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Abstract: This paper describies the matemily monitoring system in Botswono, developed fn 1998,
and the moin methods used: matemal death and merbidily reviews ol sendce delivery level analysis
by the National Maotermal Mortality Audit Commitiee of data from the reviews o5 reported on
two forms, perinalol reviews and suneys using process ndicotors. We carrled out o study of these
findings o examine whether the system was working well Sunveys using process indicotors fn 2001
ond 2006 were amalsed, Other dalo examined were from 200d4=2006 and early 2007, The
Metermal Death Notification Form was found to be comprehensive but aat ol health foolities were
submitting them ond some gove incomplete information. In 2000, 704 of pregnont women alblended
anfenatal care bul access fo emergency obstelric care was ureven. In 2008 28 focllities with
maltemily services sunveyed were provding 24=hour delivery care, bul loboroton: theatre and blood
supplies were more mited, and only 509 of declos and 670 of midwiees hod Ffe-saving skills.
Antibiotics were widely avallable, but there were shortoges of magnesivm sulphate, diazepam,
owplocics and manual vocuum aspiration ks, Recommendalions for improvements have been made,
training for skilled attendanls & ongoing amd o medical school has just opened of the University of
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are not considered relisble.! In the 19905

figures ranged from 200 per 100,000 live
births in hospitel records For 1990-92,% 1o an esti-
mated 481 n the WHO/UNICERUNFPA mport
of 19957 and 200-250 in the Global Maternal
Mortality Fact Book in 1999.* Mo recen iy,
awording to routine fdlity-based rconds in
2004, the fgure ranged from 175 in 2004 o
154 in 2005 and 165 in 2006.57 Dala on mater-
nal morbidity in Botswana are also limited A
2004 unpublished government report, using datz
collected through the confidential Maternal
Death Wotification Form [MIT2000 Review 2006)
revealed that of 36,204 deliveries, there were

STAT[ST[CS aon matemal morizliity in Boiswana

7073 women who experienced maiernal compli-
cations or morbidity.”

According to the Botswana Multiple Indicator
Survey for the year 2000, the proportion of women
aged 15-49 vears attended at least once during
pregnancy by skilled personnel (& trained mid-
wife, medical officer, neona tal nuse or ohstetrcian-
gynaecologist | was 97%.7 an increase of 3% over
the 1996 figures,' while the poponion of births
attended by = skillead zitendant wes 9%, The
modern contraceptive prevalence mie was 449
in 2000,% and the 2001 Populstion and Housing
Census reported & total fertility rate of 3.27.°

Botswana is 2 landlocked, semi-zrid country
in southern Africa with an estimated popula tion
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of 1.7 million. Just over half the women are of
reproduciive age. The South Eastern and Easiern
regions of the country contain 88% of the
populaiion, while the wesiern deseri reglon has
& very low populastion. Most of the hospitals
were initially bulll on the esstern side of the
country. Bolswana is served by two major mad
networks, in the southern and northern pans of
the country. " Tarred roads are found in most
districts, connecting major villages, which
mazkes ransportation and referral of maternity
patients more efficient.

Monitoring progress in reducing maternal
mortality is wvital. This paper describes the
maternily monitoring system in Bolswang and
the main methods used: maternal death and
morbidity reviews at facility level, analysis by
the National Maternal Mortality Audit Commit-
tee of data fom the eviews reported on two
forms, perinatal reviews amd the WHO process
indicatos. We carried out 2 study of the evi-
dence from this monitoring system o examine
whether the system was working = well 25 il
should and make recommendations For i mprove-
merls, Data feom two analyses of process indi-
cators in 2001 and 2006 were studied ALl other
datz siudied were from 2004-2006 and early
2007, Data were also obtzined from Botswa-
na's Safe Motherhood Programme reports and
annual National Maternal Monality Audit Com-
mittes reports. In some cases, personal com-
munication with key informants was used to
werify data.

Botswana's health care system

The Government health care system is the
responsibility of two ministries. The Ministry
of Health, established in 1975, is responsible for
the formulation of mational health policies, the
education and trining of all heslth personne
and the employment of primary, distict 2and
referral hospital staff The Ministry of Local
Governmen! & responsible for the management
of dinics, health posts and mobile stops.
Coordination between the two ministries s
ensured through the joint Primary Health Care
Coordinating Comimilles, v operalion slnde
1976."

There are 24 health disidets, based on 2
primary health care model. Services are decen-
iralised and deliversed through severzl levels of

facilities, from mobile stops to health posts and
clinbes, up to primary, disirict and large naiional
referral haospitals. The referral system provides
increasingly sophisticaied services al swecessive
levels. Clinics provide maternity services and are
normally staffed by registered nurses and mid-
wives, These include antenatal care, treatment
of problems in pregnancy such & anasemia, and
normal deliveries. Pramary hospitzls are stalled
by nurse-midwives and medical officers, and
provide & wider range of services, including
most deliveries. Pamary hospitals are supposed
o provide basic essential obstetric care butl are
not equipped For surgery or managing compli-
calions of delivery such & obstructed labour,
District and referral hospitals are the next levels
of health facilities, equipped o carry oul
caesarean sections and blood transfusion. All
hospitals are open 24 hours & day; clinics are
open from 7:30m-430pm. However, there is
always a sall member on call & clinics o
attend to emergencies. The security guard at the
clinie s responsible for alering szl on ezl
about the existence of any emergency.

According to National Development Plan 9
(200:4-2004), there are 810 mobile stops, 341
healih posis, 261 clinics, 14 disirict hospitals, 17
primary hospitals and 3 national referal hospi-
tals. " Tt s government policy that every settle-
ment with a population of %00 or more has &
health facility, while all administrative distdcis
have either & primary or district hospitsl. Sexual
and mproductive health services such as ante-
natal care, delivery and post-natzl care, Gamily
planning post-abortion care, infertility services
and sexually transmitted infection (ST services
are provided free at zll government clinics,
clinics with maternity care and hos pitals, Where
there are no clinics, heslth wodkers have to
ensure that such services are scheduled and
offered through outreach services (mobile stops).
In addition to Government health institutions,
the country also has two private hospitals,
several private clinics and three mining hospi-
tals where maternity services are provided.

A refere], disteict znd primaey hospitzls o
well & clinics in Botswana have telephones.
This makes 11 exsy for health practtiones 1o
com municate with each other about issues
related o maternity care. Unforiunaiely, some
of the health posts do not heve telephones, but
have o rely on insttiutional two-way Radio Call
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Fervices, popularly known as roger-mger, Com-
munications between health posts and other
heealth facilities may be hindered & the roger-
roger system uses solar power and is dependent
on weather conditions. This may adversely
affect the speed with which stafT from facilities
can communicate with Central Medical Store
[CM5) pesonnel for procurement of essential
obstetrc drugs 2 nd equipment.

Maternity monitoring system in Botswana

The Safe Mothethood Conferenice of 1987 in
Mairobi recommended that countries adopt
sirategles o reduce maternal morialiiy by at
least 50% by the year 20000 The Bolswana
government accepled these recommendations
amd launched its national Safe Motherhoodd Ini-
tiative in 1990."" The current wohjective of the
programme is to reduce the maternmal mortal-
ity ratio to 1500 by 2011. Botswana has also
endorsed the Millennium Development Gozl of
reducing the 1990 maternal morality ratio by
75% by the year 201 5.' In order to mezsure the
impact of Safe Motherhood programme inter-
ventions, & system of continuous evaluation and
assessment of progress in relation to maternity
care was developed. Thus, & national maternal
morbidity and morality monitoring system,
wiith twio main monitoring levels, was developed
in 1998, The system is designed o provide an
apportunity for 211 these involved in the health
system (o paricipate.

The two levels zre interngl (imstitutionzl) gnd
external [non-institutional). The internal level
involves monitoring comemitess g1 health Faeili-
ties with in-patient maternity care. These are
found &t elinies with malemily services, pri-
mary, district and referal hospitals. The compo-
sttton of the commiites ai ezch level includes
representation from the obsterrics and gynaecol-
ogy team plus the officer in-charge of the facliny.
The commit tee meets iFand when morbidity and
or & maternal death have cocurred within the ins-
titution. StafTat eschleve are required 1o consider
amd discuss each case, examine the circumstances
leading up 1o it and make relevant conclusions
and recommendations on each individusl case "
Adl the information obtained fom each case is
eventually compiled and the report is forwarded to
the Ministiry of Tealth Safe Motherhood Pro-
gramme office. The main objectives of the internal

monitoring committess include improvement of
services at the Facility, provision of information
and educztion to Gecility staland the communily,
improvement of the referral system and provision
of in-service trining.

The external mondtoring system is based at
national level. Tt is composed of obstetrician-
gynaecologists From variows health regions, mid-
wives and regional senior matrons ffom the
southern and northern parts of Botswana, & gen-
erzl medical officer, representztives from WITD
amd UNFPA, and the Safe Motherhood Pro-
gramime Coordirnalor, who Seves a5 secreélaly Lo
the committee. This committee is referred (o as the
National Maiernal Moriality Audii Commitiee,
amd it meets on quarterly basis. [is primary role
is o assist the Minisiry of Hezlth to sssess &l
maternal deaths reported at national level and
advise the Ministry accordingly. The Commities
is also responsible for conducting confidential
enquiries and developing a reporting system on
maternal deaths. The Comemittee eviews national
ohstetric emergency guidelines with a view to
improving service delivery. Within the Commitiee,
there & assessos who prepare & summary ofeach
wase from the maternal death notification form
MH2000) and the case notes from Bcilities and
then submit the report to the Mationz] Maternal
Morbidity and Mortzlity Auwdic Commitiee. The
Committee then reviews all maternal death sum-
mary reports and makes recomemendations o the
Ministry of Hezlth.

Data collection

Al hezlth Faeility Tevel, the information on
maternal morbidity and mortality is collected
theoiigh the conldentizl Maternal Death Noti-
fication Form (MH2000), developed by govern-
meni. The form is anonymous in respect of the
health personnel involved in the mansgement of
the case in question. ™ Tt does include the name
of the facility and district where the death
occurred. It further captures demographic details
of the decezsed, including nzame, summary of
antenatal care provided, ca reduring labour, deliv-
ery and pueperium as well 2 neonatal in forma-
tion. The form has & section that asks whether
Fzmily members contributed W any of the prob-
lems encountered by the pregnant woman. It
also seeks 1o find out i ther were any logis-
tical or health personnel -related problems that
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contributed o the morbidity or mortality. The
form includes post-mortem results and an assess-
ment & to whether or not the death was avoid-
able. Ultimately, the formhas to bear the signature
of the medical officer who compiled the data,

Immediately after 3 woman dies in 2 health
facility, the head of the facility should notify
the Ministry of Health by telephone. The con-
fidential maternal death notification form
should be completed in duplicate by either the
midwife or the medical officer within seven
days of the death and submitted o the Sexual
and Eeproductive Health Unit, with copies of
the antenatal card, case records and all inves-
tigation results.

The other form used is & one-page maternal
and pednatal monitoring tool (MH3123), filled
out by facilities on & monthly basis o summa-
rise and report on the maternily services. The
form was developed due to the concern that the
maternal death notification form was not being
completed adequately and the frequency of
reporting o the national level was not regular,
In addition, unless @ matemal death occurred,
vital information on maternal morbidity expe-
rienced by women was not being reporied as a
death has o occur for the MH2000 form to be
filled in.®

The maternal and perinatzl monitodng form
captures the total number of delivedes and cate-
gorises them as follows: spontaneous vertex deliv-
eries, mesarean section, breech, vacuum extraction
and forceps. The form also captures multiple births,
delivery before the arrival of 2 skilled attendant,
live births weighing less than 2.5 kg or equal tof
more than 2.5 kg, stillbirths below 1 kg 1.0-15kg
and above 1.5 kg Congenital sbnormalities, con-
ditions such as pre-edampsia, eclampsia, anae-
mis, post-partum hzemorrhage, obstructed
lebour, ruptured utems, sepsis, antepartum hae-
moorhage, 3nd or $th degree tear, vesico-vaginal
fistula and other complications are also monitored
through this form.

Process indicators used to

measure progress

Botswana also relies on process indicators for
regular programme I!I:l-LI-I!li.[LI-I.‘i.I!I.g.I The indicators
describe the functionality of health services and
their capacity to address life-threatening com-
plications during pregnancy and delivery. These

indicators include number and distribution of
essentizl obstetric care services, the proportion
of deliveries attended by skilled atiendants
and occurring in institutional settings, the rates
of operative delivery and institution or case-
Fatelity raves ™' *'* Surveys and Facility-based
assessment studies are used to collect data on
process indicators.

Data compilation and analysis
The National Maternal Mortality Audit Commit-
tee analyses the data to assess the management
of the patient. Written feedback from the Com-
mittee is given to stafl at the facilities involved
via the Research and Evaluztion section of the
Sexuzl and Beproductive Health Unit. Feedback
is in the form of recommendztions on how to
handle similar cases in future. For instance, if
the analysis reveals that a morbidity or mortal-
ity occurred because of shortage of stall, then
the Committee recommends additional staff for
that Facility.

During a recent Committee meeting, there was
& case of @ woman who died because her blood
pressure was oo high, and she was managed at
& lower level facility which lacked essentisl
drugs. Instead of transferring the woman o a
referral hospital as per obstetric guidelines, a
medical doctor at the receiving facility commu-
nicated with the referral hospital by telephone to
ask for the drug, only to learn that the drog wes
out of stock. The doctor then decided not to refer
the woman o a higher Gcility. The feedback
given was that in future, similar cases should be
referred on the basis of the written obstetdc
guidelines, which stipulate that they should be
manzged at & national referral hospital.

Data on the maternal mortality
maonitoring system

Motifiation forms

During regular, scheduled meetings of the
Mational Maternal Mortality Aodit Committee
and support visits to the districts by nationsl
stafl, it has been reported that the Confidentizl
Maternal Death Notificetion Form is compre-
hensive enough and covers vital information,
including the cause(s) of death. However, not zll
health facilities were submitting forms and some
forms were being returned with incomplete
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information. We were told that staff in health
Facilities felt that the form was wo lengthy and
required & lot of time to compl de.

Considering that maternal deaths in Botswana
occur infrequently, we concluded that the con-
cern expressed was not genuine. Howewer, in
2006, the Nationsl Malernal Mortelity Audit
Committee reduced the form from eight to four
pages, relzining sections For all the information
considered essential. Copies of the revised form
were senl to health Cecilities for use starting in
January 2007.7 The Commit tee continues to moni-
tor the use of the form

According to the Assistant Director of Clinical
Services [a member of the Commitiee), maternal
death notification by phone within 24 hous is
working smoothly. However, the submission of
the form within seven days has proved to he
problematic. Health Gacility stafl said that seven
days was too short for the local monitoring
committes 1o have mel. Eezsons given for this
included the fact that some commities members
eright be on might shifl, of 7 duty oF Temporasily
out of the duty station. This ressoning seemed
Faulty to us and indicaied more of an ziiiiudingl
problem since, in & wear, & facility might expe-
rience & maximum of two deaths,

It was observed that there was no Focal person
at the facility level responsible for monthly
compilation of malernal morbidity 2nd mortal-
ity statistics, which means no one can be held
accountable for compiling the datza

The feedback from health facility staff on the
rnaternal and perinatal monitoring wol (ME3123)
was that it is user-frendly because of its short
lengh, They also felt that it asked For relevant
amd condse information. In our view, however,
althowgh the fomn &sks for concise information, it
does not ascertain the rationale for pocedures
such as caesaran section or vacuum eximoion.
Mordoes it ask for the steps that led to & stillbirth
or aliribute the stillbirth to either maternal con-
ditions, such as syphilis or disbetes (macerated
slillbirth], or w poor birth technigues resalting
in avoidable death (fresh stillbirth).

Mumber and causes of maternal deaths
For the years 2004 and 2005, there were 116
maternal deaths reported from health Facilities ®

The direct cawses of death were eclampsia, ante-
amd post-partum haemorhage, obstructed labowe,

ruptured wierus, sepsis, pulmonary embolism,

anaesthesia and disseminated in travascular coagu-
lation, whileindirect causes of deathwere malaria,
AIDS, cancer and unknown causes (Boitumelo
Thipe, National Safe Motherhood Programme
Coordinator, Personal commurnication, 2007].
Table 1 shows the direct causes of maternal
death in 2005 Ante-parum and posi-pariam
haemorrhage were a result of abruptio placenta,
placenta preevia and grand mold-pariy. In
2007, a woman who was pregnant for the 15th
time died of hsemorchas ge. BEclampsia is very
comenon mainly because of hypertensive dis-
orders of pregnands. Also, high blood pressur
is very common among the general population
of Botswana. [U was not clear from the forms
whether the women who died had had eclamptic
fits or pre-existing hypertension.
Ahortion-related mortality is associated with
the restrictive abortion law in Botswana. Abor-
tion is ondy legal if the pregnancy is a result of
rape, incest or defilement, or i pregnancy will
result in poor maternal health, such as in situ-
alions where & woman has been dizgnosed with
cancer. Abortion is also legal if the pregnancy
poses a risk o the woman's life, or if the child
would suffer serious physical or mental handi-
cap. Two doctors have to confirm in writing that
at least one of the conditions applies. Due to the
restrictive nature of the law, some women with
an unwanled pregnancy resort o flegal and in
most cases unsafe sbortion, often with crwde
instruments, 'S Abortion among HIV positive
women & also common. The statistics on abortion
are extremely insccurzle & abortion s under-
reported For fear of repercussions.” Some of the
women who have had indued shortions present
with septicaemia amd the underying cause may
be missel or not reconled The unrelisbility of

Table 1. Direct causes of maternal mortality

and proportion of occurrence in 14 hospitals
with emergency obstetric care, Botswana,
2005°

Causes of maternal deaths (n=32) L
Past-prartum haemorthage 34
Obstructed labour 25
Buptured uterus 20
Elam psia 6
Antepartum haemorrhage 3
Abartion i
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slatistics is exacerbated by the Fact that gbortion
is very secretive in Botswana.

There is a high rate of HIV (37-40%| among
women of epodudive age in Botswana ® For 2004
through 2006, there were 6, 16 and 7 ATDS- related
denths, respedively. For the same time pedod, there
were reine unclassified matermal deaths®

Contributory Factors to maternal deaths were
leck of blood supply for transfusion, delsy in
the decision o seek health care due to lack of
knowledge sbout complications of pregnancy
and delivery, delay in reaching & health facil-
ity due o transport problems and poor obstel -
ric manzgement. An association was found
between grand multiparity and maternal mor-
tality, but the MI2000 form does not collect
data on other socio-cultural factors such & lier-
acy, employment status, socio-economic status
or early mamriage

In 2007, two out of 21 cases of maternal death
to date oecurered due to lsck of Blosd [Boitumelo
Thipe, National Safe Motherhood Coordinator,
Persomal communicalion, 2007]). Some Gmilies
in Botswana are living in great poverty"® and
do noi have moior vehicles o fransport the
labouring woman to the nearest health facility.
Although the government of Bolswanz has a
policy that allows families to engage a private
wehicle for emergencies, some families are not
aware of this provision. As 2 resull, they delsy
seeking help while negotiatiating with wehicle
owners for chesper rales. Some women arrive
on time at the health fecility, but due to &
shorlage of professionzl siall, ther is a delsy
in obtaining emergency obstetric care'® For
instande, one of the maternal desths reported
early in 2007 was due to feilure to obiain emer-
geney obstetric care as the only available doctor
was engaged in theatre (Boitumelo Thipe,
Mational 5afe Motherhood Coordinator, Pesonal

communication, 2007 ).

Meonatal data

REoutine health s tatistics showed thet there were
600 neonatzl deaths and 36,000 live births in
Bolgwana in 2004, This kanslates 1o 4 nationsl
neonatal mortality rate of 16.6 neonatal deaths
per 1,000 live births. The proporiion of neonaial
deaths varied by facility, with & range of 21 to
52 deaths per 1000 live births, The facllity
which recorded the highest neonatal deaths was
a referral hospital. OF the 36,000 live births in

2004, 4,668 infants weighed less than 25 kg, or
13% were of low birthweight.

Process indicators

In relation to process indicators, & community-
hased national impact survey condwcted in 2001
revemled that 70% of pregnant women atlended
antenatal care either inthe second or thind trimes-
ter. The same survey found that scoess o emer-
gency obsterric care was uneven. [n the Eastem
and Southem rgions, 28 oul of 34sampled clinics
were located 50 km or less from an emergency
obstetde care Gecility, while in the Western region,
the average distance was over 181 km. Al sur-
veyerd facilities, including clinies with maternity
carg, reported that they provided lshour and
delivery services on & 24-hour basts, while out of
14 sampled hospitals, 11 prov iled comprehensive
emergency obs e care,

In 2006, the Sexwal and Eeproductive Health
Unit of the Ministey of Health conducted 2
facility-based assess ment study to obtain base-
line data on the svallability and utilisztion of
emergency’ obsietric care services in the coun-
irv.® The assessmeni included iwo oui of three
referral hospitals, four out of 13 district hospi-
tals, elght out of 18 prima ry hospitals and 14 out
of 102 clinics with maternity care, & total of
28 maternity-hased facilities surveyed out of &
total of 136, Health Geilities without maternity
services woere not surveyed The study found that
all faciliies with matemity services provided
24-hour lebour and delivery care. Fourteen of the
28 provided lsborziory, theatre and ansesthetic
services and blood supply. Over 509% of the doc-
tos and 67% of the midwives were trained in
life-saving skills. Mest essential services were con-
ducted by qualified medical offices and midwives,

Mot zll hospitals provided comprehensive
emergency obsietric care, and not @l health
facilities had essential supplies and equipment.
Three out of fowr district hospitals were providing
comprehensive essentizl obstetric care while two
out of eght pimary hospitals were providing
hasic essemtial olstetric care. Unfortunately, the
siirvey peporl did nol state the names of the Faeil-
ities providing comprehensive or basic care. Asa
resuli, it s noi possible to aocount for which
population recetved one or the other.

The proportion of binhs in fecllites with essen-
tial obstetric caoe (769%) and of Ccassarean sections
(7% &s & percentage of all expected births were
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found to be within the UN-recommended levels.
As to availability of essential drugs, the study
revealed that antibiotics were available in abun-
dance for emergency obstetric care while mag-
nesium sulphate and diszepam were in short
supply, especizlly in district hospitals, Oxytoxic
drugs such as ergometrine amd syntometring
were also in short supply. There were shortzges
ofother types of equipment and supplies, such as
manual vacuum aspiration kits, as well.

The case-fatality rate was 0.76, below the 1.0
recommended by the UN. However, it was found
that most complications leading 1o & maternal
death were not recorded. On the other hand,
there were some improvements in communica-
tions, such a5 tde-medicine (where a specialist
in & referral hospitzl is able to communicate with
& doctor in & Facility without an obstetrician-
gynzecologist), & fying mission [patients are
transported by seroplane 1o & higher level of
card and improved mad networks,

Discussion

The confidential Maternal Death Notification
Form is generzlly & useful tool. However, it only
captures hospital-based data, which can be a
poor reflection of the extent of the maternal mor-
tality at district and national levels. District and
nationzl mortality estimates reguie information on
all deaths, institution and community-based Also,
il not all deaths are reported through the form or
are incomplete, then there s under-reporting of
matemal deaths, which in turn may lead o incor-
redt projections in relation to resouwrce requirments.
It is hoped that the shorter form will encourage
submission of complete and relizble data
Monitoring through the MH2000 form hes
revealed that ther are problems at both faclity
and district levels. First, it has been observed that
faclity-based commitiees are not functioning
optimally and do not meet regularly. Ther seems
to be lack of ownership as the committees are
attached to individuals rather than positions or
cadres, Regular monitoring and supervisory visits
tothe districts by the secretariat of the Sexual and
Eeproductive Health Unit could help resuscitate
the committees at both facility and district levels.
REesearch on maternzl mortality provess indi-
cators has so far been limited to & few small-scale
quan titative studies. These studies also focus only
on the number of facilities providing basic and

comprehensive essentizl obstetde services with-
out reference to the population covered

Some of the data collected on process indi-
cators could not be relied upon. For instance,
although the caesarean section rate was found
to be within the acceptable range, indications
for the operation were nol recorded. As a result,
it is not clear whether surgery was appropriate
or not. Although it is possible to trace the indi-
cations from obstetric records, it is not easy to
get hold of these records since computerisation
of patient data is relatively new in Botswana.

The monitoring system has helped 1o improve
amnd expand some aspects of maternal heslth
care, Due to the findings of the monitoring
system, maternal death was made & notifiable
event in 2006 and plans are underway (o enact
legislation to criminalise the faillure to report
maternzl deaths. Furthermore, extensive training
for skilled attendants is ongoing. The Ministry of
Hesalth has intensified recruitment of qualified
midwives and doctos from other countries, such
a% Cuba and China. As of June 2007, a medical
sthool has been sa up at the University of
Botswana in Gabomone, the capital of Botswana,
and the first intzke of medical students is
expected by 2008, Tt is hoped that the existence
of the medical school will increase the number of
skilled attendants for childbearing women.

We have also made the following recom men-
dations for improvements in maternity care and
monitoring of the maternily services:

® [nformation for the community should be
strengthened on utilisation of private vehicles
in cases of obsteric emergency.

* Staffling and equipment norms per level of
care concerned with maternity services should
be established.

® The secretarial of the Sexual and Reproduc-
tive Health Unit should train Fecility and
district level committese members in the
importance of data collection, collation and
analysis. Members of these committess should
meet periodically to analyse datz and make
eviden ced-based decisions about future care.

® [n order to address non-institutional maternal
deaths, the various monitoring committess [at
facility and district level] should include
represeniatives from local government, non-
governmental organisations, community
leaders and other relevant stakehol ders.
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The Sexual and Reproductive Hezlth Unit and
Depanment of Civil Registration need to deve-
lop & mechan ism to interfoce medical records
and the civil registration system to alow timely
delivery of data The Centrml Statistics Oifice
and Sexual and Reproductive Health Unit
should collaborte and work closely Tor the har-
monisation and relizbility of health statistics,
The maneger of the Sexual and Reproductive
Health Unit should ensure that reporting by
all heglth fecilities is mandatory. The heads of
maternity services, and obstetrics and gynae-
cology, should appoint or delegate & medical
doctor or midwife as the focal person.

The Ministey of Health, scademic institutions
and other research centres such as Botswana
Institiite of Devdopment and Policy Analysis
should conduct another study of process
indicators which covers a representaiive sam-
ple of fecilities that provide maternity services,

® The Ministry of Heslth should lisise with
Central Medical Stores to ensure timely and
adequate procurement of essential drugs.

* Guidelines on the management of obstethc
emergencies must be displayed and Follow ed
in all maternity service centres.

In conclusion, the findings of the review of
the MNational Maternal Morbidity and Mortality
monitoring system have highlighted the con-
straints on the socumie reporting and reconding
of maternal deaths and obstetric complications.
The existing information points w the need for
continued mon itoring and further health system
changes based on the fndings.
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Résumé

Le Botswans & instaucé un systéme de surveillznae
de Iz maternité en 1998, N utilse les analyses de la
mortalite et de 13 morbidite malemedles au niveau
de la prestation des services, I'édude par le Comité
nationel de contrile de L2 modalite maternelle
des données des analvses, telles que notifiées dans
deux formiulaives, l&s engudles perinatales &
P'aide d'indicateus de processis. (noa éudié oes
conclusions pour déterminer sl le sysiéme
fonctionne bien e on & analysé des enquétes
utilisant les indicteus de processus en 2001 <
2006. D'autres données dataient de 2004- 2006 €
début 2007, Le formul aire de notification des décds
matemes est complel, mais n'est pas envoyé par
tous les centres de santé el donne pafiois des
informations fregmentaires. En 2000, 70% des
femmes enceintes béndicizient de soins prénatals,
rrais 1'eccs mux soins obstérica durgence éit
inégal. Em 2006, 28 maternités visées par
lenquéte assurzient des sccouchements 24 heurss
sur 24, mais l'aces aux leboratoies, aux salkes
diopémtion ¢ aux produils sanguins Eail plus
limité, et seulement 0% des médecins et 67% des
sages-femmes possédaient des compélences
capables de sauver la vie, Les antibiot iques £zient
lamzerment disponibles, mais des pénuries de sulfate
de magnésium, de diazépam, dogiociques o de
trousses d'spiration manudle se produissent
Des recommandations ont €€ formulées pour
amdiorer 1es services, la formation des zgemnls
qualifiés est en cours e une éoolke de meédecine
wienl d'ouveied 1 Tniversitd di Bolswana,

Resumen

Eneste articulo se describe ¢l siema de monitoreo
de maternidad €n Bosuans, creado en 1998, vy 1os
principales métodos utilizados: revisiones de
morbimorialidad materna en los puntos de
entrega de servicios, andlisis por ] Comité
Nacional de Auditora de Mortalided Maternas de
los datos de las eevisiones, conlorme (nfornados
en dos Formularios, revisiones v encuesias
perinaiales uilllzando indicadores de proceso.
Realizamos un estudio de estes hallazgos pars
exarninar sl ¢l sistema funcionaba bien. Se
analizamon las encuestas wilizando los indicadores
de proceso en 2001 y 2006. Otros datos examinados
fueron de 2004-2006 ¥ prAncipios de 2007, Se
encontrd que €l Formulado de Notificadon de
Muerte Malerna era complao, pern no todos los
establecimientos de salud lo esteban Nenando
algunos daban informaciin incomplets. En 2001,
el 70% de las muperes embarazadas recibieron
atenddn antenstal, pero no odss tenizn 2oceso 2
los cuidados obstéricos de emergencia. En 2006,
¢ eslaba brindando stendin & partoslas 24 horas,
en 28 establecimientos con servicios de maternidad
encuestados, pero los suministrss de labomodo,
quirifane v sangre estshan mes imitados v solo
el 50% de ls médicss v d 67% de las parteras
contahan con hahilidades para salvar vidas. Los
antibidticos se conseguian con fzcilidad, pero
hebia escaser de sulfato de magnesio, diszepén,
oxitdcices e instrumentzl de sspirzcion manual
endoutering. 5& han hecho recomendadones para
mejorzmientos, se contini: capecitzndo 2 parterss
calificadas v se acaba de insugurar la Fecultad de
Medicina dela Universidad de Bolsuana,




