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Why ALERT

AStaggering 3 million stillbirths and early perinatal deaths
AHalf of the deaths could be prevented by improved intrapartum care

AHospitals are key providers of childbirth care
Alncluding referral cases

AMulti-faceted interventions are recommended
APreferred to address multiple health system constraints

Forgotten ' A5’
The situation o #
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What did we do? Ve
ez
AWe co-designed and implemented a-domponent intervention
AWe evaluated ALERT usin@tappedwedge design
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AWe did anested realist evaluatiorto understand what works, for whom,
and under which conditions

AWe performed areconomic evaluation




Where did we work?
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3,300 1,500 2,600 2,200
Number of births 27,245 46,996 21,454 37,916
Age 22 25 24 24
Referred (%) 53 23 6 18
Caesarean Birth (¢ 45 18 29 29

Hospital 1

Hospital 3
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Codesign
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Quality Improvement

Training

Codesign informed

Leadership mentoring

Following up the cedeS|gn Issues and Supporting the quality improvement an

the training

leadership capacities
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The ALERT intervention was based on the idea to |&™
be8 8 (2

ARelevantthrough cedesign)
Increase kowledge(through
competencybased training)

PLUS

AContinuous suppoithrough
guality improvement and
mentoring)to empower midwifery

providers '

Co-design Process and Context Assessment
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STEP  STEP

Competency-Based Training

Set Groundwork for the Activities
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Mentorship
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New Co-design If Needed

Reduced perinata.l mortality & and Re-run Step 4 with New Topics
Improved responsiveness




Results

AAIl 16 hospitals
implemented the
trial

AWe had a énonth
COVIEL9 delay
throughout

Hospitals assessed for eligibility

ALERT

Inclusion

Randomisation

Sequences

(n=59)
Excluded (n=43)
> Benin (n=8)
Malawi (n=30)
¥ N Tanzania (n=5)
Randomised Uganda (n=2)
(n=16)
|
v v 1 v
Sequence 1 Sequence 2 Sequence 3 Sequence 4
Clusters allocated Clusters allocated Clusters allocated Clusters allocated
(n=4) (n=4) (n=4) (n=4)
Intervention Intervention Intervention Intervention
(n=0) (n=0) (n=0) (n=0)
Intervention Intervention Intervention Intervention
(n=4) (n=0) (n=0) (n=0)
Intervention Intervention Intervention Intervention
(n=4) (n=4) (n=0) (n=0)
Intervention Intervention Intervention Intervention
(n=4) (n=4) (n=4) (n=0)
Intervention Intervention Intervention Intervention
(n=4) (n=4) (n=4) (n=4)

Cluster under intervention condition

Cluster under control condition

Period 1
1-6 Months

Period 2
7-12 Months

Period 3
13-18 Months

Period 4
19-24 Months

Period 5
25-30 Months
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What did we achieve? 3

ALERT

Odds 95% CI

Ratio EPWM exo(b) %

Hospital Rate (85% ClI) Weight P-value
c
P rl m ary O u tCO m eS Benin-Hospital-1 36.8 — 0.77 (0.49, 1.21)  6.73 0.736
Benin-Hospital-2 65.05 = 0.75 (0.61,0.93) 9.96 0.008
. Berin-Hospital-3 55.93 —o—i— 0.61(0.40,0.91)  7.39 0.004
Pe rin atal d e ath S O 63_0 9 1 Benin-Hospitak4 2007 —_— 081(0.39,1.69) 408 0502
c . . Malawi-Hospital-1 ~ 22.31 e 119(0.85,167) 827 0.273
Malawi-Hospital2 ~ 11.31 —_— 0.80 (0.45, 1.43) 5.4 0.442
. . Malawi-Hospital-3 17.8 — 0.62(0.41,095) 7.2 0.001
F reS h Stl I I b I rt h S O . 8 8 O . 6 8- 1 . 1 3 Malawi-Hospital-4 ~ 21.15 —:Io—— 0.79 (0.48, 1.31)  6.20 0.444
Tanzania-Hospital-1  26.86 e 0.67 (0.32, 1.43)  3.95 0.043
Tanzania-Hospital-2  16.13 —_— 0.26 (0.13,0.53)  4.36 0.001
S e CO n d ar O u tCO m e C Tanzania-Hospital-3 9.52 | + 5.68 (1.95, 16.53) 2.39 <0.001
y = Tanzania-Hospital-4  8.58 = : 0.62 (0.15,2.60)  1.46 0.247
Uganda-Hospital-1 ~ 47.62 e 0.88 (0.68, 1.15)  9.27 0.057
Uganda-Hospitak2 ~ 94.89 — 0.39 (0.24,0.62) 6.51  <0.001
LOW A P GA R < 7 O . 8 1 O . 6 9'0 . 9 5 Uganda-Hospital3 ~ 32.47 —— 0.92(0.70,1.22) .10 0.194
Uganda-Hospital-4  32.67 —1 0.75 (0.51, 1.10)  7.65 0.624
. Overall, DL (I’ = 64.3%, p < 0.000) @ 0.76 (0.63, 0.91) 100.00
Caesarean section 1.14 1.01-1.27 l .

.0625 1 16
fewer early perinatal deaths more early perinatal deaths

Responsiveness 0.99* 0.51-1.92
Mistreatment 0.70* 0.41-1.21



So what?

ALERT

We succeeded!




Highlights: 17 paperspublished so far

Akuze et al 02211324

Heatth Servic "
Pitps:/doi /10,1 196/512913.021.07155-2

BMC Health Services Research

STUDY PROTOCOL Open Access
Action leveraging evidence to reduce
perinatal mortality and morbidity (ALERT): -
study protocol for a stepped-wedge
cluster-randomised trial in Benin, Malawi,
Tanzania and Uganda

enka Benc
hal

BM) Open Strengthening capacity in hospitals to

reduce perinatal morbidity and
mortality through a codesigned

intervention package: protocol for a
realist evaluation as part of a stepped-
wedge trial of the Action Leveraging
Evidence to Reduce perinatal morTality
and morbidity (ALERT) in sub-Saharan

Africa project

Ibukun-Oluwa Omolade Abejirinde
Lenka Benova,” Jean-Paul Dossou Claudia Hanson

The ALERT Study Team

? Virginia Castellano Pleguezuelo,®
? Christelle Boyi Metogni,
Samuel Meja,® D A Mkoka,” Gertrude Namazz1,* Kristi Sidney,” Bruno Marchal © ,*

Health Policy and Planning, 37, 2022, 1257-1266

DOL: hitps:/dol.org/10.108Y heapol/czac07s

Advance Access Publication Date: 10 September 2022
Original Article

Methodological reflections on health system-oriented
assessment of maternity care in 16 hospitals in
sub-Saharan Africa: an embedded case study

Anteneh Asefa %, Jean-Paul Dossou %, Claudia Hanson 34, Christelle Boyi Hounsou ©2,
Gertrude Namazzi®, Samuel Meja " %, Dickson Ally Mkoka’, Gottfried Agballa?,

Josephine Babirye®, Aline Semaan ", Kristi Sidney Annerstedt"?, Thérése Delvaux ',

Bruno Marchal ', Sara Van Belle ', Virginia Castellano Pleguezuelo " '® and Lenka Benova "'
'Department of Public Health, Institute of Tropical Medicine, Antwerp, Belgium

*Dapartment of Health Policy and Systems, Centra de Recharche en Reproduction Humaine et en Démographie (CERRHUD), Cotonou, Benin
*Department of Global Public Health, Karolinska Institutet, Solna, Sweden

“Department of Disease Control, Landon School of Hygiene and Tropical Medicine, London, UK

“Centre of Excellence for Matemal Newborn and Child Health, Department of Health Policy Planning and Management, School of Public

PLOS GLOBAL PUBLIC HEALTH

RESEARCHARTICLE
Are midwives ready to provide quality
evidence-based care after pre-service
training? Curricula assessment in four
countries—Benin, Malawi, Tanzania, and

Uganda
Ann-Beth Moller '+, Joanne Welsh’, Elizabeth Ayebare”, Effie Chipetat, Mechthild
,.) M. Gross®, Gisele Houngbo‘ Hashim Hounkpatin®, sl-na x.na-y- n.-rnc. Mwilike®,

1 , Sahigrenska Acadermy, University
of Gothenburg, Gothenburg, Sweden, 2 Midwiery
Harnover, Germany, 3 Depariment of Nursing. Makerere University. Kampsa. Ugml!a 4 Kamuzu

Check for
Updates

PLOS GLOBAL PUBLIC HEALTH

> i rontiers in Global Wiomen's Heat e
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& e o Provision and utilization of
[es— maternal health services during
p the COVID-19 pandemic in 16

hospitals in sub-Saharan Africa
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Aline Semaan'™, Kristi Sidney Annerstedt”. Lenka Befiova’
Jean-Paul Dossow”, Christelle Boyi Hounsou®, Gottfried Aghalla’
Gertrude Namazzi®, Bianca Kandeya®, Samuel Meja" Dickson Ally
Mboks’, Anteneh Asefa’, Soha El-halabi’ and Claudia Hanson”

Thorgart Ramussen et ol BMC Feghansy and CIDIFY (2004 24417
4 6606

[ ————— EMC Pregnancy and Childbirth

Women's and maternity care providers' ‘g
perceptions of pain management during
childbirth in hospitals in Southern Tanzania

Katr'\el'"agsar:l-larrussen‘ Hellel\‘ds!ed Alvesson!, Andrea B. Pernibe?, Liian T. Mselie?, Regine Unkels,
Emmy Metta® and Fadhiun M. Alwy Al-beity'™

Open access Protocol

BM) Open Protocol for a scoping review to identify
and map in-service education and
training materials for midwifery care in
sub-Saharan Africa from 2000 to 2020

RESEARCH ARTICLE

Midwifery care providers’ childbirth and

immediate newborn care competencies: A

cross-sectional study in Benin, Malawi,
Tanzania and Uganda

Ann-Beth ue;w 1+, Joanne wow\’ Christian Awuw‘ Elizabeth Aylban

Joanne Welsh,' Mechlhlld M Gross,' Claudia Hanson,” Hashim Hounkpatin,®

Ann-Beth Moller

Welsh et al BMC Medical Education (2022 22725
https/dol.org/10.1186/512909-022-03772-2

RESEARCH Open Access

Do in-service training materials for midwifery =~ ==
care providers in sub-Saharan Africa meet
international competency standards? A

scoping review 2000-2020

BMC Medical Education

e, Max Petzold",

', Blanca Klndwl
Claudia Hanson

A\ 1

Understanding maternity care
providers’ use of data in
Southern Tanzania
Regine Unkels @' Fadhlun Alwy Al-Beity

Elibariki Mkumbo,* Andrea B Pembe,’ Claudia Hanson
Helle Molsted-Alvesson’

Joanne Welsh', Hashim Hounkpatin?, Mechthild M. Gross', Claudia Hanson** and Ann-Beth Moller*

Original research

,'2 Zamoyoni Julius,®

Moller et al Reprod Health  (2021) 18:50
https://doi.org/10.1186/512976-021-01109-8

Reproductive Healf

STUDY PROTOCOL Open Acce

a

Assessment of midwifery care providers =

intrapartum care competencies, in four
sub-Saharan countries: a mixed-method study
protocol

Ann-Beth Moller'", Joanne Welsh’,
Hashim Hounkpatin”, Bianca

‘Sahigrenska Academy, University

Mechthild M. Gross’
a*, Beatrice Mwi

f\«')x Petzold', Elizabeth Ayebare®, Effie Chi pr’m
¢, Antoinette Sognonvi® and Claudia Ha

Maufoict et al. BMC Prognancy and Chidiirt  (F034) 74556
itz ik cag10.1186/51 2884024067775

“Letting themselves go during care”—
exploring patient autonomy during co-designed
intrapartum care in a Beninese maternity ward

Micole 5. Rodriguez Neufeld', Christelle Boyi Hounsou”, Armelle Akouavi Vigan”, Regine Unkels',
Giséle Hounghe?, Alice Stockart”, Claudia Hanson', Jean-Paul Dossou” and Helle Mitsted Afvesson”™

BMC Pregnancy and Childbirth
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Accepted: 16 April 2024 | Published Oulne 10 May 2024

DOL: 10.1111/1471 052817833

RESEARCH ARTICLE
Basic science
Stillbirth mortality by Robson ten-group classification system: A
cross-sectional registry of 80663 births from 16 hospital in sub-
Saharan Africa

Claudia Hanson">*® | Kristi Sidney Annerstedt' | Maria Del Rosario Alsina' |
Muzdalifat Abeid® | Hussein L. Kidanto® | Helle Mélsted Alvesson' | Andrea B. Pembe® |
Peter Waiswa® | Jean-Paul Dossou® | Effie Chipeta’ | Manuela Straneo' |

Lenka Benova® | on behalf of the ALERT team*

nature medicine 8

Article https://doi.org/10.1038/541591-024-03245-7

Atime-stratified, case-crossover study of
heat exposure and perinatal mortality from
16 hospitalsin sub-Saharan Africa

Received: 24 December 2023 Claudia Hanson®'**"_ Jeroen de Bont*", Kristi Sidney Annerstedt’,
Maria del Rosario Alsina', Federica Nobile'*, Nathalie Roos®, Peter Waiswa’,
Andrea Pembe®°, Jean-Paul Dossou®, Effie Chipeta®, Lenka Benova®,

Hussein Kidanto®, Cherie Part®”, Massimo Stafoggia®, Veronique Filippi® &

Accepted: 9 August 2024

Published online: 03 September 2024

Petter L 04

®|Check for updates

ORIGINAL RESEARCH ARTICLE

Birth asphyxia and its association with grand multiparity and
referral among hospital births: A prospective cross-sectional
study in Benin, Malawi, Tanzania and Uganda

Greta Handing' ® | Manuela Straneo’ | Christian Agossou? | Phillip Wanduru® |
Bianca Kandeya® | Muzdalifat S. Abeid® | Kristi S. Annerstedt' | Claudia Hanson'®

™ Atewct
bk o Introduction: Birth asphyi s »leading cause of neonatal mortalty I sub-Saharan
Africa .2 fac-

tor, remains largely unexplored, especially In the context of large multinationai stud-
es. We investigated birth asphyxia and its association with GM and referral in Benin,
Malawi, Tenzania and Uganda.

Materlal and methods: This was a prospective cross-sectional study, Data were col-
lected using a perinatal e-Registry in 16 hospitals (four per country). The study pop-
bl ot o 80643 Satie 1000y, e gucationa g Sk




9 PhD students partially or fully on ALERT (£
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Phillip’s half-time with the ALERT team

® 13 April, 2023

AAAAA

A3 completed
26 ongoing
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ALERT cedesign and lessons learned

KAMUZU

Dr. Effie Chipeta
Kamuzu University, Malawi qﬁ orwen scEnce
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Genuinelycollaborative processes

U Codesign
Definition suggested by Leask et al 2019:

602t tF02Ns 0ADS Lidzot & OU RCEERUON x s SNBSSy A2y

development by academics Worklng alongside (] Co-producﬂon
20KSN) alil {SK2f RSNE :
U Experiencéasedco-design
U Designthinking
mehineeritrieiriri Research Involvemnent | . :
et (1 Participatorydesigns

Framework, principles and e A Collaboration between
recommendations for utilising participatory A Researchers angtakeholders:
methodologies in the co-creation and A The public

evaluation of public health interventions .

Calum F. Leask'#'®, Marlene Sandlund?, Dawn A. Skelton', Teatske M. Altenburg’”, Greet Cardon®, A Patlents

Mai J. M. Chinapaw", llse De Bourdeaudhuij’, Maite Verloigne®, Sebastien F. M. Chastin'” and on behalf of the A PrOVIderS

GrandStand, Safe Step and Teenage Girls on the Move Research Groups

A DonorsPolicymakers




Codesign of
health services EREERE" RS

IN-DEPTH y @
INTERVIEWS =
EDITED 30 MIN \
VATIONS " | “TRIGGER FILM"
e ona ? pic

DEEPER, LONGER
TERM CHANGES TO
ATTITUDES AND BEHAVIOURS

Infographic desigred by Will Stahl-Timmins for The BMLE 2015,

19 10/25/2024

[®]
S
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Co-design in steps 3

1. Project set up

2. Gatheringstaff experiences through observation and
In-depth interviews withwomen andcompanion

3. Bringing staff, women and companions together.
Share results of the formative study and solicit feedback

4. ldentify shared priorities for improvement

5. Develop solutions to implement and monitor with
stakeholders

6. Review of calesign feedback talentify
opportunities for change and entry /action points to
Inform intervention development process

A Continuous contact and engagement between
stakeholders to identify new needs.



T
o

Formative Phase

-In-depth interviews with
mothers and companions

-Observations of
midwifery providers
during care processes

Data collection tools in 7 parts

* Interviewswith

+ mothers, °
« providers and
* companions

* Observations

+ Shadowing midwives

* Go along women
* Co-design workshopswith women
and providersafter preliminary
analysis
* Interviewwith WP2 datacollectors ° @

Codesign
workshops in all
countries

-Brainstorming,
Prioritization,
Critiquing and

pitching possible

solutions

Informed the

intervention

development
processes

Intervention
implementation/

Trial phase

-feedback loops;
|Identification of
new needs




: - : : []
An example of problems identified for implementation O
|dentified problem description Types of qualitative findings

Diverse views between maternity providers on the Views on the use of nepharmacological pain relief
needof pain management in labour

‘\sz

Information about labour progress
Construction oflelivery rooms and equipment do ncThis emerged under the themid# / | NB  LINJ

facilitate respectful care, e.g. no partitions, 62YSY RdzZNAYy 3 I 62 dzNQ

positioning of beds, uncomfortable delivery bed, lac

of available beds for all women, no adequate Respectful caremidwifery care providers approach,

equipment/supplies to recover the blood communication and interactions during labour wer
highlighted

Limited understanding of thbenefits of Companionship what it meant in different settings

companionship for parturient women
Roles /tasks of companions

Contextual challenges to include a companion in
labour wards



Theme: Care preferences for womenabour- Respectful care [#]

Perception:
around
companionship
In labour

Limited
understanding of
the benefits of
Companionship |
labour

Companionship
- Roles /tasks of
companions

Contextual
challenges to
Include a
companion in
labour

Health workers only recognize companions whe
there is need for food and when the patient is
being uncooperative. Otherwise companions fe
that their role in not essential and are not
supported by providers (€kesign workshop)

We were never trained/oriented on the roles, we¢
keep asking each other especially those that wze
admitted to the facility earlier before we came.
(Companions: Gdesign workshop)

MALAWI CASE STUDY:

-Construction of delivery rooms do not facilitate
respectful care

Eg No partitions to facilitate privacy; Inadequate beds

- Male companions are not allowed due to lack of priva

-Long distance from companion shelter to maternity



What did we achieve

U Informed the design of
competency based trainings
In the hospitals

U Cocreated improvement
topics/change ideas implemented
at facility level. Focusing on low
cost, impactful and sustainable
solutions to improve quality of care

U Continued identification and exploratic
new needs

r
4
[

Admission is not
according to standards
and there is no jokaid to
support triage and no
appropriate place which

allows appropriate
admission procedures for
a positive experience

implemented change idea

- Establish SOPs of admission of
women in labour to ensure
wellness of the mother and bab
- Prepare area for admission of
women in labour

- Prepare SOPs for admitting a
woman in labour including
triaging

- Train providers on SOPs and
monitor the use




Malawi Case StudyMitundu labour ward (Hospital 3) @*‘1
Demarcartionsof the labour ward spaceinto birthing cubicles allowed for W

companionship duringabourand ensured privacy

Before




What have we learnt?

AAAAA

Direct contact with Identification of key
priority issues to infor
Tailored Intervention

interventions development

Novel insights leading endusers
to usercentred
solutions

Caodesign processes
were incorporated in al
Intervention
Implementation phases

Understanding the
context and current
challenges.
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ALERT

Developing, implementing and using a
Perinatal eregistry

Professor Kidanto Hussein
Aga Khan University, Tanzanie

THE AGA KHAN UNIVERSITY
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Why did we needan electronic patient registry ?

1. Methodology development @@ S BN LLLY

TUnderstand the processes and needs in terms of
training and support for quality perinatal data

2. Intervention implementation monitoring

TIndicators were developed to help monitor the
Implementation of the intervention

me 3. EValuating the trial

TPrimary outcome: perinatal mortality ——




How did we developthe ereqistry?

Principles of data collection

Labour ward J [ Postnatal ward

Mother - [ documentation documentation
held ANC [ o iR

card

HADI HI HAIUZWI =

|||||||||||||||||||||||||||||
........

- Postnatal ward

AAAAA

Data clerk or
health
provider
compiles and
enters into a
tablet - based
application
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First step : Training of Data Collectors and Piloting&

ALERT

—
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Data quality checks internal validation

Rule Name Rule Logic (Show discrepancy onlyif...) Code Total Discrepancies
©
1 Missing date of admission - flggldate isblankormissingcode ([qldate]) 12
130nq] = 3) AND ([g24amode] = 1 or [g24amode] = &
Onset of labor is no labor but mode of ([a al =3) ([a ] g ]
2 Lo 3 or [q24amode] =4 or [g24amode] = 5) AND 0
birth is not CS Baby 2 - flglab2 . .
([g25babies])=2 or [g25babies]=3)
3 Onset of labor is no labor but mode of  ([q13ong] = 3) AND ([g24mode] =1 or [g24mode] =3 v 19
birth is not CS - flglab or [g24mode] = 4 or [g24mode] = 5)
©
4 Missing date of admission - flggldate isblankormissingcode ([qldate]) 12
5 Mode of delivery is missing - flgmodedel isblankormissingcode ([g24mode]) 9
Apgar score at 5 minutes is missing - &
6 S ) E isblankormissingcode ([g30apg]) 26
flgapgarSmin
. Apgar score at 5 minutes is missing for  isblankormissingcode ([g30aapg]) AND ([g25babies]=2 1
baby2 - flgapgar5min2 OR [g25babies]=3)
A t 5 minutes is missing f 9
ar score at 5 minutes is missing for
8 = . E isblankormissingcode ([g30bapg]) AND ([g25babies]=3) 0
baby3 - flgapgarSmin3
9 Missing date/time of start of labour - isblankormissingcode ([g14start]) AND ([gq13ong] ="1" v 18
fleglddate3 or [gl3ong] ='2")
. Missing date/time to decision if there isblankormissingcode ([q19awhen]) AND [q18anom] = -

>

X X X X X

ALERT



Established quality checks: Dashboard with key indig

ADMISSIONS STANDARDS AND PROCEDURES: INDICATOR -ADMISSION VARIABLES WITHOUT MISSING DATA U ([ CH
2021 2022 2023 =
1 2 3 q 5 [} 7 ] ] 10 11 12 13 14 15 16 17 18 19 20 ZIA L|E R=T
JUL auUg SEP oCT NOV DEC JAN FEB MAR APR MLAY JUN JUL BUG SEP [ m) MO DEC JAN FEB MAR APR

1040 100 100 100 100 1040 100 1030 100 100 100 100 1040 104d 104d 104d 100 100 100 100 100 100

1040 10 100 100 104 104 104 1340 1340 1340 100 100 1240 1ad 1ad 1ad 10a 10a 100 100 104 104

1040 937 100 983 104 3.7 33.E8] 1340 1340 99 E 998 100 1240 1ad 1ad 297 3.7 10a 100 100 3.2 104

9B R 934 937 934 3.3 3.5 33.5 335 3.7 9395 3939 B 933 3.7 33.9] F3.9] 99.9' 10a 933 933 100 104 10d

1040 93 E 100 333 104 104 997 333 93 1340 100 933 10a 1ad 1ad 99.9' 333 10a 100 333 104 10d

987 10a 932 93.1 98.1] 933 95.9' 935 935 934 100 93.7 3.4 == | Eﬂ.gl 1ad 10a 10a 100 932 ‘93 B 93 B

987 10a 932 933 333 SE.Sl EU.’LSI 1aa 933 933 100 100 3.3 1ad EE.SI 1ad 10a 10a 100 937 SE.El 93 B

33 10a 100 100 ‘93 8 SE.SI EU.’LSI 1aa 933 933 100 100 3.3 1ad EE.SI 1ad 10a 10a 100 937 ‘93 B 932

972 2 974 983 92 B 99' EIE.SI 987 983 33 9EE 931 g98.5 39 93.7 39.5 93.3 932 9345 935 1040 1040

715 85.2 73 71.1 88.3 g3 E5.9 B5.8 B4 B2.2 733 732 Z3 B5.8 18.58 74.2 77.9 923 94.1 9483 E22.4 4.9

973 943 a8 gEA4 8.7 a7.9] SE4] 97.E gE.1l 9Ea8 3 983 3.1 93.'5' o | 995 93.4 9E3 9E3 934 335 3.7

INDICATOR L |o 1040 10a 100 100 1040 1040 1040 1aa 1aa 932 100 100 1aad EE.SI 1ad 1ad 333 10a 333 100 1040 1040

1040 100 100 100 1040 1040 1040 1a4d 1a4d g939.E 933 100 1340 1a4d 1a4d 1a4d 333 10 100 100 100 100

1040 100 100 100 100 1040 100 93.3 100 100 100 100 1040 104d 104d 104d 33.3 100 100 100 100 100

1040 10 100 100 104 104 104 1340 1340 1340 100 100 1240 1ad 1ad 1ad 10a 10a 100 100 104 104

100 1040 100 333 100 100 100 100 100 100 100 100 100 1040 1040 1040 1040 1040 100 100 100 100

1040 10 100 100 104 104 104 1340 1340 1340 100 100 1240 1ad 1ad 1ad 10a 10a 100 100 3.3 104

1040 10 100 100 104 104 104 1340 1340 1340 100 100 1240 1ad 1ad 1ad 10a 10a 100 100 104 104

1040 10a 100 100 1040 1040 1040 1aa 1aa 1040 100 100 1aad 1ad 1ad 1ad 10a 10a 100 100 1040 1040

1040 10a 100 100 1040 1040 33.9] 1aa 1aa 1040 100 100 1aad 1ad 1ad 1ad 10a 10a 100 100 1040 333

933 10a 100 100 1040 1040 1040 1aa 1aa 1040 100 100 1aad 1ad 1ad 1ad 10a 10a 100 100 1040 1040

1040 10a 100 100 1040 1040 1040 1aa 1aa 1040 100 100 1aad 1ad 1ad 1ad 10a 10a 100 100 1040 1040

33 932 3 9E3 98 .5 33,1 33.4) 33 g93.1 g9E3 3 9EE 98.7 =R | 2k | 97.7 g93.4 932 935 93 3.7 ‘33,45

INDICATOR 2 913 945 g5.1 923 a5 33.4] 942 34 983 972 9483 955 4.5 94.2 93.3 93.5' 953 954 94.7 g97.1 97.4 95. 1]

INDICATOR3 854 532 705 89.7 75.9 87.3 S5E.1 65.8 873 T3E 74 732 TE2.1 88.2 85 5.-.4' 89.2 754 863 86.7 88.3 a7.7

INDICATOR 4 374 453 51 453 45.9 EL'.-E' 37.4 43.4 95 485 a7 45.7 48,2 37.8 34 33.2 35.4 JEE 315 314 3.B 37.3

INDICATOR S 54.4 a0.3 a4.1 524 55.8 EE.EI 54.4 81.3 825 83 829 8.5 83 50.7 a7 43 52.9 515 4258 458 qR.4 53.5
INDICATORT |del_tme

INDICATO RS 87.1 535 852 883 5.4 83.5 §4.E] a4 52 S0.E 50 50.4 35.E a7.2 3.7 81,5 55.7 43 B a5 83.5 al.4 8.4

INDICATOR 354 254 32.1 353 3.1 3.1 317 305 23 E 34.7 454 50.1 35 35.56 44 Bl 4B B) 55.8 833 a4 65.1 TR.7 71.8

157 126 134 145 15.4 13.5) 12.44 11.3 1211 131 133 122 11.5 11 11.1 22.1 2RR 352 225 JE3 0.7 33.3

INDICATOR 10|antayag 13 05 {1 (1L 0.3 D.-BI 1.3 oE 07 0.4 12 11 1.3 0.9 1.4} 13 1 [k ] 03 0.7 0.2 0.5

INDICATOR 11 |frashhaary 75 B1E 727 85 21.E 81.5 50 1340 B45 20 8587 593 S 30 45.5 52.6 52.5 538 573 a0 83.5 B

INDICATOR 12 |resapg 714 823 a7 523 51| :_E.El 59 768.1 685 727 SEE 538 82.5 .'-"3.5' 53 54 83 a0 532 835 59.4 86.7




Data quality checks external validation

otal number of live births in a hospital Vs in
- REDCap

- Mkomaindo hospital

a0




What did we capture in the e-registry ?

S 150,130 - 155,137
Women ‘ Babies

25.3 years

.' 38.1 weeks

[%]
3
i

{a Mean parity
Tanzania lawi 'T 2932.6 g
2 .3 17% 36%

Complications Mode of birth Outcome
Hypertensive disorders 7.5% Vaginal birth 70.5% Live babies 148,004
Diabetes 0.5% Cesarean section 28.3% Antepartum stillbirths 2,478
Antepartum hemorrhage 1.4% Intrapartum stillbirths 3,098

Assisted vaginal birth 1.2%

Postpartum hemorrhage 1.3% Early neonatal deaths 1,557




How are the datausedto improve quality of care?

Indicator 2: FHR check and documentation on Admission All_Malawi Facilities

Automated y ST A
dashboard s
2%

Weeklyzoom 2, | Hospial3®  Hospital 4.

meetingwith Eg. m W

summary slides s
” 0 5 10 15 20 0 5 10 15 20
monthyear

Graphs by Hospital Name



How canthe data beusedfurther ?

FRATERNITE.

. . = - e
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MORTALITE NEONATALE EN AFRIQUE SUB-SAHARIENNE m=m

Les vagues tie chaleur
augn]entent lé risque

E SESSION EXTRAORDINAIRE DE L'ASSEMBLEE NATIONALE iy

Lcs travaux continuent le jeudi prochain

Dl
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Key learnings

1. Feasible but needs careful crafting of support

structures

T Need engagement of facility stakeholders together with experienced
data managers

2. Use of tables appreciated

T Data collectors, nurses and midwives appreciate new technology

3. Data use: not simple

T Dashboards are underutilized without facilitation, writing papers needs
time, capacity and support
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Evidence to reduce perinatal
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Implementation of the four ALERT
components: Fidelity and experiences
Professor Andrea B Pemt
MUHAS, Tanzania
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- Co-design Process and Context Assessment \/O‘

ARelevantthrough cedesign)
Improved kowledge(through 22
competencybased training)

PLUS

AContinuous suppoithrough
guality improvement and
mentoring)to empower
midwifery providers

STEP STEP
2

Competency-Based Tra

aaaaa

Set Groundwork for the Activities

Selection Understand
Relationship of quality i i contextan d Identify
building improvement ! | link to other mentoring

Mentorship

New Co-design If Needed
Re-run Step 4 with New Topics

uoijeuIpiood)



' g
\\

AHighly appreciated but needed
time to feel confident and to
fully appreciate the potential

Co-design component

oWe have
learnt co

design on the

wayd €

ALERT implementors
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ALERT

Core Modues T

Mortality -focused Responsivenesocused

Admission standards & procedures Respectful maternity care
Intrapartum monitoring Mobility in labour and birth positioning

Emergency preparedness Communication and teamwork

Co-design informed improvement topics

optonal [ R

Active management of third stage of labour and early newborn care
Infection prevention and control in labour management
Documentation and data for quality improvement




Data quality

Infection
prevention

Immediate post-
partum care

F) Communication
& teamwork

—Benin

—Malawi

[#]
S
Y,

The key implementation focus ({3

ALERT

A) Admission
standards
40
35 B) Intrapartum

30 monitoring
25

C) Emergency
preparedness

D) Respectful care

E) Labour and
birthing position

Tanzania —Uganda
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1ll) Quality Improvement @@

£€2S RAR GKS UN}YAYyAYySd
training, we identified the gaps, | mean the
participants proposed the strategies and
then we ended there. We did not know that
we were supposed to integrate in the QI
component. Scso laterwe X werebe able

to put all the components together and make
every team member understand them and
K2g 02 o0fSYR GKSY @2

ALERT implementors

A64 different change ideas were
developed

AAcross the 16 hospitals:

Alnitiation of
A25 in Benin
A34 in Malawi
A35 in Tanzani
A84 in Uganda
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ALERT

=._3
ALERTascadd_evell ALERTascadd_evel2 ALERTascadd_evel3

Maternity Nursein charge
WP3Steeringteam / Surveillantesn study

hospitals

Providersof midwifery
carein studyhospitals

vV V

Expertmidwivesin

Matrons/Principalnursing
country teams

officer /Maitressesage
femme instudyhospitals
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'i"'i"'i‘ Mentoring

AAAAA

AA lot of support on bigger and
smaller issues on WhatsApp or

¢Explanation of mentoring phone

was not difficult, but the
Implementation was, (as)

this relationship is not well
established

ALERT implementors



Lesson learned in implementation of ALERT L@v'
= m = =

ASupport to the implementation team was needed and much

appreciated
ACKS GSIY f20SR UKS AYUSNISYGAZY
ATime constraints, many problems, power isstess,

AHigh staff turnover, limited support from hospital manages,
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7 Institutet

Realist process evaluation of ALERT:
What worked and why?

Professor Bruno Marchal _N\W/_ |INSTITUTE
_ _ o ) oF TROPICAL
Institute of Tropical Medicine § | MEDICINE

i INSTITUTE
) oF TROPICAL
g MEDICINE
Y ANTWERP
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- KAMUZU
W UNIVERSITY 4
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Realist process evaluation f A
What worked and why? =
Overall objective Study design
To understand@vhich components of ~ Multiple embedded case study
the ALERT A Sites: Hospital 1 and 3 in each country
Intervention work (or not),how, for
whom, )
In which contexts andwhye 0 Data collection

A Critical events mapping

A In-depth interviews

A Observations and informal interviews
A Data from other WPs

Methodological approach

A Realist evaluation




ALERT

Tension
evidence-
practice
(fidelity)

7 o
l / Locally perceived \\ APPROPRIATNESS
. PROBLEMS/needs dapted soluti
Alignment | (sdoptec sglution
g . &—— provided by ALERT?)
processes with

Locally approved/
(local) needs

End-user

— — —> Co-production

participation

supported

N

RESOURCE
imitations (for
Improved tem to function

COMMUNICATION 1

ER, etc.)
Decreased in-

facility

Decrease

HWs-women & COMMUNICATION I |
\  companions M RESPONSIVEN Rt )
N e P e ep——— Ty : (of HS, non-healt
|
e A !
e A :
: Lack of | Better DECISION
Staff rotation | |
Training (MPs) (motivation) ACCOUNTABILITY® |, ! MAKINGE e
(recognition) | I
| 1
|
|

Competences

“Repositioning Self-efficacy

SRR S -

(C-sections, fetal

o+ . ” . T
miduwifery S Selfconfiderice || ! : (reported) fpelle PERINATAL
Competende i | SUPPORT/ | MISTREATME|
i | | PROTECTION (of | MORTALITY
: “Cascade mentoring”
pCHoRnE (extainal and foernal) Staff SUPPORT . (L |l { Inciease
(MULs) at # levels | : { [BunEhigTals i RESOURCES and
\ /’ | 1 [SUEEBVISOBS | improved their
. I :
NETWORKS - 1 ! use (in MUs)
COMMUNICATION/ COMMURNICATION ! "~ EMPOWERMENT ~ _ _ _|
(BetwesnHWSon OVERBURDENED
INTERACTION ) STAFF/ staff I
G patients + sta I
i " (diffusion ] - AVAILABILITY | Improved CLINI
Collaborative ! ! INTERDISCIPLINARY )
ihe” information) I FACTORS
learning |
|
|
|
|
|

.
|
. Leader | monitoring
;:gST ingenerated £\ AGEMENT (to :
N suena o oo
use of data) | LEARNING SUSTAINABILITY
: | SCALABILITY MOTIVATION (continuity)

up problem solving B NORMALIZATION
ROUTINIZATION

RESOURCES and t

Local ADAPTATION
limitations (HR, etc.)

of QI (barriers,

ALL maternity staff

I
|

|

|

|

|

} Increase bottom- Lot EMPOWERMENT
|

|

|

|

|

Link with AUDIT COMMITTEE L solutions) OWNERSHIP

and MANAGEMENT N %)

STRUCTURE o S —————
Legend:

Blue box: elements from ALERT ToC; Yellow box: ALERT stakeholders inputs; Pink squares: Inputs from theories and researchers
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Preliminary results from Hospitals 1 in Benin and Malawi e
Planned intervention L =
A Four connected but discretecomponents C\V/@

A Co-design, competencybased training,
leadership mentoring, quality
Improvement

Actual intervention

A In both countries: adaptations and o
Oi AOCET C6 bemeehAOEOEO
components

A Due to local needs, capacity and resources,

COVID19 and time constraints

Mentorship

Selection Understand
of quality | | i | contextand Identify
improvement | | entorin

New Co-design If Needed
and Re-run Step 4 with New Topics

54
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Preliminary results H1 in Benin and Malawi e
Examples flenmt

Co-design component in Benin

Implementation Context
Largely according to plan A Poor reputation of the hospital
A Sub-optimal relations between cadres
Outputs
A ldentification of problems  affecting quality of Mechanisms of adoption

intrapartum care
A Coproduction of solutions

A Prioritisation for the competencybased training
and mentoring component Midwives were committed
A Alignment with local needs A Fearof complaints requestsfor explanation

A (A decreasein violence and shouting by providers
towards women and their companions

Management teanembracedthis component
A Perceivedpressure from patient platform

Community members
A Appreciatedthe chanceto obtain ®oiced




Other determinants of
the outcomes mitigate
effectiveness

Conditions for sustained
intervention and results?

56



