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ABSTRACT

Background: To emphasize the essence of high-quality care in reducing maternal and neonatal
mortality and morbidity, the World Health Organization (WHO) developed standards to support
planners. This study describes the structures and care processes that were in place to support
perinatal care provided to pregnant women at three district hospitals in Bunyoro region, Uganda
using the WHO standards as a benchmark.

Methods: A cross-sectional study was conducted using pre-tested structured questionnaires
and an observation checklist among 61 facility managers and healthcare providers working in
perinatal units. The data were collected on structures that focused on staffing, basic equipment,
essential medicines and supplies, diagnostic capacity, and basic amenities. In addition, data
were collected on the following processes: Supervision of perinatal care, in-service training for
perinatal healthcare providers, transition in care, coordination of care, and continuity of care.
Descriptive analysis was used for all the data using the STATA software, version 13.

Results: Only 5 out of 18 doctors were designated to perinatal units. Each hospital had only
one anesthetic officer. Two out of three of the hospitals did not have vital equipment in their
postnatal units nor any communication equipment in all their perinatal units. No maternity unit
had a designated waiting space for women in labor. The highest bed density for delivery and
maternity beds was 6.6 per 1000 pregnant women. Refresher training was only offered once
. ayear. Receiving units were not notified of the referral. Patient care records were paper-based
Accepted: 08 Jan 2024 :  using papers/exercise books as alternative documentation tools. Medications and laboratory or
Publish: 01 Jul 2024 diagnostic findings were the least documented.

Article info:
Received: 14 Oct 2023

* Corresponding Author:

Mercy Muwema

Address: Clinical Epidemiology Unit, College of Health Sciences, Makerere University, Kampala, Uganda.
Phone: +25 (67) 12497184

E-mail: muwecy@gmail.com

Copyright © 2024 The Author(s);
This is an open access article distributed under the terms of the Creative Commons Attribution License (CC-By-NC: https://creativecommons.org/licenses/by-nc/4.0/legalcode.en),
which permits use, distribution, and reproduction in any medium, provided the original work is properly cited and is not used for commercial purposes.

341



http://jrh.gmu.ac.ir
https://orcid.org/0000-0001-9181-3055
https://orcid.org/0000-0001-7818-3845
https://orcid.org/0000-0003-1490-859X
https://orcid.org/0000-0001-5911-7877
https://orcid.org/0000-0002-0458-2111
https://orcid.org/0000-0001-5004-3701
https://orcid.org/0000-0002-2706-6339
https://orcid.org/0000-0003-4055-1328
https://orcid.org/0000-0003-2007-830X
https://orcid.org/0000-0003-3220-5548
https://orcid.org/0000-0001-5113-2909
https://orcid.org/0000-0001-9111-3550
mailto:muwecy%40gmail.com?subject=
http://jrh.gmu.ac.ir/
http://dx.doi.org/10.32598/JRH.14.4.2382.1
https://crossmark.crossref.org/dialog/?doi=10.32598/JRH.14.4.2382.1
https://creativecommons.org/licenses/by-nc/4.0/legalcode.en
https://creativecommons.org/licenses/by-nc/4.0/legalcode.en

July & August 2024. Volume 14. Number 4

342

Tosnal of Roscqarch £ Hoalth
JAVACVWIT I GV G ANV 7 79V } ALV eLiLil

Conclusion: There is a shortage of critical human resources, equipment, and delivery and
maternity beds. There were gaps in the communication of referrals and documentation of pregnant
women’s care. The presence of a robust infrastructure, staffing, equipment, and medicines is
critical in the provision of quality care to pregnant women.

Keywords: Physical infrastructure, Staffing, Transition in care, Coordination of care, Continuity

of care, Maternal health care

Introduction

igh-quality care is essential in reducing

maternal and neonatal mortality and mor-

bidity [1]. To ensure that every pregnant

woman received high-quality care through

pregnancy, childbirth, and postnatal period,
the World Health Organization (WHO) developed a frame-
work that defined the key components of quality maternal
and newborn care as follows: 1) Provision of care which
included evidence-based practices, efficient information,
and referral systems domains; 2) Experience of care which
included effective communication, respect and dignity, and
emotional support domains; 3) Competent motivated hu-
man resource; and 4) Essential physical resources [2]. To
operationalize this framework, WHO further released stan-
dards that informed healthcare planners, managers, and pro-
viders on what should be put in place to improve maternal
and newborn care in health facilities [2].

According to the standard, the availability of competent
and motivated human resources in sufficient numbers
to meet the anticipated workload with regular supportive
supervision and mentoring, opportunity for continuing
professional development and skills development through
in-service training and regular refresher sessions, and inter-
professional collaborative practice are prerequisites for
good quality care in health facilities. Additionally, good
quality of care requires the availability of basic essential
equipment and supplies, laboratory supplies and tests, and
functional ultrasound machine, essential physical resources
like reliable safe water, energy infrastructure, functional
blood transfusion service, equipped operating theatre close
to the childbirth area, and functioning ambulance, reliable
communication methods, standardized referral processes,
and a conducive environment that allows privacy and pro-
vision of respectful confidential care [3]. Furthermore, the
need for all these resources in the provision of quality care
was earlier emphasized by Avedis Donabedian in his frame-
work for quality. The framework denotes that good struc-
tures/resources increase the likelihood of good processes
which increase the likelihood of a good outcome [4].

Despite the requirements for good quality care, poor
infrastructural developments, inadequate qualified staft-
ing, and stock out of essential supplies and medicines
have been cited as the main contributors to poor quality
care. Studies done in Africa have revealed low doctor
and midwife-to-patient ratios, low maternity and deliv-
ery beds per 10000 population, a lack of clean water and
electricity in most of the health facilities, no emergency
transport, and inadequate basic drugs, supplies, equip-
ment, and infrastructure in the provision of maternal
health care [5-8]. Uganda is not an exception, studies in
Eastern, Central, and Western Uganda showed a persis-
tent lack of medicines, equipment, inadequate space, in-
adequate staffing, and non-functional operating theatres
for maternal and newborn care [9-11].

Regarding processes, a study in Uganda noted that
there was no communication between the referral and
receiving unit before the referral. Referrals were not
escorted by a healthcare provider (HCP) and often re-
ferral notes lacked the important information to inform
health interventions [11]. Within the maternity units,
formal protocols for the handover of patient care, criti-
cal information transmission, and patient involvement in
handover were found lacking [12]. Similar findings were
found in Gambia where in addition to the lack of multi-
disciplinary team handovers there were delays, and in
some instances, patient care was not handed over [13].
These gaps may explain the maternal mortality of 336
deaths per 100000 live births and neonatal mortality of
27 deaths per 1000 live births in Uganda at the time of
the study [14].

Although previous studies have documented gaps in
existing structures and processes for maternal and new-
born care, these gaps are often not reported together to
offer an understanding of how the structures available
could affect processes of care as indicated in the Do-
nabedian quality framework. Accordingly, this study
describes health facility structures and processes that
were available to support perinatal care in three district
hospitals of western Uganda that were previously re-
ported in our earlier publication [15]. Specifically, this
study describes the following items: 1) Staffing, basic
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equipment, essential medicines and supplies, diagnostic
tests, and amenities, and 2) The nature of supervision
and in-service training for HCPs in perinatal care, and
transition in care, coordination of care and continuity of
care processes that were available to support perinatal
care. Findings from this study intend to inform on the
bottlenecks that impede the provision of quality care to
pregnant women.

Methods
Study design and setting

A facility-based cross-sectional study was conducted
using structured interviews and observation between
March and June 2020 in three public district hospitals
of Bunyoro region, Uganda. The characteristics of the
study site have been previously described [15], but brief-
ly, the region is comprised of eight districts that include
Kakumiro, Kibaale, Kagadi, Kikuube, Hoima, Masindi,
Buliisa, and Kiryandongo [16]. The region has three dis-
trict hospitals (Kagadi, Kiryandongo, and Masindi). The
district hospitals offer preventive, promotive, and both
in- and out-patient curative services in all areas of child
and adult medicine [17]. An average of 860 antenatal
contacts and 300 births are registered at these hospitals
in any given month in the year before the study.

Study participants

HCPs and facility managers working in the three par-
ticipating district hospitals were screened for eligibility
to join the study. An HCP was eligible for inclusion if
they passed the following criteria: 1) Worked in one
of the perinatal units (antenatal, labor suite, postnatal);
2) Was a nurse, a midwife, a clinical officer, or a doc-
tor; 3) Had worked with the participating hospital for a
minimum of 6 months; and 4) Provided written informed
consent to participate in the study. Additionally, any
HCP performing the role of facility in-charge (medical
superintendent) or worked as a perinatal unit in-charge,
and provided written informed consent was eligible to
participate in the study as a facility manager. HCPs and
facility managers on leave at the time of data collection
were excluded from the study.

Sample size and sampling procedure

The study involved all eligible doctors, midwives,
nurses, and clinical officers who were working in the an-
tenatal, labor suite, and postnatal units as well as facility
in-charges and perinatal unit in-charges of the three par-
ticipating hospitals at the time of data collection. A small
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proportion of the 305 HCPs available in these hospitals
were expected to work in the perinatal units. Accord-
ingly, this study recruited participants using the census
sampling method to maximize participation.

Data collection

The data was collected using structured questionnaires
and an observation checklist that had been developed
with guidance from the WHO standards for improv-
ing maternal and neonatal care in health facilities [3].
Structured interviews using the questionnaires were
conducted in English language to the facility managers
and HCPs by the principal investigator and a trained re-
search assistant with a bachelor’s degree in social scienc-
es. Perinatal unit in-charges were identified through the
facility in-charge while the HCPs were identified using
the staff lists provided by the unit in-charges. The HCPs
were screened for eligibility to join the study. Following
consent, separate pre-tested structured questionnaires
designed and uploaded on a tablet using the Open Data
Kit software, version 1.28.1 were administered to the fa-
cility managers and the HCPs. Additionally, a pre-tested
structured observation checklist also designed using the
Open Data Kit software was used to collect data on peri-
natal units’ physical infrastructure and amenities.

Data collection instruments

The required data was collected using two pre-tested
structured questionnaires and one pre-tested observation
checklist. The tools were pre-tested in a similar district
hospital of another region among facility managers and
HCPs. The first questionnaire was administered to the
facility managers and it consisted of two sections: De-
mographic characteristics and the various health facility
structures. The first section on demographics contained
information on age, gender, marital status, professional
qualification, workstation, work experience, and man-
agement role and position. The second section on health
facility structures had two parts, in which, part one was
answered by the facility in-charges and part two an-
swered by the perinatal unit in-charges. Part one by fa-
cility in-charges measured HCPs in the facility, funding
and support streams for the perinatal services, leadership
structure for perinatal units, and facility biographic data.
Part two measured the HCPs and the equipment, sup-
plies, and diagnostic tests available in the perinatal units.

The second questionnaire was administered to the
HCPs and it contained two sections: Demographic
characteristics and health facility processes. The de-
mographic characteristics included age, gender, marital
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status, professional qualification, workstation, work ex-
perience, and management position. The health facility
processes section contained in-service training/mentor-
ship, supervision, transition in care, coordination of care,
and continuity of care. Finally, the observation checklist
measured the key amenities in the perinatal units and in
the hospital that are expected to support perinatal ser-
vices and the condition of the perinatal units’ buildings.

Data management and statistical analysis

The data collected was exported to the STATA soft-
ware, version 13 for cleaning and analysis. The study
variables considered for analysis were health facility
structures and health facility processes. Health facility
structures were defined as the physical infrastructure and
amenities, equipment, supplies, tests, funding, support
streams, leadership structure for the perinatal units, man-
agement guidelines, and staffing used in the provision of
perinatal services. Health facility processes refer to tran-
sition in care, coordination of care, continuity of care, in-
service training/mentorship for HCPs, and supervision
of HCPs in the perinatal units. Particularly, transition in
care referred to the presence of patient flow procedures
and support, and patient referral processes. Coordination
of care referred to the presence of joint ward rounds and
joint meetings, HCPs peer consultations and support, pa-
tient involvement in care, and care handover procedures.
Continuity of care refers to documentation of patient
care practices (informational continuity), provision of
patient HCPs contact on each visit (relational continu-
ity), and use of patient records during management and
patient follow-up (management continuity).

For health facility structures, a score of 1 was used
to describe that the structure was available on the day
of the survey while a score of 0 showed that it was un-
available. To assess the staffing levels, we compared the
actual numbers with the available positions in the struc-
ture for each hospital. For the staff-to-patient ratio, the
actual number of each category of staff was divided by
the average monthly antenatal care (ANC) attendance in
each hospital for ANC staff-to-patient ratios and divided
by the average monthly births in each hospital for the
maternity staff-to-patient ratios. These were summarized
and presented as frequencies and ratios. For basic equip-
ment, supplies, tests, and amenities availability, the num-
ber of available equipment, tests, supplies, and amenities
was divided by the total number of expected equipment,
supplies, tests, and amenities. These were summarized
and presented as proportions and means. To calculate the
bed density per 1000 pregnant women, the number of
inpatient beds was divided by the total average annual
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ANC attendance for each hospital for the previous year.
The resultant ratio was then adjusted to per 1000 popula-
tion by multiplying it by 1000 [18].

Regarding facility processes, supervision, in-service
training, transition in care, and continuity of care, each
parameter regarded by the care provider as available was
coded “yes” and given a score of 1 while a code of “no”
with a score of 0 was given if it was unavailable. These
were summarized and presented as proportions. Lastly,
coordination in care was analyzed using means where a
score of 1.0 —2.5 was coded as disagree, a score of 2.6 —
3.5 as neutral, and 3.6 to 5.0 as agree.

Results
Description of the study population

A total of 61 HCPs participated in the study, with the
majority being female (n=55 [90.2%]), married or in a
stable relationship (n=45 [73.8%]), and with no manage-
ment role (n=42 [68.8%]). The Mean+SD age of the par-
ticipants was 34.5+10.3 years. Only three (4.9%) partici-
pants worked in administration as described in Table 1.

Health facility structures to support perinatal care

Core staffing levels and leadership of perinatal
units

A total of 18 doctors (62%) were found in the three hos-
pitals out of the 29 total available positions in the struc-
ture. Masindi Hospital had the lowest proportion of filled
positions for doctors (6[55%]) while Kiryandongo Hos-
pital had the highest (7[70%]). Of the 18 doctors, only
5(27.8%) were placed in the perinatal units with Kagadi
Hospital having the highest number of doctors in these
units (3[60%]). Meanwhile, 93 midwives (93 [111%])
were found in the facilities out of the 84 total available
positions in the structure. An excess number of mid-
wives was found in Kagadi Hospital (41 [146%]) while
a deficit of midwives was observed in Masindi Hospital
(24[86%]). Of the 93 midwives, 74(79.6%) were placed
in the perinatal units with Kagadi Hospital having the
highest number (30 [40.5%]). Lastly, each hospital had
one anesthetist out of the two available positions.

The mean ratio of doctors to women was 1:72 in an-
tenatal and 1:60 in maternity. Masindi Hospital had the
worst doctor-to-women ratio in both antenatal and ma-
ternity (1:1039 and 1:342, respectively). The average
midwife-to-women ratio was 1:29 in antenatal and 1:7
in maternity. Kiryandongo Hospital had the lowest mid-
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wife-to-women ratio in antenatal (1:120) while Masindi
Hospital had the highest midwife-to-women ratio in
maternity (1:34). Concerning leadership of perinatal ser-
vices, two of the facilities (Kagadi and Masindi) lacked
a designated obstetrics and gynecology department head
though all had in-charges for each perinatal unit.

Basic equipment, supplies, tests, and amenities
for perinatal services at the study facilities

The mean availability of basic equipment for all hos-
pitals in the antenatal, labor and delivery, and postnatal
units was 6(85.7%), 9.3(84.8%), and 0.7(22.2%), respec-
tively. Overall, the mean availability of basic equipment
across all units in all facilities was 76.2%. Medicines and
supplies availability was at 66.7% on mean while ameni-
ties were available at a level of 81.3% across all facili-
ties. All facilities had all the required laboratory tests for
perinatal care. Two of the hospitals did not have any vital
equipment in their postnatal units (Kagadi Hospital and
Masindi Hospital), communication equipment in their
perinatal units (Kiryandongo Hospital and Masindi Hos-
pital), and always available emergency transport, labo-
ratory services, operating theatre (Kagadi Hospital and
Masindi Hospital), and blood (Kiryandongo Hospital and
Masindi Hospital) for their perinatal clients. No mater-
nity unit had a designated waiting space for women in
labor and yet the consultation rooms for women were less
than five in both antenatal and maternity units (Table 2).

Delivery and maternity beds

The mean bed capacity for all hospitals in the labor
suite and the postnatal was 6 and 35, respectively. The
bed density per 1000 pregnant women in Masindi Hos-
pital was 1.2, 6.6 in Kiryandongo Hospital, and 6.4 in
Kagadi Hospital. Masindi Hospital had only three beds
in the labor suite and 11 beds in the postnatal wards.

Funding and support streams

All facilities had annual budgets though specific data
on the funds spent on perinatal services could not be
obtained. Kiryandongo and Kagadi hospitals had to
implement partner support in areas of capacity building,
equipment, and supplies.

Health facility processes to support perinatal care

Supervision, in-service training, and transition in
care

Regarding supervision, almost all (n=53 [98.2%])
HCPs felt supervised during their provision of perinatal

July & August 2024. Volume 14. Number 4

care to women by both internal and external supervisors
(n=45 [84.9%]), weekly by internal supervisors (n=24
[47.1%]) and quarterly by external supervisors (n=27
[57.4%)]). For in-service training, continuing medical ed-
ucation was the most common form of in-service train-
ing (n=27 [50%]) and was held on a weekly basis (n=19
[54.3%)]). Refresher training, despite being indicated as
present in these facilities, was available only once a year
(n=9 [69.2%]), with only Kagadi Hospital having the
opportunity of holding them at least three times a year
(n=3 [60%]). Meanwhile, almost half of Masindi Hos-
pital participants denied having any form of in-service
training (n=8 [47.1%]) Additionally, regarding transition
in care, the majority of the HCPs indicated that perina-
tal care services were provided at different points with
a clear patient flow protocol and patient support (n=38
[0.4%]; n=33 [86.8%]; and n=47 [87.0%], respectively).
In case of any referral, receiving units were not notified
(n=35 [64.8%]), mainly due to the lack of a standard no-
tification method (n=34 [97.1%]). Despite this, the ma-
jority of the HCPs noted the transition in the care process
to be good both at the units and within the department
(n=48 [88.9%] for both) (Table 3). Even when the transi-
tion was rated as good by the participants, some of them
(n=8 [14.8%]) expressed some difficulties in facilitating
patient transition in care. The difficulties documented
were mainly a result of patient or caretaker resistance to
transit and a high number of patients at the receiving unit
in case of a referral.

Coordination of care

Regarding the coordination of care, HCPs agreed to
have teamwork (MeantSD 4.1+0.62), communication
among the team members (Mean+SD 4.6+0.79), moni-
toring, follow-up, and response (MeantSD 4.7+0.49),
care planning with patients (Mean+SD 4.2+0.84), a con-
tact provided to patients while on the unit (MeantSD
3.9+1.58), and patient care handed over whenever shifts
changed (Mean£SD 4.0+1.64). Overall, the majority of
the care providers rated the care at the units and within
the department to be coordinated (n=49 [90.7%] and
n=47 [87.0%], respectively) (Table 4).

Continuity of care

Regarding informational continuity of care, all hospi-
tals documented patient care manually with the com-
monest information documented being present history
and care provided to the women (n=44 [81.5%] and
n=41 [75.9%] respectively). Drugs or medications giv-
en to women during the perinatal period were the least
documented information (n=25 [46.3%]). The documen-
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No. (%)
Characteristic Kagadi Kiryandongo Masindi Total
(n=25) (n=17) (n=19) (n=61)
Male 2(8) 1(5.9) 3(15.8) 6(9.8)
Gender
Female 23(92. 16(94.1) 16(84.2) 55(90.2)
20-30 16(64) 9(52.9) 7(36.8) 32(52.4)
Age category of the _
e e el ) 31-40 5(20) 1(5.9) 6(31.6) 12(19.7)
>40 4(16) 7(41.2) 6(31.6) 17(27.8)
Married/stable relationship 16(64) 15(88.2) 14(73.7) 45(73.8)
Marital status
Single/divorced/separated 9(36) 2(11.8) 5(26.3) 16(26.2)
Doctor (MBChB/MD) 1(4) 0(0) 2(10.3) 3(4.9)
Registered nurse/midwife
. I (bachelor/diploma holder) 6(24) 7(41.2) 9(47.4) 22(36.1)
Professional qualification Enrolled nurse/midwife
oo fesize el 17(68) 10(58.8) 8(42.1) 35(57.4)
Clinical officer (diploma in
clinical medicine) 14) 0(0) 0{0) 1(1.6)
Antenatal care 8(32) 5(29.4) 9(47.4) 22(36.1)
Work station Maternity 16(64) 11(64.7) 9(47.4) 36(59)
Administration 1(4) 1(5.9) 1(5.3) 3(4.9)
<5 8(32) 5(29.4) 3(15.8) 16(26.2)
Work experience (y) 5-10 11(44) 5(29.4) 8(42.1) 24(39.3)
>10 6(24) 7(41.2) 8(42.1) 21(34.4)
Yes 6(24) 6(35.3) 7(36.8) 19(31.2)
No 19(76) 11(64.7) 12(63.2) 42(68.8)
Management position n=6 n=6 n=7 n=19
Management role
Facility head/in-charge 1(16.7) 1(16.7) 1(14.2) 3(15.8)
Unit head/in-charge 3(50) 4(66.7) 3(42.9) 10(52.6)
Service lead/in-charge 2(33.3) 1(16.7) 3(42.9) 6(31.6)
MBChB: Bachelor of medicine and bachelor of surgery; MD: Doctor of medicine. peras)

tation was done mainly using standardized tools (n=53
[98.2%]), which were both stored at the facility and kept
by the patient (n=31 [57.4%]). Despite the use of stan-
dardized documentation tools, alternative records like
papers or exercise books were also used in all the facili-
ties (n=22 [40.7%]). Additionally, in case of a referral to
another unit or facility, all hospitals offered a referral re-
cord in the form of a referral note (n=39, 73.6%). When
documentation practices were assessed per unit, it was

observed that documentation of drugs or medications
was poor at both the antenatal and maternity units (n=9
[42.9%] for antenatal and n=16 [48.5%] for maternity).
In addition, recording of assessment findings was also
poor at the maternity units (n=16 [48.5%]) while record-
ing of laboratory or diagnostic findings was also poor at
the antenatal units (n=10 [47.6%]).
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Table 2. Availability of basic equipment, supplies, tests, and amenities at the study sites

July & August 2024. Volume 14. Number 4

Availability (%) or Status

Characteristic Mean
Kagadi Kiryandongo Masindi
Mean availability at the antenatal unit 85.7 85.7 85.7 6+85.7
Basic Mean availability at labor suite 90.9 81.8 81.8 9.3184.8
equipment Mean availability at the postnatal unit 0 66.7 0 0.7+22.2
Overall mean availability 76.2 81 71.4 16176.2
Essential
medicines Mean availability 45.5 72.7 81.8 7.3166.7
and supplies
Diagnostic Mean availability 100 100 100 7+100
capacity
Mean availability 92 84 68 20.3+81.3
Basic amenities details Availability status Avgtllaatzlsl‘lty Availability status
Power Yes (break less than Yes (break less  Yes (break of half
half a day) than half a day) a day)
Yes (somehow reli- Yes (somehow Yes (somehow
Water X X
able) reliable) reliable)
e i e e e Yes (sometimes avail- Yes (always avail- No (not avail-
able) able) able)
. Yes (always avail-  Yes (sometimes
Emergency transport Yes (not available) il s
. Yes (sometimes Yes (always Yes (sometimes
Operating theatre functional) functional) functional)
Laborato Yes (sometimes avail- Yes (always avail-  Yes (sometimes
i able) able) available)
Ultrasound scan Yes (available) velelims el (sqmet|mes
able) available)
Blood e (vl Yes (so_metlmes Yes (sqmetlmes
available) available)
Core staff accommodation Yes (fair) Yes (poor) Yes (poor)
Communication equipment -antenatal Yes (always func- Yes (never func- No (not avail-
unit tional) tional) able)
Communication equipment -mater- Yes (never func- Yes (never func- No (not avail-
nity unit tional) tional) able)
Basic Client sanitation facilities (toilet and . .
amenities bathrooms) - antenatal unit Vet e s L s i
Client sanitation facilities (toilet and .
bathrooms) - maternity unit Yes (poor) Yes (fair) Yes (poor)
Staff sanitation facilities (toilet and .
bathrooms) - antenatal unit Yes (fair) Yes (good) Yes (poor)
Staff sanitation facilities (toilet and .
bathrooms) - maternity unit ves e vee e HEE i
Consultatlon/examlnat!on rooms - Yes (few) Yes (few) Yes (few)
antenatal unit
Consultatlon/exarmnatl.on rooms - Yes [few] Ve (few) Nol(none]
maternity unit
Treatment/cou?asle::i% room -antena- Yes (few) Yes (few) Yes (few)
Treatment/coupsellng room -mater- Yes (few) NG (e o (e
nity unit
Medicines and supplies storage room - . .
antenatal unit Yes (fair) Yes (good) Yes (fair)
Medicines and supp_lles storage room - Yes (fair) N (e e
maternity unit
Staff duty/rest room - antenatal unit No No No
Staff duty/rest room - maternity unit Yes Yes No
Client-designated waltlpg space - ante- Yes (inadequate) Yes (very ad- Yes (inadequate)
natal unit equate)
Cllent—de5|gnategl walt!ng space - o (st arEfEls No (not avail- No (not avail-
maternity unit able) able)
“Few: <5. LAzl
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Table 3. Health facility processes to support perinatal care

No. (%)
Characteristic Kagadi Kiryandongo Masindi Total
(n=22) (n=15) (n=17) (n=54)
N 1(5. 1(1.
Presence of ° 0(0) o) (59) (1.8)
supervision Yes 22(100) 15(100) 16(94.1) 53(98.2)
Internal supervision only 1(4.5) 2(13.3) 3(18.7) 6(11.3)
Type of supervision External supervision only 1(4.5) 1(6.7) 0(0) 2(3.8)
Both internal and external 20(90.9) 12(80) 13(81.3) 45(84.9)
v Internal supervision n=21 n=14 n=16 n=51
©
3 Daily 9(42.9) 0(0) 6(37.5) 15(29.4)
2
(o]
> Weekly 8(38.1) 14(100) 2(12.5) 24(47.1)
Monthl 4(19 0(0 8(50 12(23.5
Frequency of oty (19) ©) (50) ( )
supervision External supervision n=21 n=13 n=13 n=47
Monthly 10(47.6) 1(7.7) 3(23.1) 14(29.8)
Quarterly 8(38.1) 11(84.6) 8(61.5) 27(57.4)
Yearly 3(14.3) 1(7.7) 2(15.4) 6(12.8)
None 2(9.1) 4(26.7) 8(47.1) 14(25.9)
Continuing medical
_ _ ducation onl 15(68.2) 6(40) 6(35.3) 27(50)
Forms of in-service < V
training Refresher training only 0(0) 2(13.3) 3(17.6) 5(9.3)
Continuing medical
education and refresher 5(22.7) 3(20) 0(0) 8(14.8)
training
Continuing medlcal h=20 n=9 n=6 n=35
education
Weekly 13(65) 3(33.3) 3(50) 19(54.3)
5 Monthly 7(35) 6(66.7) 3(50) 16(45.7)
g F ¢
= | rrequency ot Refresher training n=5 n=5 n=3 n=13
8 in-service training
g. Thrice a year 3(60) 0(0) 0(0) 3(23.1)
2
® Twice a year 0(0) 1(20) 0(0) 1(7.7)
Once a year 2(40) 4(80) 3(100) 9(69.2)
Provider of refresher Government 2(40) 2(40) 2(66.7) 6(46.2)
training Implementing partner 3(60) 3(60) 1(33.3) 7(53.8)
Unit in-charge 3(60) 0(0) 1(33.3) 4(30.8)
Recommender for P
refresher training Facility in-charge 2(40) 1(20) 0(0) 3(23.1)
Others 0(0) 4(80) 2(66.7) 6(46.1)
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No. (%)
Characteristic Kagadi Kiryandongo Masindi Total
(n=22) (n=15) (n=17) (n=54)
_|
g No (same) 2(9.1) 11(73.3) 3(17.7) 16(29.6)
o Z
g g Yes (different) 20(90) 4(26.7) 14(82.3) 38(70.4)
; g Presence of different Presence of patient flow n=20 = n=14 n=38
®3 service points chart protocol - - - B
2=
23 No 2(10) 0(0) 3(21.4) 5(13.2)
25
Qé_ Yes 18(90) 4(100) 11(78.6) 33(86.8)
No 15(68.2) 5(33.3) 15(88.2) 35(64.8)
Yes 7(31.8) 10(66.7) 2(11.8) 19(35.2)
e . - o Nature of notification n=7 n=10 n=2 n=19
Notification of receiving unit in
case of referral Telephone calls only 1(14.3) 4(40) 0(0) 5(26.3)
filizical acgr‘]’l';‘pa”ime”t 5(71.4) 6(60) 1(50) 12(63.2)
(St [N FE] 1(14.3) 0(0) 1(50) 2(10.5)
accompaniment
No 4(18.2) 0(0) 3(17.6) 7(13)
Yes 18(81.8) 15(100) 14(82.4) 47(87)
Support for patient flow Nature of support n=18 n=15 n=14 n=47
Respon5|b|||ty_ of each care 18(100) 15(100) 9(64.3) 42(89.4)
provider
Responsibility of each
patient/caregiver 0(0) 0(0) 5(35.7) 5(10.6)
Fair 4(18.2) 0(0) 1(5.9) 5(9.3)
Overall transition at the units Good 18(81.8) 14(93.3) 16(94.1) 48(88.9)
Very good 0(0) 1(6.7) 0(0) 1(1.8)
Fair 3(13.6) 0(0) 1(5.9) 4(7.4)
Overall Hanston within the Good 18(81.8) 14(93.3) 16(94.1) 48(88.9)
epartment
Very good 1(4.6) 1(6.7) 0(0) 2(3.7)
LAt
Regarding relational continuity, almost all the women Discussion

saw different HCPs on each visit (n=51 [94.4%]). Lastly,
for management continuity, the majority of the HCPs
indicated referring to the women’s medical records dur-
ing management on each visit (n=39 [72.2%]). In case a
woman’s medical record was not referred to, care pro-
viders expressed inaccessibility to the record as the main
reason for non-reference. Additionally, the hospitals did
not follow up on their clients once they left the facility on
each visit (n=40 [74.1%]) (Table 5).

This study found a low HCPs to women ratio with no
designated department leadership in two of the study
hospitals. There were few vital pieces of equipment
available for assessment of women in the postnatal
units despite their availability in the antenatal and labor
units. Medicines and supplies were sometimes available,
with all facilities having the capacity to make diagnoses
for women during pregnancy, labor and delivery, and
postpartum. A maximum of six beds existed for 1000
pregnant women in these facilities. Staff felt adequate-
ly supervised during their provision of perinatal care

Muwema M, et al. Structures and Processes for Perinatal Care in District Hospitals. JRH. 2024; 14(4):341-356.

349



http://jrh.gmu.ac.ir

Tosnal of Roscqarch £ Hoalth
JAVACVWIT I GV G ANV 7 79V } ALV eLiLil

July & August 2024. Volume 14. Number 4

Table 4. Coordination of perinatal care services at the study facilities

MeantSD/No. (%)

Characteristic

Kagadi (n=22) Kiryandongo (n=15) Masindi (n=17) Total (n=54)
Teamwork 4.3+0.50 3.9+0.68 4.2+0.67 4.110.62
Communication among team members 4.5+0.78 4.4+1.02 4.9+0.49 4.6+0.79
Monitoring, follow-up, and response 4.4+0.62 4.8+0.34 4.9+0.17 4.7+0.49
Planning care with patients 4.440.74 3.9+0.67 4.3+1.03 4.240.84
Provision of contacts to patients while on the unit 3.71.76 3.7£1.49 4.5£1.33 3.9+1.58
Hand over of patient care 4.610.80 3.74#1.95 3.5+1.94 4.0+1.64
Neutral 2(9.1) 0(0) 0(0) 2(3.7)
Overall
coordination of Coordinated 18(81.8) 14(93.3) 17(100) 49(90.7)
care
Perfectly coordinated 2(9.1) 1(6.7) 0(0) 3(5.6)
Neutral 1(4.6) 1(6.7) 1(5.9) 3(5.6)
Overall coordina-
tion within the Coordinated 18(81.8) 13(86.7) 16(94.1) 47(87)
department
Perfectly coordinated 3(13.6) 1(6.6) 0(0) 4(7.4)
peras)

though refresher training was rarely available to them.
Even with clear patient flow protocols and support for
patient transition in care, receiving units were not no-
tified whenever women were referred to them. Patient
care was manually documented, on paper or in exercise
books at times, with drugs or medications being the least
documented. In addition, assessment findings and diag-
nostic results were also least documented in the mater-
nity and antenatal unit. Women were always attended to
by different HCPs on each visit with no follow-up once
they left the facility. We explore further the elements of
quality of care as well.

Human resources

These hospitals had a shortage of critical human re-
sources, equipment in the postnatal units, and medicines
and supplies to adequately take care of pregnant women
during antenatal, labor and childbirth, and postpartum
periods. Similar findings have been found in other low-
income countries and regions of Uganda [9, 19-22].
Doctors and anesthetic officers were the least available
in these hospitals, a finding also revealed by other stud-
ies [23, 24]. The presence of these cadres is likely to af-
fect emergency obstetric surgical services accessed by
pregnant women [ 11, 20]. These shortages could explain
the provision of inappropriate perinatal care in these fa-

cilities which was found in our earlier publication [15].
These findings could also explain the premise described
by Donabedian’s quality of care model that structures are
likely to affect processes which in turn affect the out-
comes of care [4]. Lack of adequate staff, equipment,
medicines, and supplies makes it difficult for pregnant
women to receive the quality care as proposed by WHO
in its recommendations during antenatal, intra-natal, and
postnatal periods, as well as document the same as evi-
dence [1].

Hospital beds

Fewer beds were found in the labor and postnatal units
compared to the number of pregnant women who attend-
ed antenatal care in these hospitals. Accordingly, not all
pregnant women accessing care in these hospitals would
be guaranteed a bed during lab our or in the postnatal
period. This is in line with findings of other studies else-
where where fewer beds were found and women com-
plained of the unfavorable birth environments in hospi-
tals. Women complained of giving birth and sleeping on
the floor after delivery [22, 25]. The absence of delivery
and maternity beds is likely to undermine facility-based
deliveries and the provision of immediate postpartum
care to women after delivery [25].
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Table 5. Continuity of perinatal care services at the study facilities

35
o No. (%)
=}
e Characteristic -
2 Kagadi Iryan- Masindi Total
2 (n=22) dongo (n=17)  (n=54)
g (n=15)
Standard record tool (antenatal care
Nature of documenta- card, mother-child health passport, 22(100) 15(100) 16(94.1)  53(98.2)
tion tool (multiple patient file)
response) Alternative recog;zcrn)l (exercise book/ 9(40.9) 11(73.3) 2(11.8) 22(40.7)
Present history 20(90.9) 11(73.3) 13(76.5)  44(81.5)
History 12(54.6) 11(73.3) 10(58.8)  33(61.1)
Nature of information Physical assessment findings 13(59.1) 9(60) 8(47.1) 30(55.6)
_ documented (multiple
Y response) Lab/diagnostic findings 15(68.2) 10(66.7) 6(35.3)  31(57.4)
3
Y Drugs/medications 10(45.5) 8(53.3) 7(41.2) 25(46.3)
9]
>
QU .
6_’ Care provided 20(90.9) 8(53.3) 13(76.5) 41(75.9)
3
5 At facility only 12(54.6) 5(33.3) 4(235)  21(38.9)
=z .
Storage of patient care With patient only 1(4.5) 0(0) 1(5.9) 2(3.7)
record
Both at the facility and with the patient 9(40.9) 10(66.7) 12(70.6) 31(57.4)
Provision of referral No 0(0) 0(0) 15-9) 1(1.8)
recordin case of referral Yes 22(100) 15(100) 16(94.1)  53(98.2)
Nature of referral Referral note 17(77.3) 10(66.7) 12(75) 39(73.6)
record
Standard care record 5(22.7) 5(33.3) 4(25) 14(26.4)

Q =

S o i i 1(4. 1(6. 1(5. d

% 5 Review of patient at Reviewed by the same care provider (4.5) (6.7) (5.9) 3(5.6)
5]

Er' 3 CELNCRIERS Reviewed by different care providers 21(95.5) 14(93.3) 16(94.1) 51(94.4)
03§J Reference to patient No 9(40.9) 3(20) 3(17.6) 15(27.8)
= record during manage-

g ment Yes 13(59.1) 12(80) 14(82.4) 39(72.2)
=5

< 5
g No 13(59.1) 11(73.3) 16(94.1)  40(74.1)
2 Patient follow up
3 Yes 9(40.9) 4(26.7) 1(5.9) 14(25.9)

LAt

tests and equipment in the antenatal and lab units of
these hospitals. Other studies associated good supervi-
sion with improved quality of care [10, 26]. However,
in these hospitals, the quality of perinatal care was ob-

Supervision

This study shows that staff were adequately supervised
by both internal and external supervisors during their

provision of perinatal care to pregnant women. Supervi-
sion of perinatal care especially by internal and external
supervisors helps to enforce adherence to care standards,
identify, and address maternal service delivery gaps [10,
26, 27]. This could explain the presence of diagnostic

served to be inappropriate [15]. The lack of a designated
leader at the department level seen in two of these facili-
ties could have affected the influence of supervision on
the quality of care. There may be a need to explore the
relationship between supervision and quality of perina-
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tal care in these hospitals, and the nature of supervision
provided through research. In addition, HCPs in these
hospitals had a limited opportunity to attend refresher
training and thus could have experienced difficulty in re-
taining and adhering to previous training as well as get-
ting updates in perinatal care [28]. This again could have
affected the quality of care provided to pregnant women
in these hospitals.

Continuity of care

This study also showed that women who were referred
to other units for care did not have the receiving units
notified of their referral. This was mainly because these
hospitals had no formalized way of notifying the receiv-
ing units and lacked communication equipment. This is
in line with findings of a study conducted in South West-
ern Uganda where all pregnant women referred had no
prior communication to the receiving facility [11] and
similar studies in Tanzania and Ghana [29, 30]. The lack
of prior communication may hinder the receiving team
from adequately preparing for the referral, enhance the
quality of care, as well as ease patient transition in care.

Effective written communication is related to continu-
ity and high quality of care while poor documentation is
associated with poor quality of care [31]. In this study,
care was manually documented, on paper or in exercise
books at times, with drugs or medications being the least
documented. In addition, assessment findings and diag-
nostic results were also least documented in the mater-
nity and antenatal units. Manual documentation allows
detailed information to be written which improves ac-
curacy [31]. However, this system of documentation is
influenced by workload and time, creating differences in
the kind of information written [32]. The low HCPs to
women ratio in this study could have adversely affected
the documentation of information on medications re-
ceived, assessments done, and diagnostic tests undertak-
en. This may require standardization of documentation
to allow more accurate information in the time available.
Conversely, documentation of care on unstandardized
tools could undermine the storage, retrieval, and usage
of information thus breaking continuity in care. The poor
documentation practices may explain the inappropriate
care that was reported to have been provided to pregnant
women in these study sites [15].

Lastly, this study noted that women were attended to
by different HCPs on each visit. This is a common prac-
tice in resource-constrained countries in what is referred
to as a shared model of care [33]. Much as care by the
same HCPs on each visit referred to as personal continu-

Tosnal of Roscqarch £ Hoalth
JAVACVWIT I GV G ANV 7 79V } ALV eLiLil

ity is known to yield positive childbirth experiences and
consistency in care for pregnant women [34, 35], this
practice is far from being practiced in least-developed
countries due to constraints in human resources [33].
Context-specific strategies for promoting relational con-
tinuity of care among pregnant women will be explored
through research, mostly for such countries.

Conclusion

The study shows a shortage of critical human resourc-
es, equipment, and beds to support the provision of peri-
natal care to pregnant women. Pregnant women were
not adequately supported to transit in care and have their
care continued. The gaps in structures and processes
could have resulted in the inappropriate perinatal care
received by pregnant women documented in our earlier
paper. Therefore, the provision of required equipment,
infrastructure, and institution of clear systems for refer-
ral and documentation of care could enhance HCPs’ abil-
ity to provide quality care to pregnant women. There is
also a need to structure supervision of perinatal care for
positive outcomes. Further research could also be un-
dertaken to explain the relationship between structures,
processes, and outcomes of care; supervision and quality
of care; and relational continuity of care practices and
quality of care.

Study limitations and strengths

This study faced some limitations which we wish to ac-
knowledge. First, this was a cross-sectional study where
we collected data at one-time point. Perhaps, a follow-
up study assessing the structures and processes available
alongside the care processes over a certain period could
have been more insightful. To mitigate this, interviews
were held with facility managers to validate the structures
available and processes reported, although this was lim-
ited, not documented, and included in the study findings.
Secondly, the processes documented in this study were
self-reported. It is possible that the information reported
did not exactly reflect what was being done during the
care of pregnant women. Direct observation would have
given a better picture of how pregnant women are sup-
ported during care. Thirdly, the study reports the structures
and processes of three referral hospitals in the region. It
does not capture the capacity of lower-level facilities that
could have cared for these pregnant women before they
transitioned into these hospitals. The care provided at the
lower units could have influenced the outcome seen in our
earlier study. This study has some strengths. It is the first
of its kind to the best of our knowledge in the Western
region of Uganda, particularly Bunyoro where maternal
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and perinatal mortalities are high. This study further de-
picted the gaps in structures and processes that could af-
fect the care provided to pregnant women in this region,
which provides a basis for further analytical studies. It
further contributes to the region case study that may help
in understanding the quality of perinatal care provided
to pregnant women across resource-constrained settings,
and thus lays the ground for the development of quality-
of-care standards in such settings.
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