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Executive Summary

Bladder care is an important part of paraum careCinical guidelines recommend that patients
void every two to four hours throughout labor and that providers use eathatgrization (UC
for two weeks on patients who experience prolonged/obstlaioctedP/OL) to prevent obstetric
fistua (East, Central, Southern African Health Comm(B@BAHC) and Fistula
Care/EngenderHealth, 2012) (Lewis & DeBernis, 2D8§piteheserecommendationtere is
little data availab#boutthe current knowledge and practioeskilled birth attendis (SBAS)
regarding intrapartum and postpartum bladder catkeanse oUC to manage P/OL. Thelp
buildthe evidence base for UC in relation to fistula prevemitireatment, the Fistula Céteis
(FC+) poject conducted a key informant surveyBéfs3o better understand hovaternity
providersn low andmiddleincome countries (LMBLprovide intrapartum and postpartum
bladder care and manage P/OL.

FC+ based theurveydesigron existindabor and deliveryt&D) clinical guidelines and
nursing/mdwifery training curricundadministered in French and Engliglsing SurveyMonkey
Inc. (a free, online platforphetween May and October2d17.The project employed a
purposive/snowball sampling appro&BAs who had attended a live birth witenpast three
years and who practice in a LMIC were eligible to partiEipatesed Stata v12 to analgzevey
dataand generate descriptive summaridegfinformantharacteristics, knowledge, and practices.
FC+ conductedtd-square tests of indepdence tadentifysignificant disparities by region, facility
type, and ggpaphy.

Respondents€£222) were primarily midwives (61%) @vstetriciangynecologists lfe

gyns{13%) operatingn Africa (56%) andouh-EastAsid (39%) A majorityof responents

reported employinganyof therecommended practices related to intrapahapostpartum

bladder care and P/OL managem8pecifically, ostrespondentseported using a partograph to
monitor labor (99%), monitoring voiding frequency for postpguatients (95%), and utilizing UC
after P/OL (94%)While there was some variation in how respondentsiddefidle, mosthad a
strong understanding of the criteisect o i dent i fy P/ OL aDbedpitathissd® pot
the surveyevealed Eckof facility protocols for SBAs on providing intrapartum and postpartum
bladder care and management of P/OL, as waficiable difference in-gervice training,

utilization of clinical practices, and availability of supplies between regionypesilapnd
geograpies

The findings reveada strong foundation famprovingandstandardizingntrapartummand
postpartum bladder care and P/Oamagement. Whil@awations in practices expbsdere SBA
training can be strengthened to promote widesadegtion of quality and effee intrgpartum
andpostpartum practices, SBA reports indidhtg UC after P/OL is feasible and acceptable,
meaning that its systematic practice can be gpatedrevent obstetric fistula and other sequelae
of P/OL in low-resource settings. However, Sasticularly midwivgeeedadditionakupport
includingfacility protocols, Hservice training, and consistent availability of sufgsieesially in
Africa andn public facilitiesin accordance withe update@018World Health Organization
(WHO) documentWHO recommendations: Intrapartum care for a positive(WitOe20d@&nce

'The ternEaistouAshi ao refers to the Worl d He aldesh, Bidtag BemocmtictPéoplesd s r egi on
Republic of Korea, India, Indonesia, Maldives, Myanmar, Nepal, Sri Lanka, Thailand, and Timor-Leste
(http://www.searo.who.int/countries/en/).



Background

Bladder care is amportantpart of intrapartum

care Clinical curricula and guidelines recommey| Opstructed labor is a major cause of matemal
mortality and morbidity, complicating 37 6% of

that patlentsmld every two to four hours deliveries and contributing to 2.8% of global
throughout labor, as a full bladder may obstruc| maternal mortality, up to 6.4% in Southeastern
thedescent of the fet{&CSAHC and Fistula Asia (Dolea & AbouZahr, 2003) (Say, et al., 2014).
Care/EngenderHealth, 2Q12ewis & De Bernis,| Obstructed laboremost des
. . . disabling of all matern
2006)Gl:“de_“ne$|50 recommen_d urinary term sequelae including obstetric fistula, other
catheterization (UC) for approximately tve@kg | forms of incontinence, and nerve injuries (Dolea &
coupledNith a higHIuid-intake regime after AbouZahr, 2003). Obstetric fistula is an abnormal

. . hole or opening between the vagina, rectum,
Vaglnal or cesarean dellvery for women who and/or bladder that leads to incontinence. Fistulas

experience prolonged/obstructed labor (P/OL) | mainly occur in countries in Sub-Saharan Africa or
prevent obstetric fistula formatBC€SAHC and | South-East Asia (Tuncalp, et al., 2015).
Fistula Care/EngenderHealth, ZX)G.EWiS & De Obstetric fistula is preventable if women

. . AT " experiencing P/OL are identified and managed
Bernis, 2006\dditionally, mangliniciansitilize | ¢4y with appropriate bladder care and other

UC tononsurgicallynanage f r é&stulasi.e, interventions (WHO, 2008). The effective
Cases]iagnosed within four weeks of injury management of obstructed labor would result in
(Fistula Care 201]"3)]|0Wing P/OL (Waaldijk the prevention of 59,150 obstetric fistulas and

16,800 maternal deaths (Alkire, et al., 2012).
2004)

Despite recommendations for usingto@revent
of obstetric fistula tdr P/OL, there is noigorous empiricavidenc&lemonstratings

effectiveness. Similasyhilenon-surgical treatment with UC is expanding in use and there is
extensive programmatic data supportgsigethereis limitedresearch documentingeféicacy
(Waaldijk,1994. Exacerbating this lack of evidence is ambiglatiyd to the basiefinition of

P/OL, with a wide variety of definitions in curricula and research literature. Such variation hinders
attempts to standardize guidelines amutagtice, may delay recognition and management of

P/OL.

There is little da@boutthe current knowledge and practiogskilled birth attendants (SBAS)
regarding intrapartum and postpartum bladder care and UC, both as part of routine labor and
delivery(&D) care and specifically in managing P/OLh&lp buildthe evidence base for UC in
relation to fistula prevention/treatmerihe Fistula CarfelugFC+) projectonducted a key
informant survey of SBAs to better understand the range of intraparpmstpadum clinical
practice currently employad low and middlencome countries (LMIC).

2 The Fistula Care Plus (FC+) project hosted a research consultation on July 17, 2015 to discuss the relevance, parameters, and
feasibility of a study to evaluate the effects of UC in preventing obstetric fistula and/or related outcomes in immediate postpartum
women after P/OL. Meeting participants included FC+ staff, clinical and research experts, members of the FC+ International
Research Advisory Group, and USAID representatives. The participants agreed that in order to investigate fistula incidence as an
outcome of interest, the study would need a sample size of at least tens of thousands of women with P/OL to inform the study
adequately. Given this challenge, participants agreed that a first step toward building the evidence-base on UC after P/OL would be
to survey maternity service providers in countries where fistula is a problem to learn about current intrapartum and postpartum
practices related to P/OL. Further information about this consultation is available at: https://fistulacare.org/wp-fcp/wp-
content/uploads/2018/03/FC_CathConsultation_2015Report_Posting.pdf


https://fistulacare.org/wp-fcp/wp-content/uploads/2018/03/FC_CathConsultation_2015Report_Posting.pdf
https://fistulacare.org/wp-fcp/wp-content/uploads/2018/03/FC_CathConsultation_2015Report_Posting.pdf

Objective

Theobjectiveof this clinical practicaurvey is tbetterunderstand ho@BAs in LMIG provide
intrapartum and postpartum bladder eaemanage/OL.

Methods

Survey Design

FC+ deigned thkey informansurveyusingexisting L&D clinical guidelines and nuraimdy

midwifery training curricula, as well as reports of common practices and/or beliefs among SBAs and
input from fistula specialists. LMIBA% and global maternal health expeviewedindpretested
thesurvey, whickC+ refined based on their input

Survey Structure

The final survefseeAnnex B)consisted ofwo moduleshat collected information on tbknical
and facility profile ohe respondents and fiwedulesovering the following topics:

1. Clinical practices related to intrapartum bladder care

2. Clinical practices related to postpartum bladder care

3. ldentificationandmanagement &f/OL : intrapartum/postpartum care

4. Clinical pradtes related to antibiotic use

5. Supplies for intrapartum and postpartum bladder care
Eligibility Criteria
The survey targed maternity service providers in countries where fistula is a concern as key
informantson the subject of intrapartum and postpartlinical practiceSBAs who had attended
a live birth within th past three years amldo practican a LMIC were eligible to participeiehe
survey. The survey team dafiSeBA as oOan accr e disuctead arhidwidel,b t h pr o f
doctor, or nurefi who has been educated and tratogatoficiency in the skills needed to manage
normal (uncomplicated) pregnancies, childbhmththe immediate postnatal period, and in the
identification, managemgaud referral of complications in women and aaveb(WHO, ICM
and FIGO, 2004 Thesurveyteam use@017 World BankMIC classificatiosn At the beginning of
the survey-C+ employed@ series of screening questitindeterminavhetheresponderstmet the
criteria forinclusion.

Survey Administration and Sampling

FC+ administered thaurveyin French and Engliglsing SurveyMonkewyc. (efreeonline

platform)from May to October 201The survey did not recorel s p 0 n d e n In additiom a me s .
FC+ staff administerdthrd copesof the surveyo approximeely 50 key informant respondents in
Bangladesto address the challenge of limitedrnetaccessStaff then enteredaid copy

responsemto the onlinglatform

FC+ employed a purposive/snowball sampling approach to kegrinformant respondenisC+
sent a link to the survey through emails to international and radigiealciargynecologist (eb
gyn)andmidwifery associations. Additionally, FC+ sent an email with the survey link to
representatives from relevant nongovernmental orgarsizatiail as bilateral and multilateral
organizations he emails askedigiblerecipients to complete the suraegto forward the survey
link to other SBA#n LMICs.FC+ sent priodic reminder emails during the data collgutiood

to encourage a greateimber of responsesdditionally FC+ staffconducted outreach to SBAs at
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partner facilities ardisseminatefllyers advertising the surweyenglish and Frendt professional
meetings anevents

Data Analysis

FC+ analyzedsvey datéo generate degative summariesf r espondent sd char ac
knowledge, and practic&ke report indicateseiquencies and percentages in parentheses and in
tables and figuredsC+ conductedtd-square tests of independetwevaluaté&ey survey variables
for signficantdifference$®yregion, facility type, and geograpimnex A includesrass tabulations
of these key variables by region, facility type, and geagrdglayresponding ebguare statisic
using a significance level of 96%@+ categorizetéxtual data from opeended survey questions
using inductive codes and summaiiz¢aby themeFC+ analyzedata using Stata v12 and
Microsoft ExcelThe SBA respondent servedresunit of analysis. While the report includes
information on the facilitieshere respondenadtend deliveried is important to note that sample
sizes and percentages reftetividuarespondentue to the anonymous nature of the survey,
FC+ was unable etermine whether respondents wereeckstamong the same facditied

adjust analyses accordingly

Ethical Considerations

As the survey elicited only key informant datarimatarnity service provideitsvasnot classified
as human s ubnddidndt reduie athearaeviawbycah institutional review board

Findings
Respondents

A total of 299 individuals initiated the online survey and answered the first Qf¢bise, 45

did not meet the eligibilityiteria. An additional 32 respondents were excluded from the analysis
becauséhey did not completde first module on clinician profile. The final analytic sample
included222 respondents. However, there was survey attritionlga81 respondents completed
the entire surveYherefore, thedescription of responses beloaludes a referencette sanple
sizefor each question.

Respondent Characteristics
Figure 1. Distribution of regions where respondents

F|gure 1 I||UStrateS the practice, n=222
distribution of regions where 19 1% 1%
the respondents attend live 2%

H Africa

births.Respondenteported
whichcountiesthey practiced | ® South-East Asia

in andFC+ categorizemese ® Eastern Mediterranean
datainto regions using/ond Americas

Health OrganizatioW(HO) = Europe
classificationd:he majority of
thesurveyrespondents
reported practicing isfrica
(56%) and SoutRast Asia(39%) Within Africa,countries representing 5% or more of the

m Western Pacific

3The ternEaistousshi ad refers to the World Health Or gani zationbds region
Republic of Korea, India, Indonesia, Maldives, Myanmar, Nepal, Sri Lanka, Thailand, and Timor-Leste
(http://www.searo.who.int/countries/en/).



respondentmcludel Rwandal6%),Niger (13%)Democratic Republic of Congt2¥), Zambia
(12%), Uganda (10%), Malawi (7%), and NigeriaWé#tin SoutkEast Asia, the majority of the
respondents repedpracticing in Bangladesh (84%) and Nep#)(Eor thecomplete
distribution of ountries where the respondents pratiteeeTable 15 ilAnnex A

Table 1 provides the clinical profile of the responddrgsnajority of the respondentsre
midwivesor nursemidwives §1%), followed byb-gyns(15%). Nearlyall respondents (93%ad
attencekdbirths for at least years and neatlf (45%) for at leasOyears.

Table 1. Clinical profile of respondents

n %
Health professional cadre, n=222
Ob-gyn 34 15%
General surgeon 0 0%
Doctor (other than ob-gyn or general surgeon) 19 9%
Medical or clinical officer (no specialist training after internship) 7 3%
Assistant medical/clinical officer 1 0%
Midwife/nurse-midwife 136 61%
Nurse 18 8%
Other 7 3%
Number of years attending births, n=222
Less than 2 years 16 7%
2i 5 years 57 26%
61 9 years 49 22%
10+ years 100 45%
Number of years of preservice clinical training, n=222
Upto 1 year 38 17%
2i 3 years 111 50%
41 5 years 38 1%
6+ years 35 16%

Respondents reported on{mad inservice training, with 83% having had at leastears of

preservice training and 33% at least four years. Figure 2 illustrates the percentage of respondents
whoreceivedn-service training on various topics related to bladder care and management of P/OL.
Nearly all of the respondengseivedn-servie training on the partograph (94%), basic emergency
obstetric and newborn care (BEmONC, 82%), and manage®Ré&Dt.of76%); less than two

thirds of the respondentsceivedn-service training on puerperal sepsis, comprehensive emergency
obstetric and newbn care (CEmMONC), intra/ptgartum bladder care, and postpartumIC.

service training varieg region. Respondents from Africa were signficantly moréhidcetihose

from SouthEast Asido receive wservice training on management of P/OL (86% & f2%

SouthEast Asia), prevention and management of puerperal sepsis (75% Africa, 52&6tSouth

Asia), and CEmONC (70% Africa, 56% S«itdbt Asia). There was also some variation by facility
type and geography. Respondents from public facilities @Es)jgmficantly more likely than

those from nonpublic facilities (57%) to receive training on prevention and management of
puerperal sepsis and respondents from urban facilities (68%) were significantly more likely than
nonurban facilities (55%) to reesiraining on CEmONC. For the crdabulation of irservice



clinical training by region, facility type, and geography udiare test results, see Table 16 in
Annex A.

Figure 2. Percentage of respondents who received in-service clinical training by topic,
n=222

Partograph 94%
BEMONC me 3 ) 0/
Management of P/OL m———— {500
Prevention & management of puerperal sepsis 65%
CEmONC meesssssssssssssssssssssssssssssm——— G304
Intra/postpartum bladder care S ———————— (]
Postpartum UC  =e—— G190

None == 3%

Facility Characteristics

Table 2 provides the characteristics of the facilitere whe respondem®rked The majority of
respondents woeklat facilities located in urban areas (61%). Nearly half of the resjoticents
is,46% reported working aeferral, regional/provincial, academic, or national hedpitaived

by 19% whaeported working at subdistrict or district hosatadl 17% who reported working at a
health center Over half of the respondents wextiat public health facilities (57%), wiité&
remainder43%) working at nonpublic facilities (75% priyadés religius/faith-basedand 1%
other). Approximately half of the respondeaported that their facilisyorhas previously

received support frofiC+ or its predecessor, the Fistula @eogect

Over half ofthe respondentsho workedat a referral, regiofiaiovincial, academic, or national
hospitalyeportedthattheir facility is public (559vo-thirds of respondentgho workedat a
subdistrict or district hospitaported that their facility is pul{td %) andthe majority of
respondentaorkingat health centers reported that their facility is p(82k) For the cross
tabulation of facility type by management, see Annex A.

Table 2. Characteristics of respondents' affiliated facility

n %
Facility type, n=222
Dispensary or general clinic 1 0%
Health center 38 17%
Maternal and child health or reproductive health house/clinic 29 13%
Subdistrict or district hospital 43 19%
Referral, regional/provincial, academic, or national hospital 102 46%
Other 9 4%
Facility management, n=222
Public 127 57%
Nonpublic 95 43%
Private 71 75%
Religious/faith-based 13 14%
Other 11 11%
Facility location, n=222
Urban 136 61%
Nonurban 86 39%
Facility ever supported by FC/FC+, n=192
Yes 96 50%
No 70 36%
Don't know 26 14%

10



Figure 3 illustrates
the percetage of
respondents who

reported that their 1. Administer parenteral antibiotics T — 00
facility regularly (i e. 2. Administer uterotonic drugs O 30/

s ' 3. Administer parenteral anticonvulsants e — — — —————————————— (%
within past three 4. Manually remove the placenta S  ——— O 20/

Figure 3. Routine facility provision of emergency obstetric and
newborn care (EmONC) services, n=192

mOnthSX)fferEdthe 5. Remove retained products ——— (/0

seven BEmMONC 6. Perform assisted vaginal delivery m—————— 72

signal functions and 7. Perform basic neonatal resuscitation 89%
. 8. Perform surgery 74%

nine CEmO_NC 9. Perform blood transfusion 78%

signal functions None 2%

(WHO, UNFPA,

UNICEF, and AMDD, 2009}-C+ classifiedaicilities aBEmMONCS or }CEMONCO facilities

based on the servidbatthe respondeateported their facility recently provided. In line with

other recent literatureC+ also classififdda c i | i t i e sl 6a sa nadB EOfL@NOMNCt hey
recently provided the signal functions, thighexception of assisted vaginal deli@iE©,

UNFPA, UNICEF, and AMDD, 2009 pproximately twahirds of the respondents (66%)
reportedwvorkingat a CEmONC (57%) or CEmONTC(9%) facility. Approximately 10% of the
respondents reportebrkingat a BENONC (9%) or BEmMONEL (1%) facility Most respondents
reported that their facilihadthe capacity to perform operative delivery (82%). Ovhitas of

the respondents reported that they are able to provide vexuaator \entousgdelivery and

ove onethird reported that they are able to provide cesarean section (35%). Additionally, 28% of
respondents reported being able to use forceps for live births, while aelgat&doeing able to
useforceps for destructive delivery of stillbirths. Talplevides a descriptive summary of the

clinical capacity of respondentsd facilities
(EmONC).
Table 3. Clinical capacity of respondents’ affiliated facility to provide EmONC
n %
Facility classification, n=192
Yes, BEmMONC-1 (all BEmONC functions except assisted vaginal delivery) 2 1%
Yes, BEmMONC (all BEmONC functions) 18 9%
Yes, CEmONC-1 (all CEmONC functions except assisted vaginal delivery) 18 9%
Yes, CEmMONC 110 57%
Neither 44 23%
Facility capacity to perform operative delivery, n=192
Yes 158 82%
No 32 17%
Don't know 2 1%
Types of deliveries respondent is able to provide, n=191
Forceps for live births 54 28%
Forceps for destructive delivery of stillbirths 30 16%
Vacuum-extractor (ventouse) 132 69%
Cesarean section 66 35%

Table 4 provides the percentage of respondents whadtpatitheir facilit hasclinical protocols
on intrgpartum and pstpartum bladder care and management of FF@Aer tlan halfof the
respondents repedthat theirfacility has a protocobn intrapartum bladder care (388f),
postpartum UC (36%)r on UC during postpartum care after P/OL (41%). Slightly ovesfhiaé

“BEmMONC and CEmMONC classifications are reported based on respondents
survey asked respondents to classify their facility based on the BEmONC/CEmONC signal function criteria. Approximately 80 of 192
respondents had misclassified their facility when staff compared to how they answered for each of the nine signal functions.

11



respondenteeporedthat their facility has a protocol on prevention, identification, amaeinéaif
obstetric fistula after P/O(56%) Clinical protocolsaried by region and facility tyBespondents
from SouthEast Asiaand nonpublic facilitiegeresignificantlynore likelfthanthosefrom Africa
andpublic facilitieso report havin@ probcol onall four topicsintrapartum bladder ca#9%
SouthEast Asia28% Africa53% nonpubli@7% publiy;, postpartum UC (43%outh-East Asia
29% Africa46% nonpubli@27% publiy; UC duing postpartum care after P/@46% SoutiEast
Asig 33% Afri@ 44% nonpubli7% publil; andprevention, identificatioandtreatment of
fistula after P/OL (71%n SouthEast Asigd1% Africa70% nonpublit1% publi For more
detailsse€Table 17 ilAnnex A.

Table 4. Percentage of respondents reporting facility protocols

%

Protocol topic Yes No Don't know
Intrapartum bladder care, n=177 38% 53% 8%
Postpartum UC, n=164 36% 54% 10%
UC during postpartum care after P/OL, n=133 41% 44% 16%
Prevention, identification, & treatment of fistula after P/OL, n=133 56% 39% 5%

Clinical Practices related to Intrapartum Bladder Care

Almost all respondents (99%) reported using the partograph to monitor labor (87%2&bways
someti mes) . R e thegpartograpmto rmobitordaba waeed sighificantlgdign

and facilityype, andjeography. Momespondents from Africa and nonurban facilities than from
SouthEast Asia and urban facilities reported always using the partograph to monitor labor (93%
Africa, 80% Soutkast Asia; 96% nonurban, 81% in urbdo) more details, see Table 18 in
AnnexAThose who reported not wusing the partogra
present i ngfetpl aontess dest asnwdys to menitor the progress of labor.

Of those who reported using the pgragph to monitor labor (n=182), all reported using this tool

to identify and manage P/OL (82% alwa8%0 sometimes). Nearly all respondents (96%) reported
that theyhadreceived guidance or training on use of the partograph for diagnosis and management
of P/OL. FC+ did not find asignificant relationship betwaese ofthe partograpto identify and

manage P/Olor receipt ofguidancer training on use of the partograph for diagnosis and
management of P/OL by region, facility type, or geography.

Respondats described what they consider a healthy frequency for urinary voiding during labor (see
Figure 4)Through a literatumeview on UC after P/QLFC+found that the recommended
voiding frequency during labor ranges

from every two to every six hours Figure 4. Frgqugncy re§pondent considers
(Fis'ula Car@lusZOlS)NearIy healthy for urinating during pregnancy, n=177
threequarters of the respondents = Every hour 19% 2% 5%

(73%) reported that they consider 4 8%

healthy frequency for voiding during ®Once every 2i 4 hours \

labor within that twato sixhour ® Once every 4i 6 hours

range. These responses did not dif More than 6 hours
significantly by region, facility type,
geogaphy (se&able 19 in Annex A)
Respondents who chaxehel6 as Don't know
the healthy amount clarified that a

m Other

12



healthy voiding frequency depends on whether the patem@ivéng intravenous fluigisd varies
by patient.

The survey examined the uptake of intrapabladder care practices, specifying reconatiams

from existing guidelines or curricula on intrapartum bladder care and asking how often respondents
or their tearmperform each practi€ SAHC and Fistula Care/EngenderHealth, 2Q4@eria
FederaMinistry of Health, 20)@Canterbury District Health Board, 200/&linor, 201p(WHO,

RHR, 2000, reprint 20D Table 5 provides the percentage of respondents who reported always,
sometimesand never performing the specified practice. A majod88¥gPof respondents

reported either always or sometimes performing each of the recommended stated practices. The
most commonly reported practices w@jeencourage the laboring woman to void at regular
intervals of 4 hours (82% alway$% sometimegp) if laboring woman has difficulty passing

urine after four hours, consider an in/out urethral catheter (73%2B%agemetimes); a(®) if
necessary, catheteriagirfg the Folegatheter) before assisted delivery or cesarean section and
document and amitor urinary output (74% alwai8% sometimes). The percentage of

respondents who reported utilizing the variduspartum bladder care practices varieedign,
facilitytype, andjeographyhoweverthe significant differences were not consistenimore

details, see Table 20 in Annex A.

Table 5. Clinical Eractices related to intraﬁartum bladder care, n=177

Practice Yes Never

Document frequency of voiding on the partograph (Nigeria Federal 88% (53% 34% 12%
Ministry of Health, 2016) always, sometimes)

Monitor maternal urine output every two hours, correctly recording 90% (49% 41% 10%
color and amount on partograph (ECSA-HC and Fistula always, sometimes)
Care/EngenderHealth, 2012)

Test urine for presence of glucose, acetone, and protein and record 84% (38% 46% 14%
results on partograph (ECSA-HC and Fistula always, sometimes)
Care/EngenderHealth, 2012)

Encourage the laboring woman to void at regular intervals (i.e., every 98% (82% 16% 2%
two to four hours) (Nigeria Federal Ministry of Health, 2016) always, sometimes)

If laboring woman has difficulty passing urine after four hours, 98% (73% 25% 2%
consider an in/out urethral catheter (Canterbury District Health always, sometimes)

Board, 2017)

Catheterize the laboring woman if the partograph action line is 88% (55% 33% 12%
crossed(Nigeria Federal Ministry of Health, 2016) always, sometimes)

Avoid UC in labor, if possible, to prevent risk of urinary tract infection  85% (45% 40% 15%
(UTI) and urethral trauma (Velinor, 2010) always, sometimes)

If UC in labor is used, practice intermittent catheterization to reduce 79% (37% 41% 21%
the risk of UTI (Velinor, 2010) always, sometimes)

If necessary, catheterize (Foley catheter) before assisted delivery or  93% (74% 19% 7%
cesarean section and document and monitor urinary output always, sometimes)

(WHO, RHR, 2000, reprint 2007)

In addition to reporting on the recommended practices, the survey asked respondents to describe
other intraparturpractices that they or their tesautilize. Reported pracéis to encourage voiding

during labor included: running the water tap near laboring patient (n=3), using a warm compress
(n=1), giving fluids to the laboring patient (n=1), and encouraging the patient to void prior to each
vaginal exam (n=1). Other repdrietrapartum practices included usiilgtte vulvaogencourage

emptying of the rectum (n=3) and using catheters during the intrapartum period to prevent
ascending infections (n=@nerespondenstated Soone doctors and midwives always catheterize

the bladder before delivery, irrespective if the woman voided regularly and the possibility of having a
filled bl adder inctedthatwhgn wonewcome imwitld a falyndiated envix,

they are routinely catheterized with a plain rubliester.



Clinical Practices related to Postpartum Bladder Care

Nearlyallrespondentseporedthat theyalway$73%) or sometimes (24&6k postpartum patients

if they have any problems with lebar bladder functi@{n=175).Two-thirds of respondesit
reported that they always monitor voiding frequency for postpartum patients during the first 24
hours after delivery (66%), and neargthird reported doing so sometimes (29%) (n=175). Of
those who monitor voiding frequency during the first 24 mmandy all reported that they provide
UC to patients who are not able to pass urine successfully (73%24e/apmetimes) (n=165).
There were sonsggnificantariatiors in thesepractices byegion and facility type, wittore
respondents from Soulest Asiaand nonpublic facilitigsan from Africaand public facilities
repoting that theylways agbostpartum patients if they have had any bladder or bowel problems
(90% SoutiEast Asiab7% Africa77% nonpublic, 55% publendthat theymonitor voding
frequency for postpartum patients during the first 24 hours after delivery (91EaStoAtia

58% Africa75% nonpublic, 59% publiEor more detailseelable 21 ilAnnex A.

Of those who perform UGhe survey asliresponderstafter which houof not voiding do they or

their teaminserta cathetdfi gur e 5 il l ustrat esansweséothbi st r i
_questionMost respondentstatedhat th_ey Figure 5. Performs UC for those not
insert a cathetefterfour hours (24%50( voiding during the postpartum period after
hours (21%)or two hours (17%)Therewas the following hour, n=157
variation by region and facility type with a

median of four hours among respondents % [r— D% 17

from Africa and public facilities asighours 3 — 3%

among those from SouHast Asia and g ” 24%
nonpublicfacilities % . 519

In addition to time without voiding, teervey = g = 1% 694

asledresponlentswho reporedutilizing 10 m 19 °

postpartum UG@boutother practices to asse 12 — 6%

bladder function anithe need folUC (see 18 = 1% .

Table 6)The majority of respondemtpored Zif :5%’

utilizing the four specified practices, with

assessing vital signs and checking if bladder |
palpable athe mostwidely practiced

Table 6. Practices to assess bladder function and if UC is needed, n=157
%

Practice Yes Never

Check if bladder palpable 100% (81% 19% 0%
always, sometimes)

Ask about discomfort before, during, or after voiding 99% (78% 21% 1%
always, sometimes)

Ask about bleeding after voiding 97% (69% 28% 3%
always, sometimes)

Assess vital signs 98% (88% 10% 2%

always, sometimes)

Respondents alseportedotherpractices that they or thesans typically emplogo assess bladder
function andhe need folJC. These includedrine retentiomheckgn=2), urine coloassessments
(n=1), routineurineexaminatiomnd serum creatinitess (n=1), andurinary incontinencghecks
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(n=3), lumbar or lower abdomen paimecks(n=2),restlessneshecks(n=1), or areview for a
history of P/OL (n=1)

Thesurveyalsoexamined e s p o rldieahposspértum bladder cpractice$ollowing
operative delivery, specifically adhereneasbng/VHO guidelines, as summarizedable 7
(WHO, RHR 2000, reprint 20D Over twaothirds of the respondents (718&poredalways
employing the recommended timing of jop&rative UC for simptases and those exhibiting a
bladder injuryHowever, oly onethird of the respondents (358¢poredalwaygproviding
nitrofurantoin 100 mg the woman is not on antibioti€eported uptake of thegeacticesaried
notablyby facility geography asdmewhaby facility type anggion For example, significantly
morerespondents fromrbanthan nonurbarfacilitieseportedalways retaiimg an indwelling
catheter for a minimum efghthours(7 %6 urban 63% nonurba, removng the catheter after
eighthours if urine is clear@% urban64%nonurbai, leaing thecatheter in plader a minimum
of seven daygbladder is injured (78% urb&d%nonurbaf, and giwng nitrofurantoin untithe
catheter is remogéf the patient is not receiving antibiotics (43% yrd2¥nonurba.
Additionally, signficantlyare espondents fromonpublicthan pulic facilitiesreportedalways
removngthe catheter afteighthours if urine is clear (76%npublic 67% public) andignficantly
morerespondents from SouBast Asidhan Africa reportediways giag nitrofurantoin until the
catheter is removedtlife patient is not receiving antibiotics (47% Seash Asia25% Africa)For
more detailssee Tabl22in Annex A.

Table 7. Clinical practices related to post-operative postpartum bladder care, n=164

Practice Yes Never

Retain an indwelling catheter for a minimum of 8 hours post-operatively.  88% (73%16% 12%
always,sometimes)

For operative delivery: if urine is clear, remove catheter 8 hours after 86% (71%15% 14%
surgery or after first postoperative night; if urine is not clear, leave always,sometimes)

catheter in place until urine is clear; ensure that urine is clear before
removing catheter.

If the bladder was injured (e.g., uterine rupture or during cesarean 87% (71%16% 13%
section): leave the catheter in place for a minimum of seven days and always;sometimes)
until urine is clear.

If the woman is not currently receiving antibiotics, give nitrofurantoin 100  65% (35%30% 35%
mg by mouth once daily until the catheter is removed, for prophylaxis always,sometimes)

against cystitis.

In addition b therecommendegractices, respondents alsgcribedwo other posioperative
postpartum bladder care practices that they or thegtigaeally utilizepelvic floor physical
therapy(n=1) andurine routine examinati@amd serum creatinitesting(n=1). Fourrespondents
explained thaheirfacilities daot usenitrofurantoinand othersotedthat they or their tean
providethe followingoostoperative antibiotics to postpartum wonaempicilin K=5),
metronidazolenE3), cephalosporin£2), gentaicin f=2), cétriaxone =1), and septri(n=1).

Identification and Management of P/OL: Intrapartum and Postpartum Care

Thesurvey examiddow respondent&lentify and manadP/OL duringtheintrapartum and
postpartum pericdWhile theravasnot a clar consensus on the definition of P/@ithe time of
the surveyFistula CarBlus2015) pr ol onged | avasgenera(lychccéptedaasive n
laborlasting longer than 12 ho(v¢HO, 2008)ECSAHC and Fistula Care/EngenderHealth,
2013.5 Figure 6 illustrates tldeiration ofactivelabor tharespondents considefOL for

5 The 2018 WHO publication, WHO Recommendation: Intrapartum care for a positive birth experience, offers additional clarification
on the identification of P/OL, but was published after the survey had been completed.
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primapara and multipara patiefitse majority of responderisfinedP/OL asbeingactive labor

lasting longer than 12 hours (518b)purs (13%)er 18 hours (9%pr primapara womewith a

median of 12 hourandlonger thar8 hours (35%), 12 hours (23%)6 hours (16%) for multipara
womenwith a median d hours The median number of hours were identical across region, facility
type, and geograplijgures 6af in Annex A illustratedifferencs in distributions of responses

Percentage of respondents
w
S
S

Figure 6. Respondents' definition of P/OL, by hours of active labor, n=147

S T T T S N N S B R S

# of hours

m Primapara ® Multipara

The sirveyalso examined other signs and symptespondents use identify P/CL, based on a

list drawn fronthe Maternal and Child Health Integrated Program (MCHIP) Quality &iGane
(UKAID, MCHIP, 2013)As shown in Figure hd mostommonlycited criteria include slow or no
dilation of cervix despite strong contractions (92%), no progress presenting part despite strong
contractions (91%), active phase of labor >12 hours (85%), aing@incipr molding (83%). Less

t han

hal f of the respondents cite uter:i
shock (systolic bp <100 mmHg, pw4€0/min) (46%) as criteria for P/Oln addition to the

stateccriteria, respondents citine followingadditional criteria they use to identify P/@iy

vaginar{=4), retentiorof urine 6=2), and meconiwstained liquom&2). Onerespondentrom

Bangladesteported hat i dent i fyi fihglwHele icture' Nk ane diagrbsing o n

ne t

failure to progress to preveMOL. Obstructed labor may happen without prolonged labor also!

And

it is diagnosed in patients coming

from
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Figure 7. Criteria used to identify P/OL, n=142

Slow or no dilation of cervix despite strong contractions I 02%
No progress presenting part despite strong contractions I 01%
Active phase of labor >12 hours I  35%
Caput and/or molding I  83%
Fetal distress I 4%
Maternal distress I /3%
Abnormal pelvis I 68%
Bandl| (6 S  63%
Haematuria I  60%
Odorous vaginal discharge GGG 53%
Uterine atony NN 51%
Uterine tetany I 49%
Temper at uCe TSI 43%

Signs of shock GGG 46%

The survewlsoincludel a list of labor outcomes andedtespondents to select whimnesmay
besequelae ¢?/OL, as illustrated in FigureT®e majority of respondents §82%)identified
almost all of the specified outcormgpotential consequences of P/dtula, perinatal/birth
asphyxia, ruptured uternswborn deatland stibbirth. Slightly fewer respondents (82%) selected
infection as a potential outcorRespondents from Africa wesignificantlynore likely than
respondents from StiiEast Asia to citistula (98% Africa, 89#astSouthAsig, perinatal/birth
asphyxia (98%frica, 84%SouthEast Asig ruptured uterus (100% Africa, 8&8uuthEast Asig
andinfection(94% Africa, 7196 0outhEast Asiglas potential outcomes of P/OL. For-shjuare
test results, see Table 23 in AnneéReSpondentsientioredthe following whe probedfor
additional outcomes of P/OL: maternal dea#6], postpartum hemorrhage:6), foot drop
(n=2),meconiursstainediquor fi=2),retention of urine (n=2ghorioamnionitign=1), infertility
(n=1), neonatal sepsis (n=apdpuerperasepsisn=1).
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Figure 8. Percentage of respondents who cite potential outcomes of P/OL

I 92%

Fistula ~ 89%

e8%
I 01%

Perinatal/birth asphyxia = 84%

%8%
I 01%

Ruptured uterus ~ 84%

S100%
I 50%

Newborn death ~ 87%

9%5%
I 89%

Stillbirth ~ 91%

9%
I 5270

Infection = 71%

H Total, n=142 South-East Asia, n=70 m Africa, n=66

The survewnssessdibw SBAsmanage obstructed laplisting practicesdm established criteria
for auditing the clinical quality of obstetric (@reham, et al., 200@ailey, et al., 200As shown
in Table 8,ie majority of the respondsr{i8®99%)reporedeither always or sometinudizing
the recommended practices for managing P/OL. At leastjthagers of the respondergpored
that they always do the following for P/@tain theurinary bladder (80%ypeand crossnatch
blood (80%)maintainan observation chart (urine output, pulse, blood pressure, temperature) with
measurements everyy36minuteg76%), an@chieventravenous access and hydration (75%).
Notable percentagestht respondenteporednever doing the fallving:deliver thdetus within
two hours of diagnosis of obstructed labor (1d8broadspectrum antibiotics (8%), and route
thedelivery based on degree of obstruction @égpondents also descritbeéeother practices
they use in managing obstad laborcheck fetal heartbeat every 15 minutes (pride
oxytocin (n=1), and resuscitfi=1).
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Table 8. Typical management of obstructed labor, n=142
%

Practice Yes Never
Route of delivery is based on degree of obstruction (Bailey, 92% (68% 24% 8%
et al., 2002) always, sometimes)
Route of delivery is based on whether fetus is alive or dead 95% (64% 31% 5%
(Bailey, et al., 2002) always, sometimes)
Urinary bladder is drained (Graham, et al., 2000) 99% (80% 19% 1%
always, sometimes
Delivery of the fetus occurs within 2 hours of diagnosis of 89% (58% 31% 11%
obstructed labor (Graham, et al., 2000) always, sometimes)
An observation chart is maintained (urine output, pulse, 96% (76% 20% 4%
blood pressure, temperature), with measurements every always, sometimes)
15-30 minutes (Graham, et al., 2000)
Intravenous access and hydration are achieved (Graham, 99% (75% 24% 1%
et al., 2000) always, sometimes)
Broad-spectrum antibiotics are given (Graham, et al., 92% (73% 19% 8%
2000) always, sometimes)
Typing and cross-matching of blood is carried out 94% (80% 13% 6%
(Graham, et al., 2000) always, sometimes)

Respondendnanagement abstructed laborariednotablyby region and facility type and
somewhaby facility geographigespondents frorSoub-East Asiavere significantly more likely
thanthosefrom Africato reportalways draingthe bladder (91%outhEast Asia71%Africa),
achieingintravenous access and hydration B6@thEast Asia62%Africa), and typing and
crossmatching blood (8% SouthEast Asia76%Africa). Additionally respondents from
nonpublicfacilitiesvere significantly more likéian those from public facilitiesreportalways
obseringthattheroute of delivery is based on degree of obstructionn@@3abli¢c 58%public)
andthatdelivery of fetus occurs within two hours of diagnosis of obstructed laboo(i#lic
48% public). However, resplemts from public and urban facilitiese significantly more likely
than respondents frononpublicandnonurbarfaclities respectivelyp reportalways ging
broadspectrum antibiotid80% public, 67%onpubli¢ 82% urban, 60%onurba For more
details see Tabled2n Annex A.

Figure 9. Percentage of respondents

As shown in Figure 9, the vast majority of who provide UC to patients who
respondents (94%) reported utilizing UC fo experience P/OL, n=142
patients who experience P/OL. Of those, 71% 6%

reported always and 23% sometimtiézging UC.
Reported utilization of UC varied by regieith ® Yes, always
respondents from SouBEast Asia (79%) u Yes, sometimes
significantly more likely to repatvays utilizing | gno

UC for patients whexperience P/Olthan those
from Africa (68%)For more detailsee Table 25
in Annex A. Additionally, the survey asked
respondents to describe potential clinical beakfitsviding postpartum Ut© women after
P/OL. Respondents mentioned preventindetbs fistula (n=54), preventing bladder trauma or
injury (n=14)preventingostpartum hemorrha@e=8), letting the bladder rest (n=8), avoiding
urine retention (n=6), and preventing infections (n=5)amalry tract infections (UTI§)=3) as
potentid benefits to women.

23%

Respondents described how they typically manage UC care after P/OL. Figure 10 illustrates the
minimum and maximum number of days respondentse@gpaittieterizing P/OL patients. A
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considerable proportion repeditl day(39%) followedby 7 days (22%) arRidays (13%ith a

median oB3 daydor the minimum duration amther7 days (25%)14 days (23%y 3 days (8%)

with a median of 10 dafgs the maximum duratioRespondents who utilize UC following P/OL
listed the following comlgrations when determining the appropriate duration of time: urine output
and color (n=26), degree of obstruction (n=15), presence and type of bladder injury (n=12),
duration of P/OL (n=7), mode of delivery (n=6), presence of infection (n=5), labor @itcome
(n=4), and route of delivery (n=2).

Figure 10. Minimum and maximum # of days respondents reported catheterizing
patients after prolonged/obstructed labor, n=132

45%
40%
35%
30%
25%
20%

15%
10% I
5% I
0% . I. | ] .. — - — - I — I - — l

[ ]
1 2 3 4 5 6 7 8 10 11 12 14 15 16 21 26 30
# of days

® Minimum = Maximum

Reportedduration of UC for P/OL patientgariedby region and facility ty»eith respondents

from SouthEast Asia andonpublicfacilities repomglongerdurations of UC for P/OL patients
than respondents from Ada and public facilitidsor SouthEast Asiaespondentshe median
number of days for UC following P/Qtasa minimuni andmaximum ofL4, compared with
minimum ofl and maximum of for respondents from Africi/hile the median wasninimum

of 3 days for respondents froboth nonpublicand public facilities, timeedian waa maximum of

14 days forespondents fromonpublicfacilitiesas compared withdays forespondents from
public facilitiesThere were no notable differences in medianssfuordents from urban and
nonurbarfacilitiesFigures 1@ in Annex A illustratthe minimum and maximum number of days
respondents reported catheterizing P/OL patntsgion, facility type, and geography.

For those who utilize UC following P/OL, thagrveyexamined adherenceré@ommendations

from theNigeriaMinistry of Healththe first national guidanae provision of UC for prevention

and management of obstetric fis(M@eria Federal Ministry of Health, 20A6)Table 9
illustratesthevastmajority of respondents repetthat they always counsel patients at dis¢harge
(88%)andalwaysetain the catheter and refer the patient if there is a suspicion of fistula (78%).
There was no variation in these responses by region, facility typgraphgeee Table@in

Annex A. The leasadopted practiogasperforming pelvic examination prior to catheter removal,

with 17% reporting never utilizing the practice. In addition to the stated practices, respondents also
explairdthat they utilizegvic floor and physiotherapy exerc{se®) andcounsel patients about
physical labor, sexual activity, and hygiene précti8es
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Table 9. Typical provision of postpartum UC for patients who experience P/OL, n=126
%

Practice Yes Never
While catheter is in situ, monitor for every 4 hours for the following 97% (66% 31% 3%
24 hours postnatal and then daily for 14 days, checking for always, sometimes)
cloudy or purulent urine, hematuria, and urine output
Perform pelvic examination prior to catheter removal 83% (47% 36% 17%
always, sometimes)
Retain catheter if there is clinical suspicion of fistula and refer 95% (78% 17% 5%
client to facility with fistula expertise prior to catheter removal always, sometimes)
Prior to discharge, counsel client to return immediately to the 99% (88% 11% 1%
facility in the event of urine leakage/incontinence always, sometimes)

Thesurveyalsoexaminedespondent®pinionsand beliefs abopbstpartum UC for patients who
experience P/OLusing statemerderivedrom existing guidelinasdcurriculasee Table 10)
(ECSAHC and Fistula Care/EngenderHealth, 2@U&wis & De Bernis, 200@igeria Federal
Ministry of Health, 20)J@VHO, 2008 (Hancock, 2009The statement that solicited the most
disagreement (14%n0d uncertainty (17%) wasoutthe recommended postpartum UC regime of
catheterization for 14 days with a ffigidg-intakeregime The statement that solicited the most
uncertainty (29%) wabout thepotential of early catheterization after P/OL to sl fistulas
(<2cm).There was no variation in responses by region, facility type, or gdsgeapalle72n
Annex A.

Table 10. Respondents believe following about postpartum UC for patients who experience P/OL, n=126
Don't know/

Belief Disagree Not sure
Women should be catheterized when the duration of labor exceeds or is 87% 6% 7%

reported to exceed 18 hours (i.e., P/OL) (ECSA-HC and Fistula

Care/EngenderHealth, 2012) (Lewis & De Bernis, 2006) (Nigeria Federal

Ministry of Health, 2016) (WHO, 2008)
Women who have survived P/OL should be treated by routine urethral 69% 14% 17%

catheterization for a period of 14 days, with a high-fluid-intake regime

immediately after delivery or as soon as they present at the facility (Lewis &

De Bernis, 2006) (Nigeria Federal Ministry of Health, 2016)

Early catheterization treatment after P/OL following vaginal delivery or 69% 2% 29%
cesarean section may heal fistulas <2 cm with bladder drainage (Hancock,
2009)

UC during or immediately after P/OL can be performed at BEmONC and 90% 2% 7%

CEmMONC facilities by trained health providers who have midwifery
competencies and skills/authorization to insert and manage urinary
catheters (Nigeria Federal Ministry of Health, 2016)
Women who have experienced P/OL and are being treated with catheters can 82% 5% 13%
be managed as either inpatient or outpatient with the catheter in situ,
depending on the trained he(aeWwsdlear e
Bernis, 2006) (Nigeria Federal Ministry of Health, 2016)

The analysidemonstrates that utilization of UC after P/OL is widespmadgespondentwith
71%reportingalways and3oreportingsometimes doing sbable 11 provides a summary of the
potentiakchallenges, riskadbarriers related to intrapartamdpostpatum UC followingP/OL
reported byespondentdespondentsost frequentlgited infection trauma/injury, catheter
difficulty, patient discomfort, and limited resources as chaltamgeth fvaginal birth and cesarean
secitons before and after delivery.
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Table 11. Cited challenges, risks, and barriers related to intrapartum or postpartum UC for a patient
experiencing P/OL

Before delivery After delivery

1 Infections (urinary, UTI, hematuria, sepsis) T LT:;E?;P éi?g&‘:;gg),(ﬂlgs)ep&s, urinary,

(n=29) : . .
§ Trauma/injury (urethral, bladder, fetal head, 1 '(E::gl)allnjury (fistula, urethral, atonic bladder)

fistula) (n=15) 1 Patient discomfort (pain, bleeding, burning

sensation) (n=9)

1 Limited resources (knowledge, ,
monitoring/management of catheter, hospital
stay) (n=8)

) 1 Catheter difficulty (insertion, blockage, balloon
Vaginal obstruction, advanced descent of fetus) (n=14)
birth 1 Patient discomfort (abdominal pain, bleeding)
(n=14)

Fetal head blocking catheter insertion (n=6)

1 P -
o ) 1 Catheter difficulty (blockage) (n=7)
1 Limited resources (supplies, knowledge) (n=5) 1 Incontinence/urine retention (n=7)
1 Compressed urethra (n=4) 1 Patient refusal (n=2)
. . . . 1 Infection (ascending, UTI, sepsis) (n=35)
i I(:]‘_ezcz)()n (urinary, UTI, hematuria, sepsis) 1 Patient discomfort (abdominal/wound pain,
- ) i emotional) (n=9
T Trauma/lnjury (fistula, bladder, urethral) (n=16) 1 Catheter ciiéﬁculgy (blockage, continued care
c 1 Patient discomfort (abdominal pain, bleeding, insertion) (n=7) ' '
esarean ; . e ) - =
e burning sensation, during insertion) (n=7) 9 Trauma/Injury (bladder, urethral, fistula) (n=7)
1 Catheter difficulty (insertion/passing, low fetal {1 Limited resources (knowledge
h_ea_d) (n=6) . monitoring/management of catheter, lack of
1 le_lted resources (supplies, knowledge) (n=4) protocol, hospital stay) (n=8)
T Patient refusal (n=3) 1 Incontinence/urine retention (n=6)

Clinical Practices related to Antibiotic Use

As sepsis is an important potential consequence of P/Glurtlesaskedespondentabout their
practices related to antibiotsewacross different stages of pregnancy and deliveTFloizr @
provides the percentage of respondents who utilize various antibiotic practices across the pregnancy
and delivery stagéstibiotics were most frequentiylized(>90%)followingpretermprelabor
rupture of membranes @always12% sometimes), for clinical signs of chorioamnionitis (81%
alwaysl1% sometimes), with documented antenatal infection (76% BiMagemetimes), and
for prevention of puerperal infection (66% alyZfs soretimes)Antibiotic practicegsed least
frequentlyfollowing uncomplicated vaginal births (22% a)®a¥s sometimes) and foliowy cord
clamp at the time oésarean section (34fways22% sometimesver a quarter of respondents
reportedthat women Wo require antibiotics must either be al@®) or sometimes (18%)
transferred to another facility.
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Table 12. Respondent s use d&D,a=45i bi oti cs during

%

Administer antibiotics to women: Yes Never

For the prevention of puerperal infection 93% (66% 27% 7%
always, sometimes)

With documented antenatal infection 92% (76% 17% 8%
always, sometimes)

With group B streptococcus colonization 86% (66% 20% 14%
always, sometimes)

With preterm labor 85% (52% 33% 15%
always, sometimes)

With preterm pre-labor rupture of membranes 94% (82% 12% 6%
always, sometimes)

Who show clinical signs of chorioamnionitis 92% (81% 11% 8%
always, sometimes)

Prior to cesarean section 83% (62% 21% 17%
always, sometimes)

Following cord clamp at the time of cesarean section 57% (34% 22% 43%
always, sometimes)

Following uncomplicated vaginal birth 54% (22% 32% 46%
always, sometimes)

Following complicated vaginal birth 88% (63% 25% 12%
always, sometimes)

Following cesarean section 88% (67% 21% 12%
always, sometimes)

To take for some period following departure from health facility 79% (36% 43% 21%
always, sometimes)

Who arrive at facility postpartum with a complication 92% (63% 29% 8%

always, sometimes)

Reported antibiotic&D practices variatbtablyby facility gegraphy andomewhaby facility

type and regioisignificantly wre respondents from urban thrmurbarfacilities reported always
administering antibiotics to women: with documented antenatal infection (85% urban, 63%
nonurbai); with group B streptocoas colonization (76% urban, 5@8&aurbah;, who show clinical
signs of chorioamnionitis (86% urban, 76% nonurban);if@loard clamp at the time &sarean
section (45% urban, 18%nurbai); following uncomplicated vaginal birth (30% urban, 12%
nonurbaiy; following complicated vaginal birth (73%any0%nonurban); followingesarean
section (80% urban, 50%nurban); and to take for some period following departure from health
facility (59% urban, 32% narban). Converseblignificantlynore respondes fromnonurban

than urban facilities reported administaiipiotics to women prior t@esarean section (68%
nonurban58% urban) and that women requiring antibiotics must be transferred to another facility
(17%nonurban5% urban). Additionally, pesdents from public facilities weignificantlynore
likelythan those from nonpubliacilitiego report always administering antibiotics to women: with
documented antenatal infection (85% public,r@##bubli¢; who show clinical signs of
chorioamniaitis (83% public, 79%0npublig; following cord clamp at the timece$arean section
(38% public, 30%onpublig; and followingesarean section (80% public, B¥public). Lastly,
respondents from Africa wesignificantlynore likelythan those fronsouthEastAsiato report
always administering antibiotics to women with pretesialjarerupture of membranes (86%
Africa, 82% Soutkast Asia) and who show clinical signs of chorioamnionitis (86% Africa, 80%
SouthEast Asia)Howeversignficantlynorerespondents from SouBEast Asia than Africa

reported always administering antibiotics to women following complicated vaginal birth (66%
SouthEast Asia, 60% Afritdor more detailsee Table 28 in Annex A.



Supplies for Intrapartum and

Postpartum Bladder Care Figure 11. Typical availability of supplies for

intrapartum and postpartum bladder care by

Lastly, the survey inquired about acd respondent, n=131
to supplies for UC during intrapartun 395 4%

or postpartum periods. As illustrated

Figure 11lnearlytwo-thirds (63%) \
reporedthat supplies are always 30%

available-urthermoresignificantly
more espondentsdm SouthEast
Asiathan Africeandfrom nonpublic
than publidacilitiesrepored that
bladder care supplies alwayor

63%

generallavailablé78% SoutiEast = Always/generally available

Asia 42% Africa; 93%onpubli¢c29% = Sometimes available

public).For more detailse€elTable ® = Difficult to obtain even when patient can purchase outside
in Annex A. Never availablei patient must purchase outside facility

Table B provides the percentage of
respondents who repedthe availability of specific supplies. The majority of respondents reported
that they always have accesewunused sterile catheters (86%) and attachable collection bags
(77%); howeverpproximatéy onetenth of respondents reported that they never have access to
sterile lubricant for catheter insertion (12%) or urine collection containelRe(8%igd
availability of specific supphesiednotablyby facility type amsbmewhaby regionwith
significantlynore respondents fromonpublicthan publidacilities repomgalways having access
to new,unused sterile catheters (9#86public 77% public); sterile lubricant for catheter insertion
(76%nonpublic60% public); and attachable collediags (85%onpublic 68% publi:
Additionally significantlynorerespondents from SouHast Asia (78%an from Africa (53%)
reporedalways having access to sterile lubricant for catheter inBertimore detailsee Table
30in Annex A.

Table 13. Respondents' report access to supplies for UC during intrapartum or

postpartum care, n=131

Unused sterile new catheters 86% 12% 2%
Sterile lubricant for catheter insertion 69% 19% 12%
Attachable collection bags 7% 21% 2%
Urine collection containers 66% 26% 8%

When prompted to provide intrapartum bladder care practices that were not listed in Table 5, one
respondent revealed that if the patient is unable to pass urine and there is no Foley catheter, they can
0 c u ttubea égyfeeding tube) and use it to empty the bladder, [however] this usually causes
trauma to the wurethra.o
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Discussion

The2017survey on intrapartum and postpartum practices demonstrated that the majority of
respondents reported practicing marth@fecommended best practices related to intrapartum and
postpartum bladder and management of P/OL. The vast majority reported using the partograph to
monitor labor (99%), monitoring voiding frequency for postpartum patients during the first 24
hours aftedelivery (95%), and utilizing UC for patients who experience P/OL (94%). Despite this,
the survey revealadhck of facility protocols in place for SB#xgproviding intrapartum and
postpartum blader care and management of P/OL, as well as notglalatis in irservice

training, utilization of clinical practices, and availability of supplies between regions, facility types
andgeograpies It is reasonable that respondents from logssrurces settings, such as Africa and
nonurbarfacilities, wermore likely to use the partograph to monitor la@mueverwhile

respondents from Africa and public facilities received rre@evioe trainingt, wasrespondents

from South East Asia andnpublicfacilities whoutilized more of the recommendedicéih
practiceandhadgreater accessfaxilityprotocols and supplies.

Limitations

A key limitation of the survesthat it was primarily administered online. Online surveys typically
engageespondents who have greater access to internet conn€htvéforethe survey targeting

SBAs in LMICs yielded a skewed sample of SBAs working in urban areas anteaehigadth
facilities. The majority of respondents reported either working at referral, regional/provincial,
academic, or national hosigit@6%) or subdistrict or district hospitals (19%) located in urban areas
(61%). Additionally, twihirds of the respondents (66%) reported working at either CEmONC or
CEmONGC1 facilities. Another indicatitmatthe sample skewed toward higheel fadities is

that half of the respondents reported that their facilities is or was supported by FC+ or its
predecessor, the Fi st ultilaton@rdhigleerlieRet facjlitiescirt urbanGi v e n
areas, the analysiaot representative of tieatire LMIC maternity context aisépecifically

limited in its understanding of practices employed atlewgéfacilities inonurbarareas.

A limitation related to the anonymous nature of the sgiheyinability to account for multiple
respondets from the same facilities. This could have two effesttdbecauseC+ could not

account for such clustering in the statistical analysis, it is possible that inferences regarding the
significance of differences between regions, facilities, or ypegrepincorrect. Additionally, if

many respondents were from the same few facilities, the characteristics of those facilities (e.g.,
availability of clinical protocols) could weight the survey results, further reducing the generalizability
of the finding.

Another limitation of the survey wabkelybiasamongespondents to reparbnducting

recommended best practideS+ designedhe surveydeliberatelyo only include recommended

practices around intrapartum and postpartum bladder care and marnafget®é., as to not
unintentionally encourage SBASs to exercise harmful practices. SBAs respondents were likely able to
deduce this from the surveyods cont e-reportedThus,
utilizing these best practiceg.(partograph use to monitor labor).

While the analysis looked at variations in key variables by region, facility type, and geography, it
would have also been useful to look at these variables disaggregated by health professional cadre
howevergiven theoverwhelmingly large number of midwiienursemidwife respondents and

small number of other respondents, sudb-gyns this analysis would not have been meaningful.

A futuresurvey with a larger sample may yield more representative findougklthat

disaggregated by additional categories, such as health professional cadre.
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Defining P/OL

Respondents generally had a strong understandingatnenly acceptexiteriaat the time of

the surveyo identify P/OL and its potential outcomes. Thyearters of the respondents cited the

following as criteria to identify P/OL: slow or no dilation of cervix despite strong contractions, no
progress presenting part despite strong contractions, active phase of labor greater than 12 hours, and
caput and/or mlding. Additionally, the majority of respondents identified almost all of the specified
P/OL outcomedfistula, perinatal/birth asphyxia, ruptured uterus, newborn death, and)stillbirth

with respondents from Africa more likely tthersefrom SoutkhEast Asia to identify ruptured

uterus, perinatal/birth asphyxia, and fistula. Despite this, the survey results also démeonstrate

need for more comprehensive training on P/OL, as less than half of the respondents cited uterine
tetany, high temperature, anasigf shock as criteria for P/OL.

Furthermore, the analysis revealed a limited understanding of how to defiam&i@he

survey respondents. While theasnot a clear consensus on the definition of P4Dthe time of

the surveyFistula CarBlus2015)prolongech ct i ve | abor denmeially acceptedas O4 ¢ m
laborlasting longer than 12 ho(v¢HO, 2008)(ECSAHC and Fistula Care/EngenderHealth,

2012. Only half of the respondents identified prolonged active labor as lasting lon@endbias 1

for primapara women and longer tBam 12 hours for multipara women, with a greater percentage

of respondents from SouHast Asia than Africa and fraranpublicthan public facilities citing 12

hours.

Identifying P/OL patients in LMIC settingschallenging because laboring women may present at
facilities well into their labdmus, healtiproviders receiving patients at the facility may not have
been present for much of the labor, resulting in poor documentation of when active labor
commencedsiven that SBAs in LMKInay perceive active labor lasting shorter than the actual
duration, it is particularly importamtprovide comprehensive training to SBAtherctriteria to
identify P/OL so that they can provide timely and effective carensnwano experience P/OL.

The 2018VHO Recommendations: Intrapartum care for a positivaruhtilexpeiidede
evidencéasedlefinitions and guidanfie the latent and active first stage of labor, the duration
and progress of the first stageabbk, progress of the first stage of labor, and definition of the
second stage of lab@HO, 2018)The WHO is developiregnew labor care tool that can update
or replace the currently used partograph. While this guidance and tool were not avaitabe at th
of the survey, they will be importal@ments of SBA training in LMIC going forward.

Limited Availability of Protocols

The survey results demonstrated the limited availability of protocols in place for SBAs on
intrapartum and postpartum bladdee @nd management of P/OL. Despite this, respondents
reported practicing many of the recommend intrapartum and postpartum practices. For example,
the majority of respondents §98%) reported that they either always or sometimes utilize all of the
recommeded intrapartum bladder care practidesever, only 38% of the respondents reported
that their facility has a protocol on intrapartum bladder care. Additvamé! g 7%of respondents
reported that they either always or sometimes provide UC totposipatients who are not able

to pass urine successfuliyly 36% reported that their facility has a protocol for postpartum UC.
Lastly,94%of respondentseported always or sometimes utilizing UC for patients who experience
P/OL ; however, only 41% ofgpondents reported that their facility has a protocol on UC during
postpartum care after P/OThe lack of protocols is particularly pronounced in Africa and in
nonpublicfacilities.
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Despite the hightilization ofmany begpracticess understood iwiddy used guidance at the time

of the surveythe analysis revepégticulamreas where SBAs are less clear on the recommended
approachesor example,rethird of the respondents reported that they either disagree with or are
not sure about how earlytueterization treatment after P/@hn heal fistulas smaller than ¢wo

and the postpartum P/OL regime of catheterization for 14 days withflaidigitakeregime
immediatelyWhile regionauidelines recommend UC for approximately two weeks for women
who experience P/OL to prevent obstetric fistula form@EQSAHC and Fistula
Care/EngenderHealth, 2Q1(Rewis & De Bernis, 200&urvey respondents reportdadaader
range(i.e.,one day to one monjtfor the appropriate number of days to cathetafieeP/OL,

with nearly half of the respondents reporting seven days or fewer as the maximum duration. The
limitedunderstanding aimerecommended catheterization regotlewing P/OLwas more
pronounced among respondents from Africa and publicdsitiainthose from Soutkast Asia
andnonpublicfacilitiesThe absence of protocols on intrapartum and postpartum bladder care and
management of P/OL may explain some of the variation in postpartum UC praqiatsnfis

who experience P/Oamonghesurvey respondents.

Variations in Training, Practices, and Supplies

The survey findings demonstrated notable disparitieseirvice training, utilization of clinical
postpartum practices, and availability of bladder care supplies by region, éaanitlyggpgraphy.
With regards to service training, respondents from Africa were more likely than those from
SouthEast Asia to receive-service training cBEmMONC managememf P/OL, andprevention

and management of puerperal sefsislarlyrespndents from public facilities were more likely
than respondents frononpublicfacilities to receive-service training on preventiand

management of puerperal sepsis and respondents from urban facilities were more likely than those
from nonurban fagiles to receive igervice training on CEmONC. Additionally, respondents from
lowerresources settings, such as Africanandrbarfacilities, were more likely to use the
partograph to monitor labor. While respondents from Africa and public facigm®edgo

complete moran-service training angsepartograpbmore frequentlyrespondents from South

East Asia andonpublicfacilities were more likely to report having relevant protocols in place,
greater availability of bladder care supplies, emgpilogiWWHGrecommended postpartum bladder
care practices, and utilizing UC for patients experiencing P/OL. Lastly, respondents from urban
facilities were more likely than respondentsricomrbarfacilities to report employing WHO
recommended postparturtaddder care practices.

Infection Prevention

The survey examinadtibiotic use anefforts to reduce infecti@cross different stages of
pregnancy and delivery ¢anecesepsis is an important potential consequence of. P/OL
Antibiotics were most frequgnutilized (>90%) following preterm gpador rupture of

membranes, for clinical signs of chorioamnionitis, with documented antenatal infection, and for
prevention of puerperal infection. Antibiotic practices used least frequently (<60%) following
uncompicated vaginal births and cord clamp at the time of cesarean@eetilh.respondents
from urban and public facilities reported higher usage of antibiotick &Eroaslditionally,
respondents fromonurbarfacilitiesnvere significantly more likéiyan those from urban facilities
to reportthat women requiring antibiotics must be transferred to another Fastlitgrmore,
infection prevention practices were stroagemngespondents from urban and public facilities
thannonpublicandnonurbarfacilities, with respondents from urban and public facilities
significantlynore likely to practice intermittent catheterization during the intrapartum period to
reduce infection risk and to provide brspéctrum antibiats for the management of P/OL.
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Implications

Thesurveyfindings revealed a strong foundationrfgarovingandstandardizingntrapartum and
postpartum bladder care and management of P/OL. The amfalgsiations in practices by

region, facility type, and geography exposes areas whaersi) can be strengthened to
supportincreaseddoption of quality and effective intrapartum and postpartum practices. While
respondents from Africa and public facilities received r&@evioe training, respondents from
South East Asia amdnpublc facilities utilized more of the recommended clinical practices. Pre
and inservice training for SBA\garticularly midwives, nurses, and community health workers
within Africa and at public facilifieseeds to emphasize best practices for intrapartum and
postpartum bladder care and management of P/OL, as well as confizetetidsaining in

catheter insertion and management.

SBA reports indicated that UC after P/Olikislyfeasible and acceptable, meaning that its

systematic practiceuldbe scaledip with the aim of preventing obstetric fistula and other lower

urinary tract sequelae of P/OL in loesource settings. However, SBAarticularly midwivesnd
especiallproviderswithin Africa and at public facilifieseedfacility protocols, quality-s@vice

training, and consistgnavailablsupplies. Additionally, there is no rigorous research providing
high-quality evidenaemonstratinthe effectiveness of this practice specifically to prevent fistula.
Feasibilityssueprevent the efficient imghentation of a clinical trial to generate such evidence.
Therefore, documentation of SBAs®O experiences
build an evidence base through aggregated clinical data and inform the standardizaB@iof post
catteterization protocols.
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Commentary on the Survey Findings: A Midwifery Perspective
By Sheena Currie, Senior Maternal Health Advisor, Jhpiego

There is much to feel positive about in SBAsS®
survey. Foexample, 73% repalwayasking postpartum patients about problems with bowel or

bladder functiom This is quite high, as checking these functions after birth as part of routine

postnatal care is a fairly new recommendation.

The survey findings helmghlight the comprehensive role SBAs, particularly midwives, can play in
supporting best practices in labor care. Such practices include ensuring the woman moves around,
uses nofsupine positionsias the support af birth companion, is well hydrated, lzesleasy

access to clean washrooms with water to encourage voiding. This role especially includes promoting
respectful care by providing women with full explanations and information, for instance on the
importance of voiding regularly and why providentMike to measure and test urine.

Ensuring that selected best practices are in use can bespatiigt Appropriate care is a balance,

for instance between efforts to reduce unnecessary interventions and interventions that may avert
morbidity. One mctice recommendation is that all women diagnosed with P/OL should be
catheterized prior to assisted vaginal delivery or cesarean section for a period of 14 days and put on
a highfluid-intakeregime to prevent fistula formation. Consideration is needlegibie ways to

provide this, especially given that 14% of survey respondents disagree and 17% are not sure about
this regi me. For example, one of my coll eague
to beaninpatient if there are no other ditfons that require her to stay in hospital. She can go

home and come back for folleyw visits. She should also be provided information on when she can
come before the given appointment, such as when she feels she is developing fever or if the urine is
not flowing well through the catheter. o6 Such f
could improve the uptake of UC and imprinelientprovider partnership in care.

The analysis examining variations in practices by region, facikydygeography exposes areas
where learning support for SBAs part of quality improvempcén promote more widespread
adoption of effective intrapartum and postpartum practices. It is notable that, while respondents
from Africa and public facilitiesceived more iservice training, respondents from Siatbt

Asia andonpublicfacilities utilized more of the recommended clinical practices. Preservice
education and iservice training for SBA\Particularly midwives and nurses within Africa and at
pubic facilitieB needs to emphasize best practices for intrapartum and postpartum bladder care as
well as management of P/OL, including competeasgd training in catheter insertion and
management. Notabtie existing International Confederation of Mid&vis 6 | i st of esse
midwifery competencies includbscking for fistul&urther, the International Confederation of
Midwives is currently updating these competeamuiege expectegrevention of fistula to be more
prominent. It would be interestirggknow how many countriggludeprevention of fistula in

their preservice training for midwives. However, training by itself ncahgmgdehaviorthere

must be postraining followup through mentorship and preferably as part of quality improvement
processes.

SBA reports in this survey demonstrate the acceptability and feasibility of UC after P/OL. UC is not
complicated and the decision to catheterize m
her. This isespeciallgriticalin settigs where medical doctare notavailable. However, SBAs

(particularly those operating within Africa and at public facigebacility protocolsquality in

service traininfpreferably otthe-job training, andaccess to @onsistent availability supplies.

The presence of tp-date, evidendeased protocols is important but not adeduaitselii all
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staff must also be aware of these protocols and consider how facilities can monitor ctonpliance,
examplethrough clinical audits as part oflqyamprovement efforts.

SBAs are practicing in a context of evolving guidance. The retesdisd 2018 WHO intrapartum
care guidelines show a changing land&rapenitoringthe progress of labor, especially regarding
partograph use, and furthedages arkkely The new guidanspecificallyedefinedhe active

first stage of labdo be from5cm until full cervical dilation andtedthatthere is nstandard
duration of the latent first stage labor thiadl itcan vary wiely from one woman amother

(WHO, 2018)Asthe WHO and other agencies updptielance and protocols, systems to help
SBAs consistently perform to standard will contribute to improved care
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Annex A: Supplementary Tables and Figures

Table 14. Countries where respondents attend live births, n=222

Country n % within region
Africa 125
Burkina Faso 3 2%
Cameroon 1 1%
Democratic Republic of Congo 15 12%
Ethiopia 2 2%
Ghana 2 2%
Guinea 1 1%
Kenya 2 2%
Lesotho 3 2%
Liberia 1 1%
Madagascar 1 1%
Malawi 9 7%
Mauritania 2 2%
Namibia 1 1%
Niger 16 13%
Nigeria 8 6%
Rwanda 20 16%
Senegal 1 1%
South Africa 3 2%
South Sudan 2 2%
Tanzania 1 1%
Uganda 12 10%
Zambia 15 12%
Zimbabwe 4 3%
South-East Asia 86
Bangladesh 72 84%
Cambodia 3 3%
Indonesia 1 1%
Malaysia 1 1%
Nepal 9 10%
Eastern Mediterranean 3
Somalia 3 100%
Americas 2
Belize 1 50%
Haiti 1 50%
Europe 3
Bulgaria 1 33%
Turkey 2 67%
Western Pacific 3
Philippines 3 100%




Table 15. Respondents' facility level by type, n=222

Public Nonpublic

n % ) %

Dispensary or general clinic 1 100% 0 0%

Health center 31 82% 7 18%

Maternal and Child Health (MCH) or Reproductive Health (RH) house/clinic 6 21% 23 79%

Sub-district or district hospital 29 67% 14  33%

Referral, regional/provincial, academic, or national hospital 56 55% 46 45%

Other 4  44% 5 56%
Total 127 95

Table 16. Percentage of respondents who received in-service clinical training by region, facility type, and geography and associated chi-square test
Intra/post- Prevention &
partum Postpartum Management of management None of the
bladder uc SlEmEe CENSNG P/OL of puerperal above
care sepsis
X? % X? % X? % X? % X? % X? X?

Patrograph

Region 16 01 3 3.3 4.7% 17.3%% 11.9% 4
Africa, n=125 96% 62% 63% 86% 70% 86% 75% 4%
ﬁggg"EaSt Asia, 92% 62% 59% 77% 56% 62% 520% 0%

Facility type 1 3 '02 2.4 'Oog 15 4.7* 24
Public, n=127 94% 60% 61% 86% 63% 79% 71% 0%
Nonpublic, n=95 95% 63% 61% 78% 63% 72% 57% 0%

Facility geography 1.4 9 .04 A 4.3* .0007 .05 g
Urban, n=136 93% 59% 60% 83% 68% 76% 65% 0%
Nonurban, n=86 97% 65% 62% 81% 55% 76% 64% 0%

Total, n=222 94% 61% 61% 61% 63% 76% 65% 3%

Chi-square tests are with df=1. Significance is noted by *p<.05, **p<.01, and ***p<.001.
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Table 17. Percentage of respondents who reported facility protocols by region, facility type, and geography and associated chi-square test

Intrapartum bladder care,

n=177

Postpartum UC, n=164

UC during postpartum care

after P/OL, n=133

Prevention, identification,
and treatment of obstetric
fistula after P/OL, n=133

Region 293 Y 279 1l
Africa 28% 71% 1% 29% 68% 2% 33% 66% 2% 41% 55% 3%
South-East Asia 49% 33% 18% 43% 38% 19% 46% 25% 29% 71% 23% 6%

Facility type 31.1 21.3 21.1 11.2

*k% *kk *k% *%
Public 27% 71% 2% 27% 70% 3% 37% 60% 3% 41% 54% 5%
Nonpublic 53% 31% 16% 46% 36% 18% 44% 29% 27% 70% 26% 4%

Facility geography
Urban 36% 56% 7% 14 33% 57% 10% 1.2 36% 49% 15% 20 55% 40% 5% 3
Nonurban 42%  48% 10% 41% 48% 11% 47% 36% 17% 58% 38% 4%

Total 38% 53% 9% 36% 54% 10% 41% 43% 16% 56% 39% 5%

Chi-square tests are with df=2.

Significance is noted by *p<.05, **p<.01, and ***p<.001. Sample sizes for region, facility type, and geography are
different for each chi-square test and are not reported in this table.

Table 18. Percentage of respondents who reported using partograph by region, facility type, and geography and associated chi-square test
partograph to identify and manage P/OL, n=182

Uses partog

raph to monitor labor, n=185

Always Sometimes No X? Always Sometimes No X?

Region 6.6* 1.9
Africa 93% 7% 0% 85% 15% 0%
South-East Asia 80% 19% 1% 7% 23% 0%

Facility type 2.0 2.4
Public 84% 15% 1% 78% 22% 0%
Nonpublic 91% 8% 1% 87% 13% 0%

Facility geography 8.2* 7
Urban 81% 17% 2% 80% 20% 0%
Nonurban 96% 4% 0% 85% 15% 0%
Total 87% 12% 1% 82% 18% 0%

Chi-square tests for monitoring labor are with df=2 and for identifying and managing P/OL are df=1. Significance is noted by *p<.05, **p<.01, and
***n<.001. Sample sizes for region, facility type, and geography are different for each chi-square test and are not reported in this table.
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Table 19. Percentage of respondents who reported healthy frequencies for urinary voiding during labor
by region, facility type, and geography and associated chi-square test
More

Every Every 2-4 Every 4—

hour hours 6 hours thhan g Other
ours
Region 8.6
Africa, n=90 24% 59% 6% 1% 3% 7%
ﬁg‘;g"EaSt Asia, 10% 73% 10% 1% 1% 4%
Facility type 9.5
Public, n=97 23% 56% 9% 2% 3% 7%
Nonpublic, n=80 14% 76% 6% 0% 1% 3%
Facility geography 7.5
Urban, n=108 19% 62% 11% 2% 1% 6%
Nonurban, n=69 19% 70% 3% 0% 4% 4%
Total, n=177 19% 65% 8% 1% 2% 5%

Chi-square tests are with df=5. Significance is noted by *p<.05, **p<.01, and ***p<.001.
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Table 20. Percentage of respondents who reported always doing the following clinical practices related to intrapartum bladder care by region, facility
type, and geography and associated chi-square test

Region Facility type Facility geography
South-

Practice East Nonpublic, N

urban, X2
n=69

X2 Urban,

Asia, n=80 n=108
n=78
Document frequency of voiding on the partograph 50% 54% 7 49% 58% 1.1 49% 59% 3.3 53%
Monitor maternal urine output every 2 hours,

0, 0, 0, 0, 0, 0, 0

correctly recording coloramount on partograph 49% 43% 18 53% 45% 43 43% 58% 45 49%
Tes;rg:g‘iﬁ ;"nr presen dc(e):LgLLt‘ggfaeﬁﬁcetO”e‘ and 30%  46% 47 3%  41% 10.3%  31%  49% 65  38%
E”‘i:r?t‘gr?/glestzee'agf’/g{‘fz".}’fl"’r‘gﬁrtg) voidatregular g0, groy 2.0 79%  86% 2.7 81%  86% .7 82%
If laboring women has _dlfflculty passing urine after 4 80% 67% 3.9 74% 71% 2 70% 77% 1.0 73%

hours, consider an infout urethral catheter
Ca‘;iﬁ;‘gﬁ It|?1(ae 'izbcorggge‘g’oma” ifthe partograph — 5q0, 5304 42 620  48% 45 61%  46%  6.4* 55%
o™ are a3 ame  am Tz e am 19 o
If urethral catheterization in labor is used, practice

intermittent catheterization, as this reduces the 37% 37% 4.9 38% 36% 9.3* 43% 29% 7.9* 37%

risk of UTI
If necessary, catheterize (Foley catheter) before

assisted delivery or cesarean section and 7% 73% .8 72% 76% 6.1* 78% 68% 8.5* 74%

document and monitor urinary output

Percentage of respondents who reported sometimes or never to the statement are not included in the table. Chi-square tests in table are with df=2. Significance
is noted by *p<.05, **p<.01, and ***p<.001.
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Table 21. Percentage of respondents who reported clinical practices related to postpartum bladder care by region, facility type, and geography and
associated chi-square test
Asks postpartum patients if they have Monitors voiding frequency for

Performs UC for postpartum patients not

had any problems with bowel or bladder postpartum patients during first 24 able to pass urine successfully. n=165
functions, n=175 hours after delivery, n=175 P Y,
Always  Sometimes Always  Sometimes Always  Sometimes

Region 22 .4 10.4** 1.0
Africa 57% 39% 5% 55% 38% 8% 73% 25% 2%
South-East Asia 90% 9% 1% 77% 22% 1% 79% 20% 1%

Facility type 25.1%** 6.7* 1.4
Public 58% 37% 5% 59% 34% 7% 70% 26% 3%
Nonpublic 91% 9% 0% 75% 24% 1% 77% 22% 1%

Facility geography 1.1 5 35
Urban 71% 25% 4% 66% 30% 4% 70% 26% 4%
Nonurban 76% 22% 1% 66% 28% 6% 79% 21% 0%

Total 73% 24% 3% 66% 29% 5% 73% 24% 3%

Chi-square tests are with df=2. Significance is noted by *p<.05, **p<.01, and ***p<.001. Sample sizes for region, facility type, and geography are different for
each chi-square test and are not reported in this table.
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Table 22. Percentage of respondents who reported always doing the following clinical practices related to post-operative postpartum bladder care by

region, facility type, and geography and associated chi-square test
Region Facility type Facility geography
South-

Practice Africa, East X Public, Nonpublic,

Non-
urban, X2
n=64

NG Urban,

n=82 Asia, n=86 n=78 n=100
n=74

Retain an indwelling catheter for a minimum of 8
hours postoperatively.

For operative delivery: If urine is clear, remove

catheter 8 hours after surgery or after first

postoperative night. If urine is not clear, leave 70% 74% 1.1 67% 76% 6.0* 76% 64% 10.8** 71%
catheter in place until urine is clear. Ensure that

urine is clear before removing catheter.

73% 76% 15 71% 74% 11.5* 79% 63% 11.1* 73%

If the bladder was injured (e.g., uterine rupture or
during cesarean section), leave the catheter in

- N 2% 72% A 74% 68% 2.0 78% 61% 8.5* 71%
place for a minimum of 7 days and until urine is
clear.
If the woman is not currently receiving antibiotics,
give nitrofurantoin 100 mg by mouth once daily until 2504 47% 8.0% 36% 330 13 43% 2204 7.8 3506

the catheter is removed, for prophylaxis against

cystitis.

Percentage of respondents who reported sometimes or never to the statement are not included in the table. Chi-square tests in table are with df=2. Significance
is noted by *p<.05, **p<.01, and ***p<.001.

39



Percentage of respondents

70%
60%
50%
40%
30%
20%
10%

0%

Figure 6a. Responents's definition of P/OL for primapara women, by hours of active labor and by region
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Figure 6¢. Responents' definition of P/OL for primapara women, by hours of active labor and by facility type
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Figure 6d. Responents' definition of P/OL for multipara women, by hours of active labor and by facility type
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Figure 6e. Responents' definition of P/OL for primapara women, by hours of active labor and by facility

geography
60%
50%
40%
30%
20%
10% I
0% - - — - I [ ] | — - — - - . . N =
N % % © ® QO K K& > RS o ) BN Q>
# of hours
mUrban, n=90 = Nonurban, n=57
Figure 6f. Responents' definition of P/OL for multipara women, by hours of active labor and by facility
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Table 23. Percentage of respondents who cited potential outcomes of P/OL by region and associated chi-square test

Perinatal/birth

Infection Stillbirth Newborn death Ruptured uterus ; Fistula
asphyxia
Region
Africa, n=66 94% 91% 95% 100% 98% 98%
South-East Asia, 71% 91% 87% 84% 84% 89%
Total, n=142 82% 89% 90% 91% 91% 92%

Chi-square tests are with df=1. Significance is noted by *p<.05, **p<.01, and ***p<.001.

Table 24. Percentage of respondents who reported always utilizing the following practice to manage obstructed labor by region, facility type, and
geography and associated chi-square test
Facility type

Region Facility geography

Practice Africa, South- Public,  Nonpublic, ., Urban, e 2
_ East Asia, _ _ X _ urban, X
n=66 — n=69 n=73 n=85 _
n=70 n=57

Route of delivery is based on degree of obstruction  68% 69% 15 58% 78% 7.0* 68% 68% 2 68%
Rogtred%facéellvery is based on whether fetus is alive 58% 73% a4 58% 70% 28 68% 58% 57 64%
Urinary bladder is drained 71% 91% 9.3* 75% 85% 3.6 82% 7% 15 80%
Dell\_/ery of _the fetus occurs within two hours of 53% 64% 8.5+ 48% 67% 12 6%+ 56% 60% 14 58%

diagnosis of obstructed labor
An observation chart is maintained (urine output,

pulse, blood pressure, temperature), with 70% 83% 3.6 72% 79% 4.0 75% 7% A 76%

measurements every 15i 30 minutes
Intravenous access and hydration are achieved 62% 89% 15.3%*  72% 7% 2.7 71% 81% 2.2 75%
Broad-spectrum antibiotics are given 80% 69% 5.7 80% 67% 7.6* 82% 60% 11.9* 73%
Typing and cross-matching of blood is carried out 76% 87% 12.6**  80% 81% 4.1 82% 77% 6.0 80%

Percentage of respondents who reported sometimes or never to the statement are not included in the table. Chi-square tests in table are with df=2. Significance

is noted by *p<.05, **p<.01, and *p<.001.
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Table 25. Percentage of respondents reporting UC to women who experience P/OL by
region, facility type, and geography and associated chi-square test

Always Sometimes No X?

Region 6.9*
Africa, n=66 68% 30% 2%
South-East Asia, n=70 79% 14% 7%

Facility type A4
Public, n=69 72% 23% 4%
Nonpublic, n=73 70% 23% 7%

Facility geography 5
Urban, n=85 73% 22% 5%
Nonurban, n=57 68% 25% 7%
Total, n=142 71% 23% 6%

Chi-square tests are with df=2. Significance is noted by *p<.05, **p<.01, and ***p<.001.

Table 26. Percentage of respondents who reported always doing the following postpartum UC for patients who experience P/OL practices by region,
facility type, and geography and associated chi-square test

Facility type Facility geography

Non- Non-

Urban, 3
=77 urban, X

Practice Africa, Public,
n=57 n=61

public, X2
n=65 n=49

While catheter is in situ, monitor for the following every four hours

for 24 hours post-natally and then daily for 14 days: hematuria, 56% 74% 5.1 70% 62% 1.6 65% 67% 4 66%
cloudy or purulent urine, and urine output
Prior to catheter removal, perform pelvic examination 44% 49% 1.9 48% 46% 3.4 42% 55% 22 4A7%

Prior to catheter removal, retain catheter if there is clinical

9 9 9 % . % % . %
suspicion of fistula and refer to facility with fistula expertise 7% 8% 25 79% 7% 6 1% 88% > 78%

Prior to discharge, counsel patient to return immediately to the
facility in case of urine leakage/incontinence

Percentage of respondents who reported sometimes or never to the statement are not included in the table. Chi-square tests in table are with df=2. Significance

is noted by *p<.05, **p<.01, and ***p<.001.

84% 92% 25 82% 94% 4.5 86% 92% 1.4 88%
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Figure 10a. Minimum # of days respondents reported catheterizing patients after
prolonged/obstructed labor by region

II II IIII - .. 1 | II|| — _.II II — —
3 7 8 10

2 4 5 14 15 16

# of days

m Africa, n=63  ®m South-East Asia, n=65

40%
35%
30%
25%
20%
15%
10%

5%

0%

1

Figure 10b. Maximum # of days respondents reported catheterizing patients after prolonged/obstructed labor by

region
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Figure 10c. Minimum # of days respondents reported catheterizing patients after
prolonged/obstructed labor by facility type
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Figure 10d. Maximum # of days respondents reported catheterizing patients after prolonged/obstructed labor by
facility type
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Figure 10e. Minimum # of days respondents reported catheterizing patients after
prolonged/obstructed labor by facility geography
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Figure 10f. Maximum # of days respondents reported catheterizing patients after prolonged/obstructed labor by
facility geography
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Table 27. Percentage of respondents who reported agreeing with the following beliefs about postpartum UC for patients who experience P/OL by
region, facility type, and geography and associated chi-square test

Region Facility type Facility geography
South-

. Non- Non-
East s, public, E_rl;z;n urban, X2
n=65 - n=49

Asia, n=61
n=65

Women should be catheterized when the duration of labor

0, 0, 0, 0, 0 0, 0,
exceeds or is reported to exceed 18 hours (i.e., P/OL) 84% 92% 45 82% 91% 21 86% 88% 8 87%
Women who have survived P/OL should be treated by routine
urethral catheterization for a period of 14 days, with a high- 60% 78% 57 67% 71% 4 71% 65% 11 69%

fluid-intake regime immediately after delivery or as soon as
they present at the facility

Early catheterization treatment after P/OL following vaginal
delivery or cesarean section may heal fistulas <2 cm with 74% 65% 2.1 79% 60% 5.1 69% 69% 11 69%
bladder drainage

UC during or immediately after P/OL can be performed at
BEmONC/CEmMONC facilities by trained health providers,

o 4 . o 93% 92% 5.6 87% 94% 3.5 88% 94% 1.2 90%
who have midwifery competencies/skills and authorization to
insert and manage urinary catheters
Women who have experienced P/OL and are being treated with
catheters could be managed as either inpatient or outpatient 8206 83% 12 80% 83% 3 8206 820 1 82%

with the catheter in situ, depending on the trained health
care providerod6s assessment

Percentage of respondents who reported disagree or ble Chi-suare¢stdirotable are With dfa2. t
Significance is noted by *p<.05, **p<.01, and ***p<.001.
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Table 28. Percentage of respondents who reported always using antibiotics during L&D by region, facility type, and geography and associated chi-
square test

Facility type Facility geography
Administer antibiotics to women -
n=65

For the prevention of puerperal infection 62% 70% 1.3 68% 64% 4 74% 55% 5.7 66%
With documented antenatal infection 82% 70% 54 85% 67% 7.0* 85% 63% 9.2* 76%
With group B streptococcus colonization 69% 65% 3 68% 63% 5 76% 50% 12.5**  65%
With preterm labor 45% 58% 5.7 56% 48% 1.2 56% 47% 2.1 52%
With preterm pre-labor rupture of membranes 86% 82% 6.0 87% 7% 3.2 85% 78% 1.6 82%
Who show clinical signs of chorioamnionitis 86% 80% 8.4* 83% 79% 9.6** 86% 75% 7.9* 81%
Prior to cesarean section 54% 72% 48 61% 64% 9 58% 68% 11.0*  63%
Following cord clamp at the time of cesarean section 37% 30% 16 38% 30% 6.1* 45% 18% 28.8***  34%
Following uncomplicated vaginal birth 22% 24% A 28% 16% 3.8 30% 12% 12.7%*  22%
Following complicated vaginal birth 60% 66% 6.1* 66% 60% 15 73% 50% 8.4* 63%
Following cesarean section 68% 68% 9.2* 80% 55% 12.2**  80% 50% 17.9%*  67%
;I;\c::itlﬁl;/e for some period following departure from health 28% 45% 46  39% 33% K 39% 32% 6.3* 36%
Who arrive at facility postpartum with a complication 62% 65% 47 68% 59% 1.8 67% 58% 11 63%
Who must be transferred to another facility 8% 10% 1.4 10% 10% 3 5% 17% 10.6**  10%

Percentage of respondents who reported sometimes or never to the statement are not included in the table. Chi-square tests in table are with df=2. Significance
is noted by *p<.05, **p<.01, and ***p<.001.
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Table 29. Percentage of respondents reporting access to supplies for UC during intrapartum or postpartum
care by region, facility type, and geography and associated chi-square test

Sometimes Difficult to obtain Never available

Region 27.9%*
Africa, n=55 42% 55% 4% 0%
South-East Asia, n=69 78% 13% 1% 7%

Facility type 56.3***
Public, n=62 29% 56% 6% 8%
Nonpublic, n=68 93% 7% 0% 0%

Facility geography 6.8
Urban, n=77 55% 35% 4% 6%
Nonurban, n=53 74% 24% 2% 0%

Total, n=130 62% 31% 3% 4%

Chi-square tests are with df=3. Significance is noted by *p<.05, **p<.01, and ***p<.001.

Table 30. Percentage of respondents reporting always having access to specific UC supplies during intrapartum or postpartum care by region,
facility type, and geography and associated chi-square test
Sterile lubricant for catheter

Unused sterile new catheter Attachable collection bags Urine collection containers

insertion
Region 2.5 16.2%** 55 2.7
Africa, n=55 80% 53% 69% 62%
South-East Asia, 90% 78% 84% 71%
n=69
Facility type 8.0* 7.4* 11.6*
Public, n=62 77% 60% 68% 60%
Non-Public, n=68 94% 76% 85% 74%
Facility geography 2.2 4.1 A 2.1
Urban, n=77 83% 74% 7% 66%
Non-Urban, n=53 91% 60% 7% 68%
Total, n=130 86% 68% 77% 67%

Percentage of respondents who reported sometimes or never to the statement are not included in the table. Chi-square tests in table are with df=2.
Significance is noted by *p<.05, **p<.01, and ***p<.001.
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Annex B: Survey Instrument

Section 1: Respondent Inclusion Criteria

This section asks a few questions to help determine whether the survey is appropriate for you.

Question Answer choices Next step
1) | Are you a skilled birth attendant? O Yes If the answer is:
AA skilled attendan O No i 'Y e/ Broceed to
health professional i such as a midwife, O Dondt know Question 2.
doctor or nurse i who has been ANoo® or fDod
educated and training to proficiency in A End survey
the skills needed to manage normal Respondent di)es not
(uncomplicated) pregnancies, childbirth meet inclusion criteria
and the immediate postnatal period, and for survey
in the identification, management and ’
referral of complications in women and
newborns. o
Select one answer.
2) Have you attended a birth in the last O Yes If the answer is:
three years? O No fi Y e Broceed to
Select one answer. O Dondt know Question 3.
ANoO or fADCg
A End survey.
Respondent does not
meet inclusion criteria
for survey.
3) In which country do you attend births? Write in: If the answer is:

Please write the country where you work
the most.

Low- or middle-
income country A
Proceed to Question
4,

High-income country
A End survey.
Respondent does not
meet inclusion criteria
for survey.
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Section 2: Clinician Profile

This section includes questions about your clinical background and experience.

Question

Answer choices

Next step

4)

What type of health professional are
you?

Select one answer.

O
O
O

OO0O00O O

Obstetrician/ Gynecologist
General Surgeon

Doctor (other than
Obstetrician/Gynecologist or
General Surgeon)

Medical or Clinical Officer (no
specialist training after internship)

Assistant Medical/Clinical Officer
Midwife/Nurse-Midwife

Nurse

Other. Please specify:

Proceed to Question
5.

5)

How many years have you been
attending births?

Select one answer.

OO00O0

Less than two years
2-5 years
6-9 years
10+ years

Proceed to Question
6.

6)

In what country did you obtain your
training and certification?

Write in:

Proceed to Question
7.

7)

How many years of pre-service clinical
training did you undertake for this
position?

Select one answer.

Up to one year
2-3 years
4-5 years
6+ years

Proceed to Question
8.

8)

Have you had in-service clinical training
on any of the following topics?

Select all that apply.

O O O O0O0|0OO00O0

O O

Partograph

Intrapartum or postpartum
bladder care

Postpartum urinary
catheterization

Basic emergency obstetric and
newborn care (BEmONC)

Comprehensive emergency
obstetric and newborn care
(CEmONC)

Management of prolonged and
obstructed labor

Prevention and management of
puerperal sepsis

None of the above

Proceed to Question
9.
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Section 3: Facility Profile

This section includes questions about the health facility where you currently work.

Question Answer choices Next step
9) | At which type of facility do you primarily | (O Dispensary or general clinic Proceed to Question
attend births? O Health center 10.
Select one answer. O Maternal and Child Health (MCH)

or Reproductive Health (RH)
house/clinic

(O Sub-district or district hospital
(O Referral, regional/provincial,
academic, or national hospital
(O Other. Please specify:
10) | How is this facility managed? (O Public Proceed to Question
Select one answer. (O Private L
(O Religious / Faith-based
(O Other. Please specify:
11) | Where is this facility located? O Urban Proceed to Question
Select one answer. (O Peri-Urban 12.
O Rural
12) | Has your facility ever been supported by | (O Yes Proceed to Question
Engender Heal t hds FiONO 13.
and/or Fistula Care Plus project?
O Dono6t know

Select one answer.
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13)

Which of the following Emergency
Obstetric and Newborn Care (EmONC)
services does your facility provide on a
routine basis (i.e. within past three
months)?

Select all that apply.

(O Administer parenteral antibiotics
(injection or intravenous infusion)

(O Administer uterotonic drugs (i.e.
parenteral oxytocin)

(O Administer parenteral
anticonvulsants for pre-eclampsia
and eclampsia (i.e. magnesium
sulfate)

Manually remove the placenta

O O

Remove retained products (e.g.
manual vacuum extraction, dilation
and curettage)

(O Perform assisted vaginal delivery
(e.g. vacuum extraction, forceps
delivery)

Perform basic neonatal
resuscitation (e.g. with bag and
mask)

O

Perform surgery (e.g. cesarean
section

Perform blood transfusion

None of the above

Proceed to Question
14.

14)

Is your facility classified as BEmMONC or
CEmONC?

Select one answer.

OO0 O

Yes, BEmMONC-1 (all BEmMONC
functions except assisted vaginal
delivery)

Yes, BEmMONC (all BEmONC
functions)

Yes, CEmMONC
No, neither

Donot know

Proceed to Question
15.

15)

Does your facility perform operative
delivery?

Select one answer.

Yes
No
Donodt

OO0O0O|I000 O

know

If the answer is:

fi Y eA Broceed to
Question 16.

ANoO or fAD(
A Skip to Question
17.

16)

What type of deliveries are you, as a
clinician, able to provide?

Select all that apply.

Forceps for live births

Forceps for destructive delivery of
stillbirths

Vacuum-extractor (Ventouse)

OO 0O

Cesarean section

Proceed to Question
17.
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Section 4: Clinical Practices related to Intrapartum Bladder Care

This section asks questions about your opinions and practices related to bladder care during the intrapartum
period for all women.

Question

Answer choices

Next step

17)

Do you use the partograph to monitor
labor?

Select one answer.

O Yes, always
O Yes, sometimes

If the answer is:

AYes, al way

AYe®oames i e

O No Proceed to Question
18.
fi N & 0Skip to
Question 20.
18) | Do you use the partograph to identify O VYes, always Proceed to Question
and manage prolonged/obstructed O Yes, sometimes 19.
labor?
Select one answer. O No
19) | Do you document the frequency of the O Yes Skip to Question 21.
patientés voiding o O No
Select one answer.
20) | How do you monitor the progress of Write in: Proceed to Question
labor? 21.
Only answer i f answ
question 17.
21) | What do you consider a healthy (O Every hour Proceed to Question
If;icgﬁgncy for urinary voiding during O Once every 2-4 hours 22,
Select one answer. O Once every 4-6 hours
(O More than 6 hours
(O ltis not necessary for patient to
urinate during labor
O Donét know
(O Other. Please specify:
22) | Describe how you typically provide intrapartum bladder care. Please select the Proceed to Question
most accurate response for each practice in the table below (if you manage 22a.
intrapartum care as part of a team, describe how your team provides intrapartum
bladder care).
Answer questions 22a-22i below.
22a) | Document frequency of voiding on the O Always Proceed to Question
partograph. O Sometimes 22b.
Select one answer. O Never
22b) | Monitor maternal urine output every two | (O Always Proceed to Question
hours, correctly recording color/amount O Sometimes 22c.
on partograph.
O Never

Select one answer.
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22c) | Test urine for presence of glucose, O Always Proceed to Question
acetone, and protein and record on O Sometimes 22d.
partograph.
Select one answer. O Never

22d) | Encourage the laboring woman to void O Always Proceed to Question
at regular intervals (i.e. every two to four O Sometimes 22e.
hours).
Select one answer. O Never

22e¢) | If laboring women has difficulty passing | O Always Proceed to Question
urine after four hours, consider an in/out O Sometimes 22f.
urethral catheter.
Select one answer. O Never

22f) | Catheterize the laboring woman if the O Always Proceed to Question
partograph AAction O Sometimes 22g.
Select one answer. O Never

22g) | Avoid urethral catheterization in labor, if | O Always Proceed to Question
possible, to prevent risk of urinary tract O Sometimes 22h.
infection and urethral trauma.
Select one answer. O Never

22h) | If urethral catheterization in labor is O Always Proceed to Question
used, practice intermittent . 22i.

C . . metim

catheterization, as this reduces the risk O Sometimes
of urinary tract infections. O Never
Select one answer.

22i) | If necessary, catheterize (Foley O Always Proceed to Question
catheter) before assisted delivery or O Sometimes 22j.
cesarean section and document and
monitor urinary output. Never
Select one answer.

22)) | Please describe any other aspects of Write in: Proceed to Question
intrapartum bladder care practices that 23.
you or your team typically conduct not
listed above.
Answer only if necessary.

23) | Have you received guidance and/or O Yes Proceed to Question
training on the use of the partograph for O No 24.
diagnosis and management of
prolonged and obstructed labor? O Donb6t know
Select one answer.
24) | Does your facility have a protocol for O Yes Proceed to Question

intrapartum bladder care? O No 25.
Select one answer. O Dondt know
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Section 5: Clinical Practices related to Postpartum Bladder Care

This section asks questions about your opinions and practices related to bladder care during the postpartum
period for all women.

Question Answer choices Next step
25) | Do you ask postpartum patients if they O Yes, always Proceed to Question
have had any problems with their . 26.
bowels or bladder function? O Yes, sometimes
Select one answer. O No
26) | Do you monitor voiding frequency for O Yes, always If the answer is:
postpartum paltlents during the.f.|rst 24 O Yes, sometimes iYes, al way
hours after delivery at your facility? ~
O No NnYes, soWlet
Select one answer. Proceed to Question
27.
i N &\ 0oSkip to
Question 30.
27) | Do you (or your team) perform urinary O Yes, always If the answer is:
catheterization for postpartL_Jm patients O Yes, sometimes AvYes . al way
who are not able to pass urine Y 1
fully? O No nYes, so_me
success ’ Proceed to Question
Select one answer. 28.
i N &\oSkip to
Question 30.
28) | After which hour (1-24) of not voiding Write in: Proceed to Question
during the postpartum period, do you or 29.
your team perform urinary
catheterization? If after 24 hours, please
explain when you perform urinary
catheterization.
29) | In addition to time without voiding, how else do you assess bladder function and Proceed to Question
whether urinary catheterization is needed? 29a.
Answer questions 29a-29d below.
29a) | Check if bladder palpable. O Always Proceed to Question
Select one answer. (O Sometimes 29b.
O Never
29b) | Ask about discomfort before, during, or | O Always Proceed to Question
after voiding. O Sometimes 29c.
Select one answer. O Never
29c) | Ask about bleeding post-voiding. O Always Proceed to Question
Select one answer. (O Sometimes 29d.
O Never
29d) | Assess vital signs. O Always Proceed to Question
Select one answer. (O Sometimes 29e.
(O Never
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29e)

Please describe any other ways that you
or your team assess bladder function
and whether urinary catheterization is
needed that are not listed above.

Answer only if necessary.

Write in:

Proceed to Question
30.

30) | Describe how you typically provide postpartum bladder care. Please select the Proceed to Question

most accurate response for each practice in the table below (if you manage 30a.
postpartum care as part of a team, describe how your team provides postpartum
bladder care).
Answer questions 30a-30d below.

30a) | Retain an indwelling catheter for a O Always Proceed to Question
minimum of EIght. hours postoperatively, O Sometimes 30b.
if there was: uterine rupture;
prolonged/obstructed labor; massive O Never
perineal oedema, or puerperal sepsis
with pelvic peritonitis.
Select one answer.

30b) | For operative delivery: if urine is clear, O Always Proceed to Question
remove catheter.elght hours aft'er ' O Sometimes 30c.
surgery or after first postoperative night.
If urine is not clear, leave catheter in O Never
place until urine is clear. Ensure that
urine is clear before removing catheter.
Select one answer.

30c) | If the bladder was injured (e.g. uterine O Always Proceed to Question
rupture or during cesarean section): O Sometimes 30d.
leave the catheter in place for a
minimum of seven days and until urine O Never
is clear.
Select one answer.

30d) | If the woman is not currently receiving O Always Proceed to Question
antibiotics: give nitrofurantoin 100 mg by . 30e.

. . . Sometimes

mouth once daily until the catheter is O
removed, for prophylaxis against cystitis. | O Never
Select one answer.

30e) | Please describe any other ways that you | Write in: Proceed to Question
or your team assess bladder function 31.
and whether urinary catheterization is
needed that are not listed above.
Answer only if necessary.

31) | Does your facility have a protocol for O Yes Proceed to Question
. R

postpartum urinary catheterization? O No 32.
Select one answer. O Donaot Know
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Section 6: Identification & Management of Prolonged/Obstructed Labor: Intrapartum/Postpartum Care

This section asks questions about your opinions and practices related to the identification and management of
prolonged/obstructed labor during the intrapartum and postpartum periods.

Question Answer choices Next step
32) | For primapara women, prolonged / Write in: Proceed to Question
obstructed labor is active labor lasting 33.
longer than?
33) | For multipara women, prolonged / Write in: Proceed to Question
obstructed labor is active labor lasting 34.
longer than?
34) | Which of the following criteria do you (O No advance of the presenting part | Proceed to Question
use to identify prolonged/obstructed despite strong uterine 35.
labor? contractions
Select all that apply. (O Slow or no dilation of the cervix
despite strong uterine
contractions
Fetal distress
Maternal distress
Clinical signs of shock (systolic
blood pressure <100 mmHg,
pulse ?100/min
O Temperature 037.
(O Odorous vaginal discharge
(O Active phase of labor > 12 hours
(O Uterine tetany
(O Uterine atony
(O Abnormal pelvis
O Bandl 6s ring
(O Haematuria
(O Caput and /or molding
(O Other. Please describe any
criteria used to identify obstructed
labor not listed above:
35) | What are some potential outcomes of Infection Proceed to Question
prolonged/obstructed labor? Ruptured uterus 36.
Select all that apply. Fistula
Stillbirth

Perinatal/birth asphyxia
Newborn death

OO0OO0OO000O0

Other. Please describe any other
outcomes not listed above:
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36)

Describe how you typically manage obstructed labor. Please select the most
accurate response for each practice in the table below (if you manage obstructed
labor as part of a team, describe how your team typically manages obstructed

labor).
Answer questions 36a-36h below.

Proceed to Question
36a.

36a) | Route of delivery is based on degree of | (O Always Proceed to Question
obstruction O Sometimes 36b.
Select one answer. O Never

36b) | Route of delivery is based on whether O Always Proceed to Question
fetus is alive or dead O Sometimes 36¢.
Select one answer. O Never

36¢) | Urinary bladder is drained O Always Proceed to Question
Select one answer. (O Sometimes 36d.

O Never

36d) | Delivery of the fetus occurs within two O Always Proceed to Question
hours of diagnosis of obstructed labor O Sometimes 36e.
Select one answer. O Never

36e) | An observation chart is maintained O Always Proceed to Question
(urine output, pu_Ise, blood pressure, O Sometimes 36f.
temperature), with measurements every
15-30 minutes O Never
Select one answer.

36f) | Intravenous access and hydration are O Always Proceed to Question
achieved O Sometimes 364.
Select one answer. O Never

369) | Broad-spectrum antibiotics are given O Always Proceed to Question
Select one answer. (O Sometimes 36h.

O Never

36h) | Typing and cross-matching of blood is O Always Proceed to Question
carried out O Sometimes 36i.
Select one answer. O Never

36i) | Please describe any other key practices | Write in: Proceed to Question

that you or your team typically conduct
in managing obstructed labor that are
not listed above.

Answer only if necessary.

37.
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37) | Do you provide urinary catheterizationto | (O Yes, always If the answer is:
women who experience ; =
Yes. sometimes nYes, al wa
prolonged/obstructed labor? O = )
O No NnYes, soWlet
Select one answer. Proceed to Question
38.
i N & 0Answer
Question 38 and then
skip to Question 44.
38) | What are the potential clinical benefits to | Write in: Proceed to Question
the woman of providing postpartum 39.
urinary catheterization after
prolonged/obstructed labor?
Answer only if necessary.
39) | What is the appropriate duration of time | Minimum # of days: Proceed to Question
that a patient should have a postpartum 40.
urinary catheter?
Write in minimum and maximum
number of days for urinary catheter
insertion after prolonged/ obstructed | Maximum # of days:
labor
40) | What are your considerations when Write in: Proceed to Question
determining the appropriate duration of 41.
time for a postpartum urinary catheter?
Answer only if necessary.
41) | Describe how you typically provide postpartum urinary catheterization for patients | Proceed to Question
who have experienced prolonged/obstructed labor. Please select the most 41a.
accurate response for each practice in the table below (if you manage
postpartum urinary catheterization as part of a team, describe how your team
provides postpartum urinary catheterization).
Answer questions 41a-41d below.
41a) | While catheter is in situ, monitor forthe | (O Always Proceed to Question
following every four hours for 24 hours ; 41b.
) metim
post-natally and then daily for 14 days O Sometimes
for: hematuria, cloudy or purulent urine, | O Never
and urine output.
Select one answer.
41b) | Prior to catheter removal, perform pelvic | (O Always Proceed to Question
examination. O Sometimes 41c.
Select one answer. O Never
41c) | Prior to catheter removal, retain catheter | (O Always Proceed to Question
if there is clinical suspicion of fistula and ; 41d.
- L X Sometimes
refer to facility with fistula expertise. O
(O Never

Select one answer.
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41d)

Prior to discharge, counsel patient to
return immediately to the facility in case
of urine leakage/incontinence.

Select one answer.

O Always
(O Sometimes
O Never

Proceed to Question
41e.

41e)

Please describe any other practices
related to postpartum urinary
catheterization for patients who have
experienced prolonged obstructed labor
that you or your team typically conduct
that are not listed above.

Answer only if necessary.

Write in:

Proceed to Question
42.

42) | The following are a set of statements about postpartum urinary catheterization for | Proceed to Question

patients who have experienced prolonged obstructed labor. Please select 42a.
whether you agree or disagree with each statement.
Answer questions 42a-42e below.

42a) | Women should be catheterized when O Agree Proceed to Question
the duration of labor exceeds or is ; 42b.
reported to have exceeded 18 hours O D|sagr<ie
(i.e. prolonged / obstructed labor). O Dono6t know/ Not
Select one answer.

42b) | Women who have survived prolonged/ | (O Agree Proceed to Question
obstructed labor should be treated by ; 42c.

. - D

routine urethral catheterization for a O |sagr(ie
period of 14 days, with a high-fluid- O Dondt knoew/ Not
intake regime immediately after delivery
or as soon as they present at the facility.
Select one answer.

42c) | Early catheterization treatment after O Agree Proceed to Question
prol_onged / obstructed labor folloyvmg O Disagree 42d.
vaginal delivery or cesarean section A
may heal fistulae smallerthan2cmwith | (O Dondét k sueew/ Not
bladder drainage.
Select one answer.

42d) | Urinary catheterization during or O Agree Proceed to Question
immediately after prolonged/obstructed ; 42e.

D

labor can be performed at O |sagreAe
BEmMONC/CEmONC facilities by trained | O Dondét know/ Not

health providers, who have midwifery
competencies and skills/authorization to
insert and manage urinary catheters.

Select one answer.
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42e) | Women who have experienced O Agree Proceed to Question
prolonged / obstructed labor and are Disaqree 43.
being treated with catheters could be O g A
managed as either inpatient or O Dono6t know/ Not
outpatient with the catheter in situ,
depending on the trained health care
providerds assessme
Select one answer.
43) | What are some potential challenges, Before Write in: Proceed to Question
risks, or barriers related to intrapartum delivery i 44,
or postpartum urinary catheterization for | vaginal birth:
a patient experiencing —
prolonged/obstructed labor at each of Bef_ore ) Write in:
these four stages? delivery i
Answer only if necessar cesarean
y y. section:
After delivery | Write in:
T vaginal birth:
After delivery | Write in:
I cesarean
section:
44) | Does your facility have a protocol for O Yes Proceed to Question
urinary catheterization during O No 45.
postpartum care after A
prolonged/obstructed labor? O Don @aw k
Select one answer.
45) | Does your facility have a protocol for O Yes Proceed to Question
prevention, identification, and treatment O No 46.
of obstetric fistula after
prolonged/obstructed labor? O Dondét know

Select one answer.
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Section 7: Clinical Practices related to Antibiotic Use

This section asks a question about your practices related to antibiotic use across different stages of pregnancy
and delivery care.

Question

Answer choices

Next step

46)

Describe how you use antibiotics during labor and delivery, Cesarean section or
the postpartum period. Please select the most accurate response for each

practice below.
Answer questions 46a-460 below.

Proceed to Question
46a.

46a) | Administer antibiotics to women for the O Always Proceed to Question
prevention of puerperal infection O Sometimes 46b.
Select one answer. O Never

46b) | Administer antibiotics to women with O Always Proceed to Question
documented antenatal infection O Sometimes 46c.
Select one answer. O Never

46c¢) | Administer antibiotics to women with O Always Proceed to Question
group B streptococcus colonization O Sometimes 46d.
Select one answer. O Never

46d) | Administer antibiotics to women with O Always Proceed to Question
preterm labor O Sometimes 46e.
Select one answer. O Never

46e) | Administer antibiotics to women with O Always Proceed to Question
preterm pre-labor rupture of membranes O Sometimes 46f.
Select one answer. O Never

46f) | Administer antibiotics to women who O Always Proceed to Question
show clinical signs of chorioamnionitis O Sometimes 469.
Select one answer. O Never

46g | Administer antibiotics to women priorto | (O Always Proceed to Question
cesarean section O Sometimes 46h.
Select one answer. O Never

46h) | Administer antibiotics to women O Always Proceed to Question
following cord clamp at the time of O Sometimes 46i.
cesarean section

Never

Select one answer. o

46i) | Administer antibiotics to women O Always Proceed to Question
following uncomplicated vaginal birth O Sometimes 46).
Select one answer. O Never
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46j) | Administer antibiotics to women O Always Proceed to Question
following complicated vaginal birth O Sometimes 46k.
Select one answer. O Never

46k) | Administer antibiotics to women O Always Proceed to Question
following cesarean section O Sometimes 46l.
Select one answer. O Never

46l) | Administer antibiotics to women to take | (O Always Proceed to Question
for some period following departure from ; 46m.

» Sometimes

health facility O
Select one answer. O Never

46m) | Administer antibiotics to women who O Always Proceed to Question
arrive at facility postpartum with a O Sometimes 46n.
complication
Select one answer. O Never

46n) | | am not authorized to administer O Always Proceed to Question
antibiotics O Sometimes 460.
Select one answer. O Never

460) | Women who require antibiotics mustbe | (O Always Proceed to Question
transferred to another facility O Sometimes 46p.
Select one answer. O Never

46p) | Please describe any other ways you use | Write in: Proceed to Question

antibiotics during labor and delivery,
Cesarean section or the postpartum
period that are not listed above.

Answer only if necessary.

47.
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Section 8: Supplies for Intrapartum and Postpartum Bladder Care

This section asks questions about the preparedness of your facility concerning supplies for the management of
intrapartum and postpartum bladder care.

Question

Answer choices

Next step

47)

When urinary catheterization is necessary during intrapartum or postpartum care,

do you have access to:
Answer questions 47a-47d below.

Proceed to Question
47a.

47a) | Unused sterile new catheters O Always Proceed to Question
Select one answer. (O Sometimes 47b.
O Never
47b) | Sterile lubricant for catheter insertion O Always Proceed to Question
Select one answer. (O Sometimes are.
O Never
47c) | Attachable collection bags O Always Proceed to Question
Select one answer. (O Sometimes 4rd.
O Never
47d) | Urine collection containers O Always Proceed to Question
Select one answer. (O Sometimes 48.
O Never
48) | What is the typical availability of (O Supplies always/generally End Survey.
supplies for intrapartum and postpartum available
ility? . . .
bladder care at your facility~ O Supplies sometimes available
Select one answer. (O Supplies difficult to obtain even

when patient has means to
purchase outside facility

O

Supplies never available i patient
must purchase outside facility
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