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Invited guest speakers

Philip J Steer

Philip Steer is Professor Emeritus
at Imperial College London, having
been appointed Professor in 1989.
He was a consultant obstetrician
for 35 years, based at the Chelsea
and Westminster Hospital from
1994. He has authored 136
research papers, 103 reviews and

editorials and 65 book
chapters/books. 21 of his research
fellows have achieved higher
degrees. His particular interests are
the pathophysiology of labour and
the effects of maternal heart
disease on pregnancy. He was
Editor-in-Chief of BJOG – an
International Journal of Obstetrics
and Gynaecology - from 20052012, is now editor emeritus, and
edits the ‘BJOG on the case’
series. He is an editor of ‘High Risk
Pregnancy – Management Options’
with the fifth edition published by
Cambridge University Press in
2018, who also in 2016 published
the second edition of ‘Heart
Disease in Pregnancy’ that he edits

with Prof Michael Gatzoulis. He
was President of the British
Association of Perinatal Medicine
from 1996 to 1999 and President of
the Section of Obstetrics and
Gynaecology of the Royal Society
of Medicine from 2008 to 2009. He
is an honorary member of the
South African Society of
Obstetricians and Gynaecologists,
honorary fellow of the College of
Obstetricians and Gynaecologist of
South Africa, and an honorary
fellow of the American
Gynecological & Obstetrical
Society.
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Dr Mary A Rutherford
Professor in Perinatal
Magnetic Resonance Imaging

Mary Rutherford trained as a
paediatrician, specialising in
neonatal neurology. She has
worked with magnetic
resonance imaging (MRI) for
30 years. Her expertise is in

the acquisition and
interpretation of fetal and
neonatal MRI of the brain. Her
research interests include
optimising MR sequences to
allow objective quantification
of both normal and abnormal
brain development. She is
Professor of Perinatal Imaging
at Kings College London and
has an Honorary Contract
with Guys and St Thomas’
Trust (GSTT). She also
holds an Honorary Professor
Post in the Department of
Paediatrics, University of
Stellenbosch, South Africa.
Professor Rutherford has
published extensively in the

World Health Organization in the
field of pneumonia and vaccines.
Prof Madhi is also recipient of
scientific awards which include the
European Society for Infectious
Diseases Young Investigators
Award (2006),

Madhi SA
Shabir A. Madhi, M.B.B.C.H.
(Wits), FCPaeds(SA), Ph.D.
Shabir Madhi is Professor of
Vaccinology at the University of the
Witwatersrand, Johannesburg,
South Africa; and co-founder and
co-Director of the African
Leadership Initiative for
Vaccinology Expertise (ALIVE).
Professor Madhi completed his
undergraduate and postgraduate
training at Wits, qualified as a
paediatrician in 1996 and obtained
his PhD in 2003. He currently
holds the positions of Director of
the South African Medical
Research Council Respiratory and
Meningeal Pathogens Research
Unit and Research Chair in
Vaccine Preventable Diseases of
Department of Science and
Technology/National Research
Foundation. He served as the
immediate-past Director of the
National Institute for
Communicable Diseases (20112017),

field of neonatal and fetal MR
imaging. Contact: Mary
Rutherford - Research Portal,
King's College, London.
https://kclpure.kcl.ac.uk/porta
l/mary.rutherford
http://www.mrineonatalbrain.c
om/maryrutherfordimaging,
Centre for the Developing
Brain
Perinatal Imaging & Health,
Imaging Sciences &
Biomedical Engineering
Division, King’s College
st
London, 1 Floor South Wing,
St Thomas’ Hospital, London,
SE1 7EH, T: 0207 188 7118
ext 53617, E:
mary.rutherford@kcl.ac.uk

and currently serves as the Chair of
the National Advisory Group on
Immunization in South Africa.
Author of over 400 scientific
publications between 1997-2017,
his research focus has been on
epidemiology, and clinical
development of vaccines against
pneumonia, diarrheal disease and
for maternal immunization. These
studies have been pivotal to
informing WHO and SAGE policy
on the use of such vaccines in lowmiddle income countries. He has
served as a temporary–
consultant/technical advisor to

a number of National Awards
including the 2009 National
Science and Technology Forum:
TW Kambule Award (2009),
National Research Foundations
President’s Award: Transformation
of the Science Cohort (2010),
Medical Research Council Life
Time Award (Platinum medal;
2013), and the European &
Developing Countries Clinical Trial
Partnership award for Scientific
Leadership (2016). He is an NRF
A-rated scientist 2012 and also an
elected member of the Academy of
Science of South Africa (2012),
Royal Society of South Africa
(2016) and in 2017 was elected as
a Fellow of The World Academy of
Sciences.

38th Conference on Priorities in Perinatal Care in Southern Africa
Hartenbos, Western Cape

12-15 March 2019

DAY 1 - TUESDAY 12 March 2019
12h00 – 17h00
15:00-16:00

Registration desk open (Delegates to check-in and get their keys from registration desk)
Come join in the fun – Icebreaker – Drum Cafe

16h00-18h30

Session 1:Maternal morbidity and mortality

Chairperson: Mrs Lolly Mashao

Keynote: Prevention & Management of Respiratory Distress Syndrome
Papers:

Posters:

Prof Luna

Clever Maternity Care: Improving women’s experiences of childbirth in Tshwane, South
Africa
Strengthening parental and caregiver preparedness during pregnancy in the context of
st
the Western Cape Provincial 1 1000 days initiative
Managing uncertainties: Understanding how materiality of care affects nurses and
midwives in three midwifery obstetric units in Cape Town, South Africa
Tracking adiposity from mother to child: A prospective study
Contributory factors for HIV upsurge among children aged three to eighteen months in
Mangaung, Free State Province
HIV-1 Drug resistance surveillance among parturient women on anti-retroviral therapy in
the Eastern Cape, South Africa: Implications for elimination of mother-to-child
transmission
Impact of a clinic dedicated to hypertension in pregnancy at a district hospital

Dr Sarie Oosthuizen

Lifestyle behaviours, HIV-associated stigma and adverse effects as barriers to antiretroviral therapy adherence among pregnant living with HIV

Dr Vincent Adeniyi

18h30 – 19h00

Exco Meeting – Prof Velaphi, Dr Nkosi, Prof Gebhardt, Ms Mashao & organisers

19h00 – 20h00

Dinner – Restaurant

Dr Elmarie Malek
Ms Jessica Dutton
Dr Julèy de Smidt
Dr Selloane Phakisi
Dr Vincent Adeniyi

Ms Nokuthula Nkosi
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DAY 2 – WEDNESDAY 13 March 2019
07h00

Breakfast – Restaurant

08h00-10h30

Papers:

(07h30 - Registration desk open)

Session 2:Intrapartum care
Chairperson: Dr Spencer Nkosi
Keynote: Does oxytocin have a place in the management of dystocia?
Prof Philip Steer

Updated intrapartum care guideline
Correlating CTG, apgar score and cord blood PH after caesarean section for
fetal distress at Rahima Moosa Mother and Child Hospital
Suction tube uterine tamponade: randomized feasibility study of a new
approach to uterine suction tamponade for postpartum haemorrhage
An audit of uterotonic use for the prophylaxis and treatment of haemorrhage at
caesarean delivery at Mowbray Maternity Hospital, Cape Town, South Africa
Oxytocin infusion regimens from 11 countries – variations, interpretations and
implications
Case file review on morbidity in eclampsia
Randomized trial of safety of isoniazid preventive therapy during or after
pregnancy

10h30 – 11h00

Morning Tea

11h00 – 13h00

Session 3: Diagnosing brain injury and long term effects

Dr Valerie Vannevel
Dr Khathutshelo Tshikanda
Prof Justus Hofmeyr
Dr Pelo Pheto
Prof Karin Minnie
Dr Nasim Mayat
Prof Gerhard Theron

Chairperson: Professor Sue Fawcus
Keynote: Medico-legal proceedings in suspected perinatal brain injury: The role of MRI
Prof Mary Rutherford
Papers:

Posters

Neonatal EEG spectral power and individual differences in neurodevelopmental
outcome in toddlers
Neurodevelopmental outcomes at 2 years using the Griffiths Mental
Developmental scales in children with HIE
Obstetric factors in South African cerebral palsy claims for negligence – experience
from 199 cases
Profile of medico-legal cases claiming compensation for neurological handicap due
to term hypoxic ischaemic injury
Expectations of pregnant women prior to fetal ultrasound
The understanding and recollection of informed consent by labouring women after
an emergency caesarean section
The prevalence of abnormal Dopplers in low risk pregnant population in South
Africa

13h00 – 14h00
14h00 –
16h00

16h00 – 16h30
16h30 –
18h30

Dr William Fifer
Dr Firdose Nakwa
Prof Eckhart Buchmann
Prof Peter Cooper
Dr Eularnia Bok-Mcminn
Dr Candice Johnson
Dr Tsakane Hlongwane

Lunch – Restaurant
Workshop 1: Intrapartum Fetal Surveillance – Moving
Beyond Fetal Heart Rate Pattern Recognition: Professor
Philip Steer

Workshop 2: PMTCT “The next frontier”
Dr Jeannette Wessels & Prof Ute Feucht

Afternoon Tea
Workshop 3: Managing ART failure and diagnosing TB
in pregnancy
Dr Neil Moran & Dr Richards Lessells

Workshop 4: MRI of neonatal brain injury
Prof Mary Rutherford

18h30 – 19h00

Priorities In Perinatal Care Association Annual General Meeting All conference attendees welcome

19h00 – 20h00

Dinner – Restaurant
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DAY 3 – THURSDAY 14 March 2019
07h00

Breakfast – Restaurant (07h30 - Registration desk open)

08h00-10h30

Papers:

Poster:

Session 4: Fetal growth, stillbirth and quality improvement
Keynote: Stillbirths and early neonatal deaths

Stillbirth and dual prenatal exposure to alcohol and cigarettes: Report of the Safe
Passage study
Comparing new population-based South African fetal growth charts with international
standards: which is the best predictor of adverse obstetric outcome?
A regional review of facility-level maternal and perinatal death surveillance and
response systems in four Sub-Saharan African countries
Improving outcomes for pregnant women and neonates: applying quality
improvement approach to identify game changers in the healthcare system in South
Africa
New born cord care practices and the influencing factors among parturient women in
rural communities of South Eastern Nigeria
Clinical presentation and consequences of illegal abortions: a retrospective review of
patients presenting at Dora Nginza Hospital
Improving stillbirths and quality of neonatal care at Butterworth hospital with midwife
led high risk antenatal clinic
Medium-fidelity simulation in clinical readiness: a phenomenological study of student
midwives concerning teamwork

10h30 – 11h00

Morning Tea

11h00 – 13h00

Session 5: Improving pregnancy outcomes
Keynote: Vaccination During Pregnancy

Papers:

Poster:

Chairperson: Dr Firdosa Nakwa
Prof Shabir Madhi

Ms Tina Lavin
Ms Mary Kinney
Dr Shuaib Kauchali

Mrs Oluchuawu Obiora
Dr Bezile Langa
Dr Sibongile Madondo
Ms Zukiswa Ntlokonkulu

Chairperson: Prof Gerhardt Theron
Prof Shabir Madhi

Monitoring and Evaluation of Basic Antenatal Care Plus Implementation in South Africa
Pregnancy Induced Hypertension (PIH)
Support needed by midwives in reduction of preterm birth and deaths in the resource
limited obstetric units of Limpopo Province, South Africa
Compound effect of smoking and drinking on prevalence rate of placental abruption
The association between drinking and smoking during pregnancy with preterm birth
Metabolic syndrome among pregnant women attending antenatal care at Pelonomi
Hospital
Impact of a clinic dedicated to hypertension in pregnancy at Deep Rural District
hospital
Evidence-Based Neonatal Skin Care Guideline
Towards achieving KMC service centre of excellence at Pumwani Maternity Hospital:
The Road Map
First-time mothers’ experiences of exclusive breastfeeding practices and support in the
buffalo city metro municipality, South Africa

13h00 – 14h00
14h00 – 16h30
18h30 – 21h00

Ms Carolina Du Plessis

Dr Tsakane Hlongwane
Ms Portia Moyo
Dr Thivhulawi Malwela
Professor Hein Odendaal
Mrs Lucy Brink
Professor Shisana Baloyi
Dr Olumuyiwa Olowe
Prof Karin Minnie
Dr Mary Kariuki
Ms Zukiswa Dasheka

Lunch – Restaurant
Free afternoon (No afternoon tea)
Dinner
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DAY 4 – FRIDAY 15 March 2019
Check out and hand keys in at Registration desk during breakfast before session commences
07h00

Breakfast – Restaurant (07h30 - Registration desk open)

08h00-10h00

Papers:

Posters:

Session 6: Improving quality of maternal and neonatal care Chairperson: Dr Sibongile Mandondo
Keynote: MRI of acquired perinatal brain injury
Prof Mary Rutherford

Learnings from applying ICD-PM death classifications to existing South African Perinatal
Problem Identification Programme (PPIP) data
Too little, too late: The recurrent theme in maternal deaths due to sepsis
Reducing maternal deaths from hypertension. Is standardization the solution?

Ms Tina Lavin

Did the safety of caesarean delivery improve in 2017?
Early lessons learned from the use of non-pneumatic anti-shock garment (NASG) in
Kwazulu-Natal Region 4
A study to assess the acceptability of the Alexis-O retractor and a brief description of post
operative wound complications associated with its use
Perinatal outcomes among patients with maternal near miss from severe hypertensive
disorders at Frere and CMH both tertiary hospital in EC South Africa
A review of maternal deaths in a private hospital group In South Africa

Prof Sue Fawcus
Ms Sthandwa Mngayi

10h00 – 10h30
10h30 – 12h30

Dr Sylvia Cebekhulu
Dr Tasnim Ibrahim

Dr Philiswa Mlandu
Dr Sibongile Mandondo
Ms Aliné Hall

Morning Tea
Session 7: Challenges & Successes in managing preterm births

Chairperson: Professor Peter Cooper
Keynote: Developing a protocol of interventions for ELBW babies in the Western Cape, South
Prof Tony Westwood
Africa: Process, ethics, and implications
Papers:

Posters:

12h30
13h30
14h00

Hypothermia among neonates admitted to the neonatal unit at a tertiary hospital in
South Africa
Reduction of blood stream infection due to methicillin resistant staphylococcus
aureus through use of chlorhexidine skin baths
Duration of hospital stay and factors associated with prolonged stay in VLBW infants
surviving to hospital discharge
Tube-to-oral transition pathway to guide feeding advancement in moderate to late
preterm neonates: A systematic review
An evaluation of the decision-to-anaesthetic and decision-to-incision interval for
caesarean sections at Chris Hani Baragwanath Academic Hospital
Initiating respectful maternity care in greater-Letaba Sub District, Limpopo: Limpopo
Maternal Care(Limmcare)
Fungemia in the newborn: epidemiology and susceptibility patterns to empiric
antifungal therapy used in a neonatal unit at Dora Nginza Hospital, Eastern Cape

Dr Jacqueline Ng'eny
Ms Elizabeth Motswaledi
Dr Rugare Mahovo
Ms Sonja Nel
Dr Melissa Williams
Ms Joy Summerton
Dr Subashni Maharaj

Lunch
Airport Busses Depart
All Delegates Depart
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ABSTRACTS
DAY 1-TUESDAY 12 MARCH 2019
SESSION1: PAPER 1
CLEVER MATERNITY CARE: IMPROVING WOMEN’S EXPERIENCES OF CHILDBIRTH IN
TSHWANE, SOUTH AFRICA
Sarie J Oosthuizen, 1 Anne-Marie Bergh, 2 Robert C Pattinson2
1 Department of Family Medicine, Faculty of Health Sciences, University of Pretoria, South
Africa
2 South African Medical Research Council Maternal and Infant Health Care Strategies Unit,
University of Pretoria, South Africa
INTRODUCTION
Processes of birthing care matter to women. Some women experience mistreatment because
of health-systems constraints and the absence of policies or a facility culture of disrespect
and undignified care. This study aimed to determine the effect of a multi-faceted
intervention, called ‘CLEVER’. CLEVER is the acronym for Clinical care and obstetric triage;
Labour ward management; Eliminate barriers; Verify care; Emergency obstetric simulation
training; and Respectful care. The package was designed to improve the experience and the
quality of obstetric care in midwife-led obstetric units (MOUs) in Tshwane district, South
Africa.
METHODS
We conducted an anonymous baseline and end-line survey to measure the change in
women’s perceptions and experiences of childbirth care after the implementation of the
CLEVER package. All ten MOUs in Tshwane district were included in the study. A purposive
sample of five units in one sub-district received the intervention; the other five units served
as control. A convenience sample of women who delivered in any of these units and returned
to primary health care facilities for a postnatal follow-up visit three days to six weeks after
delivery were recruited at baseline (n=653) and after implementation (n=679). Differences
in socio-demographic characteristics of baseline and end-line respondents were weighted
for purposes of statistical calculations.
RESULTS
Six survey items were selected as proxies for respectful clinical care. Differences were
calculated for (i) baseline and end-line within control and intervention groups and (ii)
between the control and intervention groups at baseline and end-line. There was no
significant change in the proportions of responses regarding the question whether staff said
something upsetting to women delivering at intervention and control units. With regard of
being attended to within 15 minutes both groups showed a significant increase in positive
responses. The remaining four items pertained to permission asked to do an examination,
positive communication behaviour, respectful treatment and overall satisfaction with
birthing care. For these items a significant positive change was observed for the intervention
group only (odds ratios ranging from 2.4 to 4.3; p ≤0.0018), with no significant change for
the control group (odds ratios between 1.0 and 1.8; p ≥0.0736).
CONCLUSION
After the implementation of the CLEVER package women reported a more positive
experience of childbirth. The results indicate that the CLEVER intervention is a potential
strategy to attain respectful, quality obstetric care that warrants further investigation in
more health care facilities.
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SESSION 1: PAPER 2
STRENGHTHENING PARENTAL AND CAREGIVER PREPAREDNESS DURING PREGNANCY
IN THE CONTEXT OF THE WESTERN CAPE PROVINCIAL 1ST 1000 DAYS INITIATIVE
*Malek, E. **Goeiman H.: *Dept. Paediatrics, Tygerberg Hospital, FHS, University of
Stellenbosch
** Western Cape Provincial Health, Service Priorities – 1st 1000 Days Initiative
The first 1000 days of life is a scientifically proven critically sensitive period for infant brain
development. Environmental influences (both physical and psychological) before, during
and after birth have a profound effect on the architecture of the developing brain and on the
reproductive potential of the fetus, affecting the next two generations. Epigenetic effects
during this period have far-reaching impact on an individual child’s physical, cognitive,
social and emotional development and collectively on public health and wellbeing. The
developmental origins of chronic disease and risk-taking behaviour are well-known.
Intergenerational interventions are required to interrupt these continuous cycles of illhealth. This requires a shift in focus from interventions aimed at the infant only after birth to
that of the mother-baby dyad starting before conception, in context of family, community
and environment. From a public health perspective, it requires a further shift from a diseaseorientated approach towards a more holistic recognition of the role of social determinants
and adopts an intersect oral approach to well-being. It calls on the health care system to
adopt an approach that values and fosters supportive relationships amongst and by health
workers towards families to model and promote the essential nurturing care on which the
infant brain depends for its optimal development. Health care workers working across the
domains of family, maternal and child health are critical role-players in this respect as
clinical practitioners, professional leaders and advocates. Investing in the 1st 1000 days of
life allows for a shift in the trajectory of a child’s life, which, if sustained, ultimately narrows
inequality and supports human developmental potential across the life course.
The Western Cape Provincial 1st 1000 Days Initiative focus is to strengthen parent and
caregiver preparedness starting during pregnancy. Progress with respect to the W Cape 1st
1000 days Parent and Caregiver support package will be presented.
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SESSION 1: PAPER 3
MANAGING UNCERTAINTIES: UNDERSTANDING HOW MATERIALITY OF CARE AFFECTS
NURSES AND MIDWIVES IN THREE MIDWIFERY OBSTETRIC UNITS IN CAPE TOWN,
SOUTH AFRICA
Jessica Dutton & Lucia Knight: School of Public Health, University of Western Cape
Introduction
Improving the quality of care within South African maternal health facilities is an important
part of the initiative to reducing maternal and infant mortality and morbidity. To better
understand the current barriers to quality of care within South African maternal healthcare,
the perspective of nurses and midwives is indispensible. As the ones who deliver care
directly to patients, it is nurses and midwives who must often find ways to adapt when the
health system falters. This paper focuses on the materiality of care within midwifery
obstetric units (MOUs) in Cape Town to better understand how the material components of
care impact nurses and midwives professional practice.
Methods
As part of the on-going research for my PhD, qualitative research has been conducted at
three MOU’s in Cape Town. In-depth interviews with nurses and midwives as well as
observation of the facilities have been conducted and analysed to identify themes.
Results
Through analysis of the data, the theme of ‘materiality of care’ has immerged. An analysis of
materiality of care looks at the ways in which insufficient equipment, breakdowns within the
supply chain, and the lack of physical space impacts the midwifery practice, influences
behaviour, and affects how midwives perceive their profession. Such material deficits lead to
an environment of permanent uncertainty where policy and guidelines are difficult to follow.
Conclusion
Managing uncertainties and instability within South African MOUs has become part of the
nursing and midwifery profession. In the commitment to improving quality of care within
South African maternal healthcare the materiality of care needs to be considered as an active
part of maternal healthcare. As policy and interventions are developed and implemented,
material limitations and the multiple implications this has on nurses and midwives needs to
be carefully considered.
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SESSION 1: PAPER 4
TRACKING ADIPOSITY FROM MOTHER TO CHILD: A PROSPECTIVE STUDY
De Smidt JJA1, Odendaal HJ2, Nel DG3, Nolan H2, Du Plessis C2, LT Brink2, Oelofse A1
1 Department of Medical Biosciences, University of the Western Cape; 2 Department of
Obstetrics and Gynaecology, Stellenbosch University, South Africa, 3Department of Statistics
and Actuarial Science, Stellenbosch University, South Africa
Background
Maternal obesity and excessive weight gain during pregnancy are associated with adverse
infant birth outcomes such as macrosomia and a higher prevalence of childhood obesity
trailing into adolescence and adulthood.
Aim
To investigate the associations between maternal indicators of adiposity and childhood
indicators of adiposity at birth and at the age of five years. Secondly, to explore whether
maternal smoking and alcohol consumption during pregnancy is associated with increased
abdominal adipose tissue at five years. Lastly, to determine whether there are sex
differences present at age five years.
Methods
This is a further follow of children born in the Safe Passage Study. Data was collected from
500 mother-child pairs at antenatal clinic visits, at birth and at the age five years. Maternal
data were collected at antenatal clinics in the residential area of Bishop Lavis, Western Cape,
when women enrolled for their first antenatal visit. All other assessments were done at
follow-up study visits at Tygerberg Academic Hospital in Bellville, South Africa.
Anthropometric measurements included birth weight (BW), length (BL) and mid-upper-arm
circumference (MUAC) and body mass index (BMI), skinfold thickness (SFT) and waist
circumference (WC) at age five years. Clinical assessments at five years included blood
pressure (BP), mean arterial pressure (MAP) and heart rate (HR). Ultrasound assessments
consisted of the aorta intima media thickness (aIMT) and visceral adipose tissue (VAT).
Results
Maternal indicators of adiposity correlated significantly and positively with measures of
adiposity (p<0.05) in their offspring. Increased triceps SFT was associated with an increased
aIMT adjusted for subscapular SFT, BMI and WC at age five years. Dual exposure to
cigarettes and alcohol and the BMI of the child were significantly associated with VAT
adjusting for sex of the child and maternal MUAC as covariates.
Conclusion
Children from this low-income community, with high rates of maternal overweight and
obesity, smoking and alcohol consumption, presented with higher values of adiposity as
cardiometabolic risk factors. Higher values of SFT, WC, VAT and aIMT are indicative of
cardiometabolic risk. Maternal adiposity influenced cardiometabolic risk. Sex differences in
adiposity were prominent at this age. Our findings may contribute to earlier detection of
obesity risk.
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SESSION 1: PAPER 5
CONTRIBUTORY FACTORS FOR HIV UPSURGE AMONG CHILDREN AGED THREE TO
EIGHTEEN MONTHS IN MANGAUNG, FREE STATE PROVINCE
S PHAKISI : FREE STATE SCHOOL OF NURSING
The Free State Province and South Africa as a whole are succeeding in preventing mother to
child transmission of HIV as evidenced by data from the HIV PCR tests performed at ten
weeks. Despite this success the data from the National Health Laboratory Services shows
that there are more babies who test HIV positive in Free State province and other parts of
South Africa between the ages of three and eighteen months.
Objectives
The purpose of this study was to explore and describe the potential contributing factors of
the upsurge of HIV among children aged three to eighteen months in the Mangaung Free
State Province in South Africa.
Methods
The study was conducted at five primary healthcare facilities and one hospital in Mangaung
with sixty randomly selected mothers of children testing HIV-positive for the first time
between the ages of three and eighteen months. The convergent mixed-methods research
design was opted for, according to which the review of medical records, unstructured
interviews, and structured questionnaires were used for qualitative and quantitative data
collection. Thematic and statistical data analysis was applied for the interpretation of
recurrent patterns of qualitative and quantitative data.
Findings
Mothers did not adhere to PMTCT prescripts and this was influenced by among others the
psychosocial factors, risky behaviour and women disempowerment. Of the sixty
participants, study results revealed that n = 20 (33%) of mothers were diagnosed HIV
positive during the breastfeeding period. n=19 (48%) mothers who were on ART prior to
labour defaulted treatment. and 22 (55%) of babies who were classified as HIV exposed at
birth missed the infant diagnosis at 10 weeks while some mothers were left with
unanswered questions
Conclusions
Measuring the success of PMTCT by the tests conducted at ten weeks and eighteen months
can be misleading. Missing the early infant diagnosis and maternal diagnosis of HIV during
breast-feeding were identified as major contributory factors. Mother’s deviation from
PMTCT prescripts are influenced by a variety of factors.
Recommendations
Recommendations include PMTCT psychological assessment and counselling; partner and
community involvement; women empowerment; and that couple testing at antenatal and
postnatal clinics should be a national policy subjected to protracted monitoring and
evaluation processes.
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SESSION 1: PAPER 6
HIV-1 DRUG RESISTANCE SURVEILLANCE AMONG PARTURIENT WOMEN ON ANTIRETROVIRAL THERAPY IN THE EASTERN CAPE, SOUTH AFRICA: IMPLICATIONS FOR
ELIMINATION OF MOTHER-TO-CHILD TRANSMISSION
Oladele Vincent Adeniyi1, Chikwelu Larry Obi2, Daniel Ter Goon3, Benson Iweriebor2,
Anthony Idowu Ajayi4, John Lambert5, Anthony Okoh1 (1)Faculty of science and Agriculture,
University of Fort Hare, Alice. Email: vincoladele@gmail.com; aokoh@ufh.ac.za. (2) School of
Science and Technology, Sefako Makgatho Health Sciences University, Pretoria. Email:
C355251@gmail.com; benvida2004@yahoo.com. (3) Faculty of Social Sciences &
Humanities, University of Fort Hare, East London. Email: ajayianthony@gmail.com.
(4)University College Dublin/Mater Misericordiae University Hospital, Catherine McAuley
Education & Research Centre, Dublin, Ireland. Email: jlambert@mater.ie.
Background
The emergence of HIV drug resistance poses a significant threat to achieving the goal of
elimination of mother-to-child transmission. In this study, we assessed the burden of HIV-1
drug resistance mutations (DRMs) within the context of the public sector prevention of
mother-to-child transmission (PMTCT) programme in the Eastern Cape, South Africa.
Methods
We conducted genetic analysis on viral isolates (n=80) from plasma samples of women with
probable virological failure at delivery between January and May 2018 from two large
maternity centres in the Eastern Cape using standard protocols. Partial pol gene covering
1030bp were amplified and sequenced according to previously reported protocol. DRMs
were determined by submitting the generated partial pol sequences to the Stanford drug
resistance database for query on mutations associated with drug resistance in HIV viruses.
We examined the correlates of DRMs using bivariate analysis.
Results
The age of parturient women ranged from 16 – 43 years. The majority of the parturient
women were currently on Efavirenz-based regimen (first line ART) (82.5%) and had been on
ART for more than 12 months (65.0%). The prevalence of DRMs was 72.5% (n=58). The CD4
count demonstrated a negative linear association with the DRMs (p=0.002). The
predominant DRMs were K103N (n=43; 74.1%), M184V (n=28; 48.3%) and K65R (n=11;
19%). Among the parturient women on current treatment of EFV-based regimen; 79.1%
already had K103N while nine patients on protease inhibitor-based regimen still harboured
K103N. The majority of the M184V mutations were observed in parturient women on first
line regimen (n=23; 82.1%).
Conclusion
We found a high prevalence of DRMs in women delivering their index babies at high viral
loads in the study settings. Future studies should explore the point-of-care technology for
reverse transcriptase-PCR for screening for common resistance mutations to guide
appropriate neonatal prophylaxis and maternal therapy.
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SESSION 1: PAPER 7
IMPACT OF A CLINIC DEDICATED TO HYPERTENSION IN PREGNANCY AT A DISTRICT
HOSPITAL
Sr N Nkosi and Dr N Mthetwa Vryheid Hospital: Dr N Mayat Queen Nandi Regional Hospital
Introduction
Vryheid Hospital (Level 1) is situated in Zululand, KwaZulu-Natal. Its referral centre is
Queen Nandi regional Hospital (QNRH) 250 kilometres away. Hypertension (HT) in
pregnancy has been a major contributor to perinatal and maternal mortality. As part of the
RHINO (Rural Health Initiative in Neonatology and Obstetrics) project a clinic dedicated to
HT in pregnancy has been set up at district hospitals.
Methods
The clinic (Ubejane) is run at the hospital once a month. It sees non-emergency patients with
HT in the present or past pregnancies (preconception, in the index pregnancy and after the
postpartum period). It is run by a selected team under mentorship by a consultant from
QNRH to ensure continuity and uniformity of care. The poster is a presentation of results
before and after the Ubejane initiative. Data collected is for 2018 compared to 2017
Results
The perinatal mortality rate has remained the same 31.6 vs. 32.7. The percentage of
perinatal deaths from HT has decreased by 5%. There were 5 maternal deaths in 2017(one
Ht related) to 1 this year from NPRS. The number of non-emergency referrals has decreased
markedly. (Table with all results will be on poster)
Conclusion
Advantages: decrease in referral rate and increased confidence of staff to manage Ht.
Improved recognition of those at risk and appropriate management at clinic level. For
patients it is a major benefit not to be referred.
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SESSION 1: POSTER
LIFESTYLE BEHAVIOURS, HIV-ASSOCIATED STIGMA AND ADVERSE EFFECTS AS
BARRIERS TO ANTI-RETROVIRAL THERAPY ADHERENCE AMONG PREGNANT LIVING
WITH HIV
Oladele Vincent Adeniyi: Walter Sisulu University/Cecilia Makiwane Hospital, Mdantsane,
East London, South Africa
Background
Context-specific factors influence adherence to antiretroviral therapy (ART) among
pregnant women living with HIV. Gaps exist in the understanding of the reasons for the
variable outcomes of the prevention of mother-to-child transmission (PMTCT) programme
at the health facility level in South Africa. This study examined adherence levels and reasons
for non-adherence during pregnancy in a cohort of parturient women enrolled in the PMTCT
programme in the Eastern Cape, South Africa.
Methods
This was a mixed-methods study involving 1709 parturient women in the Eastern Cape,
South Africa. We conducted a multi-centre retrospective analysis of the mother-infant pair in
the PMTCT electronic database in 2016. Semi-structured interviews of purposively selected
parturient women with self-reported poor adherence (n = 177) were conducted to gain
understanding of the main barriers to adherence. Binary logistic regression was used to
determine the independent predictors of ART non-adherence.
Results
A high proportion (69.0%) of women reported perfect adherence. In the logistic regression
analysis, after adjusting for confounding factors, marital status, cigarette smoking, alcohol
use and non-disclosure to a family member were the independent predictors of nonadherence. Analysis of the qualitative data revealed that drug-related side-effects, being
away from home, forgetfulness, non-disclosure, stigma and work-related demand were
among the main reasons for non-adherence to ART.
Conclusions
Non-adherence to the antiretroviral therapy among pregnant women in this setting is
associated with lifestyle behaviours, HIV-related stigma and ART side-effects. In order to
eliminate mother-to-child transmission of HIV, clinicians need to screen for these factors at
every antenatal clinic visit.
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DAY 2 -WEDNESDAY 13 MARCH 2019
SESSION 2
Keynote: Does oxytocin have a place in the management of dystocia?
Philip J Steer, Imperial College London, Chelsea and Westminster Hospital
That a secretion from the posterior pituitary gland made the uterus contract was first
reported by Sir Henry Dale in 1906. By 1909 William Blair-Bell was reporting its use to
control postpartum haemorrhage. By the 1920s investigators such as Aleck Bourne were
reporting its use to augment labour and highlighting its tendency to hyper stimulate the
uterus. Over the decade following his first publication in the BMJ in 1969, O’Driscoll
promoted the ‘active management of labour’, in which more than half of women in their first
labour were given intravenous oxytocin to augment their contractions. This was claimed to
result in a low caesarean section (CS) rate. However, studies in the 1980s cast doubt on this
approach, and in the 1990s leading articles in the BMJ and BJOG stated that active
management should not be employed as there was no convincing evidence of its efficacy.
A Cochrane review of early amniotomy and early oxytocin for prevention of, or therapy for,
delay in first stage spontaneous labour compared with routine care (Wei et al 2013)
reviewed randomised trials including 8033 women and while they reported that labour was
shorter with active management (by a mean of 1.3 hours) there was no significant evidence
of a reduced CS rate. Another Cochrane review in the same year (Bugg et al) of treatment
only when slow labour was diagnosed (treatment rather than prevention) found no
reduction in the CS rate and commented that “The dilemma for obstetricians and midwives
on labour wards is that a drug they have used for over 40 years to reduce the need for
operative delivery has still not been proven to be effective in its original primary role.” Since
2007, every edition of the NICE guidelines on the management of labour has advised that
“Do not routinely offer the package known as active management of labour” and if oxytocin
is used to augment labour “Explain to her (the woman in labour) that using oxytocin after
spontaneous or artificial rupture of the membranes will bring forward the time of birth but
will not influence the mode of birth or other outcomes”. Incautious use of oxytocin has been
reported to be implicated in 71% of cases of substandard management of labour (Berglund
et al BJOG 2008; 115(3):316-323) and oxytocin was being used in almost two thirds of
adverse outcomes in the INFANT trial (Steer et al BJOG Nov 2018 epub ahead of print). As
litigation claims in relation to intrapartum care and cerebral palsy are now approaching £2
billion per year in the UK (averaging more than £2,000 per birth), a useful step towards
limiting the damage done by ‘incautious use of oxytocin’ would be to stop using it to
augment spontaneous labour.
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SESSION 2: PAPER 1
PRESENTATION OF THE UPDATED INTRAPARTUM CARE GUIDELINE
Valerie Vannevel (SAMRC/UP)
The monitoring of women in labour has remained unchanged for decades. The research
done by Friedman between the 1950s and 1970s gave birth to the partogram and the
current active management of labour, where the healthcare worker intervenes if labour does
not progress at 1 centimetre per hour. Early 2018, the World Health Organization has
published the recommendations for intrapartum care for a positive childbirth experience,
largely based on recent research on natural labour progression.
To our knowledge, South Africa has been a pioneer in attempting to implement the new
WHO recommendations. The South African guidelines for intrapartum care (IPC) are
incorporated into the “Guidelines for Maternity Care in South Africa”, published by the
National Department of Health. In 2005, the SAMRC Maternal and Infant Health Care
Strategies Unit published a book “Intrapartum Care in South Africa” which contains a
comprehensive IPC guideline. Both IPC guidelines are largely overlapping.
In view of the publication of the new WHO recommendations, the decision was made to
update the book “Intrapartum Care in South Africa”, and a long process went ahead of the
final, updated IPC guideline. The current partogram in the Maternity Case Record (MCR) has
been updated to an interim partogram and should be used in combination with the updated
intrapartum care guideline. Two aspects stand out in this updated IPC guideline:
1. Focus on respectful, supportive, woman-centred care:
2. Changes in the monitoring of labour
Duration of latent phase: 24 hours instead of 8 hours.
Start of active phase of labour at 5cm.
Partogram: 1cm/hour alert line, 2-hour refer/review line
We will be presenting the final, updated IPC guideline.
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SESSION 2: PAPER 2
CORRELATING CTG, APGAR SCORE AND CORD BLOOD PH AFTER CAESAREAN SECTION
FOR FETAL DISTRESS AT RAHIMA MOOSA MOTHER AND CHILD HOSPITAL
KA Tshikanda, E Buchmann, H Lombaard
Introduction
Fetal distress is one of the most common indications for emergency caesarean section in
both developed and developing countries. Intrapartum fetal monitoring was designed with
the hope of reducing the prevalence of cerebral palsy and early detection of fetal hypoxia.
Objective
To correlate intrapartum CTG findings with the outcome of the new-borns in terms
umbilical cord pH and apgar scores, in women who went for caesarean sections for fetal
distress at term and were in labour, and thus to evaluate the accuracy of CTGs.
Methods
This study included women with term singleton pregnancies, who were in labour and were
booked for caesarean section for fetal distress. Cardiotocographs were interpreted by a
senior obstetrician as normal, suspicious or pathological according to the NICE guidelines.
The senior obstetrician interpreted these CTGs without knowledge of the acid-base statuses
of the new-borns.
Results
A total of 100 women were recruited but one patient was excluded due to a too short CTG
recording. Age range was 18-46 years. Number of women with a gestational age of 42 weeks
or more was 8 (8%). Interval between end of CTG and birth ranged from 21 to 352 minutes.
The birth weight range was 2125-4240 g. The Apgar scores at 1 minute ranged from 1 to 9,
and at 5 minutes ranged from 7 to 10. No infants required neonatal intensive care, none
developed hypoxic-ischaemic encephalopathy and none died. The Apgar scores at 1 minute
and 5 minutes correlated well with the pH (p<0.001). .
Conclusions
The time interval between end of CTG and birth remains unacceptably high, with some
patients waiting more than 300 minutes for delivery after the diagnosis of fetal distress.
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SESSION 2: PAPER 3
SUCTION TUBE UTERINE TAMPONADE: RANDOMIZED FEASIBILITY STUDY OF A NEW
APPROACH TO UTERINE SUCTION TAMPONADE FOR POSTPARTUM HAEMORRHAGE
Hofmeyr G Justus, Middleton Katrin, Singata-Madliki Mandisa
Effective Care Research Unit, Universities of the Witwatersrand, Fort Hare and Walter Sisulu
and Eastern Cape Department of Health, East London, South Africa.
Background
Uterine balloon tamponade is widely used for treatment of postpartum haemorrhage (PPH),
but two randomized trials suggested harm. Uterine suction tamponade (UST) is an
alternative method aligned with physiological uterine contraction to achieve haemostasis.
Availability and cost of purpose-designed devices may be a limiting factor for global impact.
Objective
To identify an inexpensive catheter suitable for UST, and to assess its functionality.
Methods
Parallel group, 1:1 randomized single-center, double blinded feasibility study. We searched
medical supply websites for a catheter with predefined desirable characteristics:
inexpensive, flexible, wide bore, circumferentially-arranged side apertures, and rounded tip.
At caesarean section we placed an FG36 Levin stomach tube in the uterus and connected it
trans-vaginally to a suction unit. We randomized participants to early versus delayed UST
Results
We randomly assigned 45 women to early (n =24) or late UST (n = 21). The tube functioned
well with respect to stability in the uterus and aspirating all blood from the uterine cavity
without blockage.
Measured blood loss was similar between the two groups (mean difference 7.3ml, 95%
confidence interval -61 to 75, p = 0.43), as were the secondary outcomes. There were no
postoperative complications.
Conclusions
We did not test absolute effectiveness as there was no non-suction group. We demonstrated
functionality but found no difference between early and delayed suction. The FG36 Levin
stomach tube is a suitable Suction Tube Uterine Tamponade device for future trials to assess
the effectiveness of UST for postpartum haemorrhage.
Registration: PACTR201809584199573
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SESSION 2: PAPER 4
An audit of uterotonic use for the prophylaxis and treatment of haemorrhage at
caesarean delivery at Mowbray Maternity Hospital, Cape Town, South Africa
P. Pheto, G. Petro (UCT), S. Fawcus (UCT)
Background
One third of obstetric haemorrhage deaths in South Africa are attributed to bleeding
associated with caesarean delivery (BLDACD); frequently due to uterine atony. The use of
uterotonics to prevent BLDACD is recommended but there is no international consensus on
the safe effective dosage of oxytocin for this purpose with concern over hypotensive effects
from high doses, and variations between country protocols. In South Africa a national
protocol has been developed for oxytocin use at caesarean delivery (CD) which recommends
an initial intravenous oxytocin bolus of 2.5 IU followed by an infusion, but it is uncertain how
well this is adhered to and whether oxytocin use is always documented.
Objective
To audit the usage of prophylactic uterotonics for CD at Mowbray Maternity Hospital and
evaluate compliance with the national protocol.
Methods
A retrospective review of folders of all women who delivered by elective and emergency CD
from June to July 2017 was performed. Patient files were retrieved and data on uterotonic
use and relevant clinical data extracted.
Results
Folders of 319 women were reviewed. The CDs were all performed by registrars and
medical officers. There was documented use of a prophylactic intravenous (IVI) oxytocin
bolus for 302 (94.7%) women. The most commonly given dose was 3 IU IVI in 169 women
(53%). Seventy-five (23.5%) received the recommended dose of 2.5 IU IVI while 57 (18.8%)
received other doses, all less than 5 IU. The dose of prophylactic intraoperative oxytocin
infusion varied widely with only 18 (5.6%) receiving the recommended dose. Blood loss >
1000 ml was documented in 13 (4.1%) women. Uterine atony was documented in 24 (7.5%)
women and was commonly treated with 20 IU oxytocin infusion, followed by other
uterotonics. One patient received a uterine compression suture while none required
hysterectomy. Most women (89%) had spinal anaesthesia and apart from one high spinal, no
severe anaesthetic complications were reported.
Conclusion
Low dose oxytocin is widely used at MMH at CD although 3 IU is given more often than the
nationally recommended 2.5 IU. The low rate of postpartum haemorrhage suggests that this
dosage is effective. Standardization of protocols by anaesthetists is important particularly
for doctors working in level one facilities where most CDs are performed with less skilled
staff.

S
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SESSION 2: PAPER 5
OXYTOCIN INFUSION REGIMENS FROM ELEVEN COUNTRIES – VARIATIONS,
INTERPRETATIONS AND IMPLICATIONS
Karin Minnie- North-West University (presenter)
Deirdre Daly- Trinity College Dublin, Ireland
Rationale
Researchers from the North-West University participated in the COST Action: Building
Intrapartum Research through Health. Synthetic oxytocin is commonly used in intrapartum
care, yet there is wide variety on regimens for induction or augmentation of labour.
Methods
COST Action members from 11 countries participated in a survey of guidelines on synthetic
oxytocin infusions in 2016. Data on starting dose, infusion fluid and amount, escalation rate,
maximum dose, and titration with uterine contractions were collected. To obtain a
denominator for comparisons, values for each regime were converted to International Units
(IU) in 1000ml of diluent. The escalation rate (IU per hour) was calculated, based on
escalation intervals of 15, 20, or 30 minutes, until the maximum dose was reached.
Cumulative dosages for an eight hour period were calculated by adding the dose
administered for each hour to the dosages administered over the prior hour(s).
Results/conclusions
The dose of oxytocin infused during each hour, and the total amount infused over an eighthour period, will be reported by country. The regime of the South African National
guidelines fits in the lower range compared to the regimens of other countries: SA 6,97 IU vs
the minimum of 4.08 IU of Ireland (regime with lowest dosage) and the maximum of 15.84
IU of Germany (regime with highest dosage) for the total amount of oxytocin received after 8
hours.
Implications of findings
Research is emerging about the longer terms effects of synthetic oxytocin which suggests
that intrapartum synthetic oxytocin may alter the endogenous oxytocin system and
influence women’s stress, mood, behaviour and breast feeding journey. It is vital that women
(and their babies) are exposed to the minimum dose of a medication that alters the
physiological processes and has significant short and long term consequences.
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SESSION 2: PAPER 6
CASE FILE REVIEW ON MORCIDITY IN ECLAMPSIA
Dr N Mayat Queen Nandi Regional Hospital; Dr.G.U.Wessels, Queen Nandi Hospital
Introduction
QNH, a regional maternity hospital in semi-rural KZN receives problem obstetric cases from
17 district hospitals. It serves a population of 2.5 million women. It has 7425 deliveries per
year. The recently funded Rhino (Rural health initiative for neonatology and
obstetrics)project tries to raise awareness and teach management of PIH, a huge contributor
to maternal morbidity in the district. 37% of ICU admissions are due to Ecalampsia
Methods
We decided to review the 2018 eclampsia admission files to evaluate the complications and
morbidity these patients present with at delivery, for anaesthesia and ICU management and
check on perinatal outcome. We have reviewed files for 10 months so far. Eleven files were
missing. Permission to review files was granted by hospital management.
Results
90 patients
range: 4 to 14/ month
mean 9:
Age
range 14-41 yrs.
Mean 21.4 yrs.
Teenagers
38.6% (overall percentage 17%)
Parity
range 0 to 5
Primigravid 76.2 %
Gestational age at presentation 35 weeks (range 24-40).
Postpartum: 3
28 to 34 weeks:
3 <28 week: 11
Maternal Morbidity:
CS rate 84.8 %
59% under GA.
Post-operative ventilation 42 (1 to 10 days, mean 2.8).
Maternal death
1
Renal Failure : 45.2%.
Dialysis: 9.5%
Hemiparesis on discharge 2,
transient cortical blindness 4,
thrombocytopaenia 8,
HELLP 5,
cricothyroidotomy 2, Aspiration pneumonia 3 and pulmonary oedema 2
Fetal outcomes:
Low birth weight rate 58.8%.: <1000gm 11.8%. :
SB rate: 114.9 Low Apgar scores: 24.1%
Avoidable Factors.
Patient, administration and health worker related factors have been identified.
Conclusion
Preference for traditional medicine, huge transfer distances and times have to be addressed.
Failure to recognise patients at risk and inappropriate management of Hypertension are
health worker factors. A strong case for earlier delivery in preeclampsia is made.
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SESSION 2: PAPER 7
RANDOMIZED TRIAL OF SAFETY OF ISONIAZID PREVENTIVE THERAPY DURING OR
AFTER PREGNANCY
Amita Gupta, Grace Montepiedra, Lisa Aaron, Gerhard Theron, Timothy Sterling, Katie
McCarthy, Carolyne Onyango-Makumbi, Tsungai Chipato, Gaerolwe Masheto, Katherine Shin
and Adriana Weinberg for the IMPAACT P1078/TB APPRISE Study Team
Background
The safety, efficacy, and optimal timing of isoniazid preventive therapy (IPT) for HIVpositive pregnant women on antiretroviral therapy (ART) is unknown. We hypothesized that
IPT can be safely initiated during pregnancy.
Methods
A Phase IV randomized, double-blind, placebo-controlled trial compared initiation of 28
weeks of IPT in antepartum (AP; immediate) (arm A) versus at 12 weeks postpartum (PP;
deferred) (arm B) in HIV-positive women from TB-endemic areas in Africa, Asia, and Haiti.
Randomization 1:1 was stratified by gestational age. Mother-infant pairs were followed to
week 48 PP. The primary safety endpoint was treatment-related maternal adverse events
(AE) > grade 3 or permanent drug discontinuation due to toxicity. The non-inferiority
margin (NIM) was an incidence rate (IR) of 5/100 person-years (PY).
Results
Among 956 enrolled, median age was 29 years, median CD4 was 493 cells/µL, 955 (>99%)
were on ART (85% efavirenz-based), 63% had plasma HIV-1 RNA undetectable. Median
follow-up was 58.6 weeks. 147 (15%) reached the primary outcome (74 in arm A, 73 in arm
B), 171 women discontinued the study prematurely; 6 died (2 in arm A, 4 in arm B), with 3
deaths due to treatment-related hepatotoxicity (1 in arm A, 2 in arm B) and one nontreatment-related in arm A. There were no statistical differences in IRs of any maternal
grade ≥3 AE or all-cause hepatotoxicity between arms. There was no difference in maternal
TB or infant TB by study arm. Adverse pregnancy outcomes however were significantly
higher in arm A vs. B (23% vs 17%; p=0.009).
Conclusions
IR for the primary safety outcome was higher than expected and similar for immediate vs.
deferred IPT. TB incidence was low. Immediate IPT was associated with excess adverse
pregnancy outcomes. The recommendation to initiate IPT during pregnancy in HIV-positive
women on ART needs re-evaluation.
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SESSION 3: PAPER 1
NEONATAL EEG SPECTRAL POWER AND INDIVIDUAL DIFFERENCES IN
NEURODEVELOPMENTAL OUTCOME IN TODDLERS
William P. Fifer, Lauren C. Shuffrey, Mandy Potter, Priscilla Springer, Natalie H. Brito, Hein
Odendaal
Background
The increasing prevalence of developmental disorders and the effectiveness of early cost
effective interventions in improving long-term outcomes for vulnerable children highlight
the necessity for identification of early risk factors and biological markers for atypical
neurodevelopment. In children without neurodevelopmental concerns, there is typically a
developmental increase in high-frequency EEG activity (Beta and Gamma) and a
developmental decrease in low-frequency neural oscillations (Delta and Theta). Relative to
neurotypical populations, infants at-risk for developmental disorders often exhibit different
developmental trajectories in neural oscillations. The goal of the present study was to
identify associations between electro cortical activity (EEG) during new born infant natural
sleep and subsequent individual differences in social-emotional development in toddlers.
Methods
Participants included in the present analysis consisted of infants initially enrolled in the Safe
Passage Study. The sample consisted of 203 infants (gestational age at birth M: 39.4 weeks,
SD: 1.1 weeks) from the Safe Passage Study who had both neonatal EEG and developmental
assessments at ~3 years of age. Neonatal EEG was recorded during sleep in for
approximately thirty minutes. Electro cortical power was computed in 10 frequency bands
and 12 brain regions separately within active (REM) and quiet (slow wave) sleep. The Brief
Infant-Toddler Social and Emotional Assessment (BITSEA) were administered at 3 years of
age (M: 37.0 months, SD: 2.6 months).
Results
In active sleep, increased Alpha, Beta, and Low-Gamma EEG power in the left temporal, right
temporal, and left-frontal regions were associated with increased socioemotional problems
on the BITSEA, (F (1, 196) = 2.33 - 2.92, p’s = .000 - .01. Sex specific analyses revealed
increased Delta, Theta, and Alpha EEG power during quiet sleep in the left temporal, frontal,
and frontal polar regions were associated with increased socioemotional problems in males
only, (F (1, 111) = 4.49 – 6.37, p’s = .000 - .01. Conversely for females, increased Delta, Theta,
and Alpha EEG power in the right frontal and central regions were associated with increased
socioemotional competence scores, (F(1, 82) = 1.18, p’s = .000 - .01
Conclusions
Our results demonstrate some promising associations between early neural markers
collected in the new born infant and later risk for atypical social-emotional development in
toddlers.
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SESSION 3: PAPER 2
NEURODEVELOPMENTAL OUTCOMES AR 2 YEARS USING THE GRIFFITHS MENTAL
DEVELOPMENT SCALES IN CHILDREN WITH HYPOXIC ISCHAEMIC ENCEPHALOPATHY
Mbatha S1,3, Nakwa F2,3, Velaphi S2,3Chris Hani Baragwanath Academic Hospital, Division of
Neuoevelopment, 2Division of Neonatology, Chris Hani Baragwanath Academic Hospital;
3University of the Witwatersrand
Introduction
Hypoxic ischaemic encephalopathy (HIE) occurs in 1-3 per 1000 live births in high-income
countries and in 20 per 1000 live births in low to middle-income countries (LMIC). At Chris
Hani Baragwanath Academic Hospital (CHBAH) the incidence of HIE ranges from 8.5-13.3
per 1000 live births. Many of these surviving children are at a 25-30% risk for adverse
neurodevelopmental outcomes Objectives: To describe the neurodevelopmental outcomes of
HIE children at 18-24 months of age at the HIE clinic at CHBAH.
Methods
This was a retrospective descriptive study from January 2013 to December 2014 that
included neonates referred with moderate or severe HIE to the clinic. The Griffiths Mental
Developmental Scale ER (0-2 years) was conducted in the first year and at 18-24 months to
assess the neurodevelopmental outcome of the children in this sample.
Results
Of the180 files, 148 (84%) had moderate HIE and 22 (12%) had severe HIE. In the induced
hypothermia group there were 107 (59%). The mean birth weight was the same in the
induced and non-induced groups (3054 g, SD ± 516 g vs 2987 g, SD ±416 g ; p<0.05).
Seventy-seven (43%) were lost to follow up. Only one patient demised in the cohort. The
mean overall General Quotient (GQ) score at 18-24 months in the induced and the noninduced groups was 86 (SD ± 20.7) and 80 (SD ± 29.3); (p< 0.001 for both). Both groups had
higher GQ scores at 12 months for the induced and non-induced groups; 102 (SD ± 15.9) and
92 (SD ±26.5) respectively. There were 31 (17%) with cerebral palsy, 10 (5.6%) with visual
impairment and 3 (1.4%) with hearing impairment.
Conclusions
Induced hypothermia was associated with improved neurodevelopmental outcomes at 18 to
24 months age in this study. These results are comparable with existing literature despite
being done in a LMIC setting.

26

SESSION 3: PAPER 3
OBSTETRIC FACTORS IN SOUTH AFRICAN CEREBRAL PALSY CLAIMS FOR NEGLIGENCEEXPERIENCE FROM 199 CASES
E Buchmann, K Frank. University of the Witwatersrand
Objective
To describe obstetric factors related to alleged causation of hypoxic-ischaemic events in
cases of cerebral palsy litigation.
Methods
Obstetric medical records were reviewed by two obstetricians, considering pregnancy,
labour, neonatal and child information. The obstetricians tried in each case to decide if the
plaintiff’s claim had merit. Court records or judgments were not considered.
Results
Of 199 cases, 86% occurred at 77 institutions in Gauteng, the Eastern Cape and KwaZuluNatal. Fifty-two (26%) had no maternity records. Sixty-nine percent of the women were
primiparous, and 28% were teenagers. The first and second stages of labour were prolonged
in 15% and 10% of cases respectively. Fetal distress was noted in 46%. Neonatal
encephalopathy was observed in 77%. Intrapartum causation was probable in 71%. There
were no reports of placental histopathology. On brain MRI scanning, 91% of children
showed evidence of term hypoxic-ischaemic brain injury. Forty-three percent of the claims
had merit, 36% did not, and in 27% it was not possible to decide. Factors associated with
merit were primiparity, long durations of labour, fetal distress, neonatal encephalopathy,
and partial prolonged, versus profound, brain injury. The most frequent reasons for not
having merit were profound brain injury (sudden severe events), normal neonatal condition,
insufficient time for health workers to respond, and possible infective aetiology.
Conclusion
Over half of claims with records probably need to be settled by defendants – mainly the
state. Lack of records puts defendants at a further disadvantage. Labour in young
primigravidas is a risk factor for litigation. Prolonged labour occurs in a minority of cases. In
the multidisciplinary evaluation of cases, obstetrician experts need to consider feasibility of
obstetric interventions, the possible role of infections, neonatal condition and child MRI scan
reports. Placental histopathology should become routine for infants born in poor condition
with early evidence of neonatal encephalopathy.
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SESSION 3: PAPER 4
PROFILE OF MEDICO-LEGAL CASES CLAIMING COMPENSATION FOR NEUROLOGICAL
HANDICAP DUE TO TERM HYPOXIC ISCHAEMIC INJURY
Peter Cooper, Department of Paediatrics and Child Health, University of the Witwatersrand
Introduction
Claims of negligence for neurological handicap as a result of hypoxic ischaemic injury to
infants delivering around term gestation have dramatically increased in recent years in
South Africa. The author has been consulted on a number of such medico-legal cases to
provide expert opinion.
Methods
All such cases originating in public sector hospitals for which the author has given a medicolegal opinion over the past two years were analysed to establish risk factors and whether
there were specific areas of management that could be addressed to reduce the number of
cases.
Results
A total of 55 cases were reviewed. Of the 49 cases where the age of the mother was recorded,
21 (43%) were <20 years of age. This compares with the Stats SA figure that 13.9% of
mothers giving birth in 2016 (a total of 969 415 births) were 10-19 years of age. Of the 21
mothers <20 years of age in this series, 14 were 18-19 years of age and 7 were 16-17 years
of age. Of the 51 mothers in whom parity was recorded, 28 were Para 1 (55%).
Gestation was often uncertain and early dating sonars rarely done. However, even when a
reasonable initial estimation of gestational could be made, this was largely ignored as term
approached and a number of pregnancies went beyond 42 weeks with no apparent concern
or intervention.
Conclusion
Pregnant women <20 years of age and those having their first pregnancy appear to be at
high risk for their infants suffering hypoxic ischaemic brain injury around term gestation
and greater attention needs to be given to these groups. Accurate estimation of gestation is
often difficult but, even when a reasonable estimate has been made, this is often ignored and
pregnancies are allowed to go postdates putting the fetus at greater risk for hypoxic
ischaemic brain injury.
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SESSION 3 PAPER 5
EXPECTATIONS OF PREGNANT WOMEN PRIOR TO FETAL ULTRASOUND
Doctor Eularnia Janine Bok-McMinn; Professor Hennie Lombaard
University of Witwatersrand
Background
Expectations and knowledge of pregnant women prior to fetal ultrasound are well
documented in developed countries. Women have generally been shown to have appropriate
and reasonable expectations and knowledge. The main objective of this study was to
examine whether the views of women in our setting are similar to findings from studies in
developed countries.
Methods
This was a descriptive study done on pregnant women attending the ultrasound department
and antenatal clinic at Rahima Moosa Mother and Child Hospital.
An interview was conducted using a questionnaire before the ultrasound scan was
performed.
Results
Two hundred and fifty women were recruited. All the women interviewed had expectations.
The most frequently expressed expectation was to determine sex of baby (n=154). This was
followed by wanting to know the baby’s wellbeing and health (n=136).
The majority of the women did not know that fetal anomalies could be detected at fetal
ultrasound (n=235). This difference in knowledge was statistically significant in women with
no education, secondary education or tertiary education. .
Almost half the women did not know the purpose of the ultrasound for which they were
referred for (n=124).
Conclusion
Most women had similar expectations compared to studies from developed countries.
Lack of education was directly linked to poor knowledge of fetal ultrasound. This study has
identified areas where patient education is needed regarding fetal ultrasounds.
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SESSION 3: PAPER 6
THE UNDERSTANDING AND RECOLLECTION OF INFORMED CONSENT BY LABOURING
WOMEN AFTER AN EMERGENCY CAESAREAN SECTION
Dr Candice A Johnson; Supervisor: Prof Yasmin Adam; University of the Witwatersrand
Introduction
Informed consent is a regulatory and ethical requirement in medical practice. It forms the
ethical basis of a patient-centered approach. The National Health Act no 61 of 2003, states
that the user should have full knowledge, must give informed consent, and participate in the
decision making. There is contention on whether women in labour can give a truly valid
informed consent. This study was therefore performed to evaluate the understanding and
recollection of informed consent in women after an emergency caesarean section.
Methods
A cross- sectional study conducted at CHBAH. Women who had undergone an emergency
caesarean section were interviewed. Categorical variables were described using frequencies
and percentages and continuous variables were described using means and medians. The
open ended questions were described using themes. English speaking women older than 18
years were invited to participate. Exclusion criteria were previous caesarean section, severe
maternal or neonatal complications.
Results
One hundred women completed the questionnaire. The mean age was 26.5 (SD±5.76).
Consent was obtained by 76 interns, 23 registrars and 1 consultant.
All the women recalled the indication for having a caesarean section and 90 understood
what they were told. Seventy-eight said that risks and complications were discussed, 8 said
it was not discussed, 11 did not remember and 3 did not know if it was discussed. Most
women (77) wanted full disclosure of all the risks and complications. Eighty-four were
satisfied with the information and 93 felt they took part in making a decision without being
pressurized.
Conclusion
This study indicates that labouring women can recall indications and mostly understand the
reason for the caesarean section. Their recall of complications was poor but better when
prompted with specific complications. Most of the women would like to know all
complications and were satisfied with the informed consent pro.
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SESSION 3: POSTER1
THE PREVALENCE OF ABNORMAL DOPPLERS IN LOW RISK PREGNANT POPLUATION
IN SOUTH AFRICA
Dr TMAG Hlongwane (presenter) DR BSS Nkosi; Prof RC Pattinson
Institutions: SAMRC/UP (Maternal and Infant Health Care Strategies Unit) CSIR
Background
The assessment of foetal blood flow using Doppler waveform is one of the innovative
methods of foetal surveillance- it can be used to identify placental insufficiency. It is a tool to
identify foetuses at risk of stillbirth due to foetal growth restriction. In South Africa the
largest category of perinatal deaths is ‘unexplained intrauterine death’. The majority of the
mothers were clinically healthy women and the highest prevalence of stillbirth was between
32 and 37 weeks’ gestation. It is hypothesised that many of these deaths are due to
undetected placental insufficiency.
Aim
To determine the prevalence of raised resistance indices (RI) of the umbilical artery in low
risk pregnant women.
Design
Descriptive study
Setting
Nine sites across eight provinces in South Africa (Gauteng, North West, Northern Cape,
Limpopo, Mpumalanga, Kwa Zulu Natal, Free State and Eastern Cape).
Method
Pregnant women classified as having low risk pregnancies were screened for placental
insufficiency using a continuous wave Doppler ultrasound apparatus (UmbiflowTM) between
28 and 34 weeks’ gestation. Women with foetuses with a raised resistance index were
referred to a high risk clinic and were managed according to a standard protocol. The
outcomes of all the deliveries were recorded.
Results
UmbiflowTM screening was performed in 4124 women across 9 sites; 564 (13.6%) foetuses
were regarded as high risk. AEDF was found in 34 (0.82%) of foetuses.
Conclusion
The prevalence of abnormal Dopplers in this low risk population is 13.6%. The Prevalence of
AEDF in this low risk population is about 8-10 times higher than that previously recorded.
(Comparable to what other low risk study in Pretoria found.)
Implications
The prevalence of AEDF is sufficiently high to warrant pregnant population screening in
South Africa. The UmbiflowTM apparatus is ideally suited to do this. A large multicentre
cluster randomised trial is warranted to test whether the use of a UmbiflowTM in a pregnant
population in LMICs to screen for AEDF and act upon the results reduces the stillbirth rate.
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WORKSHOP 1
WORKSHOP ON INTRAPARTUM SURVEILLANCE
Prof P J Steer Imperial College London, Chelsea and Westminster Hospital
Prof Steer will help participants construct a rational approach to intrapartum surveillance,
with particular emphasis on the use of continuous fetal heart rate and uterine contraction
monitoring (cardiotocography, CTG). He will cover the basics that are sometimes forgotten,
but also pass on the many insights he has acquired over 45 years of involvement in
intrapartum care.
The introduction will explain why the rise of litigation has emphasised the role of CTG
monitoring as a key component of intrapartum care. Then in a session on technology,
participants will be reminded how fetal monitors work, because failure to appreciate their
limitations is a common cause of errors in the interpretation of fetal heartrate recordings.
The next session will review fetal pathophysiology, in particular how hypoxia, hypoxaemia,
acidosis, and asphyxia are defined, and their interrelationships.
The following session will present a systematic approach to the analysis of fetal heart rate
tracings, emphasising how to recognise artefact, and illustrating both the common and the
more unusual abnormalities encountered. There will then be an explanation of how clinical
features of concern (in particular, fetal growth restriction, meconium and pyrexia) influence
CTG interpretation, and explain how changes in the fetal heartrate should be interpreted in
the presence of these stressors. Recent trials such as INFANT and studies such as ‘Each Baby
Counts’ have emphasised the vital importance of taking into account risk factors when
interpreting fetal heart rate traces.
The workshop will also cover the use of pH and lactate measurement, ECG ST Segment
analysis (STAN) and computerised CTG pattern interpretation. The workshop will finish
with a presentation on the dangers of excessive oxytocin use, followed by a general
discussion of management issues.

WORKSHOP 2
Perinatal Priorities Conference: PMTCT: “The Next Frontier”

Background
South Africa’s Prevention of Mother-to-Child Transmission (PMTCT) programme has
achieved remarkable successes in recent years in ensuring good outcomes of pregnant
women living with HIV and reducing the risk of transmission of the virus to their infants.
South Africa now strives towards the new aspiration of complete elimination of MTCT.
Realizing this ambitious target will require innovative strategies and continuous quality
improvement to ensure that the PMTCT programme remains relevant, practical, and
evidence based.
To this end, the Department of Health has revised the Guideline for the Prevention of Mother
to Child Transmission of Communicable Infections (HIV, Hepatitis, Listeriosis, Malaria,
Syphilis and TB) 2018. The new guideline includes a strong focus on 1) maternal viral
suppression during antenatal care, at delivery, and in the period after birth, 2) providing
integrated care for the mother-infant-pair to promote adherence and retention in care, and
3) promoting and protecting breastfeeding as a major child survival strategy.
Aims of workshop
To introduce the major changes in the new guideline, provide the rationale and evidence for
these changes, and generate buy-in and support for implementation of the new guideline as
of 1 April 2019
Target Audience
All health professionals managing women, children, and their families affected by HIV.
Host of the Expert meeting
Prof Ute Feucht and Dr Jeannette Wessels
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WORKSHOP 3
Managing antiretroviral therapy failure and diagnosing TB in pregnancy
Workshop for the 38th Priorities in Perinatal Care Conference
Neil Moran, Richard Lessells
Non-pregnancy related infections remain the leading cause of maternal mortality in South
Africa. With the scale-up of antiretroviral therapy, the profile of patients with advanced HIV
disease has changed and an increasing number of women now present with antiretroviral
therapy (ART) failure during pregnancy. Often this is complicated by opportunistic
infections, especially TB. The aim of this workshop is to develop competence in practitioners
in identifying and managing ART failure and diagnosing TB in pregnancy. We will use a casebased learning approach to discuss how to approach a pregnant woman with possible ART
failure and how to investigate a pregnant woman for TB. The real world clinical cases will
provide a framework to discuss the application of guidelines and algorithms in everyday
clinical practice. We will take the opportunity to discuss advances in TB diagnostics, such as
the Xpert Ultra assay and the urine lipoarabinomannan (LAM) assay.
This workshop is coordinated as a partnership between the KwaZulu-Natal Department of
Health and the CAPRISA Advanced Clinical Care (ACC) Program
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WORKSHOP 4
MRI of acquired perinatal brain injury
Prof. Mary Rutherford
This talk will cover the basics and advantages of MR imaging in addition to cranial
ultrasound. We will discuss when, how and whom to image in order to obtain maximum
information. I will discuss how the clinical history and presentation relate to the pattern of
subsequent injury to the brain. In addition how the pattern of injury on MRI relates to the
eventual outcome for the child.
MRI in medico legal practice of perinatal brain injury.
Prof. Mary Rutherford
We will discuss current issues surrounding medico legal practice in neonatal and obstetric
medicine in South Africa. This will include suggestions on how best to avoid prosecution by
attention to detail, improving communication with patients and colleagues, legible recording
and note keeping during labour and delivery and subsequently in the neonatal period. We
will produce key essential points. Finally we will talk about the current role of imaging and
specifically MRI in medico legal practice.
Workshop: MRI of neonatal brain injury.
Prof. Mary Rutherford
We will have an informal interactive discussion around several real cases and I’ll explain
how to read a neonatal MRI for the non- radiologists- interested in acquired perinatal brain
injury.
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DAY 3-THURSDAY 14 MARCH 2019
SESSION 4:
Keynote: Stillbirths and early neonatal deaths
Maternal vaccination: a package deal for mothers, fetuses and young infants.
Shabir A Madhi
Death during the neonatal period accounts for 45% of all under-5 childhood mortality. The
leading causes of neonatal death are due to complications of premature birth, as well as
approximately 18% due to infections. Added to this is approximately 2.6 million stillbirths
annually, some of which might also be due to infections occurring during pregnancy.
Immunization of pregnant women with tetanus vaccine has contributed to near elimination
of neonatal tetanus in many countries. More recently, the WHO has recommended pregnant
women to be prioritised for seasonal influenza vaccination; which affords protection against
influenza confirmed illness in the women and their young infants; as well as possibly
reducing adverse foetal outcomes such as preterm and stillbirths. Also, with an increase in
pertussis in many high-resource countries, which is most severe in infants under 2 months
of age and too young to be protected by direct immunization, vaccination of pregnant
women has been shown to be 90% effective in preventing illness in the infants. Other
vaccines currently in the pipeline targeted at pregnant women include a polysaccharideprotein conjugate vaccine which could protect the women, their foetuses (against stillbirths)
and their young infants against invasive GBD disease. Furthermore, a number of respiratory
syncytial virus (leading cause of pneumonia in young infants) vaccines also aimed at
vaccinating pregnant women are also being evaluated for efficacy against RSV in their young
infants.
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SESSION 4: PAPER 1
STILLBIRTH AND DUAL PRENATAL EXPOSURE TO ALCOHOL AND CIGARETTES:
REPORT OF THE SAFE PASSAGE STUDY
Du Plessis,Carolina, Odendaal HJ, FRCOG MD, Dukes KA, PhD, Elliott AJ, PhD, Willinger M,
PhD, Fifer WP, PhD, Boyd TK, MD, Hankins GDV, MD, Haynes RL, PhD, Roberts DJ, MD,
Sullivan LM, PhD, Wright CA, MD, PhD, and Kinney HC, MD, for the PASS Network
Background
Stillbirth is a major problem, in particular in low-income countries. Associated risk factors
should be identified and addressed.
Objective
To test the a priori hypothesis that prenatal exposure to alcohol, cigarettes, or both
increases the risk for stillbirth.
Methods
The Safe Passage study was a large, prospective, multi-centre investigation with data
collection between August 2007 and October 2016. Pregnant women were recruited from
Cape Town, South Africa and the Northern Plains, United States, populations at high risk for
stillbirth and for drinking and smoking during pregnancy. Alcohol and cigarette
consumption were captured at the recruitment interview, at up to three antenatal visits (2024, 28-32 and 34+ gestational weeks) after recruitment using a modified timeline followback interview for alcohol exposure and self-reported frequency and quantity of tobacco or
cigarettes for smoking exposure. Group-based trajectory modelling was used to categorize
pregnancies with similar drinking and smoking exposure patterns incorporating quantity,
frequency and timing of exposure during pregnancy, adjusted for number of days exposure
was defined. Maternal and fetal/infant dyads were followed throughout pregnancy until
delivery outcome. Late stillbirth and any stillbirth were defined as a fetal demise delivered at
>28 weeks and >20 weeks gestation, respectively. Of 18,604 approached, 11,892
pregnancies were enrolled, representing 10,088 women and 12,029 fetuses.
Results
Pregnancy outcome was ascertained in 98.3% of pregnancies, with 82 late stillbirths
(7/1000) and 145 any stillbirths (12/1000). Sixty percent of women self-reported coloured
ancestry, 23.2% white, 16.9% American Indian and 0.9% other. Of the late stillbirths, 51%
were not prenatally exposed to drinking or smoking or quit prior to the first trimester (risk
of stillbirth 4/1000). After the first trimester, 18.3% drank and smoked (risk of stillbirth
15/1000), 8.8% drank only (risk 10/1000) and 21.9% smoked only (risk 8/1000). The
adjusted relative risk of late stillbirth was 2.83 (95% CI: 1.40-5.74) for dually exposed
pregnancies as compared to pregnancies not exposed or quitting prior to the first trimester.
For any stillbirth, the adjusted relative risk of stillbirth was 1.76 (95% CI: 1.08-2.86).
Conclusion
Combined drinking and smoking after the first trimester of pregnancy, compared with no
exposure or quitting prior to the first trimester, was associated with a significantly increased
risk of stillbirth.
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SESSION 4: PAPER 2
COMPARING NEW POPULATION-BASED SOUTH AFRICAN FETAL GROWTH CHARTS
WITH INTERNATIONAL STANDARDS: WHICH IS THE BEST PREDICTOR OF ADVERSE
ONSTETRIC OUTCOME?
Tina Lavin, Centre for Health Services Research, School of Population and Global Health, The
University of Western Australia; Pattinson RC, SAMRC Maternal and Infant Health Care
Strategies Unit, University of Pretoria; Nedkoff L, Cardiovascular Research Group, School of
Population and Global Health, The University of Western Australia; Preen D, Centre for
Health Services Research, School of Population and Global Health, The University of Western
Australia Tina Lavin1, Pattinson R2, Nedkoff L3, Preen D1
Background
Recently, several globally standardized fetal growth curves have been developed. The
INTERGROWTH-21st and WHO fetal growth curves are international population standards
for fetal growth intended for global use (1) and for comparison between countries (2).
South African fetal growth reference curves were developed in 1995 and temporal changes
in population dynamics and birth weight are known to occur. This study aimed to develop
new South African reference curves based on a large, current, healthy, South African
obstetric population, and compare these against the new global curves.
Methods
Using quantile regression, growth curves were constructed based on 5600 healthy
pregnancies in Mamelodi, South Africa from 2017-2018. The new growth curves (MAM)
were then compared to the existing INTERGROWTH-21st and WHO fetal growth curves
using a population of 11,675 South African pregnancies. The proportion of pregnancies
identified as SGA was determined. Using SGA as a predictor the
sensitivity/specificity/positive predictive value (PPV)/negative predictive value (NPV) for
stillbirth or other adverse obstetric outcome was compared between reference curves.
Results
MAM identified 12.9% (n=1511) of pregnancies as SGA, INTERGROWTH-21st 19.1%
(n=223), and WHO 35.4% (n=4143). There were 180 stillbirths and 1860 adverse obstetric
outcomes in the population. WHO had the highest sensitivity for stillbirth (73.3%) and any
adverse outcome (35.4%)(Table 1 and 2).
Table 1. Sensitivity, specificity, PPV, NPV for stillbirth (n=11675; stillbirth = 180)
Sensitivity
Specificity
False positive
PPV
NPV
MAM
53.9%
87.7%
46.1%
6.4% 99.2%
INTERGROWTH-21st
61.7%
81.5%
38.3%
4.9% 99.3%
WHO
73.3%
65.1%
26.7%
3.2% 99.4%
Table 2. Sensitivity, specificity, PPV, NPV for adverse outcome (n=11675; adverse outcome
= 1860)
Fetal growth curve
Sensitivity
Specificity
False positive
PPV
NPV
MAM
17.0%
87.8%
12.2%
20.9% 84.8%
INTERGROWTH-21st
20.5%
81.1%
18.9%
17.1% 84.3%
WHO
35.4%
64.5%
35.5%
15.9% 84.1%
Conclusion:
Our results show that in the sample of pregnancies, WHO identified the most pregnancies as
SGA as was also the most sensitive in predicting stillbirth as well as any adverse outcome.
1.McCarthy EA, Walker SP. International fetal growth standards: one size fits all. Lancet.
2014;384(9946):835-6.
2. Anderson NH, Sadler LC, McKinlay CJD, McCowan LME. INTERGROWTH-21st vs
customized birthweight standards for identification of perinatal mortality and morbidity.
Am J Obstet Gynecol. 2016;214(4).
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SESSION 4: PAPER 3
A REGIONAL REVIEW OF FACILITY-LEVEL MATERNAL AND PERINATAL DEATH
SURVEILLANCE AND RESPONSE SYSTEMS IN FOUR SUB-SAHARAN AFRICAN
COUNTRIES
Mary Kinney: Save the Children and the University of the Western Cape
Introduction
Maternal and perinatal death surveillance and response (MPDSR) systems are an important
component of quality improvement strategies to decrease preventable mortality and
strengthen the health system. From 2016-2017, USAID’s Maternal and Child Survival
Program (MCSP) conducted an assessment on MPDSR implementation in four sub-Saharan
African countries: Nigeria, Rwanda, Tanzania and Zimbabwe. The aims was to assess the
implementation status of MPDSR processes at sub-national and facility levels as well as
describe facilitators and barriers to sustainable sub-national MPDSR practices.
Methods
Between 2016 and 2017, trained data collectors conducted semi-structured interviews with
over 41 key informants (national and sub-national, including policymakers and
regional/district managers). Data collectors visited 55 health facilities, purposively selected
because they had a history of practicing MPDSR, and conducted semi-structured interviews
with managers and providers, reviewed documents for MPDSR processes, and assessed the
implementation status of each facility’s MPDSR system using a standard scoring tool (0-30
points).
Results
MPDSR implementation varied within and across countries. The mean implementation score
at 15.9 out of 30, ranging from 1.1 to 27.4. Of surveyed sites, 87% demonstrated some
evidence of MPDSR practice. Despite national guidelines/tools, there was inconsistent
awareness, availability and use of standardized MPDSR forms and regular audit meetings.
Audits of perinatal deaths were generally less common than audits of maternal deaths.
Identified enabling factors included teamwork, communication between staff, staff
commitment and multi-disciplinary participation during meetings. Commonly cited barriers
to implementation included limited staff time, heavy workloads preventing participation in
meetings, general staff shortages and high staff turnover, inadequate support from higher
levels.
Conclusion
This multi-country assessment is the first attempt to measure the stage of facility-level
MPDSR implementation progress using a standardized scoring tool in multiple countries.
Findings demonstrate evidence of MPDSR practice in most surveyed sites but also identify
important implementation gaps to address.
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SESSION 4: PAPER 4
IMPROVING OUTCOMES FOR PREGNANT WOMEN AND NEONATES: APPLYING QUALITY
IMPROVEMENT APPROACH TO IDENTIFY GAME CHANGERS IN THE HEALTHCARE
SYSTEM IN SOUTH AFRICA
Shuaib Kauchali, Carol Marshall, Manala Makua, Yogan Pillay
Introduction
The current institutional maternal and perinatal/neonatal mortality in South Africa are
disproportionately high for an upper-middle income country like South Africa. Novel
approaches to implementing public health interventions are required to achieve improved
outcomes.
Methods
We applied improvement science methods coupled with clinical and health systems
strengthening approaches to identify key drivers of mortality in the public health system. A
series of district level and facility level workshops were held with clinicians and managers
between 2017 and 2018. Using case vignettes, the workshops were designed to extract
interplay between clinical case management of key maternal and neonatal conditions
(underlying medical causes of death) and health systems enablers/barriers to achieving high
level of appropriate and timely care across the service delivery platform.
Results
More than 25 district workshops were held across all 9 provinces. We identified a number
of barriers to appropriate and high quality care pregnant women face within our healthcare
system; these included sub-optimum clinical quality provided by healthcare workers and
clinicians at point-of-care across the various levels of care, compounded by unnecessary
bureaucratic processes and administrative barriers (local policies for transfer of high risk
pregnant cases to the appropriate level of care, availability of commodities and appropriate
equipment, etc.) Managers and clinicians felt “disempowered” to make clinical process and
systems level decisions that would improve the current situation. This paper will describe
the drivers of mortality within the South African healthcare context and provide empirical
approaches to improving the current status.
Conclusions
If we are to meet the SDG targets for maternal and perinatal/neonatal mortality, a radical
“reimagining” the delivery of highly effective and life-saving interventions is required, that
takes into account the local context and empowers front-line workers and managers to make
decisions that will improve the way quality care is provided at point-of-care.
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SESSION 4 PAPER 5
NEW BORN CORD CARE PRACTICES AND THE INFLUENCING FACTORS AMONG
PARTURIENT WOMEN IN RURAL COMMUNITIES OF SOUTH EASTERN NIGERIA
Mrs Oluchukwu Loveth Obiora; M.Sc. (Maternal and Child health Nursing), RN, RM.
Prof. Pauline O. Ezenduka, PhD, RN, RM
Introduction
Although remarkable progress has been made in recent decades to reduce the number of
child deaths worldwide, too many new borns continue to die preventable deaths from
conditions such as neonatal infections, especially in developing countries of which Nigeria is
one. The umbilical cord remnants provide an excellent medium for culture of organisms,
thus the great need to find out what exactly are the new born cord care practices of the
parturient women and the factors that contribute to such practices.
Methods
A descriptive, cross-sectional design was used. The target population was nursing mothers,
who gave birth in the past one year. Multi-stage sampling technique, and later stratified
random sampling method, was used to ensure accurate and fair recruitment of respondents
across the communities. A total of 372 volunteering respondents were consecutively
recruited while a self-developed and validated questionnaire was used to collect data.
Results
The major findings of the study were that a significant percentage (12.2%) of the
respondents did not deliver their babies in any health facility. There were evidences of
potentially harmful postnatal care practices among the respondents such as application of
herbs and toothpastes to new born’s umbilical cord (12% and 5.2% respectively) and 8%
applied hot balms to hasten cord separation. 15% of the respondents indicated that they
noticed signs of infection on the baby’s cord while place of delivery influenced their new
born cord care practices.
Conclusion
Therefore, there is need for public enlightenment programs specifically tailored for rural
dwellers on good new born cord care practices.
KEYWORDS: New born; cord care practices; parturient women; South Eastern Nigeria.
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SESSION 4 PAPER 6
CLINICAL PRESENTATION AND CONSEQUENCES OF ILLEGAL ABORTIONS: A
RETROSPECTIVE REVIEW OF PATIENTS PRESENTING AT DORA NGINZA HOSPITAL
Presenter: Dr Bezile Langa; Supervisor for the study: Prof M S Mabenge; Dora Nginza
Hospital (Port Elizabeth)
Walter Sisulu University
BACKGROUND AND PURPOSE
The Choice of Termination of Pregnancy Act 92 of 1996 that has since been amended in the
volume 1 of 2008 states the indications for the termination, the person who can carry out
the termination, the prerequisites, conditions and the environment at which the termination
can be carried out.
A study to find the history, examination findings and outcomes of the abortions done in
women with abortions performed outside of Dora Nginza hospital of which did not follow
the procedure as provided by the act was carried out, after the researcher noticed an
increasing number of such patients.
STUDY METHODS
A retrospective, quantitative and descriptive study of patients admitted for induced
abortions in Dora Nginza hospital gynaecological emergencies between 01 January 2013 and
31 December 2016 was done. The search revealed a total of 55 patients of which 33 met the
inclusion the criteria. Microsoft excel and statistica software packages were used for further
analysis.
History
A typical woman who presents at Dora Nginza hospital gynecological emergency department
after an illegal termination of pregnancy is likely to be unmarried (85%), with a mean age =
23.6 years (P<0.05), staying within 5 kilometers from hospital (55%) Mean=7.19
km(P<0.05) presenting at a mean gestational age =19 weeks ((P<0.05) about 2.6 days
(P<0.01) after performing the termination her own home (67%), using misoprostol pills
(94%) she got from a lay abortionist (58%).
Examination findings
Generalized sepsis (18%), foul smelling products (15%) and gangrenous cervix (6%)
Outcomes: uterus evacuation in theatre (45%), hysterectomy (6%), ICU admission (3%),
high care admission (21%), and blood transfusion (39%).
CONCLUSION
Illegal abortions are a burden to our community and result in undesirable clinical outcomes.
Measures to increase awareness restrict misoprostol accessibility and increase law
enforcement need to be applied.
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SESSION 4: PAPER 7
IMPROVING STILLBIRTHS AND QUALITY OF NEONATAL CARE AT BUTTERWORTH
HOSPITAL WITH MIDWIFE LED HIGH RISK ANTENATAL CLINIC
SD Mandondo DCST O&G, Dr Nash, Mrs Didiza, Amathole EC
Introduction:
Butterworth Hospital is a medium to large district hospital located in Amathole Health
District, Eastern Cape, with 260 beds. The hospital services a population of approximately
300 000 people, conducts an average of 3000 deliveries per annum & 17 000 emergency
headcount per annum and OPD headcount of 59 000. The perinatal mortality remained high
at 32 per 1000 despite improvement in neonatal death rate to 11 per 1000. A 12 bedded
nursery with 4 standard and 4 high care bed with CPAP was added to the maternity units
with 4 additional KMC beds. PPIP audit showed that 21 % of the stillbirths were
unexplained .The Amathole district had a stillbirth rate of 14.1 being second lowest in the
country according to District health barometer 2014/15. The antenatal high risk clinic is
done in Main OPD due to high volumes of patients seen. Initially it was manned by a
professional nurse and Staff nurse .Doctors arrived late from maternity to start this clinic
due to high workload so there was a high defaulter rate and othe patients left without being
seen. Butterworth Hospital is a referral hospital for 3 Community Health Centres (CHCs)
namely, Nqamakwe, Dutywa and Willowvale and a centre for 24-hour Comprehensive
Emergency Obstetric Care receiving patients from Tafalofefe Hospital together with the
mentioned CHCs and a 24-hour Casualty department. The hospital experiences a challenge of
inadequacy of human resources for health with a number of fulltime Medical Officers
ranging from 7 – 9 at any given time and balancing with 2 – 4 Community Service Medical
Officers. Aim: Improve stillbirth rates to closer to national targets of 15 % and the quality of
care for low high risk in 2017.
Intervention / Method
1. An advanced midwife was placed to run clinic and screen and manage patients .She took
bloods as per protocol and ordered test on discussion with doctors .She kept records of
patients using hypertension form and traced defaulters. 2 .Shifted the task of doing dating
scan to advanced midwives 3. DCST specialist support and mentoring of doctors was
strengthened with regular audit and feedback to clinics. 4. Placental histology was sent for
all stillbirths and results discussed at 6 week.5
Results: 1. Perinatal Outcomes:
Total Deliveries

2014
3782

2015
3481

2016
2747

2017 April to Sept
1581

PNMR
ENND Rate
LNND Rate
Stillbirth Date
FSB

34.9/1000
18.0/1000 (68)
0.5/1000 (1)
18.6/1000
15

29.7/1000
15.2/1000 (47)
1.7/1000 (6)
18.9/1000
10

32.7/1000
11.1/1000 (28)
2.5/1000 (5)
16.0/1000
7

21.3/1000
11.4/1000(18)
2.5/1000 (5)
10 /1000
4

MSB

58

58

60

12

Maternal Death

77.96/100000 (2)

58.6/100000 (2)

69.0/100000

O/100 000 0

No of C/S

614

908

777

398

C/S Rate

15.7%

26%

28.3%

25.2%

Conclusion: The stillbirth rates have reduced to 10% in Q2 .The patient profile of mothers
who had stillbirths was studied; HIV status of all stillbirths was reviewed and found that a
lot of patients were HIV positive and young attending local FET and WSU. This will be
presented. This allowed for better collaboration between WBOT team leaders and student
health services with improved compliance to follow up. Clinical governance by DCST was
strengthened at perinatal meetings with 1 DCST attending.
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SESSION 4: POSTER 1
MEDIUM-FIDELITY SIMULATION IN CLINICAL READINESS: A PHENOMENOLOGICAL
STUDY OF STUDENT MIDWIVES CONCERNING TEAMWORK
Zukiswa,Brenda Ntlokonkulu. Ntombana, Mc’deline Rala. Daniel,Ter Goon
Introduction
Teamwork during obstetric emergency ensures good outcomes for both the woman and her
baby. Effective teams are characterised by mutual respect, support, and cooperation among
team members. The use of simulation in midwifery is of benefit during training as it is
hands-on and can offer collaboration among members. During obstetrical emergencies staff
members need to learn to function as a team for better outcomes for the patient
Methods
This qualitative, interpretive, phenomenological analysis study was conducted on a
purposive sample of five, fourth-year Bachelor of Nursing Science student midwives at the
University of Fort Hare (UFH). In-depth semi-structured interviews were conducted. Data
analysis applied the interpretative phenomenological analysis method.
Results
Superordinate theme demonstrated teamwork elicited four clustered themes namely
delegation of duties, the importance of teamwork, team support, and confident team leader.
The participants recognised that there should be a team leader who is capable of delegating
duties to other team members in the management of an obstetric emergency, Participants
were confident not only to assign duties but to be kept updated of the intervention. They
expressed the need to work collaboratively as a team to achieve the desired goal of
providing quality care to the woman. The participants maintained that the team must be
supportive and be able to help in decision making during the simulation of an obstetric
emergency. A sense of mutual respect is echoed by some participants in the process of caring
for the woman. Some participants were confident at being team leaders and could see
themselves as leaders in the real-life clinical situation.
Conclusion
The participants acknowledge the importance of teamwork in resolving obstetric
emergencies. The importance of delegating duties to other team members, providing
updated progress report ensures better outcomes for the woman.
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SESSION 4: POSTER 2
INCREASING NEWBORN SCREENING AWARENESS THROUGH SYSTEMIC PARTNERSHIPS
AND EDUCATIONAL OUTREACH
Precious Kolawole, BS: Association of Public Health Laboratories- New born Screening and
Genetics
Introduction
U.S. public health laboratories tirelessly perform perinatal activities, including newborn
screening (NBS) processes. NBS involves testing/screening babies’ dried blood spots on pretreated cards for genetic/metabolic disorders. A holistic NBS system involves quality
control/quality assurance with result interpretation, time-efficient medical/nutritional
intervention, communicating, educating and more. NBS systems aim to ensure the use of
best practices for the long-term safety of babies. The Association of Public Health
Laboratories (APHL) and partners recently published disorder-specific reports:
Hemoglobinopathies: Current Practices for Screening, Confirmation, and Follow-up
(Hemoglobinopathies) and Expanding the Reach of SCID Testing (SCID). Distributing these
publications contributes to communication/educational outreach as part of the NBS system.
Methods
APHL, the Centers for Disease Control and Prevention, the Health Resources and Services
Administrations, and scientists across the U.S. and its territories authored these reports.
Final versions were published online and distributed via courier services. SCID was also
shared on APHL’s NBS listservs. Hemoglobinopathies propelled the creation of our related
website
(https://www.aphl.org/programs/newborn_screening/Pages/Hemoglobinopathies.aspx).
Site/document views and demographics were measured via Google Analytics.
Communication with recipients was primarily via email. Status reports tracked delivery and
costs.
Results
APHL distributed ~600 publications to ~75 recipients in the U.S., Africa, Brazil, Costa Rica,
and Peru. 400 reports are to be sent in the first quarter of 2019, and we fulfill requests for
more as they are received. In six months, we’ve had ~130 website views and reached over
100 listserv subscribers.
Conclusions
Online tools are centrally located & increases communication transparency and knowledge
flow. As resources and infrastructure permit, disseminating publications is useful for sharing
best practices, training new staff, and promoting partnerships. As of 2018, all 50 states
screen for SCID disorders, so dissemination of SCID is especially timely.
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SESSION 5: PAPER 1
Monitoring and Evaluation of Basic Antenatal Care Plus Implementation in South
Africa.
TMAG Hlongwane, RC Pattinson; SAMRC/UP Maternal and Infant Health Care Strategies Unit
Background
The basic antenatal care (BANC) guidelines were based on the previous WHO guidelines and
were adjusted as BANC Plus to the new WHO Guidelines. The Minister of Health accepted the
new antenatal care package and it was implemented in April 2017.
Aim
To ascertain whether there has been a change in the number of contacts, detection of
antenatal hypertension and perinatal mortality since the implementation of BANC Plus.
Setting : Four circumscribed catchment areas were used; 1 urban, 2 pre-urban and 1 rural
sub-districts in South Africa were used.
Method
All catchment areas had BANC Plus training before the 1st April. We monitored and
evaluated the implementation of BANC Plus in 4 catchment areas. The antenatal period and
outcome of pregnancy recorded of 50 consecutive deliveries of each quarter (March, July,
September, November and February). Analysis of 1000 maternity case records was
performed. Each site runs the Perinatal Problem Identification Program (PPIP) and data on
perinatal mortality was collated and analysed in 6 monthly tranches to assess the impact if
any on mortality. The PPIP tranches for perinatal mortality review were 6 months before the
change in antenatal care protocol (October 2016-March 2017, i.e. control group); 6 months
into the change (April 2017-September 2017, i.e. during transition) and the following 6
months (October 2017-March 2018, i.e. after transition).
Results
There was a steady increase in the number of visits over the one year period. The mean
visits being 4.85, 4.7, 5.09, 5.45, 5.49 and 5.96 for March, July, September, November and
February respectively. Four point six percent of women and 36.5% had 8 and 6 visits or
more in March and 24.5% and 61% having more respectively in February. More women
with hypertension were detected. An average of 30% increase in hypertension detection
from the baseline in March to February (44% comparing March 2017 and February 2018).
There was a change in unexplained stillbirths (from 10.7, 6.2 and 5.6 respectively), but also a
change in stillbirth due to hypertension (from 1.5, 3.7 and 3.1 respectively).
Conclusion
Overall, women were visiting the clinic more often, the blood pressure was taken at most
antenatal clinic visits, an increasing number of women with hypertension were detected and
an increasing number of women with hypertension detect had the appropriate action taken.
The appropriate action was not taken in just under a third of cases at the end of the year
after implementation. There was a significant decrease in unexplained stillbirths and a
significant increase in stillbirth due to hypertension. The overall stillbirth rate and early
neonatal death rates remained similar.
Implications
The workload at both the primary health care clinic and the referral hospital has increased.
Morbidity and mortality due to hypertension remains a challenge. There is an urgent need to
address the barriers of providing appropriate access to women with hypertension in
pregnancy at primary health care facilities.
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SESSION 5: PAPER 2
PREGNANCY INDUCED HYPERTENTION (PIH)
PORTIA MOYO: LIFE HEALTH GABORONE
Pregnancy-Induced Hypertension (PIH) complicates 6-10% of pregnancies. It is defined as
systolic blood pressure (SBP) >140 mmHg and diastolic blood pressure (DBP) >90 mmHg. It
is classified as mild (SBP 140-149 and DBP 90-99 mmHg), moderate (SBP 150-159 and DBP
100-109 mmHg) and severe (SBP ≥ 160 and DBP ≥ 110 mmHg). PIHrefers to one of four
conditions: a) pre-existing hypertension, b) gestational hypertension and preeclampsia (PE),
c) pre-existing hypertension plus superimposed gestational hypertension with proteinuria
and d) unclassifiable hypertension. PIH is a major cause of maternal, fetal and new-born
morbidity and mortality. Women with PIH are at a greater risk of abruptio placentae,
cerebrovascular events, organ failure and disseminated intravascular coagulation. Foetus of
these mothers is at greater risk of intrauterine growth retardation, prematurity and
intrauterine death. Ambulatory blood pressure monitoring over a period of 24 h seems to
have a role in predicting deterioration from gestational hypertension to PE. Antiplatelet
drugs have moderate benefits when used for prevention of PE. Treatment of PIH depends on
blood pressure levels, gestational age, presence of symptoms and associated risk factors.
Non-drug management is recommended when SBP ranges between 140-149 mmHg or DBP
between 90-99 mmHg. Blood pressure thresholds for drug management in pregnancy vary
between different healths organizations. According to 2013 ESH/ESC guidelines,
antihypertensive treatment is recommended in pregnancy when blood pressure levels are ≥
150/95 mmHg. Initiation of antihypertensive treatment at values ≥ 140/90 mmHg is
recommended in women with a) gestational hypertension, with or without proteinuria, b)
pre-existing hypertension with the superimposition of gestational hypertension or c)
hypertension with asymptomatic organ damage or symptoms at any time during pregnancy.
Methyldopa is the drug of choice in pregnancy. Atenolol and metoprolol appear to be safe
and effective in late pregnancy, while labetalol has an efficacy comparable to methyldopa.
Angiotensin-converting enzyme (ACE) inhibitors and angiotensin II antagonists are
contraindicated in pregnancy due to their association with increased risk of fetopathy.
Background: Previous studies in the general people indicated that pregnancy-induced
hypertension (PIH) increased the risk of subsequent hypertension after delivery. Some
studies found that women with gestational diabetes mellitus (GDM) had an increased risk of
PIH. However, very few studies have assessed the association between PIH and the risk of
postpartum hypertension among GDM women. Aims: To evaluate the association between
PIH and the risk of postpartum hypertension among GDM women
Methods:
We performed a retrospective cohort study in 1261 GDM mother at 1-5 years after delivery
using the baseline data from Tianjin Gestational Diabetes Mellitus Prevention Program. Cox
regression models were applied to assess the single and joint associations of having a history
of PIH, maternal pre- pregnancy BMI (normal weight, overweight and obesity), and weight
change from pre-pregnancy to postpartum with the risk of subsequent hypertension among
the GDM women. Results: GDM people with a history of PIH, high pre-pregnancy BMI, and
weight gain more than 7 kg from pre-pregnancy to postpartum were associated with an
increased risk of postpartum hypertension. Joint effects analysis revealed that the positive
association between a history of PIH in the index pregnancy and the risk of postpartum
hypertension was consistent in GDM women with different levels of pre-pregnancy BMI or
weight gain from pre-pregnancy to postpartum.
Conclusion: A history of PIH increases the risk of subsequent hypertension in postpartum 15 years among GDM women. We suggest highlight the pregnancy guide in different stages
and pay more attention on this group of people. Footnotes: Author Disclosures: L.
Wang: None. J. Leng: None. H. Liu:None. S. Zhang: None. J. Wang: None. W. Li: None. W.
Li:None. N. Li: None. T. Zhang: None. G. Hu: None.
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SESSION 5: PAPER 3
SUPPORT NEEDED BY MIDWIVES IN REDUCTION OF PRETERM BIRTH AND DEATHS IN
THE RESOURCE LIMITED OBSTETRIC UNITS OF LIMPOPO PROVINCE, SOUTH AFRICA
Thivhulawi T. Malwela, Sonto M. Maputle, Base L. Khoza, Jeanette M. Ramakuela
Supportive supervision is a description of the way supervision can be carried out to provide
maximum support to midwives. The challenges of working independently can be
overwhelming. Simply knowing that someone is there for you personally have a great
advantage, even if that person is simply someone with whom you can discuss your ideas or
questions, or someone with whom you can speak after having had a difficult or challenging
experience. The ability to share your concerns in these circumstances can be very beneficial.,
and, according to the WHO, it is of importance to support the midwives providing maternal
and neonatal care save the lives of mothers and babies (WHO, 2011). Midwives carry the
responsibility for the mothers and babies that they care for and can feel very vulnerable
when faced with challenging situations. When midwives embrace supervision, they find it
helpful to their professional purposes by feeling supported in their practice (WHO, 2011). In
UK, supervisors of midwives are experienced practising midwives who have undertaken
additional education and training to support guide and supervise midwives (NMC, 2009).
Explorative, descriptive contextual design was used. In-depth one to one interview was
conducted to explore the challenges faced by midwives. The researcher purposively selected
the midwives to participate in the study. About 25 midwives participated in the study and
data were analysed using the Tech’s approach. The results revealed that majority of the
midwives could describe the precautions and care provided to mothers during antenatal,
labour and puerperium (neonatal) care, however lack of emotional and psychological
support, lack of material supply and dilapidated old infrastructures as well as lack of
continuous personal development amongst midwives hampered the provision of quality
care leading to increases preterm birth and death in Limpopo province.
Key words
Continuous personal development, Emotional and psychological support, Midwives,
Obstetric units, Preterm birth, Preterm death
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SESSION 5 PAPER 4
COMPOUND EFFECT OF SMOKING AND DRINKING ON PREVALENCE RATE OF
PLACENTAL ABRUPTION.
Odendaal HJ1, Wright CA2, Schubert P3, Brink L1, Nel DG4
1. Department of Obstetrics and Gynaecology, Stellenbosch University. 2. Lancet
Laboratories. 3. Department of Anatomical Pathology, Stellenbosch University. 4.
Department of Statistics and Actuarial Science, Stellenbosch University
Introduction
About 0.4% - 1% of pregnancies are complicated by placental abruption which is
responsible for about 10% of all preterm births at 10%-20% of all perinatal deaths. In South
Africa, antepartum haemorrhage is the 5th most common primary obstetric cause of
perinatal death and in Cape Town the 4th most common cause of total perinatally related
losses. It is essential that ways are found to reduce these unnecessary losses.
Methods
Data of the Safe Passage Study was used for the analysis.Detailed information on the
socioeconomic conditions were obtained at recruitment. Information on smoking and
drinking was obtained at up to 4 occasions during pregnancy. A modified timeline follow
back method was used to determine drinking during pregnancy. After delivery the placenta
was examined for indications of retroplacental haemorrhage, defined as dark blood clots
adherent to and covering at least 15% of the maternal surface. After discharge from hospital
maternal chart abstraction was done to identify cases where a clinical diagnosis of placental
abruption was. Different classifications were used to categorize smoking and drinking
patterns the prevalence rate of abruption was calculated for each of the categories.
Results
Outcomes of 5 806 pregnancies were studied. There were 49 abruptions according to the
clinical presentation and 48 according to examination of the placenta by the midwife.
Prevalence rates of placental abruption differed according to exposure (Table 1 and 2). The
effects of smoking and drinking should be interpreted with care as it is associated with
different uses of other drugs (Table 3).
Table 1. Prevalence of placental abruption according to four-tier classification system
No users
Smoking
Drinking
Dual
Total
Significance
only
only
exposure
No
1902
1507
600
1584
5593
Chi-square
abruption
(df=3)
=7.52
Abruption 10
20
3
16
49
P=0.057
Total
1912
1527
603
1600
5642
%
0.52
1.31
0.50
1.0
0.87
Table 2. Prevalence of placental abruption according to seven-tier classification system

Total
No
abrupt
ion
Abrupt
ion
%

No
smoking
No
drinking

Mild
smoking
No
drinking

Heavy
smoking
No
drinking

No
smoking
Mild
drinking

No
smoking
Heavy
drinking

Mild
smoking
Mild
drinking

Heavy
smoking
Heavy
drinking

Significan
ce

875
874

907
902

88
88

865
857

89
89

2 804
2 769

136
136

1

5

0

8

0

35

0

Chisquare
(df=6)
=20.02
P<0.005

0.11

0.55

0.0

0.92

0

1.25

0
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Table 3. Association of smoking and drinking with use of other drugs
No
Mild
Heavy
No
No
smoking smoking smoking smoking smoking
No
No
No
Mild
Heavy
drinking drinking drinking drinking drinking
Self report of of marihuana use during pregnancy
Total
880
909
87
868
89
Users 12
85
11
20
6
%
1.4
9.4
12.6
2.3
6.7
Self report of methamphetamine use during pregnancy
Total
879
905
86
868
89
Users 2
47
10
13
4
%
0.2
5.2
11.6
1.5
4.5
Self report of hookah pipe use during pregnancy
Total
317
344
28
392
36
Users 34
47
5
86
15
%
10.7
13.7
17.9
21.9
41.7

Mild
smoking
Mild
drinking

Heavy
smoking
Heavy
drinking

Significance

2 705
447
16.5

130
22
16.9

Chi-square
(df=6)=306.42
P<0.0001

2 705
222
8.2

131
17
13.0

Chi-square
(df=6)=168.46
P<0.0001

1 160
296
25.5

43
14
32.6

Chi-square
(df=6)=60.51
P<0.0001

Conclusions
Alcohol use during pregnancy is not associated with an increased risk of placental abruption,
which is in stark contrast to the risk of smoking of cigarettes during pregnancy. Dual
exposure to alcohol and cigarettes seems to increase the risk of abruption.
This research was funded by the following grants from the National Institute on Alcohol
Abuse and Alcoholism and the Eunice Kennedy Shriver National Institute of Child Health and
Human Development: U01 HD055154, U01 HD045935, U01 HD055155, U01 HD045991,
and U01 AA016501
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SESSION 5: PAPER 5
THE ASSOCIATION BETWEEN DRINKING AND SMOKING DURING PREGNANCY WITH
PRETERM BIRTH
Brink LT1 , Nel DG2, du Plessis C1, Odendaal HJ1: 1. Department of Obstetrics and
Gynaecology, Stellenbosch University; 2. Department of Statistics and Actuarial Science,
Stellenbosch University
Introduction
Addressing the burden of preterm birth (PTB) (gestation at birth < 37 weeks) is a worldwide
priority. Over 12% of PTBs occurred in Sub-Saharan Africa in 2010 and we found a PTB rate
of 13.8% in a community-based cohort in the WC. In this unselected pregnant population
(6 866 singleton pregnancies), high rates of heavy drinking and binging episodes during
pregnancy were found. Cigarette smoking and drug use are also common in this community.
Methods
Gestational age was determined by ultrasound. Alcohol, drug use and cigarette smoking data
were obtained at 1 to 4 occasions during pregnancy. To examine dual exposure, 7 groups of
different exposure combinations were created. Pregnancy outcome data were obtained from
chart abstractions after delivery. STATISTICA version 13 was used for the statistical analyses
and to compare spontaneous PTB to spontaneous term birth. Continuous responses were
compared between groups with analysis of variance (ANOVA) and least significant
difference post hoc tests. Nominal variables were compared within contingency tables with
chi-square tests. Ethical approval was obtained from the Health Research Ethics Committee
of the Faculty of Medicine and Health Sciences of Stellenbosch University.
Results
Table 1: The effects of heavy smoking and heavy drinking on different variables and
PTB
Percentages or mean (differentials)
Variable
Test
P-value
NSND
HSND
NSHD
HSHD
Maternal age (year)
26 (c)
28 (a)
26 (bc)
28 (ab) ANOVA
<0.01
Gravidity
2.2 (bc) 3.1 (a)
2.2 (bcd)
2.9 (a)
ANOVA
<0.01
Education (year)
11 (ab)
9 (d)
10 (b)
9 (d)
ANOVA
<0.01
Income (rand)
994 (a)
834 (abcd) 869 (abc)
689 (d) ANOVA
<0.01
Marijuana use %
1.4%
12.6%
6.7%
16.9%
Chi-square 0.0000
Methamphetamines use % 0.2%
11.6%
4.5%
13.0%
Chi-square 0.0000
Hookah pipe smoked %
10.7%
17.9%
41.7%
32.6%
Chi-square 0.0000
Umbilical artery PI at 201.19 (c) 1.20 (bc)
1.18 (bc)
1.38 (a) ANOVA
<0.01
24 weeks
Mean uterine artery PI at
0.92
0.92
0.98
1.15
Kruskal0.04
20-24 weeks
Wallis
Birthweight (gram)
3132 (a) 2972 (bcd) 3044 (abcd) 2710
ANOVA
<0.01
(e)
Preterm birth %
10.1%
18.0%
7.9%
20.6% Chi-square 0.00001
A repeat of a letter in a differential indicates no significance. Notice that the high smoking
high drinking (HSHD) group differs significantly from the no smoking no drinking (NSND)
group, PI=pulsatility index.
Although many combinations with smoking and drinking are significant, different features
interact with the prevalence of PTB. We used 3-way anova (PTB, drinking, smoking) and
looked at the effect of different variables. Maternal age, gravidity and income did not
collelate significantly with spontaneous PTB, in contrast to education, depression and
maternal arm circumference.
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Figure 1: Education grade/years compared to combinations of smoking and drinking
ALC_SMK_CAT; LS Means
Current effect: F(6, 5790)=45.539, p=<0.01 Kruskal-Wallis p<0.01
Effective hypothesis decomposition
Vertical bars denote 0.95 confidence intervals
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Effective hypothesis decomposition
Vertical bars denote 0.95 confidence intervals
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Left: 0 (NSND), 1 (LSND), 2 (HSND), 3 (NSLD), 4 (NSHD), 5 (LSLD), 6 (HSHD); N=no, L=low,
H=high, S=smoking, D=drinking
Right: 3-way anova with spontaneous PTB (G1) and spontaneous term birth (G3); ●=drink
no, ■=drink yes
Conclusions
PTB is complex. It is not only 1 factor, but the interaction between various factors that play a
role in PTB. Exposure to alcohol does not increase the risk of PTB, in fact it might actually
protect against the harmful effects of smoking. The combined use of alcohol and nicotine
seems to have an additive risk for LBW, umbilical and uterine artery vasoconstriction, and
depression. Smoking is associated with PTB, poor education, low income, lower maternal
weight and heavy smoking often co-occurs with recreational drug use, which adds to poor
outcome.
This research was funded by the following grants from the National Institute on Alcohol
Abuse and Alcoholism and the Eunice Kennedy Shriver National Institute of Child Health and
Human Development: U01 HD055154, U01 HD045935, U01 HD055155, U01 HD045991,
and U01 AA016501
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SESSION 5: PAPER 6
METABOLIC SYNDROME AMONG PREGNANT WOMEN ATTENDING ANTENATAL CARE
AT PELONOMI HOSPITAL
S.M. Baloyi1, 2, K. Mokwena2
Department of Obstetrics and Gynaecology, University of the Free State and Pelonomi
Hospital, South Africa 1, Public Health, Sefako Makgatho Health Sciences University, South
Africa2
Background
Metabolic syndrome (MetSy) is a group of interrelated set of factors that increases the risk of
acquiring cardiovascular diseases (CVD) and type-2 diabetes mellitus (T2DM). MetSy is often
linked to increasing adverse obstetric outcomes and causing adult premature mortality. This
study explores the prevalence of MetSy in pregnant women with the BMI and waist
circumference (WC) anthropometric measurement excluded in screening the condition.
Objectives
To determine the prevalence of MetSy and associated factors among the pregnant women
attending ante natal care (ANC) clinic at Pelonomi Regional Academic Hospital (PRAH).
Methods
This was prospective cross-sectional study where we collected the socio-demographic and
clinical data of 282 pregnant women attending the ANC clinic at PRAH.
Results
In total 388 participants were analysed. The prevalence of the MetSy in this group of
pregnant women was 15.46% (n=60). Mean BP, triglycerides, and blood glucose and HBA1C
were increased in 26.01% (n=101), 91.24% (n=354), 14.69% (n=57), 2.58% (n=10) of the
sample, respectively; 19.85% (n=77) presented with low HDL-c. The commonest occurring
components of the MetSy included hypertension (26.03%) and elevated triglyceride
(91.24%) denoting very high body fat content. Forty-one percent (n=32) of the participants
were newly diagnosed with MetSy. There was very weak association on socio-demographic
characteristics with MetSy in this study.
Conclusion
There is a high prevalence of metabolic syndrome in this cohort, with many of the pregnant
patients living with this life threatening condition unaware. Pregnancy provides an
opportunity for health screening and early treatment of detected health condition before it is
in an advance stage. This suggest a need for MetSy screening during pregnancy and to
investigate the associated factors underlying the components of each of the identified MetSy
factors.
Keywords: Prevalence, Metabolic syndrome, Pregnancy, Demographic factors.
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SESSION 5: POSTER 1
IMPACT OF A CLINIC DEDICATED TO HYPERTENSION IN PREGNANCY AT A DEEP
RURAL DISTRICT HOSPITAL
DR O A Olowe Mbongolwane Hospital; Dr N Mayat Queen Nandi Regional Hospital
Introduction
Hypertensive disorders in pregnancy (HDP) a leading cause of perinatal and maternal
mortality. The establishment of a monthly clinic for HDP was started as a strategy to
improve the outcome of pregnancies of patients with this condition. Mbongolwane Hospital
is a rural district hospital situated at Oyaya area in Umlalazi district. The hospital has 162
usable beds. Maternity care is one of the services provided by the hospital.
Methods
The clinic (Ubejane) is run at the hospital once a month. It sees non-emergency patients with
HT in the present or past pregnancies (preconception, in the index pregnancy and after the
postpartum period). It is run by a selected team under mentorship by a consultant from
QNRH to ensure continuity and uniformity of care. The poster is a presentation of results
before and after the Ubejane initiative. Data collected is for 2018 compared to 2017
Results
There was no decrease in the perinatal mortality rate or the mortality rate from HDP. There
were no maternal deaths at the institution and none at the referral hospital vs I from a
comparable hospital. Three eclamptics were referred vs 7 each from comparable hospitals.
Results will be presented in table form on the poster.
Conclusion
Advantages: decrease in referral rate and increased confidence of staff to manage Ht.
Improved recognition of those at risk and appropriate management at clinic level. For
patients it is a major benefit not to be referred.
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SESSION 5: POSTER 2
EVIDENCE-BASED NEONATAL SKIN CARE GUIDELINES
Prof Karin Minnie (NWU); Dr Nelouise Geyer (NEA); Prof Welma Lubbe (NWU); Dr Carol
Hlela (UCT); Ms Nomfusi Kiti (Lilitha College of Nursing); Ms Barbara Hanrahan (Wits); Ms
Vanessa Booysen (UFS); Dr Carlien van Heerden (Neonatus Consultancies); Ms Ida du Plessis
(UJ); Ms Hilary Barlow (UCT); Ms Elgonda Bekker (UFS); Dr Delene Botha (UFS); Ms Winnie
Motlolometsi (UFS); Ms Rebecca Motete (Free State Department of Health).
Introduction
This Guideline was developed for South African health professionals as an informational
resource for practice. It does not define a standard of care, nor is it intended to dictate an
exclusive course of management. It presents general methods and techniques of practice
based on current research and recognized authorities. Ultimately it is about the choices that
are made within the resources available to provide the best care.
Method
The purpose of the guideline is provision of evidence-based guidelines to use to (1) maintain
skin integrity in healthy infants during the neonatal period, and (2) formulate health
communication messages for parents, carers and professionals. The third edition of the
Association of Women’s Health, Obstetric and Neonatal Nurses (AWHONN) was used as
baseline document and adapted for the South African situation supported by evidence. The
topics selected included characteristics of neonatal skin, vernix caseosa, new-born skin care,
cord care, circumcision, bathing, nappy rash, disinfectant, emollients, and medical adhesives.
The work was done by a workgroup consisting of neonatal nurses, midwives, nurse
educators and a paediatric dermatologist. The methodology for each of the topics identified
included exploring the evidence of interventions and outcomes in South Africa between
2012 and 2017. All study designs were consulted and the AHWONN evidence rating used for
all the evidence sourced. The drafts were consulted through three electronic rounds
following which workshops were undertaken countrywide for final consensus. Amendments
were made after each round of consultation to achieve consensus.
Results
Each guideline is presented with clinical practice recommendations followed by the
supporting evidence with the quality of evidence in brackets.
Conclusions
The guidelines have been well accepted. The final product is currently being printed.
This project has been funded by Johnsons & Johnson (PTY) Ltd.
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SESSION 5: POSTER 3
TOWARDS ACHIEVING KMC SERVICE CENTRE OF EXCELLENCE AT PUMWANI
MATERNITY HOSPITAL: THE ROAD MAP
Mary Waiyego Kariuki: Pumwani Maternity Hospital, Nairobi, Kenya
Introduction
Pumwani Maternity Hospital is a referral hospital serving mainly the low socioeconomic
population of Nairobi. WHO has recommended Kangaroo Mother Care as a key high impact
intervention in reducing neonatal mortality. The following components of Baby Friendly
Hospital Initiative have been embraced at Pumwani Maternity Hospital: breastfeeding
support initiatives, introduction of Kangaroo Mother Care (KMC), establishing a centre of
service and training excellence and providing access to donor human milk.
Objective
To establish a centre of excellence for KMC at Pumwani Maternity Hospital.
Methodology
Initial training of PMH staff by a team from Malawi on KMC and identification of local KMC
champions. Intermittent kangaroo mother care was initially established. Resource
mobilisation to set up continuous kangaroo was done. Bench marking with units with long
experience on KMC to maintain standards was done. Quality monitoring and evaluation tools
were developed and integrated them in the routine neonatal records. A KMC training centre
then set up.
Results
Ongoing services with a twenty-bed capacity continuous KMC, which is also a demonstration
centre for training health care providers in Kenya. The centre has hosted a regional training
with participants from across Africa and trainees from other counties in Kenya. Two trainers
of trainers training have also been carried out.
Conclusion
KMC services can be introduced and integrated with already existing services.
Encompassing ongoing training enables centres to maintain standards and continuously
improve on care and outcomes.
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SESSION 5: POSTER 4
FIRST-TIME MOTHERS’ EXPERIENCES OF EXCLUSIVE BREASTFEEDING PRACTICES AND
SUPPORT IN THE BUFFALO CITY METRO MUNICIPALITY, SOUTH AFRICA
Mrs Zukiswa T Dasheka and Mrs Ntombana M Rala
Introduction
Suboptimal Exclusive Breast Feeding (EBF) is the key contributor to the child morbidities
and mortalities. Worldwide, only 40% infants are exclusively breastfed for the first six
months. In Eastern Cape, SA of the 85% mothers who initiate breastfeeding only 12%
maintains EBF. Failure to initiate and maintain EBF is common to first-time mothers. Also
first-time mothers depend on the health care personnel, family members and the
community’s influence in maintenance of EBF. First-time mothers have challenges of being
inexperienced in both motherhood and breastfeeding. Also, most first-time mothers are
young, they often have to go back to school or work after delivery, including having pressure
from family members and friends not to breastfeed. A gap remains on the aspects of support
that may be effective on maintenance of exclusive breastfeeding for first-time mothers.
There is a need to explore exclusive breastfeeding practice influences and support available
for first-time mothers in the BCM, South Africa.
Methods
An exploratory, descriptive contextual and qualitative research design was chosen for this
study. A purposive sample of 10 participants was used. Data collected through face-to-face
interviews. Data analysed according to Creswell’s steps of data analysis.
Findings
Findings were challenges of inability to put the knowledge received during antenatal care
period into practice during initiation and maintenance of EBF. The support received from
healthcare workers and family members at times clashed. EBF success was associated with
positive feelings while failure to initiate and/or maintenance of EBF were associated with
negative feelings.
Conclusion
Nurses need to empower community members with best breastfeeding practices to avoid
mixed messages that may confuse first-time mother. Also, an individual-focused education is
needed for these mothers
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DAY 4-FRIDAY 15 MARCH 2019
SESSION 6: PAPER 1
LEARNINGS FROM APPLYING ICD-PM DEATH CLASSIFICATIONS TO EXISTING SOUTH
AFRICAN PERINATAL PROBLEM IDENTIFICATION PROGRAMME (PPIP) DATA
Lavin T, Centre for Health Services Research, School of Population and Global Health, The
University of Western Australia; Allanson ER, School of Women’s and Infants’ Health, The
University of Western Australia; Nedkoff L, Cardiovascular Research Group, School of
Population and Global Health, The University of Western Australia; Preen DB, Centre for
Health Services Research, School of Population and Global Health, The University of Western
Australia; Pattinson RC; SA MRC Maternal and Infant Health Care Strategies Unit, University
of Pretoria Lavin T1, Allanson ER2, Nedkoff L3, Preen DB1, Pattinson RC 4
Background
In order to progress towards ending preventable perinatal deaths worldwide, the
classification and causes of deaths must be appropriate and comparable globally. The World
Health Organization (WHO) has recently developed the International Classification of
Diseases (ICD-10) Perinatal Mortality, (ICD-PM) classification system to align with these
needs. However, the ICD-PM had not yet been applied to existing national perinatal
mortality data collection systems.
Methods
The ICD-PM was applied to South Africa’s national perinatal mortality audit system (PPIP)
for all perinatal deaths (>1000g and =>28 weeks gestation) between 1st October 2013 and
31st December 2016 (n=26,810). The specific objectives were: (1) to assess if ICD-PM can be
applied to existing datasets; (2) to explore if the features of ICD-PM including, maternal
condition being included in perinatal deaths, the consideration of the mother-infant dyad as
a single entity and information around the timing of deaths (antenatal, intrapartum,
neonatal) are advantageous in understanding causes of death.
Results
Most deaths were antepartum (n=15,619, 58.2%), followed by neonatal (n=7466, 27.8%)
and intrapartum (n=3725, 14.0%). Antepartum deaths were largely due to unspecified cause
(A6; n=10,542, 67.5%), other specified antepartum disorder (A4; n=2947, 18.9%) or disorders
related to fetal growth (A5; n=1270, 8.1%). The most common primary causes of
intrapartum deaths were acute intrapartum events (I3; n=2476, 65.2%), other specified
intrapartum disorder (I5; n=479, 12.9%), and intrapartum death of unspecified cause (I7;
n=373, 10.0%). The main causes of death in the neonatal group were complications of
intrapartum events (N4; n=2194, 29.3%) and low birthweight/prematurity (N9; n=1458,
28.5%). Maternal condition was identified in 58.8% (n=8891) of antepartum deaths, 89.0%
(n=3314) of intrapartum deaths and 79.6% (n=5945) of neonatal deaths which was higher
than PPIP that identified 40% of deaths with maternal condition.
Conclusion
The ICD-PM increased the number of perinatal deaths due to a maternal condition; however,
this was mainly due to intrapartum asphyxia events being classified as a maternal rather
than perinatal condition in ICD-PM. This aspect must be explored further to ascertain if
these events should be considered a perinatal or maternal condition. ICD-PM also classified
deaths as antepartum, intrapartum or neonatal as compared to PIPP classifications of
fresh/macerated stillbirths or neonatal deaths in PPIP.
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SESSION 6: PAPER 2
TOO LITTLE, TOO LATE: THE RECURRENT THEME IN MATERNAL DEATHS DUE TO SEPSIS
Sylvia Cebekhulu¹, Laura Cornelissen ², Robert Pattinson¹
¹SAMRC/UP Maternal and infant Health Care Strategies Unit, Department of Obstetrics and
Gynaecology, University of Pretoria-Kalafong hospital, Pretoria, South Africa
²Department of Obstetrics and Gynaecology, Kalafong Hospital, Pretoria and UZ Leuven,
Belgium
Background
Maternal sepsis accounts for 11% of direct obstetric deaths, making it the third biggest cause
of death, after obstetric hemorrhage and hypertensive disorders.
Objective
To evaluate the risk factors and quality of care for maternal deaths due to sepsis.
Methods
Detailed secondary file review for all maternal deaths classified as pregnancy-related sepsis
in South Africa between 2014-2016, and comparison of management with the Surviving
Sepsis guidelines.
Results
There were 158 maternal deaths from sepsis. The postpartum period carries the highest risk
(94% of deaths), especially after caesarean section (50%). Adequate fluid resuscitation was
done in only 25 cases (16%) and empiric antibiotics were often delayed (48% of those
receiving antibiotics). Only 28% of women with possible source of infection in the uterus
underwent a hysterectomy (39 cases).
Conclusion
Healthcare workers too often underestimate the severity of maternal sepsis and poorly
adhere to treatment guidelines.
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SESSION 6: PAPER 3
REDUCING MATERNAL DEATHS FROM HYPERTENSION IS STANDARDIZATION THE
SOLUTION?
Dr T Ibrahim
Institution: DOH KZN
Introduction
Maternal deaths from hypertension are increasing (Saving Mothers 2014-2016). This was
also the case eThekwini district in KZN. The iMMR for hypertension was 19.41 cf to 11.59 in
the previous report. In 2016 there were 13 deaths from hypertension. During the course of
2016, many avoidable factors were identified. 69% were considered possibly or probably
avoidable.
At clinic level, referring the patient in a timely manner was an issue. Problems at district
hospitals included the recognition and referral of severe pre-eclampsia, and management of
severe hypertension. Issues at regional hospitals included unrestricted fluid practices;
substandard management of pulmonary oedema, severe hypertension, and eclampsia. A
major problem was a lack of protocols. Interventions at all levels were implemented.
Interventions
At clinics, hypertension referral criteria and management of severe hypertension were
emphasized. A specific document detailing referral and management of hypertension at
district hospitals was implemented. Many protocols were produced with the aim of
standardizing care at tertiary and regional hospitals; including protocols for treating severe
hypertension, prevention and management of pulmonary oedema and an eclampsia
checklist. A protocol for Calcium supplementation was implemented district wide.
Hypertension related problems are addressed at individual facilities with advice to improve
care.
Outcome
In 2017 and 2018 there were 8 and 4 hypertension related deaths respectively. There have
also been no hypertension related deaths at clinics and district hospitals in 2017 and 2018.
In 2018, one of the four cases was referred for ICU from outside the district.
Conclusion
A standardized way of managing hypertension with the development of protocols makes a
positive impact on deaths from hypertension. It requires constant re-enforcement and a
buy-in from regional and tertiary hospitals however.
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SESSION 6: PAPER 4
DID THE SAFETY OF CAESAREAN DELIVERY IMPROVE IN 2017?
Professor S. Fawcus,
Affiliation. NCCEMD, Department Health
Department Obstetrics and Gynaecology, University Cape Town
Introduction
Saving Mothers reports on maternal deaths in South Africa demonstrated increasing death
rates from bleeding associated with caesarean delivery (CD) from 2002-2015, increasing
case fatality rates, and an association between maternal mortality and CD in general. Since
2015, the NCCEMD has introduced several initiatives and training programmes to improve
CD safety and assess compliance of facilities with minimum standards.
Aim
This study aimed to assess the impact of NCCEMD Safe CD initiatives on mortality associated
with CD
Methods
A sub-analysis of data from the 2017 maternal mortality report produced by the NCCEMD
was performed, focussing on CD rates, CD case fatality rates per province and per cause of
death
Results: There were 356 maternal deaths in women who had CDs. Of these, 100 (28.1%)
died due to obstetric haemorrhage, 95 (26.7%) from hypertension, 45 (12.6%) from nonpregnancy infections, 34 (9.6%) from medical / surgical disorders, 27 (7.6%) from
pregnancy related sepsis, 24 (6.7%) from anaesthetic complications, and 16 (4.5%) from
embolism. The CD rate was 27.4% in 2017, ranging from 20.5% in Limpopo to 30.9% in
Kwazulu Natal province. This compares with a CD rate of 23.1% (2011-2013) and 25.7%
(2014-2016); the increase has occurred in all provinces. The case fatality rate (CFR) for CD
was 145.7 deaths per 100,000 CDs, and has decreased from 169.6 in the previous triennium;
the decrease has occurred across all provinces apart from the Free State. The CFR for
bleeding at/after CD was 27.8 per100, 000 CDs in 2017, decreased from 30.6 in the previous
triennium. It has occurred across all provinces except Free State and North West. There is
considerable variation between provinces with Free State having the highest CFR for CD at
235.5 and Western Cape the lowest at 87.5. For CFR from CD bleeding, there is a 6 fold
difference from 69.4 in Limpopo to 10.5 in the Western Cape.
Lack of appropriately trained doctors and nurses was cited as an avoidable factor in 31% of
deaths from CD bleeding. This was markedly more common in Limpopo, North West, Free
State and North West compared to other provinces.
Discussion and Conclusions
Although, this study refers to one year’s data, it is encouraging that there is a small reduction
in CD and CD bleeding CFRs across most provinces. This could be due to better treatment of
primary conditions such as eclampsia, heart disease, HIV since these are the underlying
causes in a large proportion of the CD deaths. The decline in CD bleeding deaths could be
due to the targeted interventions.
A major concern is the wide variations between provinces (and mirrored in districts). The
provinces with highest CD CFRs are the more rural provinces with greatest socioeconomic
disadvantage and weakest health systems (Limpopo, Mpumulanga, North West, Free State);
and they are also the provinces where lack of appropriately trained staff is cited most
frequently. Continued implementation of the Safe CD intervention package and redressing
inequities are required to ensure further improvement in CD safety.
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SESSION 6: PAPER 5
EARLY LESSONS LEARNED FROM THE USE OF NON-PNEUMATIC ANTI-SHOCK
GARMENT (NASG) IN KWAZULU-NATAL REGION 4
Ms Sthandwa Mnqayi (King Cetshwayo District), Dr Neil Moran (KZN Department of Health)
and Dr N Mayat (Queen Nandi Regional Hospital
Introduction
Obstetric Haemorrhage, including post-partum haemorrhage (PPH), is the most common
cause of preventable maternal death in South Africa (2017 Saving Mothers report). The
NCCEMD has recommended the use of the non-pneumatic anti-shock garment (NASG) in
order to strengthen the management of PPH, in addition to all other existing measures for
managing PPH. The NASG is a lightweight (1.5 kg), washable and reusable first aid
compression garment made of neoprene that can stabilise a shocked patient’s blood
pressure and therefore aids the resuscitation of a woman who is shocked following a PPH. In
particular it has a valuable role in maintaining the patient’s blood pressure while waiting
and during ambulance transfers to a higher level of care.
Region 4 of KZN is a large area comprising three districts, with 16 District hospitals all
referring to a single regional hospital (Queen Nandi). Ambulance delays and/or long transfer
distances are common in this region for women with PPH who need to be transferred to the
specialist level. This was therefore a suitable setting for evaluating the use and impact of the
NASG. 38 NASGs were donated to KZN region 4 in June 2018. Training in its use was
conducted for relevant doctors, nurses and EMS practitioners. One NASG was allocated to
each District hospital, selected primary health care facilities and to each obstetric ambulance
and to the aeromedical services team, while 4 NASG were allocated to the regional hospital.
The institutional maternal mortality at Queen Nandi was 285/100 000 and 135/100 000 live
births in 2017 and 2017 respectively. The early experience with the use of the NASG in KZN
region 4 will be described.
Methods
The NASG was available for use from late June 2018. Clinical information about patients
admitted to or referred to Queen Nandi hospital that had the NASG applied was collected by
the Queen Nandi maternity team, using a data capture sheet. The DCST midwives from each
of the three districts in region 4 additionally provided information about any other patients
using the NASG who were not managed at the regional hospital. Feedback from users was
sourced about practical issues such as washing the NASG and re-circulating it for use in
future cases.
Results
In the first 6 months since the distribution of the NASGs in Region 4, there have been 14
documented cases where the NASG has been used. All but one has been for cases of PPH, 8
following caesarean section and 5 following normal vaginal delivery. In one case it was used
for a woman who was bleeding following a miscarriage. Twelve of these patients, while
wearing the NASG, were transferred by EMS from District Hospitals or CHCs to the Queen
Nandi Regional hospital. A further case at a District hospital was stabilised on site with the
help of the NASG and was not transferred. Finally one case had a PPH post caesarean section
at the regional hospital, and was managed “in-house” with help from the NASG. All 14
patients survived and were discharged home. 10 patients had BP increase while on NASG to
the referral centre. Three patients had decreased BP while being transferred, however not to
abnormal levels. There were two maternal deaths within the region from bleeding where the
NASG was not used.
Conclusion
Feedback from users has been positive, and suggests that the NASG is helping to prevent
maternal morbidity and mortality from haemorrhage. Awareness of its availability is
growing and practical difficulties in implementation are being addressed as they arise.
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SESSION 6: PAPER 6
A STUDY TO ASSESS THE ACCEPTABILITY OF THE ALEXIS-O RETRACTOR AND A BRIEF
DESCRIPTION OF POST OPERATIVE WOUND COMPLICATIONS ASSOCIATED WITH ITS
USE
Mlandu YP: Institution University of Witwatersrand
Introduction
Deliveries by caesarean section are on the rise and it is important to consider strategies to
make the procedure safer for the patient and easier for the surgeon. The outcomes of this
study were to assess the ease of use of the Alexis-O abdominal wall retractor, preference of
retractor (standard vs. Alexis-O), to determine difficulties experienced by the surgeon and
to describe these difficulties
Methods
This was a case series of caesarean sections performed at the Chris Hani Baragwanath
Academic Hospital in which the Alexis-O abdominal wall retractor was used. The Alexis-O
abdominal wall retractor is a disposable, single-use device which offers good visibility of the
abdominal cavity and makes it easy to suture the uterus without having to exteriorise it. A
sample of a 100 women undergoing both elective and emergency caesarean sections was
taken. The surgeons completed a questionnaire after the surgery, other details were taken
from hospital notes and the patients were assessed by a discharge questionnaire and again
telephonically three weeks after the surgery by the primary investigator.
Results
In 82.2% of cases the surgeons preferred the Alexis-O abdominal wall retractor over the
standard retractor and in 88% of cases the surgeons found the Alexis-O abdominal wall
retractor easy to use. In 97.1% of cases the surgeons indicated that they would use the
Alexis-O abdominal wall retractor again. In 12 cases the surgeons found the Alexis-O
abdominal wall retractor difficult to use. In 11 of these cases the surgeons had used the
Alexis-O less than 20 times. In three cases the surgeons were unable to insert the Alexis-O
abdominal wall retractor due to dense adhesions. In six cases the surgeons abandoned the
Alexis-O abdominal wall retractor either due to adhesions or poor visibility of parts of the
operating field. There were no complications from the removal of the Alexis-O abdominal
wall retractor.
Conclusion
The Alexis-O abdominal wall retractor was preferred by the majority of surgeons, most of
whom found it easy to use. In this study we realised a never before described complication
of adhesions causing difficulty in insertion of the device.
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SESSION 6: Poster 1
PERINATAL OUTCOMES AMONG PATIENTS WITH MATERNAL NEAR MISS FROM
SEVERE HYPERTENSIVE DISORDERS AT FRERE AND CMH BOTH TERTIARY HOSPITAL
IN EC SOUTH AFRICA
SD Mandondo DCST O&G
Background
South Africa is still challenged with high number maternal deaths due to hypertension,
nationally 14 % of total deaths, with no change in last triennium according to Saving
Mothers report. It is the 3rd most common cause of death .In EC it is second leading cause of
maternal deaths also the primary obstetric cause of death responsible for 27 % of perinatal
deaths. Patients with m severe hypertensive disorders namely eclampsia and severe
preeclampsia in pregnancy are screened at primary health centres where they attend Basic
antenatal care( BANC ) and referred to Tertiary hospitals for admission till delivery .BANC
Plus with 8 VISITS has been adopted in April 2017 increasing visits from 4 as informed by
Cochrane review of WHO Trial .
Objectives
1.Describe profile of patients with maternal near miss from severe hypertensive disorders
namely eclampsia and severe pre- eclampsia with or without complications organ
dysfunction renal failure, DIC at East London tertiary and regional hospitals. 2. Audit
quality of care for patients with maternal near miss severe hypertensive disorders using
Mortality index, SMOR. 3. Describe the perinatal and delivery outcomes of patients with
maternal near miss from hypertension.
Results
There were 213 maternal near miss cases with 57 neonatal deaths a showing a high
perinatal mortality. Hundred (100) cases had eclampsia with 9 perinatal deaths compared
to, 94 patients with severe pre eclampsia with 42 perinatal deaths and 20 cases with help
syndrome with 6 perinatal deaths. There was good quality of care with a mortality index of
5 and a severe maternal outcome rate (SMOR) rate of 12.7. Eclampsia was more common
among patients with less 20 years whereas severe pre- eclampsia was among older more
than 34 year. Severe preeclampsia was associated with smaller babies with lower Apgar
scores and more perinatal deaths. Both these were statistically significant. Ninty percent 90
% of patient with eclampsia vs 80 % severe Pre eclampsia were delivered by caesarean
section .Medical abortions before 26 weeks were done in 18.4 percent of patients .Only 30 %
of patients were of normal birthweight with majority preterm. Weight distribution was 4.2
% with extremely low birthweights 500-999 grams, 18.5 with LBW 1500 TO 1999 grams
and another 18 % with weight 2000 to 2500 grams. Gestational age at delivery varied from
28 weeks to 41 weeks with highest number deliveries namely 28 deliveries at 36 weeks and
22 patients at 28 weeks and 20 patients at 33 weeks.
Conclusion
Routine near miss audit will assist to improve quality of care and identify gaps for timely
intervention and feedback to ensure early and appropriate referrals to tertiary, monitor
implementing BANC +, tracing defaulter, adherence to guidelines for managing
hypertension.
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SESSION 6: POSTER 2
A REVIEW OF MATERNAL DEATHS IN A PRIVATE HOSPITAL GROUP IN SOUTH AFRICA
Aliné Hall – Clinical Quality Specialist: Mother and Child
INTRODUCTION
Mediclinic Southern Africa
In 2015 Mediclinic Southern Africa appointed a clinical nursing specialist to oversee all
obstetric and paediatric nursing matters. In 2017 ESMOE was rolled out to the 44 Mediclinic
Obstetric units and a two day course was made compulsory for all nursing staff working
with labouring patients. A “Mama Natalie®” was purchased for all hospitals, obstetric
emergency boxes were standardised for the group, and obstetric drills were encouraged.
In 2017 a number of obstetric indicators were developed to monitor key performance areas.
These included the maternal mortality rate (MMR) for Mediclinic. The MMR was
retrospectively calculated from 2010 when it was at its highest of 71.18 per 100 000 live
births. This statistic had decreased year on year to a MMR of 37.55 in 2014, where after it
rose to 50.01 again in 2016.
In 2017 there were a total of 18 deaths with a MMR of 46.92. Of the 18 deaths, five (27%)
could be attributed to patient condition (including very early pregnancies, refusal of care
and defaulting treatment), 12 (67%) had care failures by the healthcare professionals. It was
noted that 11 (61%) deaths occurred at night or over a weekend.
In 2018 there were a total of 13 maternal deaths with a MMR of 35.38. Of the 13, only five
(38%) had care failures. Both years included a medication error that lead to maternal death.
The other common care failures included fragmented care, poor communication and failure
to recognize and rescue a deteriorating mother. The majority of the deaths occurred in
Gauteng, Mpumalanga and Limpopo – 67% in 2017 and 77% in 2018, compared to the
Western Cape with 11% and 8% respectively.
Conclusion
Although it is early days, there has been a decrease noted. The impact of ESMOE, trends and
conclusions will be discussed in the poster.
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SESSION 7: PAPER 1
HYPOTHERMIA AMONG NEONATES ADMITTED TO THE NEONATAL UNIT AT A
TEACHING HOSPITAL IN SOUTH AFRICA
Ngeny J. Nyandat-MBCHB
Sithembiso Velaphi- MBChB, MMed, FC Paed, Fellowship in Perinatal Neonatal Medicine
1Chris

Hani Baragwanath Academic Hospital, School of Clinical Medicine, Faculty of Health
Sciences, University of the Witwatersrand,Johannesburg, South Africa
Objectives
To determine the prevalence, associated risk factors and short-term outcomes of
hypothermia among very low birth weight infants (VLBWI).
Study design
This was a retrospective descriptive study. Characteristics and outcomes of hypothermic and
normothermic VLBWI admitted between 1st January 2016 and 31st December 2016 were
compared.
Results
The prevalence of hypothermia on admission and within 24 hours of life was 46.1%, and
38% respectively. Sixty one percent of VLBWI received antenatal steroids, 55% were
delivered by caesarean section. Gestational age and birth weight was 29±3 weeks and
1140±253 grams respectively. Hypothermic infants were more likely to have a lower birth
weight (1135 ±270 vs 1205±233grams, p=0.010), to be born vaginally (49.8% vs 40.2%,
p=0.040), to require resuscitation at birth (23.9% vs 11.9%, p=0.001) to develop metabolic
acidosis (47.4% vs 37.9%, p=0.041), and to die (23.9% vs 16.8%, p=0.021).
Conclusion
Hypothermia may increase risk of morbidity and mortality in VLBWI and should be
addressed.
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SESSION 7: PAPER 2
REDUCTION OF BLOOD STREAM INFECTION DUE TO METHICILLIN RESISTANT
STAPHYLOCOCCUS AUREUS THROUGH USE OF CHLORHEXIDINE SKIN BATHS IN A
NEONATAL UNIT
Nakwa, F.L1,2, Motsoaledi E 1,3, Paruk, A1,4, Thomas R1,2, v. Kwawegen A1,2, Sepeng, L1,2, Seake
K1,2, Ntuli N1,2, Sono L1,2, Kgwadi D1,2, Ondongo C1,2, Kesting SJ1,2, Maswabi H,1,4, Dikgang S,1,4,
Velaphi S1,2. 1Chris Hani Baragwanath Academic Hospital Division of Neonatology,
2University of the Witwatersrand, 3 Department of Paediatric Nursing, Division of Infection
Control (IPCC); 4 Pharmacy Department
Introduction
Methicillin resistant Staphylococcus aureus (MRSA) is one of the pathogens that causes
healthcare-associated infections (HAI) in neonatal units and is associated with significant
morbidity and mortality. Recommended strategies to reduce infections due to MRSA include
reducing skin colonization.
Objective
To compare incidence of sterile site infections (SSI) due to MRSA before and after
implementation of a quality-improvement project of using 0.2% chlorhexidine baths in
neonates admitted to the neonatal unit at Chris Hani Baragwanath Academic Hospital
(CHBAH)
Methods
After an outbreak in 2016 at CHBAH, experts recommended chlorhexidine baths be applied
daily to all admitted neonates as skin care. The pharmacist prepared this by mixing 20mls of
the 4% Hibiscrub solution in 1L of water and decanted into 50ml bottles per baby. Data on
positive isolates is collected as part of standard hospital practice. An audit of positive blood
and cerebrospinal fluid cultures due to MRSA from 2014 to 2018 was conducted from a
computerized microbiological database. Incidence of positive cultures from sterile site was
compared before and after implementation of using chlorhexidine baths in the unit (year
periods 2014-2015 versus 2017-2018).
Results
In the period 2014-2015 there were 7134 admissions to the neonatal unit, from which 1670
bacterial and fungal isolates were cultured from sterile sites. MRSA accounted for 15.7%
(263/1670) of all isolates. The period of 2017-2018 had 8634 admissions of which 2654
isolates were cultured; MRSA accounted for 3.4% of isolates. Though there was an increase
in overall incidence rate of SSIs from 16.1/1000 patient-days in 2014-2015 to 22.2/1000
patient days in 2017-2018, the incidence rate of SSIs due to MRSA decreased significantly
from 2.53/1000 patient-days in 2014-2015 to 0.75/1000 patient-days in the 2017-2018
period (p<0.001).
Conclusion
Daily chlorhexidine baths in neonates resulted in a more than three-fold reduction in
incidence of SSIs due to MRSA. Daily chlorhexidine baths have shown a sustained decline in
MRSA sepsis rate.
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SESSION 7: PAPER 3
DURATION OF HOSPITAL STAY AND FACTORS ASSOCIATED WITH PROLONGED STAY
IN VERY LOW BIRTH WEIGHT INFANTS SURVIVING TO HOSPITAL DISCHARGE
Rugare Mahovo: - Sithembiso Velaphi
Introduction
On-going care of surviving very low birth weight infants (VLBWI) is associated with
increases in medical costs. Birth of VLBWI brings anxiety to parents and families. Thus,
knowing their length of hospital stay (LHS) will assist in counselling parents and budgeting
for neonatal care.
Objectives
To determine the LHS among VLBW infants surviving to hospital discharge and factors
associated with prolonged LHS.
Methods
This was a retrospective descriptive study performed at Chris Hani Baragwanath Academic
Hospital. Records of VLBWI were reviewed for survival to hospital discharge amongst those
discharged between January 2015 and October 2016. Data on maternal and infant
characteristics, morbidities and LHS were recorded. Comparison between those with and
without prolonged LHS as defined by being discharged beyond 41 weeks of postmenstrual
age was performed.
Results
Records of 435 VLBWI were reviewed. Their mean birth weight and gestational age were
1234±192 grams and 30±2 weeks respectively. The median duration of LHS was 39 days,
with a range of 11 to 183 days. Thirty-four (7.82%) of VLBWI had prolonged duration of
hospital stay. On multiple logistic regression analysis factors associated with prolonged LHS
were gestational age (OR: 2.01; 95% CI 1.55-2.61), chronic lung disease (OR: 9.40; 95% CI
2.54-34.72), and healthcare associated infections (OR: 31.86; 95% CI 6.75-150.3).
Conclusions
The mean duration of stay for VLBW is about five weeks. The lower the birth weight the
longer the duration of LHS. In addition to lower birth weight, the presence of morbidity was
associated with prolonged duration of stay. Therefore, management of VLBWI should focus
on preventing morbidities.
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SESSION 7: PAPER 4
TUBE-TO-ORAL TRANSITION PATHWAY TO GUIDE FEEDING ADVANCEMENT IN
MODERATE TO LATE PRETERM NEONATES: A SYSTEMATIC REVIEW
Sonja Nel, NWU Potchefstroom Campus
Background
Oral feeding for the preterm neonate is a complex process and a delay in attaining full oral
feedings can delay hospital discharge, considerably increase the cost of care, and lead to
unnecessary hospital readmissions (Gennattasio et al., 2015).
Most of the neonatal nutrition literature has focused on the management of very low birth
weight infants, a group of infants usually less than 33 weeks gestation (Adamkin, 2006).
Much less attention has been paid to nutritional management issues in the moderate to late
preterm neonate. In this study more attention will be given to this preterm category
(moderate to late) as they present a nutritional challenge to health care providers (Adamkin,
2006).
The establishment of successful feeding in moderate to late preterm neonates are usually
problematic, as they have less muscular strength and more difficulty with latch, suck and
swallow than term infants. For this reason, healthcare providers should pay more attention
to manage feeding problems than the moderate to late preterm neonate can experience
(Corvaglia and Aceti, 2014).
Aim
The aim of this study is to explore the literature to develop a pathway which healthcare
professionals can use to guide their clinical decision-making when supporting moderate to
late preterm neonates to transition from tube-to-oral feeding.
Objective
Explore the best available evidence by means of a systematic review to determine the factors
to be considered when facilitating the transition process of tube-to-oral feeding in a
moderate to late preterm neonate.
To draft a pathway for healthcare professionals that guides clinical decision-making during
the tube-to-oral feeding transition process of the moderate to late preterm neonate
Design
The six phases of a systematic review (De Souza et al., 2010) was explained as PIOTS.
Results
It can be concluded that most of the recent evidence points to cue-based feeding as being the
best way of providing feeds from tube to oral feeding for the moderate to late preterm
neoante. The gap identified was the need for a Randomised Control Study on this topic.
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SESSION 7: PAPER 5
AN EVALUATION OF THE DECISION-TO-ANAESTHETIC AND THE DECISION-TOINCISION INTERVAL FOR EMERGENCY CAESAREAN SECTIONS AT CHRIS HANI
BARAGWANATH ACADEMIC HOSPITAL
Melissa Williams; Chris Hani Baragwanath Academic Hospital
Background
Once an emergency caesarean section (EMCS) is indicated it should be done as soon as
possible. Delays in performing a medically indicated caesarean section (CS) may lead to an
increase in the perinatal and maternal morbidity and mortality. The aim of this study was to
evaluate the decision-to-incision time and the decision-to-anaesthetic time at CHBAH.
Methods
This was a cross sectional retrospective study of women who had a CS at CHBAH from the 1st
of May 2016 to the 31st of May 2016. The hospital files were retrieved for the data collection.
The time from the decision to the anaesthetic and incision time was recorded. The
demographic, and indications were recorded.
Results
A total of 464 files were used. The median DTII was 354.5 minutes (IQR: 190-595.75; range:
30-10570). The median DTAI was 350 minutes (IQR: 175-627; range: 20-10545). The top
three Robson’s classification groups were: women who had a previous CS with a singleton,
cephalic, term pregnancy (25.8%); women with a singleton, cephalic, preterm pregnancy
(18.6%) and nulliparous women with a singleton, cephalic, term pregnancy in spontaneous
labour (17.7%).The most frequent indication for elective CS were previous CS (85.1%). The
most frequent indication for EMCS indications were FD (58.1%). Suspected uterine rupture
achieved the shortest median DTAI of 50 minutes (IQR: 920-145; range: 20-145) and foetal
compromise had the longest median DTAI of 545 minutes (IQR: 232.5-808; range: 1801355). An adverse maternal morbidity occurred in 23 (5%) women, with PPH and the need
for blood transfusion being the predominating factor. One hundred and twenty four (25.5%)
neonates required admission.
Conclusion
The shortest median DTAI was for suspected uterine rupture and the longest was for foetal
compromise. The overall range for emergency CS was between 20 to 10545 minutes. The
DTII was 4,7 times the 75 minute recommended NICE Guidelines for an urgent CS and six
times longer than the proposed 60 minutes stipulated in the Guidelines for Maternity Care in
South Africa.
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SESSION 7: POSTER 1
INITIATING RESPECTFUL MATERNITY CARE IN GREATER-LETABA SUB-DISTRICT,
LIMPOPO: LIMPOPO MATERNAL CARE (LimMCARE)
JV Summerton, TR Mtileni, ME Moshabela (University of Limpopo Trust, University of
Limpopo)
Introduction
The National Perinatal Morbidity and Mortality Committee (NaPeMMCo) of the South African
Department of Health identified intrapartum care as a priority to be addressed for 2016. The
Limpopo Department of Health recognised the importance of improving the quality of
intrapartum care but also the experiences of women during pregnancy labour and delivery as
an important step towards improving the province’s perinatal outcomes, Thus, the
Department undertook to implement Respectful Maternity Care (RMC) as an evidence-based
strategy to improve its maternal health outcomes, in line with the WHO recommendations, as
well as the Guidelines for Maternity Care in South Africa.
Objectives
To transform maternity units into spaces that provide quality patient-centred care grounded
in human-rights based approach through the initiation of a Respectful Maternity Care model.
Methods
A quality improvement approach was adopted to initiate RMC at 1 district hospital and its 21
feeder PHC facilities in the Greater-Letaba sub-district. A root cause analysis was conducted
with district, sub-district and facility managers to identify health systems factors that
contribute to poor intrapartum care and maternal health outcomes. Abusive and disrespectful
care of pregnant women, and lack of adequate information about pregnancy, labour and birth
were directly linked to poor maternal health outcomes. Three interventions were identified
for the RMC model to be implemented, i.e. i) improving clinical care such as pharmacological
pain relief, better management of high risk patients, increasing antenatal visits to 12 per
client, alternative birthing positions, etc. ii) advocating for women to be supported by a birth
companion during pregnancy, labour and birth; iii) empowering pregnant women and their
birth companions through antenatal education classes (including the use of nonpharmacological pain relief). A series of workshops were conducted with district and subdistrict managers and midwives of the 22 health facilities to introduce the key concepts of the
RMC model and providing guidance on the implementation of RMC at their facilities. Quarterly
learning sessions were conducted with managers and midwives to share progress,
achievements and sustained challenges implementing the RMC model. In addition, managers
and midwives at 6 facilities with the highest number of antenatal clients and deliveries were
mentored on-site on a quarterly basis. Facilities were also provided with guidelines and job
aids to facilitate the implementation of the RMC model.
Results
Training and the learning sessions contributed to increasing knowledge about the importance
of RMC in improving the quality of maternal care. However, this knowledge was not translated
into practice. The introduction of on-site mentoring of midwives on how to implement RMC
started to improve specific aspects of RMC, namely infrastructural adaptations to
accommodate birth companions. However, the 3-month time period between on-site
mentoring resulted in the loss of progress made during each mentoring visit. The mentoring
visits per facility were thus increased to monthly on-site mentoring which saw a drastic
improvement in the implementation of the RMC model. Midwives struggled to reconcile their
theoretical training with new evidence-based practices such as the benefits of a competent
birth companion to improve intrapartum care and non-supine/alternative birthing positions
in improving the quality and experience of labour for the pregnant woman.
Conclusion Initiating the LimMCARE RMC model in health facilities requires a wellstructured Quality-Improvement approach which looks at identifying high impact change
ideas, implemented systematically.
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SESSION 7: POSTER 2
FUNGEMIA IN THE NEWBORN: EPIDEMIOLOGY AND SUSCEPTIBILTY PATTERNS TO
EMPIRIC ANTIFUNGAL THERAPY USED IN A NEONATAL UNIT AT DORA NGINZA
HOSPITAL, EASTERN CAPE
Dr Subashni Maharaj: Specialist Paediatrician. Dora Nginza Hospital. Nelson Mandela
University. Eastern Cape; Dr Cheryl Mackay: HCU Neonatology: Dora Nginza Hospital.
Eastern Cape; Professor Lungile Pepete: Executive Dean, Nelson Mandela University. Eastern
Cape; Professor Siyazi Mda, Head of Department: Paediatrics, Dora Nginza Hospital, Eastern
Cape
AIM
To determine the epidemiology of fungal sepsis and the susceptibility of cultured fungal
organisms to empiric fluconazole used in the neonatal unit at Dora Nginza Hospital
INTRODUCTION
Dora Nginza Hospital’s neonatal unit provides regional and tertiary neonatal services to the
western region of the Eastern Cape. There are approximately 508 admissions in the neonatal
unit per month with an average neonatal death rate of 25.5 per 1000 live births reported for
2018. The main contributors to mortality are extreme prematurity, nosocomial sepsis and
hypoxic ischemic encephalopathy. There are no current published data on the epidemiology
of fungal sepsis in the unit. The advancement of neonatal care and use of broad spectrum
antimicrobials have contributed to improved survival and quality of life, however it has also
increased the risk of bacterial and fungal infections. The incidence of blood stream
infections (BSI) caused by candida accounts for 9 to 13% of BSI in neonates. Candida
albicans is the most frequently isolated species, however the non-albicans candida have
emerged as important pathogens. These organisms have shown an increasing resistance to
Azole antifungals such as fluconazole. Positive fungal blood cultures remain the gold
standard in the diagnosis, however takes up to 72 hours to yield a positive result. 1, 3 BD
Glucan, a biomarker for invasive fungal infection is used as an adjunct in the diagnosis of
invasive fungal infection.
OBJECTIVES
To determine the incidence of culture positive fungal sepsis in the neonatal unit (there are
no current data on incidence available for the neonatal unit).To describe the organisms
responsible for fungemia in the neonatal unit. To determine the demographics, clinical
characteristics and risk factors of neonates diagnosed with fungal sepsis. To determine the
sensitivity patterns of fungal organisms cultured to empiric fluconazole used in the neonatal
unit. To assess the diagnostic performance of serum 1,3 BD Glucan level as an assay for
fungemia in the local setting. To assess in-unit mortality of neonates, where fungal sepsis
may be a contributing factor.
INCLUSION CRITERIA
The study population will include all new borns admitted into the neonatal unit from 1
January 2018 - 31 December 2018.
RESULTS: The results are pending and will be available prior to the commencement of the
conference.
POSTULATED OUTCOMES OF STUDY
Fungaemia is a significant contributor to sepsis in the neonatal unit. The most common risk
factor for fungal sepsis in our unit is extreme low birth weight. Candida albicans is a
common cause of fungemia. A high BD glucan assay correlates with a positive fungal culture
in our setting. The majority of fungal organisms isolated are susceptible to fluconazole.
CONCLUSION
The epidemiology, risk factors and antifungal sensitivity patterns are important
components in developing an effective antimicrobial stewardship program in a neonatal
unit.
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ANNUAL GENERAL MEETING OF THE PRIORITIES IN PERINATAL CARE ASSOCIATION
OF SOUTH AFRICA
Wednesday 13 March 2019
ATKV HARTENBOS
1. Welcome
2. Apologies
3. Minutes of the previous AGM held on 14 March 2018
4. Matters arising from the previous minutes
5. Chairperson’s report

6. Finances
7. Next year’s venue
8. New matters
7.1.
7.2
7.3

MINUTES OF THE ANNUAL GENERAL MEETING OF THE PRIORITIES IN PERINATAL CARE
CONFERENCE HELDAT CHAMPAGNE SPORTS RESORT ON 14 MARCH 2018
Attendees:

Approximately 70 people attended

1.

Welcome
Prof Velaphi welcomed all present.

2.

Apologies
None received.

3.

Minutes of the previous AGM held on 8 March 2017 at Mphekweni Beach Resort
Minutes of the previous meeting were accepted with no corrections.

4.

Matters arising from the previous minutes
None

5.

Chairperson’s report
5.1
Thanks
Prof Velaphi thanked Abbvie for their ongoing support. Abbvie is the sole sponsor
of the conference. Prof Velaphi thanked everyone for attending.
Challenges
Prof Velaphi discussed the following challenges experienced this year:
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•
•
•

5.2

the influence of the lack of funding from provinces has a negative effect on
delegate numbers. He encouraged everyone to budget so that they could pay
for themselves in future.
the problem of people submitting registration forms but not paying before
registration closes. There were over 70 people on the unpaid database when
registration closed this year.
Workshop challenges – the conference wants to encourage people to present
workshops at the conference but everyone involved in workshops is required
to pay to attend the conference even if it is registration for one day as a day
delegate.

Finances
The conference made a profit of R70 000. The organisers negotiate to pay venues
a deposit of R50 000 to secure the booking. Most venues require a 50% deposit.

6.

Next year’s venue
Priorities 2019 will take place at ATKV Hartenbos.

7.

New matters
7.1

8.

New organisers
Cathy Bezuidenhout and the MRC Unit will be the new organisers from 1 April
2018 onwards.

7.2

New Executive Committee (ExCo) Member
Prof Velaphi announced that Prof Buchmann would be stepping down as an
Executive Committee member and asked for nominations for a new ExCo
member. He confirmed that the remaining ExCo members would still serve for the
next year.

7.3

Number of presentations
Dr Adejayan asked if the number of presentations per session could be reduced to
allow for more engagement time. Prof Velaphi replied that the presentation times
were reasonably standard when compared with similar conferences. Prof Velaphi
stated that the conference would have to reduce the number of abstracts
accepted if presentation times were increased. Prof Cooper stated that the times
were similar to other conferences and that presenters needed to practice their
presentations so that they had enough time for questions. Prof Velaphi
mentioned that some of the abstracts submitted were not research-related and
that abstracts without results were more likely to be rejected than abstracts with
results. Sessions are two hours long: 1 keynote presentation and 6 oral
presentations or 8 oral presentations without a keynote presentation.

Election of the Executive Committee
Three people were nominated for one ExCo position, these people were asked to leave
the conference hall and an election was held by a show of hands. Dr Spencer Nkosi was
elected as the new ExCo member. After elections current members of Exco are Prof
Velaphi, Ms. Mashao, Prof Gerbhart and Dr Nkosi.

The meeting adjourned at 19h00.
74

Papers : Speakers Short Biographies
Adeniyi V: Dr Vincent Adeniyi is a family medicine specialist with special interest in HIV care and
research. He pioneered the East London Prospective Cohort Study, which enrolled about 2000 HIVinfected parturient and their exposed infants for follow up in 2015. So far this cohort has turned out
numerous scientific publications and presentations locally and internationally. Dr Adeniyi holds a Master
of Medicine and Fellowship of the College of Family Physician of South Africa. He has just completed his
PhD degree
Baloyi S: Professor Shisana Baloyi, MBChB, CML (Law), CRIA (Theol.), Dip.Obst, F.MAS, Dip.MAS, LSS
EOC&NC, FCOG (SA), Mmed (O et G),PGDip.Fam Med, MSc., PGDPH. He is the Chair and Academic Head of
Department O&G at the University of the Free State and Chief
Bok-Mcminn E: Doctor Eularnia Bok-McMinn
Currently a consultant at Chris Hani Baragwanath Academic hospital in the obstetric and gynaecology
department. Graduated with MBCHB at the University of Cape Town
Graduated with FCOG (SA) and MMED 2017
Brink L: I am Lucy Brink from the department of Obstetrics and Gynaecology, Faculty of Medicine and
Health Sciences, Stellenbosch University. I am analysing the data of the Safe Passage Study and am also
using this data for my PhD: A CRITICAL ANALYSIS OF PRETERM BIRTH IN A COLOURED POPULATION IN
CAPE TOWN.
Buchmann EJ: E J Buchmann, honorary professor in the Department of Obstetrics and Gynaecology at the
University of the Witwatersrand, formerly chair of Perinatal Priorities 2004-2017
Cebekhulu S: Midwife in King Cetshwayo District Clinical Specialist Team, with Master of Public Health
from University of KwaZulu-Natal
Cooper P: Peter Cooper is a registered paediatrician and neonatologist and is attending his 36th Priorities
Conference. He was Academic Head of the Department of Paediatrics and Child Health, University of the
Witwatersrand, until the end of 2016. He is now Professor Emeritus in the Department and Director of
the African Paediatric Fellowship Program
Dasheka Z: Zukiswa Theodorah Dasheka,from the University of Fort Hare, Faculty of Health Sciences,
Nursing Department. She is a professional nurse, a midwife, lecturing midwifery practical and theory for
third year level, also responsible for level four practical. She is a novice researcher, graduated her
master’s degree in 2018.Engages in research related dialogues. Co-supervisor for one research student
De Smidt JJA: Medical doctor, lecturer and researcher in the Department of Medical Biosciences at the
University of the Western Cape. Our research focusses on the early detection of cardiometabolic risk
factors in the young especially those from low-income settings. Our goal is aimed at identifying risk
factors and to intervene before cardiometabolic insults manifest and thus reducing the burden these
diseases pose on health care systems.
Du Plessis C: I am a registered theatre and educational nurse working as clinical coordinator at the Safe
Passage Study for the past 10 years. Prior to that I worked in the operating rooms of various hospitals and
also as clinical business analyst in the managed health care industry.
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Dutton J: Jessica Dutton is a PhD student at the School of Public Health, University of Western Cape.
Under the supervision of Lucia Knight, Jessica is looking at barriers to quality of care across the continuum
of maternal health care in Cape Town MOUs
Fawcus S: Community obstetrician recently retired from Mowbray Maternity hospital, Professor emeritus
and senior scholar Department Obstetrics and Gynaecology, University Cape Town; Deputy chairperson
of the SA confidential enquiry into maternal deaths.
Fifer W: Dr. William Fifer is a Professor in the Departments of Pediatrics and Psychiatry at Columbia
University in New York and an Extraordinary Professor in Obstetrics and Gynaecology at Stellenbosch
University.
Hall A: Clinical Quality Specialist: Mother and Child at Mediclinic Southern Africa, previously ran a 41 bed
neonatal unit in Johannesburg, and is passionate about mothers and babies and improving their
outcomes.
Hlongwane T: Obstetrician and Gynaecologist, UP
Ibrahim T: Specialist Obstetrician / Gynaecologist. DCST eThekwini KZN
Johnson C: Dr C A Johnson, I completed MBBCh at Wits University and did 4 years of registrar time in
obstetrics and gynaecology. I am currently working as medical officer in Obstetrics and Gynaecology at
Chris Hani Academic Baragwanath Hospital
Kariuki M: DR. MARY WAIYEGO IS A neonatologist based at Pumwani maternity hospital, Nairobi Kenya.
she qualified as paediatrician in 2010 and received neonatology training from Stellenbosch University and
Tygerberg hospital. She has a passion for the preterm new-born and non- invasive interventions to
improve outcomes in the newborn
Kauchali S: Dr Shuaib Kauchali is a paediatrician and epidemiologist working as a technical advisor to the
National Department of Health. He supports MCH programmes.
Kinney M: Mary Kinney is a Senior Specialist for Global Evidence and Advocacy with Save the Children US
and a PhD candidate at the University of the Western Cape. She has published over 40 articles and
authored multiple reports on maternal and newborn health.
Kolawole P: Precious Kolawole is a nutrition public health professional. She received a Bachelor of
Science in Nutrition and Food Science with an emphasis in Dietetics from the University of Maryland,
College Park. She has worked in the health sciences field since 2012, starting her tenure with the United
States Department of Agriculture. She currently works at the Association of Public Health Laboratories’
Newborn Screening and Genetics Department.
Langa B: Dr Bezile Mawande Langa is a speciaist Obstetrician and Gynecologist at the Department of
Obstetrics and Gynecology at Dora Nginza Hospital in Port Elizabeth since 2017. He holds an MBChB
degree attained in 2007 from the University of Limpompo (Medunsa), a post graduate diploma in
Obstetrics from the Colleges of Medicine of South Africa attained in 2011. He did his Fellowship of the
college Obstetrics and Gynaecology of South Africa and Masters of Medicine in Walter Sisulu University
from 2013 to 2017.. He did his medical internship from 2008 to 2009 at the Port Elizabeth Hospital
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complex and in 2010 did community service at Frontier Hospital in Queenstown, South Africa. He is
currently working as a medical specialist at Dora Nginza Hospital with special interest in infertility.
Lavin T: Ms Lavin is a PhD student from the University of Western Australia. Her background is public
health, biostatistics and perinatal epidemiology
Lessells R: Dr Lessells is an adult infectious diseases specialist at the KwaZulu-Natal Research Innovation
and Sequencing Platform (KRISP), University of KwaZulu-Natal. He did his clinical training in infectious
diseases and internal medicine in Edinburgh and Nottingham, and his research training at the London
School of Hygiene and Tropical Medicine. He has been working and conducting research in KwaZulu-Natal
since 2007. He currently works with the CAPRISA Advanced Clinical Care Program to strengthen capacity
for clinical management of complex HIV and TB disease in KZN. His research at KRISP is focused on
understanding the epidemiology of drug-resistant infections (particularly HIV and TB) and developing new
tools and strategies to prevent the emergence and transmission of drug-resistant infections.
Maharaj S: Dr Subashni Maharaj Specialist Paediatrician, Neonatal Unit, Dora Nginza Hospital, Port
Elizabeth
Mahovo R: I did my undergraduate degree through the University of Pretoria and attained my MBCHB in
2006. Currently, I am in my 4th year of training as a Paediatric Registrar through the University of
Witwatersrand.
Malwela T: Dr. Malwela Thivhulawi has completed her PhD in 2018 at the University of Venda and is a
registered professional nurse and midwife, assessor, facilitator and moderator with South African
Nursing council. She is a lecturer at the university of Venda department of advanced nursing.
She has published 3 papers in reputed journals and has been serving as a member of curriculum
development committee within the university
Mandondo S: Dr SD Mandondo is a DCST O&G at Amathole acting as Provincial O&G in EC .She also
represents the EC in NCCEMD
Mayat N: DR Nasim Mayat; Consultant; Queen Nandi Regional Hospital; Empangeni; KZN
Minnie K: Prof Karin Minnie is the director of INSINQ Research Focus Area at the Potchefstroom Campus
of the North-West University. Karin is passionate about evidence-based practice and improvement of the
quality of nursing and midwifery care.
Mlandu YP: DR YP Mlandu is a junior consultant in the department of Obstetrics and Gynaecolgy at Chris
Hani Baragwanath Hospital. She co-started the maternal mental health clinic and also runs the near miss
clinic in her department. She is presenting her MMED
Mnqayi S: Miss Sthandwa Mnqayi is a Midwife in the District Clinical Specialist Team at King Cetshwayo
District and has Masters in Public Health from University of KZN
Moran N: Dr Neil Moran. Specialist Obstetrician and Gynaecologist. Head of Clinical Department:
Obstetrics and Gynaecology, KZN Department of Health. KZN representative on the National Committee
for Confidential Enquiries into Maternal Deaths (NCCEMD)
Motswaledi E: Elizabeth Motswoaledi works in the Mother and child Unit at CHBAH as an IPC nurse. She
is passionate about teaching and implementing prevention infection strategies
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Moyo P: I’m Portia Moyo working as a midwife in Gaborone Life Health Care. I am a single mother of 3
kids I’m 48 years old just completed my Bachelor’s Degree in Public Health
Nakwa F: Firdose Nakwa neonatologist at CHBAH. Interest Neonatal Neurology and
Neurodevelopmental Outcomes.
Nel S: Sonja is ‘n Masters Student at the NWU – Potchefstroom. She completed her BCur and BCur
(education and administration) degrees. She is passionate about preterm infants and their feeding.
Ng’eny J: Jacqueline Ng'eny- Paediatric registrar, University of Witwatersrand
Nkosi N: Nokuthula Nkosi, advanced midwife, Hypertension champion and genetic-trained nurse at
Vryheid Hospital, Zululand district.
Ntlokonkulu Z: Zukiswa Brenda Ntlokonkulu has completed her Masters’ degree in Nursing Education
from the University of Fort Hare and is a prospective PhD candidate. She is a Lecturer at the University of
Fort Hare Nursing Science Department undergraduate programme and a simulation laboratory manager.
She has published two papers in a reputed journal and one under review
Obiora OL: Mrs. OL Obiora is a Maternal and Child Health Lecturer. She is passionately involved in
activities aimed at reducing maternal and neonatal morbidity and mortality. She has several scientific
publications and is currently doing her doctoral degree.
Odendaal H: Hein Odendaal is Emeritus Professor in the Department of Obstetrics and Gynaecology at
Stellenbosch University and PI of the Safe Passage Study, a large international study looking at the
adverse effects of exposure to alcohol during pregnancy.
Olowe O: Dr Olumuyiwa Ajibola Olowe is a medical doctor of about 15 years experience. He currently
works with KZN department of health at Mbongolwane District hospital as the Medical manager. His
postgraduate study was at University of Kwazulu Natal where he graduated in September 2017 with a
Masters of medicine (MMED) degree in Family medicine, he is also a fellow of college of family physician
South Africa. His area of interest is on Non-communicable diseases (Hypertension), especially in rural
communities. He studied some factors associated with control of hypertension for his MMED degree. He
also has plans to explore the effect of hypertension disease in pregnancy and the impact on the overall
prevalence of the disease. His vision is to see a world where patients with hypertension (including
pregnancy related) have strategies that will guarantee good outcome.
Oosthuizen S: Sarie Oosthuizen is a family physician, with experience in district hospitals and district
health, working the last 6 years as a District Clinical Specialist and team leader in Tshwane District. She
has been associated with the Department of Family Medicine, University of Pretoria, since 1981.
Phakisi S: Selloane Phakisi is a registered Nurse & Advanced midwife. She worked at Pelonomi hospital
as a midwife for 15 years, assistant Director for PMTCT in Free State province for five years and is
currently a lecturer at the Free State School of Nursing.
Pheto P: Pelo Pheto (FCOG, MMED) is a recent graduate of the University of Cape Town
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Summerton J: Dr Joy Summerton has a PhD in Social Science, with a focus on HIV and AIDS and Gender.
She is the project manager for the LimMCARE pilot project aimed at reducing maternal and newborn
morbidity and mortality in Limpopo, under the auspices of the University of Limpopo Trust.
Theron G: Gerhard Theron worked in Nkhoma Hospital in Malawi and Rietvlei Hospital in rural Eastern
Cape. He did his registrar training at Tygerberg Hospital and stayed on as a consultant in the Department
of Obstetrics and Gynaecology until retiring as Head of Department in December 2015. He is attending
his 35th consecutive Priorities in Perinatal Care Conference
Tshikanda K: Dr Tshikanda KA, MBChB at Medunsa Completed in 2008, I did my internship at
Polokwane-Mankweng hospital complex. Community service at Siloam hospital, Registrar at Wits from
2014 to 2018. Currently working at Clinix Tshepo Themba Hospital
Vannevel V: Belgian obstetrician & gynaecologist, working in SA for almost 4 years. Works for UP/SAMRC
research Unit as researcher (on intrapartum care and international projects). Works at Kalafong hospital
obstetric unit
Tony Westwood: Associate Professor Tony Westwood is a paediatrician, recently retired from the
Department of Health in the Western Cape Province. He co-convenes a PG Diploma in Community and
General Paediatrics at the University of Cape Town. He is a co-editor of the textbook Child Health for All.
His main areas of interest are services for children with long term conditions, health services for children,
child health advocacy, and capacitating professionals working in paediatrics and child health.
Williams M: Medical Officer at Chris Hani Baragwanath Hospital
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