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Workshop Objectives:   
· Review available evidence on USAID/POPPHI AMTSL indicator 

· Document issues and concerns related to using this indicator globally

· Decide on appropriateness and timing and of AMTSL indicator for routine HIS 

· Review alternative indicators for prevention of postpartum hemorrhage (PPH)
· Reach consensus on respective operational issues that need to be addressed 

· Develop recommendations for the next steps  

Postpartum hemorrhage is responsible for 25-50% of maternal deaths in many low-income counties.  More than half of the cases can be prevented by a simple evidence-based low-cost intervention – active management of the third stage of labor (AMTSL). A standard global indicator focused on AMTSL should allow countries, WHO and donors to assess progress towards universal use of this intervention to save maternal lives. 

On November 17, 2009, the USAID-funded Prevention of Postpartum Hemorrhage Initiative (POPPHI) project, in collaboration with World Health Organization’s – Making Pregnancy Safer department, held an initial meeting of experts to identify a standard indicator for PPH prevention that could be included in routine health information systems globally, and to develop a future road map for a global WHO recommendation on this topic. (See the meeting agenda in Annex 1). 

The meeting participants- leading subject matter experts representing technical agencies, research organizations, and field experts involved in this work –  reviewed available evidence and discussed stakeholder arguments to agree on a potential indicator and develop a roadmap for the future.     
Below is a summary of the discussions and conclusions by objective. 

1. Review available evidence on AMSTL indicator 

Deborah Armbruster, PATH, gave an overview of PPH and AMSTL. 
Maternal mortality is the most striking inequity in public health – 40 times higher for women in developing countries compared to women in developed countries.  Most of maternal deaths occur during a delivery or shortly thereafter. Postpartum hemorrhage is a leading cause of maternal death in Africa (34% of all cases) and Asia (31%). Uterine atony accounts for 70-90% of all PPH cases.  
Active management of the 3rd stage of labor is a set of the following activities that can be implemented by skilled birth attendants to reduce PPH incidence by 60%.  
· Administer a uterus-contracting drug (uterotonic) within one minute after birth – oxytocin is the drug of choice

· Apply controlled cord traction and counter traction to the uterus to deliver the placenta

· Massage the uterus through the abdomen after delivery of the placenta and monitor for further signs of bleeding

AMTSL also reduces the quantity of blood loss, thereby decreasing incidence and severity of anemia; and reduces cost of related emergencies and use of blood transfusion.  
Two randomized controlled studies (Bristol, 1988 and  Hinchingbrooke, 1998) provided scientific evidence on the benefits of AMTSL compared to physiologic management of the 3rd stage of labor, see the table below.    

	Factors
	Study
	AMTSL
	Physiologic Management

	Postpartum hemorrhage
	Bristol
	5.9%
	17.9%

	
	Hinchingbrooke
	6.8%
	16.5%

	Average 3rd stage labor length 
	Bristol
	5 min
	15 min

	
	Hinchingbrooke
	8 min
	15 min

	3rd stage lasts >30min
	Bristol
	2.9%
	26%

	
	Hinchingbrooke
	3.3%
	16.4%

	Blood transfusion is needed
	Bristol
	2.1%
	5.6%

	
	Hinchingbrooke
	0.5%
	2.6%

	Oxytocic needed to manage PPH
	Bristol
	6.4%
	29.7%

	
	Hinchingbrooke
	3.2%
	21.1%


A WHO multi-center randomized controlled study (Title: Active management of the third stage of labor without controlled cord traction: a randomized non-inferiority controlled trial Reproductive Health 2009, 6:2)  to determine the role of individual components of AMTSL is underway and should be completed by mid-2011.  
AMTSL surveys have been conducted in a number of countries.  They demonstrated that whereas uterotonic was given in 60-100% of observed deliveries, AMTSL was used correctly only in 1-30% of cases. Low AMTSL practice in national surveys served to inform and influence policy and strategies for scaling up country PPH prevention activities.

WHO strongly recommends that AMTSL be offered by skilled attendants to all women
.  
International Federation of Obstetrics and Gynecology and International Confederation of Midwives have a Joint Statement supporting AMTSL
.

Including an AMTSL indicator in national health management information systems will allow the tracking of progress toward achieving 100% use of AMTSL and will emphasize the importance of this evidence-based intervention, as recognized by WHO and other influential international bodies.

Niamh Darcy, RTI, gave an overview of the AMTSL Indicator used in USAID-funded projects.  

A 3-component AMTSL indicator (see reference sheet in annex 2) was developed in 2007 and used by USAID projects in Armenia, Bangladesh, Rwanda, India, Nigeria, Cambodia, DRC, Georgia, Ukraine, Honduras, Benin, Nicaragua, Honduras, Niger, Mali, Pakistan and Senegal. 
A relatively high national AMTSL coverage (60-95%) was achieved with technical assistance provided by a number of bilateral partner organization including Intrahealth, Engenderhealth, Pathfinder International, JHPIEGO, RACHA, BASICS, JSI, PATH, HCI, URC, Macro Intl., Abt Associates, and the Population Council. 

A survey of providers and other stakeholders has identified the following operational issues related to the introduction and use of the AMTSL indicator in the above countries:
· Significant amount of training and follow-up capacity building was required to develop  basic data recording, collection, and analysis skills.  
· The indicator was not understood and used consistently in all sites; recording and reporting practices varied for some sites
· Weak front-line provider and district HMIS officer data management skills was a major challenge to assuring data quality, analysis, and use for management
· Supportive supervision was weak in all areas even with USAID support
· Survey participants agreed that separate data collection systems (not integrated into routine systems) are not a viable solution (the indicator collection method did not propose using a separate system).
· Concomitant tracking of AMTSL coverage and PPH incidence was a strong motivator for promoting provider compliance with performing AMTSL
The overall conclusion: in areas with USAID funded support, it has been possible to introduce tracking of AMTSL, demonstrate reduction in PPH, and have providers continue to practice. A  simple standard routine HIS indicator is needed to promote and track AMTSL globally.     
On behalf of Dr. Nelson Damale, Korle-Bu Teaching Hospital, Ghana, Deborah Armbruster presented the experience of using AMTSL indicator a teaching hospital in Ghana.  
AMTSL monitoring was a part of the Changing AMTSL Behaviors In Obstetrics (CAMBIO) intervention, a multifaceted approach to behavioral change to improve provider compliance. The  intervention started at the end of September 2009; 56% compliance with all AMTSL components was achieved by the 6th week of the intervention.  Dr. Damale’s conclusion is that AMTSL can be tracked using the 3 components recorded in the delivery log, partograph, or other charts and may be included in the HMIS  reporting in Ghana. Use of modified delivery logs or stamps is recommended to document individual AMTSL components, particularly postpartum surveillance and uterine massage. Birth attendants who see a reduction in PPH are more likely to comply with the AMTSL intervention. The use of pre-filled uterotonic drugs should be widely considered. Further research is needed to determine whether uterine massage can be performed less frequently but still be effective.   

Dr. Alfredo Fort, Measure DHS/PATH, reported that information on AMTSL can be collected during service provision assessments (SPAs) at facilities, however, this method is not appropriate for use in all countries, SPA frequency (every 2-5 years) is not adequate for optimal program management either. A community-based approach, e.g. through Demographic and Health Surveys (DHS) has similar limitations; reliable measurement of controlled cord traction and uterine massage through this method is not possible; recall bias is another major limitation. Alfredo also presented a draft M&E framework to assess prevention and management of PPH in DHS (see annex 3).
2. Document issues and challenges related to using AMTSL indicator globally

In the past 3 years the AMTSL indicator was used in a number of USAID-supported countries with a various degree of success. Its use has driven a number of processes that were useful to prevent PPH. Health care workers practicing AMTSL report observing a reduction in PPH incidence. The experience of using the AMTSL indicator has also been valuable for informing stakeholder thinking about other indicators for newborn care.

Nevertheless, the meeting participants noted several major issues related to using AMTSL in routine health information systems globally that are summarized below:   
Validity. A multi-center randomized controlled study to determine the role of individual components of AMTSL is underway. It is premature to consider this indicator for global use until the study is completed.   
Clarity / Complexity.  The indicator has 3 components that need to be tracked separately. Definitions of each component include various factors (e.g., drug, dose, time of administration, duration). They allow different interpretation by various users and increase the complexity of the indicator. Specification of provider type, place of birth, and time frame provide an additional layer of complexity. 
Accuracy verification/validation. The use of a uterotonic and CCT can be validated by checking facility records with periodic observations. The definitions and the timing of uterine massage/palpation are much less clear and are more difficult to verify and validate. 
Feasibility / Cost. Significant amount of training and follow-up capacity building will be  required to develop basic data recording, collection, analysis and AMTSL indicator-based data and program management skills. Many countries lack resources to ensure adequate data quality through supportive supervision and ongoing technical assistance. 

Composition. Postpartum surveillance and periodic massage until the uterus is contracted has been recognized by the meeting participants as a very important component of the 3rd stage of labor management. Further research is needed to study the relative importance of postpartum surveillance and the need to include it as a 4th component of AMTSL.  

Indicator for PPH or Quality of Care? The AMTSL indicator in its current form appears to be serving both as a quality of care and as a PPH / prevention of maternal mortality indicator.  It may be more appropriate to use separate indicators for each of the objectives. Developing a global quality of maternal care indicator for routine HIS is an important task of a much greater complexity that needs to be addressed, too.  

The clarity/complexity, difficulty-to-validate and feasibility/cost issues compromise data quality and the management utility of the AMTSL indicator.

3. Decide on appropriateness and timing and of AMSTL indicator for routine HIS 

The meeting participants were unanimous that it was critical to have a global evidence-based HIS indicator for PPH prevention. However, considering the above concerns, including the unavailability of the study results defining the role of individual AMTSL components, the current AMTSL indicator was not deemed appropriate for this purpose at this point of time.  

4. Alternative indicators for prevention of PPH

Given the concerns outlined above the meeting participants recommended the use of a single  oxytocin-based indicator for routine HIS. Its definition and computation methodology is provided below:
Definition. Percentage of women who received prophylactic oxytocin during vaginal delivery before the delivery of the placenta.  

Numerator: Number of women who received prophylactic oxytocin for vaginal delivery before the delivery of the placenta
Denominator: Expected number of vaginal deliveries, which includes facility and community deliveries
Compared with the AMTSL indicator, such an indicator would be  

· Valid / evidence-based

· Most important to advance maternal health agenda globally 
· Useful for national health decision making to inform government where to put resources
· Simple and straightforward resulting in better data quality
· Objective / robust 
· Relatively inexpensive to introduce globally, less dependent on donor funding 
· Will measure PPH prevention only, not quality of care

· Will be indirectly indicative of a health system functioning in general

An oxytocin (uterotonic)- only based indicator for routine HIS is not intended to be a proxy for AMTSL, but rather to inform government about how to allocate resources and how to improve functioning of the health system. 

Additional indicators (massage, CCT) may be recommended in the future subject to availability of additional evidence from the ongoing trial.       
AMTSL should continue to be the standard recommended intervention for PPH prevention. Standards of care for AMTSL need to be developed.     
Countries are recommended to monitor all three AMSTL components at the facility level to reinforce practice and improve quality of care.  
5. Reach consensus on respective operational issues that need to be addressed 

The participants recommended that the following operational issues related to the use of a uterotonic-based indicator require additional discussions at other global WHO HIS/MCH forums to reach a global consensus.  

Oxytocin vs. a uterotonic    

WHO recommends oxytocin as the uterotonic of choice, however, standards of care in many countries permit the use of several uterotonic drugs for PPH prevention.  An oxytocin-only indicator will not capture the use of other uterotonics.  
Quality vs. coverage? Population-based or a facility-based indicator? Or both?
A population-based indicator (see 1 below) is a powerful tool that can allow comparison between countries and can bring maternal health agenda at the global level on par with family health and child survival. 

(1) Population-based indicator:  
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The accuracy of this indicator is inherently compromised, because it relies on estimates and because the numerator is not a part of the denominator, which may result in coverage >100%.
The denominator can often be subject to manipulation for political or other reasons.  

A facility-based indicator (see examples 2-3 below) offers higher quality and better management utility at the facility and peripheral level. In countries with a strong HIS, facility data can feed and inform national level, eliminating the weakness associated with making population-based estimates.   

(2) Facility- based indicator (facility and community deliveries):  
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(3) Facility- based indicator (facility deliveries only):  
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The meeting participants acknowledged that use of both population- and facility-based indicators may be appropriate for program management purposes in many countries.    

Facility and community vs. facility-only deliveries 

An indicator based on deliveries occurring only in facilities is easier to measure, and its quality is higher. However, such an indicator may not be appropriate for countries where a significant proportion of births occur in the community, as it will not adequately measure the coverage of uterotonic use.    

One element of AMTSL (e.g., oxytocin) vs. full package for routine HIS
The conclusion of this meeting participants is presented in Sections 3 and 4 above. However, additional discussions with country HIS managers and global policy-makers will be critical for reaching a global consensus. 

Introducing a global HIS indicator now vs. waiting for the WHO multi-center trial results 
The results of the WHO study will not be available until mid 2011 and will not change the conclusion about the effectiveness of uterotonic for PPH prevention. Additional discussion may be needed to confirm that the advantages of introducing a global uterotonic-based indicator now overweight the benefits of knowing of whether uterotonic use alone is inferior to the use of more than one components of the AMTSL package.    
6. Develop recommendations for the next steps  

The meeting participants emphasize the importance and the urgency of reaching a consensus and introducing a global maternal health indicator to bring the maternal health agenda on par with family health and child survival issues.  
1. WHO should convene a meeting with country and global HIS experts to discuss incorporation of indicators for maternal health into routine HIS using PPH/AMTSL as a case study. The list of related operational issues that need to be addressed to reach a global consensus is specified in Section 5 of this report.
2. WHO, country and global maternal and newborn health stakeholders should identify and finalize a select number of “signal function” indicators focused on routine prevention measures during intra-partum and immediate postpartum periods (delivery and selected newborn care) and quality of care.     

3. To facilitate global introduction of a PPH prevention indicator, further research should be directed at studying 

·    Related operational procedures, costs, and involvement of the private sector 

·    Effectiveness of and protocols for postpartum surveillance/uterine massage 
·    Validation of woman’s recognition of AMTSL at the population level 
4. WHO and partners should continue leading the work on the development and global implementation of clinical standards and interventions aimed at PPH prevention.  

ANNEX 1

WHO AMTSL Indicator Meeting

November 17th, 2009 9:00am-4:00pm

PATH Office, Washington, D.C.

Agenda

Moderator: Dr. Anton Luchitsky, PATH

Objectives for Indicator Meeting     By the end of the meeting, attendees will have:

· Reviewed available evidence on AMSTL indicator 

· Documented issues and concerns related to using this indicator globally

· Reviewed alternative indicators for prevention of postpartum hemorrhage

· Decided on appropriateness and timing of AMSTL indicator for routine HIS 

· Reached consensus on respective operational issues that need to be addressed 

· Developed recommendations for the next steps  

8:45 
Continental Breakfast Served 

9:00
Welcome Matthews Mathai, WHO Making Pregnancy Safer

9:10
Introductions and Meeting Objectives

9:30     Overview of postpartum hemorrhage (PPH) and active management of the third stage of labor (AMSTL).  Deborah Armbruster, PATH/ Matthews Mathai, WHO

· Evidence, WHO recommendations, why an AMSTL indicator is needed   

9:50
Tracking use of AMTSL in a teaching hospital in Ghana: lessons learned, successes and challenges.  Dr. Nelson Damale, Korle-Bu Teaching Hospital (presented by D. Armbruster)

10:10
AMTSL Indicator: what it is, how it was developed and its use in USAID-funded projects.   Niamh Darcy, RTI

10:30
Coffee Break 

10:45   Collecting information on AMSTL through Service Provision Assessments (SPAs).  Alfredo Fort, Measure DHS/PATH.  

11.00   Features of a good indicator.   

· Validity/Timing

· Complexity /Cost of introduction and measurement globally

· Quality assurance mechanisms and costs  

· Potential Alternatives   

Small group discussions on the AMTSL indicator, share group outcomes, make conclusions.

12:30 – 1:30
Lunch

1:30    Turning a program indicator into a global indicator for routine HIS. 

· Definitions and Rationale

· Measurement

· Operationalizing: data sources, data collection method, frequency of reporting, data analysis and use, quality assurance, known limitations 

· Implementation at the country level   

Work in groups, share group outcomes and come to consensus

2:30
Review/definition(s) and methodology for measurement and operationalizing of an indicator for AMTSL or PPH prevention

3:00
Summarize/Identify Other Issues/ Recommend Next Steps

4:00
Close

ANNEX 2  

	AMTSL INDICATOR REFERENCE SHEET 

	Indicator 1.1.A: Percentage of women in facilities where the woman received active management of the third stage of labor (AMTSL) for vaginal delivery by birth attendants practicing AMTSL within a specified time period 

	DESCRIPTION

	Precise Definition: Number and percentage of women in facilities where the woman received AMTSL by birth attendants practicing AMTSL in targeted areas in a specified time period. This includes vaginal deliveries only.
  Targeted areas are those areas where maternal and child health projects are implementing AMTSL interventions – these include public and private health facilities, rural and urban health facilities, with birth attendants trained in and authorized to practice AMTSL. AMTSL is defined as the following three elements:

a. Use of uterotonic drug within one minute of birth (oxytocin is the drug of choice, preferred 10 IU/IM).
b. Performance of controlled cord traction and counter traction.
c. Performance of uterine massage after the delivery of the placenta.
Please note that it is recommended that women be advised about, offered, and asked for permission to apply AMTSL before doing so.  

	Units of Measure: Percentage.  Include both numerator and denominator.

	DATA ACQUISITION

	Data Collection Method/Data Sources: AMTSL data can be collected in two ways:  

(1) When AMTSL is included in the facility records (e.g., delivery register, partograph, patient chart, the data recorded during the specified time period can be collected).
(2) In cases where AMTSL is not part of routine data collection, the number of women receiving AMTSL is determined by surveys (self-administered or interviewer-administered) as a proxy for what actually happens.

	Method of Calculation: For facility births, the percentage is calculated by dividing the number of women who received AMTSL recorded in the past time period where AMTSL is recorded (numerator) by the total number of women with vaginal deliveries recorded in the past time period (denominator). Site specified time period includes during the past zero to twelve months, and can be set at fixed intervals for different locations. For example, some sites may record data during one month and some during three months. 

	INFORMATION, INTERPRETATION, ANALYSIS AND USE

	Indicator Significance and Management Utility: This indicator is used to measure whether AMTSL occurred at facility births with SBAs. This is consistent with the project providing training in AMTSL for facility-based deliveries and determining pre- and post-training if there is an improvement in the use of AMTSL for deliveries.

	Data Quality Issues: 
1. Where data are collected through routine data collection, validation checks should be performed by supervisory visits that include observation of births. In a low-birth rate facility, this can be accomplished by implementing demonstration of births and inspecting supplies of uterotonic (preferred oxytocin) in the facility. In the cases where patients procure their own uterotonic (preferred oxytocin) and there are no births currently happening during the supervisory visit, provision of AMTSL can be determined by surveying staff at the facility.

2. Where there is no routine data collection, supervisory visits should still be performed, observational where possible, and then demonstration in the cases where observation is not possible due to lack of deliveries during the supervisory visit (for facility).
Supervisory visit frequency will be determined by the Ministry of Health (national, district in the cases where this is decentralized) when AMTSL is included in routine data collection. For instances where AMTSL is not included in routine data collection, supervisory visits should occur once during the site specified period.   When data is collected via survey (when the data is not available in the facility records), there are limitations because the data is being recorded based on individual recall of health care staff and is subject to error. The supervisory visits provide some validation of the recall but again only occur once during the time period of data collection. Also, there is usually turnover of health care staff, so we cannot guarantee during baseline and final that the same staff will be interviewed.



INPUTS





PROCESSES





OUTPUTS





OUTCOMES





STAGES 





LEVELS





Funds allocated to provision of oxytocin & protocols





Criteria for strength of indicator:


Indicator is measurable (e.g., through household or facility surveys)


Strengths: results over processes, observations over records, and skills/practice over knowledge


Observations: from surveys or performance-based supervision


Notes:


Consider adding AMTSL (all components) to WHO partograph


AMTSL demonstration: ideally on a model





AMTSL protocols available


Valid oxytocin in delivery area (survey/supervision)





Funds to train providers on AMTSL / mgmt of PPH 





% of births delivered with AMTSL (records)





# of providers trained in AMTSL and mgmt of PPH





% of providers who can adequately demonstrate AMTSL / CPPHP(observed)





% of mothers who knows PPH as a danger sign after delivery





% of mothers who recognize ≥ 1 element of AMTSL during their last delivery (survey)











INDIVIDUAL





(PROVIDER OF MH)








provider





population





Number of campaigns to recognize early PPH & health seeking behavior





ANNEX 3.  


DRAFT M&E FRAMEWORK TO ASSESS PREVENTION & MANAGEMENT 


OF POSTPARTUM HEMORRHAGE (PPH)














AREA








National








District





AMTSL plans introduced at district level





Number of countries achieving MDG 4 and 5





No. of countries with ≥80% of women delivering with a skilled attendant (who knows/uses AMTSL) 





No. of countries adopting AMTSL as performance standard in all their facilities





No. of countries in which strategic AMTSL plan is introduced





% districts where ≥80% facilities routinely provide AMTSL


No. of countries with ≥2.5 health professionals per 1,000 population





% of districts adopting AMTSL in all their facilities





MMR





FACILITY


(OFFERING DELIVERY SERVICES)





% of mothers with blood loss ≥ 1,000 mL


% of mothers requiring blood transfusion








� World Health Organization (WHO). WHO Recommendations for the Prevention of Postpartum Hemorrhage. Geneva: WHO, 2006





� Joint Statement  Management of the Third Stage of Labor to Prevent Post-partum Hemorrhage, International Confederation of Midwives and International Federation of Gynecology and Obstetrics 2003


� Does not include Caesarean -Section or abortion
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