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Introduction

Obstetric complications occur suddenly and often
without warning to quickly become emergencies, and
their prompt and successful treatment without loss of
life, reflects the quality of obstetric services. Hence,
the direct obstetric case fatality rate (OCFR), Box 1,
is considered an indicator of the quality of obstetric
services. Evidence shows that improved quality of
care can substantially and fairly quickly reduce the
OCFR. Linked to this, a periodic review of the indicator
can point out the general trend, and enable corrective
actions if necessary.

To make such assessments, documentation systems
on obstetric case fatality need to be comprehensive
and accurate, and aligned to other systems such
as maternal and perinatal death review, as gaps in
information can lead to inaccurate data on the quality
of services.

Box 1: Definition of OCFR

‘The proportion of women admitted to [emergency
obstetric and neonatal care] EmONC facilities, with
major direct obstetric complications or who develop
such complications after admission, and die at the
facility before discharge.” WHO (2009) Monitoring
Emergency Obstetric Care: A Handbook

Method

In Bungoma County in Kenya, the UKAID-funded
Maternal and Newborn Improvement Programme
(MANI) worked with health care providers in six sub-
counties to understand documentation practices
and identify challenges. Data recording systems
for obstetric complications and outcomes were
systematically reviewed from a total of 26 government,
faith-based and private hospitals, health centres and
dispensaries. Thisincluded reviewing relevant registers
and patient files at facility level. A total of 17 key health
workers and managers were interviewed to understand
their perspective and experiences of recording OCFR
data. Following this, the team identified gaps and ways
to improve and organise OCFR documentation.

Findings

Limited understanding of obstetric complications
and lack of guidelines

Health  workers'  theoretical awareness  and
understanding of obstetric complications was strong,
with depth of knowledge increasing with health
workers' seniority and experience. Awareness of tools,
sources of information and national guidelines was
also good but utilisation was low, sometimes due to
lack of access to these resources, but also because
of the absence of national guidelines on definitions
of maternal complications. Not surprisingly, in
practice, their knowledge and confidence was much
weaker. This lack of knowledge was then reflected in
documentation.

Obstructed and prolonged labour were the most
poorly documented complications. This was related to
poor understanding of when an ‘indication’ becomes a
confirmed ‘complication’

In 74% of the cases reported as prolonged labouir,
duration of labour was not documented in the register
and the patient files were missing, making it impossible
to know if the entry was correct i.e. if it met the threshold
for this diagnosis.

Fragmented reporting system

A quantitative overview of the high levels of incomplete
and/or fragmented documentation is provided in Figure
1. One of the key findings, however, was that data relating
to maternal complications tended to be documented
in maternity register, not in patient file. Although
most clients with complications are managed in the
maternity unit, 9% of maternal complications were also
documented in other departments such as inpatient/
gynaecology, antenatal and outpatient. Routinely these
complications are not reported at the end of the month
even though some have resulted in mortalities.

Additionally, documentation practices on maternal
referrals from a lower facility to a hospital appear to
be ad-hoc, with only 62% of the referral cases covered
by the study having both the reason for referral and
the name of the facility recorded. There is currently
no existing guidance on how complications should be
reported by the source and receiving facilities.



Figure 1: characteristics of the selected client records
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Fragmented reporting means that although
complications that may have resulted in mortality are
recorded somewhere, they are not included in routine
facility reports and therefore not reviewed. Two of
the 26 facilities in the study had zero complications
reported in the DHIS for the reporting period although
12 and 13 complications had been documented in the
register. These were not reported because they were

recorded in the incorrect column.

It is not surprising, given the above, that researchers
observed during the data collection, that health
workers retained most information about critical events
in their memories. This includes essential information
that should have been documented in registers and
patient files for continuity of care.

Sub-optimal quality of reporting

Obstructed and prolonged labour most poorly
documented complications due to poor understanding
of when complication was confirmed due to different
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perceptions of when complication should be confirmed.
Only 5 of the 7 WHO recognised complications are
routinely reported on nationally (Box 2). This leads
to significant levels of under-reporting both in terms
of the complications that are identified and then how
these are reported.

Only 5 of the 7 WHO recognised complications are
routinely reported on nationally (Box 2). This leads
to significant levels of under-reporting both in terms
of the complications that are identified and then how
these are reported. Post-partum haemorrhage and
ruptured uterus were the most accurately reported
complications. Antepartum haemorrhage and
obstructed labour were most often under- or mis-
reported (Figure 2).

Documentation practices often appeared to be ad-hoc
and inaccurate, however reporting discrepancies were
more often noted occurring between the register and
the reporting tool, than between the reporting tool and
the district health information system (DHIS).

Box 2: Reporting against international indicators

Complication

Reported by WHO

Reported by Kenya

Haemorrhage Yes Yes

*  Antepartum

* Postpartum

Labour Yes *  Obstructed labour is reported
e Obstructed * Prolonged labour is not

*  Prolonged

Postpartum sepsis Yes Yes

Complications of abortion Yes No

Severe Yes * Pre-eclampsia is not reported
pre-eclampsia/ eclampsia * Eclampsia is reported
Ectopic Pregnancy Yes No

Ruptured Uterus Yes Yes




Figure 2: Different descriptions of obstructed labour
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Reasons for poor-quality/under-reporting
Lack of understanding of specific maternal conditions
Lack of realisation of the importance of data accuracy
Time and workload pressures
Adaptation of reporting methods
Lack of training

Lack of understanding of forms and the importance
of standardisation

Individualised and weak reporting leads to a vicious
circle of omissions and inaccuracies - the results of
this are particularly significant when referral notes
from lower level facilities are incomplete. Even more
worrying, it also leads to lack of trust of the information
contained in the records.

Individualised responsibility for reporting

Documentation work was reported to be an individual
responsibility, with only one respondent reporting that
it was a team effort:

‘It is a team (effort) because after that we do a review
and audit, then it is recorded within us, then it’s taken to
the records officer, then the information is captured, then
sent to the DHIS.’ Respondent 129:17

This overall sense of individual rather than team roles
may, at least in part, account for incomplete medical
records of maternity cases. Not surprisingly, there
was little inter-departmental exchange of information,
learning, or coordination in reporting. This also helps
account for non-standardised reporting, with health
workers adopting own methods of reporting:
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‘In fact, that register the way it is just planned, there is
a way of documenting. In that register what you find is
that client, there are no columns, but we have made it
ourselves for complications in case you find something
in that client that is not normal. For example, you have
taken the blood pressure and is very high you document
there, and it shows that actually there is something else
wrong here like a pressure of about 170/120. Anybody just
seeing that says it's a complication but it could be difficult
to someone who doesn’t understand because it has no
column that indicates this is a complication in the register.’
Respondent 105:3

Documentation practices shows that there is little inter-
departmental exchange of information or co-ordination
around it, which also makes it highly likely that details
of some women who report complications may have
been missed out, if they have not been a part of the
maternity register.

Conclusion

Recognition and knowledge of obstetric emergencies
are important to prevent case fatalities. Accurate
record keeping is an essential component of improving
knowledge, enhancing care and enabling identification
of strengths and challenges within facilities and the
health system. At present, there is a need to strengthen
both the process of reporting as well as the quality of
the data itself.

It is encouraging that during this study it was clear that
although a sense of shared ownership and responsibility
for documentation and reporting processes was
absent, there was considerable interest in improving
data quality. This suggests that there are opportunities
to introduce appropriate ways of strengthening data
quality alongside increasing the capacity of health
workers to input data but also to optimise its use as
part of improving maternal health outcomes.



Box 3: Recommendations - Facility Level
» Active tracking and strengthening of documentation in all departments that manage maternal complications.
«  Strengthen the use of patient files for documenting detailed patient care, and proper storage for easy retrieval.

« Encourage use of correct names of complications and internationally acceptable abbreviations in registers
and files to minimize misreporting.

* Production of detailed referral notes indicating key milestones in the management of the patient to accompany
patients at referral.

» Establishment of facility data quality teams to foster team work and ensure data quality assurance is a
collective responsibility.

Box 4: Recommendations - Subnational Level

* Mentorship and structured support to ensure health workers are able to put their knowledge into quality
practice.

« Initiate a documentation improvement project with clear actionable items to improve documentation across
all hospital departments.

Box 5: Recommendations - National Level

* Develop and disseminate clear guidelines on maternal complications. Guidelines to include definition of
complications and documentation basics.

+ Consider including all WHO defined complications in the national reporting system.
* Inclusion OCFR in the national indicator reference manual.

» Easily available job aids and reminders to enable health workers to identify complications early.
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