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Background

The global WHO/UNICEF strategy of
Integrated Management of Childhood
Illness (IMCI) is an integrated approach
to child health that focuses on the
well-being of the whole child. It aims to
reduce death, illness and disability, and to
promote improved growth and develop-
ment among children under five years of
age. The IMCI strategy combines curative
care with preventive aspects including
nutrition, immunization, psychosocial
stimulation of child development and
proper care for children at home. The
strategy engages families and communi-
ties as well as health facilities to provide
better care of children, especially those
who are most at risk.

Over the last decade Kazakhstan has in-
creasingly improved services for children,
updated national policies and strategies,
and introduced effective interventions
aimed at reducing child mortality. The
IMCI strategy was introduced in Kazakh-
stan in 1999, starting with adaptation of
clinical guidelines and training of medical
staff responsible for prevention and
treatment of common childhood diseases.
Implementation has been expanded
from 2 pilot districts to 28 districts in
four regions. Sustained improvement of
coverage and efficiency of child health
services, however, can be achieved only by
full integration of effective programs and
interventions into primary health care
(PHC). The need for rapidly increased
coverage, with health workers trained in
evidence-based integrated child care, was
clearly stated by the Ministry of Health
(MoH), taking into account existing
geographical challenges.

South-Kazakhstan oblast was one of
the pilot oblasts of the project “Support
for Maternal and Child Health in Kazakh-
stan”, funded by the EC and managed by
the WHO. One of the project components
aimed at strengthening the capacity of
PHC providers to deliver quality health
services to sick and healthy children and
support families in providing adequate
care at home.
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Implementation of IMCI strategy in

South-Kazakhstan

Introduction

Initial activities to start the project

consisted of providing organizational

support for coordinated implementation
of the strategy, orienting key stakeholders
in IMCI and defining existing resources,
needs and targets:

+  Local budget sources were used to set
up full time oblast coordinators on
integrated child care/IMCI imple-
mentation;

+ A needs assessment of IMCI imple-
mentation at the oblast level was con-
ducted: training needs and resources
were reviewed and an action plan
drafted;

+  Orientation and planning workshops
involving oblast decision-makers were
conducted to ensure the project’s
effective implementation. Participants
in the meeting were representatives of
the oblast and district health depart-
ments, heads of the oblast, city and
district facilities, school teachers, and
leading health professionals in field of
maternal and child health (MCH).

Guidelines and capacity building

High coverage with effective training of
health staff responsible for the manage-
ment of sick and healthy children in PHC
facilities is critical for equity, access and
quality of care.

The innovative WHO software, IMCI
Computerized Adaptation and Training
Tool (ICATT), was adapted by national
experts with technical support from
WHO/Europe. This tool can be used
for regular adaptation of IMCI clinical
guidelines at national level, and for inten-
sified increase of IMCI training cover-
age through providing and organizing
more effective training opportunities
(in-service, pre-service, distance learning
etc). Using ICATT allowed shortening of
the IMCI standard training course from
11 to 9 days without affecting the overall
quality of training, and incorporation of
additional clinical areas such as care for
child development and growth monitor-
ing.
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In November 2009, key paediatricians
from oblast, city and district health facili-
ties from the project regions including
South-Kazakhstan oblast were trained in
IMCI using ICATT. The main objective
was to train core clinical staff for imple-
mentation of evidence-based manage-
ment of major childhood illnesses. The
results of the training showed high
effectiveness of the selected approach. All
participants successfully completed the
training, responding correctly to 90% of
the test questions. The training was fol-
lowed by a planning session, with partici-
pation of the oblast health department,
on rolling out further training in each
oblast. In 2009-2010, 1325 health workers
from PHC facilities and district children’s
hospitals were trained at 82 IMCI training
courses, resulting in 40% of health facili-
ties in the oblast having more than 60%
of their health workers trained.

Trainees’ feedback on the ICATT
courses:

» Computerized approach reduces time and
eases logistics and organization of the
training course

+ Speeds up adaptation of generic guide-
lines for country use. Currently this is a
long and cumbersome process

+ Ensures periodical updates of national and
sub-national IMCI guidelines to respond to
local health needs

* Increases the number of available training
options and hopefully as a result, the
coverage of training, which currently is still
insufficient to make a significant impact

* The tool can be effectively used for
efficient follow-up visits and monitoring

Support after training and progress
achieved

In order to support trained professionals
in implementation of the WHO clinical
guidelines at their hospitals, a cycle of
follow-up visits was conducted in late
2009-2010.

Implementation of IMCI guidelines
into clinical practice of the oblast PHC
facilities had a measurable impact on
mortality and improvement of child
health. Comparative analysis of infant
and child mortality during 2008-2010

05/07/11 11.13



Aigul
Kuttu-

muratova

Gaukhar
Abuova

showed a significant improvement, with
infant mortality due to acute respiratory
infection decreasing by 62% and under-
five mortality due to pneumonia reducing
by 71%.

IMCI implementation in South-
Kazakhstan moved beyond the health
facilities and developed more effective
ways of reaching families with children
with well-proven interventions to prevent
mortality and morbidity. These covered
all three IMCA components: (i) improv-
ing clinical skills of health workers, (ii)
strengthening support at health facilities
and (iii) improving practices in families
and communities and strong community-
based approaches. The progress made in
improving quality of IMCI care in first
level hospitals and active involvement of
communities in improvement of MCH is
highlighted elsewhere in this issue.

To address health system limitations
on IMCI implementation, the project
supported the development of a new
policy and tools on supportive supervi-
sion of MCH services, selecting South-
Kazakhstan oblast as a pilot region.

The MoH recognized the need to make

it more sustainable, integrated, and
regularly used by decision-makers, after
the national experts determined that the
existing supervisory system in the MCH
services is fragmented, frequently based
on project-specific schemes, and puni-
tive rather than supportive. The policy
document provided for a system in which
both internal and external supervisors
will serve as vital links between service
management and service delivery. Self-
assessment by health workers will be an
integral part of the system. The key areas
of integrated and supportive MCH super-
visory policy will include: (i) adminis-
trative review; (ii) information system
review; (iii) quality of clinical care review,
(iv) referral system review, (v) commu-
nity and patient involvement review; (vi)
capacity building of clinical staff, (vii)
problem-solving related to clinical work;
and (viii) in-depth MCH programme
review. The policy document and package
of tools will be finalized with technical
support from WHO.

313914_Entre_Nous_74.indd 23

Perspectives and the way ahead
Strong political commitment, sustain-
able financing, properly trained human
resources, integrated and coordinated
program management, and effective
decentralization are an essential basis for
effective reduction of child mortality.

Drawing on the cumulative experi-
ence gained over the last decade of IMCI
implementation in Kazakhstan, and in
particular on the comprehensive pilot
implementation in South-Kazakhstan,
Karaganda and Aktobe oblasts, the MoH
has developed and approved a policy
document that endorses a country-wide
implementation of integrated care for
children under 5 years of age (MoH
decree N. 137, 31 March 2011).

The MoH has created an enabling
political and logistic environment, and
resource support for the implementation
of integrated child care throughout the
country, by
i) setting up a supportive policy with

clearly defined priorities and targets,

ii) providing all children younger than
5 years with free-of-charge IMCI
standard medicines,

iii) instituting continuous training in
provision of quality care for children
through 16 regional training centres;

iv) ensuring that resources are available,
not only for time-limited projects but
in the longer term, and budgeting for
the integration of IMCI activities into
PHC and first referral hospitals in all
regions.

The experience of scaled-up IMCI
implementation and the effectiveness of
policies and strategies needs to be system-
atically assessed, documented and widely
disseminated. It should generate major
interest not only in Kazakhstan but also
throughout the Region.
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THE WHO APPROACH FOR
INTERSECTORAL COLLABORATION:
THE VIEW FROM KAZAKHSTAN

n today’s globalizing world, col-
Ilaboration is not just a trend but a

necessity. Governments establish
public-private partnerships and involve
civil society to shape policies and receive
feedback. Even large investments in
health do not come solely from national
budgets. Multinational corporations are
at the forefront of the health development
agenda, investing millions of dollars in
areas requiring immediate funding.

Leadership for health is essential in

this complex situation. International or-
ganizations have the technical and health
management expertise but often lack the
financial capacity to invest in implemen-
tation. WHO technical expertise, backed
by strong political support and partner
financing, enables effective collaboration.
Conditions may differ in countries, but
the need for integration is universal.

Addressing inequities

The Tallinn Charter: Health Systems for
Health and Wealth focuses on equity in
access to health services, and intersecto-
ral collaboration. It sees health systems
as holistic, integrating programmes and
“providers, institutions and settings”
across sectors (1). A health system has
four functions: service delivery, financing,
resource generation and stewardship.
The first three are tangible but the last is
more obscure and needs a detailed look.
Stewardship is responsible for policy and
regulation, performance monitoring and
building coalitions within and outside
the health sector (2). The results can

be measured by national health plans
and a country’s socioeconomic develop-
ment indicators. Intersectoral collabora-
tion is directed to tackle inequities and
bring about better health outcomes for
the population, and is a performance
indicator of all the Ministries concerned.
Thus, intersectoral collaboration involves
all whose actions directly and indirectly
influence health outcomes.

Let us identify the actors involved.
They are the government and its bodies,
professional associations and research
institutions, academia, non-governmental
organizations (NGOs), the media, UN
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agencies and international donor organi-
zations working on health. Our focus will
be on mother and child health (MCH)
stakeholders.
In 2010, the Ministry of Health

(MoH) of Kazakhstan asked WHO
to comment on the final draft of the
National Programme for Health System
Development “Salamatty Kazakhstan”
2011-2015. WHO commented that
chapter 5.1, on increasing effectiveness
of intersectoral and interministerial col-
laboration, could be strengthened by the
argument that people’s health is affected
by their living conditions: e.g. poverty,
social abandonment, unemployment and
poor housing. This means shifting efforts
within the health care sector and working
with other sectors.

Despite increased per capita health
financing, from KZT 8740 (approx.
USD 60) in 2004 to KZT 30373 (approx.
USD 208) in 2009 (3), allocation of funds
has remained an issue. Key challenges are
access of target populations and vulner-
able groups to quality health services.
They are a priority in the National
Programme 2011-2015, and in the WHO
Project. Health as a whole, and the health
of mothers and children in particular,
was considered to be at the forefront of
intersectoral collaboration initiatives.

Existing MCH partnerships

There are various MCH-related partner-
ships in Kazakhstan. Intersectoral
partnership is regulated by the National
Coordination Council, set up by the
Government of Kazakhstan and chaired
by the Minister of Health. Inter-agency
partnership includes international or-
ganizations working on MCH, primarily
UN (WHO, UNICEF, UNFPA, World
Bank) and USAID. The UN inter-agency
partnership has a successful collabora-
tion history in Kazakhstan but still fails to
offer effective mechanisms for delivery of
results by all partners.
Government-agencies partnership is
important because it ensures government
ownership of all programmes implement-
ed by partners. The MoH is the body re-
sponsible for health, including prevention

and treatment, whereas the Government
is responsible for overall health policy
guidance and cross-cutting political,
economic, social and legal issues. There
are three coordinating structures: the
National Coordination Council on health
protection (Government), the Republican
Board on urgent measures to decrease
maternal and infant mortality (Ministry
of Health), and the Inter-ministerial
Commission on the rights of children
(Ministry of Education) — established to
promote intersectorality. While they exist
de jure they are not legally binding. Lack
of effective partnership experience at the
national level underlines the vital impor-
tance of collaboration between the MoH
and partners in MCH, and was addressed
in the WHO project.

Twin approaches

The project worked from the top political
level to develop and implement the MCH
strategy within the broader national
health plan. At the same time, a bottom-
up approach was used in working with
health providers and communities (see
the separate article in Entre Nous). Below
we provide three examples of project
influence at policy and strategy level.

July 2009 saw the first coordination
meeting between the MoH and partners,
aimed at improving government-agency
partnership mechanisms. This mapped
areas and interventions to improve MCH.
Recommendations were presented using
the SWOT (strengths, weaknesses, op-
portunities and threats) analysis, and the
MoH and partners came to a common
understanding and agreement on com-
plementary, non-duplicating activities for
strengthening MCH.

The next step was to develop a compre-
hensive strategy on MCH. At the project
launch in August 2009 a two-day national
workshop on MCH strategy development
was held with stakeholders. It reviewed
MCH challenges and defined priority
areas. WHO adviser Giorgio Tamburlini
acquainted participants with the tool
for assessing performance of the health
system in improving maternal, newborn,
child and adolescent health.
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The third policy initiative took place President while the executive body would = References
in February 2010 through a round table be the MoH and other relevant Minis- 1. The Tallinn Charter: Health Systems
discussion, when the MoH had been tries. International organizations, NGOs for Health and Wealth, 2008, p. 3.
developing the new National Health and mass media would have observer 2. How health systems can accelerate
Programme 2011-2015. WHO was called  status. The decisions of the NCIC would progress towards Millennium Devel-
in to provide technical support and be obligatory for implementation, as opment Goals 4 and 5 on child and
the round table was an opportunity to enforced by the Government. maternal health by promoting gender
define and develop intersectoral col- 2: “The players must not be too eager equity, WHO European Regional
laboration on MCH and incorporate it for immediate results”. Here we need to Office, 2010, p. 15
in the National Programme. The crucial identify a time span for producing results. 3. National Programme on Health
element was that before the event WHO We also need to have a method of work- System Development of the Republic
had had high-level bilateral meetings ing and a benchmark to achieve. of Kazakhstan “Salamatty Kazakh-
with the Presidential Administration, and Concrete action: The time span should stan” for 2011-2015, p. 10.
the Ministries of Health, Economy and coincide with the first phase of the 4. Aumann, R. “War and Peace: what
Budget Planning, Interior, Labour and National Programme implementation can game theory teach us?” Full text
Social Protection. The meeting was in- 2012-2013. Performance indicators for available at http://nobelprize.org/no-
strumental for defining “who does what”  the National Programme were signed in bel_prizes/economics/laureates/2005/
and what were the common MCH-related a Memorandum of Understanding by aumann-lecture.pdf, accessed 18 May
concerns. involved Ministries and need to be speci- 2011.

As a result of the policy interventions, fied for each Ministry within the NCIC. 5. For more information, please see the
we achieved the following: Indicators would include maternal and articles by Vivian Barnekow and Aigul
1) MCH strategy and action plan with child mortality and improved access to Kuttumuratova et al.

allocated funding developed and health services.
adopted by the government [part of 3: “Perfect equilibrium”. The threat of
the National Programme 2011-2015];  punishment has to be credible, so even if ~ Assel Mussagaliyeva, MA, MPP
2) Quality of maternal, neonatal and punished, the partners will have incen- National Professional Officer
paediatric care in 20 health facili- tives to continue co-operation. WHO Country Office in Kazakhstan
ties in Karaganda, Aktobe and South Concrete action: Every Ministry will re- assel.m@mail.ru
Kazakhstan regions, and Astana and ort on progress and milestones on a bi-
Almaty cities v%as improved; fnonthlypbasgis. Ministries will invite civil Gal.lkhar Abuo‘{a
’ ) T National Professional Officer
3) Family and community involvement society and the media to jointly promote  \y o ountry Office in Kazakhstan
in MCH is strengthened; key issues and interventions. For instance, gaa@euro.who.int
4) Capacity of health services to provide  reduction of child injury and death as
quality care was increased; and the part of road safety (MoH and Ministry of  Melita Vujnovic
roster of national trainers developed.  Interior), exclusive breastfeeding practices Head, a.i, WHO Country Office in
and healthy workplaces for pregnant Kazakhstan
Conclusion: the way forward and lactating mothers, healthy nutrition mev@euro.who.int
To make long-term collaboration work, campaigns (MoH, Ministry of Labour .
we provide three proposals for action, and Social Protection and Ministry of Vivian Barnekow 25

adapted from the negotiation approaches
by Robert J. Aumann, winner of the 2005
Nobel Prize in economics (4).

1: “Repetition enables co-operation”
We know that existing collaboration is
not effective. It is difficult to ensure that
partners work together without adequate
leadership, motivation and binding regu-
lations (coercion).

Concrete action: An official body with
legal status needs to be established — a
National Commission on Intersectoral
Collaboration (NCIC). The Head of
Commission would be appointed by the
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Information) etc. Public monitoring and
transparency will be ensured by exist-
ing e-government instruments (web-
sites, ministerial blogs) and public press
conferences. Members of Parliament can
participate to represent public opinion.
Finally, moral incentives are directly con-
nected with patriotism and the internal
motivation of “feeling good by doing
well”. This is an intrinsic and not a meas-
urable factor, but in the end this is what
is remembered after any reform/political
tenure of a Minister or any other decision
maker is accomplished.

Programme Manager a.i.

Child and Adolescent Health and
Development
Noncommunicable Diseases and
Health Promotion
vbr@euro.who.int

Azhar Tulegaliyeva

Head, Department for Healthcare
Services Organization

Ministry of Health of the Republic of
Kazakhstan
a.tulegaliyeva@mz.gov.kz
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ASSESSING AND IMPROVING
QUALITY OF PAEDIATRIC HOSPITAL CARE

IN KAZAKHSTAN

26

In countries where there are
no major barriers to access
to health care, such as most
Central and Eastern Europe
(CEE) and Commonwealth
of Independent States (CIS)
countries, quality of care

is the key issue to be ad-
dressed in order to decrease
mortality and long term
sequelae, avoid unnecessary
pain and suffering and
minimize costs for both
families and health systems
(1,2).

Previous assessments showed that

paediatric hospital care in many CEE/

CIS countries was not as safe, effective

and patient-centred as it should be, and

since then WHO and the Ministries of

Health (MoH) have started programmes

to improve quality (3). Such programmes

have included the following:

¢ changing legislation, norms and regu-
lations which were in contrast with
international standards — for example,
regarding limitations to mothers’
access to hospital, or minimum dura-
tion of hospital stay;

+  providing better infrastructure,
equipment and essential drugs and
supplies;

+ introduction of WHO guidelines on
hospital care for children (4) in pre-
service and in-service training.

Quality improvement approaches have
been introduced both in maternal and
neonatal care and in paediatric care, and
have been based on assessment tools
developed by WHO (5,6). The tools are
aimed at:
a) guiding the assessors in the collec-
tion of valid information in all key
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areas which have an major impact on
maternal and neonatal outcomes;

b) identifying the areas where infra-
structure, equipment, drugs or
supplies are inadequate or lacking,
and, most important, where poor or
substandard care is provided; and

¢) involving hospital managers and staff,
and the MoH, in identifying and pri-
oritizing actions needed to improve
quality of care (QoC) both at facility
level and at higher decision-making
level.

The tool includes 4 different sources of
information: hospital statistics, medical
records, direct observation of cases, and
interviews with staff and with patients/
users. Through a combination of different
sources, the tool allows us to build an
overall assessment of quality of care and
to single out those areas that represent
obstacles to QoC (Table 1).

Assessment in Kazakhstan

Based on the tool, 15 hospitals were
assessed in March 2010 in 4 Oblasts: Ak-
tobe, Karaganda, South Kazakhstan and
Almaty. National assessors carried out

the assessment jointly with international
assessors. Detailed feedback and recom-
mendations were provided at local level
and the main findings and policy implica-
tions were presented and discussed in a
two-day workshop with health authori-
ties, the Ministry of Health, academia and
international partners in Almaty.

A number of interventions followed,
focussing on the weak points. The same
sample of hospitals was reassessed after
14 months, once again by national as-
sessors in collaboration with the same
international assessors, in order to
measure change and identify barriers and
contributing factors. The findings showed
significant improvement in a number of
areas, including availability of essential
drugs and supplies, organization and
guidelines for emergency triage and as-
sessment. However, they showed marginal
or no improvements in case management
of common acute and chronic conditions,
such as pneumonia, asthma and anaemia,
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and in information provided to mothers
(Table 2). This led to further measures at
both local and national levels.

Where inputs were stronger, for exam-
ple in emergency triage assessment and
treatment, results were evident even after
a relatively short time. Organization of
hospital care and links with primary care
need to be improved to reduce admis-
sions, and pocket book guidelines need to
be incorporated in pre-service training.
Supervision needs to be combined with
training to ensure implementation of
guidelines, and financing mechanisms
need to be revised to avoid providing
incentives to inappropriate practices such
as over-admission, and to reward virtuous
practices such as reduced admission rates,
short stay and appropriate use of drugs.

The way forward

Ensuring quality of hospital care for
both mothers and children requires that
all main pillars of the health system are
in place, since quality cannot be en-
sured if there are major deficiencies in
key components such as management,
human resources, information systems
and financing (7). The debate on what
are the most effective approaches is still
open, and the best options are likely to
differ based on a country’s health systems
and the characteristics of its professional
organizations (2).

Our experience in several CEE/CIS
countries shows that action-oriented
systematic assessments conducted on a
sample of hospitals, with supportive and
non-judgmental peer review, promote
quality improvement measures at local
level and useful indications on specific
gaps to be addressed at national level.
They also promote the shift of mentality
from a control and punishment approach
to a supportive approach to professional
development. The assessment also provid-
ed an opportunity for capacity building
at national level, through the establish-
ment of a national team of assessors who
became familiar with the assessment tools
and methods, and are now able to lead or
contribute to further assessments.

In October 2010, an Intercountry
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Table 1. 3. Duke T, Keshishiyan E, Kuttumu-
ratova A, Ostergren M, Ryumina I,
Main features of the WHO tool for systematic assessment of quality of hospital care for . 8 yu .
children Stasii E, Weber MW, Tamburlini G.
; ] Quality of hospital care for chil-
1. based on international standards (4) dren in Kazakhstan, Republic aff
2. covers all main areas of paediatric care Moldova, and Russia: systematic
. : . observational assessment. Lancet.
3. collects information through 4 different sources
2006;367(9514):919-25.
4. identifies weak areas through a semi-quantitative scoring method 4. Pocket book of hospital care for
5. is based on external assessment by peers children: guidelines for the manage-
ment of common illnesses with
6. is non-judgmental and aimed at identification of actions to improve care limited resources (www.who.int/
7. includes feedback at both local and national levels child-adolescent-health/publications/
8 " P | p — - A | CHILD_HEALTH/PB.htm).
. can be used for internal assessment and quality improvement approaches as well as for forma . .
accreditation systems at national level 5. WHO. Improving the Quality of
Hospital Care at First Referral Level.
Geneva, Switzerland: World Health
Table 2. .. .
Organization/Department of Child
Quality of hospital care for children in Kazakhstan. and Adolescent Health and Develop-
Sample of 15 hospitals in 4 oblasts: Main areas assessed and change 2010-2011. ment, 2001.
« Infrastructure: substantially improved in many sites, renovation or new building ongoing in 6. WHO. MPS assessment tool for the
others quality of hospital care for mothers
+ Equipment, Drugs and Supplies: substantially improved in most sites and newa)rn babies (http:// .
euro.who.int/en/what-we-do/health-
« Emergency Triage and Assessment: substantially improved in most sites topics/Life-stages/maternal-and-
+ Case Management of Common lllnesses: marginal or no improvement: still weak implementation newborn-health/publications2/2009/
of case management guidelines, over-admissions and long stay in hospital, polypharmacy making-pregnancy-safer-assessment-
« Supportive Care including Nutrition: marginal improvement: still insufficient attention to tool-for-the-quallty-of—hospltal.-care-
nutritional needs for-mothers-and-newborn-babies,
o : . o . accessed April 26,2011).
+ Mother and Child Friendly Care: some improvement, still insufficient information to mothers and .. .
attention to avoid unnecessary pain and stress. 7. WHO European Ministerial Confer-
ence on Health Systems: “Health
Systems, Health and Wealth”, Tallinn,
Meeting on Improving Pediatric Hospital ~ Ospanova, Rymbala Nurgalieva, Maria Estonia, 25-27 June 2008. Report
Care was held in Yerevan, Armenia, to ex-  Golovenko, Polina Slugina, Gaukhar http://www.euro.who.int/Informa-
change experiences on lessons learned in ~ Abuova, Aigul Kuttumuratova tionSources/Publications/Catalogue/
the Region (8). The meeting emphasised 20090122_1.
the importance of providing technical References 8. WHO. Intercountry Meeting on
support to Ministries of Health in build- 1. Cataneo A, Gafurov I, Bomester Improving Pediatric Hospital Care. 27

ing national capacity for carrying out
systematic quality assessment of hospital
care for children, incorporating interna-
tional guidelines on case management in
pre-service and in-service training, sup-
porting supervision and implementation
of quality of care improvement concepts,
and building on the global experience
achieved so far by WHO (9).
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MIDWIVES' PERCEPTIONS OF
KEY CHANGES IN CHILDBIRTH
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Introduction

In the not-so-distant past, practices in
obstetric care had much in common
worldwide. Childbirth was regarded as a
disease which required medical interfer-
ence, a long stay in hospital separating the
woman from her family, confinement to
bed, separation of mother and child and
a high level of hypermedicalisation. As
time passed, however, practice in various
countries started to differ fundamentally.
New approaches based on the principles
of evidence-based medicine came early to
Nordic countries, whose indices consid-
erably improved, in marked contrast to
others. Health professionals elsewhere
started asking questions: What is hap-
pening in those countries? What do they
do differently? What technologies do
they use? We realised that we had to do
better and gradually developed a desire to
change practice in our countries, includ-
ing Kazakhstan.

Therefore, the WHO Regional Office
for Europe, concerned about the high rate
of morbidity and mortality of mothers
and newborn children in the region, be-
gan introducing the “Making Pregnancy
Safer” strategy and conducting Effective
Perinatal Care training courses. These
courses used a team approach and for the
first time all participants in the childbirth
process — obstetrician-gynaecologist, mid-
wife, neonatal physician and paediatric
nurse — were trained together. The train-
ing required not only reconsideration
of health providers’ practice in view of
modern approaches, but also an increased
role for the midwife in managing physio-
logical childbirth. It was an innovation
for us that among the facilitators were not
only an obstetrician-gynaecologist and a
psychologist, but also a midwife.

The new role of the midwife

Previously, a midwife was considered to
be just performing a doctor’s instructions.
She was not supposed to wonder what she
was doing, how or why she was doing it,
and she was not allowed to use the skills
and knowledge she had acquired after
receiving her professional training. In
reality, however, midwives do have some-
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thing to say and to share, and would like
to discuss some situations with a doctor
and participate in decision-making dur-
ing the physiological childbirth process.
Midwives understand women’s concerns
and worries as they are close to women
during pregnancy and childbirth. There-
fore, we very enthusiastically accepted
the approaches offered by the WHO to
increase the role of the midwife in labour
management, and we actively studied the
new practice.

Change of practice did not happen
overnight, however. After participation in
the seminars, we needed time for under-
standing efficient perinatal technologies.
“My practical experience started many
years ago,” says Elena Tyrtyshnaya, a mid-
wife with 18 years of experience, sharing
her impressions:

“I was so proud when saying to the
family members that our maternity
clinic was of ‘the closed type’. At that
time I did not think about a family

as a comprehensive whole. It seemed

to me that only the mother was my
concern, and even the child was beyond
my scope of work. A woman was left
alone with her fears and pain. I did not
understand why patients asked me not
to leave them alone in the pre-delivery
room and what could go wrong with

them, as we were nearby and would

Entre Nous

come when required. It seemed that we
were the most important people in the
childbirth process, that it was a medical
procedure and that a woman could not
deliver a baby without us. After the
training, however, I realised that there
was another practice. A family member
attends the delivery; he/she supports,
helps, consoles, shares emotions and re-
joices together with the woman. A child
is delivered not by doctors or midwives;
a child is delivered by his or her mother.
And for this, the woman has to mobilise
all her moral and physical forces, which
requires complete commitment from
her.”

Now, for privacy, comfort and sanitary
and epidemiological safety, it is preferred
that childbirth takes place in an indi-
vidual delivery room, which is close to
home conditions but with everything
available for emergency medical care.

All women feel pain during childbirth,
but it is expressed differently depending
on the individual characteristics of the
woman’s body. An important factor for
minimising pain is the emotional support
provided to a woman before, during and
after delivery, both by family members
and by health providers. A woman can
be distracted from pain by taking control
of her breathing, relaxing, using different
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massage techniques, changing position
during the delivery or listening to music.
But the most significant factor in the
emotional aspect of the delivery process
is the presence of a close family member.
Therefore, psychoprophylactic prepa-
ration for childbirth starts during the
antenatal period.

An expectant mother, a woman in
labour or a recently confined woman
will be calmed by a respectful attitude
to her and her family on the part of
health providers. When consulting a
patient and her relatives, one should use
a simple vocabulary, speak calmly, and
observe confidentiality regarding cultural
and religious views. One of the goals of
psychoprophylactic preparation is to
teach a woman how to shift her atten-
tion from pain to something else, such
as correct breathing. Such self-control
makes the delivery easier. The preparation
aims at eliminating negative emotions
and the fear of childbirth and pain, thus
making it possible to reduce the amount
of analgesic drugs used. The presence of a
supportive person at childbirth, especially
one who underwent preparation together
with the woman, makes the complicated
delivery process easier. We have learned
all this at the WHO courses. We see how
happy women are, and this also reassures
us of our ability to introduce effective
perinatal care.

Change in childbirth practices

Since ancient times, women have deliv-
ered in the position convenient for them.
The most widespread and convenient
positions were kneeling, squatting, sit-
ting, standing, etc. In the 16th century,
surgeons started using obstetric inter-
ventions, replacing the role of midwives.
Women began to think that health
professionals could improve the natural
process of childbirth. Later, technologies
such as forceps and anaesthesia started
to be applied at childbirth, also limiting
the choice of labour position. It became
customary to accept delivery in the lying-
back position. Moreover, this position
was more convenient for health provid-
ers, since it was easier for them to listen
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to the fetal heartbeat, conduct vaginal
examination, watch over and protect the
perineum, and apply forceps or vacuum
in the event of complications.

In the 1960s, however, women ex-
pressed a desire to control their body
position in childbirth. Health provid-
ers came to understand and welcome
alternative positions, thanks to receiving
evidence of the advantages of other
positions during the first and the second
stages of labour. These included avoiding
disturbance of the utero-placental circu-
lation, reducing the risk of fetal distress,
helping the woman to feel more free and
self-confident, and increasing her satisfac-
tion with the delivery process.

Now, women in many developed
countries are informed about the choice
of position at childbirth. At courses and
schools of preparation for childbirth,
women and their families learn about
choosing and changing the position. The
technique which allows a woman to freely
choose her position is included in the
WHO Effective Perinatal Care training
course, and is recommended for practice
as safe, efficient and cost saving. Every
woman in childbirth should be offered
a choice of the position she finds most
comfortable and appropriate. During
the expulsive stage of labour, a woman
should not be forced to adopt the supine
or semi-prone position. The best position
at childbirth is the one that she chooses
herself. The midwife informs her about
possible positions and their advantages,
offers different options and helps her
decide which is the most comfortable in
her situation.

Thus, the tasks required of a mid-
wife have changed considerably. Many
unnecessary procedures and ones that
endanger the life of the woman and her
child have been taken out of practice.
Now one of the main duties of a midwife
is a consultation with an expectant
mother and her family on various issues
of modern technologies used during
childbirth. Regrettably, at the time when
we received our basic medical education,
we were not taught the fundamentals of
consulting technique. This is what we
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have learned at the WHO courses. In our
practice it is very important to under-
stand and to listen. Quite often we are
unable to talk to the patient in an appro-
priate way and to provide him/her with
the required information. The knowledge
we have obtained facilitates our work
considerably, reassures us and often helps
to avoid conflict situations. Today we
would like to see the training course on
consulting expectant mothers and their
family members included in pre- and
post-service training programmes for all
health providers.

During our extensive work experience,
we became convinced that the techno-
logies offered by WHO and used in
childbirth are acceptable and wanted, pri-
marily by women and their families. They
are the most important component in
the health providers’ work, since people’s
satisfaction with health care services,
support and promotion of a woman’s
health, and delivery of a healthy child are
the main indicators of the quality of our
work.
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Beyond the numbers: reviewing maternal deaths and complications to make pregnancy
safer, WHO, 2004.

An excellent toolkit directed at health care providers, policy makers and managers working in maternal and
neonatal health that provides approaches for examining reasons behind maternal deaths and complications as a
means to improve quality of care. Available in English, French, Russian and Spanish at:
http://www.who.int/making_pregnancy_safer/documents/9241591838/en/index.html

Working with individuals, families and communities to improve maternal and newborn
health, WHO, 2010.

A new publication from the WHO’s Making Pregnancy Safer Initiative that proposes a framework for use

at the individual, family and community level to improve maternal and newborn health through focusing on
4 key areas: developing capacities, increasing awareness, strengthening linkages and improving quality of
care/services. Available in Arabic, English, French, Russian and Spanish at:
http://www.who.int/making_pregnancy_safer/documents/who_fch_rhr_0311/en/index.html

Managing complications in pregnancy and childbirth: a guide for midwives and doctors,
WHO, UNFPA, UNICEF and The World Bank, 2003.

An extremely useful, easy to use, manual that can be used in a variety of clinical settings in both high and low
resource environments. Available in Arabic, English, French, Indonesian, Italian, Russian and Spanish at:
http://www.who.int/making_pregnancy_safer/documents/9241545879/en/index.html

European strategic approach for making pregnancy safer: improving maternal and
perinatal health, WHO Regional Office for Europe, 2008.

This document identifies a regional strategy for improving maternal and perinatal health in the WHO European
Region. Available in English and Russian at:
http://www.euro.who.int/en/what-we-do/health-topics/Life-stages/maternal-and-newborn-health/
publications2/2008/european-strategic-approach-for-making-pregnancy-safer-2008

Making Pregnancy Safer: Tool for assessing the performance of the health system in
improving maternal, newborn, child and adolescent health, WHO Regional Office for
Europe, 2009.

Aimed at health professionals, policy makers and managers this document provides tools for assessing and
identifying health systems areas for improvement to strengthen maternal, newborn child and adolescent health.
Available in English at:

http://www.euro.who.int/__data/assets/pdf_file/0011/98795/E93132.pdf

Making pregnancy safer: assessment tool for the quality of hospital care for mothers and
newborn babies, WHO Regional Office for Europe, 2009.

A useful semi quantitative tool that can be used as a component of quality improvement strategies to improve
perinatal health. Available in English and Russian at:
http://www.euro.who.int/en/what-we-do/health-topics/Life-stages/maternal-and-newborn-health/
publications2.html
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European Strategy on Child and Adolescent Health and Development, WHO European
Regional Office, 2005.

The strategy is a comprehensive framework that gives a range of policy options based on the best evidence, and
encourages countries and regions to set their own targets and indicators. It is based on a life course and cross
sector approach. A set of tools for implementation of the strategy is available. The tools focus on assessment,
information, action and gender. Available in English and Russian at:
http://www.euro.who.int/__data/assets/pdf_file/0020/79400/E87710.pdf
http://www.euro.who.int/en/what-we-do/health-topics/Life-stages/child-and-adolescent-health/
publications2/2005/european-strategy-for-child-and-adolescent-health-and-development

INIC | 'MCI information package, WHO; UNICEF, 1999.

Sheets providing a concise overview of the Integrated Management of Childhood Illnesses strategy, rationale
and components, clinical training of health care providers, global implementation and research priorities. The
process of planning national IMCI implementation and process of the adaptation of IMCI clinical guidelines
are also described. Available in English at:
http://www.who.int/child_adolescent_health/documents/chs_cah_98_1a/en/index.html

IMCI Computerized Adaptation and Training Tool (ICATT), WHO, 2010.

A computerized software application based on existing standard training course on Integrated Management
of Childhood Illnesses. It provides the possibility of adapting the IMCI guidelines, including translation into
various languages. Available in English at:

http://www.icatt-training.org/

Pocket book of hospital care for children; Guidelines for the management of common
illnesses with limited resources, WHO, 2005.

A pocket-sized manual for use by health workers who are responsible for the care of young children in
hospital settings. It presents up-to-date clinical guidelines on the inpatient management of the major causes
of childhood mortality, such as pneumonia, diarrhoea, severe malnutrition, malaria, meningitis, measles,
HIV infection and related conditions. Available in English, French, Portuguese and Russian at:
http://www.who.int/child_adolescent_health/documents/9241546700/en/
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