitals or between trained health volunteers
and health facilities? Are there formal systems of referral? Is transportation available

to facilitate referral?

» Client perspectives of quality of care: Are the needs of clients understood and
met? What are levels of rapport that staff members establish with clients? Is culturally
and socially appropriate mode of operation adopted?

Quality of Maternal Newborn and Child Health Care



In addition, the study also assessed facilities’ ability to properly manage common
newborn and childhood illnesses including acute respiratory tract infections/
pneumonia, diarrhoea, fever/malaria, and malnutrition. The study recognized the
importance of the continuum of care in ensuring the health of an under five child
including newborn and took into account the quality of paediatric care. Examples of
the type of information collected on facility elements required to support quality

child health service provision were:

e The assessment, classification of the stage of diseases, treatment chosen, treatment
given, counselling mothers and follow up care of children with the most common
childhood illnesses

e Availability of essential equipment (e.g, weighing scales, sterilizer, refrigerator) in

a usable and accessible condition
e Availability of essential materials (e.g., medical equipment, patient registers)

e Availability of essential drugs for the prevention and management of the most

important causes of childhood morbidity and mortality

e Adequate number of staff to provide health services for children and to

communicate with caretakers of the children

¢ The quality of management processes in facilities (e.g,, training, supervision, record

keeping, reporting)

Health Facility Assessment



METHODS

Study Design

This study implemented cross-sectional observations of health facilities in 15
townships across the nation. The data collection methods included direct observation
of facilities and care of children, interview with basic health staff and hospital staff,
exit interviews with caretakers of sick children who came to health facilities at the
time of data collection. Qualitative information were also gathered through focus
group discussions with caretakers/mothers and discussions on bottleneck for delivery
of health care services and utilization of health care services by community with
health personnel to further shed light on information gathered through quantitative

surveys and to triangulate findings.
Direct observations

In each health facility, a trained surveyor with a medical degree along with other
assistant surveyor observed facility environment, stocks, communication material,
and client-provider interactions. The availability, conditions, and numbers of
commodities and equipment such as oral antibiotic stocks, weighing scale, and
resuscitation equipment were recorded. The physical environment of the clinics,
availability of privacy, number of staff, and service provider-patient interactions were
also observed. The study also noted facility operations and administrative procedures
that were relevant to the quality of MNCH services. Data was gathered through
checklists with a series of standard items and observational field notes to record the

quality of care provided and the professional competence of the provider.

In facilities, survey teams conducted observations of clinical case management of
195 sick children (0-59 months with cases of fever, cough, or diarrhoea) and 31 delivery
of child cases. Twenty-four hour observations of child birth in labor room and newborn
care were conducted in 7 RHC, 9 sub-RHC, 1 MCH centre, as well as 14 hospitals. In
addition to facility checks, standard procedures for delivery of child and early essential
newborn care such as washing hands, use of clean utilities, thermal care were also

observed.

Quality of Maternal Newborn and Child Health Care



Structured survey and exit interviews

Structured survey was administered to both service providers and clients. Data
collected revealed aspects of quality services such as the number of providers trained
and timing of the training, available guidelines and protocols, providers’ performance,
providers’ work satisfaction levels, and their recommendations for enhancing delivery
of services. An exit interview with caretakers was also conducted to collect data on
their knowledge and information received on prescribed medications and client

satisfaction on service provided by health facility.
Focus group and discussions on bottlenecks

One focus group discussions with caretakers of newborn was held in each township.
FGDs explored their perceptions about available care, unmet needs, barriers to access,
and common practices of newborn and maternal care. In addition, their suggestions
based on their daily experience and potential resources for improvement in local

communities were explored.

The study also explored the constraint and bottlenecks in providing quality newborn
and maternal care from provider point of view. It facilitated barrier analysis discussions
at the township level aiming at gathering information on township level constraints
hampering the delivery and utilization of MCH care in health facilities. In the
discussions, TMOs and BHS were first presented with preliminary findings of the
surveys, and then conducted detailed analysis of the findings, and attempted to identify
specific constraints including physical, economic, social and cultural barriers hampering

the delivery of critical health interventions in facilities.
Data collection tools

Questionnaires and checklists were used to collect quantitative data. The instruments
were adapted from three existing tools and modified for Myanmar contexts. These
tools are Rapid Health Facility Assessment (R-HFA) by MCHIP/MEASURE, Newborn
Services Rapid Health Facility Assessment (NSRHFA) by Inter-agency Newborn
Indicators Technical Working Group, and Maternal and Newborn Quality of Care
(MNC QoC) by USAID, all made available to public as online resources. R-HFA was
chosen for its relative rapidity for measuring a set of key indicators and its inclusion
of information on quality of care. It had an advantage over other tools such as WHO-
SARA that focus mostly on service availability and readiness and did not include
assessment of quality of services or resources. In order to supplement newborn related
indicators that were lacking in standard facility assessments, NSRHFA was used in
conjunction with the R-HFA. The tool was designed to provide a focus on newborn
care services with tracer indicators that assessed whether a facility was able to address
three major causes of newborn deaths — birth asphyxia, preterm births, and infection.
In addition, MNCQoC was referenced to further strengthen the data generation on
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newborn-related care in the continuum of care from ANC to delivery and to post-
natal care. The instruments were first drafted in English, translated into Myanmar,

pretested in the field and revised it to use for data collection.
Tools used for data collections were as follows:
1. Clinical observation checklist for sick children

2. 24-hr clinical observations checklist of delivery in labour room and

newborn care
3. Exit interview guide for caretakers of sick children
4. Health worker interview guide
5. Health facility checklist
0. FGD guide with caretakers
7. Bottleneck discussion guide on service delivery with health staff

The study used the best practices described by WHO?’s Integrated Management of
Newborn and Childhood Illnesses (IMNCI) clinical guidelines as a reference point for
the quality of care received by sick children. The IMNCI has been used in Myanmar
since 2004 and the newborn section was added in 2012. A seven-day course of
Newborn Care and Childhood Illness Management training supported by UNICEF
has been provided in 200 townships since 2001, in addition to trainings provided by
WHO in over 30 townships. (http://whglibdoc.who.int/publications/2008
9789241597289 eng.pdf)

Sampling:
Township selection

The study used stratified random sampling to ensure geographical diversity of sampling.
The 14 states/regions in the country were first stratified into 9 domains according to
their geographical similarity and socioeconomic conditions. The list of the domains

are as follows:

Domain 1: Kachin, Kayah and Shan (N, E, S) Domain 6: Magway
Domain 2: Kayin, Mon and Thanintharyi Domain 7: Mandalay
Domain 3: Chin and Sagaing Domain 8: Rakkhine
Domain 4: Bago (E&W) Domain 9: Ayeyarwardy

Domain 5: Yangon
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One township from each domain, a total of 9 townships were randomly selected from
the domain. The selected townships were: Ywangan, Myawaddy, Ayardaw, Yaydarshey,
Hlegu, Pwintphyu, Sintku, Pentanaw, and Myauk U.

In addition to the 9 townships, 6 state/regional and district level hospitals in 6 locations
were purposefully selected. In selecting the 6 locations, first, the selected 9 townships
were clustered into 3 regional areas according to their geographical characteristics:
delta, hilly, and plain regions. Second, in each of the three geographical areas, one
state/regional and one district hospital were purposefully sampled. The 15 selected

locations are listed in the table below:

Table 1: Selected Townships

Township & linked Townshi & linked
b || Bl hospital rocations Ry || EE A hospital rocations
1 Southern Shan Ywangan 9 Magway (hospitals) Minbu
2 Southern Shan (hospitals) | Kalaw 10 | Magway (hospitals) Magway
3 Southern Shan (hospitals) | Taunggyi 11 | Mandalay Sintku
4 Kayin Myawaddy 12 | Rakkhine Myauk U*
5 Sagaing Ayardaw 13 | Ayeyarwardy Pantanaw
6 Eastern Bago Yaydarshey 14 | Ayeyarwardy (hospitals) Ma-U-Bin
7 Yangon Hlegu 15 | Ayeyarwardy (hospitals) | Pathein
8 Magway Pwint Phyu

*The data collection team was unable to enter Rakkhine State for security reasons
Health facility selection

The study used a combination of stratified random sampling and purposive sampling
to select health facilities in a township. The sampling frame of health facility lists - an
updated list of all public facilities by type in selected townships - was obtained by
requesting from the DOH(i.e. district, township, station hospital, RHC, sub-RHC).
Since large differences in available services and qualities between referral level and
primary health care level. Each category of facility was used as separate independent

strata of facilities to be sampled from.

In each township, there was one facility that was assigned for comprehensive emergency
obstetric care (CEmOC) (State/Region, District, Township Hospitalor Station
Hospital), and a few facilities for basic emergency obstetric care (BEmOC). Therefore,
1 CEmOC hospital and 2 station hospitals were purposefully selected in each township
when available. In order to observe their readiness to function as referral hospitals
for PHC level, district and state/region level hospitals that are linked to selected
township hospitals were also selected. For instance, in the delta region, Ma-Ubin was
linked to Pantanaw. In the hill region, the selected Ywangan Township was linked
with Kalaw for its district level hospital, and Taunggyi for its state level Maternal and
Child Health Hospital. In the plain region, the selected Pwint Phyu Township was
linked to Minbu District Hospital and Magwe Regional level. For station hospitals,
two facilities - furthest and nearest from the township hospital were selected in each

township, except in townships that have only one station hospital.
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In addition to these hospitals, Rural Health Centre (RHC) and Sub-RHC with a delivery
room were stratified in each township and then randomly selected within a geographic
strata linked to selected referral hospitals At least one MCH facility in each township

was planned. (See appendix A for the list of sampled facilities.)

Table 2:

Facility Types Universe Planned Actual

gct’;f;?: ion 14 state/region 3 state/region 3 state/region

s s 73 district 3 district 3 district

District, & . . .

Townshlp 243 township 9 township 8 township
; 572 station 18 station 13 station

Hospitals)

Health Centres 348 MCH 9 MCH 8 MCH

(RHC, sub-RHC & 1635 RHC 23 RHC 20 RHC

MCH) 7581 sub-RHC 90 sub-RHC 79 sub-RHC

Note: the data collection team were unable to access 18 facilities in Mrauk-U for secutity reasons.

Table 3:

Summary of Actual Sample Sizes

# of facilities

134(27 hospitals and 107 health centres)*

# of health workers interviewed

134

# of sick children observed

195 (in 35 hospitals and 160 health centres)®

# of caretakers interviewed

195

# of delivery cases observed/case scenario

20 (15 hospitals, 5 health centres)®/ 12

# of mothers participated in FGD

68 (5-8 in 9 townships)

# of health personnel participated
bottleneck discussions

in

135 (3 townships)”

Training

Intensive trainings were provided to data collection teams for - MNCH care knowledge
as well as qualitative and quantitative research skills by trainers and consultants who
possessed maternal, newborn and child health care and research experience. The
training included data collection methods, module on logistics, modules for

observations and how to assess health providers’ performance , and focus group

*Observations of 155 facilities and interviews with 155 health workers were originally planned. However, the
data collection team were unable to access 18 facilities in Myauk-U for security reasons. In addition, 3 health
centres were found not in operation in the field.

> Observations of 363 sick children were planned. However, due to lack of cases in the time of data collection,
the planned number of sick children could not be found in these facilities within the time allowed for data
collection.

¢ Observations of 35 delivery cases at facilities with a labour room were originally planned, but were reduced to
32due to reduce no of township in the study and unavailability of expected no of cases during the data collection
period. One case was removed due to intrauterine foetal death (IUFD). No cases in 3 regional hospitals and
MCH, 2 out of 8 planned cases in RHCs, and 3 out of 8 planned cases in sub-RHCs with a delivery room were
observed. Additional 12 case scenario were conducted to augment the missing cases.

" Due to time and resource constraints, 3 out of nine townships were conveniently selected.

Quality of Maternal Newborn and Child Health Care m



discussion. Surveyors were familiarized with the intent and meaning of the
questionnaires, given opportunities to role-play interview situations, and conduct actual
interviews. The training also included communication and problem solving skills as
well as motivational session to increase their moral and sense of ownership for the
research. Though supervisors in the data collection teams were medical doctors, to
ensure the knowledge of MNCH clinical care among all surveyors, the training
curriculum further included basic knowledge of paediatric and delivery of child birth
and newborn care in a hospital setting instructed by a qualified pediatrician and an

obstetrician/gynecologist.

Data collection and analysis

Ten survey teams collected the data. Fach team consisted of one supervisor who
was a medical doctor and 2 experienced data collectors. Each team spent 10-20 days
in a township collecting data. One team was specialized in assessing larger hospitals
in 6 locations. Data gathered were entered into Epi Info for data management and
analysis. A statistician and data managers who led the fieldwork and are familiar with

the survey forms and the conditions on the ground performed data analysis.

Data analysis emphasized key indicators for essential MNCH care for evaluating quality
of care and making programme decisions. Simple analysis of each variable was
performed to obtain frequency distributions based on facility types deriving numerators
and denominators from observations and sampled facilities and cases. Each type of
facility was scored for essential services/goods available and color coded for red (0-
33% of facilities), yellow (34-66% of facilities), and green (67-100% of facilities).
When result indicators were available, the analysis team discussed the findings with
local health care providers in 3 townships. Descriptive summary tables and charts
based on frequencies from the database were prepared. Detailed findings on indicators
were summarized in a table below. For qualitative data, the contents of FGDs with
caretakers were transcribed, translated, and analyzed, continuously coding recurring
issues across discussions, and finally clustered for themes to identify larger issues.
Furthermore, data collection teams brought their findings to a data analysis workshop
and compare and contrasted their findings to confirm thematic issues. In addition,
field surveyors’ experiences on the ground were captured in the form of oral interviews

and notes to triangulate data.
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Limitations

The study mainly gathered facility-based information based on health system building
blocks such as service availability, infrastructure, supplies, drugs, human resource,
performance, training, and information. It did not include a household survey, and
demand side information was limited. Qualitative information was collected to augment
this limitation and to triangulate findings. Furthermore, the study focused on the public
sector, and health facilities in the private sector, though often utilized by women and
children, were not examined in this study. For clinical observations, unavailability of
sufficient number of cases in health facilities posed a major difficulty in finding cases
for clinical observations in public facilities within a limited time, resulting in the smaller
sample sizes of children (195) and delivery/newborn (20) than originally planned
(363 and 35 respectively). In addition, the tools were adapted for the first time in
Myanmar, and some medical practices on the ground in remote areas were variable
and hard to capture.

Quality of Maternal Newborn and Child Health Care
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This study gathered information on core indicators specified in the R-HFA tool that

look at four areas of analysis: access, inputs, process, and outputs. The core indicators
emphasized basic and essential information for demonstrating access and quality of
services. The use of core indicators also allowed a focus on essential information that
can be comparable between projects and other existing data, and be useful for
monitoring, planning and priority setting. The results of the core indicators are shown
in the table below.

Quality of Maternal Newborn and Child Health Care
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Access

Child Care

The availability of basic services for sick child care was measured through 1) the
availability of curative care for 30 days/month, 2) vaccination availability for 4 or
more days in a month, and 3) growth monitoring available for 4 or more days in a
month. Basic child care services were most readily available at sub-RHCs, followed
by RHC and MCH centre, suggesting a close relation between utilization and service
availability.

Seventy percent of health centres provided all 3 basic child health services although
MCH centres were available only on weekdays, and health centres were not always

available for care due to a limited number of human resources attending multiple duties.

Photo 2: A midwife weighing a child
in a sub-RHC in Pwint Phyu

In general, child care services were not readily available at hospitals (average 15% of
all hospitals). In particular, promotive and preventive child care services in hospitals

were insufficiently available.

There were large variances within the same types of facilities in the numbers of children
immunized in last three months. The numbers of growth monitoring conducted
indicated the similar pattern. Growth monitoring was to be provided once a month
for 1 year old, twice a year for 1-3 year old, and once a year for 3 to 5 year old.
However, the service was completely unavailable in hospitals larger than township
hospitals. The largest median number of children growth monitored in last three
months was found in RHCs (117) and the lowest was station hospitals (57).

Quality of Maternal Newborn and Child Health Care



Table 1: Availabilities of Basic Child Care Services

roal Rural
State/ and Rural
# of facilities with | Region | District | Township | Station | iy | p oy, | health o eranoe
3 Hospital | Hospital | hospital sub-
services Hospital health centre cantre
centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 N=134
Care for Sick Child
available for 30 days | 3(100%) | 3(100%) 7(88%) 13(100%) 5(63%) 13(65%) 64(81%) 107 (80%)
in a month
Vaccination
ilable for 4
avaflabietors or 133%) | 183%) | 225% | 2015%) | 8(100%) | 20(100%) | 78(99%) | 112 84%)
more days in a
month
Growth Monitoring
available for 4 or
) 0(0%) 0(0%) 4(50%) 7(54%) 8(100%) 19(95%) 77(98%) 115 (86%)
more days in a
month
% that offer all 3
basic child health 5(63%) | 13(65%) 86(64%)
services

Note: Red highlights less than 33% (priotity), yellow 34-66% (longer term strengthening), and green

67%-100%

Graph 1: % of Facilities that Offer All 3 Basic Child Health Services

% o% --..l

State/ Region District Hospital Township Station hospital  Maternal and Rural health Rural health
hospital Hospital child health centre sub-centre
centre
Table 2: Number of Children Immunized in Last 3 Months
# of children State/ District Town- | Station | Maternal | Rural Rural Overall %
- . . Region | Hospi- ship hospital | and child | health | health
immunized in last hospi- tal Hospital health centre sub-
three months tal centre centre
n=2 n=3 n=5 n=7 n=7 n=20 n=79 N=123
Mean number 285 0 46 55 150 157 85 98
Median number 285 0 0 17 117 100 65 65
Range 0-569 0 0-140 0-201 | 21-331 | 21-778 | 10- 0-778
321
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Table 3: Number of Children Growth-Monitored in last 3 Months

# of children growth- | State/ District Town- Sta- | Maternal | Rural Rural Overall %
omkoredatet (P800t [ | e, | ool i etk
three months tal tal centre centre

n=3 n=3 n=8 n=13 | n=8 n=20 n=79 N=134
Mean number 0 0 75 65 169 117 115 108
Median number 0 0 79 57 117 90 86 86
Range 0 0 0-172 0-202 | 41-344 | 0-573 6-682| 0-682

oy o

cagondm§eCcaPId

Photo 3: a Sub-RHC in Pwint Phyu

Newborn Care

Availabilities of basic newborn care services were measured with 3 indicators: 1) the
availability of sick newborn care for 30 days in a month, 2) the availability of
vaccination care for 4 days or more in a month, and 3) the availability of postnatal
care for 30 days in a month (Table 4). In contrast to the availability pattern of sick
child care, services for newborn care were not readily available at health centres
(average 34 % of all health centres) while on average 74% of all hospitals provided
all 3 basic services. The lower availability of vaccination for 4 days or more in a
month in health centres (30-38%) reduced the overall score.

Quality of Maternal Newborn and Child Health Care




Table 4: Availabilities of Basic Newborn Care Services

Materna
Rural
Rs:;::: District | T°""shi | station ::: h'::L health | Overall
hospital Ll Hosl::ltal hospital health centre sub- %
cantre centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 N=134
Sick newborn care
available for 30 3(100%) | 3(100%) | 7(88%) 13(100%) | 5(63%) 14(70%) | 66(84%) :;20%)
days in a month
Vaccination care
serviceavailable 1 1 o000) | 3100%) | 6(75%) | 7(54%) | 368%) | 765%) | 2860%) |2
for 4 days or more (40%)
ina month
Postnatal care
service available 118
for 30 days ina 2(67%) | 3(100%) | 8(100%) | 12(92%) | 7(88%) 16(80%) | 70(89%) (88%)
month
% that offer all 3
. 52(39%

basic newborn 7(54%) 3(38%) | 7(35%)
health services }

Graph 2: % of Facilities that offer all 3 Basic Newborn Health Services

State/ Region District Hospital Township Station hospital ~ Maternal and Rural health Rural health
hospital Hospital child health centre sub-centre
cenfre

Provision of Kangaroo Mother Care (KMC)

The availabilities of Kangaroo Mother Care (KMC) for premature and low birth weight
babies were examined. KMC was defined as “skin to skin contact with mother for low
birth weight/premature babies” and no duration or body weight was specified. 82%
of all facilities practiced KMC for low birth weight babies. The least performed was
MCH centres (57%). While 100% of other hospitals performed the care, 23% of
station hospitals did not. 75% and 84% of RHC and sub-RHC practiced KMC.

Health Facility Assessment




Table 5: Availabilities of Kangaroo Mother Care

: Maternal Rural

: ta;:ﬁ District | Township | Station and child ::;;:1 health Overall %

h:sg ital Hospital | Hospital | hospital health et sub-
P centre centre

n=3 n=3 n=8 n=13 n=8 n=20 n=79 N=134
Provide Kangaroo
other Care

Graph 3: Availability of Kangaroo Mother Care

11T

State/ Region District Hospital Township Station hospital Maternal and  Rural health Rural health
hospital Hospital Child Health centre sub-centre
Centre

Maternal Care

Antenatal and normal delivery services were generally available at all level of facilities
(87%). One out of three state /region hospital did not make postnatal care for 30
days in a month and 2 township hospitals out of eight did not provide antenatal care

services 4 or more days in a month.

Table 6: Availabilities of Maternal Care Services
State/ District | Township |Station |Maternal| Rural Rural [Overall %
. Region | Hospital | Hospital |hospitalland child| health | health
Number of facilities with Hospital health | centre | sub-
services centre centre
n=3 n=3 n=8 n=13 | n=8 n=20 |n=79 N=134
Antenatal care service 4 130
or more days in a month 3 3 6 12 8 a9 8 (97%)
Normal delivery service 122
available for 30 daysin a 3 3 8 13 7 17 71
(91%)
month
Immediate postnatal care 120
service available for 30 3 3 8 12 7 16 71
ol (90%)
ays in a month
Postnatal care service 118
available for 30 days in a 2 3 8 12 7 16 70
(88%)
month
% that offer all 4 basic 2
maternal care services (66%)
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Graph 4: % of Facilities that offer all 4 Basic Maternal Care Services

State/ Region  District Hospital Township Station hospital MCH centre Rural health Rural health
hospital Hospital centre sub-centre

Delivery and Emergency Care

89% of all hospitals had the ability to provide all basic emergency obstetric care
(BEmOC): 1) Parenteral administration of antibiotics (im), 2) Parenteral
administration of oxytocin (im), 3) Parenteral administration of anticonvulsant for
hypertensive disorder of pregnancy (im), 4) Assisted vaginal delivery, 5) Manual
removal of placenta, 6) Removal of retained products, and 7) Neonatal resuscitation.

81% actually provided these services in the past three months.

However, only 63% of the hospitals were able to provide caesatean section®,
30% vacuum extraction, and 63% forceps delivery any day of the week. Only 1
out of 3 district hospitals and 4 out of 8 township hospitals were providing caesarean

section any day of the week.

Only 15% of RHCs and sub-RHCs had the ability to provide all basic emergency
care signal functions: 1) Parenteral administration of antibiotics (41%), 2) Parenteral
administration of oxytocin (65%), 3) Parenteral administration of anticonvulsant for
hypertensive disorder of pregnancy (15%), 4) Assisted vaginal delivery (95%),5)
Manual removal of placenta (25%),6) Removal of retained products (25%), and 7)
Neonatal resuscitation (73%). 25% of MCH centres provided all services. Health
centres were officially designated to provide BEmOC services except assisted vaginal

delivery and manual removal of retained placenta.

8 One of two CEmOC functions, availability of blood transfusion, was not included in the R-HFA tool that
focused on basic health services

Health Facility Assessment




Table 7: Facilities Able to Provide Basic Emergency Obstetric Care

Maternal
" and Child RHC & Sub Rural
% of facilities able to provide All Hospitals Health health centres el
care centres
n=27 n=8 n=99 N=134
Assisted vaginal delivery 27(100%) 7(88%) 93(94%)° 127(95%)

Parenteral administration of

antibiotics (im) 24(89%) 3(38%) 32(32%) 59(44%)
Parenteral administration of

oxytocin (im) 26(96%) 6(75%) 64(65%) 83(62%)
Parenteral administration of

anticonvulsant for hypertensive 24(89%) 2(25%) 12(15%) 38(28%)
disorder of pregnancy (im)

Manual removal of placenta 25(93%) 3(38%) 25(25%) 48(36%)
Removal of retained products 25(93%) 3(38%) 25(25%) 48(36%)
Neonatal resuscitation 25(93%) 6(75%) 57(58%) 88(66%)

Facilities that offer all 7 basic
emergency obstetric care

Graph 5: Facilities that are able to Provide All 7 Basic Emergency Obstetric
Care at least Once a Week

All Hospitals % Maternal and Child Health centres % RHC & Sub Rural health centres %

"There was a persistent confusion about the definition of “assisted vaginal delivery” among midwives in some
places despite explanations given at the time of data collection. This number may have been inflated with the
inclusion of “normal delivery” However, this does not affect the overall indictor: “Facilities that offer all 7
basic emergency obstetric care” as other functions had much lower availabilities

Quality of Maternal Newborn and Child Health Care



Table 8: Facilities that Provided Basic Emergency Obstetric Care in Last 3 Months

Maternaland | ppce sub Rural
% of facilities that provided All Hospitals Child Health Overall
health centres
care centres
n=27 n=8 n=99 N=134
Assisted vaginal delivery 27(100%) 6(75%) 89(90%)* 122(91%)
Parenteral administration of
antibiotics(im) 24(89%) 3(38%) 30(30%) 57(43%)
Parenteral administration of
0,
oxytocin(im) 26(96%) 5(63%) 55(56%) 86(64%)
Parenteral administration of
anticonvulsant for
hypertensive disorder of 23(85%) 0(0%) 7(7%) 30(22%)
pregnancy (im)
Manual removal of placenta 24(89%) 3(38%) 20(20%) 47(35%)
Removal of retained products | 24(89%) 3(38%) 20(20%) 47(35%)
Neonatal resuscitation 24(89%) 3(38%) 40(40%) 67(50%)
Facilities that provided all 7
basic emergency obstetric
care
* Please see footnote 7 above for an explanation.
Table 9: Availability of Emergency Services for Delivery Care in Hospitals
Sta?e! District | Township | Station
i ili Redion Hospital Hospital hospital el
Service at facility Hospital P P P
n=3 n=3 n=8 n=13 N=27
No caesarean section available 0 0 1 3 4 (15%)
Caesarean section available
ONE TIME PER WEEK 0 0 2 ! 3(11%)
Caesarean section available
WEEKDAYS ONLY 0 2 ! 0 3 (11%)
Caesarean sections
ANYDAY including weekends 450%) 9(69%) 17(63%)
No vacuum extraction available 0 0 4 10 14 (52%)
Vacuum extraction
ONE TIME PER WEEK ! 0 0 2 (7%)
Vacuum extraction
WEEKDAYS ONLY 2 1 0 0 3(11%)
Vacuum extraction
ANYDAY including weekends A50%)
No forceps delivery available 0 0 1 3 4 (15%)
Forceps delivery
ONE TIME PER WEEK S 0 0 6 (22%)
Forceps delivery
WEEKDAYS ONLY 0 0 0 0 0(0%)
Forceps delivery 17 (63%)

ANYDAY including weekends
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Chart 1: Availability of Chart 2: Availability of Chart 3: Availability of
Caesarean Section Vacuum Extraction Forceps Delivery

A Vacuum extraction I
11% 30% \ OME TIME PER ,1#
2 WEEK
= o o il PR 2%
} WELKDAYS ONLY 63% -
™% p

Physical and Financial Accessibility

72% of caretakers of sick children interviewed took less than 15 minutes to access a
public facility and another 21% took 16 to 30 minutes, meaning 93% of caretakers
went to the nearest facilities reachable within 30 minutes. Only 5% took 46 minutes
or more to reach township and state/region hospitals. 67% walked to facilities and

23% took motorcycle.

Only 5 caretakers of 195 sick children took the trouble of taking over 46 minutes to

reach hospitals.

94 out of 195 patients (48%) were asked to pay for expenses out of pocket. Among
them, 64% paid 100 — 6000 kyats for transportation, 27% paid 200 — 2500 kyats for
medicine, and 10 % paid 200 — 3000 for a hospital registration book.

Table 10: Time Taken to Facilities

State/Region District Township
Time taken to Hospital Hospital Hospital RHC SubRHC Overall %
this facility n (children) | n(children)= | n(children)= | n(children)= | n(children)= | N(children)=

=9 3 23 67 93 195
Below 15- o
minutes 2 (22%) 0(0%) 10(43%) 56(84%) 73 (78%) 141 (72%)
Between 16-

0,

30 minutes 2(22%) 3(100%) 12(52%) 6(9%) 18(19%) 41 (21%)
Between 31-
45 minutes 1(11%) 0(0%) 0(0%) 2(3%) 2(2%) 5(2%)
Between 46- 9
60 minutes 0(0%) 0(0%) 1(4%) 0(0%) 0(0%) 1(1%)
Abovesis 4(44%) 0(0%) 0(0%) 3(5%) 0(0%) 7(4%)
minutes
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Chart 4: Mode of Transportation to Facilities

3% 3%

® On foot

u By motorcycle

u Other

u By tricycle

B By car
Table 11: Mode of Transportation to Facilities

State/Region District Township -
Transportation used Hospital Hospital Hospital Al SRS Overall %
tothisfaalty | n(chitdren)=o | MM | o chitgrem)=23 | NPIrEN= | 1 chiigren)=os | Nichildren=
On foot 0(0%) 2(67%) 7(30%) 45(67%) 77(83%) 131(67%)
By motorcycle 3(33%) 1(33%) 10(43%) 20(30%) 11(12%) 45(23%)
By tricycle 0(0%) 0(0%) 2(7%) 1(19%) 3(3%) 6(3%)
By car 3(33%) 0(0%) 3(13%) 0(0%) 0(0%) 6(3%)
Other 3(33%) 0(0%) 1(4%) 1(1%) 2(2%) 7(4%)
Table 12: Expenses for Facility Care
Expense for Number of patients who paid | Minimum | Mean Median Maximum
‘out of pocket (N=195) (Kyats) (Kyats) (Kyats) (Kyats)

Transportation 60 100 1135 1000 6000
Medicine 25 200 950 1000 2500
Hospital registration fees 9 200 790 500 3000

Photo 4: A difficult road to a sub-RHC in
Yaydarshey

Photo 5: A flooded road to a sub-RHC
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Inputs

Infrastructure

A total of 134 health facilities were observed for infrastructure items on day of the
survey. The checked items were patient beds, communication equipment, emergency
transport, electricity, functional latrine for clients, improved water source (tap water),
and a clinical setting allowing auditory and visual privacy. Emergency transport was
removed from the list for the observations of health centres.

Photo 6: A sub-RHC in PwintPhyu

Infrastructural needs were far greater in health centres (RHC/sub-RHC/MCH) than
hospitals (State/Region, District, Township, and Station). On average, only 3.2 of 6
basic infrastructural items were present in health centres, and only 4% had all 6 items.
While neatly all hospitals had electricity (100%), water (100%), usable latrine (96%),
only about a half of health centres and MCH units had electricity (47%), water (48%),
and latrine (54%).

All hospitals were equipped with patient beds. However, only 13% of MCH, RHC
and sub-RHC, mostly those with a labour room, had patient beds despite the
fact that 89% of these facilities provide normal delivery services 30 days a month.

Only 7 % of hospitals were equipped with all essential items including ambulatory
transport, consultation room allowing auditory and visual privacy. However,
average 5.7 items of 7 essential items were present in hospitals indicating that missing

items were mostly ambulatory transport and a room with privacy.

Auditory and visual privacy in client consultation room was one of the least available
feature among all facilities (28%). Some staff were not even aware of the importance

of auditory and visual privacy (see bottleneck discussions in Appendix B).
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Photo 7: A patient bed in a RHC

The availability of communication devices was as high as 97% on average due to
recent increases in the availability of mobile phones.

Table 13: Essential Infrastructure
State/ Maternal Rural
District | Townshi i i ura
Infrastructure ltem Region r. owns: P Statl_on and child health fuial beaith Overall %
. Hospital | Hospital |hospital| health . sub-centre
hospital centre | "€
n=3 n=3 n=8 n=13 n=8 n=20 n=79 N=134
Patient beds 3(100%) | 3 8 11( 1 b 8 B9 (29%)
HC has
communication 3 3 8 13 8 20 75 130 (97%)
within 5 minute walk
Ambulatory transport | 3 1 4 0 0 0 0 8 (6%)
Electricity(current/ge 76
nerator/solar)onday | 3 3 8 12 7 13 30
o (57%)
of visit
Useable client
- . 82
toilet/latrine on day of | 3 3 7 12 5 13 39
= (61%)
visit
Water from faucet 3 3 8 13 5 13 33 78 (58%)
Client consultation 37
area with auditory 1 0 1 3 3 5 24
. ) (28%)
and visual privacy

% facilities with all
essential
infrastructure

% and # of essential
items present

* Essential infrastructure

2.6 items

items

57%

44%

53%

* Hospitals (7 items): patient beds, communication equipment, electricity,

functional latrine for clients, safe water source, auditory and visual privacy,

emergency transport

* Health centres (6 items) : above except emergency transport
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Photo 8: A patient latrine in a Sub-RHC Photo 9:A rusted delivery bed in a RHC

in Pantanaw

Graph 6: The Average Number of Essential Infrastructure Items Available
(Maximum: Hospitals -7 items; Health Centers -6 items)

Number of ltems

State/ Region District Township Station Mother and  Rural Health  Rural Health Overall
Hospital (n=3) Hospital (n=3) Hospital (n=8)  Hospital Child Health Center (n=20) Sub-Center (n=134)
(n=13) Center (n=8) (n=79)

Supply, Equipment, and Drugs

In general, supplies and drugs were more available in hospitals and less so in health
centres in communities, despite the fact that women and children generally access

health centres more frequently than hospitals.

While health centres lacked basic supplies and drugs particularly newborn and AN
care related supplies and drugs, hospitals in general tended to have shortages in

preventive medicines and child care drugs.
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Table 14: Essential Supplies & Drugs (Summary)

State/ District
9% of facilities with all Region s ”_ Township

items g Hospita |\ cpiral
hospital I

Child care supplies (3)
scales for infant and
child, and watch

Child care drugs (5)
Amoxicillin for
pneumonia,
Ciprofloxacin for
dysentery, ORS, Vitamin
A and Zinc

63%

Newborn care supplies

(5)

resuscitation device

(tube & mask or bag & 50%
mask), weighting scale,

baby wraps, soap and

water for hand washing,

and sterilized gloves

Newborn care drugs (2)
Antibiotics for newborn | 66%
and eye infections

AN care supplies (3)

Blood Pressure

Machine, Haemoglobin 38%
reagents and Uristick

for testing for protein

Station
hospit
al

54%

54%

54%

Childcare Supplies

Maternal
and child
health
centre

38%

Rural
health
centre

50%

Rural
health
sub-
centre

67%

61%

Overal

58%

59%

Childcare supplies were generally available. Three essential supplies examined included

1) an accessible and working scale for child, 2) an accessible and functioning scale for

infant, and 3) a respiratory timer. The two utensils for ORS administration (pitcher

and cup) were removed from the essential list as the practice has changed, and health

staff used readymade bottled purified water (1 litre) to administer ORS.

Average 76% of all facilities had the three essential supplies for examining children in

paediatric care. Station hospitals (54%) were the only facilities that scored less than

satisfactory, which was lower than sub-RHCs (75%) for these essential children care

supplies.
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In addition, the presence of sterilizer/autoclave in paediatric care and a cold box or
refrigerator for storing vaccines were checked. The availability of sterilizer was low
indicating a potential problem with sanitation practices. Only 24% of all facilities
were equipped with sterilizer. None of the district hospitals and 18% of health centres
had sterilizer in child ward. 42% of station hospitals, 66% of state/regional hospitals,
and 75% of township hospitals had sterilizer on the day of observation. 82% of all

facilities had a cold box, cold chain, or refrigerator for storing vaccine.

Other items were found in paediatric-ward with relative consistency: a timer (81%),
a cold box (82%), an infant scale (94%), and a child/adult scale (95%).

Table 15: Availability of Child Care Supplies
State/ Townshi Maternal Rural
Suppy e regon | L0 [ Phose | o | “hea | " [emcomye] OV
hospital | - centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 | N=134
Accessible and 126
functioning Infant scale 3 3 8 8 7 20 77 (94%)
Accessible and working 27
child/adult scale 3 3 8 12 8 17 76 (95%)
Accessible and
functioning timer/watch 108
with the second hand 3 3 7 12 8 16 59 (81%)
Sterilizer/autoclave 32
2 0 6 6 2 2 14 (24%)
Cold box, cold chain
equipment, or
refrigerator  for storing 110
vaccines 10 5 16 71 (82%)

Health Facilities with all
essential supplies to
7

(54%)

support child health on
day of survey*

* 3 essential supplies = Accessible and working scale for infant, accessible and working scale for child,

accessible and working timer/watch with second hand
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Graph 7: Facilities with all Essential Supplies for Child Care

State/ Region District Hospital Township Station hospital Maternal and Rural health Rural health
hospital Hospital child health centre sub-centre
centre

Child Care Drugs

The presence of five essential -medicines for children was examined including ORS
packets, a first line oral drug for childhood pneumonia (Amoxicillin/ Co-trimaxazole),
a first line oral drug for childhood dysentery (Ciprofloxacin for bloody diarrhoea),
vitamin A, and zinc sulphate tablets.

Photo 10: A box of unused oral rehydration salt

RHCs and sub-RHCs in communities were much more prepared for child care than
hospitals in terms of the checked drugs in this survey. While 78% of RHCs and sub-
RHCs had all five essential drugs for children available on the day of survey, 48% of
hospitals had all. In particular, all except one hospital of state/region and district
level facilities did not have all essential child drugs. Similarly, only 38% of MCH

centres had all.

The most common missing drugs were vitamin A (75%) and zinc (81%). Average 3 -
4.5 items of the five essential drugs for children were found in facilities. District
hospitals were the least equipped (3 items) and township hospitals and sub-RHC had
most child care drug items (4.5 items). In addition to the five essential drugs, the
availabilities of insecticide treated net and first line of oral anti-malarial drugs (ACT)
were examined. 7% and 53% of all facilities respectively had these two items.
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Table 16: Availability of Drugs for Child Care

Maternal
State/ i . . Rural Rural
District | Township | Station | and child
brua| Region Hosoitall || Hosoital | hosomalll heaith health health | Overall %
[RIMED Hospital 3 3 8 centre [sub-centre
centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 N=134
120
ORS packets 3 3 8 13 5 17 71
(89%)
First line oral drug
for childhood 126
pneumonia 3 2 8 13 6 17 77 04%
(Amoxicillin/ Co- ( )
trimaxazole)
First line oral drug
i 123
childhooddysentery | 2 2 7 13 6 17 76
. (92%)
/bloody diarrhoea
(Ciprofloxacin)
101
Vitamin A 2 0 7 7 7 15 63
(75%)
109
Zinc tablet 1 2 6 10 3 17 70
(81%)
Insecticide Treated
Net (ITN) 0 0 1 0 1 1 6 9 (7%)
First line oral anti- 71
. 1 1 7 7 4 12 39
malarial (ACT) (53%)

Health facilities
with all 5 essential
child drug items
available

Average % and #
of five essential
drug itemsfound
in facilities **

5 Essential Medicines for Children = ORS packets, First line oral drug for childhood pneumonia,

First line oral drug for childhood dysentery (bloody diarrhoea), Vitamin A and Zinc sulphate tablet.
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Graph8:% of Health Facilities with all 5 Essential Medicines for Children Available

State/ Region District Hospital Township Station hospital  Maternal and Rural health Rural health
hospital Hospital child health centre sub-centre
centre

Newborn Care Supplies

The availabilities of five essential supplies needed for proper newborn care were
examined. Essential supplies included 1) neonatal resuscitation device (tube & mask
or bag & mask), 2) weighting scale, 3) baby wraps such as towels and blankets, 4)
soap and water for hand washing, and 5) sterilized gloves.

Photo 11: A weighing scale in a RHC in Pantanaw

In contrast to child care, newborn care supplies were found more in larger hospitals in
cities than RHCs and sub-RHCs that were in rural areas. All but one facility among
state/region and district level hospitals had all essential items, yet about a half of
township and station hospitals and MCH, and only 10% of RHC and 24% of sub-
RHC had all essential items.

The main essential item missing was found to be baby wraps (overall 31%). Only
about 50% of township and station hospitals and MCH centres, and 21% of RHCs
and sub-RHC had a clean cloth such as towels and blankets to dry and wrap newborn
babies for thermal care while all 6 station/region and district hospitals had them.
Qualitative findings indicated the use of old garments and other material brought
from home in hospitals and health centres. As an insufficient number of and sometimes

unclean pieces of cloths were brought from home, newborn babies were sometimes
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not wrapped or wrapped with wet or insufficiently sanitary cloths immediately after

birth potentially causing hypothermia and infections.

The availability of neonatal resuscitation equipment was the second lowest. 34% of

all facilities did not have neonatal resuscitation equipment (tube & mask or bag &

mask) including 3 out of 27 hospitals. The use of tubal suction and mouth to mouth

resuscitation was not uncommon (see bottleneck discussions in Appendix B). In

some cases, nurses and midwives used mouth to mouth tesuscitation even when

resuscitation equipment was available in the facility.

Similar to child care, infection control was in question. The lack of sterilizer was

even more severe in newborn care than child (24%) and AN (24%) care, only 20% of

all facilities having sterilizer in the room newborns were taken care of.

Other essential supplies were found with a relative consistency: weighting scale (80%),

soap and water for hand washing (92%), and sterile gloves (98%).

Table 17: Availability of Newborn Care Supplies

S'fate/Re District Townst.\i Station :lac;i:';lac: it I:::I:L
gIOTHOS Hospital pHospit hospital | health nEELN sub- Overallse
pital al centre | "' | centre
Supply Item n=3 n=3 n=8 n=13 n=8 n=20 | n=79 N=134
Neonatal resuscitation
device (tube & mask) 2 8 11 7 13 45 BO (66%)
Weighing scale 9 6 18 61 107 (80%)
Baby wraps (e.g.
blankets) 3 3 4 6 4 2 19 B1(31%)
Soap and water for hand
washing 3 3 12 20 70 123 (92%)
Sterilized gloves 13 20 76 131 (98%)
Sterilizer/autoclave 1 1 6 2 12 D7 (20%)
Vacuum extractor (for
deliveries) 3 2 4 4 2 0 1 16(12%
103
Partograph 3 3 5 4 7 19 62 (77%)
119
Clean apron 3 3 6 13 8 18 68 (89%)
116
Clean delivery kit 4 8 8 18 76 (87%)
Health Facilities with
all essential supplies to
support newborn child 6 4
health on day of 4 (50%) | (46%) | (50%)

survey*

* 5 Essential newborn supplies = Neonatal resuscitation device (tube & mask), weighting scale, baby

wraps, soap and water for hand washing and sterilized gloves.
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Graph 9: % of Facilities with All 5 Essential Newborn Care Supplies

State/ District Hospital Township Station hospital Maternal and Rural health Rural health
RegionHospital Hospital child health centre sub-centre
cenire

Essential Medicines for Newborn

The availabilities of 2 essential medicines for newborn - antibiotics for newborn sepsis
and antibiotics for newborn eye infections - were assessed. Health facilities were less
equipped with -medicines for newborn care than medicines for children. Only 40 %

of all health facilities possessed the two essential medicines for newborn care.

Photo 12: A newborn in Kalaw Township Hospital

The least equipped was MCH facilities (13%), followed by RHCs (30%) and sub-
RHCs (33%). Township (88%) and station (77%) hospitals were most equipped with
medicines for newborn care. 3 out of 6 state/region and district hospitals had both
drugs. Antibiotics for newborn sepsis (Gentamycin) (43%) were less available than
antibiotics for eye infections (78%).

For other drugs, the availabilities of corticosteroids and oxytocin in hospitals, and
misoprostol in MCH units, RHCs and sub-RHCs centres were assessed. Corticosteroids for
prevention of premature labour (allowed only in hospital care) were available in 85% of
the hospitals. Oxytocin for induction of labour were available in 81% of the hospitals.
Misoprostol for 3" stage labour management wete found in 50% of MCH and health centres.

Health Facility Assessment




Table 18: Availability of Essential Medicines for Newborn Care
State/ - Town- . Maten:nal Rl Rural
Region l:;:t;i':; ship :522?22. a’:{lﬂt‘:d heaith h::l';_h Overall %
Hospital Hospital ohian|| St
Drug Item n=3 n=3 n=8 n=13 n=8 n=20 n= N=134
Antibiotics for
newborn infections 58
(non-specific) 2 2 8 10 4 6 26 (43%)
Antibiotics for
newborn eye
infections (non- 104
specific) 2 1 7 12 1 17 64 (78%)
Oxytocin/Misoprost 75
ol* 2 3 7 9 4 12 38 (56%)
22
Corticosteroids® 2 2 8 11 - - - (85%)
Magnesium 39
sulphate 2 2 4 5 1 5 20 (29%)
Health facilities
with 2 essential
newborn drug
items available

Average% of
essential items
found

*The availabilities of oxytocin and corticosteroids wete assessed in State/Region, District, Township,
Station hospitals. The availability of misoprostol was assessed in MCH centres, RHCs, and sub-RHCs.

**2 essential medicines for newborn carewere antibiotics for newborn infections and newborn eye infections

Graph 10: % of Facilities with 2 Essential Medicines for Newborn Care

State/ Region District Hospital Township Station hospital  Maternal and Rural health Rural health
hospital Hospital child health centre sub-centre
centre
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Antenatal Care Supplies

The availability of essential antenatal care supplies 1) Blood Pressure Machine, 2)
Haemoglobin reagents for testing and 3) Uristick for protein testing were examined,

and generally found available.
On average 72% of health centres had essential antenatal care supplies.

Larger hospitals did not have these testing kits in their AN care clinic. However, this
does not necessary mean the absence of these supplies. Although this study could not

verify, they could have been available in laboratories inside or outside of the facilities.

76% of facilities had Haemoglobin reagents while 69% had Uristick. For other testing
kits, 85% of all facilities had malaria test kits, but only 29% had Syphilis kits.

Roughly a half of facilities below township hospital were missing cold chain for tetanus
toxoid vaccines in AN care. Similar to child and newborn care, sterilizer/autoclave was
not readily available in AN care (24%). Nearly all facilities had blood pressure cuffs (99%).

Table 19: Availability of Antenatal Care Supplies
State/ - Town- _ Materr!al Rural Rural
Region Dlstr!ct ship Statl.on e el health izl Overall %
) Hospital ] hospital | health sub-
Hospital Hospital gl ACEILICH PN
Supply Item n=3 n=3 n=8 n=13 n=8 n=20 | n=79 | N=134

Blood Pressure 133
Machine 3 3 8 13 8 19 79 (99%)
Haemoglobin (0)in 102
reagents (0) in ANC ANC 7 1 7 19 58 (76%)
Uristick for testing (0 in 92
for protein (0) in ANC ANC 3 8 8 14 59 (69%)
Sterilizer/autoclave 32

1 2 5 8 2 4 10 (24%)
Cold chain or
refrigerator for
storing tetanus 74
toxoid vaccines 2 3 4 9 4 13 39 (55%)
Syphilis testing kit (0 in 39

(0) in ANC ANC 5 8 3 7 16 (29%)
Malaria testing (0 in 114
supplies (1) ANC) 5 12 5 18 73 (85%)
Health Facilities
with all 3 essential
supplies to
supportantenatal
care on day of 8
survey* 3(38%) | (54%)

* 3 Essential antenatal care supplies = Blood Pressure Machine, Haemoglobin reagents and Uristick for

testing for protein
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Antenatal and Delivery Care Drugs

The availability of antenatal care drugs were assessed. Three essential drug items
considered included tetanus toxoid, iron/folic tablet, and deworming tablets. Only
24% of all facilities had the all 3 essential drug items for antennal care on the day of

the survey, but an average of 2.07 out of 3 essential items were found in all facilities.

90% of all facilities had iron/folic tablets and 91% had de-worming tablets. However,
only 26% of all facilities had Tetanus Toxoid (T'T) on the day of the survey: 62% of
hospitals and 17% of health centres. The lack of TT in health centres may have been
related to the fact that there was EPI implementation earlier in the month.

Table 20: Availability of Drugs for Antenatal Care
Mat | Rural
State/Re . Town- . atermna Rural dra
. District . Station |and child health
gionHos . shipHosp . health Overall %
Drug Item . Hospital ) hospital | health sub-
pital ital centre
centre centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 N=134
Tetanus toxoid 1 3 6 7 3 6 9 35 (26%)
120
Iron/folic tablet 2 2 7 12 5 18 74
(90%)
122
Deworming tablets 1 2 7 13 5 20 74
(919%)
Insecticide Treated
0 0 1 0 1 1 7 10 (7%)
Net (ITN)
Health facilities with
all 3 essential drug 2(67%) | 6(75%) 3(38%)
items for antenatal
care available*

Average # of
essential items
found in facilities
% of essential items

available

*3 essential drug items antenatal careate tetanus toxoid, iron/folic acid tablet and deworming tablets.
Infection Control Supplies and Equipment

The availabilities of five essential infection control supplies were assessed in MNCH
related clinical and surrounding areas: 1) bleaching powder, 2) sterilized gloves, 3)
sharp objects containet, 4) disposable sytinges/needles (5-ml), and 5) Hand washing soap.
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Only 55% of hospitals and 37% of health centres were found with all five infection
control supplies readily available in visible and accessible places in MNCH related
clinical and surrounding areas. Problems were found with the availability of bleaching
powder/chlotine-based disinfectant and hand washing soap for infection control. 43%
of hospitals and 67% of health centres surveyed did not have bleaching powder.
30% of hospitals and 62% health centres did not have hand washing soap in visible
places.

Taken together with the lack of sanitizer (20-24%) discussed above, the findings

suggest the low quality of sanitation and infection control practices both in hospitals
and health facilities.

Graph 11: % of Facilities with All 3 Essential Antenatal Care Drugs

State/ District Hospital Township Station hospital Maternal and Rural health Rural health
RegionHospital Hospital child health centre sub-centre
centre

Graph 12: % of Facilities with all 5 Essential Infection Control Supplies

State/ Region District Hospital Township Station hospital  Maternal and Rural health Rural health
hospital Hospital child health centre sub-centre
centre

Most facilities had sterilized gloves (94%), sharp objects container (90%), and
disposable syringes (92%). While only 46% had disposable needles, this may be due
to newer disposable syringes that come with needles attached, making separate stocks

of needles unnecessary.
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Table 21: Infection Control Supplies and Equipment

State/ T Maternal Rural Rural
e own- ura
Infection control . District . Station |and child health
Region . ship . health Overall %
supplies and ) Hospital ) hospital | health sub-
_ Hospital Hospital centre
equipment centre centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 | N=134
Bleaching 52
powder/Chlorine- 2 2 5 7 1 10 25 (39%)
based disinfectant
Clean and sterile 126
3 3 8 12 8 20 72
gloves (94%)
Sharp object disposal 120
2 3 7 11 7 16 74
containers (90%)
One 5-ml disposable 123
syringes/needles in 2 3 8 13 7 19 71 (92%)
sterile packet
. 60
Hand washing soap 1 2 6 10 5 10 26
(45%)
Health facilities
with all 5 infection 7 51
. 2(66%) | 5(38%)
control supplies (549%) (38%)
and equipment

Medical Waste Disposal

Health facilities” methods of medical waste disposal were assessed. The surveyed
facilities generally did not have a well-developed waste disposal system. Specific
disposal sites for sharp objects or infected waste were not found in 30-31% of all
facilities. In 40% of facilities, both sharp and infected wastes were not protected and

visible.

For sharp medical objects, the use of high temperature incinerator or one chamber
incinerator (drum or brick) was as low as 13% and 8% respectively. The most common
methods were “burn on ground or in pit but not bury” (31%) and “burn and bury
(28%). Anecdotal evidence suggests cases of injuries from sharp medical waste in

villages, particularly in places with water ways.

Improvements in the system for adequate and safe medical waste disposal are needed.
In particular, infection control of medical wastes should be seriously considered with

a plan for construction of incinerators in all health facilities.
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Table 22: Methods of Medical Waste Disposal (Sharp Objects)

State/ Maternal Rural Rural
. District | Township | Station [and child health
, Region : . . health Overall %
Reported Practice ) Hospital | Hospital [hospital | health t sub-
Hospital centre | "¢ | centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 N=134
Incinerator (high 17
temp) 2 1 1 2 1 3 7 (13%)
Incinerator (one
chamber, 0 0 2 3 1 0 5 11 (8%)
drum/brick)
38
Burn and bury 0 0 1 3 0 8 26 (28%)
19
Bury but not burn 0 0 1 2 3 5 8 (14%)
Bury in covered pit 0 0 1 0 0 0 1 2 (1%)
Burn (on ground or 42
in pit) but not bury ! 2 ! 2 4 4 28 (31%)
Open Air (No burn or 1
bury) 0 0 0 0 0 0 1 (0.8%)
Store and remove to
offsite (May be
burned prior to 0 0 0 0 0 0 3 3 (2%)
removal)
. 1
Never had the items | 0 0 1 0 0 0 0 (0.8%)

Staffing

Photo 13: Nurses in a RHC

The numbers of medical personnel present on the day of survey were assessed against

sanctioned positions. The positions were generally found filled; however, hospitals

had shortages of doctors and nurses. District hospitals were found with 42% short of

doctors and 38% short of nurses. Township hospitals had 39% shortages of doctors,
40% of Public Health Supervisor (PHS) 1 and 83% of PHS 2. Station hospitals were
also short of Public Health Supervisors 2 (71%). While MCH were sanctioned for

doctors and nurses, none of physicians and only 12% of nurses’ positions were found

to be filled.
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Table 23: Sanctioned Positions Filled

Maternal Rural
State/ o . . . Rural
Region District | Township | Station | and child health health | Overall
Hospital | Hospital | hospital | health sub- %
Type of staff Hospital 5 o 5 centre
centre centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 | N=134
Doctors
% Present/Sanctioned - 58% I 61% _ - I - | 67%
Nurses
% Present/Sanctioned 62% - 67%
Midwives
% Present/Sanctioned | - l -
Lady Health Visitor
% Present/Sanctioned | - I -
Health Assistant
% Present/Sanctioned | - l -
Public Health Supervisor (1)
% Present/Sanctioned | - l - | 60% 60% - | 62%

Public Health Supervisor (2)

% Present/Sanctioned

7 e e

Guidelines

There are a number of guidelines and manuals for basic health and hospital staff. In

this study, the presence of the following 3 MNCH care guidelines were assessed.

1.

2.

Newborn and Child Health care and development Training Manual
for Basic Health Staff by Women and Child Health Development

Project (WCHD), the MOH and UNICEF (in Myanmar)

Treatment Guidelines(Handbill) for Newborn and Child Health Care
and Development for BHS by the MOH and UNICEF (in Myanmar)

Pregnancy-Childbirth-Postnatal-Newborn Care (PCPNC) training guide
for BHS by the MOH, WHO, UNFPA, and UNICEF (in Myanmar)

The photographs of the cover pages of these guidelines are as follows:
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On average only 18% of hospitals had all three guidelines,whereas 61% of health
centres had them. None of State/Region and District Hospitals had all three guidelines.
While these facilities train BHS and distribute guidelines, the guidelines were not
kept in the hospitals for references. 50% of township hospitals, 23% of station
hospitals, 50% of RHC, and 57% of sub-RHC had all three guidelines. Interestingly,
MCH centres tended to perform less than other facilities measured by various indicators

in this study. Yet, the largest amount of guidelines were found in MCH centres (75%).

The guidelines were developed by the DOH with the collaborations of international
agencies, and targeted for Basic Health Staff (BHS) especially midwives. The missing
guidelines in these facilities could be partly due to the turnovers and transfers of
midwives who may have taken the guidelines with them. Qualitative findings further
suggested the lack of actual usage of these guidelines even when they were present,

some obviously not being touched

Table 24: Availabilities of Guidelines

Facilities with Rural
o State/ Maternal and | Rural
guidelines . District | Township | Station . health | Overall
Region . . . child health | health
. Hospital | Hospital |hospital sub- %
Hospital centre centre
centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 | N=134
Delivery/AN 83
Care/PN Care 0 1 5 3 6 13 55 (62%)
Sick child 92
care/lImmunization | 0 1 5 5 8 17 56 (69%)
Newborn care 83
4 12 54 (62%)
Health facilities
with all 3 10 45 68
guidelines 4 (50%) (50%) | (57%) | (51%)

Graph 13: % of Facilities with All 3 Guidelines

State/ Region District Hospital Township Station hospital Maternal and Rural health Rural health
hospital Hospital child health centre sub-centre
centre
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Processes
Information and Communication
Regzster Entry

Although most health facilities (93-96%) had registers in paediatric, maternal and
delivery care, information entered were not complete. For sick children, 34% of
facilities did not include all the required information on age of sick children, symptoms
and diagnosis and treatment, and had an entry in last 7 days. For ANC, only 42% of
facilities had all the information on Expected Date of Delivery (EDD), TT injection
status, and blood pressure, and had an entry in last 7 days. 82% of facilities had a
delivery register and entered within last 30 days.

Qualitative data has suggested that some health staff did not enter the registries where
clear diagnosis or treatment reflecting diagnosis were not given. Also, ANC registers

were too heavy for midwives to be carried around and write information.

94% of all facilities sent copies of latest monthly service reports to a higher level
facility in last 3 months, indicating that the reporting mechanism is in function. Given
the fact that about a half of facilities did not have complete information on AN and
paediatric care, the monitoring system is likely to have issues in quality of information

rather than the data collection mechanism.

Table 25: Register for Sick Children

State/Re DistrictH Town- Maternal Rural Rural
gionHos o " shipHos Statn_:m and child health health Overall %
. ospital . hospital | health sub-
pital pital centre | "' | centre
n=3 n=3 n=8 N=13 n=8 n=20 n=79 | N=134
Register observed to 129
be present 3 3 8 12 7 20 76 (96%)
Register includes
information on age 124
of sick children 3 3 7 12 7 19 73 (93%)
Register includes
information on
diagnosis or
symptoms of sick 117
children 3 3 5 11 4 20 71 (87%)
Register includes
information on
treatment of sick 110
children 1 0 6 12 4 18 69 (82%)
Register entered 110
within last 7 days

Health facilities
registering
age,diagnosis and
treatment for sick
childreninlast7
days 5 (63%) 3 (38%)
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Use of Service Data

96% of facilities had an evidence of using data for a purpose: a) wall charts
summarizing information (44%), b) graphs on the walls (48%), c) meetings to discuss
data in (50%), d) other use of data (229%), and none of the above (6%). Other use of
service data included keeping records in books, putting up posters on health promotion,
and keeping pamphlets in the facility. Six percent of midwives did not have any
evidence of information use. This may be partly due to the lack of space in the

infrastructure or staying alone in sub-RHC.

Graph 14: % of Facilities with Paediatric Register with Complete Information

-0% lI.Il

State/Region District Hospital Township  Station hospital Maternal and Rural health  Rural health
Hospital Hospital child health centre sub-centre
centre

Table 26: Register for Antenatal Care

Sta?e/ District T°"'t"“‘ . Materrfal Rural | Rural
Region ) ship | Station | and child health | Overall
Hospi | TOsPF hospital | health | €3It | “gup. %
ospi- tal Hosp- P centre
tal ital centre centre
n=3 n=3 n= n=13 n=8 n=20 | n=79 | N=134
ANC Register observed to 124
be present 3 3 6 6 8 20 78 (93%)
ANC Register includes
information on Expected 118
Date of Delivery (EDD) 1 3 6 5 7 19 77 (88%)
ANC Register includes
information on anti-tetanus 17
toxoid (TT) injection 3 3 5 1 4 20 71 (87%)
ANC Register includes
information on Blood 116
Pressure 1 2 5 5 7 19 77 (87%)
ANC Register entered within 71
last 7 days 3 | 3 5 4 6 14 36 (53%)
Health facilities registering
EDD,TT and blood pressure
in ANCregisterinlast 7 4(50% 12 10 56
days ) 3(38%) | (60%) [ (38%) | (42%)
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Table 27: Register for Delivery

State/ Town-
, District : Station Materrfal Rural e
Region . ship and child health | Overall
: Hospi- .| hosp- health health sub- %
Hospit | ) Hospi- | jtal centre
al tal centre centre
n=3 n=3 n= n=13 n=8 n=20 | n=79 | N=134
Delivery Register observed to 124
be present 3 3 8 8 8 18 76 | (93%)
Delivery Register  entered 110
within last 30 days 3 3 8 8 8 15 65 | (82%)
Table 28: Monthly Reporting to a Higher Facility
Monthly Report Sent | State/ Towns Maternal S Rural
to Upper Level Region | District hip | Station |and child health
Facility : . . |hosoitall health health b- Overall %
Hospi- Hospital | Hos pi- ospita ea T su
tal tal centre centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 N=134
Latest report
observed and less 124
than 3 months old 3 3 6 13 7 19 73 (94%)
Latest report
observed and older
than 3 months old 0 0 0 0 0 0 0 0 (0%)
Report said to be less
than 3 months, but
not observed 0 0 1 0 0 1 4 6 (4 %)
Report said to be
more than 3 months,
but not observed 0 0 1 0 1 0 0 2 (1%)
No report 0 0 0 0 0 0 2 2 (1%)
Table 29: Use of Service Data in Facilities
InfTrma;ion ushed in | State/ Towns Maternal - Rural
ast 3 months - District + P A
Region ol hip ,f;zt'i‘:gl a';g:rt‘;:d health h:;":_h Overall %
Hospi- | Hospital | Hospi- P centre
tal tal centre centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 N=134
Wall chart
summarizing data | 2 1 2 4 14 31 60 (44%)
Graphs on the wall 1 1 14 35 64 (48%)
Meeting about data 0 1 6 10 10 35 67 (50%)
Other evidence of
use of service data 1 0 21 29 (22%)
None of above 0 0 7 8 (6%)
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Referrals

Sources of referrals were asked caretakers of sick children, and whether a sick newborn
was ever referred to or from facilities was asked to health staff. Only 18% of caretakers
interviewed in facilities were referred by health professionals. Eighty-two percent of
caretakers interviewed made a decisionon which facility to go and when to go by

themselves or with friends and relatives. About 10% had midwives’ referrals.

Hospitals were not capable of handling all sick newborn referrals as 93% of state/
region, district and township hospitals have sent sick newborn babies to other facilities,
presumably to facilities that were better prepared for newborn care. Only 1 out of 3
state/regional hospitals have ever received sick newborn referrals, and only about a
half of RHC and sub-RHC have ever referred sick newborn to other facilities.

These results suggest room for much improvements in both making referrals in
communities and being able to accept and handle all referred cases in hospitals for
MNCH care.

Table 30: Source of Referrals

;;:E:‘ District Township Station Tﬁ:@'?ﬂa"’l‘t"h‘j Rural health
Hospital Hospital Hospital hospital i centre
n
(children) n(children)= N(children)=
=9 n(children)=3 | n(children)=23 67 n(children)=93 195
Self 8(89%) 2(67%) 12(52%) 45(67%) 60(65%) 127(65.1)
Relative/friends | 0(0%) 0(0%) 5(22%) 9(13%) 19(20%) 33(16.9)
GP 1011%) | 133%) 2(9%) 1(1%) 0(0%) 5(2.6)
HA 0(0%) 0(0%) 1(4%) 4(6%) 0(0%) 5(2.6)
LHV 0(0%) 0(0%) 1(4%) 1(1%) 0(0%) 2(1)
Midwife 0(0%) 0(0%) 2(4%) 5(7%) 11(12%) 18(9.2)
Others 0(0%) 0(0%) 0(0%) 2(3%) 3(3%) 5(2.6)
Total 9 3 23 67 93 195
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Chart 5: Who Referred You?

2%

3%

| Self
B Neighbor /relative /friends
B Midwife
BGP
BHA
B Other
mLHV
Table 31: Sick Newborns to/from other Facilities
Communication between State/ Matern
facilities during last year A .| Station | aland | Rural B
Region | District | Township hospi- | child | health | Nealth [ Overall
Hospi- | Hospital [ Hospital tal health | centre il K
tal centre centre
n=3 n=3 n=8 n=13 | n=8 | =30 | n=79 | N=134
Referral of sick newbornto 41(52 78
other facilities 267%) | 3(100%) | 8(100%) | 8(62%) | 7(88%) | 9(45%) | %) (58%)
Referral of sick
newbornfrom other 10(77 29
facilities 1(33%) | 3(100%) | 8(100%) %) 0(0%) 2(10%) | 3(4%) (22%)

Oversight Communication

In order to assess the levels of linkages between facilities, the study examined whether
facilities had received instructional administrative letters from a higher level facility
that contain policy and technical information related to ANC, delivery and newborn
care during the last year. In addition, whether technical support and hands-on training
related ANC, delivery and newborn were provided by a higher level health facility

within a year were asked.

On average, only 29% of facilities below district level hospitals ever received either
instructive communication or technical support from a higher facility. All state/
regional and district hospitals have received communication or support from a higher

level, but were less likely to replicate them to the township and below.
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An average only 46% of facilities had a regular MNCH service review and 58%
conducted verbal autopsy for maternal and child deaths. Qualitative data including
bottleneck discussions (see Appendix B) also indicated that supervisors sometimes
did not have full grasp of on-the-ground situations and practices such as the lack of
proper baby wraps and pantograph knowledge.

Table 32: Instructions and Technical Support from Higher Facilities

State/ [ | Town- Matern Rural
. District ) Station | aland | Rural
Region . ship . . health | Overall
Communication between Hosol |l HOsPELE hospi- | child | health =" %
facilities during last year osp tal osp tal health | centre
tal tal centre
centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 N=134
Ever received MNCH-related a4
instructiveletters from higher | 3(100%) | 2(67%) 3(38%) 2(15%) | 4(50%) 7(35%) 23(29%) (33%)
facilities
Ever received MNCH-
related external 32
technical support 1(33%) 3(100%) | 1(13%) 2(15) 4(50%) 1(5%) 20(25%) (24%)
from higher facilities
HF that ever
received
administrative
instructional letter 3(38%) 4(50%) 7(35%) 45(34%)
or technical support
related to MNCH
from higher facilities
Graph 15: % of Facilities Ever Received Instructive Correspondence or
Technical Support from a Higher Facility
I’ - Il ". L .
State/ Region District Hospital Township Station hospital Maternal and Rural health Rural health
hospital Hospital child health centre sub-centre

centre
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Table 33: Service Review and Verbal Autopsy
No. and % of _— Maternal Rural
iliti tate A .
facilities . District | Township | Station | "9 Rural 1 | eaith | Overall
Region Hospital | Hospital | hospital child health sub- %
Hospital health | centre centre
centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 N=134
MNCH services | 62
regularly reviewed 5(63%) 5(38%) 13(60%) | 29(37%) | (46%)
Verbal autopsy of ' 78
child death 5(63%) 7(54%) | 4(50%) 13(60%) | 44(56%) | (58%)

Table 34: Participation in and replications of MNCH-related TOT
State/ Matern
Redion District | Town- | Station | aland Rural hReuarI?cL
9 Hospi- ship hospi- child health Overall %
Hospi- tal ; tal restin | ez |
al Hospital centre
centre
n=2 n=1 n=7 n=9 n=7 n=17 n=67 N=110/23

Participation in TOT for

MNCH 1(50%) | 1( | 3(43%)

Replicated the training to

Training and Supervision

The study examined the training statuses of health staff in facilities. On average 82%
of all types of facilities received MNCH training in last 3 years. However, only 35%
of facilities received MNCH care trainings in last 12 months, indicating a need for

regular consistent refresher training, particularly for new recruits.

As Table 38 shows, though training of trainers (TOT) was not very common (21% of
all facilities), the replications rates were high (96%) among those who had received
the training. For hospitals, while only 37% of all hospitals received TOT in MNCH
care, all replicated the training to junior staff. For health centres, just 18% received
TOT training in MNCH, but 96% replicated the training to junior staff. These high
rates of replications suggest the potential usefulness of TO'T.

While 66% of facilities received technical supervision within 3 months (66%) [4-6
mo (13%), 7-12 mo (5%), over 12 mo (4%), none (12%)], the type of supervision
was mostly administrative and not actual performance of work or hands-on
training. Qualitative findings also suggested the need for delivery and newborn care
training for nurses in hospitals, particularly on hands-on on-site training particularly
pertaining to emergency situations. Only about 40% have received positive
feedbacks.
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Table 35: Training of MNCH Care in Last 3 years

State/

Dis-

Town-

Station Maternal Rural Rural
Region | trict ship " |ar;.d clh:d health heag.h Overall %
Hos- | Hos- | Hospi- | g e s
Training on MNCH Carein Last | pital | pital tal i e
3 years n=3 n=3 n=8 n=13 | n=8 n=20 | n=79 | N=134
Yes 2 1 7 7 17 67
No 1 2 1 4 1 3 12 24 (18%)
Chart 6: MNCH Training within Last 3 Years
" Yes
" No
[Table 36: % of Facilities that Received Child Care Training in the Last 12 months
State/ T s Rural
tat o own-
. . X . District . Station nal ?nd Rural health
Received training on the topics | Region Hospital ship hospital child | health | =" | Overall %
in last 12 months Hospital Hospital health}|icentre centre
centre
n=2 n=1 n=7 n=9 n=7 n=17 n=67 N=110
1.Vaccinations 1 0 3 1 3 6 28 41 (37%)
2.ARl/pneumonia treatment |0 1 2 3 3 7 37 53 (48%)
3.Diarrhea case management [0 1 1 3 4 8 38 55 (50%)
4.Child malaria case 0 1 3 4 6 9 35 58 (53%)
management
5.Prevention of malaria (use
ofl TN) 0 1 2 4 6 7 30 50 (45%)
6.Nu_tr|t|on (complementary 0 1 1 4 s s 39 58 (53%)
feeding)

Health facilities with all child
care training available in last 12

lmﬂ
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Graph 16: % of Facilities with all Essential Child Care Training in last 12 months

Rural health
sub-centre

State/ Region District Hospital
hospital

Township

Hospital

Station hospital

Maternal and

child health
centre

Rural health

centre

Table 37: Facilities that Received Maternal and Newborn Care Training in Last 12 months

training available in last 12 mo

Materna Sub
Sta.te/re District | Township | station Iar.1d Rural | o
Received training on the topics [ gion |~ ' & | ooy hospital Child | health | = .. [Overall %
in the last 12 months hospital | "'t Health | centre | o
centre
n=2 n=1 n=7 n=9 n=7 n=17 n=67 | N=110
Breastfeeding 0(0%)  |1(100%) [1(14%) 4(44%) |5(71%) |6(35%) [36(54%) [53 (48%)
Newborn care (NB
Resuscitation, NB Infection,
Thermal Care, Kangaroo Mother[1(50%) [1(100%) |2(29%) 4(44%) (3(43%) |4(24%) [33(49%) |48 (44%)
Care, Sterile cord care, Use of
corticosteroids)
Postnatal care for mothers 1(50%) [1(100%) (3(43%) 3(33%) |2(29%) [4(24%) |36(54%) (50 (45%)
Antenatal care topics (like STI
prevention and Control, 1(50%) |[1(100%) [2(29%) 3(33%) |3(43%) [4(24%) |36(54%) |50 (45%)
nutrition in pregnancy)
Infection prevention and
) '| prevent 2(100%) [1(100%) [1014%)  [2229%) [3(43%) |4(24%) [32(48%) [45 (41%)
contro
Active management of the third
1(50%) [1(100%) [2(29%) 2(22%) |2(29%) |[2(12%) |32(48%) (42 (38%)
stage of labour (AML)
Referral protocols for obstetric
. 0(0%) [0(0%) |3(43%) 3(33%) [2(29%) |8(47%) [31(46%) |47 (43%)
and newborn emergencies
Health facilities with all MN care
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Graph 17: % of Facilities with all MN Care Training in last 12 months

.omBB =

0%
State/Region  District Hospital Township Station hospital  Maternal and Rural health Rural health
Hospital Hospital child health centre sub-centre
centre
Table 38: Facilities that Participated in Training of Trainers
Mater- Sub
State/ | District [ Town- | Station | naland | Rural
Rural | Overall
region hospi- ship hospi- Child health
hospital | i tal Health centre el K
P ta Hospital centre
centre
n=2 n=1 n=7 n=9 n=7 n=17 n=67 N=110
Participation in TOT
for MNCH 1(50%) 10100%) | 3(43%)  [222%) | 4(57%) | 3018%) | 9(13%)
Replicated the training
to junior staff 1(50%) 1(100%) | 3(43%) 2(22%) 4(57%) 3(18%) 8(12%)
Chart 7: Participation in TOT Chart 8: Replicated the Training to Junior
Staff
HYes HYes
= No 4% B No
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Table 39: Facilities Provided with Supervisions in Last 6 months

S Maternal . Sub
Sta_tef District . Station | and Child Rural | Overall
e s 090N || ospital| P | hospital | Heatth | "™ | heatth | %
Supervision activity hospital ospita Hospital ospita ea —— ea
centre centre
= n=1 n=6 n=10 n=>5 n=18 n=66 | N=106
Deliver supplies - 0(0%) 3(50%) |7(70%) |[3(60%) 12 (67%) [53(80%) |78 (74%)
Check your records or
y - 0(0%) |4(67%) |8(80%) |[5(100%) [14(78%) |63(95%) |94 (89%)
reports
Provide any feedback (either
positive or negative)on your |- 1(100%) [5(83%) |[8(80%) |5(100%) |14(78%) [58(88%) |91 (86%)
performance

Give praise that you were

- 1(100%, 4(40%) |2(40% 7(39%) |30(45%) |46 (43%;
doing your work well ( ) 233%) (40%) 1 2(40%) (39%) 45%) (43%)

Provide updates on
administrative or technical |- 1(100%) |4(67%) |6(60%) |[5(100%) |[8(44%) |47(71%) |71 (67%)
issues related to your work

Discuss problems you have
P y - 10100%) |5(83%) |7(70%) [5(100%) |13(72%) |57(86%) |88 (83%)

encountered
Checked drug supply - 0(0%) 5(83%) 8(80%) |4(80%) 13(72%) |57(86%) |87 (82%)
Observe your work - 1(100%) |3(50%) 6(60%) |5(100%) [7(39%) |36(55%) |58 (55%)

Supervise your newborn
- 1(100%) |3(50%) |5(50%) [1(20%) [5(28%) |24(36%) |39 (37%)

care service

HF that received
supervision on all above
activities

4 (40%) 24 (369%) |36(34%)

Chart 9: Last Technical Supervision

4%

@ Within 3 months
[ 4 - 6 months

[ None

[ 7 - 12 months

[l Over 12 months
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Outputs
Health Staff Performance

Sick Child Treatment (ARI/pneumonia, diarrhoea, malaria)

The study examined the performances of common childhood illnesses such as ARI/
pneumonia, diarrhoea and malaria at the out-patient department of health facilities.
In state/region and district hospitals, sick child care was normally given by
paediatricians, in township hospitals by TMO or medical doctors, in RHCs by Health
Assistant, and in sub-RHCs by midwives. The majority of cases observed were
diagnosed as having fever and/or acute respiratory infections. There were fewer cases

of diarrhoea with or without blood.

Generally, facilities propetly treated sick children and gave instructions on medications
to caretakers, except for fever/malaria cases (55%) and for ACT (41%). The
proportions of clinical encounters in which treatment was appropriate for diagnosis
by facilities were found to be 100% at state/regional and district hospitals, 95% at
township hospitals, 84% at RHCs and 89% at sub-RHCs.

Assessment, classification, treatment chosen, treatment giving and

Counselling, and Communication

In contrast to the performance in management of childhood illnesses, health staff did
not take enough time to thoroughly inquire and assess the health statuses of children
missing some critical medical enquiries in paediatric care. Only 15% of 195 child
patients were checked for all 6 key enquiries of sick child care: such as unable to
drink or breastfed, convulsion, vomit everything, lethargic or unconsciousness presence
of cough or difficult breathing, presence of diarrhoea or dysentery, fever, ear infection,
nutritional status, feeding practice and vaccination status. Health staff often asked
about danger signs; feeding difficulties (77%) and vomiting (51%) but less often for
fits (27%) to caretakers. But fewer providers checked malnutrition (44%), anaemia
(37%), and immunization status (19%). On average, hospitals (9%) performed poorer
than health centres (17%) in thoroughly assessing sick children, possibly reflecting

heavier workload in hospitals.

There were other indications for insufficient provider-patient communication that
could affect quality of care. The low level of counselling (18%) to caretakers on the
importance of continued feeding was found suggesting sufficient time was not taken
to communicate with patients. Similar insufficient counselling and communication
were observed in delivery care: 18 out of 19 (95%) mothers in delivery were not
informed of procedures, and 15 out of 19 (74%) mothers or families were not

instructed to check for hypothermia after delivery (see appendix B).
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Table 40: Paediatric Cases with Appropriate Treatment

State/Region District TownshipH Rural Sub Rural | Overall %
Hospital Hospital ospital health health
Treatment by lliness centre centre
n(children) n(children) | n(children) | n(children) | n(children) | N(children

=9 =2 =27 =67 =93 )=193
Number of ARI/Pneumonia
cases* 4 0 10 24 49 87 (45%)
ARl/pneumonia treated
correctly 4 (100%) 0 9 (90%) 22 (92%) 46(94%) 81 (93%)
No: of non-bloody diarrhoea
cases* 3 2 4 14 10 33(17%)
Non-bloody diarrhoea
treated correctly 3 (100%) 2(100%) 4 (100%) 13 (93%) 8 (80%) 30 (91%)
No: of bloody diarrhoea
cases* 0 0 1 0 1 2(1%)
Bloody diarrhoea treated
correctly - - 1(100%) - 1(100%) 2(100%)
Number of fever/malaria
cases* 2 0 8 32 35 77 (40%)
Fever/malaria treated
correctly 2 (100%) 19 (59%) 17(49%) 42 (55%)

% paediatric cases in which

treatment was appropriate
to diagnosis (fever, cough, or

diarrhoea)

Note *: Cases of fever/malaria, ARI/pneumonia and non-bloody diarrhoea (o) bloody diarthoea were
NOT mutually exclusive as some children had more than one illness, thus the summations of some

illness cases were greater than the total number of children observed.

Note **: Numerator of these indicators is the number of children appropriately diagnosed and the
denominator is the number of total children observed at the facility(s). The denominator is not the sum

of cases for each single illness.

Graph 18: Paediatric Cases with Appropriate Treatment

State/Region Hospital

District Hospital

TownshipHospital

Rural Health CentreSub Rural health

centre
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Table 41: Sick Child Assessment Tasks Completed

State/Region District Township Rural health S%Z;:r:al Overall%
Assessment Step Hospital Hospital Hospital centre
centre
n (children) =9 n(children)=3 n(children)=23 n(children)= 67 n(children)=93 | N(children)= 195
(General danger sign 1)
Inquired about child 4 3 19 50 74 150 (77%)
feeding
(Gen.eraI danger sign 2) 4 0 n 44 42 101 (51%)
Inquired about
vomiting
(General danger sign 3)
Inquired about 2 1 6 27 17 53 (27%)
convulsions
Inq l.ured.about all 3 2 0 6 27 17
danger signs
Checked nutrition 0 ’ 12 36 36 86 (44%)
status
Checked anaemia 0 2 12 26 32 72 (37%)
Checked vaccination 7 0 7 17 7 38 (19%)
status
Assessment
Performance Score: 40
Max 100 33 (4/12) 40 (37/92)
[all 3 danger signs + ez 2] = ]
any items checked/(n
x 4))
Table 42: Counselling on Continued Feeding for Sick Child
Rural
State/Region District Township Rural health Sl;]l;a|:ha Overall %
Hospital Hospital Hospital centre
centre
. _ . _ n(children) n(children) n(children) N(children)
n(children)=9 | n(children)=2 —27 —67 —03 —193
Clinical encounters | 1 0 5 16 12 34

where Health staff
counseled
caretaker to
continue feeding
sick child

Note: 2 (1%) sick children were not classified with fever, ART nor diarrhea and excluded from this analysis.

Potentially Harmful Practices in Delivery and Newborn Care

During the observations of delivery of child care, 4 out of 19 cases (21%) were

found with one or more potentially harmful practices. These practices included 1)

fundal pressure to hasten delivery, 2) slapping of newborn, 3) milking newborn, 4)

stretching of the perineum, and 5) shouting, insulting, or threatening of woman in

labout.
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Table 43: Potentially Harmful Practices Found in Delivery and Newborn Care

Number of cases observed =19 Number of cases %
Use of enema 0 0
Pubic shaving 0 0
Apply fundal pressure to hasten delivery of baby or placenta 1 5
Lavage of uterus after delivery 0 0
Slap newborn 2 11
Hold newborn upside down 0 0
Milk on newborn babies’ chest 1 5
Stretching of the perineum 3 16
Shout, insult or threaten the woman during labour or after 1 5
Slap, hit or pinch the woman during labour or after 0 0
None of the above 15 79
Chart 10: Delivery cases with Potentially Harmful Practices
[ Yes
[ No

Caretaker knowledge of drug administration

The level of health staff performance was also assessed through caretakers’ knowledge

on prescription administration (anti-malarial, antibiotic, or ORS only) via exist

interviews. Results were found to be excellent as large proportions of caretakers

(88-100%) from each facility explained correctly how to administer all medications

given.
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Table 44: Caretaker Knowledge on Prescribed Medicine

State/Region District Township il SR
Hospital Hospital Hospital health health Overall %
centre centre
: . _ n(children)= n(children)= n(children)= N(children)=
nichildren)=6 | nichildren)=2 12 35 64 128

% clinical encounters
in which the caretaker 6 5 12 35 64 119
whose child was
prescribed an
antibiotic,
ORS,antimalarial drugs
can correctly describe
how to administer all
drugs

Note: Two (1%) sick children were seen for reasons other than fever and excluded; 67 sick children were

not given medications for fever, ARI or diarrhoea and excluded from this analysis.

Health staff Satisfaction

The level of satisfaction among health staff towards current provisions of MNCH
services were enquired. 89% of health staff interviewed were very or somewhat
satisfied with the way they provide services. However, qualitative data suggested the
overloading of nurses and midwives, and frustrations due to lack of systematic material

support and benefits to support their work among midwives.
“I am too busy to be talking to you. Why do you ask questions?”
- An interaction of a nurse with a patient in a township hospital
“I have to cover so many villages walking all day. I am too fat and old for that.”
- Midwife in a village during a facility observation

“If you want us to do growth monitoring, there should be supplemental food
given to malnourished children when we find them. Health education is not
enough.”

- Midwife in a village

Table 45: Satisfaction of Health Workers towards MNCH Service Provision

State/ Maternal Rural Rural
: District | Township | Station | and child health | Overall
Region health
) Hospital | Hospital | hospital [ health sub- %
Hospital —— centre | e
Satisfaction N=3 N=3 N=8 N=13 N=8 N=20 N=79 N=134
62
Very satisfied 2(67%) 2(67%) 5(63%) 7(54%) 5(63%) 9(45%) 32(41%) | (46%)
Somewhat
satisfied 0(0%) 1(33%) 3(38%) 6(46%) 2(25%) 7(35%) 38(48%) | 57 (43%
Somewhat
dissatisfied 1(33%) 0(0%) 0(0%) 0(0%) 1(13%) 3(15%) 7(9%) 12 (9%)
Dissatisfied 0(0%) 0(0%) 0(0%) 0(0%) 0(0%) 1(5%) 1(1.26) 2(1%)
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External Reasons for Child Deaths

Non-clinical reasons for child mortalities at facilities were asked to 134 facilities.

50% of facilities mentioned delayed arrival at the facility as a common cause of child

deaths showing the importance of timely recognition of danger signs and follow up.

24% of facilities said that the reason for child death was lack of knowledge in

communities. 8% mentioned lack of trained personnel, 7% lack of transportation,

4% lack of supplies and medicines, and 1% delayed decisions by health staff as causes

of deaths.

Table 46: External Reasons for Child Deaths

Mater-
. Rural
State/ L Town- Station | naland Rural
Reasons for child i District . ) . health Overall
Region . ship hospi- child health
death . Hospital - sub- %
Hospital Hospital tal health centre
centre
centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 N=134
Delayed arrival at 74
. 2(67%) 2(67%) 6(75%) 9(69%) 2(25%) 11(55%) 42(53%)
the facility (50%)
Lack of knowledge 32
o e 1(33%) 0(0%) 2(25%) 3(23%) | 6(75%) 17(85%) | 3(4%)
within communities (24%)
27
Severity of illness 2(67%) 2(67%) 2(25%) 5(38%) 0(0%) 3(15%) 13(16%) (20%)
(]
Lack of financial
1(33%) 0(0%) 0(0%) 2(15%) 3(38%) 5(25%) 1(1%) 12 (9%)
means
Lack of trained
0(0%) 1(33%) 1(13%) 1(8%) 0(0%) 3(15%) 5(6%) 11 (8%)
personnel
Lack of
. 0(0%) 0(0%) 0(0%) 0(0%) 3(38%) 6(30%) 0(0%) 9 (7%)
transportation
Malpractice by
untrained
. 0(0%) 0(0%) 0(0%) 0(0%) 1(13%) 6(30%) 1(1%) 8 (6%)
practitioners such
as quacks
Lack of supplies &
. 0(0%) 0(0%) 0(0%) 1(8%) 0(0%) 1(5%) 4(5%) 6 (4%)
medicines
C ital
ongential 00%) | 0(0%) 1013%) | 0©%) | o00%) |ow0w | 101%) 2(1%)
abnormalities
Delayed decisions
0(0%) 0(0%) 1(13%) 0(0%) 0(0%) 1(5%) 0(0%) 2 (1%)

by health staff

Note: Includes multiple answers

Suggestions were made by health staff for the improvement of newborn care. The

suggested items included: 1) On-the-job and refresher training, 2) Transportation fee

subsidies for referral cases, 3) Sufficient supplies and equipment, 4) Health education

and awareness raising program to mothers in the community, 5) Increased number of

human resources, and 6) Increased supervision and guidance.
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Table 47: Suggestions for improved newborn care by health staff

State/ ToWn- Maternal Rural Rural
Suggestions forthe | Region | District . Station [and child health
. ship . health Overall %
improvement of new Hospi- | Hospital ] hospi-tal| health centre sub-
born care tal Hospital centre centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 N=134
Provid? r"nore on-the- 0 0 5 3 9 20 40
job training (30%)
Provide more human 0 1 3 4 5 14 30
resources (22%)
PrO\fide sufﬁcient‘ 0 0 5 5 7 25 41
equipment/supplies (31%)
Provide more
supervision and 0 0 0 1 4 5 12 (9%)
guidance
Others
« Transportation
subsidy for referral 86
cases 3 2 9 5 14 47
« Health education (64%)
to mothers
«  Refresher training

Note: Includes multiple answers

Utilization of Services

Photo 14: An unused weighing scale in a sub-RHC

The level of utilization of MNCH services was lower than expected (the planned
numbers of clinical observations were in total 365 sick children and 35 delivery cases).
The study found and observed only 195 paediatric cases in 134 facilities (1.45 case/
facility) and 20 delivery cases in the 10-20 day data collection period. Looking at
registries, the averaged median number of patients for MNCH services in 134 facilities
in last 3 months was only 18 (sick newborn 0, sick children 41, deliveries 14).

Asked about whete to take a sick child first, 64% of caretakers mentioned midwives
or Health Assistant in their communities as the first point of contact. An average
83% of hospital users on the day of survey first brought their sick children to a
hospital or GP for initial care anyway, and not because of referrals. Similarly, 82% of
caretakers were deciding by themselves or with friends and families where to go and

when to go to facilities rather than due to referrals.
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Table 48: Numbers of Patients in Last 3 months
Maternal Sub
# of patientsin | S/ | piceice Township | Station al'!d izl Rural
: Region Hospital Hospital hospital @il el health vl
last 3 months: | 1, cnital P P P Health | centre ¢
Median e centre
n=3 n=3 n=8 n=13 n=8 n=20 n=79 N=134
Sick newborn | 24 12 10 1 0 0 0 0
Sick children 78 93 108 51 40 47 31 41
Deliveries 548 211 123 33 25 17 9 14
Table 49: First Place to Bring a Sick Child
State/Region District Township Rural health Sub Rural Overall %
Location of Hospital Hospital Hospital centre health centre
| i [ =
NEEIVIEWS | | (children)=9 | nichildren)=3 | (children)=23 | nichildren)=67 | n(children)=93 N(chieren)
Hospital | , 1 10) 2(67%) 10(43%) 0 (0%) 7(7.52%) 23(11%)
GP 3(33%) 1(33%) 7(30%) 5 (7%) 5(5.37%) 21(10%)
HA 0(0%) 0(0%) 2(9%) 42(63%) 2(2%) 46(24%)
LHV 0(0%) 0(0%) 0(0%) 10(15%) 5(5%) 15(8%)
Midwife 2(22%) 0(0%) 4(17%) 7(10%) 64(68%) 77(40%)
AMW 0(0%) 0(0%) 0(0%) 0(0%) 1(1%) 1(1%)
Other 0(0%) 0(0%) 0(0%) 3(49%) 9(10%) 12(6%)

Chart 11: First Place to Bring a Sick Child

8 Midwife mHA ®Hospital mGP ®LHV & Other mAMW
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Photo 15: A sub-RHC in Yaydarshey

Health Facility Assessment



Service Availability and Quality

Availabilities of MNCH services were found uneven among different types of health
facilities. For example, on average only 10% of all hospitals (State/Region, District,
Township, Station) were ready to provide all 3 basic child care serivces while 70% of
health centres (RHC, Sub-RHC, MCH) provided all 3 basic child health services.
Only 34% of health centres were ready for newborn care while 74% of all hospitals
provided all 3 basic services. It is likely that their readiness to serve is closely related
to the current level of access: hospitals are receiving newborn emergency referrals
while health centres at primary health care level receive sick children more frequently.
The importance of increasing access is discussed below, but here the numbers illustrate
the close relation between the readiness to provide care and the level of access to
services. The numbers of patients in table 48 show that sub-RHCs receive almost
half the number of children that state/region hospitals receive despite vast differences
in the numbers of areas and population they service. Despite disparities in size and
resources, RHCs and sub-RHCs had better readiness to service sick children than
hospitals but they were less able to provide newborn care. The findings point to the
need for strengthening every aspect of MNCH service delivery.

Antenatal and normal delivery services were generally available at all level of facilities.
However, 2 township hospitals out of 8 did not provide antenatal care services 4 or

more days in a month, one providing no maternal care at all including delivery.

Similarly, facilities were often caught in the vicious cycle of under-utilization and
insufficient upkeep for MNCH services both in materials and skills. For example,
from Table 48, the average number of sick newborn patient in hospitals could be
calculated as 0.58 per month in hospitals and 0 in health centres. The average number
of sick children per month in hospital was 4 and 1 in health centres (table 48). The
lack of access to newborn and paediatric care leads to inadequate stock of paediatric

drugs and needed experience in these facilities, causing even less access to the facilities.

Quality of care also varied widely across facilities even among the same type of
facilities. Hospitals were generally found requiring management-related improvements
(software). Regular instructive communication, practical supportive supervisions,
technical support, and systematic performance reviews from higher facilities for MNCH

services were largely missing in township and station hospitals. Qualitative findings
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suggested that the variations in the quality of service among hospitals and health
centres were largely due to local leadership/management factors that were available
only on ad hoc basis such as a presence of a good TMO. This findings suggest the

need for strengthening management system at the higher level facilities.

Incongruity between Resource Needs and Availability

Health centres were often found requiring more material related inputs (hardware).
For infrastructure needs, there were mismatch between basic resource allocation and
the realities of health service provisions on the ground. For instance, basic newborn
care supplies were found more in larger hospitals in cities than RHCs and sub-RHCs
despite the fact that an overwhelming majority of newborn deliveries takes place in
rural areas. Newborn care in hospitals, particularly for abnormal and emergency cases,
is essential and has a critical role. However, since a large number of delivery occurs
at home and the survival of babies often depends of the availability of immediate
care, ensuring the availabilities of basic newborn care supplies and drugs in communities
seems to be essential. This points to a gap between allocations of newborn care
supplies and actual needs in communities, and as discussed above and bottleneck
discussions (Appendix B), a need for improved supervisions on supply chain
management. Midwives play a central role in delivery care in rural areas, and providing
necessary drugs and supplies such as antibiotics, baby wraps, and neonatal resuscitation

equipment to them seems to be a priority.

Another example of the mismatch is patient beds. Only 13% of all MCH, RHC and
sub-RHC were equipped with a patient bed on the assumption that RHC and sub-
RHC do not take in patients. Therefore, only health centres with a labour room
tended to have a patient bed. However, the study found that 91% of these health
centres provide some level of delivery services 30 days in a month out of necessity
even without adequate infrastructure, equipment, and supply. This study also
confirmed that RHC and sub-RHC provide a level of emergency care making patient

beds an obvious need.

The following qualitative data further illustrates a consequence of the gap on the
experience of patience receiving services, which in turn affect their decisions for

future utilization and timing of access.

“The delivery room was not really a delivery room. I could tell that it had not
been used for a long time. There were a desk and plastic things scattered
around just like any other room. The room was dusty and not really equipped
for anything. When a woman with a difficult labor suddenly came, they had to
clean the room and haul out the desk. They brought in a wooden bed that was

in the clinic because no other bed was available. After the mother delivered
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the baby, she stayed on the hard bed without a mattress. There was no electricity
in the patient room, so she stayed in the dark room with a candle, even though
the staff quarter next to it had electricity from the solar system. There was no
clean toilet for patient use either. She left quickly early in the morning.”

- Field surveyor observing RHC

Increasing Timely Access

The results of this study suggested that the performances of health staff were generally
good, except the lack of practical experiences in emergency cases, and that MNCH-
realated deaths may be further reduced with improvements in the timing of patient
arrival in emergency facilities. From this, some keys to improvements may be deduced
as 1) early recognition of danger signs and follow ups 2) improved availablity of

quality emergency care closer to home, and 3) an increased level of access to facilities.

Early Recognition of Danger Signs: Important Role of Midwives in Communities

Asked about whete to take a sick child first, 64% of caretakers mentioned midwives
or Health Assistant in their communities as the first point of contact. An overwhelming
majority of people in this study first went to the nearest facility on foot or motorcycle
taking less than 15 or 30 minutes, underlining the importance of health centres and
midwives in communities for timely access to facilities. The study of emergency
obstetric care'’mentioned eatlier also found that almost a half of respondents went to

health facilities due to the insistance of health staff and community health workers.

However, midwives were often found overloaded or short resourced unable to reach

and follow up on patients in a timely manner. One midwife in a village in her 50s reported:

“I found the pregnant woman in the village. I told her to deliver in the
township hospital because of hypertension. I saw her at her home during
the 27! and 3" trimesters. She looked fine then. But one day, I was called
by her relative. She did not listen to my warning and decide to deliver at
home with a TBA. I really thought that she would go to the hospital,
but couldn’t make sure of that as I was busy. I have to cover 10
villages walking one village to another. When I went to her home, she
was bleeding a lot and in convulsion, and I could not do to stop the bleeding.
There was a car owned by a villager that people used for emergencies. So
I asked them to take this woman to the township hospital. I accompanied
with her to go to hospital, but she died shortly after. She should have
listened to me. I feel guilty.”

"Report on Assessment of Emergency Obstetric Care in Myanmar, February 2010, by the MOH and UNICEF

Quality of Maternal Newborn and Child Health Care



Photo 16: A RHC in Pwint Phyu

The statement above illustrates the paramount importance of strengthening support
to midwives to ensure timely follow-ups and birth attendance. Empowering midwives
in communities with material support including infrastructure, equipment, supplies,
housing, transportation as well as means to effectively communicate with mothers
such as educational IEC is a priority. It would also enable them towards to strengthen
the integration of AMWSs and other health workers in communities into the health
service delivery system to support them for early recognition of danger sings and

early arrival to higher level.

Increasing Availablity of Quality Emergency Care Closer to Home

The provision of delivery services turned out to be much higher than expected, with
90% of RHC & sub-RHC and 75% of MCH assisting deliveries sometimes even
without a delivery room. Given the fact that the majority of mothers first go to a
facility that is accessible within 15-30 minutes on foot in time of need, health facilities
in local communities are of paramount importance in providing swift care when
mothers face a difficult labour.

However, many health facilities were found not quite prepared for emergencies. Only
15% of health centres were able to provide all basic emergency care functions,
major shortages being parenteral administration of anticonvulsant for pregnancy
induced hypertension (15%), and manual removal of placenta and retained products
(25%), followed by parenteral administration of antibiotics (41%). While health centres
were not officially designated for all 7 signal functions of BEmOC care, these facilities
in communities provide emergency care out of necessity despite some basic procedures

such as parenteral injections by midwives have not been officially approved.

At the hospital level, only 1 out of 3 district hospitals and 4 out of 8 township hospitals
were providing caesarean section every day. While all 3 state/region hospitals had
caesarean section available any day of the week, none had vacuum extraction and
forceps delivery available any day of the week. The unpreparedness of some facilities
were reflected in qualitative observations and interviews from differing points of
view. Some medical personnel were insufficiently experienced in emergency care. A doctor

in a hospital lamented.
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“My nurses do not have enough skills to help me. When I have
to perform Caesarean and the resuscitation of the baby at the
same time, they cannot use the resuscitation equipment properly.
I am afraid to let them do it. I need to train them but I don’t

have time.”
- A senior medical officer at a hospital

Field observations by researchers also pointed to the similar experience. They found

12 out of 19 newborn deliveries (64%) were chaotic and not calm.

“The hospital was not well-prepared for emergencies. There was
no warmer to prevent hypothermia. The baby was not breathing,
blue lips, blue baby. They were shouting ‘where is the bag and
mask, bag and mask!” They could not find the bag and mask,
‘the bag and mask is in the other room!” the other shouted. She
finally resuscitated the baby with mouth to mouth. Thankfully
the baby began breathing ok.”

- Field surveyor observing a child delivery in a hospital

A mother’s account of her experience losing her baby in a hospital suggests a similar

point.

“I went to the township hospital because I had a difficulty and
could not naturally deliver my baby. In the hospital, they
forcefully tried to pull out the baby, and I lost consciousness.
My husband