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ABSTRACT

Skilled casc at labour and delivery is a key strategy for the reduct/on o [ matemnal mortality ratio in

developing countries. The importance of quality intke-pastum caro cannol be over-emphasized.
Studies on intra-paitum care in Nigeiia have focused on the sccond and third stages of labour.
There is paucity of inforrnation on the quality of intra-partum care during active phase of fiest stage

of labour. Therefore, this study exasvined intra-partum case during active phase of first stage of

labour at University College Hospital (UCH), Ibadan, Nigeria.

A descriptive cross-sectional study was conducied among the parturient who had spontaneous
vaginal deliveries (SVDs) in the labour ward of UCH, Ibadan between June and September, 2013.
Sample slze of 345 was estimated and panurient who had SVDs during the period of study were
consecutively recruiled. A pre-tesied scif-administered quesiionnaire was used 10 oblain data on
sacio-demogmsphic characteristics and frequency of psychosocial suppoit received by parturient
during active phase of first stage of labour. Lsbour records of parturient were reviewed for
frequency of hourly blood pressure monitoring, hourly pulse rate monitoring, four-hourly vaginal
examinstion, half-hourly fetal heast mic monitoring conducied on the parturicnt and timely
documentation of progress of ective phase of first stage of labour on partogram as recardcd on a
checklist. The checklist and questionnaire were scored in percentage using 50% point, a score of >

50% was mated as quality/optimal inira-partum care. Dafa wcre analysed using descriptive statistics

and Chi-Square test. Logistic regression was set at p = 0.05.

Mcan age of the tespondents was 30.443.8 yeas. Few (38.3%) respondents were nullipaious
patients while 48.4% and 13.3% have had 2 and 3-5 deliverics in the past respectively. Most
(84.3%) of the respondenis were booked patients and 60.6% had testimy education. About 41.4%

parturient had their blood pressure monitored hourly, 41.2% had their pulse rate monitored hourly,

v
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85.2% had vaginal cxamination econducted four-hourly and 61.4% had fetal heart rate monltored
holf-hourly. Progress report of active phase of first stoge of labour was not documented on the

portograms in 65.2% of partunent. Mast (89%) of the respondenss received optimal psychosocial

suppoit during the active phase of fisst stage of labour.

Quality of intra-partum carc was optimal durlng the active phase of lirst stage of labour at labour

ward of University College Rospital, Ibadan Nigeria.

Keywords: Intrz-partum care, Paititient, Psychosoclal suppoit, Partogram, Vaginal delivery
Word count: 380
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CHAPTES ONE
INTRODUCTION
1. Background of Study
According to World Health Organisation (2013), matemal death refers to “the death of a
woman while pregnant or within 42 days of tesmination of pregnancy, lmespeciive of the
duration and site of the pregnancy or its management but not from accldental or Incidenlal
causes."Globally, morc than half a million women die In pregriancy and childblith annually,
That s, one dcath every minute, 99% of this occurs In developing countrles (Ozumba, 2008).
Majority of these women are dying from severe bleeding, infections, eclampsia, obstructed

labour and the consequences of unsafe abortions (UNFPA-Unlted Natlons Fund for
Population Actlvlitles, 2008).

[n high reproductive countiies In Sub-Saharan Africa, women have | in |6 chance of dying at
childblity; whereas in low reproductive countries, this number Is one In 2,000 and In Noith
America, 1t ls one In 3,500, 1n addition, one miltion children worldwlide are Icl motherless
annually, primarily because thelr mothers had no access to or could not afford quality health
care. These children arc likely to die within two years of their mothers' death (Ozumbe,
2008). Soni (2009) documented that in sub-Sahatan Africa, women have a )-in-22 chance of

dying during childbirth (highest in Niger: one in seven), whereas the corresponding risk in

indust:lalized countries is one in 8,000 (lowest In [rcland: one In 48,000).

According o the WHO, Nigeria with nine other countrics contributes the highest burden (o
matemal mortality in tho world, (United Natlons Childsen's Fund, 2013), it was discovercd
that ten countries accounted for about §0% per cent of global matemal deaths; 1ndia (50,000);
Nigeria (40,000); Democratle Republic of Congo (21,000); Ethlopia (13,000); Indoncsia

1
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(8,800); Pakistan (7,900); United Republic of Tanzanla (7,900); Kenya (6300); China
(5,900) and Uganda (5,900). It was further afTrmed that at the country level, the (wo
countries that accounted for one third of all globs] matemal deaths are India at 19 percent
(50,000) and Nigeria at 14 percent (40,000). Matemal mostality in developing countries hay
been described as “a multitude o quict wagedies” (Kwast, 1987) and *“a disgiace o the
modem world” (Holness. 1980). This is partlcularly true of sub-Saharan Africa and indeed in
Nigeria, where even at the tumn of the 21* centizy, matemal mortality remains high at 545 per

100,000 live births (Nigeria Demogsaphic and Heaith Survey, 2013).

An avoidable time delay between the onset of a complication and access (o approprlate health
services has been known to be pertinent and Indeed a centzal {actor contributing to matemnal
deaths and disability (Thaddeus and Malne, 1994). Poor qualily of care 1s an impoitant
contributlon to a high matemal morbidity and moriality in many countries (Bosbadila et al,
1996). Most matermal deaths are largely preventable, ¥ preventlve measures are taken
adequately and appropriate care Is promptly given. Hence, obsletric case of a high quality

continues to be a key requirement for reduclng maternal mortality (Starrs, 1998).

Intrg-parcwn care, according to National Institute for Health and Clinical Excellenee (NICE)
Clinical Guidelines 55 (2007) mcans the care of the mother and foctus during labour and the
six-week period following bisth, during which the reproductive traet retums to its normal
non-pregnant state. The Intra-partus period extends from the beginning of contractioas that
causes cervical dilaiotion to the first | to 4 hours afler delivety of the newbom and
placenta. Intra-partum care refers to the medical and nursing care given to a pregriant woman

and her family during labour and after delivery (Fabayo, 2010).

2
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Childbirth is a time of grealest risk for matemal deaths with at least 42% of the annual
estimated 352,000 matemal deaths occurring during labour and the first two days after biith
(Hogan ct af, 2010). This (iguro as described above 1s the main reason why childblith should
be handled by competent personne] who arc skilled in all areas related 1o child delivery.
Skilted childbltth care Is defined by World Health Organisation (WHQO) as care provided by
“an accredited health professional - such as a midwife, doctor or nurse who has been
educsated and teained to proficlency In the skills needed to manage normal (uncomplicaied)
pregnancies, chlidbirth and the immediate postnatal period, and In the identification,
management and refcrral of complications In women and newboms (WHO, Intemationol

Confederatlon of Midwives and Fedcration of International of Qynsecologisis and

Obstctricians, 2004).

The overal] alm of caring for women during labour is to engender a positive experience for
the woman and her [anily, while maintsining their physical and emotional health, preventing

complications and responding 1o emergencies. In order Lo successfully achieve this alm, good

BADAN [INIVERSITY LIERAS

Intsa.partum care by those Involved in the care of women during the process of childbearing

Is cruclel (Natlona! Colleborating Centre for Women's and Chlldren's Health, 2007).

{.2 Statemesat of Research Probicm

World Health Otgenisation (1994) reparted thet more than 200 mi;llon pregnant women
experienced the birth of a live baby {0 & healthy mother every year. For some, however
childbirth is not a joyous event but a time of paln. feas, grief, suflering and even death. Every
minute, everyday, somcwhere in the world, a woman dics because of complications arising

from peegnancy and childbirth. Jowett (20£4) affirmcd that 1,600 women die world-widc

daily as a result of problems during pregnancy or childbitth.

3
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UNFPA (2008) a(Tirtned that maternal mortality in resource-poor nations has been attributed
to the “J delays”: delay in declding to seek care, delay in resching care in time, and deley in
receiving adequatc uceiment The first delay Is on the pait of the mother, family or
communily not recognising a life-thicatening condition. Because most deaths occur during
labour or in the first 24 hours post-paitum, recognlsing an emergency Is not easy. Most biiths
occur 81 home with unskilled attendants, and it tekes skill to predict or prevent bad outcomes
and medical knowledge to disgnose and Immediately act on complications. The second delay
Is in reaching the healthcare [acility, and may be due © road conditions, lack of
transporialions, or location. Many villages do not have access to paved rosds and many
familics do not have access to vehicles. Public bunsporiation may be 1ho main transportation
method. Thls means it may take hours to reach a health-care l'acililly. Women with llfe-
threatening conditions often do not make it to the facility In time. Third delay occurs at the
health-case facility. Upon arrival, women may receive inadequate carc or Ineilicient
ticatment. Resource-poor nations wlith fragile healih-cere facllitles mey not have tie
technology or services necessary to provide critical care to haemorthaging, infected, or

eclamptic patlents. Omisslons [n eatment, Incosrect trestment, and a Jack of supplies

contribute to maternsl mortality (UNFPA, 2008).

Mony women receive inadequale or poor-quallty intra-partum care. Hospitals and clinics,
particularly those serving low-income communities, arc often overcrowded and understafted
(Healihy Pcople, 2010). Understalling can create pressurc to care for & high volume of
patients, making it difficult or impossible 10 provide quality care (Institute of Medicine, 2004;

Association of Women's Health, Obstetrics and Neonatal Nurses, 2010).

L]
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UNICEF (2013) repoited that the aversge Intemational annual percentage change inmatemal
mortality rate was -3.1 percent, while the estimated number of matem;l decaths for 2013 was
40,000. The lifellme risk of matemal death was 1 in 4} with Sub-Seharan Africa still the
rlskiest region in the world with women dying of complications during pregnancy and
chlldbltth. According 10 Gupta (2014), a 15 yeas-old gitl living In Sub-Saharan Africa faces
about | in 40 risks of dying duting pregnancy and childbiith in her lifetime, while a girl of
the same age living In Europe has a lifetime risk of 1 in 3,300. Such a discrepancy poses a
huge chsllenge to meeting the fifh Milleanium Development Goal simed &t reducing

maternal mortality by 75% between 1990 and 2015 (Ronsmans and Graham, 2006).

Although the UNFPA repored that the number of maierna) deaths on a global scale has been
reduced by hslf since 1990, disparity exists with Nigerla, accounting for 14 percent of all
materno] deaths per year (WHO, UNICEF 2013). Frequent occurrence of maternal mortslity
In Nigeria reflects a dire situation in need of Inteevention. From 1990 to 2012, Nigetia’s
matemal mostality rate increased from 470 malermal deaths to 630 for every 100,000 live
biiths (Kucharskl, 2013). The consequences of materma] mortality go beyond the mother’s
death as they also obstiuct the development of [amilles, slow economic growth and lead to

loss of globel productlvity. Many chlldien in Nigeria will live their entlte lives without

knowing their biological mothers as a result ofthls,

The outcome for mother and child [s strongly reisted to the access of health-care and the way

care in labour is carried out, and WHO siates that a skilled birth attendant s the single most

elfective way (o make deliveries safe (Tordsaan, 2010). Impiementation of an cffeclive intza-
Pt case sirategy is an overwlelming priority, I the fifth Mlllennlum Development Goal is to

be achleved. As high<quality [nira-pastum care Is an elfective stutegy in reducing matcmal

5
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mortality and morbidity sssoclated with labour end chlidblrth. Muhammad (201 1) emphasised
that one of the Mlllennlum Development Goals |s to improve matemnal health care. This was
adopted by the intemnational community at the United Nations Summit in Year 2000 with the
aim of achieving 75% rcduction in matemal mortality by the Year 2015. In Nlgeria, matemnal

mortality is recognised as en increasing public health problem (Society of Gyneecology and
Qbstetrics of Nigeria, 2004).

The Intra-partum period represents a time of greal opportunity for improving pregnancy
outcomes by applying qualily imptovement principles - process standardizalion and the use
of checklists, teamwork tiaining, crew resource management and evidence-based medicine to
the care of the labouring woman (Nelson and Grether, 1995). Monitoring the progress of
labour allows the midwives and obstetricians to identify mothers and (etus who are at risk
during labour and require life-saving cace, Obstetric care of a high quallty contlnues lo be a
key requirement for reducing matemal mortality (Stans, 1998). Oobstetrics’ complications
are often unforesceable. Every elforl should be made to provide essential obstetric services
that are available, accessibie, and ncceptable 1o all childbeadng women (WROQ, 1999). Since
complications are not picdictable, all women need care (som skilled health peofessionals,

especislly at childbitth, when rapid treatment can make a dilYerence between life and death
(Muhammad, 201 1).

Continuous monltorirg of labour and provision of mpld care to deal with peoblems are most
cruclal for preventing adverse obsictric cutcames relsted to cblldbiith (Sonl, 2009). The
labour watd s in the front line of endesvouss to improve the slcuation, where obstelziclans
and midwives are requiled to meke rapid decisions under pressure lo prevent and manage

sdverse outsomes during childblith (Thomas and Sabssatnam, 2011).

$
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1.3 Justlfieatlon of the Study

Studles on intta.partum care In Nigeiia have focused on the second and third stages of labour.
There Is paucity of information on the quality of intia-paitum care during active phase of first
stage of labour. Therefore, this study examined Inira-partum case received by partusient

during active phase o(first stage of labour at the Unlversity College Hc')spiul (UCH), (badan,
Nigerla.

Findings from this study will provide information on the quailty of services deliveied to
pattuticnt during active phase of fitst stage of labour at Univessity College Hospltal, 1badan.
It will also provide additional information 10 the existing literatuscs on quality of intra-partum
care in Nigeria. Fuitheemore, the Gindings from this study will contribute to knowledge in the
area of intra-partum care during active phase of firststage of labour. 1t may form the basis for
rraining programs on improved obstetrical practices. It will also stimulate interest for Rurther
studles. Above all, the data end key findings from this study will serve as a reference

document for the hospital in policy formulation and implementatjon towards ieducing

maiemal and fetal morbldity and moitallty rates,

1.4 Research Questions

1. What Is the propaitlon of parturient on whom hourly blood pressuse and pulsc
monitorlng were petformed during active phase of fitst stage of labour?

2. What Is the pereentage of parturient on whom four-hourly vaginal examinations were
conducted during active phase of first stage of labour?

3. What is the percentage of pastunient on whom half-hotwsly fetal heast ate monitoring
was performed during aclive phase fiist stage of labows?

4. What isthe proporilon of parturient who had adequate documentation of lnformatlon
about the progreas of thelr actlve phasc of first stage of lsbows recotded on helr
parogram?

1
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5. What ls the level of psycbo-soclal suppost rocelved by paturient from lebowr ward
stalT during active phase of flrst stage of abow”?

6. What is the overull quality of intzs-partan care received by parturient (rom lsbot

ward staff duwiing aclive phase of (Lrst age of labouwr at Unlversity College |losplial,
Ibedan?

1.5 Objectives of tbe Study

1.5.1 Broad Objective

To assess quality of Intre-pastuan care recelved by pertirient dwring actlve phaso of lirst stage
of labour at University Colicge Hospital, [hadan, Oyo Sule, Nigetia.

1.5.2 Specific Objectives

1, To determine the Gequarcy of blood pressoe and pulse rate moniloting perfovmed on
parturient during nctive phase of (lret s2age of lebouir.

2. To document the frequency of {etal heart rales monitoring performed on pastuncat
during active phase of {irst stage of (abouy.

3. To ldentlfy the fiequeacy of vaginal cxaminadons pesformed on partoient during
aclive phaso of (irst stage of labouy,

4, To detomloe the limellness of docuamentation of lnformation on the progress of active
phase of {irst stage of labour recarded on partograms of parturient

5. To document the level of psycho-soclal support recelved by partwient fiom laboar

ward siaff of Unlversity College llospltal, Ibsdan duiing actlve phase of (list stage of
labour.
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1,6 CGperational Delinitlon of Terma

Quallly Care: The standasd of care expected of a midwife and or obstetriclan to a pregnant
woman and her fetus duiing the active phase of {iist stage of labour. This Includes: hourly
blood pressuse and pulse rate monltoring, fous-bourly vaginal examination. balf-hourly foetal
hcat! rates monltoring, proper and timely documentation of information about the progress of
actlve first suage of labour in the partogram (labour record) of the partunent and provision of
safe, cflective, patientcentrnd, timely, eficient and equitable psycho-soclal suppoit to
patturient during active phase of first stage of labovr. '

Intra-partum care: Care given (o the pregnant woman and her expectant baby during active
phasc of {ist stage of labour in terms of hourly blood pressuse and pulse rate monitoting,

four-hourly vaginal examination, balf-hourly feta| heart rates monitoring, proper and timely

documentation of information about the progress of active first stage of labour in the

partogam (labour record) ?I' the pasturient and peovision of quality psyeho-social support to

partutient during active phase of firststage of labour.
Partarient: Pregnant woman In labour who ls about to deliver baby or babies.

Partogram: Refers to a sheet of paper with graph (Iabour record) advocated by WHO, where
the progress of labour s to be recorded.

Psycbo-social Support: Refers (0 the mutual relationship estsblished by Midwives and
Obsteticlans with paturient during labour and this determines the emotion, behavicur and

Joy of the paiturient.

Vagiaal delivery: Binh of a fetus Urough the vagina. |t is the natural method of buth in

women

Safc motherbood: Woman's ability o have a salc and healthy pregnancy, dellvery and

puctperium.

9
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CUAPTER TWO
LITERATURE REVIEW
2.1 Concept of Labour
Labour is the process by which products of conception are delivered from Uie uterus by
progressive cervical effacement and dllatation in the pieseace of regular vlerine contractions.

The Intra-pactium period represents a time of significant risk to both mother and foetus (Clark
ot al, 2008).

Labour is divided into three stages as follows: the {irst stage of labour js that of dilatation of
the cervix. It begins with regular, thythmic, painful uterine contractions and is complele when
the cervix is fully dilated (10 cm). It is fiuther sub-divided into two phases. [ atent phase of
first stage of labour which is the early pattof the first stage of labour when the cervix dilates
from O up to 3em and Uie cervix shortens (eflacement). Act ve phase of fiest stage of labour
which Is the latier past of the first stage of labour which starls when (he cervix is 4cm and
ends when i is futly dilated (10cm). The second stage of labour is 1hat of expulsion of the
foetus. 1t beglas when the cervix is fully dilated and is complete when the baby is completely
bom. Thie third stage of labour Is \hat of the separation and expulsion of the placenta and
membrancs and rlso involves the control of bieeding. It lasts from the bitch of the baby until
the placenia and membranes have been expelled (Marshsl and Raynos, 2014).

Intra-partum care refers 0 the medical and nunying care given lo a pregnant woman, her
foetus or foetuses and her family during labour and dellvery. Quality of intrs-partian care Is
an important {nterventlon towaids Increasing clients’ utllization of skilled atiendance at binh
and [mproving newbom's and matemal swvival and wellbelng (Nigenyl et al., 2013).

Components of intra-partum care among othez things include; monltoring of the panwurlent
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blood pressure, pulse rate, foetal heart rate, vaginal exsmination, documentation of

information about the progress of labour on the partogram of parturlent, ensuriag psycho-

social suppoit [or the partunient and her family, detecting risk factoss and problems, and referral
© a higher level of care if 1isk factors or complications develop. The overall goal for the care In

childbirth Is to achleve a healthy mother aad child using the least possible number of

interventlons compatiblc wilh safety.

2.2 The Safc Motherhood Inltlative

The global campaign to reduce maternal mostality was launched in Febiuaty 1987 when three
United Natlons agencles—UNFPA, the World Bank and WHO —sponsosed the Internstional
Safe Motherhood Conference In Nalrobi, Kenys. The event aimed at reising awarencss about
the numbers of women dying each yesr from complications of pregnancy and childbirth and
to challenge the world 10 do something (Stasrs, 2006). The Safe Mothechood Initlative was
Introduced in 1987. The (nltlatlve is 10 encourage and support the particlpation o (indlviduals,
communitles, organizations and sgencles In all activities aimed ot reducing maternal and
child moibldity and mortality. The goal of the inltiatlve Is 1o reduce by 50% the prevailiog

levels of matemal mortality by the ycar 2000 (Nawal, 2008). This goal waas later adopted by

national govemments, Nigerian govemment inclusive.

A (ew ycars Iater, as part of its contlnulng effort 1o Improve matemal and child health, the
World Health Oiganisation Introduced the Mother-Baby Package ll'.! 1994. This package
descrites each intervention needed 10 achieve ssfe mothethood In the shost term and was
designed 1o attaln the goal of the Safe Motherhood initlative. These Interventions focus on
family planning to ptevent unwanted and mistimed pregnancles, basic maternity care (or all

pregnancles and special case for the prevention and management of complications during
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pregnancy, dellvery and postpartum. It represends the synthesis of activitles at ditferent levels
of health care system. In addition, World Health Organlsation defincs a minimum set of
health system intesventions and activities that arc needed for safe motherhood. It desciibes
simple interventions nocded before and durlng pregnascy, delivery of mother and neonate. [t
also outlines what can be done 1o prevent and manage obstetric complications In the
sommunities, at the health centres and the hospitals. Throughout, lis focus is only on those
interventions kmown to be effective (evidence-based), which can be implemented by making
most efficient use of available resources. Attainment of its objective will lead o a significant

1eduction inmaternal and neonatel deaths and comresponding reduction in disabilitics.

Afler a decode of implementation, an Intematlonal Technical Consullation took place in
Colombia, Sri-Lanka, In October 1997 to mark the tenth annlversaiy o{ the Safe Mothertood
Initiative. It was observed that the programme was not achieving its goals es fast as planned,
although some successes were resorded. This therefore, called for a modification of
strategies. Thus, after the Colombia mexiing, the World Health Organisation came up with
Maklog Pregnancy Safer Inltlatlve as a modification of the Safe Molherhood Initiative.
This Initlative focuses mainly on the health sector. It aims at providing safe antcnetal,
delivety and postnetal services as well as quality neonatai care. The initiative strives to
improve conditions in the health facllities to ensurc quality of care and capacity for

emergency obsteiric case at the primary care level (WHO, 2001),

United Nations agencles including the World Health Ovganization (WHO), the United
Natlons Population Fund (UNFPA), the United Nations Children's Fund (UNICEF), and the
World Bank Issued a Joint stelement In 1999 to address the lssuo of Safe Motherhood (United
Natlons, 1999). The Safe Motherhood Inltlative, which almed at seducing masemal mosbidity
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and motinlity by 50% by the year 2000, did not suceeed, but matcroal healih has always been
a mojor focus of World Health Oigenisation. The current World Heslth Organisation’s
initiative is to reduce maternal moitality to 75% of the 1990 level by'ZOIS. if this is to be
successful, effective monitoring of parturicnt in labour is of pazamount Importance. Hence,
World Healih Ocgenization recommends, using the paitogiam o monitor labour and delivery,

with the objectives to improve health care end reduce materal and feial morbidity and death

(Magon, 2011).

2. Btood Preasure and Pulse Rate Measurements daring Active Phase of First Stage of
Laboar
The wellbeing of both mother and foetus must be carefully monitored during labour.

Monitoiing of lebour should not be restilicted to assessment of uterlne contractlons end

secvical dilatation (UNICEF, 2009).

Puise Rate: Pulse 1s a wave of distension and elongation felt in an artery wall due (o the
contraction of the lef ventrlcle of the heart, forcing about 60 to 80 millilites of blood
thiough the siteady full aorta and into the arterial system, The normal range of the maternal
pulse rate i3 60 to 100 beals per minute. The pulsc is monitored hourly during the active

phase of tise tisst stage of labour. Commonest causes of 8 mpid pulse rate (1achycandia) arc

anxiety, pain, pyrexia, exhaustion and shock.

Dlood Pressure: Blood pressuse is the force or pressure which the blood exerts on the walls
of the blood vessels, The systemlc niterial blood presswre usually cailed arterial blood

presswe is the result of the discharge of blood from the left veatricle into the already (all

sora. When the lefl ventricle contracts and pushes blood into the sorta, the pressire produced
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within the arterial system is tcrmed the systolic blood pressure. When complete cardiac
dlastole occurs and tho hear. is resting following the ejection, the pressure within the arteries
is lermed diastolic blood pressure. The difference between systolic and dlastolic blood
pressure is the pulse pressuse (Ross and Wilson, 2001). A review of labour records of 338
parturient at 12 selected government secondary health fecilities providing frec healih services
in Osun State of Nigeria (o assess the quality of Intra.partum care they received while In
labour with respect (o biood pressure measurement revealed that, optimal care was received

in only fifty-two (15.4 %) of pastusient (Osungbade et al, 2010).

2.4 Fetal Heart Rate Moaltorlag In Active Phase of First Stage of Labour

The remarkable decline in neoratal morwlity rates In the middle of the 20™ centuy in high
income countries has been commonly credited to the advent of hygienic childbirth practices
end modem carc (Pickkala, ct al. 1985) with additionsl reductions since the 1970s attzibutcd
to Increasingly Intensive nconatal care. {n low Income countries where skllled professioaals
attend fewer than holf of dellverics, cach year 60 million births olcur outside focllitics

(U/NICEP, 2009); the busden of neconatal moebldity and mortality rclated to childbirth

remalns very high (Lawn et al, 2009),

According to Brooksido Assoclate (2015), foetal monltoring Is done to detect presence of
foctal llfe &t time of admisslon and (o detect development of foctal distress during labour. A
feloscope or fetal monltor may be used to obiain foeal heart rates. Normal foctal heart rate
(FIHR) manges from 120 to 1 60 beats per minute (BPAS). The rate may increasc or decrease by
30 BPM during a contraction. [t should retum to the baseline Iminedlately afier the
coavsction. Listening to the lwait beats just ns cootraction is Mnishing helps to determine

how well tho baby is tolersting the stress of labour. A continued foctal beart rate of greater

)
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than or less than 30 BPM from the normal baseline sfler contiaetlons may be indicative of

foetal distress as defined by:

Feial tachycardia—Fetal heait rates sustained at greater than 160 BPM.

Felal bradyeardla—Fetal heart rates susicined at leas than 120 BPM.

Fetal distress is indicated by fetal heart ratcs between contiactions ‘that are consistently
ebnormal. Any variation should be reported immediatcly. There are two methods of
measuniog the fcta] hearl rate. These are intermittent auscultation, using pinnards {ctoseope or
sonicsid and continuous clectronic surveillance. Aceording to Safe Motherhood Initiative
format, FHR should be checked evely 30 minutes in a patient with normal labour and every

15 minutes in a patient on inductlon of Labour o Augmentation of Labour.

In a study carried out by Osungbade ct al (2010) in 12 selected secondary health facilities in
Nigeria where 338 inlra-partum monitoring records of hall-hourly fetal heart rate that were
categorized Into optimal and sub-optimal care based on the frequency of the psocedwe
performed on parluricnt within a lime period [n the Safe Motherhood Initlative were

revlewed, the result showed that (21.6%) parturient ceceived optimal cabe.

Buchmann and Pattinson (2006) in an investigation on bebies who die from labour-related
intta-partum hypoxie: a eonfidentlal enquity In South Aflrican public hospitals, where
seventoen hospilals from a range of hesith-care envirorvnents participated in confidentlal
cnquliries of perinatal deaths resulting from fabous-related Inta-pastum hypoxia. The results
of the finding showed that there were 102 deaths including 22 stillbirths and 80 neonatal
deaths. The majority of these deaths occurred [n low-risk women with apparently

uncomplicated labour. There appeared Lo be a {allure Lo detect or respond % evidence of fetal
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distress. Intra-partum care for al) women n iabour requlics close eattention to detail in

monitoring foetal heslth.

Zarko et al (2010) carried out a study to eompare intra-paitum Intesventions and outcomes in
low-risk primlparous women and Identifying (actors which may contribute to the variations
between dilferent matemity units observed that uaits with guidelines for intia-partum fetal
heart monitoring had higher rate of normal vaginal deliveries and lower rate of caesasean
section for fetal disteess. Units with paitogram guldelines also had lower rates of cassarcan

section for fetal distress. Units with guidelines on the involvement o f nconatal staff recorded

fess babies with Apgar score <7 at Sminutcs. It was concluded that writtca delivery suite

guidelines have significant impacton the type of inua-partum casc and outcome of pregnancy

in Jow-risk women.

Quilligan (1975) In a survey observed that the (ncidence of intia-partum stillbiith was about
three times less in a high-risk gioup of patients who were monitored than the expected tale in
an unmonitored group. Thlis study showed 1hat though perinatal mortality was significantly
reduced In the monitored high-risk group, the unmonitored "normal® group had a significant
perinatal mostality (3-7 per 1000 deliveries lo the "normal" unmonitored group compared
with 1-5 per 1000 in the high-1isk monitored group). Thus, it secmed Io.gicnl to try 10 moaitor

all patients as soon as they were admitted in abour in an attempt to reduce the effects of

Inlia-paiture asphyxia.

2.5 Vagloal Ezxamination durlng Active Phase of First Stage of Labour
This Is one of the essential diagnosilc actlons In the assessment of the stast and the ptogress
of labour, 1t should oaly be conducted by tiained biith aitendants with ciean hands covered by

sierile gloves. The number of vaginal examinatlons should be limited 10 tho strictly
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dishiess. Intta-paitum care for all women in labour requires close attention to detail in

monitoring foetal health.

Zarko et al (2010) carried out a study to compare Intra-parium intecventions and outcomes in
low-risk primlparous women and !dentifying factors which may contribute to the variations
between different maternity units observed that units with guidelines for intra-partum fetal
hear. monitoring had higher rate of normal vaglnal deliverics and lower mate of cacsaican
section for fe1a] distress. Units with partogiam guidelines also had lower rutes of caesarean

scction (or fcia] distiess. Units with guidelines on the involvement o ( nconatal stafl recorded

less babies with Apgar score <7 at Sminuics. It was concluded that writicn delivery suite

guidelines have significant impact on the typs of intra-partum care and outcome of pregnascy

in Jow-risk women.

Quilligan (1975) In a survey observed that the lncidence of Intra-partum stillbirth was about
Uvee times less in a high-risk group of patients who were monitored than the expected mate in
an uamonitored group. This study showed 1hat though perinatal morinlity was significantly
reduced In the monitored high-risk group, the unmonitored "nonmal” group had a significant
perinatal mottality (3-7 per 1000 deliveries in the “normal” unmonitored group sompared

with 1.5 per 1000 in the high-1isk monitored group). Thus, it seerned logical to try to monitor

all patients as soon as they were admitied in labour in an atiempt to reduce the effects of

Intra-paitum asphyxia.

2.5 Vaginal Examination during Active Phase of First Stage of Labour
This is one of tho cssentlal dlagriostic actions in the assessment of the start and the progress
of labour. it should only be conducted by tialned birth: attendants with ciean hands covered by

sterile gloves, The number of vaginal examinations should be limited to the strictly
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necessary. During first stage of labour, usuelly once evesy 4 hours is enough as prescribed in
the manuel for the use of the partogram (WHO, 1993). If labour passes off smoothly,
experienced birth ntiendants can sometimes limit the number of examinations to one. Ideally,
that would be the one examination necessary (o establish actlve labour. Thet is to confism the
fact that there is dilatation of the cervix (the most objeclive critetion of active labour).
Another practice in the management of labour Is to only perform 8 vaginal examination when
there is an indication for the need, for example, when the intensity and frequency of the

contractions decrease or st signs of hcavy show or the wurge lo push or before the

adminlstration of analgesia (WHO, 1999),

The intimate nature of any vaginal examination should never be forgotten and as with any
procedure consent obfsined. While they may be uscfu! in assessing progress in labour, o
many women who may aiteady be in paln, frightened and in an unfamlliar envisonment; they
can be very distressing. The adverse effect on the woman may be reduced by having due
regard for the woman's privacy, dignity and comfort. Good communication as io all aspects
of care is vital and caregivers should explain the reason for the examination and what will be
involved. Caregivers should also be sure that the vaginal examination is really necessary and
will edd imporient information lo the decision-making process. The findingy and (their
impacts should also be explained to the woman using the word ‘only’ when referting to the
amount of dilatatlon may not be 8 good siast and could easlly dishearten (discowrage) or even

frighten her (National Collabosating Centre for Women's and Children’s Health, 2007).

Veginal examination is Impostarnt for the following reasons: o feel the thinning, shortening
(eacement) and opening of the cervix, 1o feel the position of the presenting pasts, 10 assess
the caput, moulding and bag of walcrs and liquor and membranes and to assess the perineum

and pelvis on admission.

17

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



In a study carried out by Osungbade et al, (2010) In 12-selected sooond.u:y health facilities in
Nigerla where 338 intra-partwn monitoring reconds of four-hourly vaginal examinations that
were categorized Into oplimal and sub.optimal care based on the frequency of the procedure
performed on parlurient within @ tme period In the Safe Molherhood Initialive were

teviewed, the result showed that two hundied and foity-three (71.9 %) parturient received

. oplimal care. Another research cacvled out by Buchmann and Libbaber (2007) o determine

accuracy of clinicians in estimating cervical dilatation on S08 women during active phase of
(irst stage of labour and how this is affected by clinician experiencc and obstetyic faciors
showed that, the reseascher and clinicians agreed on the dilatation in 250 instances (49.2%)
and differed by 2cm or more in 258 (50.8%) women. Accuracy was greater at low (34 cm)
and high (8-10cm) dilatations. Reduced sccuracy was associaied with decreasing clinician

expericnco and with Jower stations of fetal head. It was observed that this is the first study 0

investigate accuracy of cecvical assessment in pastunent women (Buchmann and Libbaber,

2007).

2.6 Documeatation/Recording of laformation on Pariogram durlag Actlve Phase of
First Stage of Labour
In 1954, Friedman inuoduced thc concept of partogiam by graphically depicting the dilation
of 1he scrvix during labour. In 1972, Millpott and Castle devcloped Fricdman's eoacept into a
too! for monlioring labour by adding the so-called "acllon® and "alent™ lines to the graph. The
cwrent paclogiam Is desigiied 1o monitor not only the progress of, labour, but also the
condltion of the mother and the foetus during labour. The paitogam includes difierent
variables (fetal heart rale, dilation of the cervix, contractions, pulse mate of the mother and so

on) plotted on a pre-printed paper. The plotied deta allow the atiending healih-care
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piactitloner to identify early deviations in the plotied parameters (rom the normal and make

decisions regarding direct intervention or referral

The paitogram has been heralded as one of the mos! important advances in modem obstetric
care. World Health Organisation advocates Its use as a necessary (ool in the management of
labour and recommends its universal use during labour. However, some health-care
practitioneis especially in high-income countries have questioned its effectiveness. For
example, Walgreen has suggested that use of the partogiam can b¢ an unnecessary
inlerference in clinical work. In addition, Lavender and Malcolmson have aigued that the
partogram may cestnict clinical practice, reducing midwives' autonomy and limiting their
flexibility to treat cach woman as an individual. The present Cochtane review had two
objectives: 10 determine the effect of use of the pariogrtam on perinate] and maternal

morbidity and montality; and to determine the effect of partogram design on perinatal and

matemasl morbidity and mostality (Soni, 2009).

The paitogram (sometimes ksiown as panograph) is ususlly a pre-printed paper form, on
which iabour observations are recorded. The alm of the partogiam is 10 provide a pictosial
overview of labour, 1o aler: midwives and obstetricians to deviations in matemal or (etal
well-being and Inbour progress. Charts often contain pre-printed aleit and action lines. An
alent line represents the slowest 0% of ptimigrevid women's labour progress. An action line
Is placed.a number of hours after the alert line (usually two or (our hours) 10 prompt eflective
management of slow progress of labour (Lavender, Harl and Smyth, 2008).

Partogram 1s a chart which shows the progiess of labour over time. It displays observations

reflecting the malemal and (etal conditions as well as the progress of lsbour. The
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observations of evely woman in the first stage of labour must be recorded on a partogrmun.
The progress of labour is seen at a glance on it When used effectively, 1he pailogram
provides a graphic representation of labour progress and the condition of the mother and
foetus; reminds pioviders 1o monitor the labour timely; guides early d'clecllon of prolonged
labour; and avoids unnecessaty and early interventions e.g. augmentation of labour, caesasrean
scction and 5o on. In a large multicentie ttial in South East Asia, the use of partograin with an

agreed labour management protocol reduced the Incidence of prolonged labous; the

proportion of lebours requiring augmenitation; intra-paitum stillblith rote and emergeney

cacsarean scctjion sate (WHO, 1994).

In another study carried out by Fawole et al, (2010) to assess knowledge about the partogram
and its ulilization aroong maicmity cace providers in primary health eare in south westemn
Nigeria, about a querter of respondents, 75 (27.3%) had received prior training on the
pattogram. Only 25 (9.1%4) reported that the partogram was avallsble  their labour wards.
Knowledge about the pattogrmin was poor: only 18 (16.0%) of all respondents correctly
mentionecd at Jeast one component pait of the partogram, 21 (7.6%) eoncctly explained
function of the alest line and 30 (10.9%) sorrectly explained fiuiction of the action line. Prior
tralning significantly Influenced knowledge about the partogram. Knowledge about
assessment of fabour was also poor; lcts tun S0% of all respondents knew the normal
" dunation of labour and Just about 50% understood assessment for progress of labour. 1t was
therefore, coneluded In the study that the pastogram s not utlllzed for fabour management in
Nigerla. Knowledge aboul patogram and assessment duting labour s grossly deficient
Findings suggest poor quality Intra-psrium care. Elfective Interventions 1o improve labour
supervision skills and pattogram ultillzation are urgently rtqulmd Futthermote, an

investigation cairled out Lo assess the effectiveness of premoting the use of the World Heatih
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Orgenisation pastogram by midwives In @ matemity home revealed that 92 4% out of 358

labouting women partograms were not comrectly completed (Fshdhy and Chongsuvivetwong,

2005).

In & study carvied out by Greenfield (2003), anslyzing the lsbour records of 583 consecutive
paticats presenting In labour showed that 24% of patients that pmct-u._in early labour were
not monilored ot all during the labour process. Of the patients that were monitored, & median
scoie of 40% was obtained (or filling In of the labour graph. The highest score (39%) was
obtaincd for plotting cecrvical dilatation on the graph, but other aspects received veary poor
scores, that is, recotding of the fetal heart rale % howrly (34%), degree of moulding on
vaginal examination (39%), strengh and dutstion of contractions % houely (47%), maternal
blood pressure and pulse hourly (21%), melemal inwke and oulput 4 hourly (23%) and
recoeding of inteke of dnigs and fluids (18%). The median scores for the 3 aspects of the
panogram were ss foliows: fetal condillon 40%; labour progress 51%,; matermal condition
22% and in only 24% of palients was any decision oo further actlon recorded.

Buchmann (2001) In a study to evaluate the effect of s tralning progmmme oo the clinical
skills sad decislon making of midwlves |dentifled major deficiencies In baslc sidlia. Eighty-
cight midwlves were tesied on thelr use of the partogram, Incleding knowledge and abillty to
snalyse elinical Information. After Initlal testing. & talning progremme was Introduced and
the lest then repealed by the participants. The inlilal pre-training test results showed that the
panogne was completely flied In 71% of cases, but In only 21% of cases was this done
canectly. The mean soare for knowledge was 56% and for analysis 38%. Resuwio combiaing
knowledge and analysis of clinicsl facts ylelded the (ollowing mean sovex: fetal ancsguent
39%; progesa of labour 32% and autemal ssacasment 56%. At the @coad test (post-tralning
gogrmme), icores were as lollowr feul asacsiment 42.4%; trogress of labowr 45.0% and

maleroa) assessment 52.6%. This shows (hat despiie (he fact (hat (here was a statistically
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signilicant Improvement In various aspects of partogrom use this did not impact dramatically

on ths final product That is, managing patients in labour.

2.7 Psychosoclal Support Reeelved by Parturieat durlog Actlve Pbase of First Stage of
Laboar
For a concept to be psycho-sociai, it means [t relates to one's psychological development in
and interaction with a social environment. Psychosocial support is the .proccss of meeting a
person’s emotional, social, mental and spiritual needs (Villar and Belizan, 2002). All of these
are essential elements of posilive human development The individual needs not be fully
aware of this relationshlp with his or her environment It was {irsi commonly used by
psychologlsy, Erik Eiikson in his stages of social development Contrasted with social
psychology which attempts 10 explain social pattems within the individual, it is usually used
in the context of "psychosocial intervention” which is commonly used alongside psycho-
educational or psycho-pharmacological interventlons and points towsrd solutions for
Individual challenges In interacting with an element of the social environment. Problems that
occur in one's psychosocial functioning can be referred to as "psychosocial dysfiuction* or

“psychosoclal morbidity.” This refers 1o the lack of devclopmeot or atrophy of the

psychosocial scif, often occutring alongside other dysfiuictions that may be physleal,

emotional, or cognitlve in nature.

McCarmmlck (2005) refers to the tenn ‘psychosoclal’ as a close relationship between (he
individual and the collective aspecis of any social entity. They mutually influeace each other.
The ‘psychological® eflecis are caused by a range of experiences that affect the emotions,
fbchaviour, thoughts, memory and leaming capacity of an individual. To a large extent, the
psychological efliccts depend on the way In which these events are perceived and given

meaning by the Individual. Social efliecisarc the shared experiences of distuptive events that
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aflect the relations between people — not only as & result of the evenls, but also of death,
scpasstion and sease of loss. It also includes an economic and polilical dimension, since
many people suffer multlple consequences of, for example, disasters or anmed conflicts. in a
hospltal environment, the sociai event may be as a resull of the patients-nurse relatlonship

which will determine emotion, behaviour, thought, memory and leamlng capscity.

Eflective communlcatlon [s a fundamentai aspect in todsy’s matemity services. The overall
aim of carlng for women during labour and birtd is 1o engender a pasitlve expericnee for the
woman and her family, while maintalning their physical and emotional health, preventing
complications and responding lo emergencies. To successfully achieve this aim, good
communicatlon between all those involved in the care of women during the process of
childbeanng is crucial. Developlng a rapport, ttust and eflectlve communication between
healihcare providers and women |s Importast to & woman's positive chlidbirth experience.
Other (actors Include Involvement in decision making, infonned explanstions and meeting
parsona) cxpecistions. All these claments have a poslilve impact on women and their
chlldblith expericnce. Thelr [nfluence, wbether \he experlence is good or bad, carmot be
ovaeiimatad The vicwy, bellels and values of the woman, her partner and hes family In
relatioon (o her care and that of her baby should be sought and respecied ot all times. Women
should be fully involved so that care Is flexible and wllored 1o mc;l ber and her baby’s

{ndividual needs, Women should have the oppartanity lo make Informad decisions about
cvery aspect of their wbow and birth. Women sometlmes decline the olfer o f interventions

for numaous reasons, including previous unpicasant expericoca. Indlvidusilsed care should

be supporiad by glving cvidcnse-based informalion and active informed coasent should be

sought (rom women before sll monltoriog procatues, cxaminations and eatmeots (Nakoaal
Collabarating Centre for Women's and Chlldren’s {calth, 2007)
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Reports of randomized controlled tials on support in labour showed that continuous
empathetio and physical support duting (abour resulted in many benefits including: shorter
fabour; signiticantly less medication and epldwai anslgesia; fewer Apgar scoies of <7 and
fewer operatlve deliveries (Hodnett and Osbomn 1989; Hemminkl et al, 1990; Hofineyr et al.
199t and Hodnett, et al 2011). These supports Include: emotional support consisting of
pralse, reassuwance, measures 10 improve the comfort of the mother, physical contact such as

rubbing the mother's back and holding her hands, explanation of what is going on duting

labour and delivery and s constant friendly presence.

World Health Organisation (1999) opined that the woman in labour sl:ould be accompaiticd
by the people she trusts and (eels comfottable with; her partner, best friend, doulaor midwile.
In some developing counwkies, this could also include the traditional bitth sttendants.
Genenlly, they are people she has become acquainted with, during the couise of her
pregnancy. Professlonal birth avendants need to be familiar with both the supporiive and the
medical tasks they have and be able (o perform both with competence and sensitivity. One of
the supportive tasks of the careglver is o give women as much infonmation and explanation
as they desire and need. \Women's privacy In the birthing setting should be respecied. A

labouring woman needs her own room, where the number of attendants should be limited to

the essentlel minimum.

Kiaus, Kemell and Betkowitz (1992) described the following five eomponents of
psychosocial suppoit:
Emotlooal support: Giving the woman contlnuous suppoit during labour and delivery by

talking 1o her, using encouraging and ca!ming words. Furthermore. aclnowledging the etfort
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belng made by the mother and answering her questions while maintafning constent visual
contact :
Informatlon: Keeping the woman informed about how her labour is progressing and in
woids tlist are clear and easy 10 understand, aboul afl the medical procedures.

Physical aupports: Encouraging the woman to adopt more ecomfortable positions. In
addition, telling her how to relax (including visuallsstion techniques) and to bresthe. Glving
the woman massages and holding her hand when appropriate.

Commualcation: Keeping up a conversation so thet the woman would not feel alone.
Immediate contact beiween mother and child: Encouraging the woman (o hold her baby

immediately afler birth and promote carly breastfeeding pravided that the conditions of the

mother and the newbom permitit.

Hodnett et al (2004) In a review of |5 trials among 12,791 women (o investigate continuous
suppoit for women during labour found out that women who had contlnuous suppoit were
less llkely to reccive analgesie during labour, 0 be dellvered by caesarean section or by
Instrumental vaginal delivery or to repoit dissatisfaction wlith their childbiith experiences.
Halldorsdottir and Kerlsdottir (1996) in a qualitstive study sought vicws and experiences
from a purposive sample of ten women who hed experienced both caring snd uncering

encounters during childbiith in Iceland summaiised three tralts of 1the caring midwife which

are defined as foliows:

Competence - has the necessary knowledge and skills needed to coach a woman through the

joumney of isbour and giving birth; Is responsible, sttcntive, deliberste and communicates,

cffcctlvely.

Genuine concern and respect for the womsa ~ {s encouraging and supportive, respecth

and benevolent
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Poaliive mesial attieds - iy chowfid snd pasitive, relinble and bousterathy, comsideruty 80d
wxhr®anding

Similarly, the authors summarised three traits of the uncaring midwife as follows:

Lack of competeace - being rough when giving care to women, InefTective communication,
not takling Uve Iolu;lm when nteded and lack of endcntanding and ficsllity

Lack of geanlue coscern aad respest for the maman a2 8 persoe - being Buaghticss,
strict on routines and nules, not aking notice of the Smeen and lacking is oxpxzation: being

Indifferens and umouched by the cvent as b, lack of inten =t snd ondernianding o gemeral,
being non-supportive and insensitive, being husried and in & resh.

Negative character traits - being gloomy and brusque, cold, unkind or harsh.

Berg, Lundgren, and Hermansson, (1996) in & qualitative study using Interviews with 18
women (six primiparous) who were 2- 4 deys post birth lavestigated women's expesicnces of
abour and birth in.Swedcn In 1994 identified 1bree main thermes: the need to be seen as an
Individual; to have a Tusting relationship; and 0 be sIpporta) and guided on one's own
terms. These themes were assoclated with e positive bisth cxperience. Ancther smab-sale (v
= 14) intervicw-based study conducted in Iceland by llatidorsdonl and Kartskanir (1996)
also cxplored women's expetience of glving buth. Analysis of the findings showed that
women have a need for & sense of conttol as weil a2 s aced for caring and undoreandivg.
Additionally, there Is a need for & good relationshlp with the midwife, which includes the
women feellng sale and sccure. An cxplanation of events and raasgance regaiding progresy

aro also Important to women.
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Vande (1999) in a convenience sample of 15 women (eight fitst-time mothers) who to!d 33
birth stories in United States of America (early 1990s) concluded that when decision making
was incrensingly shared between the women ond the carcgiveis, the women expressed more
positive emotions.' Professional knowledge and power needs 10 be suppostive, not direclive,
of the bisthing processes. Another questionnsire survey in a study carried out by Brown and
Lumley (1994) among 790 women 8-9‘monlhs afler they had given bisth (Australia) revealed
that not having an active say in decisions was associated with a six-fold increase in
dissatisfactlon among nulllparous women and a 15-fold increase among multiparous women.
When adjusted for parity in a logistic regression model, the following (actors were highl).'
related (o dissatisfactioo with intia-pastum care: lack of involvement in decision- making,
insufficient informatlon, a higher score for obsletric intervcntion and the perceplion that
caregivers were unhelpful. A second Australian cross-sectional queslionnaire survey among
1,336 women 6-7 months afier they had given binh found that, ailer adjusting for parity,
social factors and _obstctric care, carcgivers perceived as unhelpful and not having an active

say in decisions about their care had the gicatcst impact on women's experience of birth

(Brown and Lumley, 1998).

AFRICAN DIGITAL HEgle REPOSITORY PROJECT



CHAPTER THREE
METHODOLOGY
3.1 Study Arc;
The study was carvied out at the labour ward of the Universily College Hospital, fbadan, Oyo
stale, Nigeria. The hospitol [s located along Queen Ellzsbeth toad in Ibadan North Local
Government Arca of Oyo state. Ibadan Is reputed 10 be the largest indigenous city in Africa,
South of the Sohata (Postgraduate School, 2012). 1 is the capital of Oyo Stote, and situated in

the South-Westem gco-political zonc of Nigeria. It is about 145 km north eastwards from

.ﬂm

Lagos and Is dircetly connected to many towns In Nigeria via its rusal hinterland by o system

of roads, railways and air route. It is a prominent tansport point between the coastnl region : '::,
and the orcas of the North. Ibadan has one of the highest population densities in Nigerin. Its ' g
estimated populatlon was 5.6 million [nhabitants (National Population Census, 2006) and %’

made up of 1,125,843 wban and 1,132,782 rural population sizes (Omonijo ct al., 2007). The 5:-?‘ |
city occupics a lotal lond area of 3,243 .4 square kilometers and is 130 kilometers from Lagos. %:
L

It Is made up of 11 local government areas. The principal inhobitants of the city are the

Yorubas.

University College Hospital, Ibadan
University College Hospital, Ibadan (s the first teaching hospital [n Nigeria, established by an

Act of Parliament in November 1952 and officially commlssioned In 1957 with 500 bed

spaces, Presently, the hospilal has 862 bed spaces. The hospital offers primary, secondaty and
tertioty carc secvices and It serves as a referral centre to other health care facilities in the

south-western Nlggrio. It performs three main functions: ttalning, health care services and

research.,
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The labour wasd ly Raffed with $6 midwives who caz acass all cadres and nmning the three
shifis: moming. aRemoan and night shits with average of 10 midwives, alne midwives and
cight midwives in cach shift respectively, There are usually one senlor registiar, fwo
registrars and (wo house officers on dity during the day Gusy and call hours. The ward has 22
beds and parililoned Into five sectloas; raxptian/admission section, Grst stage section (bay

1), second and thitd stage sections (dellvery sulies), founh stage section (bay 2) and lsbout

ward theatre. On (he aversge, the wird has 112 spontancous vertex dellveries (SVDs) per
month.

3.1 Study Popalallon

The pregnant woment who had spatan-ous vagloal dellvery (SVD) al the labour ward of the
Unlversity College Hoapital, Ibadan, conqilfuted the study population. Iabour ward has

averoge Of | 12 sponncous vertex deliverics monthly as calculaled from 8 six-month review

of dellvery register.

3.3 Sindy Design

This is a descriptive cohort cross.sections] study.

J.4[acluslon Crlicrle

All consented booked and un-booked partunent who reached fisll cecvical dilatation (10 cm)
one hour and above from the sime of admission Into the labour ward and delivered nt the

labour ward of University College Hospital, Ibadan.
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3.5 Pxclaslon Criteria

All parturlent who reached il cervical dilstation (10 cm) less \han an hour fiom the time of
sdmission Into the 1abour waid were exchided Gom the sudy.

3.6 Sample Stze Eatimalloa '
Leslie Kish formuls for determining single groparthon (for degmptive srudles) was used to
determnine sample size.

Pormula, n= Za’Pq

——
Where,

n = Minimum slnmple size

Za= Standard normal devisle coroponding o the probabliity a l.e. the probabllity of
making a type | error ag 3% = 1.96

P=  Proportion of parturicnt that had oplimal vagine] cxamination.

q* 1-p

d= Degite of prexision (5 % = 0.03)

Thaiefore, P = 71.9 %, proportion of partunient 1hat had opilmal vaginal examination
Osungbadc ct al, (2010).

P=  719%=0.719

q= 1-~0719=0.281

2oi= ]962=).84)

d?=  0.05= 0.0025

Za'pq 3.8416 X 0.719 X 0.28] 0.77615302

g 0.0025 0.0025

Sample size = 310.46
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Allowaace for 0% noa-respouse rate

Formula,

Where,
N= newsample size
n=  old sample slze

NR = non- jesponse rate = 10% =~ 0.

n
N ~
1 =NR
310.46 310.46
1 =10% l1=0.t

N (New sample size) = 344.95

This was approximated to 345 respondents

3.7 Sampling Technigaoe

31046

0.9

Delivery register in the labour ward of the health facllity in Lthe six months precading the

study was reviewed and an average of 112 SVDs per month was cakulated. in anticqmiing

about 112 SVYDs per monih, all consecutive pasturdent who presented, reached full cervical

diletation (10 cm) one hour snd above from the time of admission and delivered in the |abooy

wasd of UCH during three and o half months of data collection were recrulied for the study,

3.8 Iastroments for Data Collection

Two Instrumcnis were used for data collectlon. Theso Included a checklist and o sell-

adminlstercd questionnaire.

i
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l. Checklist: Adapted from review of lilerature (Oginnl, 2005) and developed by the
rescarcher based on the standard procedures and practices of case for pregnant women

in aclive phase of first stage of labour In the labour ward. It consists of two seclions:

designated A and B,

Secilon A was used to capture information on four domains of care which include
frequencies of foctal heart tate, blood pressure and pulse rate monitoring and
frequency of vaginal examlnations conducted on the partusient duting active phase of
first stage of labour. Each domain was assigned scores ranging from 0-2 depending on
the frequencies of 1he procedures performed on parturient. Pasticipants whose FHR
were adcquately/timcly/consisicntly recorded scored 2 points, those whose FHR were
not adcquatclytimely/consistently recorded scored 1 point and those whose FHR
werc not recorded at all scored zero point. The same pattern was followed for blood
pressure, pulse rute and vaginal examinaifon depending on the frequency of the

procedure pcrformed on the parturicnt. Total maximum obtainable score for cach

parturicnt was & (100%) while the minimum obtatnable score was 0 (0%5).

» Section B was used to assess one domain of carc such as adequacy of documentatjon

of parameters used to monitor the progress of active phase of {ust stage of labour on

L]

the partograms (labour records) of the parturicnt. Tlie paramcters contained In this
domaln of care Included: condition of the membranes i.e. (R) Ruptured or (1) Intact a
mosi every 4 hours; fetal heart rate readings at most every 30 minutes; condition of
the liquor/amniotic fluid such as: Clear (C), Meconium stained (M) or Intact (1) every
4 hours; degree of moulding i.c. No moulding (0), Small moulding (+), Modcrnte
moulding (4++) or Severe moulding (+++) evety 4 hours; cervical ditatatlon plotted
with an X eveiy 4 hours; descent of the presenting part every 4 hours; frequency,
strength and duration of uterine eontractions evely hour; medication and intravenous
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fluid whenever given; temperatire reading every 4 hours; volume of urine cach time

the woman passes urlne; urine test for protein and kctones at each micturition.

There were 13 items in this domain. The score ascribed to the adequacy of each Item In
giving information ebout progress of labour recorded on the paitogiam of parturicnt during
active phaso of firet stage of labour assessed by this study ranged between zero and 2 points.
Paiturient whose [nformation about progress of active pbase of [first stage of labour was
recorded 8dequately/consistentiy/timely scored 2 points, those whose Information was not
1ecorded adequatcly/consistently/timely scored 1 and those with informstion not recorded at
all scored zero. The maximum obiginable score for cach parturicnt was 26 (100%) while the

minimum obtainable scorc was 0 (0 %).

2, Interviewcr-sdministered Questionnalre: Adapted from Copenhagen Psychosociai

Questionnaire (COPSOQ) by Tage, (2003). It consists of two scctlons designated as A and B.
» Section A focused on the socio-demogiaphic chamacteristics of the respondents,
» Whlle, Section B was used (o asscss one domain of care; the psychosocial support

received by parturient from the labour ward staff during active phase of first stage of

labour.

The adequacy of psychosoclal care received by participants was asscssed on en 18-ilems
Likert scale in which paticipants ticked options that ranged from agsce, disagrec and
undecided. In computing the scores, it was taken Into consideration whether or not e
stalement ls “positive” or “negative”. Participants who agreed to a positive statement were
given a polnt and those who disagree did not get any point. The reverse was done for e
negative statement. Also, participants who were undecided to any of the statemenis did not
get any point. Overall, the maximum obtainable score for each participant was 18 (100%)
while mInimum obtainablc score was 0 (0 %). Particlpants with a total score of zero point
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were grouped as not receiving any psychosccial cate, those that scored between 1 and 8
points were classificd as receiving sub-optimal psycho-social suppoit while respondents that

scored betweeo 9 and 18 points were classificd as receiving adequate psycho-soclal suppoit.

Serial numbers/codes were assigned o each checklist and questionnaire for ecasy

Identificatlon, cotrect data enliy and analysis.

3.9 Data Collection Procedure

‘Two research assistants who were paramedical personnel were rectuited and used for datd
collection. They were trained on the filling of 1he checklist, adminlstration and retrieval ofthe
questionnaires, The truining was focussed on the objectives of the study, sampling process,
how to secure respondents’ informed consent, review of questions for completeness, and how
to 1l the checklist. Before data collection, the investigstor met with the Assistant Directors
of labour ward and lying-in watds, introduced hetself and 1he research asslstants, explained
her mission and p‘rcscn!cd the letier of appreval to conduct the rescarch obitained from the
management of the hospitsl. Dwing data collection, the respondents were assued of
confidentinlity of any given information. Seif-administered questionnaires were administered
on the patients with SVDs as soon as possible afler delivesy while they were still in-patients
in the labour ward or postnaial wards. Their labour records of active phase of first siage of

labour were aiso reviewed carefislly 1o fill the checklists. Data collection took place 24 hours

daily i.c. during moming, afemoon and night shifis for a peziod of thiee and a half months of

study,

In UCH, paticnts who have SVD usually spend a minimum of 48 hours in the lying-in wasds

before being discltarged home. Hence, the data were obtained from the respondents as soon

as possible af cr dellvery, before discharge from 1he lying-in wards.
34
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v Interviewer Admioistered Questlonnalre was administered on those women who

had spontancous vaginal delivery. Infoimation such as allowing a patient’s relation to
stay with her; respected her privacy and opinion; giving encouraging, calming and re-
assuting words to her; keeping her informed about the progress of labour; providing
clcan and conducive environment; staying with her while in labour; gaining informed

conscnt from her before a piocedure/test was casried out and verbal expression of

satisfaction from the patient were assessed using this tool.

Cbecklist was used 1o extiact informasion from the vital signs charts and labour
records of 1he paniurient. Information on the frequency of blood pressure and pulse
monitoring, frequency of fetal heert rates monitoring. f[requency of vaginal
cxamlnatlous conducted on the parturient as well as proper and limely documentation
of information about the progress of the active phase of first siage of labour on the

paitogram of the parturlent during active phase of firststage of labour were collected

between June and Sepiember, 2013,

3.10 variables
The Independent variables are demographic characteristics of participants such as age, parity,
booking status, marital status, occupation, educational backgiound, religion and ethnicity.

Wiiile, dependent variable {s the level of intra-partum care received by the paiticipants.

3.11 Valldation and Reliablilty of Study Instruments
The instnunent was revicwed among cxpeis in tha Dcpartiments of Health policy and

Managcment, and Community Medicine. A pre-tcst was carried out in the labour weid of
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Univessity College Hospital, 1badan. Cronbach Alpha test was used on tho data collected

during the pre-lest lo check the reliability (Cronbach Alpha of 0.713) before final

administzation.

3.12 Data Management apd Analysls

Data obtained were manually sorted out, cleaned, edited and coded. The data were entered
into the computer and analysed using Statistical Packages for Social Sciences (SPSS) version

15.0. Descriptive statistics was used lo summarize data using propottions, frequency tables,

means and standard deviation.

Computation of Scores on Adequacy of Care Recelved By Participants dnring Aclive
Phase of FirsiStage of f.abor

A scoring system was developed to compute the level of adequacy of the six domains of care

Bssessed by this study. A description of the scoring system is shown below:

Observatlonal Checklist

Section A of observatlonal checklist was used 1o assess 4 domalns of care, which include
half-hourly fetal heatt mte monitoring, hourly blood pressure monitoring, hourly pulse rate
monltoring and four-hourly vaginal examinations as performed on pacturient within a time

period stipulated by the Safe Motlicrhood Inltiative Standard.

The scores nscribed to each domain of care ranged between 0 and 2 with participants whose
FHR was adequately/timely/conslistently recorded scoring 2 points, those whose FHR were
not adcqualcly/tim;:Iyloonsistcntly recorded scoting 1 point and those whose FHR were not
recorded at all scoring zero point. The same pstiem was followed for blood pressure, pulse

rate ond vaginal examination depending on the frequency of the procedure performed on the

paiturient. Maximum obtalnable score for cach pututient was 8 (100%). Percentage was used
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to 1epoit the quality of intrn-paitum care received by parturient. Using a 50% mark polnt,
optimal care/quality care was assumed 10 have been provided when the score obtained was 2

50% (> 4) and sub-optimal ca:e/poor quality care if < 50% (<d).

Seetlon B of the checldist was used (o assess one domain of care; ndequacy of information

about piogress of labour recorded on the partogrum of the partunent. There were 13 items in
this domain. The score ascribed 10 the adequacy of information recorded on each item about
progress of labour on the partograin of pasturlent duiing active phase of first stage of labour
assessed by this study ranged between zero and 2 points. Parturient whose information nbout
progress of active phase of first stage of labour was recorded adequately/consistently/timely
scored 2 points, lII:osc whose information was nol recoided adequately/consistently/timely
scored 1 and those with information not recorded at all scored zero. The maximum obtainable
score for each parturient was 26 {100%). Percentage was used to report the quality of intra-
paitum ceare received by parturient. Participants’ tota] score on the adequacy of Information
recorded on the partograrn was classified as adequate, inadequate or pacr depending on their.
scores on scoring systemn described above. Participants with total score of zero points were

classified as having no information recorded on the partograin, those with scores that ranged

between | and 12 poinis svere classified as having their informatioo insdequately recorded

while participants with scores between 13 and 26 points were classificd as having their

informnation recorded frequently. Using a 50% mark point, optimal care/quality cace for

parturicnt was assvined (o have been provided when the score obtained was > 50% (> 13) end

sub-optima) carc/poor qualily care if < 50% (<13).
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Questionnaire

gection B of the Questloanaire was used to asess & domain of care; adequacy of psycho:
social suppoit received by parturient during active phase of first stage of labour. The
adequacy of psychosocial care received by patticipants was assessed on an 18-items Likert
scale in which participants ticked options that ranged from agree, disagree and undecided. In
computing the scores, it was taken into consideration wheiher or not a statement is *positive”
or “negative”. Participants who agreed lo a pasitive statement were given a point and those
who disagree did not get any point. The revetse was done for & negative siatement. Also,
particlpanis who were undecided to any of the statements did not get any point. Overall, the
maxisnum ohtainable score for cach pattici pant was 18 (100%). Participants with a total score
of zero point were grouped as not receiving any psychosoclal care, those that scored between

1 and 8 points wete classified as recelving sub-optimal psycho-soclal support white

respondents thot received between 9 and 18 points were classified as receiving adcqualc.
psycho-social suppotl.Using 8 50% mask point aggregate score of intra-partum care for

parturient was classified as poor quality/sub optimnal whenthe score obtained was < 50% (<9)

and good quality/optimal i > 0% (= 9).
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Questlonnalre

Seciloa B of the Questlonnalre was used o assess a domajn of care; adequacy of p‘)’ChO_'
soclal support received by pacturient during active phase of first stage of labour. The
adeguacy of psychosocial care received by paniicipants was asscssed on an 18-items Likert
scole in which paricipants ticked options that ranged from agree, disagree and undecided. In
compuling the scores, it was taken into conslderation whether or not a stateraent is “positive”
or “negative™. Participants who agreed to a positive statement were given a point snd those
who disagree did not gel any point The reverse was done for a ncgative sinlement. Also,
pasticipants who wero undecided o any of the statements did not get any point. Overall, the
maximum obtainable score for cach patticipant was 18 (100%). Participants with a total scote
of zero polnt were grouped as not recelving any psychosocial caie, those that scored between
[ and 8 points were classified as receiving sub-optimal psycho-social support while
respondents that reccived betwecn 9 and 1B polnts were classified as receiving odcqualc.
psycho-social support.Using & 50% mark point, aggregate score of intra-partum care for

pacturicnt was classificd as poor quality/sub~optimal when the score obtained was < 50% (<9)
and good quality/optimal if > 50% C 9).
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Overall Asseasment of Adequacy of Imtru-pazfum Care Recelved by Participants durlog
Active Pbase of First Stage of Labour

The overall adequacy of intra-partum cate received was desermincd by computing the pomts

from cach of the six domains of care assessed by thls study. A breakdown of the maximum

points ottainable by each participant from each of the eate assessed is shown below:

Domsla ' Mszlmum Polnts
Felal Heait Rate Monitoiing 2

Blood Preasure Monltozing 2

Pulse Rate Monitoring 2

Vuglnal Examination 2
Documentation of Information about [abour

progress on the partogiam 26
Psycho-social Support 18

Total 51

Ovenall assessment of all the six domajns of care was done. A meximum score of 52 points
end minimum scorc of 0 point on overall adequacy of care could be obtained by a participant.
Based on 50% mark point, the overall score for cach paiticipant was futther classlfied into
sub-optimal/inadequate care = 0-25 points and optimal/adequate care = 26-52 pojnis,
Particlpants with overull ssore mnging between | and 25 were elassified as receiving sub.
optimal/inadequete intrs-partum care while those with scores ranging between 26 mnd §2°
were classified ay receiving optimal/adequate Intra-partum care duting active pliase of first

slage of lsbour at the [abour ward of the University Collcge Hospital, lbadan, Nigeria,
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Inferential statistics such as Chi-square le st was used 1o test association between demographio

characteristics and adequacy of howly blood pressure monlloring, assogiation between
demographlc chasacteristics and adequacy of pulse rute monltoring, association between
demographlc characterislics and adequacy of fetal heart rate monitoring, association between
demographic characteristics and adequacy of vaglnal examination, assoclation between
demogmphic cha rn::tcrlmcs and adequacy of documentation of information about progfess of
active phasc of first stage of labour on the partogram as well as associstion between

demographic charactetistics and psycho soclal support recelved dwring active phase of first

stage of lebour. Level of Significance, p < 0.05 was sdopted.

3.13 Ethical Considerations

The cthlcal principles guiding the use of human panicipants in research were taken Into
consideiation In the design and conduct of the study. Ethics) approval was provided by the
University of Ibadan/Unlversity College Hosplial JoInt Ethical Review Commitice.
Permission was obtained from the Chiel Medical Director, University Cotlege Hospital,
Ibadan (see appendices 111 and 1V for the approval letiers). Permission was obtained from the
Asslstant Directors of Nursing (ADNs) In<charge of labour wird and lying-in wwsds of the
University College |ospitsl, Ibadan. Particlpstion In the study was voluntary; each
pasticlpant received detalled information on the objectives of the study, study methodology,
Inconveniences that might be experienced and the potential benefits of the study © thc-
soclety. A written [nformed consent was obtained fiom cach respandent before Interview was
conducted (sec appendix V). No ldentifier such as namo of potticipant was toquired and ali

Informatlon provided was kept con(identlal.
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3,14 Limitatloes of tbe study

Theie was deatth of information in both Nigerian and intematlonal literatures on the six
domains of intra-partum care during active phase of first stage of labour examined by this
study. This posed g serious challenge jo respect of relevant literatures which coutd be used in
this study. The problem was ameliorated through the review of general literanires on studles
on Intra-partum care conducicd in Nigeria and outslde Nlgeria, Some of the respondents were
not willing 10 give tive informotion, but they were encouraged 1o be as puthful as possibie
since their names, would neither be recorded on the questionnalre and checklist nor finked

with any informntion provided as absolute confidentlality was maintained by coding the

questionnaire and checklist.
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CHAPTER FOUR
RESULTS

A tota] of 345 paiturient were recruited into the study with 100% responsa 1ate.

4.1: Soclo Demographic Charactertistics of Respoadents

The ages of respondents ranged from 16 10 43 years with 8 mean age of 30.43.8years (Table
4.1). Most of the pariicipants 192 (55.7%) pasticipants were in the 30-39yean age categoly
followed by 141 (40.9%) who were between 2029 years old. One hundred and thitty-two
(38.3%) participants were nulliparous while 167 (48 .4%) and 46 (13.3%) had t-2 and 3-5
deliverics ln the past respectively. The median number of births recorded among participants
was 1. Majority of the pasticipants 291 (84.3%) were booked patients. Majorily, 332 (96.2%)
of participsnts were married; few were elther single 10 (2.9%) or separated/divorced 3
(0.9%). Two hundred and nine particlpants (60 6%) had 8 Unlversity degree, 54 (15.7%) had
National Diploma/Colleges of Education cenificates, 638 (19.7%) participants had at most
sccondary education, 11(3.2%) had primaty cducatlon while 3 (0.9%) participants had no
formal education. Most of the participants, 159 (36.1%) paiticlpants were clvil servants, 78
(22.6% ) were tisders, 55 (15.9%) were self-employed. 24 (7%) were students, 20 (5.8%)
were full-time housewives while only 9 (2.6%) participants were aitisans. Parlicipants
belonged to two religlous falths which include Christianity 239 (69.3%) and Istain 106

(30.7%). Majority ofthe participants, 286 (82.9%) belonged to Yoruba cthnlc group followed
by Igbo 34 (9.9%) and Hausas 4 (1.2%).
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Table 4.1: S8hawlag Soclo-demographic Charaeteristics of Participants

y (N=345)
Charsclerisiles Freasee %
Age (yesrv)
<20 6 1.7
';'ggg 141 409

192 55.7
Mesn sge (30.44).8 years) '
Parily
2eto
1.2 1 8.3
3.5 167 434
Medlan wo of bizths (1) 46 133
Booking 1tstus
Dooked
bo
Un-booked 291 843
Qccopation 54 15.7 )
Civil sagvant
TeadIng ' 159 46.1
Scil-employed 8 2.6
Student 33 13.9
Full-time housewfe g; ;':
Anluan 9 26
Highest educatioanl atelnment
No forma] educatlon 3 09
SOENDINCBE e 68 19.7
54 15.7
Unlversity degsee <07 60.6
Marital status
Married £h 7] 962
Sioglo i 29
Scparated/divorced 3 0.9
Rellgion
Islam 10§ 30.7
Quistianity 239 693
Etihnlelty
Yonubs . 286 .9
Igho 4 99
jlouss 4 12
Otxen* 21 6.0

Mean age of pasticipants = 30.43 8 Years, Age range = 1643 years
Mcdian number of births = 1.

Range of births = 0.5
Others (Tv, YJaw, Csan, Urobo, ENK, 1soko and [doms)
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4.2 Frequency of Hourly Blood Pressure Monitoriag oa Parturlent durlog Active Phase
of First Stage of Labour

Out of 345 pasturient, 143(41.4%) had their blood pressure monjtored frequently and timely,

190 (55.1%) had blood pressure monitored but not frequently and timely. Twelve (3.3%)

parturient did not have their blood pressure monitored at ali (Table 4.2).

Table 4.2: Showlng Frequency of Hourly Blood Pressure Monlioring during Active

Phase of First Stage of Labonr

(N=345)
Frequency and timcliness of hourly hlood Frequency (%)
pressure monitoring on (he parturieat
Recorded fiequently and timely 143 414
Recorded but not frequent and limely 190 35.1
Not recorded/monitored at ail 12 3.5
Total 345 100.0

44
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4.3 Frequency of fourly Pulse Rate Monlioring ou Partarient durlog Active Phase of
First Stage of Labour
Outof 345 parturient, 142 (41,2%) had their pulse rate (PR) monitored frequently and timely

192 (55.7%) had PR monitored not frequently. Eleven (3.2%) parturient did not have thelr PR
monitored at all (Table 4.3),

Table 4.3: Showing Frequeacy of Hourly Pulse Rate Moaltoring on the Pariurlent

Frequency and timellness of boarly pulse rate  Frequency ()

monitoring on the parturleut

Recorded frequently and timely 142 41.2
Recotded but not {requent and timely 192 55.7
Not recorded/monitored a1 al} 1 32
Total 345 100.0

45
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4.4 Frequency of Hall-bourly Feta} Heart Rate Monltorlng an the Parturlent dorlng

[ 2

Actlve Phase of Flrat Stage of Labour
Out of 345 parturlent, 212 (61.4%) had their fetal heart mte (FHR) monitored frequently and

timely, 127 (36.8%) had FHR monitored but not Frequent. Six (1.7%) parturient did not have
their FHR monitored ol (Table 4.4).

Table 4.4: Showing Frequency of HHall-hourly Fetal Heart Rate Monltorlog on the

Partorlent durlag Actlve Phase of First Stage of Labour

Frequency and timellness of half-hourly fetal

Frequency (%)
heart ratc monitoring on the partarient
Recorded (requently and timely 212 61.4
Recorded but not frequent and timely 127 36.8
Not recorded/monitored atall 6 L7
Total 345 100.0

46
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4.4 Frequeney of Hall-bourly Fetal Heatt Rale Moaltorlng on the Parturtent during

ActivePhase of First Stage of Labour
out of 345 parturient, 212 (61.4%) had their fctal heart rote (FHR) monitored {requently and

timely, 127 (36.8%) had FHR monitored but not Frequent. Six (1.7%) porurlent did not have
their FHR monilored tall (Table 4.4).

Table 4.4: Showlog Frequcecy of Half-hourly Fetal Heart Rate Moolioring on ihe

Parturleat during Active Phase of First Stage of Labour

Frequency and timellness of balf-bourly felal Frequeacy (%)
heart rote monitoring on 1he pafiurient
Recorded frequently and timely 212_ 614
Recorded but not frequent and timely 127 36.8
Not recorded/monltored at all 6 1.7
Total 345 100.0
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4.5 Frequency of Four-hourly Vaginal Examluatlon Conducted on the Parfurlent
doring Active Phase of First Stage of Labour
Out of 345 parturicnt. 294 (85.2%) had vaglnal examination (VE) conducted on them

frequently and timely, 27 (7.8%) had VE not done Grequently and timely. Twerty-four (7.0%)
pariwicat did not have VE done at all (Table 4.$).

Table 4.5: Frequency of Four-hourly Vagina) Examination Conducted on the Parturient
during Active Phase of First Stage of Labour

Frequency of four-honfly vaginal examiaontion  Frequemcy (%)

conducted on parturl ent

Recorded frequently/timely 294 85.2
Recorded but not frequent/timely 27 7.8
Not recorded/done ot all 24 7.0

4

Total 345 100.0
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4.6 Frequency of Docomentation of Parameters Used to Azsess Acllve Phase of First
Stage of Labour on the Partogram of Parturlent
The Parameters most frequently documenied were condition of membranes 129 (37.4%),
cervical dilatation.1 16 (33.6%), utcrino contractions 106 (30.7%), descent of presenting part
80 (23.2%) and fetal hewt rate 70 (20.3%). The parameters most [requently not documented
included volume of urine passed 333 (96.5%), ur ne test for ketones 322 (93.3%), urine test

for protein 318 (82.2%), blood pressure and pulse measurement 201 (58.3%) and temperature
readings 304 (88.1%) (Table 4.6)

L=

Table 4.6.1: Showlng Frequency of Documeniation of Parametery Used to Assess Active

Flrst Stage of Labour on (be Partogram of Parturicnt 1 :E
=
1 (|
S ————————— e ———————— - — A————— - R
Information to be recorded on the partogram of Frequency of
parturicat during active phase of first stage of documentatlon of
Iabour parameicrs
- ~ S Documeated Documented Not
Frequently but not Documented
N (%) Frequenily at all
N (%) N (%)
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Condition of membrenes

Fetal heait ratc

Condition of the liquor/amniotic fluid

Degree of moulding

Cervical dilation

Decent of the presenting past

Frequency, stength and duration of uterine
contractions

Mcdications and Intravenous fluids

Blood Presswe and Pulx Measurements, every

hour

Tempenature rcadings

Volume of urine

Urine test for protein at each micturition

Urine test for ketones at each micturition

129(37.4)
70(20.3)
37(10.7)
35(10.1)
116(33.6)

80(23.2)

106(30.7)

50(14.5)

15(4.3)
22(6.4)
6(1.7)
14(4.1)
11(3.2)

33(9.6)
128(37.1)
74(21.4)
75(21.7)
87(25.2)

94(21.2)

90(26.1)
37(10.7)

129(37.4)
19(5.5)
6(1.7)
13(3.8)
12(3.5)

183(53.0)

47(42.6)

234(67.8)
235(68.1)
142(41.2)
171(49.6)
149(4;.2)
258(74.8)

201(58.3)
304(88.1)
333(96.5)
318(82.2)
322(93.3)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.6.2: Rat{ng of Frequency and Timelineas of Docamentation of Parameiers Used

to Assess Progress of Active Phase of Firat Smge of Labour Recorded on (he
Partograms of Participaniy

Ratiag of (requcuacy sod timelluess of Frequency Perceatage
dotumeatatlon of parameters tsed 10 assess

progress of actlve phase of first atage of

labour

Frequently documentetion of paruineters 63 18.2
Parameters documented but not frequent 150 43.5
Parameters not do*umented at all 132 383
Total 34 100.0

Theiating of frequency of documentation of paiameters used 10 assess progress of active first
stage of labour recorded on the pariogiam of perticipants Is shown in table 4.7. Qnly In 63
(18.2%) respondents were the progress paismeters frequently and timely recorded while in
150 (43.5%) and 132 (3B.3 %) they were not fequently recorded and not documented at all

respectively.

AFRICAN DIGITALiQALTH REPOSITORY PROJECT



4.7 Adcquacy of Psycho-Soclal Support Received by Parturlent durlng Actlve Phase of
First Stage of Labour
According to table 4.7, most 326 (94.5%) panticipants agreed that midwives/doctors trested
them with respect and respected their privacy. Three hundred and fifieen representing 9l.3%.
participants agreed that labour ward swaff were readlly avallable whenever they called on
them during labour. About three-quarters of the panicipants 248 (71.9%) agreed that they
were allowed lo contibute their opinion about their management during labour. A majority of
the participants, 316 (91.6%) received encoursging, calming and re-assuring words during
labour. However, & higher propoition 232 (67.0%) of parilcipants dlsagreed that they were
allowed to bave somcone with them duiing labour. Findings on opinions of participants about

olher psycho-social support reccived during active phase of first stage of labour are shown in
table 4.7.
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Table 4.7.1: Parliclpants’ Assessment of Psycho-soclal Supporls Recelved durlng Aclive

—Phaseof Flrst Stage of Labour
R dieaiOr Agree  Dlsagree  Undecided
= N(%) N(%) N(%)
L1 was °|<10W;d by the midwife/ doctor 1o have
someone (such as paitner / friend / relation) with
during labour : Ywihme  99(28.7) 232(67.0)  15(4.3)
2. The midwife / _doctor Utaled me with respect and
1espected my privacy, 326(94.5) 15(4.3) 4(1.2)
3. Labour werd staff were readily available whenever |
called (or them during labour. 315(91.3) 27(7.8) 3(0.9)
4. | was sllowed to contribule my opinion about my
managemcnt during labour 248(71.9) 64(18.6) 33(9.6)
S. Encouraging, cealming and re-assuring words were
givento me dwing labour 316(91.6)  19(5.5) 10(2.9)
6. Midwives/doclors were nagging at me and or my
relation while 1 was in labour 42(12.2) 296(85.8) 7(2.0)
7. The midwife/doctor kept me informed about how my
labour was progressing 314(91.0)  23(6.7) 8(2.3)
8. Midwives/doctors always answercd my quesiions ;
orie lebdur 3MK87.0) 26(7.5) 19(5.5)
9. Wiilingness to listen to my concem duting labour
was not enough 201(58.3) 114(33.0) 30(8.7)
10. Midwile staycd with me throughout labour 199(57.7) 140(40.6)  6(1.7)
11.  The environment/atmosphere that 1 was kept dsing 318(922)  21(6.1) 61.7)
labour was conducive
12. 1 was not allowed 1o get out of bed or move around 251(728)  89(25.8) 5(1.4)
during labour '
13.  Massages were given to me to relieve me of pain y50435) 182(52.8)  13(3.8)
while In labour ) :
14  Communication with midwives / doctors QITE . io 9y 16g487)  16(4.6)
Jabour did not make me feel lonely 5
15.  Midwife / doctor always explaincd fo me ChUME oo, 00 4y 4011 6)  702.0)
any procedure/ fest was 10 be conductedonme
16.  Afer any proceduc/test, the result was 8lweys occ768)  65(18.8) 15(4.3)
17. le: pgl:rll::;’l.kl):::ssntisﬁcd with the labour wa:d stall 325(94.2) 17(4.9) 3(0.9)
In
8. | would like to dellver In this hospinal, If 1 am 6 32193.0)  14(4.)  10@29)

labour again

AFRICAN DIGITAL g&LTH REPOSITORY PROJECT



Flgure 4.7.2: Ratlog of Participants According to Adequacy of Psycbo-soclsl Support

Recelved durlng Aclive Phase of First Stage of Labour

Ratlog of participants accordlog lo

Frequency Perceatage
adequacy of psycho-soclal supporl recelved
durlog active phase of first slage of labour
Adcquate psycho-soclal suppont 333 96.5
Inadcquate psycho-social suppor: 12 3.5
Total 348 100.0

The rating of participants according to adequacy of psycho-social support received during
active phase of first stage of labour Is shown in figure 4.7.2. Majority 333 (96.5%) of the
participants were adjudged to receive adequate psycho-social support compared to 12 (3.5%)
who received inadequate psycho-sacial suppoit.

AFRICAN DIGITAL HEA53-I REPOSITORY PROJECT



Table 4.8: Assessment of Intra-partnm Care Recelved by Parturient dusing Aclive

Phaac of First Stage of Lebour uslag Six Actlons/Domains of Case

Action/Domain of Care Optimal Suboptimel
care (°A) care (%)

Hourly Blood Pressire Measurement 143 (41.9) 202 (58.6)

Hourly Pulse Rate Monitoting 142 (41.2) 201 (58.9)

Holf Hourly Fetal Heatt Rote Monitoring 212(61.9) 133 (38.9)
Four Hourly Vaginal Examination 294 (85.2) 3t (14.8)

Documentation of Information on the 63 (18.3) 282 (81.7)

Partogram 333 (96.5) 12 (3.5)

Psycho-social Support
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Table 4.9: Overall Quality of Intrs-partum Care Recelved by Partarlent during Active

Phase of Firet Stage of Labour
“Gverall Intra-pastum Care " Prequescy  Percestage ¥
Oplimal care ' 198 57.3
Sub-optimel carc 147 42,7
Total 348 100.0

e

In overall, 198 (57.3%) parcticipants received optimal latra-pastum care whllc Intia-pastum
carc was sub-optimal in 147 (42.7%) pasticipants during active phasc of first stage of labour

ot the labour ward of the University College Hospital, Tbadan, Nigeria (Fable 4.9).
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Table4.10: Soclo dewmographic Charseterlstics and Freqeency of Hourly Blood Pressure
Monitoring of Pazticlpants darin 8 Active Pbase of First Stage of Labour

Nw34$
) Hoaily Blood Pressure
- Moaitoting
Soclo-demogruphic Characterfstics Frequently Not Frequently/Not Done st P-value
Done sl
N (%) N (%)

Age (ycars)
<30 N (35.9) 127 (64.1) 0.01
>30 T2 (49.0) 75(51.0)

Perity

Nona 116 (46.4) 144 (53.6) 0.081
1.5 229 (53.3) 201 (46.7)

Booklog status

Booked 118(40.5) 173 (59.5) 0.261
Un-baoked 25 (46.3) 29 (53.7)

Masital sistus

Married 137 (41.3) 195 (58.7) 0.468
Single/Divorced 6 (46.2) 7(53.8)

Level of education”

Primary & Secondary educstlon 33 (402) 49 (59.8) 0.452
Tetliary leve! education 110 (41.8) 153 (58.2)

Occupational status

Civil scrvanty 65 (44.8) 80(552) 2
Treding/astisans 60(423) :2 (5;'7)
Housewlves/studcnts/uncmployed 18(31.0) 0(69.0)

R‘“."on 45 (429) 61(52.9) d.446
Chr stianity 141 (59.0)

AR 98 (41.0) (59:

Ethoiclty 119 (41.6) 167 (58.4) 0.507
ik ' 35 (59.)

Others® 24 (40.7)

M Tiv, ]jaw, Esan, Ucrobo. Efk, lioko, Idome

The association between the soclo demographic characicristics of patticipants and frequency

that blood pressure
Ofmonitor]ing ‘hCir bIOOd pressure is shown in lﬂblc 4.10. 1hc lﬁh'c shows that b plcssur

i . 1ed with age. However, there was no
monitoring of Parturient Was algnificently 8ssociated With 8

fi between blood pressvre monitoring and booking status, marital statys,
significant association een

coups Of parlicipants.
cducational status, type of occupstion, religion end cthalc BIOUpS pa
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Table 4.10: Soclo-demograpble Charactetistics and Fryquency of Hourly Blood Pressure
Monltoring of Participants duzleg Active Phase of First Stage of Laboor

. N=314S8
Houtly Blood Pressure
- Monltoring

RERE S oem phic Cliaraclerhila Frequealy Not Frequently/Not Done at P.value

DOI‘ ."

N (%) N (%)
Age (years)
<30 1) 359) 127 (64.1) 0.0l
>30 72(49.0) 75(51.0)
Parity
None 116 (46.4) 144 (51.6) 0.081
1.5 229(533) 200 (46.7)
Booking status
Booked 118 (40.5) 173 (59.5) 0261
Un-booked 25 (463) 29 (53.7)
Marital status
Muried 137 (413) 195 (58.7) 0.468
Single/Divorced 6(46.2) 7(53.8)
Level of cdueation’
Priimay &Secondaty education 1) (40.2) 49 (59.8) 0. 452
Tertiny level education 110{41.8) 15) (58.2)
Occupational status
Civil scrvants 65 (44.8) 80 (55.2) 0.191
Trading/ertlsans 60 (42)) 8: (2;-:)
Housewives/students/unemployed 18(31.0) 40(69.9)
Religlon

§1.5 0.446

Chuistlealty 45 (42.5) ‘641[( & g)
1slam 98 (41.0) (59.
Ianlelg 119 (41.6) 167 (58.4) 0.507
i 35 (59.3)
Othery® 24 (40.7)

‘m Tiv, ljaw, E118, Urobo, ENX: lisko,ldoms.

The iation between the socio-demogtaphic charsclcs Istics of participants and ficquency
associnti
of Monitoring their blood pressure is shown ln Wble 4.10. The table shows that blood pressure
ofrin 'er, th 0
monitoring Of a;tuliem was significantly assoclated with age. However, c"c i 341
i, . be n blood pressure monitoring and booking status, mefital Status,
twee

ocCupation, rellgion and cthnlc groups Of participans,

significant associotion

educational stotus, type of
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Soclo-demographic N=34$
Cbaracterlstics FreqSeatly poac Nol Frequeally P.valee
doue/Not Done at
N (%) all
N (%)
Age (Yeans)
<30
70 (47.6)
>30 ( 77 (524) 0.023
72(36.9) 126(63.6) "
Parity
None
.S ;2': 2‘33 141 (54.2)
Booking status SBUID &1
Booked
Un-booked 12%420;) LR
. 31(57.4)
Marital status ( "
Married
137(41.3
Single/divorced/mbivied 5(3( '.5)) l:(sﬁ( I585-)7) 0.540
Level of education ;
Primary and Seconda)y education 31(37.8) 51(62.2)
Testiary level education 111(42.2) 152(57.8) 0.282
Occupalionsl siatus |
Civil semu.u 63(43.4) 82(56.6)
Tiading/artisang 60(42.3) 82(57.7) 0.35S
Housewivey/students/uncmployed 19(32.8) 39(67.2)
Religion
Christianlty 101(42.3) 138(57.7)
Islam 41 (38.7) 65(61.3) 0.308
Etholclty
Yotuba 120(42.0) 166(58.0)
Others* 22(37.3) 32(62.7) 0.304

Othen*: Tiv, ) Jaw, Esan, Urobo, Efik, Isoke, ldoma.

The association between the socio.demographle characterisiics of pasticipants and frequency
of Monitoting their puise rate hourly is shown in sble 4.11. The table shows that pulse rate
monitoring was signlficantly associated with age of paticipants. However, pulse mie
Monltoring was not slgnificantly associated with bookinB statuS marital stamus, level of
edUCOtiOn, type of occupation, rellgion and ethnic groups of participents,
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Table 4.12: Soclo-demographic Characteristics gad Frequesey of Hall-
Moaltoring on Participants du ring Active Phase of first St

Hourly Fetal Heart Rate

agcof Labon?
Na} 48
Ha Il.hourly Fetal Heart Rate Moulloring
Soclo-demographic Freqaeatly Done Not Frequeatly p-valae
Charactcristlcs N (%) Done/Not Done at all
N (%) .
Age (years)
<30 119(60.1) 19(39.9) 0.314
>30 93(63.3) $4(36.7)
Parity
None 137 (52.3) [25 (47.7) 0.294
1-5 208 (43.6) 220 (51.4)
Booklog status
Dooked
Un-booked 178 (61.2) 113(38.8) 0.465
34(63.0) 20(37.0)
Marital ststus - by
Marricd 202(60.8) 130(45.5) 0.192 =
Single/divorcedimarried 10(76.9) .0 %
Leve! of education -
Primuy and Sccondary education 50(61.0) 32(39.0) 0509
Tertlery level education 162(61.6) 101(38.4)
Occupatlonal status
Civit servant 83(57.2.2) 62(42.8) 0.389
Trading/artlsans 92(64.8) 50(35.2) .
Housew|ves/students/unemployed 37(63.8) 21(36.2)
Rellglon
Christianity 153(64.0) 86(34.0) 0.089
falam $9(55.7) 47(44.3) i
Ethoicity 113(39.9)
Yorubs 173(60.5) ' 0256
e 350661 200339
Others®: Tly, [ lw;‘t, ag, Uroto, Efk. lsoko, idoma

soelo- demographic chosacteristics end

frequency of fcts] hcart rale monitosing of

' able 4.12. The (ab}
Parliclpants during active phasc of fitst stage of laboyr is shown In teble .

shows that oge, booking status, marifn§ siatus,

end elhnicity had no significent 8550¢

heait raie in the particiPants.

iation With
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Tobie 4.13: Soclo-demographic Choracterls tes bad
F
Examiantion Conducted on the Participants du L eht cur el Yatind)

ring Active Phase of Finst Stage of Labour

N=)4S
Fousr-bourly Vagiual Ezamination
%—
Soclo.demographic Charscteristics Adequate Taadequate/Not D-valee:
N (%4) recorded s( all

= N (%)

Age (years)

<30 171(86.4) 27(11.6) 0.292
>30 123(83.7) 24(16.3)

Paalty

None 134 (52.3) 12 (47.7) 0.379
1-3 211 (48.6) 223(51.4)

Booking 1tatus

Booked 250(85.9) 41(14.1) 0.257
Un-booked 44(815) 1%(18.5)

DMarital status

Marrled 283(85.2) 49(14.8) 0.59¢
Single/divorced 11(84.6) 2(15.4)

Level of education

Primary and Seconday education 69(84.1) 13(15.9) 0438
Talimy lcvel education 225(85.6) 38(14.4)

Occupatlonal slatus

e - 125(86.2) 20(13.8) 0.907

Civil servant 22(15.5)

Trading/artisass 120(84.5) (15 ‘S)
Housewlives/students/unemployed 49(84.5) AT

Religlon

Christianity 206(83.0) 33(12.0) 0.27)
Isiam £8(86.2) 18(13.8)

>
Olhen® 52(a8.1) :

Otbers®: Tlv, 1]aw, Esen, Urobo. ik, t1oko, Jdemn

apag: §
{

‘WADAN UNIVERSITY! 1BPA!

T

Socig-demographic choractesistics and fiequency of vaginal "‘B‘“i“‘ﬂ:’; ;of'd““;d °: ‘hf
0 .13.The table shows
Paiturient during 8ctive phase of flrst stage of labour 13 5h°“::l:" ;:blsooking e ot o
ly MSOCluwd w agec, "
that vaginal examination was not Significant ¥
slatus ) dned tionn status, type of occupatlon, eligion and ethnic group of participants.
» and educa
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Table 4.14: Socio-demographic Characteristics azd Frequeacy of Documentatlon of
Paramcters Used to-Assesd Progress of Active Phase of First Stage of Labour on the

Partogram of Participants daring Active First Stage of Labour

N=34$
Documentation of Parymeters
Soclo demograPblc Characterlills  Frequenily Docemeated Not p-value
Docamenled but not Documented
N (%) Frequent stell
xS N (%) N (%)
Age (Years)
<30 7(202) 58(41.4) 133(38.4) 0.387
>30 3(15.6) $2(46.3) 92(38.1)
Parity
None 148 (36.4) 127 (31.2) 132(32.4) 0.69]
1. 197(313) 218 (34.7) 214(34.0)
Bookling status
Booked $6(19.2) 130(44.7) 105(36.1) 0.374
Un-booked 2(13.0) 20(37.0) 2%(50.0)
Marital status
Married 9(2.7) 105(31.6) 218(65.7) 0.467
Single/dlvorced/manied 1(7.7) 5(38.5) 1(53.8)
Level of education
Pr mary and Secondasy educsllon 33N 23(28.0) 5669(6:4.]]) 0.648
Textlary level educstion 12.7) 87(33.1) 169(64.3)
Istal
O.ccupltlom staluy X2 $306.6) 89(61.4) -
Civll secvant A
6(4.2) 39(27.5) 97(68.3)
sl 1 18(31.0) 39(67.2)
Housewlves/students/unemployed 117 :
Religlon 73(68.9
e 5(4.7 28(26 4) (68.9)
NIFAnicy 5:2,3 82(343) isa636) o7
lslam
Etkniclty 111(38.8)
54(18.9) 121(423) 0305
Yooumcbf %153) 29(42.9) 21(35.6)

QOthers®: Tiv, 1|aw, B1as, Urobo, ENK, lioko, and lde@s

Socio-dcmogy.phic characteristics and documentation of parameters Usc progre

of active phase of first stage of labour
tersu
Atcording to the table, documentaton of pasamete

stage of lnbour was not Signific oy
tducatlonsl status, type of occupation religlon
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sed to assess the progress of actlve first
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Table 4.1S: Soclodemographie Charscie

Recelved durisg Actlve Phase or Firsi § a8t Partictpeats

2 10d Prycho-social S
Soclo-demographic Cbgructerisicy ge of ol;:.: upport
X Sub-opiimal

lue
::' (yesrs) N ) N (%) &
<30
B :;;:::9) 14(7.1) 0.06
Parlty ) 24(163)
None
al

s ;“ g‘l’:)) 144 (52.4) 0.513
Bookiag stalus 08643
Booked
Un-booked 234(83.7) 3)(11.3) 0.433

49(50.7) 5(93)
Mariisl status
Married
Single/divorved/manicd ’;’l‘((l':o'? ’:g 'o)" 0.643
Leve] of education |
Primary and Secondary edycatlon 16(92.7
DiplomaNCE . sﬁu .4; :g:; 0.104
Unlversity degree 180(86.1) 29(11.9)
Occupatlons] status
Civil servant

129(89.0) 16(11.0)
Trading/mtisans 125(96.9) 43.1) e
Housewives/students/unemployed 53(91.4) 5(8.6)
Religion
Christanity 205(85.0) 34(142)
Lstam 102(962) 0.0 =
Ethnicity
Yorube 261(913) 25(8.7) 0.00$
Ot 46(73.0) 13(22.0)

Otbery®: Tlv, 1) aw, Esan, Urado, ENk, Lioke, (dome

The amociatlon between socio.demographic characteristics and psycho-socisl Suppor
feceived by pasticipants during sctive phasc of first stage of labour is shown in table 4.15.
According to the 1able, particlpants of Yoruba orighn received significantly higher optimal
psycho-socisl supp'on than those from otber ethnjc goups. Paiticipents who were Christians
also recejved significantly higher optimal psycho-social suppott than Muslims. How'ever,
there was ng significant association between age, booking status, marital status, level of
¢ducation and types of occupation of parcipants and adequacy of psycho-socisl sypport
recejved.
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Table 4.15: Soclo-yeno:nphlc Cha

Retelved durisg Acilve Phase of e MACleriglg of Partlcipeyy

Stageof| 2baor 98d Pyycho-socisl Swpport

“Sotio-demographic Charactertyiig —
Opdie ot Sub-optimg) [
Age (years) N (%) N (% Gl
)
<30
>10 :;;}3’) 1402.1) 0.06
Parity N 2(163)
None
1. ;f: ((;;’3 144 (52.4) 0.513
Booldag status . RO 4]
Booked
Un-booked 2 MEE0) 33(113) 0.433
49(90.7) 5(93)
Marltal stntus
Manied
Single/divorced/manied ’;‘(‘::0";) ’:(‘; '0)" 0.643
Level of educatlon .
g;m ‘m :I;aecondu y education 6(52.7) 6(23)
Unlversity degree i B 1k bk
niversity degr 180(86.1) 29(13.9)
Occupational status
Civll servant 129(89.0) 16(11.0) 0.790
Trading/sstisans 125(96.9) 403.1) '
Housewives/students/unemployed 53(51.4) 5(4.6)
Rellgion
Clyistianity 205(85.8) 34(14.2)
hiam 102(96.2) 10.9) b
tth.:;“y
ory 261(913) 25(3.7) 0.005
Othery* 46(78.0) 13(22.0)

Owery*: Ty, 7l aw, Esan, Urobe, Efik, Iseks, Idema

The associstion between socio-demogrephic charscterislics and psyebo-social support
received by partiCipants during active phesc of first stage of labour is shown In table 4,15,
According (o the table, puticlpants of Yoruba aeigin received significantly higher optime?
Psycho-social supp;m than those from other ethnic groups. Participants who were Chyistiang
8130 receijved significantly higher optimal psycho.social support than Muslims. How'ever,
there was no significant essociation between sge, booking statu% marital status, level of
education and types of occupation of participsnts and adequdcy of psycho-social suppo,t
received.
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CHAPTER FTVE

DISCUSSION

The Study was a cross sectional study conducted 1o assess quality of intra-parum case

received by paiturient during active phase of first stage of labour at labour werd o fUnlversity

College Hospital, Tbadan, Nigeria. The participants were 345 women who had spontaneous

vicginal deliveries in the Jabour ward of the hospital. The study revealed that quality of intra-

partum corc from the paiticipanis’ perspective and review of their labour records during

active phase of first stage of Inbour was oplimal.

The findings of the study tripled the findings from (he earlicr studics conducted on the quality
of intra-paitum care, The study revesled hourly record of blood pressure and pulse rate l
moniloring at 143 (41.4%) and 142 (41.2) % respectively which at the same time triple the

tesults with Osungbade et al (2010). in howly biood pressure moniloting. the findings

showed that 143 (41.4%) parturient recelved optimal/adequate intra-partum care while the

care Is sub-optimal/inadequate in 202 (58.8%) parturient. Similerly, it was affirmed (hat 212

IBADAN UNIVERSIITL

(61.4%) of the paiticipants had feial heart rate recorded half-hourly which triple the rate

demonstrated in Osungbado ct al, (2010) study. Two hundred and twelve (61.4%) parturient
received optimal care in half-hourly fetal heast rste monitoring while the care is sub-optimal
In 133 (38.6%) patimient Two hundied and nincty (our parlurient (85.2%) received adequate
four-hourly vaginal examination. This was in tandem with the study by Osungbade et al,
(2010) on assessment of frequency of four-hourly vaginal examlastion. On (he
documentation of information about progress of active phese of HstieR G101 ab0 Pl ARG

pattogrom of the parturient. only 63 (182%) of pastusient hed the information about (he

i s
progress oflabour frequently documented on their Pastogiain
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h it i '
Futhermote, {indings in a study carried oyt by Osungbsde et al (2010) In 12-selected

secondary henlth fcilities in Nigeria where 338 intre-pantum monitoring reeords of four-

hourly vaginal cx?minalion! thet were categorized into optimal and sub-optimal care, based

on the frequency of the procedure performed on parturlent within a time period in the Safe

Motherhood Initiative were reviewed, the lindings showed that two hundred and [orty_three

(71.9 %) parturient received optimal care, while, the care was sub.optimal in ninety-five

(28.1%) patturient which commoborates the lindings in the current study on (our-hourly

vaginal cxamination where 294 (85.2%) parurient received optimal care on four-hourly

vaginal examination while the caro is sub-optimal In §} (14.8%) patturient.

Again, it was shown in the cument study that the documentation piocess was poar as the
progress report on active phase of first siage of labous for most pasticipants was not recorded
on the paitograms, Conceming this, only §3 (182%) panturieni received optimal care while,
282 (81.7%) pnnu;icm received sub-optimeal cace. This at the same time is in tandem to the
views of (Buchmnnn, 200]; Greenfield, 2003; Fahdhy and Chongsuvivatwong, 2005; Fawole,
et al., 2010) on their discoveries about poor documentation/record of progzess of {abour on
pariogram which could be due to variables tike poor lmowledge on the filling of partogrun,

lack of clinical skills, low stff morale, shonage of siaff and poor remuseration among the

attending midwives and the cbstetricians.

Cutrent study futher supponts the assertion of (Halldorsdoitir and helrdorn R
1999; Viilar and Belizan, 2002; McCormick, 2005) es democstrated on psycho-social support
from the medical caregivers fo paturiest while in labour. On the psycho-sociel suppatt in the

cusrent siudy, 333 {96.544) perturicnt reccived optimal psycho-social suppait while, the care

was sub-optimal In 12 (4.5%) parturient. In overall, 198 (57.3%) palicipants received
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Fusthermore, findings in a study carried oy by

Osungbade et al (2010) in 12-selected
secondary health facilities in Nigeria where 338 Intea-

Partum monitoring records of four-

hourly vaginal cx?minatiom that were categorized into optimal and sub-optimal care, based

on the fi8quency of the procedure performed on parturient within a time period in the Safe

Motherhood Initiative were reviewed, the lindings showed that two hundred and forty-three

(719 %) parturient received optimal care, while, the care was sub-optimal in ninety-five

(28.1%) parturient which corroborates the flindings in the eurrent study on louc-hourly

vaginal cXamination wbere 294 (85.2%) panturient received optimal care on fourhourly

vagina| examination while the care is sub-optimal In 51 (14.8%) parturient.

Again, it was shown in the current study that the documentsilon process was poor as the
progress repost on active phase of fust stage of iabour for most pasticipants was not recorded
on the partograms. Concemning this, only 63 (18.2%) paturient received optimal case while,
282 (81.7%) pmu‘rlcm received sub optimal cace. This at the same time (S In tandem (o the
views of (Buchmann, 2001; Greentield, 2003; Fahdhy and Chongsuvivatwong, 2005; Fawole,
et )., 2010) on their discoverles about poor documentation/rccord of progsess of labour on
pattogram which could be due to vatiables llke poor knowledge on the (illing of partogran,
lack of clinical skills, low staff moraie, shortage of staff and poOr remuneratioo among the

atiending midwives and the obstetricians,

Current study further supports the assertion of (Halidoisdottir and Kartsdottir, 1996; \WWVHO,
1999; Villar and Belizan, 2002; McCormick, 2005) as demonstzated on pSycho-social support
from the medical caregiveis to pariwsient while In labour. On the psycho-social suppottin the
current study, 333 {96.5%) parturient reccived optimal psycho-social support while, the care

was sub-optimal jn 12 (4.5%) perturient In overall, 198 (57.3%) patticipants received
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optimal inlra-partum care while intre-partum care was sub.optimal in 147 (42.7%)

porticipants during active phase of first stage of labour at the [abour ward of the Univeisity
College Hospital, lbadan, Nigeria.

5.2 Implications of the Findlags 1o Policy and Practice

Findings from this study have health pjomdtion and prevention of matemal motbidity and
mortality impllcations and suggest the need for multiple interventions directed st tackling lh.c
phenomenon. Countries with high maternal mortality hsve a lsrge burden of pregnancy-
related complications associated disabilities. It is estimated that “for every woman who dics

from a pregnancy-reloted cause, sbout 20 more-roughly 7 million women ycarly cxperience

injury, inlection, discase or disability (Paxton, et al 2011).

Becouse most matemal deaths occur around the time of delivery (Hunt ct al 2008), the
matemal health steategy throughout the wotld has long emphasised intra-pastum care. This
include skilled bitth attendance for al women and emergency obsteiric care 10 prevent
matemal deaths from direct causes such as hacnorthage, obstiucted labour, hypertension,
infection and anacmia (Campbeli and Giaham, 2006). [t has become cvident in recent yecars
that & well-functioning heolth-caie system and the provision of & continuum of care are
essential for achicving the Unlied Nations Millennium Development Gosls pertaining 1o
health (Kerber, et al 2007). Such o continuum would include quslity intra-paitum care and
materal health-cate (Friel and Maymot, 201 1). Midwives 8nd obstetricians should intensify
their effoits i n effectlve monitoring of petiutient in |sbour in sll arcas related 10 intra-partu

: - , pulso rate monitoring,
esre which Include adequate monitoring of parunent blood pressute, pulse rate m g

[J [ * uﬁon or
fetn] heait rate moniloring, vegino examination, timely documentation of infoma
3] -

progscss o active phase of first Si3g¢ of iabous on the patogram and provision of optimal
s
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h intca- .
optimal Inird-poium care while Intra-paitum carc was sub.optimal in 147 (42.7%)

participants dufing active phase of first Stage of labour at the labour ward of the University
College Hospital, Ibadan, Nigeria.

$.2 Implications of the Findings to Pollcy sad Practice

Findings from this study have health promotion and prevention of matemal mosbidity and
mortality Implications and suggest the necd for multiple interventions directed at tackling th;
phenomenon. Countries with high matemal mortality have a large burden of pregnancy-
related complications associated disabilities. 1t 1s estimated that “for evesy woman who dies

from a pregnancy-telnted cause, about 20 more-roughly 7 milltion women yeatly experience

injury, infection, discase or disability (Paxton, et al 2011),

4

Because most maternal deaths occur around the time of delivery (Huit et a] 2008), the
matemal healih strategy throughout the world has fong emphasised intro-pattwn care. This
include skilled birth attendance for all women and emcigency obstetric care fo prevent
maternal deaths from ditect causes such as hacmorthage, obstructed 1sbour, hypeitension,
infection and onacmia (Campbell and Giaham, 2006). it has become evident in recent yeafs
that a well-functioning health-case system and the ptovision of a condnuum of carc are
essential for achieving the United Nations Millennium Development Goals pertaining to
heslth (Ketber, et af 2007). Such a continuum would include quality intra-patium carc and
maternal healih-carc (Friel and Matmot, 2011). Midwives and obstetsicians should intensify

their efforts in effective monitoring of P! tusient in fabour In all arcas rclated to intre-partum

eare which include adequate monitoring of paitutient blood pressure, pulse rate monitoring,

felsl heatt rote monitoring, vegina examinstion, timely documentation of jaformntion of

progress of active phase of flest stage of labous on the petfogram and provision of optimal
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-SoCja] su ' )
psycho | supports for parturient. More cftorts on healthcare services in these nreas can

help in Providing extreme quality and exeellent intra-partum care which tends to imp
rove
matemnal health,

£.3 Concluslon

The research explored the frequency of blood pressure and pulse rate monitoring, fetal heart
rate Monitoring, Yagina ¢xamination, limely documentstion about progiess of active phase of
labour on the partoBram and psycho-sacial suppost received by the pasturient duiing active
phasc of first stage of labour from the labour ward sialll of University College Hospltal,
Ibadan, Nigeria. The study showed that optimal intra-partum care was given In haif-hourly
fetal heait rate monitoring and four-hourly vagina examinations conducted on the pastusient
as well as psycho-social support rendered 1o the parturlent during active phase of first smge
of labour. However, It revealed deficiencies In the peiformance of hourly bload pressurcand
pulse rate monitoring of the parturient. |t also revealed a gross inadequacy in the
lilling/documentntion of infoimation about progress of aclive phase of fitst stage of labour on
the partogiams of the partunent. These could be due 1o poor knowledge on the filllng ol:
pantogram, lack of clinical skills, shortage of staff in relatlon to large client Joad at the 1abour

ward and Jow sialf morale. Improving the health services in these areas of deficiency could

help providing excellent intra-partwo care.

In overall this study showed that the quality of inira-partum care {0 partunent was oPtimal
during active phase of first stage of labour al 1sbour ward of the University College hospitat,
Tbadan, Nigeria. More than 50% (57.3 %) of the parturient roeeived adequate intra-partum

care during actlve phase of first stage of Jebour which Is tending towaids the achicvement of

ication,
the fifth Millennium Development Goal of the World Health Organisation
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5.4 Recommendations
Based on this study, the following are recommended:

. Effective bl
00d pressuro and pulse rate moniloring should be (mplored to imprave

labour monitoring on porturient.

4

2, Itis recommended that there should be a thorough training for obstetriclans in labour

ward on timely and proper partogiam Tecording.
3. More personnel should be rectuited into the labour ward to reduce the work load on

the present stafY so as to ensure the proper monitosing of women in labour

4. There should be etfeclive supervision of the labour ward stoff by their senior

colleagues (0 ensure compliance with standard prolocols in monitoring women in

labour

5.5 Suggestlons for Further Study '

It is suggested that further studies be canied out, to explore some espects of intm-parnsn

care, which the scope of this study did not cover.

BADAN UNIVERSIT i wIF

l. Research is necded to determine the 1elationship between the quality of Int18.partum

care among partusient and outcome of delivery.

2. There is a :1ccd lo cary out rescarch on factors that Influence level of intrs-partum

care among pasturient in the Jabour ward,

Research is also needed 10 assess the celatlonshlp between intra-paifwn care and

clients’ satlsfactlon.
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APPENDIX 1
QUESTIONNAIRE

Serial Number

QUALITY OF INTRA-PARTUM CARE RECEIVED BY PARTURIENT DURING
ACTIVE PHASE OF FIRST STAGE OF LABOUR AT UNIVERSITY COLLEGE
HOSPITAL, IRADAN, NIGERIA

Dear Respondent,

Good dey, this study is being conducted by 8 Master student of the Departnent of Health
Policy and Mansgement in the Faculty of Public Health, University of lbadan. The study is,
almed at asscssing the quality of intra-partum care recelved by paiturlent dunsig active phase
of first stage of labour et University College l{ospital, Ibadan,

! hereby request your voluntery peiticipation in the rescarch by providing answers 10 1he
questions below. Information provided by you wlil only be used for research purpose and
absolutc confidentiality will be mainteined. However, your honest answers 10 these questions

will be highly appreclated.
Plcase, indicate by ticking (V) the appropriate box if you will like to partieipate In the study.

Thank you.

Yes No

n
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APPENDIX 1
QUESTIONNAIRE

Serisl Number

QUALITY OF INTRA-PARTUM CARE RECEIVED BY PARTURIENT DURING
ACTIVE PHASE OF FIRST STAGE OF LABOUR AT UNIVERSITY COLLEGE
HOSPITAL, IHADAN, NIGERIA

Dear Respondent,

Good dsy, this study Is being conducted by » Master student of the Department of Health
Policy and Management in the Faculty of Public Healtk, University of Ibadan. The study Is,
aimed at assessing the quality of Intra. partum care received by peiturient during active phase
of {irst stage of labour at Universily College Hospital, Ibadsn,

I hereby request your voluntary paiticipation in the research by providing answers 1o the
questions below. Information provided by you will only be used for research purpose and
absolute contidentiallty will be maintaincd. However, your honest answers to these questions
will be highly sppreclated.

Please, indicate by ticking (V) the appropriate box If you will like to participate In the study.

Thank you.

Yes No

3
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N Sectlon A: Soclo-Demographic Characteristics of Respondent

Tostruction: Please tick (V) the appropriate option. For some questions, simply provide thf

answer in the space provided.

1. Age ofiespondent

2. Panity =

3,  Dooking status (s) Booked (b) Un-booked

4. Marital slatus

(8) Married (b) Single (c) Widow (d) Divorced

(e) Seperntcd (1) other (specify)

b | Occupation

()  Civil Servant (b) Trading (c) House wife (d)Anisan |
(e) Self-mployed (DApplicant / Unemployed () Workers in Private seclor
6. Highest Educational Level
(@ No fomal education (b) Primary School (c) Juniot Secondary School l’_
a
D
(d)  Senior Seconday School (¢) Technical School (i ON D
Ph.D
(h) Masters ()

(g)  Flrstdedree
7. Rellgion |

(0) [slam (b) Christianity (¢) Traditional

[

@  Oher (Specify)

8. Ethnicity

(8) Yoruba (b) Igbo (c) Hausa

(@ TV (e) Tjaw (d) Other (Specity) ————

rL
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Phase of Firal Stage of Labour
Instruction: Please tick (Y) the box that best describes your fecling regarding the Psycho-

social support You received while in labour.

Seclion B: Measure of Psycko-Social Snpport Recelved By Parturleat During Aclive |

SN

Statemcots

Agree ' Disagree

I was allowed py the midwife / doclor 1o have someone

(such as partner/ friend / relation) with me during labour.

Undecided

The midwife / doctor ticated me with respect and respected

my privacy.

Labour ward sta{T were readily available whenever | calted

for them during 1abour.

13

T A ——— e ——— ]
Encournging, calming and re-assuring woids were given (o

1 was allowed to contribute my opinlon about mjl

menagement during labour

me during labour

MIldwives / dociors were nagging at me and or my relation

14
while | was In labout

IS | The midwile / doctor kept me informed about how my
labour was progressing

16 | Midwives / doclors 8!ways snswered my questiors during
labour.

17 | Willlingness 1o listen to my concemn during fabour was not

enough

'Mldwife stayed with me throughout labour

labour

19 | The envisonment / atmosphese that | was kept during

labour was conducive .
20 | 1 was not allowed to get out of bed or move around during

labour.
21 | Massagcs were given 1o mc lo relleve me of pain while In
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Sectiop B: Measure of Paycho-Soclal Support Recelved By Partorient Duting Active .

Phase of First Stage of Labour
lasiruction: Please tick (V) the box that best describes your feeling regarding the Psycho-
social suppoit you received while in labour.

S/N Statements Agree | Disagree | Undeclded
9 | ! was allowed by the midwife / doclor 10 have someone
(such as paisner/ friend / i¢lation) with me duting tabous.
10 | The midwife / doctor treated me wilh respect and respected I'
my privacy.
Il | Labour ward sta(Y were readily availsble whenever ! called 1
for them duwring labour.
12 |1 was allowed to contribute my opinion sboul my 1
management during labour
13 | Encoursging. calming and rc-assuring wotds were given 10 [ L
me duting labour
14 | Midwives / docioes were nagging at me and or my relation
while [ was in Jabour
15 | The midwife / doctor kept me Informed about how my
[abour was progressing
16| ™Midwives / doclors always answered my questions during
labour.
17 | Witlingness 1o listcn to my concern during labour was not
enough
18 | Midwife stayed with me throughout labour B
19 | The cnvironment / stmosphere that | was kept during
labour was conducive
20 |1 was not altowed to get out of bed or move sround during
labour.
31| Massages were given 1o me to relieve me of paln while In
labour
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not make me fecl lonely

7 | Communication with midwives / doctors during labour did |

|33 [Midwile / doctor always explained to me esch time any
procedure/ test was 10 be conducted on me

1|

|24 Afler any procedure / test, the result was alweys explained

25 [ In general, | was satisfied with the labour wa:d stafl

|26 |1 would like to deliver in this hospital if ! am in labour

again
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Serla] No——uw——
[(RUITOJU TI1 O PEYE TI AWON ALABOYUN TION ROBI MA N RIGBA NI

ASIKO IROBI NI ILETWOSAN ORITA MEFA, NI ILU IBADAN, NIGERIA

QOiukopa mi owon,

£ku lkale, a gbe cto iwadl yl kale nipase akeko onipele keji tl cka ti Health Policy and
Management ni abe Faculty of Pubilc Health, U Ife ebo gigeUnifasit! d ilu Jbadan.

Eto yi wa lali le mo iye itoju ti awon alaboyun li o n robi n i gba nl aslko ti woa n robi lowo
nl ile iwosan Orita-mefa ti ilu Ibadan.

Ejowo, moro yin Jail kopa ti o0 ba wu yia nipa didahun awon |becre 1i 0 wa ni isale yi. Idahun
ti ¢ ba fun wa ylo wa fim cto iwadi nikan ,yio si wa |aarin awa ali eyin nikan. Nitorl idi eyl,

ma feki ¢ ba wa [i otito inu dahun awon Ibeere yl.

E jowo, ¢ mu eytkeyi nips lifa lia ( /) si Inu apoti kekere Isale yl ti ¢ ba fe ko pa ninu eto

iwadi yl.

E se pupo.

—_——

Beenl L— | Becko

n

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



A:  Soclo-Demographic Charactesistics of the Respondent

ftonl: L jowo e fa.la (/) si idahun ti e be ro wipe o dara Julo. Fun awon ibeere kookan, ¢ ko

Kahun won sl ibl ila (i & fa sl iwaju Ibe¢re nax

| E t0 omo odun melo?

2 E Jowo omo melo ni olotun ti yon da fim yin? ....... N IETRE S

1 Nje efi oruko sile fun itoju oyun yi ni ile Iwosan yii?

(a) Fi oruko sile fun iloju oyun

4 lpowo le wa nipa loko-laya?

(a) Loko (b) Kolokori

(b) Ko fi oruko sile fun itoju oyun  L—

(d) Opo () Korasile L J

(e)Yapa jf) Omiran (E so fun wa nl palo)....ccceereicennsmisens

S Iru isewo ni e nee?

(a) Osise ijoba (b) Onlsowo (d) lyawo ile (e) Onise owol

(¢) Oniso adani ,:(0 Akcko

(gb) Osisc nl ile isc adanl| |
6 lwemelo nicka?

gx)Onwuo :

(2) koka we rara (b)Iwe atakobeere (d) Pari ipcle kini iwe girama [___]

(c) Iweglramae | (¢) le iwe ikose owo (0 llc iwe awon ohikonl

(g) Ipele kinni ile iwe gbogbonse

(8b) Parl nl He 1we gbogbonlse

(h) Akeko jade lic eko giga

(i) Ipelc kejl nl ile cko giga :I

() Akeko gboye dokita

7Esin wo nicnsin? (a) Musulumi

(¢) Omiran (Es0 fun wa ni pato).....

8 Eya Orile ede wé ni yin? (a)Yoruba

(b) Onigbagbo (d) Elesin abalaye

(e) Tiv I () ljaw

29000 TvIam v niNN00 s0a0s0avsact oo

(b) I1gbo (d) Hausa

(1) Omlicaa (E so fun wa nl pato).......... .o,
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N Rob! Gba NI Asiko Irob!

itoju ti eri gba ai asiko Irobi

Section B: Agbeyewo Osunwon Ifojn / Ikaramasiki Ti O Peye TI Awon Alaboyan Ti O

ITONI: E Jowo c fa iia () si idahun 1l ¢ baro wipe o daca juio ti ylo so bl o se ri lars yin nipa

I@N

BEENI

BEEKO

NKO MO

Agbebl wa pelu ml ni gbogbo igba ti mo fi n robi

19 Ayika ati agbegbe tl won fi ml 3l nigbat! mo n robi se

timo n robl|

9 Agbebl / Dokita gbs mi layc lati je ki enlkan (bt ;
iololufe/ ore /ebl ml) wa pclumi ni ibitimo tin robi

10 Towotowo nl Agbebl / Dokita fi toju mi, won o sl i L
asiri mi han sita

¥ Awon osise wa larowato, nl Igbakigba limo ba pe won [
nigba li mo n robi

12 A gba ml faye latl mu abs temi wa nlpa bi a o se toju | h
m | nigbati mo n robi

13 W on fun mi ni 0r0 iwurl, oro itunu ati oso idanl loju
nigbali mo n tobl |

14 Awon Agbebi ati Dokila nkanra mo mi ati, tabi awon
cbi mi nigbati mo n robi

1S Gbogbo bl nkan se nlo ni awon Agbebi atl Dokita n jo
kin mo nipa Irobl mi

16 | Awon Agbebl/Dokita ma n saba dahun awon Ibeere (i
mo ba bi won nigbati mo n robi lowo

17 Akitlyan Iati tctl si awon edun okan mi ko to nigba

fara mo
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_f,

I 20 | Won o gbami layc lali dide kuro [oei 1 mj @bi ro

kiri nigbati mo n robi
[21 [won n fiowo pa mi [ara tabi ieyin fun inwa nigbail mo |
n robl
22 | [forowero Yaarin eml afi awon Agbebl / Dokita nigbatl
mo n robi ko je ki nro wipe cmi pilkmn ni mo da wa |
23 | Awon Agbebi / Dokita ma n salaye fun mi nlgbskugbs
ti won ba fe gbe igbese tabi se ayewo kankan lars ml
24 Won ma it salaye esi gbese tabi ayewo kankan ti won
base fun mi
25 Lapapo, [scsi awon osise ile Igbebi e ml lorun gidi gan
36 | Mo fo [aG wa biomo s1 bl yi mo bs un nrdl mi|

igbemiran ni ojo Iwaju
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APPENDIX II

OBSERVATIONAL CHECKLIST
J |

Serial Namber-

QUALITY OF INTRA-PARTUM CARE RECEIVED BY PARTURIENT DURING
ACTIVE PITASE OF FIRST STAGE OF LABOUT AT UNIVERSITY COLLEGE
HOSPITAL, IBADAN, NIGERIA

.

Seclion A: Frequeney of Fetal Heart Rates Monltoring, Blood Pressure and Pulse
Monltoring and Vagioal Examiastioas Cosdueted on Pasturient During Active Phase of

First Siage of Labour
(To be completed by the rescarcher / trained reseasch assistant)

Below are sct of Infonmation about the parturient to be recorded In the vital signs chaits and
nursing reconrds o f the parturicnt during activs phase of flrst stage oflabour.

Pleasc, tick (V) the appropriate option as regards the following care processes as carried out

and recorded by midwives on the vital signs cha:ts and nursing records of the parturient.
S/N Care To De Givea | Reconled Recorded but not | Not Recorted
'Frequeatly!rlmely Frequeatly/Fimely | at all
2 1 0
Fetal Heait Rate (FHR)
monitoting halfhouely
2. | Blood Pressure (BP) =
monilloring hourly
[3. | Pulse Rate (PR) 1

rmonitoring hourly

Vaginal Examinoatlon
(VE) four-howly

8!
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Scctlon B: Timely Documentatioa of Information sbont Progress of Actlve Phase of .
Labour on the Partograph of Partarient Dariag Active Phase of First Stage of Laboar

(To be completed by the researcher/ tnined rescarch assistant)

Below is information about progress of active first stage of labour to be recorded / indlcated
or charted on the pattogram of the parturient. Information recorded timely will be awarded
(2), information recotded but not timely wlll be awarded (1) while information not recotded

at all will be awarged (0).
Pleass tick (V) the oppiopriate option by ticking “information recorded timely”, “information

recorded but not adequately/eonsistently/timely™, or “information not recorded at all”.

SIN

Informatlon to be recorded/indicsied la
the partogram of (he parturient

Recordes!
Frequently/T)

mely (2)

Recorded bei mot
Frequeatiy/Timaely

{)]

Not recorded
ot all

(0)

10

Condition of 1he membmanes e
Ruptured (R) or I (Intact) al most evety

4 hours

i

Feual heait rote readings at most every

30 minutes

12

Condition of the liquor / amniotic fuid |
such as: Clear (C), Mcconlum stained
(M) or intact (I) if the membranes are

not ruptured, evety $ hours

o |

13

Deglee  of nfoulding such as: No
moulding (0), Small moulding (+),
Moderate moulding (++) or Severe

moulding (+++), every 4 hours

4

b4

Cervical dilation, should be plotted with

an X, at most every 4 hours

15

Decent of the presenling pait, shovld be
ploited with en O, at mosi every 4 hours

16

cequency, strength and duration of

uterine contractions, every hour

17

Medications and Inirovenous {luids
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Temperaiuro readinga. every 4 boury
" Volume of urine, cach time the womas |
passct utlne | |
"Presence of proteln, each Ums the
woman Passes uring

11
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DEPARTMENT OF HEALTH POLICY AND MANAGEMENT
COLLEGE OF MEDICINE
Addruin P
UNIVEISITY OF IDADAN, IBADAN, UNIVERSITY COLLEGE ;
NIGZUIA HOSPITAL, IDADAN, m
I Telephone: 2410089, mm_t;m
Tedophooe $101500-8101 11X20 Linas) mlnIEﬂEl‘J____ ; _4
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