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Abstract

In Sub-Saharan Africa (SSA), there has been an increased number of hospital births
following sustained efforts to promote births in hospitals (rather than the community), as
part of a strategy to address high maternal and infant mortality. However, many patient
safety researchers have indicated growing concern that a significant number of women
are at risk of unintentional harm from the care they receive in hospitals. Improving the
safety of birth care requires understanding the contributory factors to adverse events
(AEs) within the hospital setting. Existing literature has described the contributory factors
but often lacks sufficient detail on how and why these occur.

Methods

A systematic review of the literature to understand the type of AEs, their contributory
factors and the extent to which identified AEs were considered preventable informed this
study's focus and approach. This study, guided by a systems approach, proactively
sought to understand latent conditions underpinning contributory factors to AEs within
the O&G department of one Northern Nigerian Teaching Hospital and identify solutions
that could be transferable to similar settings. A combination of qualitative methods was
used to gain in-depth, rich data, including observations (126 hours) and in-depth
interviews (32) with various staff members (doctors, midwives/nurses and senior hospital
managerial staff) to reflect a wide range of perspectives and experiences. A thematic

analysis of the data was undertaken.
Findings

The findings add to existing knowledge in two ways. Firstly, they affirm existing literature
on the contributory factors to AEs in SSA hospitals. Insufficiencies in building structures,
limited resources (material and human), and organisational culture challenges impede
safe care for women and contribute to potential and actual AEs. The findings then
provided an additional layer of understanding of what underpins these AEs contributory
factors. The insufficient availability of resources was reinforced by an inefficient resource
management system. The poor patient safety culture within the case study context was
influenced by an inadequate standardisation in care processes and enforcement
mechanisms, a lack of a performance management system, professional hierarchies and
power conflicts, and poor women-centred communication. Secondly, the study provided
an in-depth insight into AE reporting and management processes. There were three
forms of staff responses to AEs and/or their contributory factors in the O&G department.

Not all of them will proactively identify/address AEs and/or their contributory factors.



These responses are influenced by many elements of organisational processes/systems

and patient safety culture within the department and broader hospital.

Conclusions

Applying the system lens enhanced our understanding of the system weaknesses that
underpin the contributory factors to AEs within a case study Nigerian hospital O&G
department. While the findings highlight the need for increased provision and policies at
the health system level, the study also proposes strategies that could address some of
the issues currently compromising patient safety, which do not rely on additional funding.
It is intended that the findings will support a proactive approach to managing risks in this
setting, with much of the learning also potentially transferable to other hospitals and

contexts.
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CHAPTER 1: INTRODUCTION AND BACKGROUND

This research presented in this thesis explored organisational factors contributing to
adverse events (AEs) in women attending hospital for births within one Obstetrics and
Gynaecology (O&G) department of a Northern Nigerian teaching hospital. The research
used qualitative methods to gain a deep understanding of how and why contributory
factors to AEs within the organisation occur. While there are many factors contributing
to AEs, the focus in this study was on those relating to the organisation and its systems,
not the wider external environment or the women. This study focussed on contributory

factors for AEs and ways of reporting them but did not examine actual AEs.

This introduction chapter begins with a brief background of the research need and
provides information on the national context in Nigeria, the chosen country for study. It
also provides an overview of the Nigerian healthcare system to provide a broader
understanding of the context of this research. It then outlines my personal motivations
for this research. The final section presents the research questions, aims, objectives and

outlines the structure of the remaining thesis.
1.1 Background to the research

The Nigerian government and private aid organisations are investing funds in
programmes designed to encourage women to attend hospitals for antenatal and
childbirth care to reduce maternal and infant mortality. This is essentially supporting the
Sustainable Development Goal number 3, which targets reducing maternal mortality to
less than 70 per 100,000 live births by 2030 [1]. However, significant numbers of women
suffer from unintended harm in hospital settings, known as adverse events (AEs), some
of which are known to be preventable with typical/ordinary standards of care [2, 3]. Harm
from AEs can result from direct “commission” (doing something wrong) or “omission” (not
doing the right thing), resulting in an undesirable consequence for the patient/women [4].
Such harm can vary in severity from mild to severe, with temporary or permanent injury

or even death [5].

The occurrence of AEs has serious consequences for those affected and their families.
These include increased suffering, and more prolonged or multiple hospital admission.
Also, there are implications for clinical practice, including loss of trust in the healthcare
system, medical lawsuits, and increased burden on the health services [6]. In some
contexts, the health system or facility also faces enormous financial consequences due

to AEs. A specific example of this is highlighted in the National Practitioner data bank
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and Federal Repository with 9,744 cases of surgical events identified to have cost the
US about $1.3billion between 1990- 2010 in the settlement of claims [7].

Adverse events are a global phenomenon, and neither new nor rare. For example, the
widely publicised medical scandal resulting from the public inquiry into the ‘higher than
expected number of deaths’ at Mid Staffordshire NHS Trust in the UK has highlighted
that even today and even in developed health systems, there is the need to pay greater
attention to patient safety in hospitals [8]. Back in 1991, a prominent Harvard medical
practice study found that about 1 in 200 patients admitted had suffered AEs [3]. A more
recent extensive US survey found that nearly one in three respondents reported
experiencing a medical mistake either personally or among relatives or friends (Wolters
Kluwer [9]. Medical errors are noted to rank third in the leading causes of death in the
US [10]. A study in the UK found that in the region of 10% of patients suffered an adverse
event, and a third of these resulted in disability ranging from moderate to severe and
even death. The authors concluded that more than half (57%) were preventable, given
a typical/routine standard of hospital care, [11]. Similarly, in a large study of patient
records in 13 public acute hospitals in New Zealand, over one third of 850 (315) of the

identified hospital events were found to be preventable [12].

Despite the considerable health and economic impact of AEs, limited research has been
carried out on hospital AEs in countries with less developed health systems, such as
Sub-Saharan Africa. Greater incidence of patient safety errors may be expected where
health system infrastructures are poor and safety standards are low. In support of this, a
large multi-country study of hospitals covering eight developing countries, including two
from the Sub-Saharan African region (Egypt, Jordan, Kenya, Morocco, Tunisia, Yemen,
Sudan and South Africa) reviewed 15548 patients records, and found AEs ranging
between 2.5% -18.4% per country, with the majority (83%) rated as preventable [5].

This PhD research focuses on maternity care AEs, with two lives (mother and baby)
potentially affected. It is known that the majority of maternal deaths occur around labour,
delivery and the 24-hours postpartum, with about five medical conditions (postpartum
haemorrhage, puerperal sepsis, pre-eclampsia, and eclampsia, obstructed or prolonged
labour and complications of unsafe abortion) accounting for up to 60% of these
mortalities globally [13, 14]. It has been estimated that around 830 women are dying daily
from preventable causes during pregnancy and childbirth, most of which occur in lower

resource settings [15]. In Nigeria figures indicate that nearly half of maternal deaths occur
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in hospital settings [16]. It has been estimated that when a mother dies, the risk of her

infant dying in the first week of life could be increased by up to six-fold [17].

A life-threatening situation may develop rapidly and without warning, even in previously
uncomplicated pregnancies [18, 19]. The unpredictable nature of pregnancy and
childbirth makes hospital births recommended in order to receive prompt, effective, and
lifesaving interventions. However, without necessary provision in healthcare facilities,
there is increased risk of AEs for women and their babies [20]. An adverse event
experience could also discourage women from using healthcare services designed to
improve maternal and infant health [21]. Therefore, it is vital to ensure the safety of care
during childbirth. Knowing the underlying factors contributing to AEs would help
determine the necessary actions and changes to maternity care, which might require

little or no extra cost [22].

While studies of developing countries provided valuable insights regarding the extent
and seriousness of the problem, there is an urgent need to understand better these
events in African contexts [23]. Furthermore, the study did not include Nigeria, potentially
reducing the transferability of the findings to that context. A lack of literature regarding
patient safety issues in Nigeria was emphasised in a study examining information
disclosure by doctors [24]. The Nigerian health system was described as weak and
deteriorating, with a falling standard of health care in another study carried out in 2016
[25]. Therefore, AEs in Nigeria merits exploration. The earlier mentioned studies provide
some insight into the type and scale of AEs but there is still a gap in our understanding
of the extent of preventability and contributory factors in Nigeria. This knowledge is
crucial in developing interventions to minimise the risk of AEs in labour and delivery units.
This would considerably strengthen Nigerian maternity care and support achieving the
United Nations sustainable development goal number 3, which encompasses

decreasing maternal and infant deaths [26].
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1.2 Overview of the Nigerian Health System.

The justification for choosing Nigeria as a research context includes having the largest
population in Africa and insufficient literature on maternity care AEs. It was also a setting
of personal interest being my home country. In this section, | will discuss the Nigerian
Health system, to provide an understanding of how healthcare services are managed.
Nigeria is located on the west coast of Africa, sharing boundaries with Benin, Niger,
Cameroun and Chad. It has an estimated population of 198 million, the most populous
in Africa and is ranked seventh most populous in the world. It operates a three-tiered
federal system of governance, including Federal, the 36 states and the Federal Capital
territory (FCT) and 774 Local Government Area (LGA’s). As shown in Figure 1, the
country is divided into six geo-political zones comprising north East, North West, North
Central, South East, South West and South. These are essentially categorised states

with similar cultures, ethnic groups and a common history.

Figure 1: Map of Nigeria
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According to the Nigerian National Strategic Healthcare Development policy document
[27], the country runs a “pluralistic healthcare system” with both public and private
sectors providing care (private sector care will not be discussed here as the focus is on
public hospitals). The country's constitution places the responsibility for public healthcare
delivery and its management on the three tiers of government (Federal, State and Local
Government). Figure 2 shows a summary of the three categories of Nigerian healthcare
system and their functions. The National Health Act (NHAct) defines the organisation of
the care system, service providers, the relationship between various tiers, and a
framework for the development of National Health Policy. Hospitals are graded into three
levels (tertiary, secondary and primary). The Federal Government is responsible for the
tertiary hospitals, comprising higher-level specialist facilities; teaching, federal medical
centres and single-speciality (e.g. neuropsychiatrist, ophthalmic, orthopaedics) hospital.
The State Governments run the general hospitals, and intermediary services. The
primary centres’ much lower-level services, are overseen by local government. Referrals

are made to higher-level facilities based on a patient’s clinical need.

Figure 2: Levels of Healthcare System and their functions

*Provide policy guidance \,

*Planning and technical assistance

*Coordinating state-level implementation of the National
Health Policy

=Establishing Health Management Information

*Disease surveillance, Drug management, Vaccine
management

*Training of health professionals

*Operate primary health care facilities
=Train nurses, midwives, health technicians

*Provide technincal assistance to local government heal

Management of health facilities and programs

*Operate secondary health facilities (general hospitals)

th
programs and facilities

J/

*Provide basic health care services, community health
hygiene and sanitation

Adapted from the website of Federal Ministry of Health Nigeria.
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In principle, patients should access the healthcare service from the lower level and move
up to the tertiary level depending on their condition, but in practice, it is usually a matter
of preference and affordability. The system can be characterised as a “pay at the point
of service” [28]. While the government is responsible for building the facilities and
providing resources (material and human), service users are expected to pay for some
of the consumables and services, such as surgery, ultrasound, diagnostic investigations
and admission. The fees are generally subsidised compared to the private hospitals, but
payment has been an area of difficulty for people on lower incomes.

The Federal Ministry of Health's website shows that Nigeria currently has 20 teaching
hospitals, 22 federal medical centres and 13 speciality hospitals. However, one hospital
known to be a teaching hospital for the past six years has been omitted from the list.
Therefore, these figures may be inaccurate. One of the teaching hospitals in the northern
part of the country has been selected for this study. The justification for selecting this

facility will be discussed in chapter 3.
1.3 Personal motivations for the research

Prior to commencing this study, | was a lecturer in the Nursing Science Department in
Nigeria, teaching undergraduate nursing students. Before moving to the lecturing
position, | have worked in two different public hospitals, mainly in the Emergency and
Obstetrics and Gynecology units. My interest in understanding and improving patient
safety developed while working as a trainee student nurse/midwife and later hospital
staff. Several incidents occurred whereby patient safety was compromised, and |
considered some of these situations avoidable. This issue had always been an area of
concern for me. Feeling something could be done to mitigate some of the avoidable
situations, | took the lecturing position. | saw it as an opportunity to introduce some

changes in the nurses/midwives' practices so that patient safety could improve.

A couple of years after, | began wondering that some of the situations compromising
patient safety, such as insufficient resources, were beyond the control of the potential
healthcare personnel that | was working to educate. | thought it would be helpful to
understand what factors within healthcare organisations were undermining patient

safety.

1.4 Research questions, aims and objectives

The research questions, aims and objectives were informed by a systematic review
presented in chapter two. The findings from the systematic review highlighted the need

to focus this study on factors within the organisation/management that contribute to AEs.
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Research questions

1. What forms of organisational and/or management related factors potentially
contribute to AEs in Nigerian hospital maternity services?
2. How are the potential and/or actual contributory factors of AEs identified, reported

and managed?

Aims

This study aims to understand the organisational and/or management-related factors

contributing to AEs within a case study hospital maternity department in Nigeria.

Objectives

1. To observe the activities of frontline maternity staff in a hospital in Nigeria, to
examine the systems, processes and actions that could and/or potentially result
in AEs.

2. To examine the processes of identification, documentation, reporting and
managing AEs in a Nigerian hospital maternity service.

3. To explore frontline maternity staff and hospital managers' views on their

experiences of AEs, potential contributory factors and systems to manage AEs.

1.5 Thesis structure

There are five chapters in this thesis as shown in Table 1, beginning with the introduction
and background (Chapter One) outlined above, which introduces the need and
justification for undertaking this study. It then provides an overview of the Nigerian health
system, researcher’'s motivation for the study and the research questions, aims and

objectives.

Chapter two presents a systematic review, which informed the research questions and

focus.

Chapter three describes the methodological approach and methods employed. It
provides the philosophical assumptions underpinning the research, justification for
adopting a qualitative case study design, and details of the data collection methods and

data analysis, as well as discussing ethical and rigour considerations.
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Chapter four is presented in three sections. The first section provides an overview of the

context in which AEs and their contributory factors occur. The second section presents

the findings relating to the contributory factors for AEs, providing a deeper understanding

of how and why they occur. The last section presents findings relating to the system for

reporting AEs within the hospital studied, including facilitators and barriers to the

reporting of AEs.

The discussion in chapter five focuses on the contribution of the findings in relation to

previous literature. This is followed by consideration of the strengths and limitations of

the study and implications for practice and policy as well as research.

Table 1 Showing thesis’s structure

Thesis structure in chapters

Introduction literature Methodology & Findings Discussion
methods Q Understanding the
context of adverse events O Micro/clinical team
O Background to the U Review aims and 0 Research questions, (AES). context level.
research. questions. aims and objectives. o General physical layout of the 0 Meso/organisational
Q Overview of the Nigerian U Review methods Q Theoretical hospital. context level
health system. U Review results. underpinnings. o Generol organfsaﬁmq-‘ 0 Macro/health system
Q Personal motivations for 0 Review discussion. 0 Qualitative case study p!ocessﬁof the ““?P" o context level.
, i o Reporting and leaning from
the research. 0 Review gaps. design. AE: Q Strengths and
0 Research aims, questions 0 Data collection methods limitations of the
and objectives, 0 Data analysis. O Factors contributing to study.
Q Thesis structure O Member checking. AEs. O Implications of the
Q0 Ethical consideration. e Building and design findings for micro,
S Equfpmentsuppﬁes and e
NIV context,

o Stoffing levels.
o Organisational culture.

O AEs reporting and
management,

o Processes for reporting and
managing AEs.

o Factors influencing AEs
reporting and managements
Processes.

Q Implications for future
research.
O Conclusion.
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CHAPTER 2: SYSTEMATIC REVIEW

The previous chapter highlighted that little is known about the types or the extent of
preventable and contributory factors to adverse events (AEs) in Nigerian maternity care.
This is despite the high level of maternal morbidity and mortality occurring in such
hospitals and the considerable efforts being made to reduce them. This systematic
review was conducted to identify and synthesise available evidence, which might be
applicable to a Nigerian context. Other researchers have identified a dearth of literature
on patient safety in Nigeria [29]. This systematic review was conducted at the start of the
PhD between November 2015 and June 2016. This was then updated between April and
May 2019.

2.1 Research aim and questions

The aim of the review was to identify, examine, synthesise and critically appraise the
quantity, quality, characteristics and gaps in literature relating to AEs in maternity care in

Sub-Saharan Africa, and to examine how it might be applicable to AEs in Nigeria.
The review addressed the following questions:

1. What types of AEs occur in maternity care?

2. What are the contributory factors to AEs in maternity?

3. What is the extent of their preventability?

2.2 Review methods

2.2.1 Eligibility criteria

A review protocol was developed, which sets out the parameters for the literature to be
included and excluded. The pre-defined inclusion and exclusion criteria were developed
from the PICOS framework [30]. Criteria for inclusion are detailed in Table 2. Primary
criteria for inclusion include empirical studies using any research design in the population
of women in Sub-Saharan Africa who delivered in a hospital-based maternity unit, those
collecting information from healthcare providers (doctors, nurses/midwives and

managers), published in the English language between the years 2005 and 2019.
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Table 2: Summary of eligibility criteria

INCLUSION EXCLUSION

Fopulation 1. Studies looking at childbirth 1. Women who delivered outside a
carefoutcomes in a hospital-based maternity unit (e.q.
hospital-based maternity emergency unit or home).
unit. 2 Other patient population and co-

2. Daoctors, nurses/midwives morbidities.

and managers working in 3. Daoctors, nurses/midwives and
hospital based matemity managers working in hospital but not
unit in a maternity-related unit.

4. Healthcare assistants, students,
patients and patient relatives.

Intervention | Any intervention targeting Intervention targeting other outcomes.
improving patient safety/quality in a
hospital-based matermity unit.

Comparison | Studies with or without a

comparator.

Outcome Studies using any measure of 1. Studies using any measure of patient
patient safety/quality in a hospital- safety/quality outside hospital-based
based maternity unit. maternity unit.

2. Non-patient safety-related studies.

Study Empirical studies using any design, | Non-empirical studies including editorials,

design including quantitative, qualitative, commentaries, reviews, abstracts, technical
reporting epidemiology. reports and systematic reviews (Mote: the

systematic reviews were used to identify
reference list and citations checks for primary
studies).

Context Studies from Sub-Saharan African | Studies from non-sub-Saharan African
countries. countries.

Language Studies published in English. Studies in languages other than English.

Date Studies published between January | Studies published before January 2005 or after
2005 and May 2019. May 2019.

2.2.2 ldentification of literature

An extensive search was conducted in electronic databases, including EMBASE,
SCOPUS and CINAHL. Searching in electronic databases has the benefit of being able
to limit the searches by date of publication, and they provide a systematic way of finding

titles and abstracts of potentially relevant articles [31, 32].

2.2.3 Search strateqy

A preliminary search in the University of Sheffield Star Plus library gateway and Google
scholar was conducted to develop and test initial search terms. Comprehensive search
terms were then developed using relevant keywords including “Adverse event™ OR

x99 G

“Patient safety” OR “medical error*” “risk management” OR “healthcare quality” OR
“incident” AND “Maternity ward” OR “maternity unit” (See appendix for further details of
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the search strategy). These search terms were used to conduct an advanced search in
the EMBASE, SCOPUS and CINAHL databases to identify relevant studies. The Faculty
of Medicine Librarian, an expert in healthcare information searching, was consulted
multiple times during the search term development and the database searches [30].

A further supplementary search was conducted. This involved searching the reference
list of selected papers and their citations for any relevant studies. Citation tracking was
carried out using the Google Scholar search engine to search by keywords or authors
[32]. Grey literature was not included in this review as it was expected that there would
be sufficient volume of peer-reviewed studies [33]. The reference list search included
systematic review papers identified within the search. This process was repeated to
update the literature review between April and May 2019. The same search terms were
applied in the selected databases to identify articles published after the initial review (see

Appendix 1 for a search strategy in Embase).

2.2.4 Study selection

Results from the searches were exported to the Endnote reference management
software, which was used to remove study duplicates from the combined databases'
results. Selection of the studies then followed a two-stage screening, i.e. at titles and/or
the abstracts firstly and then secondly at full text [30]. Full texts of potentially relevant
studies were obtained and then thoroughly reviewed against the eligibility criteria. At this
stage, both supervisors’ advice was sought when there was doubt regarding articles’
eligibility. The reason for exclusion of papers was documented. The reference list of one
systematic review obtained from the search was checked for any potential paper, and no

new paper was identified [18].

2.2.5 Quality appraisal

Assessing the quality or risk of bias in studies is an essential part of the systematic review
process [30]. Although some authors might use quality assessment to exclude studies
for failing to meet a certain level of quality threshold, others, as in this review, use this
process to highlight any potential weakness that could affect the findings’ strength but

include all relevant studies [34].

Quality appraisal was carried out using quality checklists appropriate for each study
design. The mixed method appraisal tool (MMAT) was used to assess the mixed method
studies. Different versions of the critical appraisal skills program (CASP) checklists were
used for qualitative studies, cross- sectional and intervention studies. A combination of

items from different authors was used to assess the quality of the retrospective case note
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reviews [35, 36]. One study reporting development of a new tool [19] was appraised for
whether its production was based on evidence, piloting, validity and reliability,
acceptability, and interrater reliability due to lack of validated appraisal tools. See
Appendix 2 for the checklist and quality scores.

2.2.6 Data extraction and synthesis

Each of the included studies was categorised according to research design. Data was
then extracted into a data extraction form developed in an excel spreadsheet. The
information extracted from the studies included country, study design, type of hospital
setting, population and outcome (type of adverse events (AES), extent of preventability
and contributing factors). Data was not double extracted because it was for independent
(PhD) work.

The data was synthesised by bringing together evidence from included studies to identify
patterns and direction in the findings and integrate them to produce a stronger
explanation of the evidence [30]. Factors within studies, such as design, quality and
diversity or heterogeneity, determine the method of data synthesis [37]. The high
heterogeneity of the included studies led to the choice of a narrative synthesis of the
evidence. Main findings were categorised and presented based on the three review
questions: types of adverse events (AEs); contributory factors of AEs; and extent of AES’
preventability.

As shown in Table 3, the contributory factors for AEs were further organised and
presented according to an established model (Farquhar, Sadler et al. 2011). This model
was identified from one of the included SSA studies utilised by the authors to present
their findings [38]. It was developed based on key relevant literature/models of AEs [39-
42]. Thus, the model was considered comprehensive in encompassing the various
contributory factors and potentially avoidable AEs, including maternal deaths. Utilising
the “best- fit approach”, contributory sub-factors of AEs were mapped drawing on the
Framework principle [43]. Those factors not in the original model but identified in the
included studies were added to a revised model. At the same time, those factors in the
model but absent in the included studies were noted. Symbols were then used to
differentiate all these categories. These include; contributory factors identified in model
and in literature (v'), those in model but not in literature (X) and those in literature but

not in model (+).
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Table 3: Framework of contributory factors to AEs

Contributory factors framework
Organizational and/or management

Poor organizational arrangements of staff
Inadequate education and training

Lack of policies, protocols, or guidelines
Inadequate numbers of staff

Poor access to senior clinical staff

Failure or delay in emergency response

Delay in procedure, eg, cesarean

Inadequate systems/process for sharing clinical information between services
Delayed access to test results or inaccurate results

Inadequate system for sharing clinical information between services

Personnel

Knowledge and skills of staff lacking (includes failure to maintain competence)
Delayed emergency response by staff

Failure of communication between staff

Failure to seek help/supervision

Failure to offer or follow recommended best practice

Lack of recognition of complexity/seriousness of condition

Technology and equipment

Essential equipment not available/not maintained/malfunctioning
Failure/lack of information technology

Lack or inadequate blood supply for transfusion

Lack or inadequate availability of essential medication.

Lack or inadequate supply of consumables

Lack or inadequate supply of electricity and water

Environment
Geography, eg, long-distance transfer
Building and design functionality limited clinical response

Barriers to accessing or engaging with care

Lack of recognition of complexity/seriousness of condition (by either woman or her family)
Cultural barriers

Religious barriers

Financial constraints

Family violence

Maternal mental illness

Language barriers

Not eligible to access free care

In model and literature (V)
In model butnotin literature (X)
In literature but notin model (+)

Adopted from Farquhar et al [44].

2.3 Review results

Presence

S SENIENLNELNEL NI NIENEEN

AN tH A+ XS AN SENENEEN

XXX X+NKK
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A total of 3087 citations were retrieved from Embase, Scopus and CINAHL databases
and were exported into the Endnote reference manager. Duplicates were electronically
removed, leaving 2886 papers for title and abstract review. Following screening at tittle
and abstract level, a total of 106 studies remained. A full text screening was then
conducted from which 56 papers met the eligibility criteria. Reference and citation search
provided additional 18 studies, resulting in 74 papers being included in the review. See
Figure 3 for a PRISMA diagram illustrating the process of study selection.

Figure 3: The process of selection of studies

Records identified through Duplicates excluded (n=201)
database searching |
{n=3087)

Identification

2 ¥
E Titles and abstracts of Records excluded
E recards screened — (n=27380)
(n=2886)
E Full-text articles excluded, with reasons
= {n=50)
e
- Full-text articles 1. Inappropriate population
assessed for eligibility | I {n=18).
{n=106) 2. Mot research study (n=7).
3. Different outcome (n=13).
4. Different setting (n=9)
5. Secondary data analysis (1)
6. Systematic review (n=1]
Articles included
[n=58)
Additional records from other
« sources
(n=18)

Total articles included
(n=74)
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2.3.1 Characteristics of included studies

The 74 included studies from Sub-Saharan Africa were conducted in nineteen different
countries (including six from multiple countries). See Figure 4 for a summary of the
countries. Malawi, Nigeria and Tanzania had the largest number of publications
compared to other countries. While Nigeria and Malawi had 11 studies each, Tanzania
had 13. The rest of the countries had between one and four studies (Botswana, DRC,
Gambia, Mali, South Africa, Zimbabwe, Benin, Burkina Faso, Eritrea, Senegal, Ethiopia,
Kenya, Uganda, Rwanda and Mozambique). This indicates a lack of coverage of all the
SSA countries and insufficient literature on maternity AEs, even in countries with some

studies.

One of the eleven studies from Nigeria was a multicentre study in federal government-
owned tertiary hospitals across several states [45]. Therefore, this may not reflect the
situation in other non-federal hospitals in the 36 states of the country. The remaining ten
studies were from six different states, leaving several states potentially not included in
any study [28, 46-54]. Thus, indicating a lack of sufficient representation in research
conducted within the country. As a result, the generalisability of the findings to wider
Nigeria has to be made with caution because of the varied state of healthcare across the
36 states. These variations could be due to differences in healthcare access, resources,

and outcomes, including maternal and infant morbidity and mortality.

Figure 4: Number of studies per country
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The inclusion criteria was studies based in a hospital setting and particularly within the
labour and delivery units. However, there were variations in the level and number of the
hospitals studied, as some included all hospitals in one or more district/location they
studied (large and small maternity hospitals) and up to 118 facilities [55], whereas others
studied a single facility (mainly a large referral/teaching hospital).

Two studies’ participants include staff and service users/relatives [56, 57]. Data relating
to care providers and managers were included, while that of service users/relatives was
excluded.

As summarised in Figure 6, the included papers were of five different research designs.
These include case notes review (21), qualitative studies (10), cross-sectionals (12),
mixed methods (4), interventions (26), and a tool to measure labour and delivery care
processes, validated in Kenya, Madagascar and Tanzania. See appendix 3 for detail of

the studies within each research design.

Figure 5: Number of studies per research design

Number of studies per research design

Tool

Mixed
Qualitative
Cross-sectional

Retrospective notes review

Intervention

L]
(g}

10 15 20 25 30

2.3.2 Quality of the literature

The methodological quality for the included studies was assessed based on their designs
and full details of the quality scores are provided in Appendix 2.
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Case notes review

Overall, the quality of the case notes reviews ranged between good and strong. They all
had a clear focus. Their main area of weaknesses lies in the conduct of data collection
and analysis. Data collection issues include either a lack of uniform approach for
collecting information in medical records and training of reviewers, which may have
reduced the reliability of the findings [35]. Nearly all the studies did not sufficiently
describe data analysis process to enable replication. While some of the studies had more
than one person independently reviewing the records before they collectively agreed on
a score, others did not [35].

Quialitative studies

The majority of the qualitative studies were generally of good quality. They all had clear
statements of aims appropriate for qualitative design. While the research settings had
been sufficiently described in all the studies, only two explicitly clarified researchers’ roles
within the settings, confirming their lack of affiliation with the study context [57, 58]. The
data collection process was another area of weakness, with many providing insufficient
detail on the process. The robustness of the ethical processes in two studies was also
unclear [58, 59]. Their weakest point was the data analysis process, including who
conducted the analysis, how coding and themes were generated, whether there was an
effort between coders to agree on codes and themes generated. Presentation of the
findings was generally one of the strongest areas of these studies but observation quotes
were not provided in two studies that combined interviews and observations, which

limited confirmability of the findings [60, 61].

Mixed method studies
There was variation in the methodological quality of the four studies within this group,
ranging from fair to strong. While all the studies stated research aims and objectives
appropriate for mixed method design, only one appeared to have integrated their data in
mixed method technique [62]. A number of issues identified in relation to sampling
strategy, data collection instruments and data analysis affected the strength of these
studies. For example, one study did not clarify their sampling strategy affecting the
findings generalisability [63]. Two of the studies had not provided the source and validity
of their measuring instrument, undermining the reliability of the findings [63, 64]. Analysis
was missing in one study [63], and in another, the qualitative analysis method was only
mentioned but not described [64]. However, all the studies sufficiently described the
study setting, strengthening transferability of the findings. They also supported the
findings with sufficient qualitative and quantitative data, which will help the reader decide
on their applicability [62-65].
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Cross-sectional

The majority of studies (10) within this category were of strong methodological quality.
They all had clear research objectives, choice of design was appropriate to the research
questions, no apparent sampling bias despite the majority using non-probability sampling
and samples seemed to represent the population from which they were drawn. However,
the samples in some of the studies were not based on statistical power, which may affect
the sample representativeness [48, 51, 66-70]. The validity of the data collection
instrument was unclear in some of the studies [67, 71, 72]

Interventions

The majority of intervention studies (20) were of fair methodological quality. All the
studies had a clear focus. They were based on four intervention components, including
audit and feedback cycle, educational training, improvement projects and standard-
based management recognition. Their main outcome measures consist of improvement
in quality of service/care (components of emergency obstetric care, patient
communication and rapid triage), reduction in AEs (primarily maternal mortality, and
foetal deaths and uterine rupture), and improvement in resources (building structures,

material and human).

All the studies except three had non-experimental designs [73-75]. Main design
weakness was the use of an “after study” design by some of the studies [76-81]. This is
considered the weakest of the non-experimental intervention designs because of the
absence of baseline information to compare the outcomes after the intervention. Only
one study reported potential confounders that may have influenced their results [79].
Another weakness was that data was collected by staff working in the study setting in
most of the studies, which maybe a source of bias, as they were the ones providing
patient care. Three studies addressed this issue by having an external organisation to
implement the intervention and collect the data [75, 78, 82], blinded from knowing which

group the case is [83].

Tool

The tool developed to measure the quality of labour and delivery care processes in SSA
was of strong methodological quality. All potential issues that may undermine the validity,
reliability and interrater reliability had been appropriately addressed by the authors [19].
Although Nigeria was not among the countries where piloting was conducted, no
acceptability issue was identified because the tool had been tested in many SSA

healthcare facilities, and these had many similarities with Nigeria.
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2.3.3 Synthesis of the literature

Findings from the included studies were synthesised according to the three review
guestions encompassing types of adverse events, the contributory factors to AEs, and
the extent of AEs’ preventability.

Types of adverse events

Twenty nine included studies (with six from Nigeria) provided evidence relating to the
type of AEs associated with labour and delivery in Sub-Saharan African hospitals (See
Appendix 3). These studies predominantly reported on severe forms of AES, which
include maternal mortality/death, perinatal death, uterine rupture, obstetric fistula and a
maternal near-miss. Maternal mortality was the most reported outcome and identified in
15 studies [38, 47, 54, 83-94]. Eleven studies reported a combination of maternal
mortality with other outcome, including maternal near-misses and perinatal mortality [45,
46, 55, 95-102]. Three other studies reported specifically on neonatal mortality [28],

uterine rupture [103], and maternal near-misses [101].

The maternal mortality ratio is a Millennium Development Goals (MDG) indicator of risk
associated with pregnancy measured by number of maternal deaths per 100,000 live
births during a specific period, usually one year [104]. The United Nations’ Sustainable
Development Goals aimed to reduce the maternal mortality rate to less than 70/100,000
live births in every country by 2030 [104]. Thirteen studies reported on maternal mortality
ratio and five of them were from Nigeria. As shown in table 4, the findings highlight that
figures for maternal mortality varied between countries and within countries, with the
maternal mortality ratio ranging between 69 [87] and 2509-2931/100,000 live births [46].
The sizeable variation in the report of maternal mortality ratio between the studies could
be due to the heterogeneity of the studies based on research design, context, number
and level of facilities and duration of data collection (See appendix 3 for more details).
However, the findings across the studies as a whole showed that Nigeria had the highest

maternal mortality ratio across the SSA countries.
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Table 4: Maternal mortality ratio by country

Country
Nigeria

Mozambique
Rwanda

Tanzania
Ghana
Gambia
Uganda

Maternal mortality ratio
772-2509-2931/100,000 live births

254-703 /100,000 live births

69.1-325/100,000 live births

1541/100,000 live births
1154/100,00 live births
279/100,000 live births
482/100,000 live births.

Contributory factors to adverse events

Reference

Oladapo, Ariba et al. (2007)
Ozumba and Nwogu-lkojo (2008)
Oladapo, Adetoro et al. (2015)
Onah, Okaro et al. (2005)
Omo-Aghoja, Aisien et al. (2010)
David, Machungo et al. (2014)
Chavane, Dgedge et al. (2017)
Sayinzoga, Bijlmakers et al. (2016)
Kalisa, Rulisa et al. (2016)
Pembe, Paulo et al. (2014)
Tuncalp, Hindin et al. (2013)
Cham, Vangel et al.(2007)
Okong, Byamugisha et al. (2006)

The second research question related to factors that contribute to AEs. As described

previously an existing framework [44] was drawn on to provide a structure for reporting

these factors. The framework has five main categories (see Figure 6) including

organisational and/or management; personnel; equipment and supplies; environmental

and patient-related factors serving as barriers to accessing or engaging with care. The

findings indicate that the organisational/management related factors were the most

reported of all the contributory factors for AEs, outlined in 53 studies. This was followed

by equipment and supplies (39 studies), personnel (37 studies), patients (31 studies)

and then environmental factors (15 studies).

Figure 6: Number of studies reporting contributory factors to AEs
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Organisational/management-related factors

Evidence from the 53 studies concerning organisational/management-related
contributory factors to AEs related to nine sub-categories. These were: staff numbers;
staffing arrangements; educational training; access to senior clinical staff, presence of
care policies; protocols and guidelines; emergency response; delay in procedures; staff
engagement with service evaluation and improvement; and systems for sharing clinical

information between services.

Staff numbers

Eighteen studies reported that shortage of trained staff was an important factor
potentially contributing to poor quality of care [46, 47, 51, 55, 60, 62, 69, 79, 83, 87, 90,
98, 105-110]. In one study from Rwanda, poor staffing level was implicated in 48 of the

987 maternal deaths examined [87].

The studies' findings varied regarding the type of staff category that was regarded as
being insufficient and the extent of the insufficiency. Some of the studies reported a
general shortage across all staff categories, including medical, anaesthetists, nursing
and midwifery, laboratory and pharmacy [55, 62, 98]. Others found particular shortages
among doctors and midwives, especially those with a higher training level [62]. Two
studies from Uganda and Nigeria further echoed reports of insufficient numbers of
midwives [51, 111]. The Ugandan study identified a shortage of 47 midwives in one
district, representing about half of the minimum number required [111]. The Nigerian
study similarly found only two of the facilities they studied (two general hospitals and ten
primary health centres) had four or more midwives, as recommended for a 24-hour
emergency obstetric care service [51]. However, an older study from Nigeria reported
having sufficient 24-hour coverage by suitably qualified staff [47]. The adequate staffing
reported in this study could be because it was conducted in a higher-level facility
(teaching hospital), which is likely to have better staffing coverage. The potential for
lower-level hospitals to be understaffed was identified in one study from Tanzania [62].
The study linked inadequate staffing to recruitment and retention challenges in rural
areas because health workers were favouring urban over rural residence due to poor
infrastructures, such as lack of electricity connection in houses, poorly equipped health
facilities, low and late payment of salaries, family commitments, and socio-cultural biases

against the unmarried [62].

Adequate staffing was listed among the critical factors for good quality patient care in

two studies [60, 107]. In other studies, healthcare workers viewed lack of adequate
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skilled staff to be jeopardising their efforts to provide good quality and timely maternity
care [105-108]. For example, one study that evaluated the obstetric triage system's
effectiveness in relation to time spent in admission found that a lack of staff was the main
reason for delays [79]. Some midwives reported having to select serious cases and leave
others to give birth on their own due to staff shortage and an overwhelming number of
women [56]. In two qualitative studies from Malawi, staff reported that they felt
demotivated when there was no staff to conduct a life-saving intervention for women [59,
109].

Inadequate staffing was also reported to negatively affect staff's personal well-being
where they had to extend themselves to attend to women because they could not leave
them without help [62, 109]. In three qualitative studies, staff reported feelings of being
overworked [106, 107, 109]. Some of the staff described instances where they were
solely responsible for many women with complex needs, working more shifts than
expected with no off days or working through the night and still being expected to
continue working the next day due to lack of on-call cover. They also did not have enough
time to rest or even take their day off or breaks [109]. As a result, staff saw their work
environment as challenging, affecting them either psychologically [62] or their ability to
balance work and family life [109]. Lack of sufficient staffing also prevented staff from

enrolling in training courses due to lack of cover [62].

The literature suggests that staff being overworked may also exacerbate the staffing
insufficiency. For example, staff being tired was documented as a reason for not
attending to a woman by one doctor in a study from Ghana [83]. In another study, a staff
member admitted to making fake excuses to get away from work early [109]. Evidence
from two different studies reported that staff participants felt seriously challenged by the
working environment due to staffing inadequacy and contemplated leaving their jobs,
which would potentially worsen staff shortages [62, 109]. However, participants in one of
the studies remained in their current work due to hope for a better future, religious faith,
supporting networks (family, relatives and friends) and a belief that other places that they

could move to would have similar issues to their current work environment [62].

Specific government policies may also exacerbate the staffing situation. For example, a
new Malawian policy of encouraging hospital births through providing free maternity
services, without addressing human resource shortages, caused an overflow of women
and overburdening of staff, including being called in even when off duty, particularly

those living near the hospital [109]. A different study in the same country also noted that
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staff members saw an earlier locum system to address the staffing problem as ineffective

because the work was still done by a limited number of already tired staff [106].

Staffing arrangements

Inappropriate staff allocation within hospital facilities was attributed to ineffective use of
skilled personnel as reported in thirteen studies [38, 55, 56, 61-64, 69, 72, 83, 88, 93,
109]. One study associated this issue with about 35% of 52 maternal deaths [38].

Routine staff rotation, doctors' working patterns and inadequate skill mix were identified
as contributing to inappropriate staff allocation in some SSA countries. For instance, two
different studies from Malawi [109] and Ethiopia [62] found that the practice of routine
staff rotation to other units to acquire the varied skills required for different wards resulted
in an influx of staff not competent in the management of labour and delivery processes,

and movement of competent staff to other units.

Three studies conducted in Ghana, Malawi and Tanzania found a pattern of working
during the day only among doctors [83, 93, 109]. While in a different Tanzanian study,
doctors were reported to be called in when needed, and in their absence, their tasks
were shifted to the nurses and midwives who provided 24-hour coverage [63]. In the
same study, nurses and midwives in small villages were found to be away from their duty
posts for periods of a couple of hours or days, leaving their jobs in the hands of traditional
birth attendants, despite living next to the hospitals in government quarters [63].

Studies from Burkina Faso, Eritrea, Kenya and Tanzania observed inconsistent skill mix
between facilities [55, 61, 69, 72]. The studies showed that higher-level facilities had
more highly skilled staff compared to the lower ones, and two studies reported doctors
working at hospital level only, whereas nurses, midwives and health assistants worked
at the lower level hospitals (health centres) [55, 69]. The majority of the lower facilities’
health workers included staff with little or no skill, such as auxiliary midwives or traditional
birth attendants [61, 72]. For instance, one of the 24 health facilities in a Kenyan district
with 646 skilled birth attendants was solely run by traditional birth attendants (TBASs) [72].
Midwives saw the auxiliary midwives as unable to ensure quality care because their
training curriculum does not equip them to detect and manage labour and delivery
complications compared to others with higher level knowledge and skills [61]. This view
was reinforced by the account of an auxiliary who narrated their first experience of
working alone with no prior experience of conducting a delivery. They had to seek a

TBA's assistance, who showed them what to do [61].
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Education/training

Inadequate education or training was an issue cited in twenty studies [28, 38, 51, 54, 55,
59, 62, 63, 65, 69, 71, 72, 74, 81, 83, 88, 94, 100, 111, 112]. While it is the responsibility
of hospital organisations to ensure that staff employed have adequate knowledge and
skills, which are periodically updated, the review highlighted lack of training, training
inconsistencies and staff being trained in areas they consider as unimportant. In one
study, respondents identified insufficient skills among staff members suggested that this
could be translated as inadequate staffing if the available staff did not have appropriate
skills for managing complications. They also saw this as potentially resulting in women
not receiving safe care [65]. This issue was attributed as a causal factor in 60.5% and
67% of maternal mortality cases examined in two studies in Botswana and Malawi [38,
94]. A different study in Nigeria also associated increased poorly managed obstetrics

care with a lack of skilled staff [54].

Some of the studies identified areas of inadequate knowledge and skills among different
health professionals. These were in areas of labour monitoring [83], diagnosis [28],
treatment [63, 83, 88], and after delivery care [74]. Two of the studies provided specific
examples of deficient skills, which included assisted vaginal delivery and manual removal
of placenta and retained products of abortion [63, 71]. Moreover, the most cited important
area requiring training was comprehensive and basic emergency obstetric care (CEmOC
and BEmOC) [51, 65, 69, 72, 110, 112]. The absence of important lifesaving skills might
result in care providers not being able to help the women, as reported in one study [61].
The study also noted that this could result in staff applying the wrong procedure/harmful
practices, as in their observed case where healthcare providers were pushing on a
pregnant woman’s stomach with all their weight to aid delivery. The study reported that
the care providers said they felt that they had no other option, which confirmed their lack
of knowledge and skill [61].

Staff members from a number of studies highlighted having had no refresher course
opportunities [59, 65] . For example, health workers interviewed in Malawi said they had
never attended any refresher courses since they were employed, except for one of them,
who had attended a single course in the last ten years [59]. Three studies from Uganda,
Tanzania and Senegal and Mali highlighted an increased disparity in staff qualification,
training and skill performance with facility level [63, 81, 110]. For instance, staff working
in teaching hospitals in Senegal and Mali were found to have higher qualifications
compared to those working in other hospitals [81]. In Uganda, staff working in hospitals
were reported to be more likely to manage obstetric complications compared to their
counterparts in health centres given that post-partum haemorrhage had been managed
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by only 15% of staff in health centres compared to 89% of staff in hospitals [111].
Moreover, a shortage of tutors in small towns in Tanzania compared to nearby urban
centres was found to have resulted in a training disparity among clinical officers and
midwives, with the consequent variation in experiences and practices resulting in errors

and unnecessary referrals [63].

Evidence also highlights that some of the training provided to staff may not be fulfilling
their needs. For instance, one multicentre study in Eritrea, which included different
hospitals and health centres highlighted that about 99% of staff members felt that they
needed additional training to perform their duties, despite their supervision records
showing that 95% of them had received refresher training in their current jobs [55]. The
study suggested a possible reason why training may not always address staff needs is
that the training system is dependent on external funding and “sponsor-driven or project
specific”’, such as HIV. This means that the current training does not always support
training needs in areas such as obstetric emergencies [65]. Another reason given by a
different study in Tanzania was that the money budgeted for training ended up in “the
wrong pockets”. This was despite staff calls for more training [93, p.898]. A third reason
concerns selection criteria [62, 65] and the lack of a standard system for the selection of
participants to undertake available training [65]. In another study of 43 districts in
Tanzania, there were contrasting views among staff members and representatives of
health authorities regarding satisfaction with the selection system and process fairness,
with some of the staff reporting barriers, such as unfair selection criteria by the authorities

and disqualification based on tenure and educational requirements [62].

Access to senior clinical staff

Ten studies reported inadequate availability of senior doctors in particular [28, 38, 45,
46, 63, 83, 84, 97, 109, 113]. Two studies from Nigeria and Malawi associated some of
the poor maternal outcomes they found delays or late arrival of senior staff such as
obstetricians and anaesthetists [28, 97]. Two other studies from Botswana and Ghana

attributed between 12% and 25% of the maternal deaths reviewed to this factor [38, 84].

While senior staff with the highest level of skill and training were more likely to be
available in bigger facilities, such as the teaching hospitals, this problem was also
reported to occur even at such high levels of care. Two different studies of maternal
deaths in Nigeria, one covering all the Nigerian tertiary public hospitals and the other one
a teaching facility, found that a significant number of the women who died (13% and
17%, respectively) had not been seen by a senior doctor (senior registrar or consultant)
at the time of the event leading to their death [45, 46]. Lower-level doctors could also be

37



the most senior staff available in some hospitals, and ensuring their presence is equally
important. For instance, a study in Ghana on maternal deaths showed that 3 in 4 cases
whereby doctors were needed were not attended to by this cadre in spite of them having
been informed about all the cases [83].

Although these studies did not provide reasons for senior doctors’ poor attendance to
some women, staff in two qualitative studies from Malawi associated this with two
problems. The first problem was lack of sufficient clinical staff to care for the many
women needing attention at the same time [109]. The second problem was inadequate
transport to convey specialists from their home to the hospital at night when on-call [106].
This could be related to staff arrangements as doctors were found to be working during
the day only or called in when needed as discussed earlier [83, 93, 109] or called in when

needed [63] (see poor organisational staff arrangements).

Care policies, protocols or guidelines

Policies, protocols and guidelines help guide the decisions and actions of practitioners.
Six studies reported issues related to their absence or lack of application by staff
members [38, 61, 72, 73, 75, 91, 97]. This factor was implicated in 44% of maternal
deaths in Botswana [38]. However, the literature generally lacked clarity regarding what
specific policies, protocols and guidelines were absent in the facilities they studied. Two
studies noted the lack of application of the available policies, protocols and guidelines
[61, 72]. However, these studies did not explain why available policies, protocols and
guidelines were not adhered to.

Emergency obstetric care readiness

Twenty three studies reported organisational failure/delay in providing an emergency
response when required [38, 46, 48, 51, 67, 69-71, 73, 74, 83, 84, 86, 88, 91, 102, 103,
105, 106, 110, 112, 114, 115]. This was linked to 12% and 15% of maternal deaths in
the analysis carried out by different studies in Ghana and Botswana [38, 84]. One study

also associated it to uterine rupture [103].

The studies reported two main areas of delay. The first is related to failure to prioritise
women at greatest risk, with some of the studies highlighting instances of staff failure to
offer timely intervention to women with known risk factors such as grand-multiparity and
previous caesarian sections [103]. They also observed delays in starting adequate and
correct treatment [46, 73, 86]. This was found after diagnosis of uterine rupture [103] and
retained placenta [83]. The second area of delay was regarding timely decisions to refer
women to hospitals with more advanced obstetric services or call an ambulance [73,
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103]. One example of maternal mortality involved the woman spending four hours in

labour without progress and with no definitive action taken [83].

The main issues identified by the studies relating to lack of emergency response were a
shortfall in the rapid triage system. For instance, one study examining the impact of a
quality improvement initiative for reproductive health services and its related outcomes
in Malawi raised a concern that health facilities lacked rapid triage systems for evaluating
women in labour, which would have enabled them to detect complications and prioritise
care [74].

The United nation process indicator guidelines recommend that there should be at least
one comprehensive emergency obstetric care (CEmOC) and basic emergency obstetric
care (BEmOC) facility per 500,000 people [104]. The guidelines also list elements of care
(called signal functions) that should be available in a facility for emergency care of
obstetric women. There are eight signal functions in total, of which number one to seven
can be performed at the level of BEmOC and all nine at CEmOC. These include: (1)
administration of parenteral antibiotics, (2) parenteral uterogenic drugs, (3) parenteral
anticonvulsants, (4) manual removal of placenta, (5) removal of retained product of
conception, (6) assisted vaginal delivery, (7) perform basic neonatal resuscitation, (8)

caesarean section and (9) blood transfusion.

As highlighted in Table 5, eight different studies from various SSA countries reported
shortfalls in the expected level of emergency obstetrics and neonatal care services [48,
51, 67, 69-71, 111, 112, 115]. However, it was noted that the shortfall could be worse in
lower-level hospitals such as primary health centres (PHCs). For instance, a South
African study identified all seven hospitals investigated as to having attained CEmOC
status as expected, but not the health centres [70].
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Table 5: Status of emergency obstetric care (EmOC) in seven SSA countries

Study Country
Tanzania

Ueno et al

(2014)

Tobi-west et al

(2012) Nigeria
Thwala et al
(2018) South Africa

Ntambue et al

(2017) DRC
Abegunde et al

(2015) Nigeria
Leigh et

al(2008)Malawi  Malawi

Echoka et al

(2013) Kenya
Wilunda et al

(2015) Uganda

CEmOC= Comprehensive emergency obstetric care.

Number and
Setting  types of facilities
studies  studied

4 hospitals, 2 halth
centres and 2
1 district  dispensaries

10 PHCs and 2
lstate  general hospitals

4 regional
hospitals, 2 district
hospitals, 1 tertiary
hospital and 8
community health
1district  centres (CHCs).

National 53 of 180

20 general
hospitals and 39
lstate  PHCs.

25% of all health
hospitals= 94
National  health centers

40 health facilities
1 dictrict  (public and private)

Al health facilities
(2 general
hospitals, 10 health
centres grade 3

2 districts and 8 grade 2)

BEmOC= Basic emergency obstetric care. *

Measure

WHO signal
functions
WHO
guidelines for
assessing the

performance of

signal
functions.

UN-EmNOC
signal function

WHO
standards

UN process
indicators

UN process
indicator

UN process
indicator

Safe
motherhood
need
assessment

CEmOC/ BEmOC status

Only 2 out of the 4 hospitals performed all
9 CEmOC signal function and none of the
4 health centres/dispensaries performed
the entire 7 BEmOC signal function within
the last 3 months

Only one facility qualified for BEmOC and
none qualified for CEmOC status

All the 7 hospitals were classified as
CEmOC but none of the 8 CHCs attained
BEmOC.

Only one facility provided all CEmOC
signal functions in the preceeding 3
months and none other provided all the
BEmOC signal function.

6 (0.2%) of the 59 sampled facilities met
the EmOC requirements.

18.5% estimated met need of EmOC

None of the facilities qualified as CEmOC
based on the WHO definition because
assisted vaginal delivery was not provided
in any of them. However, other CEmOC
services were provided in 5 of the facilities.

Both general hospitals performed all the 9
CEmOC signal functions while none of the
health centres provided all the 7 BEmOC
signal functions. Signal function which
requiremanual skill and specific equipment
were the least available.
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Timeliness of procedures

Thirteen studies reported delays in carrying out procedures [38, 46, 54, 79, 85, 87, 88,
97, 98, 100, 102, 103, 116]. The various types of delay included: initial assessment of
admitted women [46, 97, 100, 102], starting treatment [100, 102, 116], anaesthetic
review [54] and operative procedures such as caesarean sections in obstructed labours
[46, 85, 88, 102, 103].

Some of the studies highlighted how detrimental delays could be to women. For instance,
procedure delays were explicitly identified as a contributory factor in three maternal
deaths in Rwanda and Botswana [38, 87]. This finding is consistent with a different
Rwandan study that viewed some of the maternal deaths as preventable [102]. The study
concluded that diagnostic and therapeutic delays were the most common preventable
factors that could be addressed in maternal near misses (66%) and maternal deaths
(11%). Moreover, another study reported that a third of women experiencing a near-miss
had encountered delays in diagnosis and care [98]. The time interval between diagnosis
and definitive treatment could make a significant difference in women with emergency
obstetric needs. Four different studies from Tanzania, Uganda, and two from Nigeria
identified delays ranging between 30 minutes and 4 hours [45, 46, 98]. Other studies
identified even longer delays of up to 24 hours, occurring mainly in the evening and at
night time [93, 98].

Engagement with service evaluation and improvement activities
Seven studies qualitatively explored health workers’ and or managers’ views on audit
[60, 80, 107, 117-119] and maternal death reviews (MDRs) [81] in their facilities to

assess engagement with service evaluation and improvement activities.

Perceived benefits: Although service evaluative processes (audit/MDR) were perceived
by both staff and managers as tools that bring about overall service quality improvement
[60, 80, 117, 119], their perceptions of the personal benefits differed. The processes
were seen by staff as beneficial in promoting their learning, skills, teamwork and job
satisfaction [60, 117]. For instance, these activities were regarded as having positively
influenced the speed with which they manage cases, how they receive and communicate
with women, and their general clinical practices [80]. In contrast, the managers perceived
them as helping in gathering and analysing data for evidence-based policy improvement
[60].

Staff saw time as an important barrier to audit participation. They mentioned difficulty in
finding a suitable time for all those involved in audits to attend the meetings because
41



they were too busy providing care to women during working hours [117]. Staff were also
expected to attend audit meetings when they are off duty, without compensation for their
time and travel costs, which was a perceived barrier to engagement for staff on relatively
low wages [80, 117, 119].

Two studies from Benin reported on audit meeting leadership. One of the studies found
that half of the audit meetings were headed by a physician, and the rest by a midwife or
a nurse [78]. However, the type of professional cadre heading audits appeared important
for some health care providers. For instance, when discussing audit leadership, one of
the participants in the second study insisted that this role must be filled by a trained
obstetrician or specialist, in order to identify problems and make sufficient

recommendations [117].

The composition of audit team members varied. One study reported that in Benin the
team comprised a multidisciplinary member from various health workers [78]. In contrast,
a study from Senegal reported that health workers other than doctors were excluded
from the audit committee [81]. The authors concluded that the lack of involvement of
other professional categories contributed to a lack of motivation to collect information on

maternal death or implement recommendations of the audit committee.

The sustainability of the audit/MDRs was reported to be affected by a lack of feedback
to staff about what was discussed [60, 80]. The studies also reported that a lack of or
insufficient implementation of recommendations from the auditMDRs was perceived as
demoralising for the committee members [60, 80, 81, 118, 119]. For example, three
respondents in one study attributed the cessation of audits in a Tanzanian hospital to the
demoralisation of the audit committee members. This followed repetitions of the factors
contributing to avoidable maternal death, which they had made strategic
recommendations [118]. Participants in other studies suggested that the presence of key
leaders such as the departmental head or managers and policy makers during the audit
process was important to support the implementation of recommendations [60, 81, 107,
118].

Systems for sharing clinical information between services

Four studies identified problems with information sharing system between services [38,

47, 65, 83]. One of the studies also identified this issue as a contributory factor in 20%

of the 52 maternal deaths found in Botswana [38]. A different study identified lack of

communication and coordination between the health centres and the hospital before and

after referrals as hindering the efficiency of the referral system, though the study did not
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provide sufficient details about the specific communication and coordination issues [65].
Another study identified problems of inadequate details in referral notes and referred
women not being accompanied by staff to provide the necessary information [83].

Personnel related factors (healthcare staff)

This section addresses findings from 37 studies in relation to healthcare staff behaviour
adhering to best practices, seeking support and communicating with others. In this
review, recognising the complexity/seriousness of the women’s conditions is combined
with the delay in procedure section within the organisational/management contributory

factor, in contrast to the original model where it was within the personnel factor.

Adhering to best practice

Twenty studies reported indications of care providers working outside recommended
best practices [38, 46, 56, 57, 60, 61, 63, 72, 73, 80, 83-86, 88, 94, 97, 109, 120, 121].
This was associated with a number of maternal deaths in one study [38]. Many of the
studies identified evidence of disregard or deviation from standard or local care
guidelines. This included disregarding the available management protocols for obstetric
emergencies, postpartum haemorrhage, shock, eclampsia and neonatal resuscitation
[73, 80, 97]. For example, one study from Nigeria analysed the changing pattern of
critical obstetric care over two consecutive 3-year periods and noted deviations from

patient management protocols in 58% of all the cases studied [46].

Various studies identified inadequate implementation of intrapartum monitoring,
including systematic partograph recording, aspects of good practice aimed at monitoring
labour progress and detecting early signs of abnormality [57, 60, 83-85, 94, 97, 109]. For
example, one study in Ghana found that only five out of 13 hospital-based maternal
mortality cases were recorded, and only two of them had been recorded to the
satisfaction of the panel [83]. One study in Tanzania where birthing care was observed
noted that partographs were not filled in regardless of the care provider's training level
and that midwives delayed filling in the partograph or sometimes dismissed previous
recordings [61]. This study and others raised the problem of retrospective recording of
partographs and notes about healthcare events, in addition to the doctoring of reports
[57, 83]. Poor recording could result in difficulty reviewing healthcare events, which one
study cited as a barrier to the accurate estimation of morbidity and mortality [72]. While
most of the studies provided no reason for the poor partograph recording, one study

highlighted that healthcare providers neglected this procedure to allow women in labour
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more time to progress without intervention believing that most women will eventually give

birth, and have positive outcomes [57].

Staff not abiding by best practice could result in inappropriate and misguided actions, as
cited in some studies [63, 83, 86]. An inappropriate action cited in one of the studies
involved the referral of a pre-eclamptic woman with severe anaemia, pneumonia, and
hypertension to another hospital without visible effort to address the problems [88].
Whereas an example of misguided action was where an unorthodox method of using ice
packs instead of syntocinon was used in a case of obstetric bleeding [83]. However, this
could be due to organisational/management related factors such as lack of knowledge
and skills to manage these conditions or supply inadequacies such as lack of specific
medications. Findings from some of the studies corroborated this view. For example,
healthcare workers admitted to taking shortcuts because of acute staff shortages and
heavy workloads [109]. Another study reported midwives’ accounts of the complexity
involved in attending to different women at the same time, which made them wear three
or four pairs of gloves at one time so that they could easily remove the outer
contaminated ones to attend to the next woman [56]. This may compromise the quality
of the care provided in such a situation, for it was either rushed or abandoned halfway

through to attend to someone with a critical problem.

Seeking help/supervision

Failure to seek help or supervision was reported by thirteen studies [38, 54, 55, 63, 65,
88, 94, 97, 103, 106, 107, 109, 119]. One of the studies identified this as an issue in 19
maternal deaths reviewed in Botswana [38]. Various issues posing a barrier to seeking
support were identified. Some of these studies identified a lack of availability of
support/supervision [107, 109, 119]. Others reported refusal and perceived lack of
benefit as the reason for staff members not seeking support [63, 65, 106, 107, 109, 119].

One study highlighted the potential for inconsistencies in help/supervision practices,
based on facility level, where by 80% of staff at referral hospitals reported being
supervised often, sometimes or regularly as compared with 73% in the community and
90% at health centres/stations [55]. Another study examined staff satisfaction with
supervision and observed that 50% of respondents reported not being satisfied with the
available supervision, which tended to be (irregular or unscheduled visits by external

supervisors focused on record keeping, attendance) and fault-finding [65].

44



Communication
Fifteen studies reported on failure of communication as a factor contributing to adverse
events [38, 47, 53, 56, 59, 61, 62, 69, 73, 80, 85, 106, 107, 109, 120].

Firstly, communication failure at the organisational level, which occurred between staff
and their managers or policymakers. While this form of communication failure may fit
better with organisational/management-related factors, discussing it here in personnel-
related factors provides a complete picture of the communication issues. This issue was
found in three studies from Nigeria and Tanzania [53, 56, 58]. The Tanzanian studies
include two qualitative studies and reported midwives’ views that their opinions were not
valued in the hospital and that their work was never appreciated by their superiors [56,
58]. A different study reported conflict between staff and hospital management in Nigeria

that had resulted in industrial action and contributed to one maternal death [53].

Secondly, communication problems between staff members of the same or different
professional category was found in various studies [38, 47, 69, 73, 80, 85, 107, 109].
This issue was reported to have contributed to 16 maternal deaths (29%) in Botswana
[38]. Many of the studies reported poor teamwork among the staff members, which
reportedly stemmed from tension and, consequently, an inadequate transmission of
information within and between teams. Poor teamwork was cited in one study from
Tanzania as a challenge to emergency obstetric care across all facility levels [69].
Tension and poor teamwork between midwives/nurses and doctors were identified as
related to perceptions of unfair workload and level of responsibility resulting in
disagreements on decision making, with the midwives feeling that their decisions were
being undermined by the doctors [69, 85, 107, 109]. Moreover, communication issues
were identified between midwives and ambulance drivers due to the latter sometimes
not responding to midwives’ requests to convey staff on-call from their homes [106].

Communication failure was also identified as occurring between departments [47].

Thirdly, communication issues were identified between staff and women in Malawi,
Tanzania and Burkina Faso [58, 59, 61, 62, 80]. Midwives in one study expressed a
feeling of not being valued by the women, in addition to reporting negative attitudes from
the women who they felt regarded them as not caring [58, 80]. However, midwives in
three different studies from Malawi, Burkina Faso and Tanzania acknowledged
committing poor, unprofessional behaviour towards women. These behaviours include:
unkind attitude [59], slapping [62] and various forms of threats such as evacuation,
operation, possible death of the baby, referral to regional hospital or episiotomy by
approaching scissors to the perineum [61].
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The midwives blamed these behaviours on their stressful work environment and
exhaustion from excessive workload, staff shortage and fear of maternal death, for it
comes with sanctions [59, 62, 80]. The midwives in one study also explained that they
sometimes behaved in such a way to get the women’s cooperation to push the baby out
because they wanted them to leave with their babies safely [62]. The staff interviewed in
one of the studies perceived how a woman is received by the healthcare provider as key
to her satisfaction and observed that good reception of women varied among staff [61].
The staff acknowledged that it was difficult for them to tell if a woman is not satisfied with
the care as the women did not show dissatisfaction, but some gave blessings and small
gifts, and this show of appreciation was considered as an indicator of satisfaction with
the care received [61]. Contrarily, staff members in a different study reported that women
and family members verbalised dissatisfaction with care, which was sometimes

expressed negatively, including complaints and insults [62].

Technology, equipment and supplies

Concern regarding the availability and or functioning of equipment and supplies was
reported in 39 studies. Although information technology was part of the original model
[44], itis excluded here because none of the reviewed studies reported it as a problem.
This could be because technology in the settings studied had been at quite a low level.
Supplies is an added factor, which was not in the original model. This factor is the most
relevant to this theme and includes four main issues: blood and oxygen, essential

medicines, consumables, water, and electricity.

Availability of functioning of equipment

Twenty studies from various countries reported lack of availability, malfunctioning or poor
maintenance of equipment [38, 46, 47, 55, 60-62, 65, 69, 72, 73, 85, 87, 96, 98, 100,
102, 106, 107, 110]. This issue was associated with maternal mortality in studies from
Rwanda [87, 102], Botswana [38], Gambia [85] and Nigeria [47]. It is also reported to
have resulted in a lack of or delayed procedures [47, 69]. For example, lack of a
resuscitation tray and blood pressure measuring machine was identified as one of the
reasons why signal functions were not performed in the majority of their study settings
[69]. A list was formulated regarding what equipment was lacking or malfunctioning from
studies that mentioned this issue. This list includes: blood service equipment, ultrasound,
vacuum, suction, dialysis, resuscitation tray, sphygmomanometre, scissors, foetoscope,
long needle holder, telephone, and appropriate protective barriers from potentially
infectious bodily fluids [47, 61, 62, 65, 69, 85, 100, 111].
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One study found that some types of equipment were not just lacking or malfunctioning,
but were obsolete or not available for use (Ziraba, Mills et al. 2009 . This study,
conducted in 24 facilities in Kenya found that the manual vacuum aspirator, considered
safer than curettes, was available in only eight health facilities but curettes in 18 facilities.
The study also reported that some equipment was not in working condition or was locked
up somewhere, though the authors did not provide details [72]. Facility level availability
inconsistencies were also found in two studies from Uganda and Eritrea, where hospitals
were better equipped than health centres [55, 111].

Availability of supplies
Supply related issues were reported in 34 studies. This issue relates to the non-
availability of blood and oxygen, essential medicines, consumables, and electricity and

water.

Blood and oxygen were the most commonly reported supply problems after essential
medicines and was identified in 23 studies [28, 38, 46, 47, 53-55, 61, 69, 83-88, 90, 91,
96, 98, 100-102, 116]. Lack of or insufficient blood and blood products was cited in 16
studies as a contributory factor to maternal mortality. However, lack of oxygen was

associated to maternal death in only one study from Nigeria [47].

One study from Nigeria conducted a six-year analysis of obstetric care in a hospital
setting and found that lack of blood for transfusion had worsened over the years [46].
The availability of blood varied within countries and between the hospital facility levels
[54, 55]. For instance, in one study covering 118 health facilities, including 18 hospitals
in Eritrea, 47 health centres and 53 stations, only 12 hospitals provided blood transfusion
[55]. However, one study from Nigeria indicated that blood supply service availability
might not be the only determinant of timely transfusion [54]. The authors found only one
of the hospitals in their study with a blood supply service that was unaffected by delay.
Staff in a teaching hospital with a well-established blood bank reported blood being
difficult to obtain because of a reported “poor attitude of haematology staff’, but the
authors did not specify what this meant (p.572). Staff in the hospital with no blood supply
problem revealed using encouragement strategies to get the women’s relatives to donate

blood in advance, in case of emergency.

Blood supply issues were identified as a reason for referring obstetric service users to
another facility in two studies from Tanzania and Burkina Faso [61, 90]. The Tanzanian
study observed that many women who died in one hospital were purposely referred there

for blood transfusion [90]. While it is not clear from the study whether these women
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received the transfusion or not and whether their deaths were associated with the blood
issue, other studies indicated that not all those who needed transfusion got it. For
instance, one study from Rwanda reported that out of 134 women with severe
haemorrhage, only 52 (39%) had been transfused with one or more blood units [101],
though the study did not clarify why the other women who also needed blood transfusion
did not receive it. Lack of blood in the blood bank [98] and malfunctioning blood service
equipment [85] were the reasons given in two studies for some women who needed

transfusion not getting it.

A lack of or inadequate supply of essential medicines was raised in 25 studies from
various countries. [28, 38, 53-55, 59, 61, 62, 67, 69, 71, 72, 80, 83, 85, 95, 96, 98, 99,
102, 106, 107, 114, 116, 122]. While one study reported availability of all the essential
drugs for maternity care [55], many others identified various issues related to this.
Hospital staff reportedly saw lack or inadequate supply of medicines as an issue
challenging their work [59]. An adequate supply of essential medicines is listed among
the prerequisites for improving maternity care quality [107]. Five classes of medicines
necessary in obstetrics and obstetric emergencies were reported as lacking or
inadequate. These include, oxytocin, anti-convulsants, antibiotics, intravenous fluids and

anaesthetics medicines.

Oxytocin is used before delivery to induce labour and immediately after delivery (third
stage of labour management) to prevent postpartum haemorrhage (PPH), as well as in
PPH condition. Anticonvulsants, specifically magnesium sulphate (MgS0O4), are used in
pre-eclampsia and eclampsia to control seizures. One Tanzanian study, covering four
hospitals, two health centres and two dispensaries, found that maintaining a constant
supply of essential drugs like MgSO4 was a problem at all levels of health care [69]. One
study from Ghana highlighted that the unavailability resulted in a number of women
missing out on essential medication [83]. This study on maternal mortality highlighted
that four out of seven cases of eclampsia did not receive MgSO4, despite it being noted
in one of the cases as the most appropriate treatment [83]. The unavailability of
anticonvulsants was found to increase with parenteral preparations [67, 69]. This finding
in Tanzania is corroborated by a Kenyan study, which reported that parenteral MgSO4
was available in only 7 out of the 24 facilities studied [72]. In one study, lack of
anaesthetic medication was listed among the reasons for delay in operative procedure
[98].

One of the reasons identfied for inadequate supply of medicines is organisational
purchasing bureaucracy [114] (Onah, Okaro et al. 2005). The authors in one of the
48



studies did not clarify what organisational purchasing bureaucracy means [54].
However, the other study from Mozambique reported that the hospital management in
their study faced a dilemma in obtaining MgSO4 because it was not listed among the
essential drugs in the country; thus, the hospital had to lobby the ministry of health’s
pharmaceutical centre to have it included in their shipment (Santos, Diante et al. 2006).
Additional reasons for difficulties accessing medicines include the hospital pharmacy
door or medicines cupboard being locked [98]. Others were linked to inability of service
users and/or their relatives to provide or pay for the medicines where health care is not
free, as in Nigeria [53, 54].

Consumables are goods/ items needed for regular use [123]. A lack or inadequate supply
which hindered normal working activities was reported in ten studies [28, 54, 58, 61, 63,
69, 80, 85, 96, 98]. Various supplies and consumables identified include blood bags,
intravenous cannulas, syringes, gloves, scissors, cotton wool, sutures, delivery packs,
sterile materials, and linens. While the insufficiency of the items listed varied with country,
this was cited as a source of care delays in five countries, including Tanzania [58, 63,
69, 96], Burkina Faso [61, 80], Nigeria [28, 54], Uganda [98] and Gambia [85]. Moreover,
four of the ten papers reporting this issue were from Tanzania and two came from

Nigeria.

Findings from the studies also provided insight into how hospital staff members were
managing the lack of supplies and consumables. In one of the studies from Burkina Faso,
a nurse-midwife stated having had to send messages to the village clinics to notify
women to bring along gloves and cotton wool when coming for delivery. This was so that
they could be attended to if the hospital ran out [61]. This is similar to the account in a
study from Nigeria that women and or relatives were asked to buy medicines from
pharmacy shops outside the hospital [54]. In contrast, one study from Tanzania reported

the illegal sale of medicines to service users by hospital staff [63].

Seven studies reported a lack of or inadequate supply of water and electricity in four
different countries, including Tanzania, Nigeria, Gambia and Burkina Faso [28, 46, 58,
61-63, 85]. Most of the studies except the Burkina Faso study provided little detail
regarding these issues and how the care provided to women in maternity care was
affected [61]. The study found variable water availability and electricity among four
different health centres in Burkina Faso. While some of the facilities had electricity and
running water, in others, staff relied on their torches as the only light source. This means
there was insufficient lighting for labour and delivery assessment and care. The staff also
had to fetch water from a well at about 1Km distance. Additionally, care providers in this
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study reported that the water supply issue had led to limited handwashing and cleaning

of equipment and delivery room between women [61], thus increasing the infection risk.

Environment and service users-related factors

While environment and service users-related factors are treated as two different
categories in the framework [44], these are combined here because they were the least
prominent in the studies reviewed. They are also issues that are very much outside the
hospital organisation domain.

Distance and location of healthcare facility

Twelve studies reported that the distance of healthcare facility from the women’s home
or referring facility as a contributory factor to adverse events [38, 55, 61, 65, 67, 69, 72,
83, 85, 96, 102, 106]. This was implicated in one maternal death in Botswana [38].

Different studies found that women, particularly those living in rural communities, had to
travel a great distance to urban areas for comprehensive emergency obstetric care
(CEmOC) [55, 67, 72]. This is because most hospital facilities offering this service were
located in urban communities. The distances that women had to travel between these
locations ranged from 5 to 191km [55, 67, 72]. Journey times ranged from an hour to a
number of days [55, 65, 96, 106]. For some women, the problem was further
compounded by a lack of transport [85, 96], bad roads [106] and personal security
issues, especially at night time [72]. The transport issue was a problem even in places
where the normal journey time to the referring facility was less than one hour [65, 72].
Studies reported that the ambulance system in many of the settings was unreliable due
to unavailability, insufficiency, breakdowns, or lack of drivers [55, 61, 69, 72]. One study
also reported a discrepancy in the ambulance system, with urban and semi-urban
centres provided with timely free patient transport, while rural women had none [61].
According to one study from Tanzania, the mean waiting time for transportation to the

hospital could be as long as 83 minutes as ambulances were not readily available [96].

Building and design issues
Seven studies reported building design issues, including lack of physical space, theatres,
intensive care facilities and toilets [47, 55, 61, 69, 98, 100, 102]. Two studies conducted
in Tanzania and Eritrea indicated that insufficient physical space limited the size of the
labour and postnatal wards, and consequently the bed spaces [55, 69]. While the issue
of physical space was found to vary with facility level, the two studies reported conflicting
findings. It was observed in one of the studies that this was more of a challenge in the
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lower-level facilities [69]. However, the second study, which looked at 118 facilities,
reported this as an issue in the higher level facilities [55]. For instance, they found
hospitals to have higher bed occupancy compared to the health centre. On average, all
hospitals beds were occupied in at least 83% of hospitals compared to 17% of health
centres and 4% of health stations.

The lack of or insufficient space in the theatre and/or intensive unit was reported in five
studies [47, 55, 98, 100, 102]. One of the studies, which looked at several facilities of
varied levels (118), reported that a theatre facility was available in only 15 of the settings,
while only one facility, the national referral hospital, had an intensive care unit for
maternity women [55]. Another study that found the intensive care facility to be available
reported it being sub-optimal, though there is little detail as to what this meant [47]. The

theatre issue was also linked to delayed surgical procedures [98].

Accessing or engaging with care (service users-related factors).

This is addressed in 31 studies from this review [28, 38, 45, 47, 53, 54, 59, 61, 69, 72,
74, 78, 80, 83, 85-88, 90, 91, 94-100, 102, 106, 116, 119, 124]. The original framework
listed issues including substance abuse, lack of recognition of the complexity or
seriousness of the condition, cultural barriers, religious barrier, and financial constraints
[44]. However, this review only reports issues related to women’s conditions on arrival,
cultural barriers, religious barrier, and financial constraints, because the others were not

identified as a problem in the included studies.

The studies indicated that a significant number of women attending hospital in different
SSA countries arrived in poor health [28, 83, 85, 86, 90, 119]. The evidence
demonstrated that these women were at greater risk of AEs [86, 90, 95, 96, 98, 102].
For instance, in one Tanzanian study, nearly 81% of the women were said to have
already developed complications before getting to the hospital [96]. Two more recent
studies in the same country showed a decrease in the number of women arriving ill,
however, 55% [90] and 70% [95] are still high figures. This difference might not be an
actual reduction but the result of variation in the hospital settings. An even higher
prevalence of women arriving at hospital in critical condition was reported in Nigeria
(92%), with almost half of them coming during the night [45]. Arriving late was found to
increase the risk of maternal mortality by threefold (95% CI: 1.3) [96], and was attributed
to 9% of near-misses and mortalities in one study [102]. The illnesses that the women
commonly presented with include: hypertension, bleeding, anaemia, pre-eclampsia and
eclampsia, ruptured uterus and infection [28, 38, 53, 85-88, 94-98, 124].
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Despite the role of ANC in preventing, identifying and treating an impending health threat
in pregnancy, the review highlighted evidence of a lack of, or poor attendance at this
service among many women presenting at health facilities for births. For instance, one
study in Gambia found only 50% of the women attended ANC in their third trimester [85].
However, five studies reported that a large number of women had never attended ANC
at all. One of these studies, in Tanzania, reported that 14% of the women they studied
had not booked ANC [96]. Of particular relevance to the current study, the other four
studies from Nigeria reported even higher numbers of women who had not booked ANC
compared to the Tanzanian study. Their figures range between 21% and 75% [28, 45,
47, 53]. The findings of poor or no ANC attendance highlight how extensive the problem

is in Nigeria and the potential for many women to present in a poor state of health.

Eleven studies identified cultural and religious beliefs and practices as preventing women
from seeking timely hospital care [28, 38, 59, 61, 83, 85, 87, 98, 100, 106, 116]. Only
one study identified specific religious belief as a contributory factor to AEs, which they
linked to one maternal death [59]. This issue resulted in a rejection of a blood transfusion.
Cultural issues were most dominant. For instance, cultural beliefs and social norms in
Malawi contributed to women avoiding hospital delivery [59, 106]. These include the view
that bleeding and convulsions are part of a normal delivery process but not signs of an
obstetric emergency. An obstructed labour was also believed to be the result of witchcraft
that would lead to death if a caesarean section were conducted. Furthermore, in Burkina
Faso, it was a “sign of pride for a woman in that community to endure labour pain and

not seek help until the “cutting of the cord”, and this delayed hospital arrival [61].

Four studies identified a cultural practice whereby a key decision-maker in the family
decides whether a woman should go to the hospital or not as impeding timely access to
care [28, 85, 98, 100]. A delay in seeking care was reported to occur when the decision-
maker was absent [85], which had contributed to near-misses where the woman had to
wait for permission to go to the hospital [98]. This issue had delayed consent for surgery,
cited as the contributory factor in one intrapartum stillbirth reported in a study from
Nigeria [28].

Other cultural practices included a heavy reliance on traditional birth attendants (TBAS)
or traditional doctors for pregnancy and delivery [38, 59, 83, 87, 100, 106, 116]. One
study found that in 9% (53/564) of maternal near-misses and mortalities, a woman or her
relative had consulted a traditional doctor, and 49 of these admitted using traditional
remedies [100]. Some of the traditional medicines used by the TBAs were identified as
harmful [83, 106]. For example, unsafe quantities of herbal oxytocin had been
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administered to hasten labour [59]. Traditional medications from the TBAs were also

found to be used secretly even while the women were in hospital [106].

Finally, the literature showed that healthcare for mothers during delivery is generally not
free in Sub- Saharan Africa. Thus, lack of money and the need to pay at the point of
service made accessing timely care difficult for some families, as identified in 12 studies
[28, 38, 45, 47, 53, 54, 61, 72, 80, 85, 91, 96]. Fees for transportation to healthcare
facilities and hospital expenses such as prescriptions and hospital admission were also
shown to be challenging for women with financial constraints in Nigeria and Burkina Faso
[54, 80]. Poverty was identified by care providers as a barrier to seeking appropriate care
and the main reason for women patronizing health facilities of lower status, according to
one Nigerian study [47]. Financial problems may also be a factor in ANC booking, and
the poor maternal condition on arrival discussed earlier, as well as the reliance on
traditional birth attendants. One study from Nigeria identified inability to pay as a leading

contributor to substandard care for women with severe maternal outcomes [45].

Extent of preventability of adverse events

This section presents evidence related to the extent to which AEs identified were

considered preventable and the outcomes of interventions conducted to minimise AEs.

Evidence from seventeen studies highlights variations regarding the extent to which AEs
identified were considered preventable and the terminologies used to denote (measure)
this.

As mentioned in chapter one, significant numbers of AEs are considered preventable
with ordinary standards of care. As shown in table 6, evidence from seventeen studies
indicates that the extent to which identified adverse events are judged preventable is
high and varied among the studies. The extent of preventability in this review ranged
from 35% in Ethiopia [86] to 100% in Ghana [83]. However, this variation in the extent
of preventability figure among the countries is also noted within the same individual
country. For example, the extent to which studies from Nigeria found AEs to be
preventable ranged from 50% in all the public tertiary hospitals [45] to 70% in the Enugu
teaching hospital [53]. However, the difference in the extent of preventability of AEs in
the latter study could be due to differences in studies’ publication dates, higher quality

maternal care or variation in the severity of cases received at the hospitals studied.
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The considerable variation in the extent of AES’ preventability among and within
countries could be related to differences in the levels of the hospitals studied. While some
of them are primary centres managing uncomplicated cases, others are referral/teaching
hospitals that received pregnant women with comorbidities. It could also be because the
studies focused on cases with severe patient outcomes, primarily deaths, as one of the
studies noted deficiency in care among women who died compared to those with

maternal near-misses [45].

Table 6: Extent to which the identified adverse events were preventable

S5/M
Data collection Extent of
Stwndhyr Country Setting duratiom Data source Type of AEs prevemntability
CHNR, physical
nspeciions, kay
1 Adusi-Paku, Anted et 1 regional Januany- December  mformmant and staff  Matemal
al.{2015) Ghana hospital 2012 mbsrdisws moriality 45 4795 inadequais cars
2 H=ilu, Enquenslassis Decembser 20058-May CHMR, interviews Maiamal
=t al. (2008) Efhaopia 5 Public 2008 wiith heslth workers  maortality 35.2% awoidsble
3 Madzimmbarmurto, Ray Mationeade (all Maiamal
=t al.(2014) Botswana lewels of care) 2010 CNR mortality 47.27% avoidable
4 Czumiba and Mwogu- 1 te=ching Januany 2003 Msi=mal
Ikojo (200E) Migperia haspital Decembar 2005 CHR mortality T1.42% awoidsble
&
Sayinzoga, Sijlmakers haticnwead e January 2008 Msizmal 51.1% substsndard
=t al. (2013) Fwanda  facility bas=d Dieceamber 2013 MR mortality cans
g Thorsen Meguid et al. 1 district refermal 1st January 2011- CHR, Imtenvieves Mat=rnal B5.7%% heslth system
{2011} Rziawi hasgital 20th June= 2011 wiith heslth workers  mortality malfunction
43.3% cars
Ird Mai=rmal deficiencies in NM and
adapo, Adetaro et 1st Jume 2012~ near-miss & more common among
al. (2015) Migeria 42 tertisry 14Augu=t 2013 CHNR mostality BARA.
ZMR, focus group
discussion,
E:] ntendicws with staff,
gueshonnaires and
Chwsmont, Tourigny et & refarencea participant Maiamal
al _[2009) Senegal haspitals My 2004- July 2005 chservations mortality 43% avoidable
CMR, hospital
o registration books,
matemnal desth awdit
July-Mowemiber 2007 forms, participant
Sarensen, Elsass =t 1 regional and July - Movernber chservation and Mai=mal
al (20O Tanzania haospgital 2008 ntenviews with staff. mortality 49%% substandard cars.
1 teaching, 1
10 COnah, Okaro et al. specialist and 4 15t Decamiber 2003~ CHR and imerviews Matemal
{2005 Mig=ria ofher hospitals  30th April 2004 warth si=ff mortality T9.8%5 preventabls
Matemal
11 Myamtema, De Jong Gth October 2002-8th near-miss. &
=t al.i2011) Tanzania 1 tertiary Juby 20103 CHNR mortality B84%: substandard cars
12 Mat=rmal
wan den Skker wan 1 district September 2007- near-miss & In 30 cases. 673%
Rhenen et al. {20117  Malawi haspital September 2000 CHR mortality substandard care.
1st Jsnuany- 31st
i3 Dumont, Gaye et 1 district Diecembar 1907- Mat=mal
al. {2008} Senegal haosgital December-2000 CHMR moriality B1% avoidable
Ansong-Tomui,
14 Armar-Klemesu et al. Matemal
{2007} Ghana & hospitals Jdanuany- Juby 2006 CHR mortality Al substandard care
5 T sudited with 4
wan den Akdosr, muptured in hospitsl il
Mwsagornba =t sl 1 district 20th August 2007- LHerin= of which ware
{2008} AR ER T haspital 20th Aupgust 2008 MR rupture substandard care
18 Benimana and Small Mai=rmal
{2018) 1 teaching 1st January 2015- near-miss & 5% M and 1036 MM
Fweanda haspital 3=t December 2015 CHR moriality preventabls
w Pembe] Pauls =1 al. 1 national 1st Jsmuany- 31st Mat=rnal 82 3% substandard
{2014} Tanzania haosgital December 2011 ZHMR moriality cans

CNR=case note reviews
MM=Maternal mortality

NM=Near-miss
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The findings also noted some variations regarding terminologies used to denote
(measure) that the AEs were preventable, which possibly resulted in the given variations
in the extent of preventability figures. See table 7 for details of the terminologies.

Table 7: Terminologies used to measure/denote AEs preventability

Study Terminology/measure
Ansong-Tamui, Armar-Klemesu et al. Substandard care
2007

van den Akker, Mwagomba et al. 2009
Sorensen, Elsass et al. 2010
Myamtema, de Jong et al. 2011

van den Akker. van Rhenen et al. 2011
Pembe, Paulo et al. 2014

Sayinzoga, Bijlmakers et al. 2016

Dumont, Gaye et al. 2006 Avoidable
Czumba and Nwogu-lkojo 2008
Dumont, Tourigny et al. 2009

Hailu, Engueselassie et al. 2009
Madzimbamuto, Ray et al. 2014)

Onah, Okaro et al. 2005 preventable

Benimana and Small 2018

Adusi-Poku. Antwi et al. 2015 Inadeguate care

Oladapo, Adetoro et al. 2015 Care deficiency

Thorsen, Meguid et al. 2014 Health system malfunction

Only two studies provided a precise definition for any of the above terms [76, 90]. They
defined "substandard care" as care below acceptable national standards. Fourteen of
the studies provided details on how the preventability of adverse events was
assessed/measured, using two approaches. The first approach measures the quality of
care against national, district or WHO standard of care [81, 97, 99, 103], three delays
model [100, 102], or an adapted scoring system of quality of care from Komfo Anokye
teaching hospital [84]. Any deviation from the standard is judged as substandard,
avoidable, or inadequate. One study that defined substandard care created criteria to
judge this using WHO recommendations for auditing maternal death [90].The second
approach is based on clinical expert panel members’ judgement that adverse events
could have been prevented with different care. This approach is used by the majority of
the studies [38, 45, 54, 83, 86-88, 91, 93, 96]. Subjectivity may not be eliminated using
this method, as most of those who judged the preventability of the AEs either participated

in the care of the cases presented or were staff in the hospitals studied.
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Evidence from the included interventions studies identified various efforts conducted to
mitigate AEs in the SSA hospitals and their effectiveness. The type of intervention,
outcomes reported are summarised in Table 8. Four sets of intervention components
were identified in the included studies. These are audit and feedback cycle, educational
training, improvement projects and standard-based management recognition. Audit and
feedback cycles were found in half of the studies (11/22).

The outcomes measured include improvement in quality of service/care (components of
EmOC and patient communication), reduction in AEs (primarily maternal mortality, and
foetal deaths and uterine rupture), and improvement in resources (building structures,

material and human).

The most reported outcome measured was the proportion of quality of services/care
(N=16). Seven studies reported significant improvement in quality of service following
the interventions, and another seven studies just reported the outcome without
measuring the significance. One study found no significant improvement in the quality of

service.

Twelve studies reported improvement (reduction) in AEs for women. Seven of these
studies reported a significant reduction in the number of women experiencing AEs. Three
reported a reduction in AEs but did not measure significance. Two others reported no

significant reduction in AEs.

Seven studies reported on resource improvement after their intervention, of which the
majority (n=6) reported just the outcome without measuring significance. Only one of

these studies reported a significant improvement in resources.

One of the intervention studies did not report any outcome because it tested the potential
of the intervention in the settings [116].

While the evidence suggests that some of these interventions had the potential of
reducing AEs, the majority (20) of these studies were not of good quality due to
weaknesses identified in areas of their design, sampling, data collection and data
analysis. Of significant importance is that only one study reported confounders, which
may have influenced their results [79]. Therefore, it was unclear how these interventions

worked to bring about the outcomes reported.
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Table 8: Components and outcomes of interventions to improve maternity care safety

Intérvention Outcomes reported
¢, 5 8
S o 0 &, 2 5
o ¢ ¢ Tc =
= 9 Eo T 0. 0
X c 9 © 5 W o [0}
¢ 8 ags 9T <£pl
802 299 86,5035
0 6 0 Occt O T 2 c
uq-J g £ % a0 o 0 g 0% J 0
=0 EE 2 53X 5% 5
¥ =5 > £ c 5 S0ty £
£ 0 2530898 86¢c ¢
32 2593 fozoffo
SIN Study Country Design < u £od®0chilst
1 Ansong-Tomui et al. (2007) ~ Ghana Before and after '
2 Dumont et al. (2013) Senegal and Mali Pragmatic cluster randomised controlled trial et
3 Dumont et al. (2006) Senegal Before and after RN
4 Galadanci et al. (2011) Nigeria Before and after Y B
5 Kongnyuy, Leigh et al. (2008) Malawi Before and after RN
6 Kongnyuy, Miava et al. (2009) Malawi Before and after S
7 Marzolf et al. (2015) Eritrea Before and after o
8 Nyamtemaetal (011)  Tanzania After o oA
9 Rawlins et al. (2013) Malawi Post- only quasi-experimental (comparative) o
10 Santos et al. (2006) Mozambiques Before and after oA oA
11 Spitzer et al. (2014) Kenya Before and after oA
12 Vian den Akker et al. (2009)  Malawi Before and after oA
13 Van den Akker et al. (2011) ~ Malawi Before and after oA
14 Pirkle et al. (2013) Mali and Senegal Before and after with control group o o
15 Duysburgh et al. (2015) Burkina Faso, Ghana and TanzaniBefore and after with control group - Y
16 Crofts et al. (2015) Zimbabwe Before and after bk A
17 Lindjom et al. (2017) Ethiopia After
18 Kaboet . (2016) Nigeria Before and after R
19 Kaboetal. (2019) Nigeria Before and after LY
20 Srofenyoh et al. (2016) Ghana Before and after (quasi-experimental) o
2 Bochatetdl (012 Benin At B o
22 Bishanga et al. (2018 Tanzania Before and after . o
23 Forshawetal.(2016)  Uganda Afer . .
24 Dumont et al. (2011) Senegal After *
25 Nyamtemaetal. (2010)  Tanzania After *
26 Richard etal. (2009) Burkina Faso After *

+ MQutcome reported but significance not measured

* * significant improvement in outcome found (p<0.05)
* No significant improvement in outcome found
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2.4 Discussion

This systematic review summarises evidence from the literature relating to maternity care
AEs in Sub-Saharan African countries. The discussion will be centred around the review
questions: the type of AEs, their contributory factors, and the extent of preventability of
these AEs. This section will also consider the limitations of the studies reviewed, and the
review process, and the research gaps, which justify the area of focus in this PhD thesis.

Analysis of 74 papers across the Sub-Saharan African countries indicates a lack of
sufficient research evidence across all the countries and even within individual countries.
Nigeria, which is of significant interest in this thesis, had only eleven studies. Only one
of these was a multicentre study of federal government-owned tertiary hospitals in
several states [45]. This means the findings may not reflect the situation in the other non-
federal hospitals in the 36 states of the country. The other ten studies were conducted
in only six different states, leaving several states potentially not included in any study
[28, 46-54]. However, many of the studies had provided an adequate description of their
study context and there are consistencies in the evidence relevant to the review
guestions. The findings are deemed applicable to Nigeria because they seemingly bear

significant similarities.

The small number of studies from Nigeria provide limited evidence regarding AESs in
maternity care in this country. However, expanding the literature to include SSA has
provided a more comprehensive picture, which would not have been possible if restricted
to Nigeria alone. Despite the methodological diversity and limitations of the studies,
insights from them add to the understanding of maternity care AEs within the Nigerian

and SSA context. The main findings of this review are summarised in the following points:

e Severe patient outcome, especially maternal mortality, was the main focus and most
reported type of maternity care AE.

¢ Organisational/management-related issues were the most reported aspect of
contributory factors for AEs.

e The extent to which the AEs identified were judged preventable was high and varied
among the countries and within a given country. However, the review noted the use
of different terminologies to denote preventability, a lack of standardised definitions
and measures of preventability across the studies.

e Some of the interventions conducted to address maternity care patient safety had

shown some improvement potential but it is unclear how they work.
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o Few of the studies were of strong methodological quality based on the use of

established scoring criteria.

2.4.1 Types of adverse events

The focus on maternal mortality as the most reported type of AE in maternity care in the
Sub-Saharan African studies could be related to campaigns intended to reduce global
maternal mortality, with the region having the highest global ratio of maternal mortality
[125]. Moreover, many of the SSA countries are signatories to a commitment to reduce
maternal mortality by 75% by 2015 as part of the 8th Millennium Development Goal [126].
However, realising this target in the SSA region remains an area of challenge because
this target is still far from being achieved. It has been reported that SSA had the highest
global maternal mortality rate, at 546/100,000 live births compared to high-income
countries with about 12/100,000 live births [127]. The findings of this review indicate that
some of the African countries had figures below the given 546/100,000 live births, while
others had far higher. This variation is found in Nigerian studies reporting maternal
mortality. The most recent paper, which was based on 42 tertiary facilities, found an
MMR of 1088/100,000 live births. This figure was close to the estimated figure of
917/100,000 in the global report on maternal mortality between years 2000 and 2017,
reported by WHO, UNICEF, UNFPA, World Bank Group, United Nations Population
Division [125]. While the findings of this review showed that Nigeria had the highest
maternal mortality ratio across the SSA countries included, the global report document
showed that the maternal mortality ratio of three countries in 2017 surpassed that of
Nigeria; Chad 1140/100,000, Sierra Leone 1120/100,000 and South Sudan
1150/100,000 [125]. This highlights why this problem remains the focus of research in
the SSA region at large.

In contrast, literature from parts of the world with lower rates of maternal mortality
concentrate more on other types of adverse events in maternity care that are generally
associated with less severe outcomes. such as a third and fourth-degree perineal tear in
the UK [128], Finland [129], and Ireland [130]; inappropriate use of medication such as
oxytocin in the UK [131] and Sweden [132]; misguided action such as pushing the top of
the woman’s abdomen in Canada [133]; hospital acquired infections and retained vaginal

swabs in Ireland [134].

Additionally, the Sub-Saharan African studies reviewed were limited in their reporting on
women who suffered maternal mortality as sub-groups. For instance, a significant
number of the women who died were reported as poor antenatal attendees (did not

book/booked late for antenatal care) and suffering from other health conditions on arrival
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at the hospital, which could have decreased their survival chances [135]. Similarly,
information is lacking on low-risk women (those who were well on arrival and booked for
antenatal care) who were not expected to suffer maternal mortality but did. Knowing why
and how each category was affected by AEs could be useful evidence in strategising
care plans for pregnancy and delivery. The review identified multiple contributory factors
in the system of care, which would lead to other AEs.

2.4.2 Contributory factors of adverse events

A range of contributory factors for adverse events relating to maternity care were
identified and categorised as organisational/management, personnel, equipment and
supplies, or environment and service uses-related. The findings also highlight the context
in which maternity care was provided and in which AEs occurred. Overall, these contexts
had significant weaknesses that increased the risk of AEs for maternity service users.
Analysing the findings through the systems lens suggests a potential inter-relationship
between the contributory factors. This means some of the contributory factors could
facilitate other factors’ occurrence. Activities of staff around the sharp-end of service
delivery appear to have the most significant impact. However, these may have been the
result of distal factors at the organisational/management level, for example, staff
shortages, poor staffing arrangements, poor access to senior clinical staff and lack of or
inadequate staff training. This means it is necessary to look deeper into the system not

just at the point of care provision.

The hospital staff shortage highlighted in the review is a global phenomenon, not only
affecting SSA [136]. Although not as severely affected as the Sub-Saharan African
region, high-income countries such as the United Kingdom also experience this problem.
Suboptimal care identified in the Mid-Staffordshire hospital scandal was attributed to staff
shortage [137, 138]. It was also cited in the report on “the safety of maternity services in
England” [139]. Staff shortage threatens patient safety and creates a barrier to providing
quality care for women [59]. This also creates stressful working conditions for the staff,
affecting their physical, psychological, and social wellbeing. It has also been associated

with reported negative attitudes of midwives towards the women they cared for [107].

Little is known from the literature reviewed on the efforts the SSA countries are making
in order to address staff shortages in hospitals. One study from Malawi [106] reported
the introduction of a locum system to improve hospital staffing levels, but found the
system ineffective as those available for locum work were already tired staff who needed
the money. However, a lack of availability of healthcare staff may not be the case in all
countries. For instance, there was a report of large numbers of unemployed heath care
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staff in Kenya despite the need for about half as many again as those already employed

[140]. This could be due to the insufficient financial resources to employ more staff.

The literature review highlights evidence indicating that poor organisational arrangement
of staff and communication problems could result in low staffing levels, poor access to
senior clinical staff, failure or delay in emergency response, delay in procedures, failure
to seek help or supervision. For example, the staffing arrangements, whereby doctors
worked during the day only or were called in when needed, could either signify an
avoidable staff shortage or an actual staff shortage [63, 83, 109].

Furthermore, the findings demonstrated that a number of women suffering AEs had not
been seen by senior clinical staff [83], which again could be as a result of poor staffing
arrangements or a lack of adequate cover [109]. This could also be a factor in delayed
emergency responses or procedures, as well as the absence of help or supervision
identified. Some of the behaviour of staff, such as unauthorised absences observed
among midwives, could also worsen staff shortages [63]. Some of the studies also
reported inappropriate behaviours such as the illegal sale of drugs, delivery supplies and
payment for services [63], and disrespect of women’s rights [107]. These behaviours

could be minimised with appropriate support and supervision.

Despite health workers being required to update their knowledge and skills by
professional bodies such as the Nigerian Nursing and Midwifery Council (NMC) and the
Medical and Dental Council of Nigeria (MDCN) [141, 142], some of the studies
highlighted a lack of staff training, knowledge and skills as contributing to misdiagnoses
[28] and inappropriate medication [83]. Inadequate training was listed as a significant

factor in health care workers’ dissatisfaction with their jobs [143, 144].

The general healthcare context of maternity care in SSA countries was characterised by
inadequacies of basic equipment, medicines, consumables, electricity and water
supplies. These findings presented in this review are consistent with a systematic review
of the “third delay in developing countries”, in which basic medical supply shortages are
identified as delaying emergency procedures and increasing risk [145]. While the review
considered the implication of these shortages at the proximal or sharp-end of care, the
findings of the current review suggest the need to look deeper into the
organisation/management. In Nigeria, hospital management influences the type and
quantity of drugs purchased for their hospitals. Similarly, in Mozambique, the
management of one hospital lobbied the ministry of health’s pharmaceutical centre to
include magnesium sulphate in their shipment [114]. The system of “pay at the point of
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service” [28] that operates in Nigeria and other SSA countries makes the availability of
medical supplies during care dependent on the service users’ financial ability to pay for
the required supplies. However, the organisation/ management can hasten the process
of making supplies available at the frontline, particularly in emergencies and for those
with financial constraints, as was done in other SS settings [91].

Organisation/management may seem to have little or no control over other contributory
factors: geography (long-distance and transport issue) and women/patient-related
factors, but their continued effort in health promotion activities in the clinics, communities
and media, could change some of the women’s behaviours such as poor antenatal
booking/attendance, delayed arrival and other cultural and religious practices,
particularly those linked to delay in seeking care [146]. Women'’s experiences could also
be improved by ensuring that staff observe simple patient rights such as respect,
informed decision making, and care involvement [147]. This highlights the need to create
an opportunity for women’s engagement with service evaluation and improvement

activities to understand their concerns and improve services.

The systems for staff engagement with service evaluation and improvement activities
were found to be poor. This was due to communication failures between the
organisation/management and staff and exclusion of certain staff cadres or ranks in
these activities, such as audits, maternal death reviews [60, 80, 117, 119]. Most staff in
the literature were particularly displeased with the lack of anonymity, respect, and the
existence of blame culture [80, 81, 93]. In countries with stronger healthcare systems,
the UK, for example, the contributions of staff were generally valued [148]. This is
because of the realisation that better quality care is found in hospitals with better staff
engagement. (King’s Fund [149]. Therefore, it is important to consider better

engagement with staff and make them feel more valued.

2.4.3 Extent of preventability of adverse events

The extent to which the AEs identified were judged to be preventable varied across the
SSA studies and within individual countries. While the findings are not expected to be
the same, the use of different terminology to denote preventability, lack of standardised
definitions and measures of preventability across the studies could explain the
considerable variation observed. Preventability ranged between 35 [86] and 100% [83].
These figures are similar to those reported by a large study of eight developing countries

(Egypt, Jordan, Kenya, Morocco, Tunisia, Yemen, Sudan and South Africa) [5]. Their
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review of 15548 patients record found AEs ranging between 2.5% -18.4% per country,

with the majority (83%) viewed as preventable [5].

This variation can be explained by differences in the healthcare systems of the countries
studied [150]. Health systems consist of all organisations, institutions and resources
necessary to meet the healthcare needs of the population [151]. Another possible factor
could be variation in the quality of care practices of different healthcare workers, as
discussed in some of the studies reviewed [63, 64, 83, 109]. Finally, methodological
differences among the studies could also be a reason [5, 152, 153]. Even in those studies
using the same design, such as case notes reviews, some studies failed to adhere to all
of the steps required, including reviewer training, use of an extraction form and reviewer
consensus, which contribute to ensuring the reliability of the results [117]. This may have

resulted in overestimation/underestimation of preventability.

This systematic review has highlighted the issues and gaps in the existing literature, and
served as a stepping stone in identifying the types, contributory factors to AEs in
maternity care and the extent of their preventability. The review indicates a gap regarding
what underpins the contributory factors to AEs occurrence and how or why the hospitals'

existing mechanisms work or not in dealing with and preventing AEs occurrence.

2.4.4 Limitations of the review

The search terms used in this review did not include specific individual AE or Sub-
Saharan African country, which may have excluded some potentially relevant studies.
However, the search terms used were developed from previous published studies
making them sensitive to capture relevant literature. Exhaustive reference and citation
searches were also used to ensure the inclusion of all relevant studies. Not including
individual country or Sub-Saharan Africa in the search terms but selecting them after
searching the database at the screening stage, which appeared most appropriate and
in-line with other studies [154, 155].

One reviewer conducted the literature search, quality appraisal, and data extraction. This
could have led to the omission of some studies or selective reporting of findings. In
addition to supplementary searches (reference and citation searches) to ensure all
relevant studies were included, a uniform abstraction sheet was used to extract
information from the studies. Supervisors also double-checked some selected papers

and reviewed extracts to check for potential selection and reporting bias.
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Another potential limitation of the review was the lack of an established quality appraisal
tool for the case note review studies. However, a checklist was developed based on
identified literature, which was consistently applied to all studies.

2.4.5 Limitations of the studies

The main limitations found in the studies reviewed are listed as follows:

1. The studies were limited in their reported outcomes as they mainly focused on
maternal mortality.

2. The studies fail to consider women as sub-groups, thus not exploring which
different groups were affected by the reported AEs.

3. The studies were inconsistent in their definition, use of terminologies and
measurement of preventable adverse events, limiting the extent of their
comparability.

4. While organisational/management-related issues were the most reported aspect
of contributory factors to AEs, there remains a gap in the literature on how and
why they occur.

5. Most of the studies used retrospective approaches to identify adverse events, the
extent of preventability and/or contributory factors, relying on documented events
and recall of events that could have omitted some significant aspects.

6. Some of the interventions conducted to address maternity care patient safety had

shown some improvement potential but it is unclear how they work.

In conclusion, a high level of preventability of maternal mortality in maternity care is
suggested across the studies, and are affected by a variety of factors. However, there
is a gap in the existing literature regarding contributory factors to AEs. Although the
studies categorised contributory factors of AEs, none of them sought adequate
explanations regarding how and why these events occurred. The influence of
organisational/management issues in this context was found to be substantial. This
is consistent with evidence from the UK NHS, which links patient safety issues to
multiple failures within the organisation [156]. While some of the interventions
attempted in the SSA context had shown some potential, it is still unclear how these
resulted in the outcomes. An in-depth understanding of the context in which these
interventions are being introduced is essential. Nigeria has the largest population in
Africa, with a weak, deteriorating health system and falling healthcare standards,
signifying urgent need for improvement [25]. The limited research within the Nigerian
context makes it a suitable setting for further exploration. The proposed research
explores organisational factors underpinning adverse events (AES) in maternity care

in a Nigerian teaching hospital. The findings will be used to highlight key areas that
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could be used to inform future organisational management interventions applicable

to this or similar settings.
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CHAPTER 3: METHODOLOGY AND METHODS

Chapter two highlighted a gap in the existing literature relating to contributory factors to
adverse events (AEs). While the studies categorised AEs contributory factors, none of
them sought adequate explanations regarding how and why these events occurred. The
influence of organisational/management issues in this context was found to be
substantial. The proposed empirical research explores organisational factors
underpinning adverse events (AEs) in maternity care in a Nigerian teaching hospital. The
findings will be used to highlight key areas that could be used to inform future

organisational management interventions applicable to this or similar settings.

This chapter begins with restating the research questions, aims and objectives and
considers the theoretical underpinnings and methodology of the research. It then outlines
the methods used to collect and analyse the data, including selecting the study site and

sampling processes. The chapter then outlines ethical considerations.

3.1 Research questions, aims and objectives

Research questions
1. What organisational and/or management-related factors potentially contribute to
AE in the maternity unit?
2. How are the potential and/or actual contributory factors of AEs identified, reported

and managed?

Research aim:
This study aims to understand the organisational and/or management-related factors

contributing to AEs within a case study hospital maternity department in Nigeria.

Research objectives:

1. To observe the activities of frontline maternity staff in a hospital in Nigeria, to
examine the systems, processes and actions that could and/or potentially result
in AEs.

2. To examine the processes of identification, reporting and managing AEs in a
Nigerian hospital maternity service.

3. To explore frontline maternity staff and hospital managers' views on their

experiences of AEs, potential contributory factors and systems to manage AEs.
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3.2 Theoretical underpinnings

Researchers are guided by a combination of theoretical principles; ontology,
epistemology and methodology, which are simplified by Scotland [157] as follows.
Ontology is concerned with reality or knowledge and is about the researcher, the
researched and the readers' perceptions of reality or knowledge. Epistemology is about
how reality or knowledge is made known to the researcher and concerned with the
process undertaken by the researcher to gain knowledge. A researcher’s approach to
ontology, epistemology and methodology is determined by their philosophical
assumption of reality. The different types of approaches that have been identified include

but are not restricted to positivism, constructivism and critical realism [158, 159].

This study's philosophical assumption is guided by a systems approach, which provides
the theoretical framework that guides this thesis [160]. Systems approach developed
from many early scientists’ efforts to find an alternative theory to the reductionists and
mechanistic views of the industrial revolution [161]. The reductionism views the world
and all it contained as an assembly of small and distinct parts, which fits examination in
isolation, essentially to have a more profound specific understanding/knowledge of
smaller and more well-defined items than larger and less-well defined ones. This contrast
with the systems approach, which views a system as the sum of its parts; therefore
explanations/understandings cannot be reduced to accounts of individual constituent
parts. The systems approach seeks to provide explanations/understandings by looking

at the whole system.

One of the early proponents of systems approach is a biologists’, Ludwig Bertalanffy,
who in 1968 came up with the concept of General Systems Theory (GST) [162].
Bertalanffy's GST concept was based on his holistic view of an organism, i.e., its entirety,
emphasising an interactive relationship between components rather than individual
components. Bertalanffy proposed applying the GST view to other studies of the human
psyche, social institutions, and the global ecosphere as he considered it relevant to many
fields. Bertalanffy's GST from biology aligns with Laszlo's understanding of systems
approach. However, Laszlo, a humanistic researcher, extend the systems approach to
consider the influence of the environment on human interaction. According to Laszlo's
systems philosophy, a causal effect results from human beings' social interaction with
their environment (context) [163]. This means the context helps illuminate the condition
that promotes or impedes the operation of causal mechanisms underpinning reality or
knowledge [164].
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Many healthcare researchers recognised the importance of systems approach,
proposing that improvement in healthcare outcomes should be based on a systematic
consideration of the whole system within which those outcomes occur [165]. Such a need
to understand and appreciate the context remain significant in researching healthcare
adverse events. Reason’s work on adverse events highlighted the significance of the
systems approach in understanding adverse events. His influential work clarified that
latent conditions (such as policies or decisions at the senior managerial level within, for
example, a hospital organisation) could create inherent weaknesses (such as low
staffing, time pressure, fatigue and inadequate equipment) and when these combined
with active failures (e.g. slips, lapses, mistakes, procedural violations) adverse events
(AESs) results [160].

This study, guided by systems approach, adopts a proactive approach to develop a deep
understanding of these latent conditions within the study setting and identify solutions
that could be transferable to similar systems. The systems approach provided a
conceptual framework for organising my ideas around the potential contributory factors

for maternity care adverse events.

Drawing on the systems approach principle helped address some of the limitations of
previous studies as listed in Chapter Two (2.4.5). For example, many studies rely on a
reactive approach, focusing on severe patient outcomes (mostly maternal mortalities).
This approach identifies AEs and/or their contributory factors after they occurred and
potentially misses important contributing factors to AEs, especially those at the
organisational/management level. However, this weakness is addressed in the current
study's proactive (prospective) approach. The proactive approach helps capture
contributory to AEs factors before they occur rather than afterwards.

Another limitation of previous studies was the lack of detail on how and why the
contributory factors to AEs occurred. The systems approach adopted in the current study
provided a better understanding of the contributory factors to AEs. This allowed an in-
depth exploration of different components of maternity and the general hospital context
to identify how and why AEs and/or their contributory factors occur. In addition, using a
combination of observations and interviews helped provide more reliable real time

information than retrospective accounts.
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3.3 Case study design

A qualitative case study design involving multiple data collection methods was employed
to explore the processes and systems that may contribute to AEs for women attending
for delivery in one Nigerian teaching hospital’s maternity unit. A maternity unit is a
complex environment, and contributory factors to AEs may be multiple and interlinked.
Therefore, a qualitative approach was chosen to enable the researcher to understand
and analyse complex factors and processes within the selected setting [166-168]. This
approach seemed most appropriate in enabling an in-depth understanding and analysis
of how these factors are related, and how staff attached meanings to them.

The use of case study design is rooted in anthropology, psychology, sociology, political
sciences, and, latterly, health service research [169]. It is useful for understanding
complex social phenomenon in the case’s natural context [169-171]. A case can be a
specific individual, group, organisation, community, nation or decision, policy, process,
incidence, event or any other thing which could be taken as one or multiple [170, 172].
In this study, the O&G department of one Nigerian teaching hospital was selected as the

case study.

A case study design was selected because of its three features; holistic, intensive and
flexible [169]. Its "holistic" nature, which seeks to preserve a case's uniqueness, makes
it ideal for studying complex phenomenon within a real-life setting, such as a hospital
[158, 169, 173]. It means that the phenomenon of interest in the case study, i.e.
contributory factors to AEs, are inseparable from the setting in which they occur. Thus
allowing the researcher to make sense of the context in which AEs and their contributory
factors arise. This feature distinguishes the case study design from others, such as
experiments, which purposely separate the phenomenon from the context [173]. The
intensive nature of a case study differentiates it from other types of designs because it
provides the potential for answering the what, how and why questions [169, 174]. This
makes it possible for researchers to "explore" a phenomenon not well understood,
provide "explanation™ by covering a great deal of depth on the issue and use the findings
as an "instrument" of change [175], all of which were goals for this research. Lastly, the
case study's flexible nature makes it applicable to any research approach [166, 173,
176]. This flexibility also allows the use of multiple data collection procedures and
different perspectives, which enhance data confirmability and in-depth understanding of
the problem in question [166, 171, 173, 176].
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Although the data collection methods used in this case study were similar to a typical
ethnographic approach, it is worth noting that this study is not an ethnography. The
difference is that an ethnographer spent a longer duration of time in the field compared
to in a case study. The ethnographer also have a close relationship with the observed,
which was not the case in this study, where the focus was mainly on the insight they
provide on the phenomenon i.e. contributory factors to AEs [177, 178].

At the time of the research, approximatley 21 of the 55 public tertiary hospitals across
the Nigerian states were teaching hospitals. Northern Nigeria had eight of these teaching
hospitals, and this study was conducted in one of them. A teaching hospital was selected
for the study because such facilities are training grounds for almost all healthcare
workers who provide specialised care, and are expected to provide exemplary care
standards that can potentially be filtered to other hospitals. Therefore, findings from a
teaching hospital could be useful in establishing the highest care standards that could
be rolled out to other hospitals. Therefore, ultimately supporting the national effort to

reduce maternal mortality [73].

While the name of the hospital and the state where it was located are protected for
anonymity reasons, four factors underpinned its selection for this case study. Northern
Nigeria had the worst indices for maternal and infant mortality, and antenatal healthcare
facility births, compared to the South/West zones and in the whole country [27, 179].
Therefore, selection of a case study in this area could potentially contribute towards
improving this situation. Secondly, the need to spend an extended period (12 weeks) in
the research setting influenced selecting a location that is nearer to home. Although | did
not live or have family within the town where the hospital was located, being in the North
made it a more familiar context and easy to find secure accommodation. Having a safe
location to live, and transport to and from the hospital by known individuals during data
collection was essential because there can be serious concerns regarding personal
safety in Nigeria. Familiarity with the local language and culture was seen as necessary
to promote rapport with the study participants and help gain their confidence to
participate [166].

Lastly, the hospital's senior management staff indicated their willingness to support
access to their maternity unit following an informal conversation with them. Selection of
study sites based on an earlier agreement for access has been a common practice by
others observing healthcare settings [180-182]. Following the verbal agreement, written
permission to conduct the study was obtained from both the hospital and the University
research ethics committees after a rigorous process (see 3.6.1 for more detail).
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Understanding the context in which the contributory factors occur strengthens this
study’s findings; thus, a thick description of the setting is provided in the findings section.
In summary, the maternity unit of this hospital is within the Obstetrics and Gynaecology
department. It had three in-patient wards, which comprised the Labour, Obstetrics and
Gynaecology wards, and a Gynaecology Emergency. Initially, the plan was to conduct
the study in the Labour and Obsterics wards because they provide maternity services,
i.e. pregnancy, delivery and aftercare. However, | decided to include the Gynaecology
emergency because it was primarily the main entry point for women coming to this
department, except when they were admitted from the clinic. | thought that including the
Gynaecology emergency may reveal potential AEs and or their contributory factors that
may affect the women coming to the department, which may not be present in the other
wards. The Gynaecology ward was excluded because it generally dealt with

gynaecological conditions but not labour and delivery.

Selecting a gatekeeper before fieldwork has been shown to not only help in negotiating
access to the research context but is also crucial in establishing and maintaining positive
relationships in the research field [166, 181, 182]. A senior staff member who assisted
with gaining access to the setting was the main gatekeeper for this research. This staff
member introduced the study to senior staff in the Obstetrics and Gynaecology (O&G)
department and hospital management. In this study, the gatekeeper was especially
useful, offering strategies that helped recruit some particular staff that would otherwise
not participate. They invited me to the hospital’s multidisciplinary patient safety team and
clinical governance meetings, which | would not have known were taking place. Some of
the staff in O&G provided an introductory tour around the hospital and O&G department's
key areas to see the wards and meet with all available key staff. The majority of them

supported me to reach the participants and information | needed.

As part of negotiating access, information about the study and how it would be conducted
was provided to the staff verbally and through various visual processes including posters,
fliers, information sheets and consent forms (See Appendix 4-7). Providing this
information remained an ongoing process throughout the fieldwork time. More detail on
how this was conducted will be provided in the following section. A key issue made clear
during all stages of communicating information to potential participants was that my
presence was to examine systems and processes and not to evaluate their indivdual
practice. Since | was not a staff member and wore no uniform, my presence and
researcher role were made visibly clear by having a nametag with a researcher written

on it during all the observations.
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3.4 Data collection

3.4.1 Sampling

The selection of participants for observations and interviews was purposive. This is a
form of non-probability sampling based on deliberate inclusion of participants for their
particular knowledge [158]. This study included senior hospital managers, doctors,
nurses/midwives, and some additional staff perceived to have information related to the
systems and processes that would help illuminate the contributory factors to AEs.
Observations in O&G mainly included doctors and nurses/midwives as frontline staff are
considered a valuable source of information that can inform patient safety improvement
[183]. There were also a few instances where support workers (healthcare assistant or
porter) were briefly observed when their activities directly related to the research
objectives. Establishing the precise number of participants at the outset of a qualitative
study is generally impossible [164]. This was the case with this study, and sufficient
sample size was achieved with data saturation i.e. when a total of 32 different hosptial

staff members were interviewed.

The study used two different qualitative data collection methods (observation and
interviews) to obtain a rich and comprehensive examination of the hospital, with both
data collection and analysis also guided by a systems approach (Reason 2000).

Data were collected over a 12 week period (between 4th April 2017 and 30th June 2017.
This data includes 126 hours of observation in the research context and 32 in-depth-
interviews with a range of staff members. Both data collection methods were applied
simultaneously, addressing the research questions, proving understanding and
confirming issues as they emerged. The specific process employed for data collection is

below:

3.4.2 Non- participant observation

Observation is regarded as a form of data collection whereby the researcher becomes
the data collection instrument [184]. Observation is recommended as an appropriate
method for studying patient safety issues in hospitals with poor medical records such as
those in Nigeria [185]. The context of care in O&G is complex and dynamic, and a more
holistic perspective on this setting could be better achieved when the researchers embed
themselves into it [186]. By spending time in the hospital setting, the researcher can
directly study, observe and understand how and why staff actions may differ from their
accounts of their actions given in other self-reported research methods such as

guestionnaires and interviews [159, 164, 182]. Observation is instrumental in highlighting
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the processes and structures underpinning healthcare [182, 186], and will potentially

highlight how and why the contributory factors to AEs occur.

Gold (1958) [180, 187] described four ways in which a researcher can observe a setting.
These include;
1. The complete observer: who maintains some distance, does not interact and their
role is concealed,
2. The complete participant: who interacts within the social situation, and their role
is also concealed,
3. The observer as a participant: who undertakes intermittent observation alongside
interviewing but whose role is known;
4. The participant as an observer: who undertakes prolonged observation and is

involved in all the organisation's main activities and their role known.

Other authors distinguished the observer role as either participant or non-participant. The
participant-observer is actively involved in the clinical activities of the setting. In contrast,
the non-participant-observer is purely in a researcher role and does not partake in the
care provision [181, 182]. These given descriptions of non-participant observer and
observer as patrticipant roles are similar. However, Wind [188] regarded these terms as
inadequate, in failing to acknowledge the negotiated interactions undertaken during the
fieldwork and proposed a negotiated interactive observation term. While the Wind [188]
definition well matched the role adopted in this study's data collection, the non-participant
observation term will be used when referring to this role because of its well established

use in observation research.

Despite my background as a nurse/midwife, | was not involved in the context's clinical
activities and the staff were aware at the outset that my role would be as an observer
only. However, there were moments when it was appropriate to assist in a non-clinical
way, for example, passing instruments or documents. This role enabled me to have
adequate time to observe what was happening and take field notes without being too
engaged in providing care, which is one of the advantages of non-participant observation
[164]. The researcher not being a part of the hospital staff could also make the participant
perceive them as not having a preconceived opinion. Therefore, they could feel safe to
divulge complex organisational information that could shed more light on the context's

systems and processes [189].

One major weakness of observation is the Hawthorne effect, referred to as people
adjusting their behaviour to a perceived desired action when being watched [189, 190].
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However, similar to others, this study noted that Hawthorne effect appeared to be short-
lived in a busy clinical setting when staff become used to the researcher's presence,
especially when most of them are often too busy to maintain behaviour different from
their usual behaviour for a long time [180, 191]. Moreover, in this study, the staff were
aware that the research was focused on the whole system and not them as individuals,
which may have helped make them feel relaxed about my presence. For the staff to feel
comfortable with my presence, | engaged them in non-research conversation such as
weather or Nigerian current affairs during their less busy times, which seemed to have
helped.

Observation data may be collected in a structured or unstructured format [158, 192].
While data collection in structured observations is systematic, applying checklists or
specific questions, the observer in the unstructured observation can record naturally
occurring phenomena and are not restricted to previously identified concepts and
actions. This study adopted the unstructured approach of being open to what may be
observed, not restricting the observations to a predetermined behaviour or action [158,
180]. Data from informal conversations and examination of relevant documents were

incorporated within the observation part of the study.

Informal conversations

Observations allow for informal discussion between the observer and the observed. This
helps to make the respondent more at ease, build rapport, clarify any unclear aspects of
the observation, and confirm interpretation of events [193]. Staff were asked questions
about care or work-related activities being observed while carrying out those tasks if
deemed convenient for them or later when they were seated at the nurses’ station or
free. Staff were also asked for further information or views relating to issues identified in

previous observations and interviews.

Examination of relevant documents

Documents are data sources that have been recorded without the researcher’s input
[194]. Researchers generally use documents based on their text value, i.e. as an object
or as a source for their content value [195]. In this research, documents were used as a
source, examining relevant hospital documents such as incident reports, patient charts,
duty roasters, job schedules and doctors presentation to better understand staff activities
and the context of care [184, 196]. This source provided additional in-depth data that
complemented the other data [194]. The specific information collected from the

documents were written in the observation field notes. The data from the documents
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helped inform observations and interviews by confirming or contradicting staff responses

and provided direction for a subsequent area of focus.

The observation adopted a "three-stage funnel process”, as Adler and Adler (1994)
describe [197]. This comprised a "descriptive observation”, which involved conducting
observation with an open mind to see what things might occur. Then "focused
observation" characterised by concentrating observation on specific issues. Finally,
"selected observation" in which the observer narrows their attention to highly specific
occurrences. However, these processes are acknowledged as not being mutually
exclusive [197]. Therefore, | remained flexible in applying them during the observation,
given the complexity of a busy O&G department. The observations were conducted in
an open environment within the O&G department (three in-patient wards and meeting
rooms) and hospital auditoriums. However, two brief informal conversations with

laboratory staff took place at their offices in the laboratory grounds.

| began with a period characterised by more descriptive observation. This comprised of
a one week observation of between 2-5 hours each in the Labour, Obstetrics and the
Gynaecology emergency ward and of staff meetings. The observations generally
captured activities of a range of staff such as consultation, ward round, handing over,
medication, vital signs, management of labour and delivery processes; and staff
conversation when seated at the nurses’ station. This observation provided an initial
understanding of the system in which care is provided to women within this department;
familiarised me with the staff, and built trust that would encourage staff to consent to
participate in further observations and interviews [197]. It also provided me with ideas
regarding the areas to probe further. See appendix 5 for a breakdown of observation

activities.

The introductory observation phase was followed by both focused and selective
observations of three weeks in each ward for 2-4 days per week, an average of 3.6 hours
per day. | was flexible with the observation time allocated for each ward, whereby |
sometimes followed up specific issues from one ward to another for deeper
understanding. For example, as shown in the observation activities and time in appendix
5, in week 4 (03/05/2017), the observation moved from the Gynaecology emergency to
the Labour ward. | was able to conduct two-night time observations, one each in the
Gynaecology emergency and Labour ward where | spent the longest time (about 9 hours)
as leaving in darkenss would be a risk to personal safety. This extended observation
generated valuable data that may not have been obtained in day time observation.
Personal safety made it unfeasible to conduct further night-time observations in these
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wards and the Obstetrics ward. Therefore, it is acknowledged that only two night-time
observations were made, but a range of days and time of the day were covered as
indicated in appendix 5.

During the focused observations, most attention was paid to organisational and
management issues contributing to patient safety concerns. The observations examined
areas of staffing, workload, emergency response, communication, support and
supervision, guidelines and protocols, evidence-based practice, equipment and supplies,
communications, reporting, handover, ward round, women/patient monitoring,
medication, ward round documentation (incident reports and nurses/midwives’ job
allocation, staff rotas, available care policies, guidelines and protocols), and service
improvement activities (clinical governance, mortality meeting, labour ward statistics,
post-call summary and nurses’ presentation). This observation phase identified the
contributory factors to AEs and provided a deeper examination of how and why they
occur. The observation focus kept emerging with subsequent observations and
interviews with staff. As all staff were aware of the observation-taking place, the process
went smoothly with some of them making an effort to explain why certain things were
done even when not asked by the researcher. The potential for observer effect on some
of the participants’ behaviour during the early days of the observations was noted and is

discussed in researcher reflexivity in 5.4.

Observation data including informal conversations with staff and notes on the documents
examined were recorded in a field notebook during the observation or as soon as
possible after. As the observations followed an unstructured format, | tried as much as
possible to write down everything | observed pertaining to AEs and/or their contributory
factors without any predefined categories. The handwritten notes were then typed and
converted into detailed anonymised observation notes at the end of each day or the
following day (depending on the observation period), which were then transcribed into
electronic files and saved on a secure computer. Each observation period was labelled
with date, time, place, participants’ codes and events were labelled against each
observation [166]. How all identifiable participants’ information were anonymised will be
described in 3.6 It is important to note that the observation data including events,
interactions and verbatim quotes were separated from my own feelings and thoughts
about these [166]. | had a separate section to document my feelings and thoughts about
the events observed - judgements about participants, linkages between people or

events, and subjective reflections.
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3.4.3 In-depth interview

Interviews represent conversations with a purpose to gather information [166]. They
could be structured and unstructured. Structured interviews are generally short and
followed a set of questions, while the unstructured interviews are usually longer, and
their questions are generated from the participants responses and probes [158, 166].
Unstructured interviews were undertaken in this study because | aimed to delve beneath
superficial responses to collect individual meanings regarding a phenomenon. This type
of interview is suitable for exploring complex and sensitive issues, including patient
safety, as in this study. The questions were mostly open-ended to allow for a
comprehensive response from the participants. However, a broad topic guide was used
to ensure that the discussion did not drift from its purpose [198]. Appendix 6 contained

the topic guide used and examples of questions asked.

In-depth interviews are often employed in conjunction with other methods of data
collection to check out theories, verify, clarify or triangulate knowledge gained [199]. This
method was used because it allowed me to explore in-depth, aspects of the contributory
factors to AEs observed or mentioned by staff participants and obtain different staff
perspectives by enabling them to confirm or contradict the issues [158, 187, 199]. It was
anticipated that by checking with various staff members, a complete and accurate picture
of the contributory factors to AEs might emerge.

Despite face to face in-depth interviews being regarded as time-consuming and needing
a more relaxed atmosphere than telephone interviews, they offer the researcher an
opportunity to observe non-verbal responses, such as distress or anxiety so as to probe

further for more complete information [159, 166].

Although interviews were conducted simultaneously with the observations, they were
delayed until the 4th week of the fieldwork (see Appendix 7 for interview activities). This
allowed me to sufficiently get to know the setting and participants and where to focus the
interview questions. A range of nurses/midwives (12), doctors (15), key managers and
those with senior managerial positions (3) or regarded to have particular knowledge
relevant to the research (2) were invited to participate. Once a person agreed to
participate, an interview information sheet (see Appendix 8) and consent form (see
Appendix 9) were given to them to read in their own time. A date and time most
convenient to the participants was then agreed, which was either outside their working
time or when they had a lower workload to minimize disruption to work. Their mobile

numbers were obtained and used for communication regarding participation.
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The interviews were conducted in English because it is Nigeria's official language, and
all healthcare personnel speak it to some extent. None of the respondents chose to
speak in the local language, despite being offered this option at the interview.

All respondents agreed to be audio recorded, and non-verbal responses such as grin,
clasp etc. were noted. The interviews lasted for approximately 25-60 minutes. The audio
recording for each interview was transferred onto the researcher's personal laptop and
flash drive, which were both encrypted and stored in a safe place. The researcher then

transcribed the interviews verbatim and anonymsed the information.

This study considered and utilised methods for successful interviews recommended by
authors, including flexibility, confidence, appropriate words, neutral (non-judgemental)
and non-leading questions [166, 193, 200, 201].

Considering participants' preferences is important, and this study was flexible to adjust
the intended interview ground rules such as how, when and where they were conducted.
Doctors on-call needed to be free to respond to phone calls during their interviews. Other
participants, such as the consultants and senior managers preferred to be interviewed
in their offices. This was acceptable because the offices were within the hospital grounds
and the interviews were carried out during working hours, which posed no risk to my
safety. | also had to work flexibly to accommodate some staff members' religious
orientation. This included leaving the interview room door wide open for participants'
comfort because their religious belief does not allow two persons of opposite gender to
be in a closed room. As much as possible, | also avoided interviews around prayer times.
Another challenge associated with the interviews was participants’ changing availability.
| realised that it was necessary to check again with anyone to be interviewed to ensure

that the interview could be conducted on the day and time scheduled.

To acquire sufficient confidence in conducting the interviews, | spent a significant amount
of time preparing well ahead of the data collection. Some of the activities that helped in
the process include considering the focus and scope of the research questions following
the systematic literature review, background reading and training on how to conduct
qualitative interviews, as well as developing and testing the interview guide. Starting the
interviews four weeks into the fieldwork enabled me to establish and build rapport with
potential participants, making the process potentially more relaxing than interviewing

someone completely unknown.
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The background reading and training | had undertaken provided me with some guidance
on refining the wordings of the questions so that they were appropriate, neutral (non-
judgemental) and non-leading. To ensure that the interview questions were appropriate,
staff were asked questions within the research focus and scope. These included issues
related to equipment, staffing and hospital reporting processes, but not personal
attributes such as name, age, wage, marital status etc. Judgemental words such as
“‘why” were avoided in the interview questions. Instead, more neutral words were used,
such as “what” (What was done to prevent this situation from happening again?), “how”
(How about when you think things have gone wrong?) and others (“can”, “could”, “are”
and “would”). Attention was also paid to the wordings of the interview questions so that
they were open (to allow the respondent to speak freely) and non-leading so they do not
make assumptions about what they are expected to say). For example, what are the
challenges you are facing in providing safe care here?. See the interview guide in
Appendix 6 for more examples of how appropriate words, neutral (non-judgemental),

non-leading questions were applied.

The systematic literature review findings informed the initial interview topic guide. The
review had identified some areas needing exploration, such as insufficient availability of
equipment and staff numbers, but noted that the studies did not clarify how and why
these occur (as shown in 2.4.5, review limitation number 4). While the early interview
guestions explored some of the issues identified in the review, the subsequent ones were
based on observations and staff responses. Appendix 6 provides examples of areas
covered in the early interviews. For example, the questions covered issues relating to
the work environment (context, including nature of the job, care policies, protocols and
guidelines, staffing adequacy, workload, equipment and supplies, support provision and
training). The use of unstructured interviews provided the benefit of remaining open to
discovering new and unexpected findings. Thus the subsequent questions were
informed by the issues identified from observations and interviews, and these elicited
more explanations and clarifications. For example, during the early part of the fieldwork,
one of the consultants announced to the O&G doctors that a piece of equipment (CTG)
would be provided to the department by next week. However, this equipment was not
provided up to the end of the data collection, and no one seemed to know why. This
guestion was directed to one of the hospital managers, asking them if there were any

challenges they were facing regarding the provision of this equipment (CTG).

The questions were as much as possible designed to avoid adopting the person
approach [160], which focuses on blaming individuals for errors and less likely to identify
underpinning factors. In line with the systems approach, the interview questions were

79



framed to capture contextual influences, i.e. weaknesses within the processes and
organisational mechanisms in which staff operate/care provision occur. For example, the
following questions were a sample of the questions asked relating to AEs reporting (as
listed in the interview guide in appendix);

¢ If you notice a situation that you think could compromise patient safety, what are
you expected to do in this setting?

o Facilitators of incident reporting: Could you give me an example of how well this
is helping to safeguard patient safety and manage the reoccurrence of unsafe
care?

e Barriers to incident reporting: What are the things that enable the reoccurrence

of patient safety incidents?

3.5 Data analysis

It is usual for qualitative data analysis to begin during the data collection process [168,
171, 202]. Plans for data analysis started early during this study’s fieldwork, with
preliminary analysis occurring concurrently with the ongoing data collection. This
approach provided me with an insight into which aspects of the research questions were
addressed and what areas of the questions needed further investigation [181, 202]. The
data generated from observations and interviews were imported into NVIVO 11 software.
The NVIVO software facilitated the systematic analysis of the data as it allows
cataloguing data from various sources, organisation, searching, retrieving, and showing
linkages between them [203, 204].

Data analysis adopted an inductive/bottom up approach [205]. Researchers undertaking
the inductive approach examine data with an open mind to see what categories and
themes emerge [205]. | began the inductive analysis by adopting thematic analysis
principles, defined as identifying, analysing, and reporting patterns (themes) within data
(themes) within data [206]. In this stage, | followed the six steps of thematic analysis:
familiarisation, generating initial codes, searching for themes, reviewing themes, defining

and naming themes and writing up the analysis [206].

The familiarisation stage involved becoming immersed in the data [164]. | repeatedly and
carefully read through the data to seek patterns and meaning within the data. The
process of typing the field notes, reflective notes and transcribing the interviews assisted

in the familiarisation process.
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Unrestricted or free coding followed the familiarisation process. This was conducted
initially on printed copies of transcripts and subsequently on the transcripts in the NVIVO
software. Coding means the process of organising data into a meaningful group [159].
Thus, | read the pages of data line-by-line, trying to sum up what a particular data
segment conveyed before labelling it with usually one word or short phrase, which
explains the phenomenon (what it is), and this became the overarching concept [181].
Some researchers may not review every piece of material at this stage because of the
large volume of qualitative data [205, 207]. All the data materials in this study were
reviewed so as not to miss commonly repeated data [208]. Although this process was
time-consuming, it was worth the effort. The codes generated emerged from the data
itself, allowing new phenomena not considered before the analysis to be identified. Some
data extracts were assigned multiple codes because | was careful not to apply strict
coding at this stage. Examples of the earlier codes include consumables, emergency
medicines, oxygen supply, staff training, skill, staffing, supervision, support. Other
extracts that explicitly describe the context were coded according to the place, i.e. ward
(Gynaecology emergency, Labour and Obstetrics wards) or work environment if they are
general. These contextual descriptors later fed into the analysis providing understanding

of the context. (See Appendix 10 for a snapshot of codes generated).

The next phase was searching for themes from the coded data. This phase was
characterised by a more analytic reading, looking for meaning rather than descriptive, as
in the earlier phase. This resulted in aggregating the codes and sorting them into higher-
level codes called categories [205]. Codes that did not fit were labelled “other” so as not
to ignore any data. This was then followed by reviewing the themes. Here | spent a
considerable amount of time examining the content of each category and similar
categories to ensure they fitted into their assigned group as an accurate and true
representation of the data [159]. This process resulted in the re-categorisation of some
of the categories and identification of potential themes. For example, the contributory
factor theme equipment, supplies and services was named from grouping the earlier
codes, including consumables, emergency drugs, equipment, instruments, oxygen
supply and water supply. The theme staffing levels was the aggregate of codes
comprising staff training, skill, staffing, supervision, support. Working with the data
digitally in NVIVO, was invaluable as it allowed re-labelling and the re-categorisation
following the back and forth reading of the extracts. At this stage, | was able to see how

the themes related to each other.

The final thematic analysis step was interpreting the themes in relation to the research
guestions, then telling the story they contained [159, 206]. At this stage, the findings were
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organised into three separate but related sections; describing study context, AEs

contributory factors and AEs reporting and learning system of the hospital studied.

The findings identified a large number of factors contributing to AES, and many of them
were interrelated. The contributory factors identified were relevant to various system
levels in the study context, such as management and team, and this needed to be
illuminated. | felt that a system framework would provide an optimal structure for
organising and presenting this data to illustrate the contributory factors to AEs, show the
connections between them and the potential reasons behind their occurrences [205,
208].

The Yorkshire framework of factors contributing to patient safety incidents in hospital
settings (YCF) [209] is considered helpful for illustrating the AEs contributory factors.
This is because it allows displaying the contributory factors for AEs and the extent of
their proximity to active failures/AEs. The contributory factors in the framework are
presented as a series of concentric circles. Around the centre of the framework are the
much proximal contributory factors (active failures, situational factors and local working
conditions). The outer circle highlights more distal/latent AEs contributory factors
(organisational and external). Therefore, the categories and themes relating to the AEs
contributory factors findings section earlier identified were compared with those of the
YCF [209]. They were then mapped against those of the framework after | was satisfied
that they fitted [205, 210]. However, there were aspects of the framework that were not
in the data, which is not unusual, but it provided the best fit [43]. Mapping the categories
and themes to the YCF was straightforward and showed how the framework components
interlinked.

Although the data analysis process description may seem like a relatively linear activity,
it was realistically tedious and involved much back and forth between different ideas.
Supervisory sessions were invaluable in ensuring rigour of the analysis process and

checking for potential imposition of the researcher’s assumptions in all the steps [181].

3.6 Member checking

Lincoln and Guba regarded member checking as the most crucial technique for
establishing the credibility of research findings [211]. Member checking is also known as
participants’ comments, feedback, validation, or dependability checking [212, 213]. The
process involves presenting some or all research participants with either their interview

transcripts to confirm if their words matched intended meanings or the initial or final data
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analysis to validate the researcher’s interpretation of the data [212, 214]. High diversity
exists in the uses, outcomes and goals of member checking among researchers

depending on their underlying epistemological assumptions.

Some engage the participants to check and correct facts, whereas others engage them
in collaborative construction of reality [215]. Member checking in this research was
primarily to reduce error, generate robust original data for further interpretation [216,
217]. Member checking in this research involved verifying and testing emergent themes
from preliminary data analysis while still in the field. Various staff members had an
opportunity to tell if they recognised others’ experiences, dispute them, or shed more
light on the identified issues. The value of member checking in this research was
considered as an error reduction process, which generates robust original data for further

interpretation [217].

The process employed minimised some potential financial, methodological and ethical
implications associated with member checking [218]. The financial implication may be a
need to travel back to the research setting to present the data to the research
participants. Methodological issues include potential low response rate in transcript
validation; participants may be reluctant to provide honest feedback because of a
perceived researcher’s expertise, a wide time lag between data collection and analysis
could result in participants not recalling their previous response or may legitimately
change their perspective on the research topic [212]. The ethical issue may be a need
to plan and provide emotional support to participants if going through
transcripts/analysed findings when re-engaging them in research, which is sensitive as
in this study [212].

3.7 Ethical considerations

As this study required the involvement of human participants, appropriate measures
were taken to ensure that participation did not cause individuals any harm [164, 202,
219]. These include, seeking ethical approval from proper organisations, informed
consent and maintaining confidentiality. This section also explored emergent ethical

issues and how they were addressed.

Ethical approval: Ethical approval for the study was obtained from the University of
Sheffield (SCHARR) ethics committee and the ethics committee of the hospital (see
Appendix 11).
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Informed consent: Informed consent is about ensuring that potential participants fully

understand the purpose, methods, and intended uses of the research, in addition to what
their participation entails and risks, if there are any [164, 202, 220]. | conducted two
presentations to brief the potential participants, i.e. doctors and nurses/midwives in the
0&G department, about this study. During these briefing meetings, | provided information
about the research and how it would be conducted. It was emphasised that participation
is voluntary. Prior to the interview, all participants provided a signed consent form and
were offered a personal copy to keep.

Consent for observation studies of clinical settings can be complex [182, 221]. Thus, an
opt-out option was used for the observation part of the study because obtaining
observation consent for busy clinical setting such as O&G was impracticable. This
strategy has been reported in other studies in a similar setting [221]. Posters were placed
in strategic areas of the wards and Gynaecology emergency to inform any staff and
women coming to the department about the study (see Appendix 12). Women or staff
would have the opportunity to opt-out of taking part by informing the researcher, ward
manager or attending staff, but there was never such a request throughout the data
collection period. Flyers about the study, interview information sheets and interview
consent forms were distributed to all in attendance at briefing meetings. Flyers were also

placed at visible areas near the nurses’ station in all the wards (see Appendix 13).

Informing individuals present in the setting about the study remained an ongoing process
throughout the data collection period. Since | was not a staff member and wore no
uniforms, my presence and researcher role were made visibly clear by having a nametag
with researcher written on it during all the observations [181]. The nametag sometimes
caught the attention of the staff coming from other hospital areas who wanted to know
about the study. This provided an opportunity to ensure that they agreed to be observed.

Maintaining confidentialy: The confidentiality principle is about ensuing limited access to

personal data. The UK General Data Protection Regulation [222] defined personal data
as a piece of information identifying a living person or resulting in this situation when
combined with other data. This means that the research participants' personal data
should not be shared with unauthorised persons. While the principle of anonymity is
closely related to confidentiality, it differs in that it means concealing the identities of
particpants from the data when it is shared beyond the immediate research team [220].
In the case of this study, various strategies were used to ensure the confidentiality and
anonymity of the personal data collected. For instance, the fieldnotes contained no
identifiable information about staff, as they were generally identified with their rank or
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seniority such as a consultant, senior registrar, house officer, senior nurse/midwife, junior
nurse/midwife, senior nurse/midwife, but not ward manager, except when referring to
them in general terms such O&G ward managers not linking them to a particular ward.
Similarly, any other staff working at the senior hospital management level were identified
as senior hospital manager/hospital management staff.

The audio recording for each interview was transferred onto the researcher's personal
laptop and flash drive, which were both encrypted and stored in a safe place. The original
recording of each interview was deleted from the recorder as soon as it was saved on
the laptop and flash drive. In order to preserve anonymity, | avoided asking questions
that exposed the respondents' identities, such as name or ward allocated. All the
interview transcripts had a coded identifier to ensure anonymity and saved together with
the laptop. Moreover, the hospital setting has been referred to a Northern Nigerian
teaching hospital, and any identifiable information on a document included in this thesis,

such as the ethics approval, has been protected.
Throughout the fieldwork period, | made it clear to participants during all forms of
communication that this study was about the system and not evaluating their individual

practice.

Emergent ethical issues and how these were addressed: The issues included obtaining

observation consent from some women, raising observed patient safety concerns,

managing withdrawal of collected data and personal risks.

Posters in all strategic areas of the O&G department were meant to inform women and
their relatives about the study. Additionally, before the observations, attending staff
members informed the women under their care about the study and the researcher's
presence, then asked if they were happy to be observed. The womens’ consent was
obtained verbally. However, there were a few occasions when some women were not
observed because | felt it was inappropriate to observe them as their condition was
deemed too sick to provide consent. For example, a woman came to the Labour ward

fully dilated and about to deliver.

The fieldwork plan needed to consider how | should approach a potential patient safety
breach [181]. | planned to call a senior staff member's attention if | was comfortable with
them or report concerns to the gatekeeper. The findings of this study raised many
observed practices of patient safety concerns. Such as reprocessing single-use manual
vacuum aspiration syringes; use of unsterile instruments in sterile procedures, floors
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littered with dirty-blood-stained swabs and gloves; procedure delays, placing multiple un-
labelled babies together on the single resuscitaire in Labour ward, mothers and babies
sleeping on the same bed; and placing a woman suspected to have tuberculosis with
other women and newborns in the Obstetrics ward. All these concerns and others
mentioned in the findings chapter have a potentially dire outcome for service users and
their babies. However, meeting my ethical responsibility of raising patient safety
concerns was challenging because of the risk that this would pose on the trusting
relationship | had built with staff, fearing they would decline participation in further
observations and interviews. | felt that these patient safety issues had become
normalised practices and maintaining a relationship with staff members would support
the completion of the study, thus potentially bringing about the needed changes in the
study context and other settings. Therefore raising patient safety concerns happened on
a few appropriate occasions, such as the suspected tuberculosis case. This resulted in
the hospital's multidisciplinary patient safety team planning to design a guideline for
admitting a suspected infection case. Moreover, | also assisted the hospital in converting
their incident report forms from paper to google forms to enhance user access, with a
view that raising the patient safety problems identified during informal conversations and

interviews with the staff could sensitise them to report and/or address the issues.

Before conducting the field work, | had decided on how to manage potential requests to
withdraw data. Both interviews and observation participants could freely withdraw their
responses within two weeks of data collection but not after because the data may have
been transcribed and analysed [220]. The staff were assured that their identifiable
information would be protected. Such a request was not made by the interview
particpants but a staff member from a different department requested that some specific
information they provided during an informal discussion in the observation should be
excluded, and this was accepted. It was also made clear to the staff that they could freely
decline answering any of the questions during the interview. One of the interview

participants made such a request, and the questioning moved to something different.

As part of the minimising harm process, | also considered how the fieldwork could pose
a risk my personal safety [164]. The hospital setting in itself was regarded as an unlikely
danger because teaching hospitals in Nigeria are generally safe grounds as there are
usually staff and people present at all times. However, it was acknowledged that there
might be minimal potential risks, which could cause disruption of the data collection, such
as loss of belongings and sickness, including food poisoning and malaria. A number of
strategies to address these were adopted (see Appendix 14 for risk assessment form),
and the fieldwork generally went smoothly.
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CHAPTER 4: FINDINGS

Describing both the context in which the phenomenon occurs as well as the phenomenon
itself is essential in case study research [171]. This chapter presents the thesis findings
in three sections. The first section begins with providing an understanding of the context
of the case study site, and the second section presents the factors that contributed to
adverse events (AEs) identified and apparent explanations for how and why they
occurred. The final section presents the AE management processes and factors that

influenced them.

4.1 Understanding the context of AEs

This section describes the research setting to provide a picture of the context in which
AEs occurred within the Obstetrics and Gynaecology department (O&G) of the case
study hospital. Understanding the context of AEs within a systems approach enables the
identification of issues and action to address latent organisational failures/weaknesses
[223, 224]. Developing an understanding of the context predominantly draws on the
observational data and supplements this with information from the interviews. The

description of the study setting is divided into three parts:
1. General physical layout of the hospital.

2. General organisational processes within the setting.

3. Reporting and learning from AEs.

4.1.1 The general physical layout of the hospital

Figure 4 provides a visual illustration of the hospital’s general layout, highlighting the
O&G department in the shaded area. The hospital was situated by a major road covering
about 300 acres of land, fenced with concrete blocks. Entrance to the hospital was
through a gate, constantly guarded by security personnel. A tarred road from the
entrance provided access to the main hospital and administrative buildings. The
administrative building accommodated the consultants’ common room, the hospital

library and offices for hospital administrators and consultants
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Figure 4: General layout of the hospital
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The clinical services included various specialty departments such as Medicine, Surgery,
Paediatrics and Obstetrics and Gynaecology (O&G). The supporting services most
relevant to this study consisted of the Pharmacy, Operating theatre, Laboratories, Blood
bank, Billing unit and Central sterilising Unit (CSSD). Most of these supporting services
were located at close proximity of about 150 metres to the A&E and OPD, with the
hospital wards a little further away. The O&G wards were at the furthest end of the long
corridor, about 400 metres from many of the supporting services and entrances. Staff
members identified the distance of O&G wards to these supporting services and

entrances as a problem, which will be discussed in section two.

The hospital also had living accomodation for staff, but this could only support a small
number of employees, thus the majority of them lived away from the facility site. Many
interviewees raised concerns about contacting and accessing staff members living

outside the hospital grounds, particularly at atypical hours.

Figure 5: Location of O&G wards in relation to each other.
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As illustrated in figure 5, the O&G department had three in-patient wards: Labour;
Obstetrics; and Gynaecology. The Labour ward was situated on the opposite side of the
Obstetrics ward and next to the Gynaecology ward. Gynaecology emergency is located
in the Gynaecology ward. On a corner adjacent to Obstetrics ward was a record officers’
station from which O&G and paediatric patients would collect their medical records. A
paediatric ward was located close to the O&G wards. Its close proximity to the O&G
wards was useful to the O&G staff for obtaining consumables during emergencies. A

detailed description of the O&G wards follows:
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Women'’s journey within the O&G

Women were either admitted from clinics run by the department and sent directly to
appropriate wards, or they were triaged for admission in the Gynaecology emergency
service. This service had an assigned Junior Registrar and a House Officer during
working hours. All women in active labour were sent to the Labour ward. Pregnant
women who were past twenty weeks gestation with medical conditions, such as
hypertension, diabetes and eclampsia or for elective caesarean section were admitted
to the Obstetrics ward. This ward was also used for women after delivery. Women for
emergency caesarean section were taken to the theatre and sent to the Obstetrics ward
afterwards. Women with gynaecological conditions or pregnant but less than twenty
weeks were typically admitted to the Gynaecology ward. However, due to bed pressures,
the department sometimes needed to admit women meant for the obstetrics ward and

these were placed temporarily in the Gynaecology ward.

The Labour ward

The Labour ward only admited pregnant women who were in active labour. The ward
had a delivery suite (highlighted area), call room for house officers and female senior
residents, mini laboratory (not functioning) and other rooms and facilities as shown in

figure 6.

A long corridor, passed through the Labour ward providing access to a Special Care
Baby Unit (SCBU) and Obstetrics Operating Theatre, bathrooms and toilets for both staff

and service users.

Most of the care activity in the Labour ward took place within the delivery suite. Portable
partition screens divided the delivery suite into three separate clinical cubicles (outer

admission, middle first stage and an inner second stage room).

The outer admission room was accessed via the delivery suite entrance and had three
beds. The nurses’ station was located in this room, and there was a working desktop
computer and an internal telephone on their desk. Close to the nurses’ station was a
handwashing basin. Scrub shoes, barrier gowns, facemasks and goggles were kept in

the admission room for use by staff and anyone else going beyond that area.

Documents noted on the notice board of the admission room included: various medical
professionals’ duty rosters, a post-exposure prophylaxis team list, which named staff to

be contacted in case of exposure to blood and bodily fluids, and nurses’/midwives’ guide
90



to recognition awards. On the entrance door, there was a poster with instructions on
specimen collection and handling. This originated from a collaborative project in which
the hospital was involved and which will be discussed later.

Figure 6: diagrammatic representation of the Labour ward
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The first stage room was oriented such that it linked directly to the admission room and
had three beds on the left side. Equipment such as a scanning machine, stationery,
consumables and sterile packs were kept on trolleys or in a cupboard around the right
side of this room. Data from staff suggested that women placement in the different rooms
was based on bed availability, not on labour progress, as initially intended. Some staff
members said they preferred placing labour women in the first stage room if beds were
available because it offered the women more comfortable beds and privacy.

The second stage room had two lithotomy beds arranged in a similar pattern as the first
stage room. These beds tended to be mostly used for assisted deliveries and episiotomy
repairs but rarely for normal labour and delivery. An infant resuscitaire, which also served
as a temporary cot for new-borns, was kept in the second stage room. Adjacent to the
infant resuscitaire was a designated weighing area with a baby weighing scale on a small
table. On the wall above the weighing area were different handwritten care protocols.
These protocols included magnesium sulphate administration, Apgar scoring,
meconium-stained amniotic fluid grading (thick and thin), Nevirapine administration
(antiretroviral therapy) and vitamin K dilution. While all the other protocols were on paper,
vitamin K dilution was scribbled on a piece of sticking plaster, which could have easily
fallen off. The protocols were observed to be not very visible and likely to be missed by
staff not regularly working on this ward. Near the weighing area, there were two plastic
baby baths, one pink and one blue, for babies born to HIV positive and HIV negative

mothers, respectively.

A larger hand-washing basin, mostly used for washing used instruments, was located in
the second stage room. On the floor around the hand-washing basin were three medium
plastic buckets for disinfecting instruments. A guide for disinfecting used instruments was
pasted on the wall above the hand-washing basin. A large plastic water storage container
was kept near the handwash basin, according to one of the staff members, in case the

water supply failed; however, they could not remember when this had last happened.

There were air conditioning units and ceiling fans hanging in all three cubicles. Lighting
was generally good, and this was the only O&G ward that had electricity back up, thus it

tended not to experience power failure issues.

The Obstetrics ward

The Obstetrics ward had a 41-bed capacity and served as laying in for mothers and new-

borns after delivery. It also accommodated women before and after caesarean
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operations. Other women included those who were post 20 weeks pregnhant and those
who had delivered but had medical conditions such as hypertension, diabetes and

eclampsia.

As shown in figure 7, entry to the Obstetrics ward was through a long narrow corridor
with different rooms as listed in the diagram. The corridor then led into a large open ward
with a nurses’ station in the middle and the remaining space divided into nine cubicles,
each containing four or five beds. Directly opposite the nurses’ station was a close
observation cubicle. There were four cubicles on either side of the nurses’ station for
other women. Behind the nurses’ station was a storage room with a hand-washing basin
and shelves on the wall for storing small equipment, stationery and consumables. At the
far end of the left side of the ward was a small corridor, which housed three toilets and
bathrooms for service users, plus two other rooms. The ward’s cleaners used the
smallest room to store cleaning materials. The other, bigger room had a large plastic

water storage container, kept in case the water supply failed.

Figure 7. Diagrammatic representation of Obstetrics ward
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The Gynaecology ward and Gynaecology emergency service

Entrance to the Gynaecology ward and Gynaecology emergency service extended down
a long, narrow corridor, with different rooms as listed in figure 8. The corridor ended in a
wider space, to the right of which was a treatment room. The remaining space outside
the treatment room, before reaching the nurses’ station, served as the Gynaecology

emergency area, and is highlighted in the shaded area in figure 8.

Figure 8: Diagrammatic representation of the Gynaecology ward and Gynaecology

Emergency service.
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The Gynaecology emergency area had a waiting area for service users and a
consultation room. The waiting area comprised a small space containing two long
benches facing each other. Each bench could seat about four persons; women with
emergency needs and their relatives usually sat there while waiting to be triaged. Others,
unable to find space on the benches, usually stood around this area.

The consultation room was a small three-walled space, with two screens serving as the
fourth wall and door. Inside the consultation room were two small tables, each with two
chairs, and multiple women were usually being consulted simultaneously in here. An
examination couch was by the wall facing the entrance, with a drip stand and a bedside
table nearby. There was a tray on the bedside table upon which was an opened xylocaine
injection bottle, a thermometer, a lidded kidney dish containing antiseptic-soaked swabs,
and sample bottle racks with a few sample bottles on them. A ceiling fan provided
ventilation to the room. The room had a small notice board on the wall with a few
documents pinned to it, such as doctors’ roster, special postings for doctors, and a

protocol for Lassa fever.

The consultation room also had a bin and a sharps/needle disposal box, which was
usually kept on the floor near the bedside table. However, there were times when the bin
was not there and used gloves and swabs were seen on the floor, as illustrated in the

following observation quote:

| noticed that there was no bin in the Gynaecology emergency consultation room.
There were about 2 pairs of used gloves and blood-stained swabs discarded on
the floor just under the bedside table. A registrar came looking for a bin, when he
did not find it, he said “let me just put it here” as he also discarded his gloves on

the floor (Observation notes: Gynaecology emergency day 3).

| later observed a cleaner bringing a bin into the room and taking the discarded gloves
and swabs. Whether the bins were there or not, the floor was occasionally littered with
used gloves and swabs, creating potential for infection. This also occurred in the

treatment room and the Labour ward.

The treatment room of the Gynaecology ward differed from that of the Obstetrics ward in
that it had two examination couches at the centre. A small space and a screen separated
the two examination couches. The couch to the right had an ultrasound machine next to
it and was mostly used for women to lie on during ultrasound scans. The other
examination couch was generally used for minor gynaecological procedures such as

96



manual vacuum aspiration (MVA). The floor area around the couches was often

observed to have blood on it and to be littered with used swabs and gloves.

The treatment room was usually busy with women admitted for various procedures. One
or two plastic armchairs were kept inside the room for women to sit on whilst waiting for
one of the couches to become vacant. There were five lidded and labelled plastic buckets
for disinfecting MVA syringes and cannulas. These were kept on a concrete platform at
the far end of the room. Two trolleys were usually available in this room: one contained
a lidded kidney dish for antiseptic-soaked swabs and the other was for specific medical

procedure instruments.

Beyond the Gynaecology emergency area was the Gynaecology ward, which
accommodated women with any gynaecological condition. The Gynaecology ward was
a large open ward partitioned into cubicles with the nurses’ station in the middle, as in
the Obstetrics ward. There was a handwashing basin in front of the nurses’ station and
a storage room behind it. The storage room had a fridge, and shelves with stationery,
instruments and consumables upon them. The Gynaecology ward and the Obstetrics
ward were similar in design except for a few facilities. For instance, the Obstetrics ward
had a foeto-maternal room and a library, whereas the Gynaecology ward housed the
Gynaecology emergency facility, a seminar room, call rooms and an isolation room. They
both had treatment rooms and two side rooms each for women requiring privacy and

who had paid higher fees.

The entrances of the Obstetrics and Gynaecology wards had assigned security staff to
restrict entry outside normal visiting hours. Entry to the delivery suite was restricted for
non-staff at all times, thus women’s families and friends were rarely allowed beyond the

Labour ward entrance.
During the fieldwork, attention was paid to the physical structure of the research setting

with a view to exploring how this might contribute to the occurrence of adverse events.

This will be examined in detail in a later section.

4.1.2 General organisational processes of the setting

General organisational processes of the hospital in relation to service provision in O&G

will be examined focusing on two key aspects: capacity and systems, and staffing.
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Capacity and services

The hospital had a capacity of approximately 500 beds, according to a document
obtained from the hospital at the time of this study. The O&G department had three in-
patient wards, a 24- hour emergency service (Gynaecology emergency), and specialised
services and various clinics such as the ante-natal clinic, which would typically register
about 6600 pregnant women each year. On average, the department recorded about
1632 deliveries, 24 maternal and 135 foetal deaths annually. However, these figures
might have been inaccurate as a study participant provided this information, but it could
not be verified.

Being the only tertiary centre in the state, the hospital served as a referral point for all
the other primary and secondary services within its locality, as well as other neighbouring
states. Staff perceived that these women referred from other areas formed the majority
of those experiencing the AEs seen in the hospital for they should have been referred
earlier. For example, a senior doctor identified a lack of feedback between the hospital

and the referring facilities as the reason for the continued late referrals:

Sometimes the referral still causes problems because (...) other facilities, primary
and secondary, refer patient (women) to this centre, (...) when the patient
(women) have started developing complications (...) So, what you can provide in

terms of services will not be optimum (Interview No2 SR1).

However, the department appeared to have no presentable data to support this
assumption. This indicated the need for the department to improve how it collected and

analysed its service users’ information in order to identify and address such issues.

The facility was among the 20 teaching hospitals owned and funded by the Nigerian
federal government. Government funding of hospitals generally covers physical
structures, staffing and equipment. Service users primarily bear the cost of consumables,
medicines and services including admissions, surgeries and laboratory investigations.
On most occasions, these services are based on “fee for service” which means they are

provided only after evidence of payments (receipts) were shown.

The Gynaecology emergency service served as the entry point for all women coming to
the O&G department. Whether registered, referred or not, all women in labour, pregnant
and sick or having gynaecological problems that needed urgent attention reported to this

service first, for assessment, treatment or admission, unless they accessed via the
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clinics. In Gynaecology emergency, some women were seen as “outpatients” while

others were referred to the appropriate ward depending on their condition.

Emergency life-saving medication and services such as emergency surgery, blood
transfusions and diagnostic investigations might be provided first, with the payments
made later under the 24-hour national emergency policy. The hospital social welfare
department also occasionally assisted service users to obtain essential supplies and
services for free through the “service rendered” forms, such as by waiving accrued
service fees following an emergency or prolonged hospital stay for those who were
unable to pay. However, these supports for service users with no means to pay seemed

often to be unavailable, even in emergencies.

Staffing numbers

The hospital, like other Nigerian teaching hospitals, was headed and managed by two
consultants (doctors). The Chief Medical Director (CMD) was the chief executive and
responsible for the execution of policies and matters affecting the day-to-day running of
the hospital. The CMD was the most senior of the hospital managers and usually
appointed by the President of Nigeria through the Federal Ministry of Health for four
years. The Chair of the Medical Advisory committee (CMAC) oversaw the activities of
clinical departments, training and research in the hospital. The Hospital Board normally
appoints the CMAC. There was also an Assistant Director of Nursing Services who
supervised the hospital's nursing/midwifery activities and was involved in its procurement

processes.

A consultant Obstetrician and Gynaecologist headed the O&G department. As shown in
Table 8, the department had 23 doctors, and a varying number of house officers
depending on their rotation. The doctors had two forms of working times including
“normal” and “on-call” duty. The normal duty lasted about eight hours (8am-4pm). On-
call duty could extend up to 32 hours depending on the day of the week and the rank of

the doctor. Junior doctors appeared to be on call for more hours than senior doctors.

The Labour ward had a Consultant Obstetrician who oversaw its affairs during working
hours. Two residents (senior and junior) and a house officer were allocated to both
Labour and Gynaecology emergency for a period of one month. Four obstetric teams
(a, b, ¢, and d), supervised usually by two consultants each, were managing the medical

activities of this department. In the wards, women were divided between the teams, and
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cared for by their team of doctors during normal working hours (8am-4pm). Medical care

during out-of- hours became the responsibility of the on-call doctors.

The nursing activities of the O&G department were supervised by the Unit Head and the
Deputy Unit Head who were both Chief Nursing Officers. Each O&G ward had a Chief
Nurse/Midwife as Ward Manager, and a team of designated nurses/midwives and
support staff. The Unit Heads and Ward Managers primarily performed administrative
tasks and worked in the mornings. Other nurses/midwives and support staff worked on
shifts of eight to nine hours duration. Typically, two nurses/midwives were on each shift,

although it was observed that often the numbers tended to be higher in the mornings.

Gynaecology emergency did not have designated nursing/midwifery staff but called in
those from the Gynaecology ward when needed. While the nurses/midwives appeared
to be strictly allocated, they were sometimes asked to work in any of the wards to fill in
staffing gaps. Table 9 shows the nursing/midwifery staffing ratio to women/patient, which

was not consistent across the wards.

Table 9: Staff distribution by profession and women/patient load by ward

Staff type and Labour Obstetrics Gynaecology Gynaecology
women/patient load Emergency
Midwives/nurses 13 17 Not allocated Not included
Women/patient load | 1-9 41 Varied 33
Doctors 23+ varied

number of

house

officers.

4.1.3 Reporting and learning from AEs

As noted in chapter one, having a recognised framework for identifying, documenting
and reporting potential and or contributory factors of adverse events (AESs) is vital for the
proactive management of AEs. Before October 2015, the hospital, like many other
Nigerian teaching hospitals, had no such established processes. There were a few
patient safety related measures in place in the hospital prior to 2015, including an
infection control committee headed by a medical laboratory scientist. They also had a

nurses’ report, which comprised a summary account of each ward, capturing women’s
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conditions, including those seriously ill, and any issues that affected service and/or care
provision. The report was submitted at the hospital compound office after each nurses’

shift. It was then collated and forwarded to the (CMAC) for their subsequent actions.

Since 2015 the hospital had implemented multiple improvements in the way they handled
patient safety issues. This was following its participation in an 18-month patient safety
collaborative project with a UK partner (between October 2015 and March 2017). The
project ended just before this study began and various staff members viewed it as
something positive.

The collaborative project supported the hospital to change its patient safety culture,
which was generally one of blame and punishment. As a result of the project, the hospital
adopted a systems approach, which focused upon weaknesses within the system. This
was said to have improved the reporting of patient safety issues, as highlighted by the
following response of a senior nurse/midwife who said they now reported incidents the

way they occurred, without covering up.

We are happy about these (changes). We are now writing incident reports and
being open to say (...) what exactly happened during the incident. We are not
hiding anything but before, we did hide some of the things (Interview NO16-
CNO).

However, not all staff shared this view, as indicated by the response of a senior hospital

manager:

The major problem is getting people to accept that you are not reporting anybody,
(but) you are helping to fix the system, and that we are not going to punish people
as a first line of action (Interview NO23-SM1).

The hospital instituted a Multidisciplinary Patient Safety Team (MPST) headed by the
CMAC. The MPST included all medical professional groups, such as doctors, nurses,
pharmacists and laboratory technicians. Key tasks of the team were to identify patient
safety issues, set the hospital’s patient safety targets, and collect, investigate and
analyse reported incidents. The team was also responsible for providing solutions to
identified patient safety issues, giving feedback to individuals and the hospital
community, and following up recommendations to ensure their implementation.
Additionally, the team organised a monthly clinical governance meeting and monthly
MPST meetings. The MPST also had subsidiary teams comprising infection control and

patient safety champions.
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Furthermore, the structure of the infection control team was changed. A consultant
microbiologist replaced the medical laboratory scientist as leader of the team. Some of
the team members were said to have attended an infection control certificate course.
The team members included an infection control doctor, infection control nurse and head
of public health department. The infection control nurse’s role included collecting
samples from specific areas of the hospital for routine infection control surveillance and
talking to staff and making improvements in areas of infection threat. One specific
example of this was in the labour ward, where curtains surrounding women’s beds were
found to be contaminated with staphylococcus aureus during infection control
surveillance. A plan was made to change the curtains to ones made from infection control

material as soon as possible.

The infection control lead sometimes followed up certain unusual results with a visit to
wards to see women/patients and discuss with the managing team the best antibiotic
options for the women/patients. In August 2016, the infection control team oversaw the
implementation of a quarterly hospital antibiogram to guide empirical prescription of
antibiotics. An MPST member demonstrated the benefit of the antibiogram in the

following quote:

It (antibiogram) will be like a guide to the clinicians to decide or select an
appropriate empirical antibiotic after they have taken (a) culture specimen while
they are waiting for the results. (...) (This) is based on our own local data
(Interview NO12 MPST member).

The importance of handwashing was one of the most strongly reinforced infection control
measures. There were posters on handwashing in all the O&G wards, particularly around
the handwashing areas. While all the wards had multiple handwashing basins, not all of
them had running taps and liquid soap. Thus, most of the hand washing occurred in the
sinks nearest to the nurses’ station, where these facilities were located. The wards also
had no functioning hand driers. Staff were drying their hands on their clothing, which was
not ideal for infection control. However, this was an improvement from previous times
when bars of soap were used and bowls of water were fetched from plastic water storage
containers. Replacing taps with lever type (elbow-action) and increasing the number of
handwashing areas in the wards were discussed in one of the MPST meetings, as was
rolling out infection control surveillance to the wider hospital. Hospital managers seemed
to make these improvements gradually because funding restrictions would not allow for

immediate widespread implementation.
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Over 70 staff from different areas of the hospital were appointed as patient safety
champions after they had received training in WHO patient safety modules during the
collaborative project. After the training, they were expected to cascade this training in
their various places of work. Despite all the O&G ward managers and deputies having
participated in this training, many O&G nurses/midwives stated that the training had not
been cascaded to them.

Usage of the WHO surgical checklist, debriefing and surgery cancellation register was
implemented during the collaborative project. One of the early incidents reported in the
hospital related to a theatre staff member’s absence, which affected debriefing. Following
this, a process was designed to ensure that cover would be arranged when a staff

member was not available.

An additional obstetric theatre suite provided to O&G during the research period was
among the most listed hospital-wide patient safety improvements. The second suite was
seen as a significant patient safety improvement for the department, which had only one
before this. In several interviews and informal conversations with staff members, there
was substantial excitement about the new suite, which would, it was anticipated, help to
reduce theatre cancellations. However, some of them highlighted that additional theatre

staffing would be needed because of the new suite.

There were departmental and professional meetings to meet and discuss patient care,
professional or work-related issues. In O&G, doctors met three times every week to
present the cases they had managed following the previous day's on-call duty. The
department also had a monthly meeting to discuss Labour ward statistics and mortalities.
According to the hospital's general patient safety guidelines, such meetings should
comprise all professionals. However, it was reported and observed that consultants and
nurses/midwives rarely attended these meetings. Even the monthly morbidity and
mortality and labour ward statistics meetings, regarded as key to the department, were
generally attended by junior doctors only, and rarely the consultants and
nurses/midwives. | observed the ward managers attending such a meeting only once
during the fieldwork period. On many occasions, non-medical staff seemed unaware of
these meetings. The meetings also appeared to have a less visible safety-related impact
because there was no system to ensure that concerns raised and discussed were

resolved.

The nurses/midwives reported having their meetings fortnightly. However, this target was
unmet during the research because only two meetings were arranged. The
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nurses/midwives attributed the failure to keep to their meeting schedule to a lack of time
and difficulties attending meetings outside of their work schedules due to family
responsibilities. The two meetings were topic-based presentations, to refresh the staff
skills on active management of the third stage of labour and puerperal care. The content
generally seemed to be too basic for experienced registered nurses/midwives, and the
presentations were difficult to follow because they were long and not well organised. For
instance, one of the presenters presented a 48-page document, not PowerPoint. The
document was too detailed for busy staff to review and lacked a focus on areas for
improvement. The lack of meetings, poor attendance and a system to guide and draw
benefits from the meetings can limit opportunities for identifying and appropriately

managing safety-related issues.

Observations and reports indicated that O&G staff members also tended to communicate
patient safety concerns to their own specific professional superiors. Where the issues
involved another profession, those doing the reporting tended to report to a senior
member of staff from the other profession. Service users and/or their relatives reported
their concerns through various channels including specific staff members, senior

professionals, the O&G department or the hospital executive.

AE reporting forms were adapted from the UK National Health Service (NHS) due to a
lack of standard reporting procedures in Nigerian hospitals. The hospital encouraged all
stakeholders, including staff, service users and relatives, to voluntarily report patient
safety issues using the forms. The completed forms were submitted to the CMAC's office
for the MPST review. They were then assessed and forwarded to the departments where
the issues occurred, for further investigation and explanation. The MPST then analysed

the departmental feedback before making recommendations for future improvements.

Compared to all the changes made in the hospital, incident reporting was viewed both
positively and negatively by the study respondents. While some of the staff saw incident
reporting as important in improving patient safety, others viewed it as impracticable in
their work environment, and some held the belief that it was a way to “witch hunt” people.
However, other respondents reported that they had confidence in the incident reporting
system, highlighting that change was normally gradual when introducing measures such

as report forms, as the following quote from an MPST member illustrates:

Well, the acceptability (...), is not optimum, (...). The fact is that you are just

introducing something new (...). This is not something that is routine in most (...)
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Nigerian Hospitals. (...). We are not getting it the way we want but we are moving

towards that direction (Interview NO12- MPST member).

Clinical governance took the form of a voluntary monthly meeting open to all staff and
service users, to listen in and contribute to case presentations. On average, two cases
were presented in each meeting. The cases were selected by the CMAC from among
those that had resulted in serious undesirable patient outcomes (morbidities and
mortalities) from either nurses’ or voluntary incident reports. However, this might not
always have been the case, as two of the cases observed during the study were based

on family complaints.

Believe me, there’re so many cases that should go there (clinical governance)
but we do not have the luxury of time to discuss all of them. So, we choose the
two which we think are the ones that have been truly badly managed (Interview
NO23-SM1).

Preceding the clinical governance meeting, departments from which the cases emanated
were notified, so that they could prepare to present their case. Following each case
presentation, the presenter identified factors that had contributed to the unwanted patient
outcome, and what they should have done differently. Then other staff members asked
questions or made contributions regarding actions that would have helped in the patient’s

management.

It was observed that cases, which potentially had serious AE consequences but had not
resulted in adverse patient outcomes, were also presented. Whether service users had
been harmed or not, the measures agreed during the clinical governance meetings had
led to the development of protocols and policies, which could proactively prevent other
service users from harm. These included the “pentazocine policy” that was introduced
following a patient’s self-injection of a drug left by a staff member on the patient’s table.
The drug was subsequently managed under the DDA (Dangerous Drugs Act) and kept
under key and lock. A policy of no surgery cancellation without the knowledge and
agreement of the surgical team members was introduced. This was intended to reduce
unnecessary cancellation of surgeries, as one of the improvements made in theatre
processes, as well as to promote team working and valuing others’ contributions, which
was highlighted as an issue in the theatre and had resulted in a surgery cancellation by
an anaesthetist. Other protocols and activities, which had been proposed but were yet

to be implemented when the fieldwork period ended, included checklists for new-born
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examination, catheter insertion and removal, anaesthetists’ clinic and routine screening

of theatre users for Methicillin-Resistant Staphylococcus Aureus (MRSA).

Compared to clinical governance, the O&G departmental meetings appeared to have a
less visible safety-related impact. My observations also indicated that O&G had no
observable system in place to ensure that concerns raised and discussed were resolved.
One key similarity between the clinical governance and O&G departmental meetings was
that most of the participants were doctors, and nurses/midwives rarely attended. At only
one of the three clinical governance meetings observed was there a visible number of

nurses/midwives; that was when one of their members was presenting.

Observations and informal discussions with staff during data collection provided an
enhanced understanding of the contextual situation in which care was provided and
weaknesses within the system that may have contributed to AEs. While it seemed that
there was considerable scope for improvements in this hospital, it also appeared that
they were further along than they had been previously. Two main drawbacks identified
regarding the improvement activities included the fact that MPST membership was
voluntary and that it imposed additional responsibility on its members. This seemingly
limited the amount of time they could spend on such activities, thus potentially delaying
incident reports reviews, action plan development and implementation. Additionally, lack
of funding imposed significant limitations on the changes that could be made, given that
some issues identified, such as equipment or structural changes, could not be funded or
only gradually implemented. In addition, patient safety procedures were not embedded
within the healthcare practitioners’ training curriculum and regulatory bodies. The
following MPST member's comment reflects a perception echoed by many of the staff
observed and interviewed as they similarly felt that there had been significant

improvement:

One day we will get to that optimum level within the context of what we have. (...).
| will also add that some of the aspects of patient’s safety may not be only within
the purview of this hospital’s management, but rather probably a national issue
(...) (and some) things (have to) be extended to the civil service (and) regulatory
bodies (Interview NO12-MPST member).
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4.2 Factors contributing to adverse events (AEs)

This section presents findings on the potential factors contributing to AEs and the
apparent reasons for their occurrence in the O&G department. The Yorkshire
Contributory Factors Framework (YCF) discussed in chapter 3 will be used to guide the
presentation of the findings [209]. The YCF was selected because it has the potential to
be utilised in clinical settings in the identification and prevention of AEs. The framework
illustrates contributory factors for AEs and the extent of their proximity to active
failures/AEs. The contributory factors in the framework are presented as a series of
concentric circles. Around the centre of the framework are the more proximal contributory
factors (active failures, situational factors and local working conditions). The outer circle
highlights more distal/latent contributory factors (organisational and external). As shown
in figure 9, the contributory factors for AEs in the hospital studied are grouped into four
categories as follows:

1 Building and design.

2 Equipment supplies and services.

3 Staffing levels.
4

Organisational culture.

While the contributory factors are presented as separate categories, it should be noted
that they have many overlapping or inter-linked aspects at various levels. For instance,
insufficient funding from the federal government was a factor affecting both equipment,
supplies and services, and building and design. Similarly, inadequate standardisation of
care/procedure influenced the availability of equipment and supplies. Communication is
not presented as a contributory factor category on its own. This is primarily because of
a lack of sufficient data to make it a separate category. Additionally, instances of good
and poor communication found in this study overlapped and fit better in the sub-themes

of other categories of the contributory factors to AEs.
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Figure 9: Summary of the contributory factors to AEs
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4.2.1 Building and design

This is the first of the contributory factors for AEs. It comprises four sub-themes in relation
to how and why O&G’s building and design may have contributed to AEs. These include;
structural capacity, facilities, distance from essential services and design and purpose of
the hospital.

Structure and capacity

Two main structural and capacity issues concerned the size of the wards and availability
of condition specific rooms.

Nearly all of the staff that participated in this study highlighted problems with the structure
and capacity of the O&G department. The majority of the staff regarded the ward sizes
as generally inadequate to accommodate all the women needing admission. Many of
them recounted that referring women to different facilities due to insufficient bed spaces
was a frequent occurrence. Although no instances of sending women away for this
reason were observed, it was noted on a number of occasions that some Obstetrics ward
service users were admitted to the Gynaecology ward due to lack of bed spaces. A senior

nurse/midwife from the Obstetrics ward described this during one of the observations:

Due to a high influx of women, those with emergency Obstetrics need were
temporarily kept in the Gynaecology ward if they had bed space, but if not, the
women have to be referred to a different hospital (Observation notes: Obstetric
ward- day 1).

The lack of bed space might have adversely affected women needing urgent specialist
care, including those registered for and attending ANC in this facility. This would mean
that some of them could have received care in a less specialised facility with personnel
who had no access to their medical records, with a reduced opportunity for timely

intervention.

Gynaecology emergency was observed and reported by staff members to have the most
structural and capacity issues. At the time of this study, the department did not have a
designated physical space for this service. A senior hospital manager stated in an
interview that the Gynaecology emergency service facility had been set up temporarily
inside the Gynaecology ward to hasten service delivery for emergency O&G service

users:
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Initially, they (obstetrics cases) accessed the O&G through the A&E, and then it
was difficult to get access, which results in delays... Because the OBGY
(obstetrics and Gynaecology) team is usually at the obstetrics side, which is at
the other end of the corridor. So, we were forced to create a Gynaecology
emergency, which looks inadequate but is a big improvement from before
(Interview NO23-SM1).

After 16 years (up to the time of this research), lack of funds was said to have prevented
the construction of an appropriate Gynaecology emergency service.

The O&G department was also observed to lack suitably equipped rooms to
accommodate women with complex needs usually expected in a teaching hospital. For
instance, the absence of an eclamptic room in the Labour ward and Obstetrics was
raised by participants. Pregnant eclamptic women were kept in the isolation room or a

cubicle in the Gynaecology ward and only taken to the Labour ward when fully dilated.

We only admit them (eclamptic patients) in the Gynaecology ward. (...) If the
woman is fully dilated, she will be rushed to the Labour ward. When we have
conducted the delivery and resuscitated her, then we send her back to the
Gynaecology ward. They will keep her in an isolation room or a cubicle (Interview
NO16 CNO2-Lab).

The isolation room was often occupied by women/patients. Those with eclampsia would
then be placed in a cubicle in the main Gynaecology ward, which was notably noisy, thus
unsuitable for caring for such patients. Eclamptic patients might also be sent to a lower
facility hospital if there was no bed available. The fact that the same isolation room was
used in the admission of other women/patients, including those with infectious diseases,

could have posed additional risk for eclamptic patients.

Isolation women/patients could be placed on the main ward when the isolation room was
occupied, which increased their risk of acquiring or spreading infection. An instance of
this was observed in the Obstetrics ward, where a suspected tuberculosis case was kept
in the ward with other women, including new-born babies. Staff members identified
provision of more condition-specific rooms among areas needing improvement in the

hospital.

Gynaecology emergency had the most notable space and structural inadequacies. This
could have related to it being established as a temporary measure, as mentioned earlier.
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This service had only one consultation room, treatment room, and a small women-waiting
area. It also lacked a recovery room for women following minor procedures such as
manual vacuum aspiration (MVA). As a result, different staff members were attending to
multiple pat women simultaneously in the treatment and consultation room. The waiting
area was sometimes used to triage women. Doctors saw this process as an effective
way to decongest the emergency area but agreed that a lack of privacy inhibit the
disclosure of relevant information or women’s cooperating with the proposed procedure.
Thus, staff could have missed the urgency of women’s' condition and potential
opportunities for timely, appropriate intervention. Privacy also appeared to be an issue
in all the O&G wards because their design frequently made it possible for other women
and visitors to see and hear what was being said or the procedures being carried out on
women. This concern was also identified by many staff members from different wards,

as demonstrated in the following observation notes of a senior nurse/midwife:

The nurse/midwife raised a privacy issue in their ward, explaining that nearby
women can see and hear what is going on around many others' bedsides

because the ward is open (Observation notes: Obstetric ward day 1).

Available facilities

Main issues in relation to facilities were related to bathrooms and toilets, water, lighting

and ventilation, electricity, telephones and medical records.

The numbers of bathrooms and toilets in the O&G wards were inadequate and they were
in a poor state of hygiene. Nurses/midwives from Gynaecology and Obstetrics wards
reported the issue of inadequate number of bathrooms and toilets for service users. The
insufficiency issue was worst for the Gynaecology ward, which had to share with the
Gynaecology emergency service users because they had no designated bathrooms and
toilets. This issue was not of significant concern to the Labour ward staff. Their main
worry was that the location of the bathrooms and toilets outside the delivery suite was

unsuitable and unhelpful to infection control.

The toilet and bathrooms also had non-functioning overhead showers and only a manual
toilet flushing system. A bucket was placed beneath a working tap for collecting water,
while a large plastic container was used for storing water. Users collected water in a
bucket to either bathe or flush, resulting in spillages around the floor areas. Water pooling
was also observed in the staff toilets and bathroom areas. The floor was slippery and did
not allow proper drainage of the spilled water, resulting in a constant pool on the floor.

Water pooling was also observed in the staff bathrooms and toilet areas. | had to tug at
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and raise my long dress to prevent it from touching the dirty water. This increased the
risk of falls for users, which different staff members said were a common occurrence.
The extent of this concern was more evident to me following my personal experience of

a fall in the staff bathroom during a night observation in the Labour ward.

The visible poor standard of cleanliness and water pools around the bathrooms and
toilets areas could also add significant infection risk. The Obstetrics ward toilets and
bathrooms were particularly poorly cleaned, with a constant unpleasant odour and dirty
waste, including used pads. Compared to the obstetrics ward, the Labour ward had
cleaner bathrooms and toilets, probably because they had fewer users, but it was

observed that both had room for improvement.

The hospital was said to have had water supply issues in the past, but most
nurses/midwives seemed to feel that the problem had been resolved when the hospital
acquired three water tankers. The tankers filled each ward's water tank daily, and the
tanker drivers had to sign a register after each delivery. However, one of the consultants
saw this water supply system as unable to resolve the water issue. This view resonated

with my opinion because there was no back-up for the tankers breakdown.

In one of the MPST meetings, a potential water contamination issue was also raised
when it was pointed out that the lid of one of the hospital water tanks had been blown up

by the wind, leaving it uncovered.

The O&G wards generally appeared to have inadequate lighting and ventilation because
their design was such that windows were situated on only one side of the building. The
lighting and ventilation issues were notably worse in the Gynaecology emergency due to
it being in the middle of a ward. All the wards relied on electric lighting because they
were quite dark even in the daytime, as noted during power outages. Fans were also
relied on for air circulation, but these did not appear to protect women and the staff from
the discomfort of the sun during the Nigerian hot season. The lack of ventilation also
increased the risk of contracting measles infection, which was circulating in many
northern states during the fieldwork period. However, the Labour ward, which usually
had few women, had a functioning air conditioning unit and fans, making it the most
comfortable ward. A house officer highlighted the impact of the lack of ventilation
(Interview NO1 HO):

The wards really (strong emphasis) get stuffy, especially during the dry season,

and it is very hot in this area. If the hospital can provide at least (...) three or four
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air conditioners in the wards...I think it will be helpful (...). The doctors cannot
think because...doctor is doing rounds; he/she will be sweating... He/she will be

looking for something to cool himself/ herself (Interview NO1 HO).

The hospital’s electricity supply was better than that of the surrounding community
because it was connected to a unique electricity grid, with access to a more reliable
power supply. The hospital also had back-up generators and inverters (electricity-
generating devices). The inverters were in the process of gradually being rolled out to
the wider hospital, with perceived key places connected first. At the time of the study,
the Labour ward and the Obstetrics theatre were the only O&G areas with sufficient
electricity because they were among the perceived essential places. Whereas the other
two O&G wards, including Gynaecology emergency, were yet to be connected.

Therefore, they were the most affected during power outages.

Staff reported that fuel cost prevented regular use of the generators, especially those for
the wards, as observed during some occasional power outages. On such occasions,
mechanical and non-mechanical care activities were significantly affected, especially in
areas of O&G with no electricity backup. The following observation notes the difficulty

faced by staff members in providing care during a power breakdown:

Around 1:00 pm, a storm started, and the hospital’s electricity went out. So, |
decided to check out the O&G wards. The Gynaecology ward was so dark that |
had to be careful seeing my way as | walked through the corridor. At the
Gynaecology emergency, | found four doctors (one junior registrar and three
house officers) sitting with one woman who was being assessed but apparently,
everything had stopped because of the darkness. One of the house officers was
using her phone’s torchlight to write on the woman’s folder. The junior registrar
told me that they could not do any work because it was impossible to see very
well. “You can see; it is not easy to write anything; we are even lucky we have no

serious patients” (Observation notes: Gynaecology emergency day 7).

The doctor’'s statement suggested that the electricity issue would not have an adverse
effect on the woman because her condition was not serious. However, history taking,
physical assessment, and scanning are essential to diagnosis, and help the doctors to
decide on appropriate intervention. The electricity issue would have delayed treatment
for women who might have needed urgent intervention. A senior nurse/midwife in the

Gynaecology ward explained how power outage affected care provision:
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If to say maybe at that moment, you were suctioning a patient, how would you
suction again? No light! Or maybe you are scanning. Anything that you will have
to use electricity for would be affected. And if it is in the night or early morning
when you need to do other things, do some writing or a procedure, and there is
no light, it would affect and delay your work (Interview NO25-CNO).

Despite O&G having intercoms at the nurses’ station in all the wards, staff members said
these were unreliable because they rarely worked. However, even when the intercoms
were functioning, many staff members, especially doctors, preferred using their mobile
phones when they needed to call or consult another staff member. According to the
doctors, mobile phones were faster in reaching the staff member they needed. While
some of them did not mind the personal cost of such calls, others did. This meant there
was potentially delay in reaching some staff members in the absence of functional

hospital phones.

Medical records

Only the Labour ward had a computer for recording women information, and only doctors
used it. Various observations and comments indicated that not all the women's records
were complete and up to date. For instance, during the first Labour ward observation, a
consultant walked in, scrolled down and checked women’s records on the computer
against those in the nurses' record book and told the house officer that their records were
not up to date (17th March - 6th April 2016), and ordered this to be rectified immediately.

Poor women records could result in the absence of vital information about the
women and would limit subsequent learning opportunities. Poor record keeping was
also apparent during one of the Labour ward's statistics presentations when some
of the doctors in attendance disputed that the department conducted only 14
caesarean sections in the whole month of March 2017. Some of them recounted

there being about seven caesarean sections on one of the days of the month.

Distance from essential services

As described earlier, O&G was the furthest of the hospital wards from essential services
such as the laboratory, pharmacy and radiology compared to the other departments. The
lack of an O&G laboratory (unlike other departments) made it necessary for all samples
to be taken to the main hospital laboratories, even those that could ordinarily be

processed by the doctors themselves (such as haemoglobin). Doctors repeatedly cited
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the lack of an O&G side laboratory among the reasons for delays in getting results. Some

said the porters got tired from repeatedly walking to and from the laboratory.

We do not have side Laboratories as far as O&G is concerned. | know other
departments have them (...), so that contributes (to delays). There are
investigations that you want to do, at least something like PCV (packed cell
volume) (Interview NO2 SR).

Design and purpose of the hospital

Most of the Nigerian federal teaching hospitals were primarily designed and built for
teaching and training purposes. However, this hospital was upgraded from a lower facility
to teaching hospital status a few years before the fieldwork. An interview with a senior

manager describes how the hospital went through various upgrading stages:

The hospital (...) was designed to be a secondary care but then expanded (...)
to provide tertiary care, then later training of residents, and now a teaching
hospital (Interview NO23-SM).

Many of the O&G complaints related to the building and design seemed to be known
about by the hospital management and were reported as a wider hospital problem. Staff
identified the initial design of the hospital's layout and insufficient funding from the federal
government as having significantly influenced most of the identified building and design
issues. Despite the structural improvements needed for O&G to meet the teaching
hospital’s demands and the presence of sufficient space within the facility to expand or
build new structures, staff said their annual federal health budget would not be adequate
to fund this. A senior hospital manager also highlighted that their budget was less than
that of other older, more established teaching facilities. On this subject, the manager said
an association of federal hospital executives requested the government to change its
funding system from number of beds to need-based. This manager expressed hope that

this request would be granted in the following year:

We have suggested both to the Ministry and the Budget Office that they should
conduct a need assessment for all hospitals. (...) So that you will be given things
based on what you need rather than just pushing things to hospitals. "Oh, this
hospital has so, so beds...give them these". But once you do your needs
assessment, (...) "okay this hospital requires this and that" budgeting will be
better (Interview No32-SM2).
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Hospital managers and various staff members also reported that requests to the Ministry

of Health for additional funding for facility improvements were still awaiting a response.

4.2.2 Equipment, supplies and services

Having addressed the potential contribution of the building and design to patient safety,
the next sub-section will examine how and why lack of equipment, supplies and services
may have contributed to AEs. The sub-themes to be discussed in this section include;
availability of equipment, supplies and services; maintenance and continuity schedule
(inventory); procurement related issues and funding and payment challenges.

Availability of equipment, supplies and services

Equipment comprising essential devices for diagnosis and or monitoring
women/patients’ vital parameters and for supporting care activities, as well as
instruments, were observed and reported to be generally unavailable, insufficient, faulty
or outdated. The insufficiencies also affected supplies of materials in continuous use and
needing regular replacement, including general and O&G specific medicines,
consumables and stationery. There were also issues related to certain services,
including the blood bank and various laboratories that aided diagnosis and treatment.
There were also observed and reported inconsistencies in the availability of equipment
and supplies between the wards. Compared to others, the Labour ward was better
provided for, whereas the Gynaecology emergency was the worst affected because it
had no supply of its own and shared with the Gynaecology ward, resulting in competing

demands from both wards.

The identified patient safety implications associated with equipment, supplies and
services included inadequate women monitoring, delays in intervention/procedure/
treatment, infections, risk of falls in babies, risk of babies being given to the wrong

mothers and missed opportunity for specialist care.

Equipment

Four critical devices for diagnosis and monitoring of mothers and foetuses identified in
the O&G wards were the vital signs monitors, hand-held dopplers, cardiotocographs
(CTG) and ultrasounds. Nurses/midwives from various O&G wards reported that their
vital signs monitors such as sphygmomanometers (Blood-Pressure Monitors),
thermometers and stethoscopes were insufficient, analogue (using mercury rather than

digital) and of low quality. Staff said operating the analogue devices was time-
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consuming, and that they broke down frequently, which reduced their availability below

the recorded numbers. This potentially risked the wards having no functional devices.

Many staff members reported having to suspend or delay women monitoring as a result
of broken/ faulty equipment. This situation was observed in the Labour ward when their
last functioning sphygmomanometer accidentally fell and broke when a nurse/midwife
was about to measure a woman’s blood pressure. The procedure was suspended for
some time and could only be completed after borrowing the equipment from the
Obstetrics ward. Whilst the woman did not suffer any obvious AE, it was potentially a
missed opportunity to detect and intervene early if the blood pressure was abnormal.
The sphygmomanometer was repaired a few hours later by combining two halves of the
mercury from two broken blood pressure devices from the ward, to get one of them
working. This left the ward with only one functioning sphygmomanometer, with an

increased risk of having none.

The O&G had only two CTGs, but they were both broken and irreparable. This increased
the risk of missed or delayed identification of a change in women’s vital parameters,
especially for those needing close monitoring. Such a situation was observed in the
Labour ward when a first-time mother with history of renal impairment had an
unanticipated delivery shortly after a cervical dilatation measured to be 3-4cm. The baby
was expelled on the bed without anyone noticing, despite a senior resident being seated

at the nurses’ station, a few steps away.

Only the Labour ward had two handheld dopplers, but these were working inconsistently

or failed to work, as the following observation reflection notes outline:

I am worried that women’s monitoring was hampered by a poorly working
doppler. Adequate monitoring was not possible even for the women that was
recommended to have the foetal heart monitored every 5 minutes. The doppler
issue seemed to be known about by everyone as the staff kept commenting about

the poor batteries (Observation reflection notes: Labour ward-day 4).

Whenever the dopplers failed to work, staff members used a Pinard horn or an
ultrasound machine. However, various staff members, especially Labour ward
nurses/midwives, found the use of Pinard horns, as analogue devices, challenging when
trying to maintain foetal heart monitoring for 15 minutes. This situation was worse when

women numbers were high, due to insufficient staffing in their department.

117



While all the three wards had an ultrasound-scanning machine, there had been some
operation and capacity concerns. The machines were mostly operated by doctors and
very senior nurses/midwives. The junior nurses/midwives did not have the necessary
operational skills to use the devices. Some junior doctors further claimed that the
ultrasound machine in the Gynaecology treatment room was obsolete, resulting in poor
machine intensity and visualisation difficulties. The doctors also said all the O&G wards’
machines lacked transvaginal scan capacity. As a result, they sometimes had to send
women to the radiology department to obtain a more precise machine output or a
transvaginal scan. Some of the doctors also associated the hospital radiology
department with scan delays; thus, sometimes they sent women to private radiologists,
located outside the hospital, for faster results. However, there was an unused modern
ultrasound scanning machine with transvaginal capacity in the Obstetrics’ ward foeto-
maternal office, which remained mostly closed and dusty. A few staff members said it
was purchased to generate income for the department, but it was unclear why staff
members seldom went into the room and or used the machine, and time did not permit

further exploration of this.

The issue of CTGs and hand-held Dopplers was frequently raised during various informal
and formal conversations with different staff grades, and observations in doctors’
meetings. Sometimes staff members attributed adverse patient outcomes to the lack of
these devices. For instance, an O&G consultant recounted making inappropriate
decisions on women’s management based on their interpretation of the situation, due to
lack of appropriate machines that would have provided the information needed to provide
appropriate care.

Various staff members, especially nurses/midwives, reported issues with care related
equipment including patients’ beds, examination couches, baby cots, oxygen cylinder,
suctioning machine, air conditioner, hand- dryer fans. The staff felt that the hospital beds
were outdated and unsuitable for caring for women with certain conditions because they
were non-adjustable to desired positions. Similarly, some of the nurses/midwives in the
Obstetrics and Gynaecology wards claimed that their couches were non- adjustable,
insufficient and old. This problem seemed to be more serious in the Gynaecological
treatment room, which had two couches but also much more frequent examinations and
other procedures. Only one of the couches had stirrups, which staff said were rusty and
had long been at risk of breaking. A senior nurse/midwife working in the Gynaecology
ward recounted taking the couch back from the estate department (repair shop) before

the repair was done because of an urgent need in the ward. This suggested an increased
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possibility of a life-saving procedure being delayed or suspended when these couches

finally broke.

Baby cots appeared to be an issue specific to the Labour and Obstetrics wards. The
Labour ward had no baby cots. Staff kept new-borns on the only resuscitaire in the ward,
with several observed instances of multiple unlabelled babies being placed together. This
has serious patient safety implications because babies could have been accidentally
mixed up and given to the wrong mothers. This risk was potentially increased given that
babies of women who went for caesarean sections from Gynaecology emergency or
Obstetrics wards were also kept on the same resuscitaire with those in the Labour ward.
There also remained a risk of resuscitation delay for babies needing the procedure
urgently if the only available machine stop working. Despite the potential hazards, some
nurses/midwives in the Labour ward did not see the need to have cots in their ward,
because the mothers and the new-borns only stayed for a short period (one hour) after

delivery.

The Obstetrics ward had eight baby cots, which various staff members said was not a
sufficient number for a 41 bedded ward. When the cots were unavailable, some babies
were at risk of being pushed off the bed or lain on by their mothers because they had to
share beds. A staff member told me of a recent case of a baby that had died following a
head injury after falling from its mother’s bed in the Obstetrics ward. A senior registrar
recounted a similar event but claimed that it was due to the baby not being assigned a

cot, despite one being available at the time of the incident:

A baby recently fell from the mother’s bed even though there were a couple of
cots available at the time, suggesting that a cot was not assigned to the mother

by the nurse-midwives (Observation notes: Obstetrics ward-day 6).

While the suction machine numbers per ward were not apparent, it was noted that the
Obstetrics ward had only two of these devices. This was potentially insufficient
considering that multiple post-operative women and other serious cases were admitted
at the same time in this ward and may have needed the devices at the same time. The

situation could have been even worse if one of these devices had broken down.

Oxygen supply appeared not to be an issue in the Labour and the Obstetrics wards. That
was because they had mounted oxygen pots and a spare oxygen cylinder each.
However, a few doctors reported issues related to oxygen cylinders and supply in
Gynaecology emergency. Given that provision was shared with the Gynaecology ward,
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some staff members saw the two oxygen cylinders provided as grossly inadequate
because both wards received women with severe conditions. One of the doctors stated
that the large cylinders were not easily portable, and were sometimes found empty when
oxygen was needed, due to delays in refilling. However, a senior nurse/midwife from
Gynaecology ward said getting the cylinders refilled was not a problem, and they could
borrow from other wards. There remained a possibility of delay in oxygen administration
to women if staff had to wait for refilling or rely on borrowing, especially since requests
made at night for such as oxygen refills had to go through the compound office.

Essential instruments for obstetrics and gynaecological procedures were also insufficient
across all the O&G wards, with some in incredibly short supply. For example, the Labour
ward had only four pairs of episiotomy scissors. These were observed to be most often
in use, which increased their chance of being unsterile. Nurses/midwives working in the
Obstetrics ward also reported that their ward was not provided with delivery packs
because they were not expected to conduct deliveries. However, these staff members
saw having such packs in their ward as critical because they had some instances of
unanticipated deliveries. On many occasions, obtaining instruments required for specific
procedures was observed to be challenging for nurses/midwives in the O&G wards. On
such occasions, they would have to borrow instruments or specific procedure packs,
mainly from the Labour ward. Some O&G staff, commented that the Labour ward staff
disliked loaning their resources. One senior resident was observed to have moved a
Gynaecology emergency patient to the Labour ward specifically to get the required

instruments and consumables.

Supplies

Each O&G ward was provided with stationery by the hospital records department but
these items were observed and reported to be frequently unavailable when needed.
Although staff members did not regard stationery insufficiencies as something serious, it
could result in delayed or missed laboratory investigations or procedures, or staff using
different forms, which led to loss of women’s records being observed in both the

Obstetrics and Labour wards.

The O&G wards had “life-line boxes” intended to minimise delay in accessing essential
life-saving emergency medicines and consumables. However, there were several
observed and reported instances of insufficiencies of such supplies, especially in the
Gynaecology emergency. To highlight the insufficiencies of the ‘“life-line box in the

Gynaecology emergency, one doctor referred to it as a “half-life” (Interview NO02-SR1).
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Supply issues in the wards were mostly raised by doctors, whereas nurses/midwives,
especially the seniors, seemed to be more reluctant to admit to having this problem or
referred only to problems with individual items. For instance, when asked if there were
times when they experienced medicine shortages, a senior nurse/midwife in
Gynaecology ward said they only had an availability problem with oxytocin and MgSO4
but not with IV fluid, and this occurred when service users did not replace them after use.
However, several observations and reports from various staff, mostly doctors, showed
that not only were IV fluid and essential medications insufficient but many components
of the life-line box, including pads, syringes, catheters, gloves, IV giving sets and

cannulas, were also frequently missing when needed.

Even the Labour ward, which was notably least affected by supply issues and described
as the “first stop” for borrowing supplies by other wards, also had occasional supply
challenges whereby their staff had to borrow from elsewhere. Obtaining consumables
and medicines in the neighbouring wards appeared not to be as straightforward as
acquiring stationery on most occasions. The pattern of such supply insufficiencies
caused uncertainty regarding their availability in any of the O&G wards, with the hospital
pharmacy also having occasional shortages. Therefore, staff members and/or women’s
relatives had to search various sources, including pharmacies situated near the hospital
gate, in town, or even in different states. The following Labour ward observation extract
highlights an instance of this occurring, where a senior registrar requested a
nurse/midwife to replace an ongoing dextrose water infusion because it was unsuitable

for the patient’s condition (cardiac):

The midwife said they did not have 5% dextrose saline in the ward, and when
they sent to the central pharmacy, they were told that they did not have it either.
The SR told the midwife to give the prescription to the patient’s relative to go and

buy it outside the hospital (Observation notes: labour ward day 2).

Expensive and less commonly used medicines or consumables were more at risk of
being unavailable in the hospital and/or nearby pharmacies. For example, a booked
Rhesus negative patient waited several days in admission for an anti-D medication. The
medication had to be delivered from a different state because none of the pharmacies in
the hospital or town had it. Similarly, observations and reports from staff working in the
Gynaecology treatment room indicated that they had only two manual vacuum kits
(Karma's syringe) at any given time. Despite these being designated for single use only,
they were repeatedly used on many different women over a long period. Some staff
members linked this practice to saving women the expense of having to pay for a new
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one and the lack of availability of these devices in the local pharmacies. However, a
senior registrar dismissed the claim that the devices were expensive and noted that this
was an avoidable practice because women were not given a choice. A consultant

highlighted how limited availability might have driven re-use of the syringes:

It is workable (offering a new Karma's syringe), but then it means that the hospital
will need to have an initial stock of the syringes available so that if a patient
decides that she wants a new one, it can be provided. As it is now, | doubt if we
have more than five, and with the load of patients (women) we see, it will be
challenging to say "okay a woman can choose whether a new syringe should be
used or not" (Interview NO29-COG4).

In general, staff members seemed to be finding workarounds for some insufficiencies by
borrowing or swapping some items at the hospital pharmacy, for example. However, |
noted that some items in short supply were either irreplaceable or the measures taken
to replace them raised patient safety concerns. For example, a senior registrar
commented that only four regular surgical gloves (wrist-length) were usually provided for
each labour patient. The staff, therefore, conserved the gloves by utilising a single hand
at a time when conducting procedures such as artificial rupture of membranes and
vaginal examinations. Staff also modified regular surgical gloves to make elbow-length
gloves because the latter were not usually available at the hospital. They cut the bottoms
off two regular surgical gloves to join them with two others. In an interview, a junior
registrar described using these improvised elbow-length gloves to remove a retained

placenta manually, but acknowledged that it was an unacceptable practice.

It appeared that leaving staff to evolve strategies to solve insufficiencies was unhelpful
to the hospital’s overall approach to risk management by contributing to the normalisation
of the inadequacies and potentially lack of reporting. This was seemingly reflected in the
mixed views of staff on whether they had inadequate, adequate or manageable provision
of equipment, supplies and services. In an interview, an MPST member could not
remember seeing any report of such issues from O&G, which might have led the hospital
management to regard the O&G department's equipment, supplies and services

provision as sufficient.
Well in the few months we have spent as MPST members, and in the few incident
reports that we have received, | cannot remember them (O&G) reporting that they

have a limited number (equipment, supplies and services), but it is a general
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complaint in the hospital. (...) So, what | am trying to say is (that) we have not

received a formal complaint from them (O&G) (Interview NO 12-MPST member).

Services

Services, in this study, refers to the blood bank and various laboratories which aid
diagnosis and treatment. Blood and/or blood products were collected from the hospital
blood bank by O&G support staff after women’s relatives had undergone blood donation
procedures. In an emergency, doctors could collect these for service users under their
care by signing an undertaking at the blood bank, on behalf of the service users, even
before the donation procedure was completed. Except for instances of problems with
rare blood groups, the majority of O&G doctors seemed to be happy with the system in
place for this life-saving intervention. However, they did not like physically going to the

blood bank. A delay could result when the doctors were busy or unwilling to do this.

Obtaining laboratory investigations usually involved the support staff taking women’s
samples together with investigation request forms and payment receipts to the
laboratory. These staff members would also bring the result in paper form back to the
wards. Laboratory test delays resulted from instances of wards lacking sample bottles or
investigation request forms, or where women lacked the funds for payment. Many O&G
doctors reported having no problems obtaining basic laboratory investigations results for
such as PCV, FBC and blood grouping and cross-matching; although, the doctors said
a few types of investigation results, including clotting factor and urea and electrolyte
(U&E), usually took longer to obtain, up to 24 hours. This was reported and observed to
cause significant delays in timely lifesaving intervention for some women. However, a
senior laboratory staff member refuted a claim regarding difficulty in obtaining urgent
urea and creatinine results within the same day. They explained that emergency
electrolytes tests could be completed within 5-10 minutes, and urea and creatinine
including iodised calcium within two hours. The laboratory staff member also said they
had adequate staff and a machine that could process over 300 samples simultaneously
within minutes. The staff felt that the O&G staff members were misinformed about such

laboratory investigations and said they would arrange for a visit to educate them.

The (senior staff member) said, to improve the relationship with clinical
departments, they used to go to different departmental meetings to educate them
about laboratory investigations. However, they could not remember when last
they had been to the O&G department for such visits and felt that it was high time

to arrange for them to visit the O&G (Observation notes: Meeting-Chem-path).
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Maintenance schedules and inventories

Several observations and reports highlighted that a lack of consistent mechanisms to
check the functionality and availability of equipment and supplies and to replace the
existing ones contributed to the shortages.

Checking for equipment functionality appeared to be at the staff’s discretion. Throughout
the three months of the data collection period, there was only one observation of checks
being carried out to ensure machine functionality. This observation was made in the
Obstetrics ward when a senior nurse/midwife directed a porter to check if the two spare
suctioning machines and oxygen cylinders were functioning. One of the suctioning
machines was then found to be faulty and was repaired immediately. However, it
appeared that this was not a regular routine in any of the wards, as the following interview

response indicates:

| will blame the system because there are no set mechanisms (...) to ensure that
these things (equipment, supplies and services) are always functioning and
maintained, and when it is time to replace it, get it replaced. (...) For example,
anytime people report in the morning, all these things should be checked.
Alternatively (...) the department that provides the oxygen, for example, should
(...) have people (staff) going around every day to check that these cylinders are

in optimum condition, (...). (Interview, NO2-SR1).

Similarly, checks for availability and or readiness of essential instruments and supplies
such as procedure packs, sample bottles, oxygen and stationery, including laboratory
request forms and patient charts, were not routinely scheduled. For example, the O&G
department's "pack system" strategy, which was supposed to ensure that instruments
were arranged, packed and sterilised according to the intended procedures, such as
delivery, episiotomy and artificial rupture of membrane, was inconsistent. This was
because the wards had no specific guidance on when instruments should be taken to or
returned from the CSSD. This contributed to the many observed and reported occasions
of procedure pack shortages and subsequent use of unsterile instruments on women. In
the Labour ward, for instance, staff collected required individual instruments from a
trolley loaded with washed or disinfected instruments seemingly meant for sterilisation
at the CSSD. The instruments were soaked in a diluted jik (hydrochloride solution),
termed by many staff members as “jikking". This was observed even in the case of
women that had been in the ward long enough for staff to make adequate provision for

sterile instruments. This practice breached the departmental and general sterile
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procedure protocol and could have increased the risk of hospital-acquired infections,
including HIV and hepatitis. The following interview quote from a senior doctor highlights

this practice as a common occurrence:

I do not think | would say we have enough (packs) because (...) we have times
when the delivery packs are exhausted. Yes, several times and in fact it’s almost
every month. (...) So, you have to re-sterilise, in quotes, because that one is not
full sterilisation. Use bleach, then quickly get (...) the few instruments that you
can get to conduct the delivery. So, that too is not a good thing (Interview NO2-
SR1).

Some nurses/midwives saw retaining some instruments in the ward as a backup
rationale in case they needed them before the packs came back from the CSSD.
However, concerns about delays in the CSSD should no longer have been an issue
because the sterilisation service was available 24 hours a day and they had urgent

sterilisation services on request as confirmed by a senior nurse/ midwife:

We (Labour ward) do not have that problem (sterilisation delays) because we
always have light, even if NEPA (electricity) is not working, a standby generator
is there. So even if we need a pack, within 30 minutes to 1hour we call them
(CSSD) (...), and they will do it (sterilise packs) and bring it for us (Interview NO5-
ACNO).

During the nurses/midwives’ shift hand over, they routinely conducted inventory checks
for medicines and consumables. These items usually had an attached monetary value
and were generally paid for by service users. The inventory was used to ensure
accountability of the revolving fund and to guide them on insufficient items so they could
request supplies from their ward managers. However, on many occasions such requests
were not made or made only at the time of need, which resulted in persistent shortages
and delays. A specific instance of this was noted when a house officer had to wait for an
additional suture to be collected from the ward’s store before finishing an episiotomy

repair they had started on a woman in the Labour ward.

There was no system in place to check equipment functionality in order to support an
efficient hospital procurement process. A functionality checking system could have
indicated to the hospital management what equipment needed replacing, early on before
it broke, which would have triggered the start of the requesting process. For instance, a

senior hospital manager appeared surprised and indicated a lack of knowledge about
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the O&G’s CTG issue, but acknowledged that this equipment was about 20 years old
and its replacement was long overdue. The manager acknowledged the hospital
management’s lack of control regarding when a request for this would be granted. This
was because the funding had to be approved by the government through the medium-
term strategy, which might take three years.

Procurement related issues

Sufficiency of equipment, supplies and services was influenced by a lack of timely
requests, administrative delays, delays in identification of appropriate suppliers, and

departments’ ability to proactively request and or persuade the management.

Various staff members linked shortages of some equipment and supplies to lack of timely
requests by the responsible staff members as indicated in the following comment from a

senior hospital manager:

Most times, some of these petty, petty purchases come in time except if (...)

except if they did not reorder in time (Interview NO32-SM2).

A few staff members raised a concern that the hospital finance department's
administrative procedures delayed payment of suppliers, which deterred the suppliers
and resulted in frequent changes of suppliers and consequent disruption to supplies. A
senior manager in the nursing/midwifery department involved in procurement
acknowledged the occurrence of administrative issues but said that they had changed
their procurement strategy to reduce supply delays:

All we did as a means of reducing the problem is once we have applied and
supply is made, we will now send another request immediately, (...) so that the
administrative procedure can be done on the request and a supplier can be
identified. So that before this one is finished, you can now get your consumables
(Interview NO31-SM3).

Some staff members saw the hospital’s location as limiting the supplier choice to a few
inefficient suppliers with little capital. They said this sometimes resulted in the supplies
coming in batches or getting nothing from an unwilling supplier if the funding was
insufficient. O&G ward managers stated that receiving incomplete supplies was most
likely when they requested a preferred brand. They highlighted their concern about

counterfeit medicines and consumables, as a reason for returning unfamiliar brands to
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the supplier, and occasionally leaving them short of supplies. The senior manager from
the nursing/midwifery department explained that this was because most of the supplies
were obtained outside their locality due to the geographical location of the hospital.

When staff members were asked about what they would want to see changed in the
hospital, many of them wanted essential medication and consumables to be made
available all the time and they suggested collaboration with external pharmacies, so that
supplies could be ordered with just a call, as a way forward. Collaboration with other
suppliers could potentially help in the provision of needed supplies, including expensive

and not commonly needed medicines.

Procurement decisions and allocation of equipment supplies and services across O&G
and the wider hospital appeared to be driven by the perceived importance of different
departments or wards. This possibly explains the observed and reported differences in
provision of resources throughout the hospital. For example, electricity backup and
oxygen piping were gradually being provided throughout in order of perceived priority as
funds become available.

Money is not forthcoming, so we have to take the projects in phases. We started
with the main theatre, ICU, paediatrics, the laboratories... So, we are coming
down to "the critical areas". Yes, O&G is a critical area, but we are thinking of
areas that serve the whole of the hospital. (...) Then of course, O&G is likely to
be on top of the list. (...) We get our receipts monthly. So, every month we seek
out one (...). (Interview, NO32-SM2).

The fact that the O&G theatre and Labour received oxygen piping and inverter services
before other departments indicated that they were regarded by the management as
“critical areas”. Whereas in spite of being the entry point for all O&G cases, including
time-critical emergencies, the Gynaecology emergency appeared to be perceived as
less critical as they were still waiting for both services and had to share equipment and

supplies with the Gynaecology ward.

It also appeared that departments with more influence at hospital management level
were able to communicate the importance of having specific equipment, supplies or
services and more likely to have requests approved. A senior registrar’s response in an
interview supported the view that those who shouted loudest got what they wanted. The

doctor commented that they justified their department’'s need for additional junior
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registrar staffing and a theatre suite during a management meeting, which led to their
provision within one month.

However, some O&G doctors felt that their departmental leadership lacked sufficient
engagement in the hospital's executive activities. According to the doctors, this resulted
in their requests being ignored and according to a senior registrar was why their
department had the most insufficiency issues:

Their (other department) resident doctors tell us to our faces (that) our
consultants do not come to work; we do not do this, (...). Even the management
do not even know what we are doing, and that is why, when we request things,
they do not give them to us. Because when you see your colleagues from other
departments getting extra hands (staffing) even though they have enough, while
you are begging for more hands, you (then) ask them why is this. They will say
“ah, but they say you guys are not serious”, (...) That says it all (Interview, NO30-
SR).

The O&G doctors’ view about their departmental leadership was supported by a senior
hospital manager who stated that O&G did not disturb the hospital management
(Interview NO31-SM1).

Funding and payment challenges

Both local hospital payment processes and the way hospitals were funded nationally

appeared to have influenced the provision of equipment, supplies and services.

Figure 10: Diagrammatic representation of the hospital payment process
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summarised in Figure 10 was reported by many staff as time-consuming since it involved
visits to multiple different places, and the queues were often long. The process involved
providing women/relatives with prescriptions for supplies (medications and

consumables) or investigation request forms at the point of care (e.g. Ward), which they
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took to a specific service (e.g. the pharmacy or laboratory) for payment. Depending on
the service needed, a receipt would be returned to the point of care as evidence of
payment for specific services (e.g. surgery, medicines and consumables).

Apart from a few small payment units near the essential services, which only operated
on weekdays and closed by 1:00 pm, service users from O&G and other departments
generally made their payments at the hospital’s only central payment point. This payment
point operated on a 24-hour basis but was quite some distance from the O&G
department. Various staff members expressed concerns regarding time spent in these
queues and the lengthy payment process, which they linked to avoidable delays in
getting supplies and services. The staff also said there was no provision for hastening

the payment process for emergencies.

The central billing unit is also contributing to the delay of payment and then a
delay of patient’s (woman’s) care. (...). There might be queues, and the staff in
the billing unit might not know the gravity of what this particular patient’s

(woman’s) relative is dealing with (Interview NO04-R).

The hospital only accepted cash payments, despite having few cash machines, which
frequently ran out of cash and typically had very long queues, especially around the first
and last weeks of the month. People sometimes had to go to cash machines outside the
hospital grounds. This delayed the payment process and consequently access to

supplies and services, particularly for those needing urgent intervention.

Payment was more difficult for those with little or no money at hand. Many staff members
attributed some delays in laboratory investigations or admission procedures to women
having no money at presentation. Some of the doctors recommended that the hospital

should make some provision to help such women.

The 24-hour “national emergency policy” and “service rendered forms” designed to
hasten access to necessary supplies and services appeared not to be readily available
for many women. One of the reasons for this was that eligible women always
outnumbered available hospital funds. The 24-hour emergency time-frame also
prevented women from obtaining additional support beyond this time, making it difficult
to get further assistance. Additionally, what support was available to women within the
first 24-hours of their presentation seemed to be poorly understood by staff, resulting in
inconsistencies and unnecessary delays. For instance, many of the staff believed that
women could only have two emergency laboratory investigations (mainly packed cell
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volume, blood grouping and cross matching). Thus, women needing more could face
delays. It was also observed that women classed as emergency were asked to pay for
their two investigations, including one instance where an emergency caesarean was

delayed because of the relatives’ inability to pay for laboratory tests:

According to a junior registrar, doctors intended to conduct a CS on her arrival,
but deferred it because the relatives could not pay for the requested
investigations. The woman's blood sample was not taken to the laboratory
because, despite having paid for PCV and blood grouping and cross-matching,
they had not paid for a clotting factor test, which the doctor said was necessary
because of her condition. (...) | noted that the time from the woman's admission
at 10 pm to the end of the observation, which lasted from 7:25-12:30, was still
within the 24-hour national emergency time frame, but these investigations were

not treated on such grounds (Observation notes: Labour ward day 6).

Intensive care (ICU) had only two critical care beds for the whole hospital and was not
included in the emergency policy. This meant that women with critical health condition
and insufficient financial means found it hard to obtain this type of care, and were at
increased risk of experiencing severe AEs.

A senior hospital manager agreed that there were occasional issues with obtaining
investigations for some service users despite the emergency policy and reported that
there was a plan to talk to the staff about it. The manager also clarified that the ICU issue
was complicated by the fact that it served the entire hospital. Given their previous
experience of receiving service users with no money for investigations and treatments
occupying beds, the hospital devised the admission deposit policy. This was designed
to allow admission of service users who could afford to use the service and keep away
those who could not. However, the manager said they could allow admission of such
patients without the deposit if staff provide justification and permission form the CMAC
or CMD.

In general, the senior hospital manager's response indicated that getting such support
for service users with little or no available money depended on their care providers'
willingness to act. It was noted, though, that some of these service users might not get

such assistance because the care providers were not obliged to take this extra step.

Funding insufficiencies and policies (blockages) by the federal government were seen
by various staff members and managers as the main reason for the lack of new and or
130



adequate equipment, supplies and services. For example, the following quote from a
senior hospital manager highlights that getting funding to replace faulty equipment such
as a CTG could take up to three years:

A CTG is not something we can purchase from our IGR (internally generating
revenue). It has to come from the capital budget and, on average, it takes about
three years for something (like this) to get pushed into the capital budget. (...)
Imagine how long it is going to take! (Interview NO23-SM1).

Provision of patient care supplies in the hospital, including O&G, depended on each
wards’ ability to recover its allocated fund (revolving fund). The revolving fund was an
initiative to ensure a steady supply of essential supplies as described in the response of
a senior manager in the nursing and midwifery department. Various staff members
identified difficulties with this fund, particularly in the case of Gynaecology emergency,
where most of the women were emergencies and the supplies they used were hardly
ever paid for. A senior manager in the nursing/midwifery department explained that the
actual amount for the revolving fund was only sufficient for one month’s supply and that

was sometimes used up earlier if they had many women.

The measure problem is funding. We operate a revolving fund system, every unit
or most of the units have their own revolving funds (...) and they have an account
for that. Whenever you make a request, the payment of that money is going to
be done from your own account. This is to ensure accountability. (...) Sometimes
you will see one revolving fund collecting more than the other does (...) (because)
it is the money that you've generated that (...)(is) Circulated (Interview NO31-
SM-Nursing).

4.2.3 Staffing levels

The third potential contributory factor to be examined is how and why staffing levels
contributed to AEs. This section will examine the role of organisational staffing systems

and national staffing policies on staffing levels.

Organisational staffing system

Insufficient staff numbers were observed and reported in O&G and identified by some of

the staff as a general issue across the hospital. Some O&G doctors felt that they had the
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worst staffing shortage in the hospital and linked this to O&G having the highest

cancellation rate for elective surgeries:

In one of the presentations, (...) O&G was the one that had the highest rate of
cancellation of cases for theatre, and it is obvious when you have so many
patients (women), but you have limited manpower (Interview NO2-SR).

The findings highlighted significant variation in the levels of O&G staffing, with seemingly
more severe shortages amongst junior residents and nurses. As noted below in the
comment from a consultant, there was a relatively higher number of senior doctors
among the 23 specialist doctors in the department, which included seven consultants

and 11 senior residents.

We now have more senior than junior doctors, and it should be the reverse
(Interview NO29-COG).

Locum doctors were temporarily employed by the hospital to ease the junior residents'
work pressure. However, they were generalists rather than O&G specialists and as
reflected in the following interview quote, some doctors did not regard locum doctors as

a solution for the lack of permanent junior registrars:

These are locum staff. They are medical officers; their primary interest was not
Obstetrics and Gynaecology. So, | feel the problem (inadequate staffing) is still
there, and | think the management has to do something to improve the standard
of the services in that department (interview NO2-SR).

Before the locums were recruited, O&G had only three junior residents during a
significant part of the fieldwork, which represented a general shortage of medical staffing
as these doctors provided the frontline medical care. House officers were limited in terms
of what they could do and sometimes unavailable. Some senior doctors said they were
overwhelmed, and could not also do the jobs of junior residents. Observations and
reports indicated that the junior residents had very high workloads, which appeared not
to change significantly following the addition of locum staff. A junior resident commented
on occasions where they were so tired that they had delayed care so that a procedure

could be carried out by the next doctor on call:

The care you will give to the patients (women) if you are (...) not stressed, is
better than when you are stressed. For example, you have a patient (woman)
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that you feel needs surgery (...). Somebody might even want just to push the
patient (woman) forward, maybe wait until call hours, so the doctor on call can
take on the patient (woman) (Interview NO4-R).

The workload and lack of sleep during junior resident on-call duty hours (32hours) was
reported to be causing them ill health. This was observed when one of them became ill
for more than a week, resulting in the remaining two doctors having to share the on-call
workload. The senior doctors appeared aware of the effect of long working hours on the
junior doctors and many of them cited instances of doctors collapsing on the ward
following the long on-call hours. A consultant acknowledged the risk to the health of these
staff as well as the impact on their ability to provide safe patient care. Another consultant

linked some of the AEs, including maternal and foetal deaths to staff burnout:

We have lost many patients (women) to issues that | will have no hesitation to
label as mismanagement, and it is because of fatigue and burnout. Once you get
burned out and fatigued, you will not pay attention to the patients (women) as you
should. (...) We lost many babies because the staff got tired and did not
adequately monitor the patients (women). Because you can imagine ... (...). A
woman would come to the Labour room with the baby alive, and then at the end
of the labour you are told she has a fresh still-birth (Interview NO9-COG).

Most of the consultants described dealing with large women numbers during clinics, with
around three doctors seeing up to a hundred women. Consequently, it was challenging
to give each woman adequate time, which resulted in many oversights, near misses, and
complications. One consultant recounted a situation where a pre-eclamptic patient
convulsed after attending the antenatal clinic on the same day, where they had
overlooked her blood pressure:

When you try to see as many patients (women) as you can, you might overlook
somethings. It happened to me. The patient (woman) was a pre-eclamptic, and
she came back to the hospital the same day, having convulsed in the evening.
So, when we were reviewing, (being) the consultant in charge, | was trying to
complain, who was the person that saw this patient (woman)? (...) When the
folder was brought to us, | saw (that) | was the one that saw her. | had completely

overlooked her blood pressure (Interview NO8-COG).

The shortage of staff was similarly common among the nurses/midwives in all the O&G
wards but sometimes appeared to be less severe in the Labour ward where the staffing
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level was higher. For example, the Labour ward had 13 nurses/midwives for between
one and nine women, while Obstetrics had 17 nurses/midwives for up to 41 women.
Observations and interviews indicated that the imbalance in nurse/midwife-
women/patient ratios made it difficult for these staff to keep up with the frequent
observation required for critical women/patients. Staff leave (e.g. annual, maternity,
study, examination, and sickness) further exacerbated shortages of nurses/midwives in
all the wards. A senior nurse/midwife in the Labour ward reported having worked alone
twice during the first six months of 2017. A higher-ranking nurse/midwife from the
Gynaecology ward acknowledged that this was not uncommon in O&G. This staff
member recounted a time when they had to stay back on the ward after their shift
because it was left with no nursing/midwifery staff when the two on the afternoon shift

took different women to theatre and x-ray.

Staff rotas and rotation were perceived to contribute to the inadequate staffing levels and

potential for AEs including delays, poor monitoring, wrong diagnosis and treatment.

Lack of alignment between staff rota and staff availability

There appeared to be a lack of alignment between the staff rotas (numbers and grade)
and actual staff on duty. The daytime working hours (8 am - 4 pm) appeared to be
dominated by the more skilled, senior staff members, while outside this timeframe, there

was a reliance on junior staff, who were sometimes insufficiently supervised.

Most senior nurses/midwives tended to work during the regular weekday hours,
excluding weekends. Instead of being on-site when on-call, some senior staff such as
consultants, anaesthetists, theatre nurses and radiologists were also allowed to remain
at home but expected to return when needed. However, many observations and reports
indicated that it was difficult for some of these staff members to attend quickly due to
distance and personal safety. As a result, communications with senior staff out of regular
hours were mostly conducted by telephone, but some staff were difficult to reach even
on mobile phones. Some junior doctors saw this as problematic where they were unable

to discuss the specific symptoms, resulting in inappropriate diagnosis or intervention.

There also seemed to be a lack of consideration of the impact of rotas on the staff mix,
for example, the numbers of different staff available and where staff had reduced hours
(e.g. breastfeeding mothers) or capacity (e.g. light duties only). For instance, having only
one senior resident on-call was insufficient, given that there were more of them than
junior doctors. It was perceived that their rotas were designed to give them infrequent
on-call duties. During one of the Obstetrics ward observations, one of the two
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nurses/midwives on duty was a breastfeeding mother, which meant she was allowed to
finish two hours earlier, which left only one nurse/midwife. In this instance, records of two
post-operative women indicated that their vital signs were not adequately monitored. The
following Obstetrics ward observation notes recounts the experience of a nurse/midwife
who described essentially working alone because their colleague was only able to
undertake light duties:

The nurse/midwife said there was a time they ‘literally worked alone” on a
weekend morning shift because (...) the staff member they worked with could not
do any (physical) work because of their health condition (Observation notes:
Obstetric ward day 8).

The lack of allocation of nurses/midwives in the Gynaecology emergency placed
additional pressure on the Gynaecology ward. They attended to the Gynaecology
emergency service users in exceptional situations, but this exacerbated the staff

shortages in the Gynaecology ward as noted in the following observation:

The nurse/midwife said whenever a woman is going for a CS from the
Gynaecology emergency, one of the nurses/midwives working in the
Gynaecology ward must prepare and accompany her to the theatre. The
nurse/midwife must remain in the theatre to receive, bathe and stay with the baby
in the Labour ward, before returning. This means that the other nurse/midwife will
be the only one providing care to all the women, some of which are also very sick

(Observation notes: Gynaecology emergency day 3).

Doctors reported that the lack of nurse/midwife support in the Gynaecology emergency
area meant having to do almost everything by themselves, which increased their
workload. According to the doctors, having designated nurses/midwives allocated in this

unit could help them with specific tasks, such as medication and infusion.

In all the wards, some experienced nurses/midwives were observed to be advising the
junior doctors on what to do when senior doctors were not around. However, there were
occasions when relatively inexperienced doctors such as the house officers had no
access to both senior doctors and experienced nurses/midwives, and manage service

users in the Gynaecology emergency alone.

While some staff attributed this working pattern to insufficient staffing, it was observed
that this was not always the case. Instead, it seemed to be more linked to rostering that
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favoured the top of the professional hierarchy, a common practice among the most senior
staff. A consultant and a senior member of O&G described this working pattern as
purposefully selfish and it was difficult to challenge because it had been normalised.

The senior people (nurses/midwives), for their own selfish things (interest), they
make the roster to suit their purposes. So, it becomes (...) a big challenge to
change (Interview NO8-COG).

Staff rotation

The practice of temporarily rotating staff across wards was intended to address general
staffing issues by enabling staff to obtain varied skills and allowing the hospital to deploy
staff flexibly to fill staffing gaps. According to a senior manager in the nursing/midwifery
department, they generally rotated about 70-80% of nurses/midwives to a different ward,
leaving about 20-30% of the experienced staff to provide senior support. The manager
perceived rotation as also helping to mitigate poor staff behaviour, including late arrival
or leaving for personal reasons, which they associated with staff being in a specific ward

for a long time.

However, some senior doctors saw this type of rotation as unhelpful to the O&G
department because many experienced nurses/midwives would be replaced by staff who
were relatively inexperienced. According to the doctors, this increased the risk for
women. An instance was observed in the obstetrics ward during a morning shift where
the roster still listed three nurses/midwives on duty when one of them was deployed to
work in the Gynaecology ward and two post-operative women were not adequately

monitored

National staffing policy

The Nigerian Federal Government’s national staffing employment restrictions, hospital
upgrading system and training funding cuts appeared to influence staffing levels at the

hospital.

Hospital managers and many other staff blamed the government’s employment and
replacement restrictions for the hospital's inability to improve the staffing situation. It was
reported that the hospital had not employed any additional staff in the years leading up
to it being upgraded to a teaching facility. This meant that staff numbers remained the

same or lower due to non- replacement of the staff that left and despite being upgraded
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to a teaching facility offering broader access to specialist services. The following

interview quote from a senior manager highlights this point:

We have the problem of an embargo by the Federal Government on employment.
We were not employing staff for more than five years, and now we cannot even

replace those who have left (Interview, NO32-SM2).

Many of the staff were not blaming the management for the staffing shortage issue.
However, some doctors felt that the management was not doing enough to obtain
government approval to employ or replace staff. Hospital managers reported doing their
best having reported the situation many times to the government and employed locum
staff. One of the managers also believed that this issue cut across other teaching
hospitals, giving examples of worse hospital settings. They appeared hopeful that the
issue would be resolved in the following three months, while also being aware that it

might take longer.

It (embargo) is all over the country. | know most of my colleagues all over were
complaining. They have not been able to employ for 2 to 3 years because of the
embargo. (...). It took (Hospital 1) almost one year to get permission to employ.
(Hospital 2), it took them about six months. We are hoping that our own will not
take more than 3 months (Interview, NO32-SM2).

The government hospital upgrading system appeared not to have considered the impact
of hospital upgrades on staffing level requirements. Various staff members reported that
the staffing level generally remained the same for two years after it was upgraded to a
teaching facility. A consultant who had worked in the hospital for about 17 years identified
almost all the various professional groups as having inadequate staffing. They
commented that the situation had worsened after the hospital achieved teaching status,
which resulted in higher numbers of women but with the same level of staffing and has

impacted on the quality and safety of care:

Hospital attendance has increased, but staffing has not kept pace with the
number of patients (women) (...). That is the major issue that has reduced the
quality of care and safety patients (women) get (...). For instance, one nurse
taking care of 40 patients (women). You would not expect these patients (women)
to get the best. Initially, it was like a nurse to 5 patients (women), SO you can
imagine a nurse taking care of 40 patients (women) in an 8 hour shift (Interview
NO9-COG).
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To improve the O&G staffing situation, one of the ward managers said they needed about
20 nurses/midwives in their ward. This number was far more than the total of the
nurses/midwives in any of the wards. A nurse/midwife working in the Labour ward
suggested three to four nurses/midwives during shift hours, while a senior registrar also

recommended not less than five residents during call hours:

If we can have a situation whereby even if two teams are in the theatre, there will
be one on the ground. So, and in that respect, you will need nothing less than
maybe five or six residents on call (Interview NO2-SR).

The government's lack of funding for continuing education and training restricted staff
from updating their professional practice. Despite the number of consultants in the
department being regarded by some staff members as adequate, some identified a lack
of staff with highly specialised skills (e.g. choriocentesis and amniocentesis studies, and
endoscopic and laparoscopic surgeries). The training for most of these skills was said to
be obtainable outside the country but was restricted by funding limitations. Women who
could afford these procedures had to be referred elsewhere, resulting in delays and
worsening of their condition. Meanwhile, those that did not have the means to go

elsewhere could miss out on the opportunity for life-saving intervention.

The limited funding available for training and continuing education also affected the lower
medical ranks. Senior and junior residents reported having to fund their studies or
professional examinations themselves. The lack of training opportunities for junior
doctors also appeared to increase the pressure on those equipped with the skills
required:

If there is an emergency in the Labour ward, he cannot divide (separate) him or
herself to cover both the Gynaecology emergency and the Labour ward. (...)
There was a time, a patient (woman) presented with ectopic pregnancy, and my
SR on call had to enter the theatre with the patient (woman). Another patient
(woman) was waiting for emergency CS, which | could take, but after
catheterising the patient (woman), we noticed bleeding, and we suspected
uterine rupture. Then | could not handle the uterine rupture. | had to wait for the

senior registrar to come (Interview, NO17-R).

Nurses/midwives also reported difficulty in getting approval to undertake self-funded
further study. This was notably harder for extended courses such as bachelor's degrees,
which were in high demand among Nigerian nurses/midwives as most of them had only
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diplomas. Many younger nurses/midwives, keen to undertake the degree course, said
they were on a waiting list, with no idea when the opportunity would arise. Some of them
seemed discouraged by the selection system and said they did not even apply:

Due to financial constraints, | cannot say when I will go on study leave. They (...)

may not even approve for me to go for four years (Interview NO20-NO).

Some nurses/midwives said getting approval for short training courses was much easier.
However, junior nurses/midwives felt that seniors were not giving them the opportunity
to attend workshops as they always selected themselves or other favoured individuals.

Additionally, those attending events did not cascade or share learning afterwards:

Some training would come up, which might require seniors to select who would go
for it. Instead, they (seniors) would be the ones attending the seminar, workshop, or
anything. (...) Like the issue of this HIV training that they were given. A particular
group of people would be the ones going for the (training), and when they come back,
they generally do not narrate to us what they have gained, at least to help us, who

are attending to the patients (women), to improve our care (Interview, NO20-NO).

4.2.4 Organisational culture

This fourth and final contributory factor relates to the contribution of organisational culture
to AEs. Several observations and reports noted poor staff behaviours, underpinned by
negative and ineffective communication patterns and unclear professional boundaries.
Potential AEs associated with such behaviours include care delays and poor adherence
to care and infection protocols. Four underpinning factors identified as contributing to the
organisational culture include; professional identities and power conflicts, insufficient
accountability, insufficient standardisation of care or procedure and poor patient-centred

communication.

Professional identities and power conflicts

There appeared to be a very strong sense of professional identity and hierarchy among
the same and different professional groups, which seemed to fuel divisiveness and
rivalry, despite observed efforts by many staff members to conceal it. The following quote

from a senior nurse/midwife echoed this:
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Like the doctors and the nurses, you know we are like “rivals.” The doctors do not
give the nurses a chance, while the nurses think the doctors cannot command
them (Interview NO3- ACNO).

Efforts by somebody from a different professional group to improve practice were
reported to be looked upon with suspicion and resistance. A senior doctor recounted
experiencing this situation when they tried to stop the rotation of nurses/midwives, which
they viewed as replacing more skilled with less skilled nurses:

The head of the O&G department has little or no say on the nurse/midwife
distribution. The nursing/midwifery department decides who should go where and
all this. | have tried, but the nursing/midwifery department always resisted
(Interview NO8-COG).

Power relationships associated with hierarchies and professional groups appeared to
influence care delivery. Observations and interviews indicated instances when the
decisions of senior staff seemed to be more concerned with exerting authority than the
women’s best interests. Some doctors also reported that a few consultants would
overrule the care management plan recommended by the registrar caring for the woman,

even when it was considered the most appropriate plan:

Sometimes you think is it ego or what, we do not know. They (consultant) would
say: No! We are not using that management. We will use another kind; we will do
something else; let us do this". (...) Then maybe later they would realise or (...)
would come to terms with the fact that somebody is actually telling them the right
thing and then they would come back to your own line of management (Interview
NO19-SR).

Power relationships appeared to discourage those of lower status from voicing their
views regarding the standard of care being delivered. Some junior doctors said they were
"told off" by specific seniors, including consultants, for calling them about issues they
were unsure of, which made them feel incompetent. Consequently, the juniors were
reluctant to call those seniors for support and supervision, which could result in wrong

diagnosis or treatment.

Many nurses/midwives also claimed that some doctors behaved "as if they were their
masters" and ignored patient safety concerns raised by the nurses/ midwives. An
instance of this was observed in the Labour ward when a nurse/midwife verbally
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expressed concern to a junior registrar regarding the possible lack of head descent and
advised him to report this to a senior doctor. The doctor did not say anything and
appeared not to have raised this issue with the senior. The woman’s labour ended with
shoulder dystocia and the baby being admitted for delivery complications. However, this
behaviour was not displayed by all staff. For example, a senior nurse/midwife
commented that many doctors respected and fully involved nurses/midwives in the
women’s care and decision-making. A senior registrar expressed the need for leaders at

all levels to lead by example and involve subordinates in decisions.

Staff performance accountability system

The O&G and the hospital in general appeared to lack a system for staff performance
accountability and enforcement, which resulted in observed and reported instances of
unchecked staff behaviours. These behaviours ranged from staff absences, lack of
adherence with general care and infection control protocols, to inappropriate hospital

equipment handling.

While staff absences for a short or long period were typical in all staff categories, they
appeared worse among senior medical staff. Doctors, including some consultants and a
senior hospital manager, reported that some consultants were frequently unavailable at
the hospital even when their team was on-call and needed by junior doctors for critical
decisions or interventions. Although junior doctors were permitted to call any of the
consultants when they could not reach the one on-call, experiences of being rebuffed by
some of them deterred the juniors from calling. A senior registrar in the following quote
described how some consultants’ absences and their typical behaviour of giving
directives over the phone resulted in instances of women’s information being missed,
which would have changed the decision and choice of intervention implemented, had the

consultant seen the women earlier:

(Getting) the most senior colleague to review (a) patient (woman) to decide,
sometimes is quite difficult. Sometimes if you tell somebody about a patient
(woman) on the phone, it may be different from when he sees the patient (woman)
in most cases, because later they will say, "but we did not know about this and
that." (...) Therefore, that also affects the patient’s (woman’s) management
(Interview, NO19-SR).
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Although it was said that not all the consultants behaved in this way, there did not appear
to be any action to address the issue, despite the reported impact on women as identified

in the following comment from a consultant:

A resident will call a consultant on the phone. The (consultant) will tell him, "do
this," but would not show up. If anything happens to the patient (woman), you go
to the mortality meeting; the HOD who is perhaps junior to that consultant cannot
say anything (...). They would not want to write to the management. Things would
just be hushed up, and nobody will take the case any further (...). So, the issue
is that things are not taken seriously. Nobody is made to take responsibility for
their action and inactions, which is why they keep occurring (Interview NO9-
COQG).

A junior registrar recounted being lucky to have avoided a bad outcome, having
conducted their first independent complicated caesarean section (CS) alone. According
to the doctor, a senior registrar should have performed the procedure because the
woman had undergone two previous CS. However, they had to call another senior
registrar who was not in their on-call team because their senior registrar went on sick
leave without notifying them. This senior registrar directed them to conduct the procedure
but to keep their phone handy in case of any difficulty:

| had to enter (CS) alone and (...). | faced adhesions, but | was able to do it
successftully. (...)The only confidence | had was: (Dr) told me to keep my phone
with me. If | see or anticipate any difficulty, | should let somebody (...) (or) him
know. (...) God so kind; | was able to overcome all the difficulties | faced
(Interview NO17-R).

This quote highlights that the junior registrar lacked the skill to perform a complicated

CS, which was known to the senior and potentially put the woman and her baby at risk.

Instances of short absences were also observed among the nurses/midwives and
support staff, though were more common among the support staff. These were for
personal errands such as school runs, visiting the bank or relatives/friends in different
wards. The staff sometimes obtained permission from seniors, but on some occasions,
they would disappear without informing those working with them. In such absences, their
duties remained uncompleted. This was observed and reported as explaining why wards

were sometimes left unclean and samples/results for laboratory investigations were not
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taken or returned on time. The following observation notes describe how a Labour ward

cleaner left the ward shortly after resuming work and left it uncleaned:

The most senior afternoon nurse/midwife went out to look for the cleaner to clean
a bloodstain off the floor but returned to say that they could not find them or a
mop. A house officer (...) walked in, stepping on the bloodstains unknowingly
until one of the nurses/midwives alerted them. Later, the nurse/midwife
complained that the cleaner was nowhere to be found; their colleague said that
the cleaner went to one of the wards to visit a sick relative (Observation notes:
Labour ward day 5).

A senior staff member in one of the laboratories also described an instance when a porter
was sent to a laboratory with an urgent sample, but two hours later had still not shown
up with the results. When a doctor followed it up, the porter then arrived at the laboratory
with the sample. Due to such behaviours, senior doctors directed house officers to take
urgent samples or consults themselves, which affected their availability. A senior doctor

recommended the hospital to come up with an attendance register for all the staff.

How | wish | could see the CMAC and say, “establish a register for all of us”. As
you come in, you sign, and if you are leaving, you have to sign. Then you will see
changes (Interview NO30-SR).

However, it was also noted that there were times when it was difficult for some frontline
staff members to take their rightful breaks due to work pressure, which could have given
some staff the feeling of entitlement to take time in lieu when the wards were less busy.
The following observation note highlights the frequent inability of nurses/midwives to take

their breaks:

Because of the workload, pointing to a wall clock, it is now (12:10 pm) that some
of us are going to eat our breakfast because we resume at 7 am. Sometimes you
will bring the food and take it home because you did not have time to eat it

(Observation notes: Obstetrics ward day 2).

Another area of concern was the common behaviour of throwing materials (such as
gloves and swabs) contaminated with blood and body fluid on the floor, especially in the
Labour and Gynaecology emergency wards. On many occasions, these would be left on
the floor for some time before being cleaned up. One instance of samples and used

gloves being left on a trolley next to the nurses’ station was observed in the Gynaecology
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ward. These appeared to have been left for many days as the following observation
highlights:

A house officer was asked about what they thought of the samples. They said,
“Obviously, the blood samples may have been there for days because they have
turned almost black instead of red, but | am not sure about the urine sample”

(Observation notes: Gynaecology emergency day 3).

Some machines and instruments were perceived not to be handled with sufficient care,
which resulted in their breakdown. For instance, during one of the doctors' meetings
when the lack of CTG was raised, a consultant observed that the existing one had broken
as a result of poor handling and had previously been seen falling off a trolley. During one
observation, the only sphygmomanometer in the Labour ward fell and broke when a
nurse was about to monitor a woman'’s blood pressure. The apparent lack of concern
shown by all the staff members present (making jokes out of the incident) indicated they
were unaware that this was a serious issue. On a different occasion, a health assistant
brought a thermometer into the Labour ward that they said they had found in the laundry
bag along with dirty bedsheets. This was cleaned with methylated spirit and kept in the
ward. Lack of care in handling equipment could have contributed to the depletion of the

limited equipment and instruments.

Standardisation of care and procedures

There was a general lack of standardisation of care and procedures, and a lack of an
enforcement mechanism, which increased the risk of shortages of medication and

equipment on the ward and a shortfall in care quality.

Insufficient standardisation of women’s care appeared to be widespread, resulting in care
inconsistencies. For example, some women were given their routine post-operative
antibiotics with no breaks. Others experienced a gap in medication continuity and had to

wait a long time, which was common. A senior resident explained why this occurred:

The senior registrar said some doctors prescribe both parenteral and oral
antibiotics at once to avert delay, but others give parenteral drugs within the first
24hrs. They then convert them to oral medications after 24hrs post-operative
review. He said delays are likely with those who did not do a ward round within

the 24hr period (Observation notes: Obstetrics ward day 5).
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While most care activities should have been guided by infection control procedures,
which are part of the basic training of all healthcare professionals, many of the staff
appeared to have forgotten or not be using them. Observations identified many
procedures being conducted with unwashed hands and unsterile gloves or surfaces,
even when sterile packs were available. Failure to empty and disinfect oxygen supply
pots/cylinder and suctioning machines after each woman had been raised as a concern
by the infection control team. The team reported finding bacteria strains in samples taken
from these devices in selected sections of the hospital, including the Obstetrics theatre.
While the wards had a jikking procedure guide, several observations indicated that this
was not followed correctly by many staff members. A nurse/midwife who provided a
senior registrar with jikked instruments to examine a woman said the instruments were
placed in a solution of 1:6 parts of jik for about five minutes, but that they usually soaked
them in the jik for at least ten minutes. This was in contrast to the observation as it
appeared that no jik measurement or waiting time was observed, and the doctor did not
query this procedure but used the instruments straightaway on the woman. Many
nurses/midwives (mostly the ones responsible for equipment) could not correctly recall
how they were supposed to use jik to disinfect instruments. This is demonstrated by the
following responses of two different senior nurses/midwives from the Labour and

Gynaecology wards when asked about how they conducted the equipment disinfection:

| cannot really remember now, but | know how to do it (Interview NO03-ACNO).

| have forgotten the percentage (of jik to water) that we use. But we pour (jik) and
a little water, and you allow it to stay for like five minutes, then (...) rinse it (and)
take it to where you want to use it (Interview NO27-SNO).

The lack of disinfection knowledge among the senior nurses/midwives was a serious
patient safety concern, given that some of them had attended infection control and
disinfection workshops and claimed to be responsible for teaching their subordinates.
This increased the potential for much wider compromising of infection control standards
if staff learned the procedure incorrectly. The hospital infection control team recognised
that an infection control manual would have helped guide most of the sterile practices

and indicated that they were trying to develop one. However, observations and reports
from staff members highlighted that the hospital lacked a sufficient mechanism for
checking whether staff members adhered to the guidance already available. For
example, a senior nurse/midwife outlined that she relied on trusting staff members to

honestly report their actions rather than having a system for monitoring:
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| cannot be there in the treatment room; | will have to assign somebody to be
there (...) to take care of it (instruments). All | need to do is to ask, "did you do
what is expected of you?" If that person says yes, it is between them and God
(Interview, NO3-ACNO).

Women-centred communication

While good clinical practice should include providing obstetric women with adequate
information about their condition and available care options, the systems and practices
in place were not entirely consistent with this. For example, the hospital policy forbade
service users from having access to their medical records. A senior nurse/midwife
explained that this was because access to the records could result in service users
finding out information about their condition, which their doctors might not have told them,

and this could worsen their condition:

The senior nurse/midwife explained that (...) it is boldly written on the (women's)
folder that this is confidential and should not be handled by the (women)

(Observation reflection notes: Labour ward day 1).

Some staff members appeared to have prejudices about service users, particularly those
with no western education, as they regarded them as uninformed, which one of the
participants described as "not knowing their rights from lefts" (Interview NO6-NO1-Lab).
As a result, the staff tended not to see the need to provide women with sufficient
information. The nature of communication between staff and women in this setting
appeared to be mostly one-way. Many staff members appeared to make decisions for
women without taking time to explain the rationale, ignoring their preferences and
personal circumstances. This was observed in staff giving women prescriptions,
arranging for investigations, or requesting them to make payment into hospital account
without any explanation. Other examples included situations where doctors told women
that a caesarean section had been decided as the option for them, without giving much

detail and expecting them to consent.

The observations indicated that staff were not always giving adequate attention to the
women’s physical and emotional needs, resulting in early warning signs of problems
being missed. For instance, during an Obstetrics ward round, a doctor asked a woman's
relative why they had not reported that the woman had been suffering from fever and
insomnia for four days. The woman's relative described being sent away by the

nurses/midwives each time they went to the nurses' station to report it.
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Observations also highlighted poor pain management for women in labour or undergoing
procedures such as episiotomy repair. Expressions of pain sometimes appeared to
attract negative responses and comments from some of the staff. On one occasion,
multiple pleas by the only woman in the Labour ward, who seemed to be in severe pain
and asked for her husband to be allowed in so that she could speak to him, were refused.
She was told by a house officer, "men are not allowed here." (Observation notes: Labour
ward day 8).

These behaviours could have contributed to a lack of trust between women or relatives
and hospital staff, being a factor in the multiple observed and reported instances of
women or relatives refusing admission or treatment. For example, it was noted that some
women with previous caesarean sections, who staff said had been informed that future
deliveries would require caesarean sections, came to the hospital in active labour saying
they had never been told this. One specific instance where poor communication may
have been a factor involved the death of a premature baby following a father's refusal
for it to be admitted into the SCBU. The father reportedly called the staff members
"cheats," suggesting he believed the admission was aiming to extract money
unnecessarily. During one of the doctors' meetings, the presentation discussed an
incident in which a woman had a partial uterine rupture following a caesarean section
because of her husband's initial refusal to consent to the operation. The following quote

highlights my reflection on the incident:

| felt that something might be wrong with the post-operative counselling in this
department. Because this is the second case discussed in today's meeting with
a previous CS in this facility, but somehow did not abide by the advice against
vaginal delivery. For this woman, had she been booked in for ANC in this hospital
it would have helped prepare her for the CS and possibly prevented the consent
refusal issue from the husband. She would have been saved from the partial

uterine rupture (Observation reflection notes: Doctors' meeting 2).

However, various staff members reported that some women had misconceptions about
what a hospital birth entailed, which influenced their willingness to accept specific

interventions:

Maybe they have some notions, maybe some people telling them if you come to
the hospital so many things would happen so that that fear may be there, and so

they do not accept management (Interview NO19-SR).
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4.3 Adverse events (AEs) reporting and management

The main aim of an AE reporting system is to underpin comprehensive organisational
learning. Reporting potential patient safety threats will contribute to a more proactive
systems approach rather than just reactive learning from AEs. This final section of the
results chapter presents the findings regarding the processes and context surrounding
the AE reporting system in the case study hospital. Two key aspects of the AEs reporting
system that will be addressed include, processes for reporting and managing AEs and
factors influencing these processes.

4.3.1 Processes for reporting and managing AEs

The hospital’s reporting and learning process discussed earlier in section one (4.1.3)
detailed various practices used by the hospital to identify and manage AEs. These
included long established patient safety practices such as raising concerns with either
staff involved or reporting to specific professional superiors, departmental and
professional forums (doctors’ meetings, nurses’ meetings, Labour ward statistics and
mortalities) and nurses’ reports. Newer processes included voluntary incident reports,
clinical governance, theatre processes, patient safety teams, and a systems approach in
response to patient safety concerns. While most of these practices could result in AEs
being identified, reported and investigated, their ability to underpin organisational
learning seemingly depends on the type of response they generate. The occurrence of
AEs, appeared to produce three types of response from staff members: informal, formal,
and no action. However, it should be noted that there was significant overlap between

these three sets of actions.

The informal response generally involved verbal action. For instance, staff or sometimes
women/relatives verbally identified and reported issues to senior staff members that
could result in or had resulted in AEs. The senior staff could be either within a specific
professional group, a team-managing consultant, the head of the department, a ward
manager, or one of the hospital managers (e.g. the Chair medical advisory committee).
Solutions were then discussed, communicated and implemented verbally. This approach
notably occurred during ward rounds, handovers, staff meetings or confidentially. This
informal response was much more common at professional, departmental or ward level,
but infrequent at the senior hospital management level. The majority of the staff in this
study appeared to prefer the informal approach when reporting and managing AEs,
mainly because many of the staff saw informal action as helpful in resolving their

concerns more quickly, as indicated in the following house officer’s interview quote:
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There are instances whereby you report verbally because that will not take time
(before) something will be done. Instantly, the patient (woman) will be safe. But,
the incident (report) that you have to write through the management will take time
before something is done (Interview, NO11-HO).

Although the informal actions resulted in quick resolution of most AEs at the time of their
occurrence, this approach appeared less effective in preventing subsequent
occurrences. This was because the solutions implemented were noted to be rarely
communicated outside the immediate team. Even staff within the immediate team could
be unaware of the issue if they happened to be away when the discussions were taking
place. A senior registrar pointed out that one of the main reasons why other staff might
not be aware of the issues dealt with through informal action was that the hospital was a
training institution where staff such as house officers passed through various rotations.
This meant the senior doctors had to repeat this information for new staff. However, long-
established patterns of behaviour could explain the preferential staff attitude towards
informal AEs reporting and management. This is highlighted in the following comment
from a senior doctor who linked it to staff being used to finding a way of working around
things, which resonates with earlier identification of the workarounds staff use for dealing

with shortages of equipment, supplies and services:

We are used to the system of not reporting, just trying to work your way around
things and then help the patient (woman). So many people even forget to report
these kinds of things (Interview NO19 SR).

The lack of organisational learning associated with the informal approach may have led
to reoccurrence of previously identified incidents. One of the consultants highlighted this
and further explained that the reason why issues discussed were not completely resolved

was that the measures identified were frequently not implemented:

Perhaps, that is another thing we need to look at as a department. | think it is
always a Nigerian way of doing things, you sit down, you talk, and you leave

without taking concrete measures to affect outcomes (Interview NO9-COG).
Whilst the reactive nature of informal action appears to have helped in preventing or

minimising harm for some patients (women), the consultant’s quote indicated the need

for a more formal approach in dealing with AEs.
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Formal action on patient safety issues entailed completing documentation. The reported
issues were generally dealt with by the most senior person in the department, including
the HOD and ward manager or a senior managerial staff member at the hospital level
such as the CMAC or CMAD. On most occasions, actions taken on the reported issues
were communicated to the broader hospital community. Reporting of issues in nurses’
reports, voluntary incident reports, clinical governance, theatre processes (WHO surgical
checklist, debriefing and surgery cancellation register) and patient safety teams
(multidisciplinary patient safety team, infection control and patient safety champions)
mostly resulted in a formal response to a patient safety concern.

The no-action approach to AEs entailed a failure to either informally or formally report
events, which in turn prevented management. There were many observed and reported
instances where staff members had identified issues that could result or had resulted in
AEs but had not formally/informally acted on them. While this approach was not part of
the recommended patient safety practices of the hospital and could have resulted in the
persistence of potential and actual AEs, it seemed to be a widespread response among
staff, particularly among juniors. However, a lack of action could also occur at hospital
management level where they are aware of an issue but need a formal report before
they could act on verbal reports. For example, a senior hospital manager identified a lack
of action on verbal reports about a consultant who was potentially medically unfit and

whose care was linked to AEs affecting many women:

Several reports have been coming in, but nobody was willing to commit to writing
a formal report. There have been incidents of patients (women) suffering under
him, but nobody is willing to come out and say it. If nobody is willing to say it, and

you go to challenge him, he could sue you (Interview NO23-SM1).

4.3.2 Factors influencing AES reporting and management processes

A number of factors were found to influence staff members’ choice of action in response
to AEs. These will be examined under organisational processes/systems and patient

safety culture.

Organisational processes/systems

Two main issues affecting AEs reporting and management include insufficient guidelines
on the hospital’s risk management procedures and the availability of incident report

forms.
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Insufficient guidelines on the hospital’s risk management procedures

The hospital appeared to lack clear guidelines and training regarding what patient safety
concerns should be reported and through which hospital reporting and learning system.
This resulted in a lack of clarity on reportable incidents among the staff members and
flexible reporting options, with important patient safety issues potentially being
unreported. Observations and discussions with staff suggested a lack of understanding
of reportable events, with many appearing to have limited insight into what they should
report. Nurses/midwives seemed to have a more limited understanding of reportable
incidents compared to doctors. The following comment outlines how one of the
nurses/midwives claimed to have never had an incident on their ward, which was
surprising given the range of observed and reported patient safety concerns in various

0O&G wards, including the Labour ward.

| have never seen an incident happen in the Labour room, but | know, | do hear
that it has happened in other wards. But | cannot really say anything about it
(Interview NO5-ACNO).

A difference in understanding of reportable events between doctors and
nurses/midwives was apparent in the completed incident reports obtained during the
data collection period. Nurses/midwives appeared to report more general patient safety
issues, such as theft, fire safety, equipment mishandling, but not equipment or staffing
shortages. In contrast, doctors' reports related to more clinical issues, including delays,
staffing imbalance, medication incidents, lack of equipment and supplies. The following
quote illustrates that the hospital management were aware of the knowledge gap
regarding reportable incidents:

| had a meeting with a department late last week. | was surprised to find out that
many of the staff that attended the meeting (...) have heard about the incident
report forms, (but) a lot of them still were not aware of the things that should go
into the incident report form. So, do we have informed people? Yes. Can we do

better? Yes, but | think we have made a lot of progress (Interview NO23-SM1).

The observations indicated that staff were left to make their own risk management
decisions on the basis of limited information or support, which resulted in them applying
the most convenient action (generally not the formal approach). Consequently, the
application of the formal process was inconsistent across the staff. As the following

interview quote indicates, staff took the formal approach only when they envisaged that
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the issue could not be managed informally or if it repeatedly occurred, especially if it

would generate a problem for their colleague or the individual staff themselves:

Itis not everything that you are supposed to report. At least, there are some things
that you can tackle for yourself. So, there is no need for you to write a report. But
if the situation is beyond your power and can create problems thereafter, then
you need to clear yourself of the incident, it is better for you to write the incident
report and send (interview NO3-ACNO).

Both observations and interviews indicated that the hospital’s reporting and learning
system was structured in such a way that it prioritised formal reporting for AEs that
resulted in severe consequences such as deaths for service users. The regular O&G
doctors’ meetings also appeared to be focused around serious incidents, including
morbidity and mortality. However, some staff members felt that formal reports should be
made on all incidents irrespective of their severity. A consultant identified the need for
staff to have an understanding of the principles behind formal incident reporting to
improve its uptake:

However small it is, we can’t ignore it because the smallest one could become
severe. It is important to identify the root cause of that incident. (...) | think unless
there is a proper re-orientation of staff to understand the principle behind incident

reporting forms, it will never be put into use (Interview NO8-COG).

Availability of incident report forms

Staff and senior hospital managers were, on various occasions, quick to mention that
the hospital/ward had incident report forms available for raising patient safety concerns.
However, my discussions with staff highlighted that many had not actually seen the
forms. For example, one of the senior registrars reported having only seen parts of the
form, while an assistant chief nursing officer disclosed not knowing what the forms looked

like because she had not seen them.

Many staff reported difficulty in obtaining the forms when they required them. | also
experienced this difficulty when | requested to have a look at the form. None of the three
0&G ward managers could provide a copy of the form, despite previously telling me that
they had them in their wards. Throughout the data collection period, the forms were not
visible or easily located in the O&G wards, which may have hindered formal incident

reporting. This observation is supported in the following quote from a senior registrar:
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If you could say they were available at every station, maybe it would be easier.
But the availability of the forms too, | think, is also affecting the number of
incidents being reported (Interview NO19-SR).

When asked about access to the forms on the wards, one of the senior hospital
managers, an MPST member, appeared shocked. They claimed that the forms had been
made available in all strategic places, including the wards. They attributed non-use of
the forms to staff laziness:

The issue is attitudinal; people are too lazy sometimes (...) to even look for the
form and fill it in. So we have also tried to solve this issue by having the incident
report forms now printed just the way you print all other request forms and have
also made efforts to be sure that they are available in all nursing stations, clinics,
wards (Interview NO12-MPST member).

The hospital management may have provided adequate numbers of the incident report
forms, but they were not easily available to staff. A few staff linked the persistent
unavailability to the ward managers being the custodians of the forms. A doctor among
the staff members with this view claimed that all the O&G ward managers refused to
hand over the forms without being informed of the issue to be reported, which the doctor
did not wish to disclose. Eventually, the doctor had to obtain the form from a different
ward. However, the doctor said they were prevented from using the form because an
0&G ward manager took it when it was left on a table. Although the doctor viewed not
handing over the incident report form as another incident, it was not reported because of

the possible consequences of reporting colleagues:

If you want to be managing patients (women) adequately, you want to be getting
what you need in time, you have to be pallying (pally) with the nurses/midwives
(Interview NO30-SR).

Organisational patient safety culture

Adverse events reporting and management processes appeared to be influenced by a
number of factors relating to patient safety culture. These include, professional
hierarchies and allegiances, blame culture and punitive measures, lack of trust in the

system, personal relationships and lack of patient safety ownership.
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Professional hierarchies and allegiances

Many of the staff saw following through and ensuring that reported issues were
completely dealt with as the responsibility of the senior departmental members, including
the chief resident, ward managers, unit managers, consultants and the head of the
department. However, actions did not always seem to fulfil this expectation. Junior staff
and others from different professions seemed to rely on senior staff for advice and
intervention concerning patient safety issues. Reports were often verbally directed to the
seniors in the first instance for further reporting and/or appropriate resolution. Several
reports from various doctors, including some O&G consultants and a senior hospital
manager, claimed that some consultants were known for not engaging well with patient
safety activities, such as doctor’s meetings (morning reviews, mortality presentation and
monthly Labour ward statistics), where concerns were identified, discussed and
resolved. This was also identified during observation of meetings. For example, it was
noted that there was no consultant in attendance in two of the six doctors’ meetings

observed.

A few doctors also raised concerns over their department’s lack of representation during
most of the senior executive meetings, in which each department had an opportunity to
present their needs or concerns. The doctors linked this behaviour to their departmental
leadership, which they said had portrayed their department as uncommitted to patient
safety in the eyes of the hospital management and other departments, thereby
preventing them from securing an adequate resource allocation. A senior hospital
manager also raised the issue of lack of O&G engagement as the main reason
preventing them from knowing about problems affecting the department. The manager
described the department as one that did not report and did not want to be asked about
issues concerning it. This behaviour could have prevented identification and resolution
of patient safety issues affecting O&G and potentially promoted their reoccurrence.

The manager tagged this behaviour as “the O&G issue”.

They (O&G department) generally do not want to be troubled, when they have
problems, they would rather keep it to themselves. They do not want to be
troubled and they do not want to trouble you. But if you do not trouble the
management then things are not likely to work well. That is my major problem
with the O&G department (...) and many things are left literally under the carpet
(Interview NO23-SM1).

Senior staff also appeared reluctant for incidents involving their subordinates to be
actioned within the formal reporting and learning system. A reason for this reluctance
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appeared to be a perception that healthcare mistakes are inevitable. Therefore, they
preferred talking to the individual involved directly or solving the issue within their
immediate team or professional circle informally rather than formally. The seniors were
uncomfortable with taking formal action because they perceived it as directly reporting
the staff member involved, especially if the events were perceived to implicate a group
of staff. Observations and staff reports suggested that this practice was common across
the various professional groups and the whole hospital. One of the O&G consultants saw

it as a “cover up”

At the moment, it is an issue of “cover-up.” A person belonging to the
nursing/midwifery department does something wrong, then the next thing you will
see, all the nurses/midwives would want to gang up to protect that particular staff.
A doctor does something wrong, then the doctors would go out of their way to
ensure the doctor is covered, and that is how the cycle goes on. And that is why

we do not have the issues properly sorted out (Interview NO8-COG).

The following senior registrar's quote also highlights the potential for incidents to be
repeated. As the quote indicates, one of the circumstances where many staff members
expressed a willingness to report formally was a situation where "the person had been
corrected "over and over". This view indicated the potential for incidents to be repeated

further without formal action, and this was also observed.

Somebody makes a mistake that you can actually correct, | think | will call them
to order and correct them. Except if they have been corrected over and over or
are proving to be quite difficult, then maybe | will report it (Interview NO19-SR).

A senior registrar acknowledged in an interview that reporting reluctance had possibly
influenced the number of formal reports they had made. The majority of the interviewees
seemed unwilling to discuss the reporting reluctance further, but this could be linked to
feeling obliged to protect the subordinate from unwanted consequences. A senior
registrar also suggested that it was because the senior staff wanted to protect

themselves from blame, being the head or supervisor of the individual involved.

A reluctance to report was also observed and reported among junior staff, particularly
doctors, as reporting was regarded as a significant thing to do. Junior registrars and
house officers seemed unwilling to input on issues under discussion during doctors’
meetings unless specifically asked. A house officer explained that only a few courageous

ones would talk, because of the fear that the seniors might use what they said against
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them later. This potentially prevented junior staff in particular from speaking up for patient

safety:

Only very few people have that bold nature to.... you might sometimes feel maybe
if you say something, they (seniors) would use it against you or something (NO13-
HO).

Discussions with junior doctors identified a belief that a negative consequence would
befall anyone who reported a senior doctor. One of the house officers believed that it

would be impossible for a person who reported a senior doctor to finish their posting.

Assuming you saw a senior registrar doing something that was not right, and you
wanted to report. (If) you put your name there, it means you do not want to finish

the posting. That is for sure; you cannot report your boss (Interview No11-HO).

Since the established process was that staff generally reported issues to their immediate
seniors, junior doctors appeared reluctant to contact senior hospital managers (e.g.,
CMAC), despite a senior registrar stating that the CMAC continually told staff that they
were welcome to report issues directly. A house officer perceived no potential
consequences of reporting seniors from the non-medical profession, presumably
because they had little or no influence on a doctors' training. However, some
nurses/midwives, who also described keeping issues within their professional group,
said they would be more likely to report issues where non-medical professionals were

implicated.

In contrast, nearly all the incident reports collected during the research period came from
senior staff members, especially doctors. This could have been because they were more
confident in identifying and reporting incidents, both informally and formally. They may
also have been less likely to worry about potential negative consequences than the

juniors were.

Blame culture and punitive measures
The “no-blame culture”, described as being introduced since the safety initiative, seemed
to be inconsistently adopted within the hospital. My observations suggested that a
punitive culture and focus on individuals was still prevalent, which generated a fear of
consequences amongst staff. This potentially undermined important patient safety
activities within the hospital’s reporting and learning system, with people covering up
their mistakes or being discouraged from reporting.
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The hospital leadership generally appeared enthusiastic about promoting a "no-blame
culture”, open discussions of areas that went wrong in women's care, and the way
forward. On many occasions, | observed senior hospital managers discouraging staff
from making comments that could be perceived as blaming individuals. One specific
example occurred during one of the clinical governance meetings when an anaesthetist
was being criticised by a surgeon who was commenting about a surgery cancellation.
The moderator (a senior hospital manager) reminded those present that the process was
meant to improve the system but not assign blame to individuals:

The senior manager then reminded them to learn to control their emotions,
warning that people will start covering up or stop coming to the meeting

(Observation notes: Clinical governance meeting 1).

The hospital management's no-blame approach appeared not to have permeated down
to the departmental level. The blame culture was very much evident at the departmental
level because perceived staff wrongdoings were observed and reported to result in
punitive measures. These punitive measures sometimes appeared to be imposed even
when there was a clear indication of systemic failure (such as insufficient staffing).
However, the application of punitive action sometimes seemed to be selective and was
observed to be more readily applied to junior rather than senior staff members. A
particular instance of this was a punitive reaction to a house officer for not documenting
care given to a woman (no harm occurred), despite the doctor describing how they were
very busy, and the woman'’s folder was not available. The punitive response involved an

unpaid extra on-call shift:

Then | try to reach a senior to tell him about the case; | could not get him. So, |
did what | felt was important for that patient (woman) at that time, but then | forgot
to document what | did because of the overwhelming nature of the call (...)
Besides, the record people were not at their duty post, so there was no folder to
record what had been done to the patient (woman). The drastic action that was
taken against me... | feel it is unfair. (...). Documentation is very important, but
everybody just capitalised on that, and they (senior doctors) punished me. {(...)
(Interview NO13-HO).

Using extra shifts as punitive measures imposed additional demands on doctors who
were potentially exhausted (physically, emotionally and psychologically) might have

increased the risk to women. Following this punishment, the house officer reported that
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they would always clerk (taking medical history) women next time and wait for a senior

to review them, which could introduce unnecessary delays.

Two other more serious incidents of intervention and documentation failure noted,
involved senior doctors and did not result in punitive action despite resulting in a woman’s
harm. One of the incidents involved a woman who had visited the Gynaecology
emergency on two consecutive days with reduced foetal movement complaints. On both
occasions, the woman was sent home with no intervention or documentation of her
previous visits, and returned on the third day with IUFD. The attending doctor (senior
registrar) attributed the error to being busy with a more serious case and the
nurse/midwife (senior) accompanying the woman telling the woman to go home. This
incident went unreported, and no one seemed willing to raise it even for learning

purposes until I did so. This is outlined in the following doctors' meeting observation note:

The moderator (consultant chairing the meeting) indicated a lack of awareness
of the case and asked for details from anyone who knew about it. The SR who
saw the woman during the initial visit described scanning the woman and telling
her and the nurse/midwife accompanying her that she should be admitted,
saying, "of course, | do not have to be the one to admit her." Besides, he was
busy with two critical women, one of whom died later. The doctor said they later
found that the nurse/midwife who accompanied the woman had told her to go
home. The consultant said to me, "you see?” This kind of case was a "daily
happening” (Shrugged). In this environment, we have a problem with health
workers telling patients (women) things contrary to what the doctors tell them,
and most of the time, they (women) prefer to take their advice to that of the
doctors because they know them (health workers) personally. (...) The consultant
said this was a general problem, not just peculiar to this environment (observation

notes- Doctors' meeting-4).

The Chair of the meeting appeared to have accepted the reasons attributed to the
incident (being busy with other service users) by the senior registrar, possibly because
this was regarded as an ongoing problem. However, my interpretation of this was that
the incident was dismissed because senior doctors were involved. This perception was
supported by the following house officer's concern over a failure to acknowledge that
everyone makes mistakes and that the juniors were particularly targeted, while mistakes

committed by the seniors were simply ignored:
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The relationship between different cadres of health care personnel (...) should be
(...) a cordial one, not to just be looking for the simple loophole of the juniors,
because even the seniors (...) do make mistakes. But sometimes, some people
will just keep quiet, but once a junior does one small thing, everybody will now
descend on them. We are in the process of learning, and if they show you this is
what you (should) do politely, you will be able to accept the correction more
(Interview NO13-HO).

The house officer’s response also indicated the need for staff not to be punished in the
first instance but to be allowed time to improve. This view was in line with that of many
staff members who also wanted some guarantee that formal reporting would not result

in negative consequences unless the staff involved in the incidents refused to change.

Trust in the system
Observations and staff responses suggested a lack of trust that their formal incident

reports would get to the MPST or be treated with confidentiality.

The majority of the staff expressed concern that someone with access to the report forms
might reveal the name of the person who reported the incident. Many of these staff
indicated that they were willing to report incidents formally but that they feared being
linked to any consequences that might create tension with their colleagues. The following
comment from a consultant, reveals why they did not report any incidents, despite

disclosing they had seen many on the ward:

| have not reported for the same thing (lack of trust in the confidentiality of the
reporting system). People do not want to be responsible for someone else’s
misfortune. That is the attitude | see, and most often, the responses are they are

not going to get involved, and they hands-up. They do not report. (NO9-COG).

A few staff members also did not trust that their written incident reports would reach the
MPST. These staff claimed that people who received the incident report forms on behalf
of the hospital might keep them away from the MPST investigation if they knew those

involved in the report. This following view was shared by a junior registrar:

The person receiving the incident report might be a brother (...) or a sister or a
friend of the person you are reporting and then he collects it and says ah! This is

about my friend! He might pocket it (Interview NO4-R).
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Although staff with this view could not give specific instances of someone removing a
completed incident report form, one senior registrar commented in an interview that an
0&G ward manager had taken away a blank incident report form they had planned to fill
in. Instead of sharing incident reports with the MPST, one of the ward managers also
reported retaining them to be used in the event of a repeat of an incident by the same
person, to warrant punitive action. While this could have limited the wider organisational
learning scope of the incident reports, it had also created mistrust in the reporting and
learning system among the nurses/midwives in particular and could have prevented staff

from taking formal action, as indicated in the following quote:

The irony of that incident report form is that (...) they (seniors) are not using it for
incident reporting per se, but [it is] always used to find fault or maybe query

something and most times among the nurses (Interview NO6-NO).

However, those involved in patient safety activities in the hospital (MPST, including
hospital managers) said that they had explained to the staff that disclosing identity was

optional, but acknowledged that there was still a lack of understanding.

Personal Relationships
Relatedly, personal relationships with a staff member or woman could motivate staff to

either raise a patient safety alarm or not.

There seemed to be divisions among staff members along friendship, ethnicity and
religious lines. These divisions seemingly influenced a belief among the majority of the
staff that reporting incidents involving one of their group members would affect their
relationship, while reporting an incident involving a member of a different group member
would be regarded as malicious. These divisions appeared to have significantly
influenced how staff members reported and or managed incidents and their interpretation
of the reports and actions they generated. As highlighted in the following quote from a
junior registrar, such a relationship could prevent some members from reporting and/or
appropriately managing patient safety events, to protect the group member, especially if

there were potential consequences.

The majority of people (staff) are a bit reserved. | do not want to do this (report),
and this person loses his job. He is a father to this, she is a wife to this, he is an
elder brother to this, he is the breadwinner of his family, and all sorts of stuff

(reasons) (Interview NO4).
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On the other hand, a personal relationship with women might have been a factor in the
reporting of patient safety concerns. A consultant observed that some staff felt more
obligated to raise patient safety concerns if the woman affected was related to them:

There is this attitude of |1 do not care, on the part of most (staff) (...) but getting
calls from doctors or from nurses/midwives or ward attendants that "I have a
patient (woman) in the Labour room and she is having issues. | have talked to
this person, but they are not doing anything about it." You'll get it (call), if a person
(woman) is directly related to them (staff). Perhaps this is something that needs
to be institutionalised. It does not have to be a relative or someone you know for

you to report further up the chain of command (No9-COG).

On a few occasions, this consultant's claim was verified when O&G staff or those in other
parts of the hospital were observed to step in to provide care for a woman to whom they
were related, or even go with them to see a doctor. One house officer with a similar view
claimed that such women were more likely to receive better and safer care. However,
not all staff saw friendship as a factor in reporting. As the following response of a
nurse/midwife highlights, some staff felt that patient safety should come first, and

friendships should not be a barrier to reporting or managing patient safety issues.

If you are considering patient safety, you are not thinking of your friendship or
your relationship with the person. The priority should be the patient’s (woman’s)
safety, not any other thing (Interview NO6 NO1).

Patient safety ownership

Throughout the data collection period, strategic places within the hospital had many
posters informing all stakeholders that reporting patient safety was everyone’s
responsibility. This message was also observed to be given to the participants of clinical
governance meetings by the MPST members and senior hospital managers.
Additionally, the managers reported carrying out multiple visits to various hospital
departments to talk to staff about this. The majority of the participants in this study further
reported seeing patient safety as paramount to what they did. However, the responses
and actions of some staff members seemed to reflect that they did not see reporting
patient safety as their responsibility. Therefore, they tended to do nothing about
identifying patient safety concerns. This behaviour appeared to be a notable barrier to

patient safety and was reported by many staff as a hospital-wide problem.
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One specific example of a lack of patient safety ownership was shown in an unreported
incident that resulted in a woman's death following a delay in an intravenous cannula
insertion. The following comment from a house officer, who acknowledged not reporting
the incident despite observing it, suggests that they did not report it because there were
other staff who they thought should have taken on the reporting responsibility:

Even without a consult, it was obvious that this patient (woman) was in shock (...)
but they (...) felt since there was no documentation, (...) they left. | feel it should
not have been that way. Who will you tell? The SRs (senior registrars) were
already there. All the care managing team (members) were there (Interview
NO13-HO).

Such behaviour appears to have contributed to a lack of action in response to patient

safety issues within the O&G department, potentially resulting in reoccurrences.
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CHAPTER 5: DISCUSSION

This chapter summarises and discusses the main findings of the study with reference to
the wider literature. The strengths and limitations of the study are then discussed,
including consideration of the researcher’s role and potential influence. The chapter
concludes by considering the implications of the findings for patient safety practice and
policy, and further research.

The aim of this study was to provide a deeper understanding of the contributory factors
to adverse events (AESs) in maternity care. Understanding the nature of AEs, and how
and why they occur is crucial to managing risks for women. The literature review
presented in chapter two indicated that much of the existing research on maternity care
adverse events (AEs) from the SSA region focus on incidences of severe patient
outcomes (maternal and neonatal mortality) and their contributory factors but provide
little detail on how and why the contributory factors might occur. Other authors have
reported that interventions implemented to date in SSA hospitals have had some impact
in reducing severe incidents [75, 91, 105, 121]. However, the majority of these
interventions rely on approaches that are reactive, in responding to significant AEs (such
as mortality audits) rather than being more proactive in identifying risk factors (system
weaknesses) before they cause AEs. This means that the opportunity to address system
failures underpinning patient safety concerns, including AEs and near-misses, may not
be fully recognised, particularly where a system for reporting is lacking or not working

effectively.

While the immediate occurrence of AEs is often linked to staff who provide direct care to
women, viewing patient safety via a systems approach recognises that there are inherent
weaknesses within the processes and organisational mechanisms in which these staff
operate. These weaknesses arise from, for example, decisions, policies, protocols or
guidelines, educational provision, staffing, organisation of care, provision of equipment
and supplies, and could manifest in the local working environment to trigger the
occurrences of AEs [223]. A holistic examination of systems to identify and address
specific latent causes of AEs is essential to managing AEs in a healthcare organisation
[223]. Knowing the contextual factors that promote and/or inhibit the implementation of
different interventions is key to understanding the likely success of improvements. This
understanding is also key to informing decision-making regarding which of these

conditions could be modified for more effective implementation [224, 225].

163



The systems approach is recognised as a suitable framework for gaining insight into how
various organisational components influence one another [223]. This study thus
employed the principles of the systems approach to explore complex care delivery
processes within a single case study site. Using multiple qualitative methods, the study
explored the contextual and organisational factors underpinning patient safety and AEs
in a maternity unit within a Northern Nigerian teaching hospital. The study aimed to

answer the following questions:

e What organisational and/or management related factors potentially contribute to
AE in the maternity unit?
¢ How are the potential and/or actual contributory factors of AEs identified, reported

and managed?

Findings from this research have shown that women receiving care within this setting
were at risk of various forms of AEs. The study identified the influence of insufficient and
inappropriate building structures, limited resources (material and human), and
organisational culture challenges. This fits with a systems approach, which views
weaknesses across the system as allowing AEs to occur. A key factor for change
identified in the current study relates to the hospital’s reporting system, which was in its

infancy and not robust enough to generate adequate proactive management of AEs.

The discussion of findings will be structured according to three key levels of context:
micro, meso and macro [226]. This three-level model for structuring the discussion
section has been selected as it permits examination of various level of context and the
dynamic interaction between them, which is a prerequisite of change management [224,
225].

The first two levels are related to factors internal to the organisation. According to Fulop
and Robert [226], the micro-level includes aspects around the clinical team/department,
such as knowledge and training, teamwork, climate and cultures and team experience
of quality improvement. The meso-level is related to higher-level
organisational/management and comprises leadership, knowledge and training, financial
and clinical performance, cultures and climate, data and information system and
organisational experience of quality improvement. The macro-level factors are outside
the research setting and relate to the wider context of the health system, including
location (urban-rural demography), regulatory mechanisms (e.g. national targets with
sanctions), professional regulation, resource allocation, technology and financial

incentives. While these levels of context are distinct, there is a close relationship between
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them. Authors of other studies examining healthcare errors have reported that
interactions between different levels of the system allow failures to “trickle-down” from
one level to another, resulting in AEs [227].

5.1 Micro/clinical team/department level

Many staff providing direct care to service users in the O&G department seemed to be
doing their best to ensure patient safety. However, this study identified gaps in the
systems and practices exhibited by individual staff members and teams, contributing to
resource shortages and poor local working conditions, which potentially undermined
patient safety. These included staff not following the ward resource management system
or available healthcare policies, protocols and guidelines. Others include a lack of
teamwork and valuing the contribution of others, appropriate level of leadership and

patient safety culture. These will now be discussed in detalil.

5.1.1 Resource management

This study identified weakness around material and human resource management
systems, which seemed to have created grounds for some of the resource constraints
identified in the O&G.

The findings described how O&G lacked consistent maintenance and continuity
schedules (inventory), i.e. mechanisms for checking the functionality and availability of
equipment and replacing the existing ones. This meant that while equipment and
supplies may have been allocated to this department and/or their wards, this did not
guarantee their availability at the time of need. This finding was similar even for the
supplies with an inventory system, such as consumables and medicines, because the
system lacked an enforcement mechanism to ensure that staff members followed
through with necessary action. Observations revealed that it was typical for
nurses/midwives to fail to request replacements for depleting supplies from their ward

managers after completing an inventory.

While many studies in the SSA literature reported material resource insufficiencies, none
relate these to maintenance and continuity schedules (inventory) issues. This could be
because most of these studies focused on finding AEs and/or their contributory factors,
rather than what underpinned the contributory factors, as in this study. Although three

previous SSA studies add some insight into sources of the material resource
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insufficiencies, their findings linked this to issues around meso and macro levels, but not
the micro-level [54, 98, 114].

It is worth noting that the current study did not examine the O&G material resource
management system and its overall effectiveness. Material resource management is an
aspect of operational management and not part of healthcare professional training. Thus,
staff involved in resource management activities might not have the necessary
knowledge if this is not communicated via local training. Therefore, training in resource
management is a potential area for attention. Determining whether staff who manage
these essential resources in the department had received the necessary training or not
could help to clarify what action is needed. The views of staff members regarding the
current resource management system could further clarify what may help to make this

activity more effective.

The findings also appeared to indicate a lack of commitment by the senior leadership in
the O&G to proactively present the department's needs to senior hospital management
or engage other departments to improve access to resources and services, which
contribute to some of the department's insufficient resources. For example, despite some
O&G staff raising the issue of delays in some diagnostic investigations and the need for
a side laboratory to run some of these investigations, like other departments do, no action
appeared to have been taken by the department to communicate this or pursue this
further. This meant a missed opportunity to prompt discussion and action on how to

improve the situation.

This study found that the O&G had a generally inadequate staffing level, which was worst
among the junior residents and nurses/midwives working in the Obstetrics and
Gynaecology wards. However, the findings highlighted human resource management
issues as a wider hospital issue beyond the O&G. This will be discussed within the meso

level section below.

5.1.2 Use of clinical policies, protocols and guidelines

Findings from this study highlight that while O&G had some policies, protocols and
guidelines, it appeared to need many others. The study also identified an inconsistent
application of the ones available, which seemed to be due to the lack of a mechanism to
ensure that these healthcare policies, protocols and guidelines were appropriately

applied.
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The findings highlight the increased risk associated with variations in care and
procedures, suggesting the need for O&G to design consistent local care pathways and
protocols, such as post-operative antibiotic prescription and sterile procedures. The O&G
department in particular had no observable system in place to ensure that patient safety
concerns were raised and discussed and that there was action to prevent reoccurrence.
A lack of healthcare policies, protocols and guidelines was also identified in many other
SSA hospitals [38, 61, 72, 73, 75, 91, 97, 228].

The findings from both this study and others in SSA highlight instances of staff failing to
use available policies, protocols and guidelines and suggests the need to consider ways
to ensure their consistent application [61, 72, 229-231]. The lack of application of care
policies, protocols and guidelines is not solely an issue in developing countries but is
also known to be a problem in more developed healthcare systems such as the UK NHS
[232] and others in the Netherlands, USA, Australia and Germany [233]. In the SSA
literature, the lack of adherence to available care policies, protocols and guidelines is
typically related to lack of training [229] and health workers' perception of them as being
irrelevant to their context, as "something one would do in an ideal world" [61]. This is
similar to the current study's findings, where many staff lacked sufficient understanding
of incident reporting, and some of them described it as something new from the UK. The
study also observed that staff sometimes simply ignored the care policies, protocols and
guidelines. This appeared to be due to a lack of communication and insufficient drivers

to ensure adherence within the department.

A review of barriers to staff implementing guidelines identified three factors; personal,
guideline-related and external [233]. The first two are most relevant to this study.
Personal barriers to implementation are related to knowledge (lack of awareness and
lack of familiarity with the guideline and its recommendations) and attitudes (lack of
agreement, self-efficacy, skills, outcome expectancy and motivation). Lack of knowledge
was identified as an issue in the current research and in one other SSA study [229].
Attitudes, particularly lack of motivation, may also explain why staff in this study did not

follow the available care policies, protocols and guidelines.

The guideline-related barriers to implementation include the plausibility of the evidence
within the guidelines and their complexity, layout, accessibility and applicability [233].
These barriers appear consistent with some of the findings on factors influencing AEs
reporting and management in this study. AE reporting and management guidelines and
the 24-hour national emergency policy were not clear to many staff, which may again fall
within the knowledge aspect of the personal factors. There was also the issue of the
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incident report forms being in paper form and not easily obtainable by all staff. Most of
these policies, protocols and guidelines were adopted from other settings, and not
sufficiently engaging with staff, which could be why they perceived them as irrelevant in
their context [61]. Some of the proposed strategies for the guideline-related barriers
include making them short, user friendly and in various formats [233]. The current study
suggested that the uptake of incident report forms in the research setting may improve if
they were more easily available and in sharable formats, such as google forms.
Recommendations for dealing with knowledge and attitudinal barriers reported by other
authors include learning from experts as opinion leaders and continuing medical

education and in-service-coaching [233-235].

5.1.3 Teamwork and professional hierarchies

Teamwork can be defined as professionals working together to achieve a common goal
[236]. Interdisciplinary teamwork and valuing of the contribution of other team members
is known to be essential for ensuring the safety of healthcare delivery [237], especially
in high-risk areas such as O&G. An obstetric team in teaching hospitals, as in this study's
context, commonly comprises the most senior doctors and midwives to the most junior,
support staff and other staff from different departments in addition to the women [238].
All of them working and acting in a co-ordinated way is important for patient safety.
However, this study’s findings highlighted a strong sense of professional identity and
power conflicts in the O&G setting, resulting in poor multidisciplinary team coordination
among the staff. The associated behaviour was observed to affect teamwork between
staff of the same and different professions. Professional affiliations appeared to explain
why many meetings excluded other professionals. Doctors had a higher power ranking
and appeared to have the final say about women’s care. Nurses/midwives reported
experiences of not being listened to by some doctors. However, junior doctors also
experienced power issues, which seemingly inhibited them from having the confidence
to call their seniors or participate in women’s care or safety discussions for fear of rebuff.
Hierarchy and power potentially influenced women’s care decisions, which sometimes

seemed to be about exerting authority rather than the women's best interests.

Other SSA studies have also reported teamwork and communication problems between
staff of the same or different professions [38, 47, 69, 73, 80, 85, 107, 109], mostly
between doctors and nurses/midwives [69, 85, 107, 109]. This has been reported as
inhibiting open discussions, adequate transmission of information and appropriate

resolution of safety concerns [81].
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Teamwork is difficult in healthcare due to team membership instability, inter-professional
differences in knowledge, skills, culture and expectations, perceived and actual power
hierarchies and power differentials, and teamwork's episodic nature [238, 239]. As seen
in this study and others from SSA, healthcare hierarchies and power dynamics are
common barriers to teamwork [238, 240]. Other authors have described how hierarchy
is typical in healthcare teams, especially in teaching hospitals, with multiple power
gradients within and between different professionals. While hierarchy in healthcare
organisations can have benefits, including underpinning teaching skills, practice
monitoring to ensure policies/procedures are followed, decisions, and enabling conflict
resolution [241], there is a boundary where this becomes unhelpful to healthcare
provision [238]. A steep hierarchical gradient and power imbalance can occur when too
much power is in the hands of a few [242], with an adverse effect on working relationships
and a tendency for staff to avoid challenging actions [243]. The steep hierarchical
gradient seen in this study, especially among the doctors, seemed to be affecting AE
reporting and management behaviours and merits further attention within the systems

operating at this site.

This finding on barriers to teamwork may be attributed to a lack of coverage of teamwork
in the curriculum of healthcare professionals in Nigeria. Teamwork skills can be learned
[244, 245]. There are several teambuilding models available to help staff with reflective
analysis of their team functioning and team effectiveness [238, 240, 246]. For example,
Nancarrow and colleagues developed a teamwork competency framework for
interdisciplinary teamwork, identifying ten competencies that a multidisciplinary team
should demonstrate [245]. Training staff on teamwork and communication to remove the
barriers associated with professional and hierarchy powers could be beneficial. Rather
than concentrating power at the top (top-down), some experts advocate for shared and
distributed leadership, whereby staff are supported to inform decision making in their
organisation [247]. However, experts also note that developing such a leadership style
may be challenging, especially in contexts with long-established rigid hierarchies like this
study setting [247].

Findings from the study suggest that inconsistent team leadership and a lack of
accountability permitted unchecked staff behaviours that increased the risk of AEs. The
leadership of senior staff in the departmental team included both excellent and poor
examples. For instance, some consultants diligently attended to women and junior
doctors even when they were not on-call. They also attended all the doctors' meetings
observed. Their juniors confidently sought their help or advice even when they were not
their official supervisors. However, the study identified instances of behaviours that
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suggest a lack of accountability and commitment among many senior staff, particularly
the consultants. Some of this staff category would not come to work even when on-call
and their juniors needed them, and they rarely attended the doctors' meetings to provide
the necessary oversight during patient safety-related discussions.

These findings are consistent with existing SSA literature on the role of leadership in
patient safety activities where the presence of senior doctors and departmental
managers contributes to the successful implementation of, for example, audit and
feedback [60, 81, 107]. However, unlike this study, the existing literature does not
comment on the role of other less constructive leadership behaviours discussed above,
such as within team relationships between senior and junior colleagues, horizontal
relationships between departments, and vertical relationships between departments and
their hospital management, and referring hospitals. Weaknesses in these relationships
have been found in this study to inhibit adequate access to resources and positive patient
safety practices. Therefore, interventions to improve patient safety should take into

account how to balance these relationships in order to improve.

The departmental and team leaders’ behaviour in O&G was linked to hierarchies, power
issues and a lack of an accountability system to check staff behaviours and practices.
However, these may also have been influenced by the senior departmental leadership
style. The style of leadership at this level appeared to be consistent with a laissez-faire
approach, which assumes that individuals are motivated by internal drives and impulses
and that they need to be left alone to make decisions about how to complete specific
tasks; thus, the leader provided little direction or facilitation [248]. This may also explain
the staff perception of a lack of proactivity by the department’s senior leadership
compared to other departments, which the staff felt were more proactive in putting their
department’s needs forward within the organisation. It could also be why poor staff
behaviours went unchecked. However, this study did not obtain O&G staff experiences
of previous leadership to compare if something has changed or not. It also did not explore
these issues in any other departments within the hospital to support comparison. The
study did not also get to obtain first-hand information from the department’s senior
leadership, but views of other senior team leaders with previous experience of such level
of leadership informed this finding. Moreover, this study did not explore the leadership
and management training that the team and department leaders in the study setting had
or the criteria used to appoint them. The findings may prompt O&G staff in these roles to
consider the importance of effective leadership and management practices and how to
ensure the necessary leadership and management competencies and training. There
are many examples of knowledge and skills needed for such roles. For example, Smith
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and colleagues' systematic literature review identifies characteristics to lead
interprofessional healthcare teams effectively [249]. Other authors have developed
models for effective healthcare leadership [250, 251] and a team leader coaching
programme [252, 253].

5.1.4 Patient safety culture

The findings suggested that O&G staff had a varied commitment to patient safety. Blame,
punishment and fear of speaking up were common in the department and at the team
level. There appeared to be a lack of sufficient involvement of women and/or their
relatives in decisions about their care. These seemed to have prevented openness in

raising patient safety concerns and learning from them.

The findings are consistent with other SSA studies where blame, punishment and fear
of speaking up hindered open discussion about care quality and patient safety [81, 93,
117, 254]. Human error theory is a useful model to consider these findings as it presents
two approaches to errors in healthcare, focusing on either the person or the system [255].
The person approach focuses on individuals, blaming them for the errors. In contrast,
the systems approach concentrates on the individual's working condition and building
defences that avert errors or mitigate their effect. Findings from this study indicated that
the senior hospital managers' efforts to get departments and teams to shift from a person
approach to the systems approach had not well permeated the hospital's micro-level.
Other authors have suggested that this is because the person approach to errors is a
more convenient strategy to apply than the system as it is much easier to blame an
individual than to blame or change the system [255]. It is important to note that the
systems approach and patient safety focus in general, are relatively new in the Nigerian
health care context and not embedded in the healthcare practitioners' training, and
therefore likely to be poorly understood or applied [256].

The pursuit of patient safety improvement has been described as being restricted by an
approach that does not seek out and remove the system's error provoking properties
[255]. As identified in this study, the O&G department focussed on individuals, blaming
and punishing staff for being the source of error, and data from the observations and
interviews indicated a failure to address contextual factors. This appears to have created
room for continued AEs reoccurrences as the same set of circumstances remained
unchanged, provoking a cycle of similar errors. The data indicated that the reoccurrence
of errors was typical in this department and that staff were aware of this. An example of
this was in consultant's interview excerpts (Interview NO9-COG), where they indicated
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that O&G lost many women, including babies, because of ongoing staff burnout, which

had not been addressed.

Blaming and punishing staff for errors in the O&G department appeared to have been
unsuccessful in preventing errors occurrences, with the data indicating that limited
learning from incidents had taken place [238]. Indeed the findings suggested that the
response to incident reporting worsened the departments' patient safety culture by
creating divisions, lack of trust in the system, and silence among staff. Establishing a
reporting culture is known to be critical for effective risk management [257] but despite
the hospital having a reporting system, the department's culture of individual blame and
fear of speaking up hindered this from operating as a means of learning from incidents.
The findings identify instances of unwillingness to report patient safety concerns among
staff from all professions and hierarchies. This signifies the need for the blame and
silence culture in this department to be addressed [258]. The department and team level
leadership could redirect their focus on assigning blame to individual staff towards
identifying and addressing broader systemic issues. Evidence suggests that examining
failures at a micro-level offers a better learning environment for incidents than
organisational level [77, 259]. It is important to note that this does not require additional

funding but a shared understanding and commitment to patient safety [260].

Focusing on the system also includes examining the role of the women in their care. The
findings in this study identified poor women-centred communication in the O&G. This
included instances of not giving sufficient information to the women and/or their relatives,
not involving them in the care and/or management plan, and not paying adequate
attention to their physical and emotional needs. This issue sometimes appeared to have

resulted in the women missing or refusing lifesaving treatment.

Similar findings have been reported in other literature from SSA hospitals [58, 59, 61,
62, 80]. However, some of these other studies reported even more serious behaviours,
including unkindness, threats and slapping of women [59, 61, 62]. A disregard or
disrespect of women in maternity care has been identified in many studies in SSA
hospitals and is still the subject of concern, as recent studies show that the problem
persists [261-263]. Some authors have suggested reasons for this behaviour, including
poor working conditions, a training gap, and a desire for a good obstetrics outcome [62,
262, 264]. While these behaviours are reported to exist, a United State Agency for
International Development report and Nigerian Patients' Bill of Right published by the
Consumer Protection Council (CPC) emphasised that such behaviour breaches service
users’ human rights and should not be tolerated in healthcare [265, 266].
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It appeared that the occurrences of poor women-centred communication observed in this
study might be related to a power imbalance between the staff and women, similar to
that occurring between staff. This finding is echoed by another study from Nigeria, which
reported service users experiencing a power imbalance in their relationship with doctors
[267]. Evidence from the UK also suggests that women experience not being offered all
the care choices available by their midwives [268]. This could be due to a desire to
achieve the most optimal obstetrics outcomes, as reported in other studies [264]. For
instance, some staff in the current study appeared to consider women without western
education as uninformed and may have believed that they could not understand the
health information needed to make the best choice. Therefore, they may not see the
need to explain and/or involve the women, so they instruct such women to do what they

assume is best. It could also be due to a lack of sufficient time [268].

Women-centred care approach ensures that women’s views, experiences and rights
drive the way care is delivered, making it an essential characteristic of care quality [269,
270]. Denying women the opportunity to participate in their care decision-making
infringes their rights and adversely affects their views of the quality of care and trust in
care decisions [271, 272]. While this may explain why women and/or relatives refused
admission or treatment as described by many participants in this study, it is not certain,
as the findings did not include women’s views. Therefore, the department must identify
low-cost solutions that promote the quality and safety of maternity care [273], informed
by women’s experiences [274]. The department could draw upon a prominent Cochrane
review conducted by Sandall and colleagues [275]. This found that the Midwife continuity
model based on compassionate, high-quality but low intervention had fewer adverse
outcomes for women and babies than Medical-led or Shared models. Although the
review illuminates the value of the Midwife continuity model in low-risk women, it
acknowledges that other models are more applicable in caring for those with

complications.

5.2 Meso/organisational level

The discussion around the macro-level will be mainly focused on the senior hospital
management in the setting studied. While action at this level seemed to have taken the
hospital beyond what they were previously doing in terms of patient safety, findings from
this study identified some areas for improvement. These include general leadership and
management capacity for patient safety, resource management structures,

organisational policies, engagement with frontline staff, promoting and supporting
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organisational patient safety culture and inter-organisational partnerships and

collaborations. These topics will now be discussed.

5.2.1 Organisational leadership

The study findings highlight that hospital-wide patient safety improvements depend on
senior hospital management and therefore may cease with staff changes at this level.
The study setting appeared to have appropriate representation/involvement of different
leadership elements at their senior hospital management level, including the Chief
Medical Director and Chair Medical Advisory Committee positions. These leaders'
openness to collaboration and improvements had brought about changes in the hospital
that were not there before. These include adopting a systems approach to managing
patient safety incidents, introducing incident reporting processes, enhancing clinical

governance and welcoming research activities such as this study.

Existing SSA literature provides little detail on senior leadership’s influence on patient
safety. Authors of two studies mentioned that the presence of managers and
policymakers during audits helped in the implementation of recommendations made [60,
107]. Another study indicated that having the right senior leadership is vital in driving
improvements in health care quality, patient safety, and organizational and system
transformation [276]. This is most necessary in healthcare settings with no strong

national patient safety policies, such as in Nigeria.

Other authors have noted that candidates for senior leadership positions in Nigeria may
not have the essential knowledge, skills, and interest to lead and sustain service
transformation, including patient safety [277]. This is because leadership and
management is not part of medical doctors' training, who usually hold these positions
[278-280]. Leadership and management training did not appear to be an essential
requirement for heading a Nigerian teaching hospital. Two different online adverts for
CMD positions in ABU and Edo teaching hospitals identified during this study did not list
leadership training or qualification as an essential requirement. In addition, the lack of
inclusion of patient safety in healthcare professionals’ training in Nigeria could result in
potential senior hospital leaders not having skills or knowledge in safety improvement.
The appointment of a hospital CMD is controlled at the Macro-level by the Minister of
Health. Potentially a hospital could therefore be at risk of having any existing patient
safety improvements terminated if those appointed choose not to support them. If the
improvements are well established and supported by the remaining senior management,

it is more likely that new appointees will support them. Therefore, it is important to
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develop a shared commitment to patient safety improvement action within organisations

at a senior management level.

The findings suggest that the hospital executives were taking steps in the right direction
towards improving patient safety, as they seemed to promote and support a patient
safety culture openly, towards increasing staff trust in the system and mitigating poor
behaviours. For instance, staff exhibiting individual blaming behaviour during hospital-
wide patient safety discussions such as clinical governance were openly discouraged
from such behaviour by the senior hospital leaders. The senior hospital managers'
seemed enthusiastic about a no-blame approach and enabling a safe environment for
speaking about patient safety. During these meetings, the senior managers repeatedly
emphasised and reminded staff that the purpose of the meeting was "to improve the

system but not assign blame to individuals".

During interviews and informal discussions with staff, some of them had reservations
about completing incident report forms. The reservations appeared to be related to lack
of awareness of how the information collected is used. Therefore, addressing this
through feedback may help, especially highlighting actions taken and lessons learned
from these reports. In addition, the findings of the study emphasise the importance of
hospital managers' having a message that the systems approach is about a "just culture".
The just culture needs to balance the "no blame" approach with individual accountability,
applying rules and laws in instances of deliberate breaches of hospital procedures by
any staff member [281-283]. Other researchers have acknowledged the difficulty of the
just culture approach when applying accountability to some staff categories [284]. The
hospital in the current study seemed to have a similar problem given the steep
hierarchical and power imbalance associated with senior staff. The findings indicate lack
of action regarding poor patient safety practices associated with these staff members.
Therefore, the hospital could aim to address the imbalance in hierarchical structure and
power, as part of wider organisational improvements by taking measures such as to

flatten the structure.

The findings suggest a low-level of engagement between the senior hospital managers
and the O&G department, especially the junior staff and the departmental leadership.
This potentially contributed to why these staff did not understand and/or engage well with
the hospital policies, protocols and guidelines, including the patient safety initiatives. This
may also have resulted in the hospital managers not being aware of issues affecting the
0O&G department.
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Existing SSA literature around senior hospital managers and micro-level staff
engagement is very limited. A few studies echo the finding that poor staff engagement is
a contributory factor to AEs, and their findings indicated staff feeling that the hospital
managers did not value their opinions [53, 56, 58, 81]. Staff in one of the studies reported
that this reduced their motivation to collect required information on maternal deaths or
implement audit committee’ recommendations [81]. These findings reinforce the

importance of senior hospital managers improving their engagement with all staff.

In terms of how managers engage staff, two approaches have been identified in this
study, top-down and bottom-up. A top-down approach is characterised by a prescriptive
hierarchical directive, inadequate engagement and lack of ownership by the frontline
staff, availability of resources, and results are faster but short-lived [285]. Alternatively,
the bottom-up approach is less directive, involved encouraging and empowering micro-
level staff to lead the change, but outcomes may be slow or variable [285]. The current
study's findings suggested that hospital management used a top-down approach to
engage with frontline staff regarding patient safety improvements. The management
discussed these changes directly with the O&G senior staff, such as the consultants and
ward managers, expecting them to communicate the information to the junior staff, which
hardly occurred. This approach potentially contributed to why many junior staff members
lacked sufficient understanding of and engagement with the hospital patient safety
improvements, such as the clinical governance and incident report forms. Thus, the
senior hospital managers should also consider the bottom-up approach to staff
engagement. The bottom-up approach is also recognised among the six building blocks
for harnessing NHS staff's creativity and enthusiasm and promoting quality of care [286].
This approach would have allowed the junior staff to see the incident report forms and
ask questions directly to the hospital executives themselves. Such engagement allows
this staff cadre to talk about hospital policies to support frontline staff activities and/or

ease women access, in addition to making them feel valued by their senior managers.

The senior hospital managers' top-down approach appeared to have not gained
sufficient ground in the O&G to promote staff engagement with the hospital patient safety
improvements. This could be related to the poor working relationships between the
hospital management and the O&G department resulting in the department not openly
promoting these initiatives. Therefore, senior hospital managers need to find a way to
gain the co-operation of the O&G departmental leadership in supporting the hospital
improvements. Open dialogue and communication may help resolve relational problems
as these invariably shape the extent to which people engage with tasks [287]. The
current study recognises the importance of staff engagement at all levels in an
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organisation in patient safety, and suggests that senior hospital managers combine top-
down and bottom-up approaches in their engagement with staff. The benefits of using
both approaches have been shown to be effective in other studies [285, 288]. Throughout
the three month data collection period, there was no time that the senior hospital
managers visited the O&G to motivate or encourage staff to use any of the hospital
policies, protocol or guidelines. Though the managers said, they had done this in the

past and were planning for more such visits.

Engaging staff also includes empowering them to lead the changes themselves [289].
Rather than calling in external experts to redesign services, supporting and empowering
the frontline staff to reform how they do their work is a proven strategy for unleashing
employees’ enthusiasm and creativity, creating leaders of change rather than opponents
[73, 290]. Low levels of staff engagement are more likely to result in a poor quality of
care and AEs [289], as shown in the high profile report of the Mid Staffordshire hospital
[8]. Therefore, this reinforces the need for the senior hospital managers to explore how
best to engage with staff in developing policies, protocols and guidelines, which could
improve their commitment to using them. The staff engagement toolkit provides an

example of resources that have shown potential benefits [291].

5.2.2 Resource management

The findings indicate that inadequate material and human resource management
structures to support proactive requests or respond to unexpected shortages contributed
to some chronic scarcities of these resources in the study setting. The findings also
suggest that the hospital was not adequately collaborating with external organisations to

ensure access to the necessary resources.

Two main problems related to material resource management identified were an
absence of a robust maintenance and continuity plan, and administrative delays for

supplier payments and insufficient partnership with other pharmacies for quick supplies.

The findings are consistent with the literature from other SSA countries, which also
identifies shortages of material resources as a broader problem across the hospitals [38,
46, 47, 55, 60-62, 65, 69, 72, 73, 85, 87, 96, 100, 102, 106, 107, 110]. The literature is
generally focused on highlighting material resources unavailability and the contribution
of this to AEs, but provides little insight into what underpins the shortages identified. The
few studies that consider the contribution of meso-level factors to inadequacies of
material resources cite organisational purchase bureaucracy [54, 114] and/or limited
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pharmacy opening [98]. In one study [114], the authors described how the hospital in
their study faced difficulties obtaining MgSO4 because it was not among Mozambique's
essential drugs' list. Thus, the hospital managers had to lobby the Ministry of Health's
Pharmaceutical Centre to include it in their shipment. The study of Santos et al [114]
highlighted that the source of the MgSO4 problem was at the macro rather than meso
level. However, it showed that meso (hospital-level) management could partner with the
macro level to prompt changes.

The current study adds to the existing evidence that poor resource management
contribute to material resources' inadequacies. The lack of a robust maintenance and
continuity plan for wider hospital material resources prevented the senior managers from
knowing ahead of time what items were serviceable or needed to be replaced. This
contributed to some vital machines, such as the CTGs in the O&G being broken and not
replaced for use. Having the right maintenance and continuity plan would have indicated
to the hospital managers what equipment needed replacing before they broke, to begin
the request process. A senior manager involved in hospital supply administration
reported sending a new request shortly after receiving a supply rather than waiting for
the supplies to be used up in order to overcome administrative delays. While this solution
could help improve the situation, it may not completely resolve the administrative delays.
Staff also blamed administrative delays in paying suppliers as a reason why they were
sometimes put off from supplying the hospital, contributing to shortages of consumables

and essential medicines.

The findings of the current study highlight the need for the hospital to consider
improvements to their material resource management. The UK NHS Department of
Health procurement development programme provides a valuable source to consider
when improving material resource management [292]. The programme aimed to
increase resource availability and reduce costs for the NHS. Other resource
management strategies adopted in the UK, for example, include attracting the best
talents to manage the NHS Supply Chain Co-ordination Ltd, which have reportedly
resulted in “unlocking millions of pounds” for the organisation [293]. While these
examples resulted from decisions taken at the higher-level of the UK health system and
not an individual hospital, they could still provide valuable lessons for resource

management improvement in this study's setting.

The study also found that the O&G had a generally inadequate staffing level, which was
worst among the junior residents and nurses/midwives working in the Obstetrics and
Gynaecology wards. This had created conditions for high workloads, longer work hours,
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insufficient breaks and recovery time from shifts/on-calls for some staff. Insufficient
staffing was identified as a general problem in the hospital studied, which affected all
professional categories. Deficiencies around the hospital's human resource
management included staff rotation and rostering, and the lack of hospital-wide system
for staffing projection and a staff performance management system. The SSA hospitals’
literature similarly reported staffing insufficiencies. However, the majority of the literature
focused on identifying staffing insufficiencies, what staff category/cadre was short or their
contribution to AEs but not the underpinning factors [46, 47, 51, 55, 60, 62, 69, 79, 83,
87, 90, 98, 105-110].

Other SSA studies identify the issue of staff rotation as a detrimental factor [62, 109,
294]. As discussed earlier, staff rotation in the hospital studied involved the
nurses/midwives only but not the doctors. The rotation annually resulted in 70-80% of
nurses/midwives' deployment to different wards, leaving about 20-30% experienced staff
to support the newer staff. In the current study and the literature, participants' responses
indicate that wards are often left with staff that have limited ability to manage labour and
delivery processes due to the rotation of experienced staff to other units. The findings
from both this study and the literature also suggested that staff rotation added pressure
to an already insufficient staffing level, further risking patient safety [62, 109]. While
routine staff rotation is a widely practised activity in SSA countries, it primarily benefits
the hospital system. It is perceived to enable staff to work in any part of their organisation,
filling a short-term staffing gap. However, the effect of staff rotation on patient safety
appeared to be less well considered, possibly because patient safety is still relatively
new in the SSA care system. This means the need for future consideration of how the

rotation could be best conducted without impacting patient safety.

The focus of rotas in most healthcare organisations is to ensure the availability of suitably
qualified staff to cover women’s demands [295]. However, rotas in the current study
setting favoured the top of the professional hierarchy, allowing more senior and skilled
staff to work during the regular hours of weekdays and rarely out of hours. The findings
detailed that the rotas did not sufficiently consider the effect on staffing levels where a
particular profession had fewer numbers, which resulted in reduced working hours or
capacity. For instance, the rigid hieratical structure in O&G typically meant that the junior
doctors were the first to see all women before their seniors, even though senior staff
seemed to have a more manageable workload. This rigid hierarchical structure and top-

heavy staffing meant that the few junior doctors in the setting were overworked.
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Studies from other SSA countries including Ghana, Malawi and Tanzania also reported
staff working patterns similar to this study’s findings [83, 93, 109]. However, these studies
did not clarify why such a working pattern existed, which in this study appeared to be
linked to hierarchy. In my data, a senior O&G consultant described the staff rota as
“purposefully selfish and difficult to challenge” (Interview NO8-COGL1). This description
reveals the existence of an ‘unethical culture’ that required the co-operation of several
actors in higher positions ( with authority) to be able to adapt hospital processes to their
purpose [296]. Fear of speaking up, especially among the junior staff who experienced
the greatest work demand, seemingly allowed this behaviour to proliferate and can only
be changed with open and non-judgemental communication amongst team members.
Crucial to improving the staffing level in O&G entails looking at their staffing allocation
strategy, ensuring adequate skill mix, and that all staff work for certain minimum hours

per week.

The findings suggest that some of the inadequate staffing issues could be related to a
lack of planning. For example, the top-heavy/inverse distribution of doctors, i.e. more
seniors than juniors noted during the fieldwork. The lack of staffing of nurses/midwives
in the Gynaecology emergency had been an ongoing issue for nearly a decade, long
before the staff recruitment embargos, which were in place at the time of the study. It
was the embargo however, which was typically identified as the cause of staffing
problems by the study participants. A lack of systems to inform staff planning as a
contributory factor to AEs was highlighted in this study, but has not been identified in
other SSA literature. The findings of the current research therefore indicate a new area
for attention - the need for improvement in human resource management (HRM). The
concept of HRM increasingly recognises employees as the most valuable assets of an
organisation, and who contribute to its success [297]. The HRM of an organisation
comprises establishing integrated personnel policies to support organisational strategy,
including recruitment, training, retaining and managing them to achieve optimum
performance in line with their organisational activities [298]. In health and social care,
HRM entails ensuring that appropriate individuals are employed with the right skills, in

the right numbers and at the right time [297].

The top-heavy distribution of doctors and chronic lack of nurses/midwives in the
Gynaecology emergency suggested the need for an effective HRM system as described
[297]. This could be related to the O&G department's seeming lack of a significant role
in the staffing system, which appeared to be run at the meso-level. This potentially
resulted in ineffective staffing in the department, contributing to the inadequate and
chronic staffing numbers observed, with potential adverse consequences for women and
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staff. The website of the case study hospital indicated that it had an approximately 500-
bed capacity. The senior managers did not appear to have used this information to
project their broader staffing need and make requests ahead of time. This lack of
advance planning appeared to have resulted in the ongoing staffing shortage across the
hospital such that it was difficult to fill unexpected staff absence.

These findings also suggest that the hospital human resource management procedures
lacked a system for staff performance management. This seemed to have allowed
absenteeism, especially by the senior doctors to persist. A senior hospital manager
acknowledged this shortcoming and indicated that they planned to roll out a checklist for
performance management of specific job responsibilities. The checklist, which the
manager reported had been adapted from the UK NHS, will begin with the hospital
consultants. Senior doctors’ absenteeism and the lack of accountability has been
identified as a broader problem across all Nigerian teaching hospitals [299]. The study
context might have some control if the department-level staff decided to apply the
performance management checks. However, there is a risk that they may not be
accepted by the staff since this approach is not recognised practice across all the
Nigerian teaching hospitals and not mandated by their employer (the Federal Ministry of
Health). The Professional hierarchies and allegiances could prevent staff from

responding honestly, as with the incident report forms.

Managing organisational resource, including material and human, is part of the hospital
managerial role. Hospital funding limitations and a responsibility upon hospital managers
to work within their provisions increasingly makes it essential for them to be
knowledgeable about managing these resources effectively [297]. This is especially
important for this hospital as findings indicated a general inadequacy of material and
human resources. However, resource management is an aspect of operational
management and not part of healthcare professional training, which means staff involved
in such activities might not have the necessary knowledge, and need to be trained. While
the current study did not examine what informed the hospital's resource management
systems and its overall effectiveness, it established the need for the senior management

to reconsider how they do this to make necessary improvements.

5.2.3 Relationships with other organisations

Having successful inter-organisational partnerships has become an essential function of
public sector agencies as it is associated with enabling resource access, lowering costs,
and identifying solutions unachievable by one agency alone [300]. This study's findings
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highlight how the hospital did have visible, collaborative relations with external patient
safety improvement partners and researchers, including taking part in this study.
However, the findings also identify a lack of strategic partnerships between the hospital
and other vital organisations, including facilities referring service users to the hospital,
private pharmacies and government organisations. This may have contributed to a lack
of information sharing and limited the hospital's access to human and material resources.

Other SSA literature also raises the need for collaboration between hospitals and the
facilities that refer women to them [38, 47, 65, 83, 231]. One study described the benefit
of collaboration with a government organisation to facilitate access to supplies [114]. The
need for partnership with private pharmacies raised by many O&G staff in the current
study appeared to have not been addressed in the literature. The prospect of the hospital
collaborating with private pharmacy seemed to be a potential means of increasing their
access to medicines and consumables. However, time limitations for data collection did
not allow this issue to be explored with the senior hospital managers. Speaking with the
managers would have provided insight into their experience and knowledge relating to
such partnerships' feasibility. It is possible that the hospital managers were aware of this
idea but did not take it further because they would have to introduce a different resource

management structure than what they have, which means an additional task or role.

The findings of this study support other research in SSA that reports how referred women
are generally at risk of coming late to the hospital and are therefore at greater risk for
AEs [38, 47, 65, 83, 231]. Evidence suggests that some of the problems that increase
the risk for late referred women include insufficient referral notes, lack of accompanying
staff from the referring facility and lack of prior notification about the referral [65, 83]. The
hospital could approach the late referral issue as a wider organisational problem by
identifying problem areas and collaborating with referring facilities to address the
problem. Future studies could explore the implications of late referrals in terms of
contributing to AE risk and help identify in-depth context-specific areas of the referrals

needing improvement.

5.3 Macro/country level

The discussion of the macro-level of the context considers factors external to the
organisation studied. While recognising the importance of the context is beyond an
individual organisation, the main focus of this study was on factors within the
organisational system that they have control over. However, the findings highlighted the

influence of external factors in contributing to and exacerbating issues, especially
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organisational resources, culture and access to service, posing an additional barrier to
managing patient safety. The findings indicate that the hospital studied is limited in its
capacity to improve patient safety without macro-level support. The government/national
health system has a significant role in safeguarding care provision in Nigerian hospitals.
Therefore, the government/national health system need to consider adopting a more
comprehensive approach in line with the six Health System Building blocks [301]. Crucial
to this is ensuring appropriate funding and policies that will address barriers to accessing
healthcare services, improving hospital resources, creating and supporting patient safety
structures and practices, including leadership and management capacity, appropriate
training, reflective practice, systematic data collection, audit and improvement science
implementation, cultural shift through academic education (university and in-hospital
training), inter-agency collaborations; and wider media exposure to engage the public.
Other healthcare researchers have also observed this need [277, 302]. These will be

briefly outlined:

5.3.1 Improving access to healthcare services

The findings noted many access barriers, with a potential bearing on what hospital
organisations could do. Previous SSA studies also reported these barriers, which include
poverty [28, 38, 45, 47, 53, 54, 61, 72, 80, 85, 91, 96], cultural practices [28, 85, 98, 100],
distance [55, 67, 72], transport [65, 72, 85, 96], ambulance services [55, 61, 69, 72], and
travelling conditions [72, 106]. Therefore there is a need to consider the wider context
when considering what steps should be taken to address these issues. Creating job
opportunities to alleviate poverty [26] and sustainable and effective health insurance
coverage [303, 304] will address the financial barriers, especially for those with financial
constraints. Wider infrastructural improvement, including good roads, transport systems
and security, will positively support access to health care services [305, 306]. Others
include wider media targetted community engagement to dispel some harmful cultural

practices, especially those inhibiting women from timely access to healthcare [307].

5.3.2 Appropriate funding and policies to support hospital resources

The hospital's initial conception and design was for a lesser facility before it was
upgraded to a Federal Medical Centre and subsequently a teaching hospital. While it
might be expected that hospitals that were upgraded to teaching hospital status would
be given more funding for this enhanced role, staff indicated that this facility did not get
any building improvement, new equipment or additional staffing following its upgrade and
communicated their disappointment about this. Upgrading facilities to provide higher or

better services is not a new phenomenon in Nigeria or other countries [49, 77, 114].
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Other researchers have highlighted that the physical environment is an aspect that often
receives little attention in patient safety research [308]. The current study appears to be
the first to note the role of the physical environment as a contributory factor to AEs in
Nigeria, especially in relation to facility upgrading. While it is unclear how decisions and
processes to upgrade hospitals in Nigeria consider the need for enhancement of these
facilities, this study shows that there are lessons for future upgrades and the need to
consider the potential impact on patient safety.

The findings highlighted that inadequate national healthcare funding had contributed
significantly to deficiencies in the building, material and human resources in the study
setting. This was exacerbated by the lack of alignment between funding and the needs
of the facilities. For instance, why O&G could not get a new CTG or had a restrictive
revolving fund for supplies. Insufficient healthcare funding is a common problem in nearly
all African countries, including low and middle-income countries [277, 309]. However,
global health financing information showed that even within the African countries, Nigeria
is still at the bottom in relation to health budgeting. For instance, its spending was 3.4%
of GDP in 2013 compared to Sierra Leone with 11.8% [309]. Although the document
showed a slight increase in the Nigerian health budget [309], the country’s 2020
healthcare budget is yet to meet the committed target of the Abuja declaration of 15% of
the national budget. Thus, there appears to be a need for increased government funding
for healthcare and consequently hospitals that could improve care, particularly for the
hospital in the current study, which is one of the lowest funded among the teaching

hospitals.

The findings from this study indicated a lack of consideration of some government
policies on patient safety. For instance, the findings highlighted that the Federal
Government's staffing employment embargo further worsened the staffing situation.
Other SSA studies from Ghana and Malawi have raised concerns regarding inadequate
consideration of government policies on hospitals [83, 109]. These studies showed that
government policy to encourage women to attend hospital births resulted more women
without increasing resources. While the current study did not explore the extent of the
government policies implications on healthcare delivery or patient safety, it does raise
the need for sufficient consideration of the effect of any policy. For instance, while the
staffing embargo policy was to control unnecessary government spending, they could
make this policy flexible, considering exceptional situations such as the healthcare
staffing needs. The staffing issue is known to be worse in hospitals located in Northern

Nigeria compared to other parts of the country, and this has been worsened by the

184



current insurgency problem affecting the region. There is an indication that the

government was aware of this gap [27]; which may prompt action to address this inequity.

It has been identified in the literature that the level of remuneration in Nigerian healthcare
resulted in staff taking an additional source of employment alongside their primary roles,
resulting in some absenteeism behaviours among some hospital staff [310]. While the
government allows some professional categories to take additional part-time roles
(visiting jobs) in other public facilities to fill staffing gaps, this could result in staff working
in multiple places, including private hospitals, leaving the hospital of their primary
employment short-staffed. A national policy to clarify how many hours staff should work
in their hospital of primary employment and others may help, in addition to improving the

general healthcare staff remuneration.

5.3.3 Creating and supporting national patient safety structures and practices

Patient safety appeared to be an area of the health system that receives little
commitment at the Federal Government level in Nigeria. Therefore, the findings support
more comprehensive patient safety structures and practices, including leadership and
management capacity development in line with patient safety, appropriate training,
reflective practice, systematic data collection, audit and improvement science
implementation, cultural shift through academic education (university and in-hospital

training).

The findings indicate the need for the government/national health system to support
leadership and management capacity development in line with patient safety. In the case
study context, the initiation and sustaining of hospital-wide patient safety improvements
depend on the most senior hospital management staff's interests and decisions,
especially the CMD, whose appointment is made mainly by the Federal government.
This highlights the need for the Federal Government to ensure that appointments to such
positions are given to individuals with appropriate interest and capacity to lead patient
safety. This study and others in SSA note the varied leadership capabilities among
hospital management staff [277, 311]. This may be due to the absence of leadership and
management in the healthcare professionals' curriculum [280] or tailored postgraduate
training in Nigeria. Typically, individuals learn leadership as they grow in their profession,
and this type of experiential learning is likely to lead to inconsistent practices. To improve
healthcare leadership and management capacity in Nigeria, the government could

support leadership development, ensuring its inclusion in healthcare professionals'

185



academic and in-hospital training programmes. There are resources widely available that

could support this learning [312].

Patient safety appears to be an area of the health system that receives little commitment
at the Nigerian Federal Government level. This limits hospitals regarding what patient
safety improvement they could do or the support they could get. This was observed in
the efforts of the hospital studied to improve and strengthen its patient safety structures
through several activities discussed in chapter four. For instance, the lack of a risk
management role in the Nigerian civil service and hospitals resulted in the risk manager
in the hospital studied undertaking this task out of goodwill. This increased their workload
and could result in the risk management task not being sufficiently executed because
they had to meet their regular role expectations first. Such staff were also using their free
time for patient safety activities. Some SSA studies also reported this issue, highlighting
the need to provide such staff with incentives, such as cash and refreshments, to

encourage them [78, 117].

It has been highlighted that patient safety is not well-understood among Nigerian health
care practitioners. This is because patient safety is not part of the professionals' training
curriculum and a lack of national patient safety training programs that could fill this
training gap [313]. Staff could also regard the patient safety activities introduced in the
study setting as optional or additional work because they were not mandated by their
employer (the Federal Government). A study from Ethiopia attributed frontline staff
adherence to the maternal death surveillance and response (MDSR) to a clear message
from the Federal Ministry of Health communicating a sense of urgency and prioritization
for this activity [314]. According to the authors, MDSR received considerable political
commitment and alignment with existing national strategic health policy guidelines
because of the government commitment to meet Millennium Development Goals (MDG)
4 and 5. Therefore, the national health system needs to be more committed to patient
safety and support appropriate training through academic courses and in hospitals. Such
courses should promote reflective practice [315], routine data collection [316], audit,

improvement science and cultural shift to adopt evidence based practices [317].

Crucial to a commitment to national patient is creating a recognised patient safety body
in charge of developing, implementing and monitoring patient safety structures and
governance appropriate for Nigeria, which was lacking at the time of this research [302,
313]. This type of body could help define Nigerian patient safety standards and criteria
for improving hospital performance. Nigeria also has no recognised patient safety
surveillance system for capturing and patient safety incidents [302, 318]. This potentially
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discourages error reporting and prevents opportunities for learning and improving the
healthcare services both locally and nationally. The lack of patient safety structures and
governance appears to be a potential problem in other sub-Saharan African countries as
well but some are taking actions to address the issue. For example, Ethiopia is among
the first SSA countries to establish a data capturing system for facility-based and
community maternal deaths in 2013 [314]. This highlights the potential of inter-agency
collaboration as ensuring national patient safety has to be a collective effort of different
parts of the health system. For example, in an effort to share learning and take
measurable action to prevent preventable deaths, in 2017, the UK NHS Quality Account
Regulations legally requires all Secondary Care Trusts to report quantitative and
gualitative information relating to patients deaths [317]. However, for such transformative
improvements to yield benefit, the process needs collaborative involvement of various

stakeholders, including frontline staff, improvement experts [319, 320].

5.4 Strengths and limitations of the study

Throughout this research process, the need to ensure the quality and trustworthiness of
the study was fully considered. Reflections on the strengths and limitations of this study
will be discussed in relation to established criteria for assessing the quality of qualitative
studies [217]. These include worth or relevance of the research, appropriateness of the
design to the question, context, sampling, data collection and analysis, and reflexivity of

the account.

A systematic review of the literature provided a comprehensive narrative synthesis of
existing evidence and identified factors contributing to AEs, including organisational
and/or management-related factors. The review was used to examine where there were
gaps in existing knowledge. It was found that existing SSA studies lacked sufficient
information on how and why contributory factors for AEs occurred. This study, therefore,
was based on a systematic examination of the existing evidence and appears to be the
only study to provide an in-depth exploration of the contributory factors for AEs,
examining how and why they occur within the Nigerian obstetrics context. In addition,
this study provides an insight into how the contributory factors for AEs are identified,
reported and managed in the hospital studied. Unlike the SSA literature, which seemed
to focus on AEs with severe consequences, such as maternal mortality, this study

focused on factors contributing to all forms of AEs.

This study examined the contributory factors for AEs through the systems lens, which

allowed the organisational weaknesses to be identified proactively before they result in
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AEs. This makes it different to the more reactive approaches found in most SSA studies,

which identify contributory factors following the occurrence of AEs.

This research was based on a single case study design involving multiple qualitative data
collection methods. The research questions necessitated an in-depth exploration of
contributory factors for AEs, including how they are identified, reported and managed in
the O&G department of the hospital studied. Therefore, a qualitative case study design
seemed the most suitable approach because it allowed an in-depth exploration of the
phenomenon of interest within its natural context [173].

The flexibility of the case study design allowed the use of multiple methods to gain a
deeper understanding of the phenomenon [166, 171, 173, 176]. Combining both
observations and in-depth interviews in this study allowed a more in-depth exploration of
the contributory factors for AEs and AEs reporting and management processes of the
hospital than interviews or focus groups alone offered. The multiple data sources also
permitted triangulation, i.e. comparing findings from the various methods, and this in
some instances revealed differences between observed staff practices and views, thus
highlighting the value of observing staff at work in ‘real time’ rather than relying on

retrospective accounts [211, 217].

Both convenience and purposive sampling strategies were used in this study. The
convenience sampling approach was applied in selecting the study setting because it is
considered an appropriate strategy when studying complex and sensitive issues such as
patient safety as not all hospitals would provide access. However, a different strategy,
i.e. purposeful sampling, was adopted in selecting the participants of this study. This was
also suitable as it allowed targeting staff with the relevant information that would highlight
the factors underpinning the AE contributory factors and their reporting process [158].
Views of front-line staff, such as nurses/midwives and doctors, are regarded as a
valuable source of information that can inform patient safety improvement [183]. The
data collected in this study mainly focused on front-line staff working in O&G but included
different health professionals and staff categories with varied seniority and experience
levels, which provided a range of insights. While this study provided in-depth findings
regarding O&G, exclusion of staff from other departments could mean that the issues
identified may be different in other areas of the hospital studied. This is acknowledged
as a limitation of the study design and PhD time, which did not permit findings to be
explored in other departments of the hospital. However, observations of hospital-wide

activities such as the clinical governance, interview responses of senior hospital
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managers and some O&G staff indicated that the findings in other departments would

not have been too different.

Lack of inclusion of women/relatives experiences of care and/or AEs may be regarded
as a limitation of this study. However, the focus of this study was on staff experience and
the care they delivered. Women'’s views are very relevant here but time and resource
constraints restricted this research to staff only. However, the findings did raise the need

to improve women-centred care.

This study's findings would be relevant to other hospitals in Nigeria and SSA and can be
used to inform future patient safety improvement and research within the county and in
similar contexts. Undertaking the study in a single site may be regarded as a limitation
and can be argued that the findings may not be transferable to other contexts [321].
However, this is not unusual for a case study as it seeks an understanding of a
phenomenon in depth. An adequate description of the context studied has been
provided, which will help the reader decide about the findings' transferability to other

settings.

My background as a native of Northern Nigeria with previous experience of working in a
similar context to the hospital studied was a strength in conducting the research. This
made me, to some extent, an “insider”, which helped to settle and begin the fieldwork
within a short period more easily than someone different could. This background also
facilitated my engagement with the research setting and participants. For example, my
understanding of more than one language local to the research setting helped me
understand all the activities and discussions taking place without the need for anyone to
interpret, which may have been necessary for other researchers [61, 79]. Knowing the
local language also helped to some extent in recruiting one key participant whose initial
behaviours and body language indicated that they would not have participated had | not
been able to talk to them in their preferred language. More details of my role as a

researcher will be discussed in the researcher reflexivity section below.

One researcher collected the data for this study as it was an independent PhD activity.
This may be regarded as a limitation because of a potential limited field of vision
associated with a single researcher. An additional researcher may have brought a slightly
different lens/focus and may have observed different things or recorded observations
differently. However, the data were frequently discussed with the supervisors throughout
the data collection and analysis processes. This resulted in the findings being thoroughly
reflected upon, including focus and assumptions, and ensuring a depth of insight. The

189



time spent in the field, the number of observations and interviews give a degree of

confidence that the data reflect the setting's reality.

The data collection and analysis processes were appropriate for the research questions,
and conducted systematically. A detailed description of the processes has been provided
in the methods chapter. Two potential limitations of the data collection process relate to
the time of observation and the observer effect. While it is expected that observation
should be carried out during a range of times throughout the day, only two night
observations were carried out. This may limit the representativeness of the observational
data, as the data collected may have missed an aspect of AE occurrence or risk
management that did not occur during the day. The decision to predominantly observe
daytime activities was primarily for the researcher's safety. Efforts were made to ensure
that fieldwork took place during a range in hours of the day, mainly between 7 am to 8

pm, and interviews with staff could have complemented the data potentially missed.

The observer effect (Hawthorne effect) is related to staff changing or adjusting their
practices when observed by a researcher [189, 190]. The observer effect appeared to
have not affected this study because the observations were conducted over a long period
(3 months) that would make the staff used to the researcher’s presence, and the busy
nature of their work would not allow them to maintain any unusual behaviour or practice
[180, 191]. Moreover, the staff were aware that the research was focused on the whole
system and not individuals, which may have helped to make them feel relaxed about my
presence. My background as someone local to the setting also may have helped avert

the observer effect and this will be discussed more in the researcher reflexivity section.

An additional potential limitation is related to the researcher's own bias, which could
affect the data collection and analysis processes [322]. Therefore, the researcher's
reflexivity is appropriate to enhance readers' judgement on whether the study has been

affected by the researcher’s bias or not.

Researcher reflexivity
Qualitative research tradition does not seek to restrict the researcher's role to an
unobtrusive neutral position. It instead recognises the co-construction of findings in the
interaction between participants and the researcher. Thus, it is good practice for the
researcher to acknowledge their relationship to the setting and how their previous
experiences, knowledge, and attitudes influence the data collection and analysis of the
findings [164, 210, 323]. Researcher reflexivity is important in this study, having taken a
critical realist stance, which supports the researcher's active role in co-constructing
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meaning during the data collection and interpretation of the findings [324]. Therefore, |
describe the issues relating to my positionality as a researcher while conducting this
study, my experience working in a Nigerian hospital, and the research participants and
setting.

My interest in patient safety research was stimulated by my experiences as a trainee
nurse-midwife and later as staff in two different hospitals. Then, | observed what |
believed to be a gap between theory and care practices in the hospitals | worked in,
which compromised patient safety, and this has always been an area of concern for me.
This interest became stronger following my sister's experience of AEs, which resulted in
a ruptured uterus and the loss of her baby and nearly her. Therefore, | acknowledge that
this study began with some preconceptions about AEs and/or the contributory factors for
AEs [322]. For example, up to the time | registered for this study, my views of AEs and
their contributory factors had been associated with the individual staff involved in direct
care. However, these views significantly changed after conducting the systematic review
of the literature, which shifted my thinking to look beyond individuals and examine the
context of care. This view then shaped the data collection and the analyses of the data

for this research.

The research participants and the research setting were not familiar to me, which means
| met them for the first time during the fieldwork. However, | would consider myself an
insider compared to someone from a different country and/or non-healthcare related
profession. Being a Nigerian national from the Northern part of the country, with previous
experience of working in a similar context as the research setting, had given me insight
into the dynamics of a typical Nigerian hospital. This helped me navigate the study
hospital and engage well with the participants, faster than may have been the case for a
total outsider. For instance, it was easy for me to understand and adjust my initial plan

of how, when and where | conducted interviews.

My fluency in the two local languages helped me access a participant whose body
language initially indicated they would not participate. | felt that this particular staff
member had extensive experience and could provide useful information because of the
leadership position they held previously in the hospital. However, their unwelcoming
behaviour discouraged me from approaching them. This concern was discussed in
confidence with the gatekeeper and they advised talking to the particular individual in
their native language before requesting their participation. To my surprise, they
accepted, and their behaviour towards me completely changed afterwards. Having a
gatekeeper benefited this study in numerous ways, including access to the research
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setting and participants. However, on one occasion, | felt this served as a barrier to
accessing one of the participants that may have been helpful. A possible internal conflict
between the gatekeeper and this individual may have prevented them from participating
in this study because | may have been regarded as being on the gatekeeper's side.
However, not including them in this study did not affect the data because others with
similar experience and rank had participated.

The non-participant observer role | adopted gave me the freedom to shadow various staff
members (with their consent) without having to partake in any aspect of women care.
Staff understood and appeared accepting that this was my role and did not impose any
expectation despite knowing my nursing-midwifery background. | kept considering how
my presence affected their behaviour and practices because | was aware that the staff
might adjust these when | was there (Hawthorne effect) [189, 190]. For much of the data
collection period, | did not feel that this had occurred because the staff seemed to regard
me as one of them (being healthcare personnel) and appeared unaffected by my
presence. Although a few staff members displayed signs that they were conscious of
my presence, | did not feel that this significantly influenced their behaviour. For instance,
during one of my observations in the Labour ward, a house officer commented that a
woman was being pampered as staff kept trying to make them understand the need to
consent to an emergency caesarean section. The house officer stated that they would
not hesitate to grant the woman’s request for discharge if they were the one in-charge
as it would reduce their workload. Another house officer sitting nearby laughed and
reminded them that | was observing them, but the house officer shrugged and indicated
that they were not concerned by my presence. The majority of the staff seemed generally
relaxed about my presence, which could be expected with someone local and with a
clinical background [325].

Knowing that my assumptions and familiarity with the typical Nigerian healthcare system
may risk me missing relevant information [325], | made a conscious effort to document
every observation while in the field, which | then converted into detailed notes. | recorded
personal reflections for each specific observation, which helped me question any
underlying assumptions that may affect the findings, this differentiated my views from
what was observed or discussed with the research participants [164]. The most
challenging theme in my analysis was professional hierarchies and power conflict,
especially around consultants' poor behaviours. This behaviour is a practice area that
did not sit well with my idea of how senior professionals should act. At first, | tried to
ignore it for fear of imposing my views and was conscious that the findings might be
associated with me being a nurse-midwife, especially knowing of the poor working
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relationships between nurses/midwives and doctors in Nigeria. However, having
reflected so much on the data relating to this finding, which mostly came from multiple
interview responses, including consultants, and the constant supervisory feedback to
check the interpretation of the data and possible researcher's assumptions, | felt
confident about my interpretation. This finding highlights the importance of professional
hierarchies and power conflict on various aspects of care provision and patient safety. It
is a sensitive issue that staff in the research setting and Nigeria are generally silent about,
but | feel it cannot be addressed if we do not talk about it.

Throughout the research period, | have reflected continuously through to presentation of
the findings, which made me go back to the data, reconsider and re-analyse until | was
confident about my interpretations. Supervisory sessions also helped me reflect more on
the findings, ensuring that my interpretations were grounded in the data. These sessions
also helped me to look at the data through a different lens, especially when my

interpretation seemed judgemental, being a novice researcher.

| found that considering what | would do when | see something that will harm the service
users before the fieldwork had helped my decisions. | felt that the planning around my
own risks underestimated dealing with the emotional aspect. This had been one of the
most challenging parts of the fieldwork for me. Speaking with my husband, who
understands the Nigerian hospital settings, provided the necessary support without
disclosing any personal identifying information. Although authors of sensitive studies
such as this research highlighted that one might never be well prepared for how they
would emotionally react to data, this is definitely something | would give significant
consideration to the future [326].

5.5 Implications of the findings for micro, meso and macro contexts.

While the findings were based on one case study, their implications for patient safety
practice and policy are discussed in broader terms as having relevance for other settings,
especially in sub-Saharan Africa. The discussion of the implications is organised

according to the three-levels of micro, meso and macro contexts.

The main implications at departmental level include improving the resource management

system, addressing care/procedure variations and patient safety culture.

e Both the material and human resources of departments could increase by improving
their resource management system. This may include having a maintenance and

scheduling system for all material resources and supporting them with proactive
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actions. Similarly, departments should consider their staffing needs well ahead of
time, placing staffing requests and following up with the senior hospital managers. In
addition to this, ensuring equitable staff allocation with the right skill mix and ensuring
that all staff work for specified minimum hours per week could help improve the
staffing numbers and availability.

e To reduce the risk associated with variations in care, hospital departments should
have standard operation procedures (SOP's) for common conditions, such as
antibiotic prescription and sterile procedures and ensure adherence. Senior staff
should increase juniors' supervision and check those SOP's had been applied. Staff
should feel accountable for positive patient safety practices and support shared

responsibility by reminding others when they fail to adhere.

e Strengthening multidisciplinary team coordination among all staff could improve
patient safety culture at the department level. All meetings associated with
departmental work or patient care should include different professionals and not be
restricted within one professional category. The departments should also provide an
enabling environment for speaking up about patient safety by removing the barriers
associated with professional hierarchies and powers. Everyone’s views should be
respected. Junior staff should be encouraged to speak up, and their responses
should be considered and not be used against them. Individual staff blaming and
punitive measures should not be the first line of action in response to staff mistakes
unless there is clear evidence of intentional negligence/patient harm. This should
then be dealt with using appropriate hospital guidelines and procedures. In line with
improving patient safety culture in departments, the patients should be involved more

in their care plan and decisions.

At a meso (hospital management level), key improvement areas around hospital
management include organisational resource management system, wider hospital

patient safety culture and staff engagement, in addition to collaborative relationships.

e The hospitals should look into having a robust organisational resource management
system. This may include employing staff experienced in resource management,
providing training in resource management practices for staff involved in this activity
at various levels in the hospital and frequently reviewing their long-standing staffing

practices, such as staff rotation and rotas, and their effect on patient safety.

e Staff should be supported to develop capacity and practices in leadership, patient

safety, teamwork, and multidisciplinary collaboration. The findings suggest the need
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for improving the wider organisational patient safety culture and staff engagement.
Therefore, the hospital managers need to understand the fundamental role of the
organisational culture on care delivery in their facility and should continue to identify
what inhibits or promotes appropriate behaviour and manage staff behaviour
accordingly. Hospital managers' approach to organisational patient safety culture
needs to be consistent. For example, it should be clear to staff that the systems
approach also means a "just culture" and that rules and regulations would be applied
to all staff equally in instances of a deliberate breach of hospital regulations.

Hospital management staff should value communicating with staff across the various
departments and levels (using top-down and bottom-up approaches) about the
hospital patient safety improvements. They should also strive to provide feedback on
staff comments or incident reports received and show their visible impact on service
provision and patient safety where possible. Patient safety training should be
provided to all staff to better understand the systems approach and their
responsibility in patient safety. This will potentially motivate and encourage them to

participate in their hospital improvements activities.

Service providers are likely to be aware of latent organisational contributory factors
that could result in adverse patient outcomes. Therefore, hospital managers should
enhance all staff participation in raising patient safety concerns by promoting the
culture of speaking up about patient safety among the hospital community. The
managers should also encourage and support departments to adopt this approach.
In addition, they should employ measures to address the fear of speaking up about
poor patient safety behaviours, such as flattening the steep hierarchical structure and

power imbalance issues.

Collaboration with other organisations is also an area where improvement is needed.
Hospitals should open up engagement opportunities between their staff and referring
facilities to discuss how to mitigate late referral issues, which staff linked to increasing
the risk of AEs. However, improving the recording system in hospitals would help
collate data to show the outcome of late referral on patients. The current study noted
that this information was not collected in O&G during the fieldwork, though there was

a seeming problem with the late referrals and AEs.

Senior hospital managers could also explore the potential of partnering with other
pharmacies for quick and not commonly kept supplies as suggested by staff in the

current study. Other areas of collaboration that need strengthening include links with
195



government agencies in charge of hospital funding and provisions and other

organisation and services that can support service improvement in the hospital.

Implications around the macro-level of the context noted the need for sub-Saharan
African governments to adopt a more comprehensive approach to strengthening their
health systems. This is mainly by being more committed to infrastructural funding and
strategies that improve national well-being and developing and supporting appropriate

policies to help hospitals provide quality and safe care to everyone.

e Governments should consider increased funding and strategic policies that support
more job opportunities, better remuneration, and broader infrastructure, such as

good roads, transportation, and security for citizens’ wellbeing.

e They should also should strive to meet their committed target of the Abuja declaration
of 15% of the national budget for healthcare funding to enable better healthcare

resources provision in hospitals.

¢ The governments should appropriately consider their policies on healthcare provision
and patient safety. For example, their policies on resources, including staff
employment and replacement, free care, and facility upgrading, should be flexible,
considering contextual variation and matching them with appropriate funding. There
should also be a clear national job description and criteria for each role and a system

to help hospitals manage staff performance.

e Sub-Saharan African countries should have national policies to improve and support
leadership and management competence among healthcare professionals.
Therefore, leadership development should be part of the undergraduate curriculum
of all healthcare professions. The government should also support in-hospital
leadership training programmes for healthcare providers to support leaders in their
roles. It should also ensure that individuals with appropriate leadership and
management competency and capacity to lead patient safety improvements are

employed in senior hospital management positions.

¢ All countries should have a unit in charge of national patient safety, which could help
create their patient safety standard and surveillance system for capturing and
measuring patient safety incidents. This unit could consider designing context-
specific criteria for improving and measuring hospital patient safety performance,
which would raise standards across all hospitals. The government should also

consider mandating patient safety in all healthcare professionals’ curriculum to cover
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reflective practice, systematic data collection, audit, improvement science
implementation, organisational patient safety culture, and other training programmes
in this field.

e Exploring networking opportunities with countries that have successfully
implemented patient safety improvements to learn from their success stories could
help the sub-Saharan healthcare systems. They could also take advantage of various
international organisations' offers, such as the World Health Organisation, which

provide patient safety-related support to countries [327].

5.6 Implications for future research

The findings of this study have a number of implications for future research. These will
be discussed in relation to AE contributory factors, AE reporting and methodological

considerations.

This study identified many reasons behind the occurrence of contributory factors for AEs,
but there are remaining knowledge gaps that could be addressed in further research.

e Further research is needed in multiple contexts regarding resource management
systems at both team and hospital levels to identify additional improvement areas.
Such studies should also obtain views of staff involved in resource management to
understand their role in resource management and what needs to be changed.
Future studies could also examine the implications of certain traditional staffing
practices, such as staff rotation and work patterns, and how to minimize the risk to

patient safety.

e This study identified a lack of sufficient multidisciplinary engagement across all
professionals involved in key patient safety activities. Thus, more research is need
on the process of staff engagement in patient safety in Nigeria and Africa. Further
studies could also determine what works well or not in promoting staff engagement,

followed by tailored interventions in different hospitals.

e This study has recognised the importance of having appropriate individuals with
leadership and management competencies and the capacity to lead patient safety
improvements. The criteria used to select individuals in leadership roles such as HOD

or team heads remain unclear in this study. Future research could help us determine
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these criteria and their effectiveness in the selection of appropriate leaders across
different departments and hospitals.

Future research should examine the role of other leadership behaviours on patient
safety and care provision in Nigeria and other settings. These include team
relationships between senior and junior colleagues, horizontal relationships between
departments, vertical relationships between departments and top management of
hospitals, and referring hospitals.

Future studies should help us understand the sort of collaborative relationships
undertaken by hospitals in Nigeria and other contexts, and identify how this would
benefit hospitals. For example, exploring the viability of hospital partnerships with
private pharmacies to fill shortages of supplies, as suggested by the research

participants.

This study did not explore in-depth staff assumptions that referred women suffer
more AEs than those who were registered. Further research could examine this
issue, understand the referral aspect that contributes to this, and design an

intervention to mitigate the problem.

Other studies should clarify what informs decision to upgrading hospitals in Nigeria
and how the government consider the improvement needs of these facilities. Some
of these studies should also seek to examine how government policies affect

healthcare provision and patient safety and what needs to change.

Many researchers raise the issue of a general dearth of studies on patient safety in

Nigeria. This is, even more, the case for studies relating to AE reporting processes.

While systematic AEs reporting is not standard in Nigerian hospitals, healthcare
providers have an inherent way of identifying, raising and managing patient safety
concerns but these are not sufficiently studied. Future research should determine the
robustness of the AEs reporting system in different Nigerian hospitals and explore

the factors influencing the reporting and design interventions to improve them.

This research's findings are based on one researcher's observation and staff accounts

in the O&G department of one hospital only.

Other studies could involve multiple data collectors in various settings to test the
findings of this study on the AEs contributory factors and AEs reporting and

management processes. This would enable comparisons of researchers’
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perspectives and between different and departments of one hospital and various

contexts.

e This study focused on the contributory factors to AEs on maternity patients and did
not explore the extent and consequences of AEs. Further studies on AEs should
also help us determine the extent and consequences to maternity and other patients.

e This study explored how staff report AEs within themselves and to the hospital
management but did not cover how AEs is communicated/reported to the
patients/relatives. Future research could include how staff and hospital communicate

with patient/relatives regarding incident of AEs.

e While service users could recognise contextual factors resulting in AEs and/or their
contributory factors, this study did not include women'’s views/experiences. However,
the findings highlight the relevance of women’s opinions as they raised the need to
improve women-centred care. Future research should explore women’s views and
how best they can be involved in their care, including how they might have a role in
identifying potential unsafe working practices.

5.7 CONCLUSIONS

Previous studies from the sub-Saharan African countries identified several factors
contributing to adverse events but generally lacked sufficient detail regarding how and
why they occur. This case study explored organisational factors contributing to AEs in
maternity care using a combination of observation of staff and interviews. The multiple
data collection methods and different staff included in the study, provide depth and

insight to the findings.

This study adds to existing knowledge in two ways. Firstly, it affirms the findings of the
body of literature on SSA hospitals that insufficiencies in building structures; material
resources (equipment, supplies and services); staff numbers; and organisational culture
impede safe care for maternity patients, contributing to potential and actual AEs. The
findings then enhances our understanding of the system weaknesses that underpin
these contributory factors to AEs within the hospital's O&G department. The insufficient
availability of resources was reinforced by an inefficient resource management system.
The poor patient safety culture within the case study context was influenced by an

inadequate standardisation in care processes and enforcement mechanisms, a lack of a
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performance management system, professional hierarchies and power conflicts, and

poor women-centred communication.

Secondly, the findings provided an in-depth insight into AE reporting and management
processes, including the factors that influence them in this setting. The reporting system
should ideally proactively help to illuminate the contributory factors for AEs before they
occur. An occurrence of AEs and/or contributory factors produced three types of
response from staff, including informal, formal, or no action. This means not all the
responses will identify contributory factors that could be addressed to prevent future AEs
in the O&G department. This finding relating to AEs reporting and management
represents a clear contribution to the existing literature because there is a dearth of
evidence relating to reporting AEs and/or their contributory factors in the Nigerian

context.

Overall, this study supports a more proactive approach to managing risks in the setting
studied. The study established that the hospital organisation studied could contribute to
AEs occurrences and that this could be prevented or minimised by identifying and
managing weaknesses within the organisation before they result in patient harm, thus
ensuring patient safety. However, this study also illuminated that the hospital is limited
in terms of what it could do to manage the deficiencies within its system without the
Nigerian national health system’ support. These include more commitment to patient
safety by employing appropriate individuals leadership roles, creating patient safety and
governance systems, along with greater consideration of the implications of

organisational policies on patient safety.

The findings are potentially transferable to other Nigerian teaching hospitals and are
likely to apply to other SSA hospitals given the similarity with the current study's context
as identified by the literature review. The relative merit of the research findings could be
substantiated further by testing them in other Nigerian teaching hospitals and designing
interventions based on the new understanding of the factors contributing to AEs and AE

reporting and management processes.
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APPENDICES
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Appendix 3: Studies per research design

Studies per research design

SN Interventions (Case notes reviews Cross-sectional  Qualitative Mived Others
1 Ansong-Tomui et al. (2007) Chighu et al. (2005 Leighetal. 2008 Bradley et al. (2015) Austin et al. 2015  Tripathi etal. 2015
2 Dumontetal. (2013)  Ozumba and Nwogu-kojo (2008) Zirabaet al. 2000 Beltman et al. (2013) Nganga et al. 2016

3 Dumont et al. (2006) Sayinzoga et al. (2016) Tobi-west et al. 2012 Choozaza and Bultemeier (2010) Spangler 2012

4 Galadancietal 011)  Madzimbamuto et al.2014)  Duysburgh et al. 2013 Hutchinson et al. (2010) Lobis et al. 2011
5 Kongnyuy etal. (2008)  Oladapo et al. (2007) Echokaetal. 2013 Jones et al. (2015)

6 Kongnyuyetal. (2009  Pembeetal. (2014) Huchon etal. 2014 Melberg et al. (2016)

7 Marzolfet al. (2015) Benimana and Small (2018) ~ Uenoetal. 2014 Miltenburg et al. (2018)

§ Nyamtemaetal. (2010  Nelissen et al. (2013) Abegunde et al. 2015 Mselle et al. (2013)

9 Rawlins et al. (2013) Kalisa et al. (2016) Wilundaetal. 2015 O'Donnell et al. (2014)
10 Santos et al. (2006) Tuncalp et al. (2013) Chavane et al. 2017 van Hamerseld et al. (2012)
11 Spitzeretal. (2014) Sharan et . (2011) Ntambue et al. 2017

12 Van den Akker et al. (2009) Oladapo et al. (2015) Thwala et . 2018)

13 Van den Akker et al. (2011) Cham et al,(2007)

14 Pirkle et al. (2013) Halu et al. (2000)
15 Duyshurgh et al. (2015)  Thorsen et al. (2011)

16 Crofts et al. (2015) Adusi-Paku et al,(2015)
17 Lindiometal. (2017) ~ Okongetal. (2006)
18 Kaboet al. (2016) Omo-Aghoja et al. (2010)
19 Kaboetal. (2019) David et l. (2014)
20 Srofenyohetal. (2016)  Onahet al. (2005)
21 Borchatetdl (2012)  Sorensenetal. (2010)

20 Bishangaet al. (2018
23 Forshaw et al. 2016
24 Dumont et al.( 2009)
25 Nyamtema et . (2010)
26 Richard et al. (2009)
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Appendix 4: Types of AEs

SIN | Study Country Setting Data collection | Data source Type of Number of Maternal
duration adverse AEs mortality
event ratio
1 Adusi-Paku, Antwi et | Ghana 1 regional January- CNR, physical Maternal 33 MM Not given
al.(2015) hospital December 2012 | inspections, key | mortality
informant and
staff interviews
2 Cham, Vangel et Gambia 1 tertiary January- CNR, interviews Maternal 42 MM MMR
al.(2007) September, with community | mortality 279/100,000
2002 nurses and TBAs live births
3 Chigbu, Okezie et al. Nigeria 1 teaching | January 1999- CNR Intrapartu 316 NM Intrapartum
(2005) hospital December 2007 m stillbirths:
stillbirths 52.1/1000
births. Overall
stillbirths
89/1000
births.
4 Hailu, Enquenelassie | Ethiopia 5 Public December CNR, interviews Maternal 34 MM Not given
et al. (2009) 2005-May 2006 | with health mortality
workers
5 Madzimbamuto, Ray | Botswana Nationwid 2010 CNR Maternal 82 MM with Not given
et al.(2014) e (all levels mortality 52 records
of care) available for
review.
6 Nelissen, Mduma et Tanzania 1 rural November CNR Maternal 316 MNM Not given
al. (2013) referral 2009-November near miss 32 MM
hospital 2011 and
mortality
7 Ozumba and Nigeria 1 teaching | January 2003- CNR Maternal 49 MM with MMR
Nwogu-lkojo (2008) hospital December 2005 mortality 47 records 2397.3/100,0
available 00 live births
8 Sayinzoga, Rwanda Nationwid January 2009- CNR Maternal 978 MM MMR
Bijimakers et al. e facility December 2013 mortality 69.1/100,000
(2016) based live births
9 Thorsen Meguid et Malawi 1 district 1st January CNR, Interviews Maternal 14 MM Not given
al. (2011) referral 2011- 30th June | with health mortality
hospital 2011 workers
10 Oladapo, Adetoro et Nigeria 42 tertiary 1st June 2012- CNR Maternal 1451 MNM MNMR
al. (2015) 14August 2013 near 998 MM. 158/100 live
misses and births.
mortality MMR 1088/
100,000 live
births.
11 Dumont, Tourigny et | Senegal 5 May 2004- July CNR, focus Maternal 105 MM (69 Not given
al .(2009) reference 2005 group mortality audited)
hospitals discussion,
interviews with
staff,
questionnaires
and participant
observations
12 Sorensen, Elsass et Tanzania 1 regional July-November CNR, hospital Maternal 37 of the 68 Not given
al. (2010) hospital 2007 and July - registration mortality MM reviewed
November 2008 | books, maternal
death audit
forms,
participant
observation and
interviews with
staff.
13 Onah, Okaro et al. Nigeria 1 teaching, | 1st December CNR and Maternal 141 MM MMR
(2005) 1 specialist | 2003-30th April interviews with mortality 772/100,000
and 4 2004 staff live births
other
hospitals
14 Kongnyuy, Mlava et Malawi 9 hospitals | January- CNR Maternal 43 MM
al (2009) December 2007 mortality
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15 Nyamtema, De Jong Tanzania 1 tertiary 6th October CNR Maternal 363 MNM Not clear
etal.(2011) 2008-8th July NM and 36 MM
2010 mortality
16 van den Akker Malawi 1 district September CNR Maternal 340 NM MMR 11.9%
Rhenen et al.(2011) hospital 2007- near miss 46 MM
September 2009 and
mortality
17 Dumont, Gaye et Senegal 1 district 1st January- CNR Maternal 153 MM Not given
al.(2006) hospital 31st December mortality
1997-
December-2000
18 Ansong-Tornui, Ghana 8 hospitals | January- July CNR Maternal 20 MM Not given
Armar-Klemesu et 2006 mortality
al. (2007)
19 van den Akker, Malawi 1 district 20th August CNR Uterine 35 uterine Not clear
Mwagomba et al. hospital 2007- 20th rupture rupture
(2009) August 2008
20 Okong, Byamugisha Uganda 4 referral January, 1999- CNR, Interviews Maternal 229 MNM MMR
et al. (2006) hospitals September, with staff, near miss 269 MM 482/100,000
2000 patients and and live births.
relatives mortality
21 Oladapo, Ariba et al. | Nigeria 1teaching | 1stlJanuary CNR Maternal 175-211 MMR 2509-
(2007) hospital 1999-31st near miss MNM 27-44 2931/100,000
December 2001 and MM live births
and 1stJanuary mortality.
2002-31st
December 2004
22 Omo-Aghoja, Aisien Nigeria 1 teaching 1st January CNR, Maternal 84 MM MMR
etal. (2010) hospital 2005- 31st observation and | mortality 2282/100,000
December 2007 interviews with deliveries
staff
23 Tuncalp, Hindin et Ghana 1 teaching 18th CNR Neonatal 94 MNM and NMR
al. (2013) hospital October,2010- mortality. 37 MM 40.8%/1000
14th March, Maternal births and
2011 near miss MMR
and 1154/100,00
mortality. live births
24 David, Machungo et Mozambiq | 1 central, August to CNR, Interviews | Maternal 564 MNM NMR
al. (2014) ue 2 general, December, 2008 | with staff, near miss 71 MM 20.2/1000 live
1 district patient and and births and
and 1 rural relatives mortality. MMR
hospitals 254/100,000
live births
25 Sharan, Ahmed et al. | Eritrea 118 1st January - CNR Maternal 6315 MNM Not given
(2011) facilities 31st December near miss 41 MM
(18 2008 and 91 NM
hospitals, mortality,
47 health and
centres neonatal
and 53 death.
health
stations)
26 Kalisa, Rulisa et al. Rwanda 1 District June 2013- CNR Maternal 86 MNM NMR
(2016) rural December 2014 near miss 13 MM 24.8/1000 live
hospital mortality 137 NM births, MMR
and 325/100,000
stillbirth/n live births.
eonatal
death
27 Benimana and Small Rwanda 1 teaching 1st January CNR Maternal 121 MNM Not given
(2018) hospital 2015- 31st near miss and MM
December 2015 and (combined)
mortality
28 Chavane, Dgedge et Mozambiq | 427 out of November Questionnaire Maternal 2198 MM 703/100,000
al. (2017) ue 1277 2007- mortality live births
health December 2008
facilities
29 Pembe, Paulo et al. Tanzania 1 national 1st January- CNR Maternal 155 MM MMR
(2014) hospital 31st December mortality 1541/100,000
2011 live births

Abbreviations: Maternal mortality = MM, Maternal mortality ratio=MMR, Maternal near-miss = MNM, Maternal
near-miss ratio = MNMR, Neonatal Mortality = NM, Neonatal mortality ratio = NMR
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Appendix 5: Observation activities

OBSERVATION ACTIVITIES AND TIME
WEEK|DATE DAY TIME Hours |PLACE WHAT OBSERVED WHO OBSERVED
1| 04/04/2017|Tues 8:30-12pm 4.5|Labour, Obstetrics & Gynaecology wards Location of the wards & met with key people. 0O&G ward managers and unit head:
2-4pm 2|Gynaecology Seminar room Doctors' meeting Doctors
05/04/2017|Wed 2-4pm 2|Paediatric ward seminar room Nurses’meeting Nurses/midwives
06/04/2017|Thurs 9am-2pm 5[Labour ward Orientation to ward, patient care, nurse/midwives’s handing over.|Doctors & nurses/midwives
07/04/2017|Fri 8am-10am 2|Gynaecology seminar room Doctors meeting Doctors
1-3pm 2|Obstetrics ward Orientation to ward, patient care and nurse/midwives handing ovgDoctors & nurses/midwives
2[17/04/2017|Mon(Easter) Public holiday |9:30am-1pm 3.5[Gynaecology emergency Orientation and patient care Doctors
20/04/2017|Thurs 2pm-2:30pm 0.5[0&G departmental office Discuss how patient safety issues are handled Senior departmental staff
21/04/2017|Fri 2-4pm 2|Personal office Analysis of patient safety incident Incident report forms
3[25/04/2017|Tue 8:30am-11:30am 3|Gynaecology emergency Patient care Doctors
26/04/2017|Wed 2pm-3:15pm 1.25|Hospital conference Hall Presentation Multidisciplinary patient safety team
28/04/2017|Fri 4pm-7pm 3|Gynaecology emergency Patient care Doctors
4]03/05/2017|Wed 1lam-12:40pm 1.67|Gynaecology emergency and Labour ward Patient care Doctors & nurses/midwives
06/05/2017|Sat 12:00-3pm 3|Gynaecology emergency Patient care Doctors
07/05/2017|Sun 9pm-6am 9|Gynaecology emergency Patient care Doctors and nurses.
5[12/05/2017|Fri 10:25-3:30pm 5.08|Labour ward Patient care Doctors & nurses/midwives
6[17/05/2017|Wed 7:20am-12:30 5.17|Labour ward Patient care Doctors and nurses
18/05/2017|Thur 8:00pm-5:30am 9.5[Labour ward Patient care Doctors and nurses/midwives
7[26/05/2017|Fri 2-4pm 2|Hospital conference Hall Clinical governance Hospital staff
27/05/2017|Sat 1pm-5pm 4|Labour ward Patient care Doctors & nurses/midwives
28/05/2017|Sun 7:25am-1:30pm 6.08|Labour ward Patient care Doctors & nurses/midwives
8[30/05/2017|Tue 1pm-4:30pm 3.5[Labour ward Patient care Doctors & nurses/midwives
31/05/2017|Wed 2-3pm 1|Gynaecology seminar room Nurses’ presentation Nurses/midwives
01/06/2017|Thur 7:25am-1:30pm 6.08|Labour ward Patient care Doctors & nurses/midwives
2pm-4pm 2|Gynaecology seminar room Departmental mortality meeting Doctors
9[06/06/2017|Tue 7:30am-12:30pm 5[Obstetrics ward Patient care Doctors and nurses/midwives
09/06/2017|Fri 1:30pm-5pm 3.5[Obstetric ward Nurse’s handing over and patient care Nurses & doctors
10/06/2017|Sat 1pm-5pm 4|Obstetric ward Patient care Doctors & nurses/midwives
11/06/2017|Sun 7:30am-11lam 3.5|Obstetric ward Patient care Doctors & nurses/midwives
11:10am-11:20am 0.17|CSSD Enquire about Labour ward’s packs bringing and collection CSSD staff
10| 12/06/2017{Mon 10am-1lam 1|Haematology department Discuss why result of clotting factors takes longer time. Senior staff member
15/06/2017|Thurs 2pm-4pm 2|Hospital board room Meeting of multidisciplinary patient safety team. Members of MPTST
11| 21/06/2017(Wed 12-3pm 2|Labour ward and Gynaecology emergency Staff activities Doctors & nurses/midwives
23/06/2017|Fri 1pm-3pm 2|Obstetrics ward Patient care Nurses’ handing over and activities
25/06/2017|Sun (Eid)Public holiday 10am-2pm 4|Gynaecology emergency, Labour ward & Obstetrics walPatient care Doctors & nurses/midwives
12|27/06/2017|Tue Public holiday 9am- 1lam 2|Gynaecology emergency, Labour ward. Patient care Doctors & nurses/midwives
28/06/2017|Wed 10am-1lam 1|Chemical pathology department Discuss about why urea and creatinine results take long time. Senior staff member
29/06/2017|Thu 1pm-2pm & 3:30 4pm 1.5|Obstetrics ward Patient care Nurses/midwives
2pm-3:30pm 1.5|Gynaecology seminar room Doctors' meeting Doctors
30/06/2017|Fri 8am-10am 2|Gynaecology seminar room Doctors’ meeting Doctors
2pm-4pm 2|Hospital conference Hall Clinical governance Hospital staff
Total hour observation 126
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SUMMARY OF OBSERVATION

WEEK [Monday |Tuesday|Wednesday|Thursday|Friday [Saturday [Sunday

1 v v v v

2 v v v

3 v v v

4 v v v
5 v

6 v v

7 v v v
8 v v v

9 v v v v
100 v v
11 v v v
12 v v v v

v’ Inidcates occourance of observation activity
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Appendix 6: Interview Topic Guide

Y YVVVVVY

YV VVVY

>

Thank the participant for their willingness to participate.

Mention the research purpose.

Revise all the points on the consent form

Inform the need to switch off all mobile phones.
Ask them if they understand the information given.
Ask if whether they have any question.

Ask if they are happy to be interviewed.

Date and time.
Professional category of the interviewee
Rank

Nature of the job.

Care policies, protocols and guidelines.
Staffing adequacy.

Workload.

Equipment and supplies.

Support provision.

Training.

Example of questions asked:

>
>

| understand that this hospital has been upgraded to a teaching hospital a few years
ago. In what way does this upgrade improves the care and services provided to

women coming here for delivery?

Can you list the things you have in the O&G that help in the provision of safe care?

What are the challenges you are facing in providing safe care here?

More probe as the discussion evolved.

Opinion on the safety of the care provided.
Things in place to ensure safe care.

Example of question asked:

Probe:

Could you think of a situation when you felt that the care given to a patient has been

really well and safe?

What do you think helped?

How about when you think things have gone wrong?
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Probe

e What are the things that worsened the situation?

¢ What would have helped?

e What was done to prevent this situation from happening again?
e More probe as the discussion evolved.

» Procedure for identification, documentation, reporting and managing AEs.
Example of question asked:

If you notice, a situation that you think could compromise patient safety, what are you
expected to do in this setting.

Probe:

e Facilitators of incident reporting: Could you give me an example of how well this is
helping to safeguard patient safety and managing reoccurrence of the event?

e Barriers of incident reporting: What are the things that enable the reoccurrence of
patient safety incidents?

e Systems in place for managing occurrence of unsafe care.

e Whether the systems are working to their satisfaction or not?

Other questions from observations and previous interviews.
Example of question asked to a hospital manager:

e Are you aware that there is no CTG in the Labour room?

e What are you doing to get new one?

e What were the challenges you faced regarding the CTG because this would have
been provided as indicated in one of the doctors’ meetings in early April?

e How about the handheld doppler?

» Thank the participant.
» Ask if they have any question or comment they want to add.

02/04/2017

Appendix 7: Interview activities
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INTERVIEW PARTICIPANTS

S/N WEEK |DATE PARTICIPANT ROLE
1 4| 01/05/2017|Doctor House officer
2 03/05/2017|Doctor Senior registrar
3 03/05/2017|Nurse/midwife |Assistant Chief Nursing Officer
4 5|/ 13/05/2017|Doctor Registrar
5 6|/ 15/05/2017|Nurse/midwife |Assistant Chief Nursing Officer
6 18/05/2017|Nurse/midwife [Nursing officer |
7 7|1 23/05/2017|Doctor Senior registrar
8 25/05/2017|Doctor Consultant
9 25/05/2017|Doctor Consultant
10 26/05/2017|Doctor Consultant
1 27/05/2017 Doctor House officer
28/05/2017 Multidisciplinaty patient safety
12 Other team member
13 8| 29/05/2017|Doctor House officer
14 31/5/207 Doctor Senior registrar
15 31/05/2017|Nurse/midwife |Chief Nursing Officer
16 02/06/2017|Nurse/midwife |Chief Nursing Officer
17 02/06/2017|Doctor Registrar
18 9|111/06/2017|Doctor Registrar
19 12/06/2017|Doctor Senior registrar Female
20 10( 18/06/2017|Nurse/midwife |Nursing Officer |
21 18/06/2017|Nurse/midwife [Nursing Officer Il
22 11| 20/06/2017|Nurse/midwife [Principal Nursing Officer |
23 20/06/2017|Doctor Senior Hospital manager
24 21/06/2017|0Other Sevicom
25 22/06/2017|Nurse/midwife |Chief Nursing Officer
26 22/06/2017|Nurse/midwife |Nursing Officer Il
27 12(27/06/2017|Nurse/midwife |Senior Nursing Officer
28 27/06/2017Nurse/midwife |Assistant Chief Nursing Officer
29 27/06/2017|Doctor Consultant
30 28/06/2017|Doctor Senior Registrar
30/06/2017 ' . Seni9r Hospital manager -
31 Nurse/midwife [nursing
32 30/06/2017|Doctor Senior Hospital Manager
SUMMARY OF STAFF INTERVIEWED
S/N Participabt category Total
1 Doctors 15
2 Nurses 12
3 Senior Hospital Managers 3
4 Others 2
Total 32
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Appendix 8: Participant Information Sheet

The
University
:-;:'1 Of

'-":-"--.-u"". SthﬁEld.
You are being invited to take part in a research study. Before you
decide it is important for you to understand, why the research is being done and what it will
involve. Please take time to read the following information carefully and discuss it with others
if you wish. Ask the researcher if anything is not clear or if you would like more information.
Take time to decide whether or not, you wish to take part.

Habiba Aminu Saddig, a PhD student at the University of Sheffield, is conducting the
research. She is a registered nurse/ midwife with a considerable work experience in patients’
care and teaching of nursing and midwifery students in Nigeria.

The purpose of this research is to explore the nature of your working environment with a view
of understanding how the current systems, processes, actions and decisions work or not in
providing safe care to women coming to the hospital for childbirth. The presence of the
researcher in your hospital is not to judge your activities or that of other staff.

You have been chosen to participate in an interview study because, you are considered to
have the knowledge and experiences that could be beneficial to the study.

It is up to you to decide whether or not to take part in the interview study. If you decide to
take part, you will be also asked to sign a consent form before participating. The consent
form can be returned into a box that will be kept at the nurses’ station in both obstetric and
labour wards. You will be then contacted by the researcher to arrange for interview date and
time. Alternatively, you can contact the researcher directly to discuss how you can collect or
return a consent form as well as fix interview date and time.

You are free to withdraw from the interview study after you have consented to participate
without giving a reason by notifying the researcher. If you have been interviewed, information
collected from you can still be removed within two weeks of collection but not after. As this
must have been anonymised, analysed and included in the study (your name will not be
identifiable).

If you agree to take part in the study, you will be interviewed on your experience of providing
care to women in the obstetric and or labour ward of this hospital. The interview will further
explore issues identified by the researcher during the study period.

The interview will take place in a private room within the hospital lasting about 40- 60 minutes.
This will be during working hours and at a time most convenient to you. The interviews will
be in English but, you are free speaking in Hausa if that makes you feel more comfortable.

The researcher may likely ask you to be interviewed again for the second time if more
information is needed from you. In this case, you will be asked to sign a second consent form
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the same as the first one if you agree to participate again. Note that all interviews will be
audio-recorded with your permission.

The audio recording will be transferred to an encrypted laptop (to ensure that no one can
have access to it). This will then be transcribed (converted to notes), analysed and included
in a final PhD student report book by the researcher. The findings may include quotations
but information, which could identify individuals, will be removed. Your name and that of your
hospital will not be linked with the information you provide, and you will not be identifiable in
the research report or other publications.

Interview transcripts in which all information linking you to the materials has been removed,
will be kept with your permission for appropriate future use in research and training purposes
by the researcher. However, these will be destroyed appropriately using the University of
Sheffield’s data protection guideline as soon as possible if deemed no longer useful for the
above stated purposes by the researcher.

All information collected from you during the course of the research will be kept strictly
confidential by the researcher and will NOT be shared with anyone within and outside the
hospital apart from the PhD supervisors. However, in the event that the information obtained
from you signifies potential safety concern, this will be reported through appropriate channel
identified by the unit head. Possible measures to protect your identity will be employed.

Before any research starts, it is checked by a Research Ethics Committee to ensure its
appropriateness. This study has been approved by the Research Ethics Committee of the
University of Sheffield and that of your Hospital.

This research is being carried out as part of a PhD study undertaken at the University of
Sheffield.

If you would like more information about this research project or want to take part, please
contact the Researcher:

Habiba Aminu

The University of Sheffield (SCHARR),

30 Regent Street Sheffield, S1 4DA.

Mobile...

Email to hasaddigl@sheffield.ac.uk

If you have any concerns about the study or any aspect of the way you have been
approached or treated during the course of this study, please contact one of the following:

School Dean Research supervisor:

Professor Jon Nicholl Dr Rachel O’Hara

ScHARR, The University of Sheffield ScHARR, The University of Sheffield
30 Regent Street 30 Regent Street

Sheffield S1 4DA Sheffield S1 4DA
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Tel : +44 (0)114 222 5453 Tel : +44 114 222 4293
Email : j.nichol@sheffield.ac.uk Email: ohara@sheffield.ac.uk
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Appendix 9: Consent form

Understanding the role of organisational factors in maternity care: a case
study of a Nigerian tertiary hospital.

Participant Identification Number.................. (To be completed by the researcher)
Please tick

1. I confirmed that | have read and understood the information sheet for the above |:|
study.

2. I confirm that | have had the opportunity to ask questions about the study.

3. I confirm that | have been given enough time to consider my participation. |:|

4. lunderstand that my participation is voluntary and that | am free to withdraw from I:l
the study without giving any reason and without any negative consequences
(by contacting).

5. lunderstand that should | not wish to answer any particular question(s), | am free |:|
to decline.

6. 1am aware fhat information collected from me can only be withdrawn within two |:|
weeks after the interviews but not after.

7. lunderstand that the information collected about me will be kept confidential and I:l
that my name will not be identifiable in the report or other publications that may
follow this research.

8. | give permission to other members of the research team to have access to my |:|
responses.

9. | agree to the interview being audio recorded. |:|

10. | agree for anonymised transcripts of data collected from me to be used in future I:l
research and training.

11. | agree to take part in the above research study as described in the information |:|

sheet.
Mame of participant Date Signature
Mame of researcher Date Signature

240



Appendix 10: A snap shot of how codes were generated.

Bl SOURCES Name Sources  Referen..  Created On

» (g Internals
(g Externals
& Memos

@ NODES
(g Nodes
(g Cases
(# Node Matrices

& CLASSIFICATIONS
[ Source Classificati...

‘g Case Classifications
# COLLECTIONS
) queries
@ MAPS

() Referral practice
v () Infrastructure
(@ Consumables
@ Electricity
() Emergency drugs
v () Equipments
(O Ultrasound scanning
@ Instruments
( Oxygen supply
() Water supply
¥ @ Personnel
() Skill
() Staff training
(O Staffing
() Supervision
@ Support
( Priority areas
v () Relationships

() Patient-carer relations...
() Staff working relations...
() Staff- management rel...

v () Services
(@ ANC care
v () Lab tests

() Sample collection pr...

() Theatre
@ Welfare
@ Unsure

v () Work environment
() Gynae emergency
() Labour ward
(© Obsteric ward
(O Whole environment

6
68
24

4
24
30
10
36

40
12
13

19

6
229
42
"
34
63
1"
64

182
81
12
25

153
55
66
32
40

30
1"

10
75
17
29

21

6 Nov 2017 at 21:55
15 Mar 2018 at 13:46
6 Nov 2017 at 20:19
23 Nov 2017 at 21....
6 Nov 2017 at 22:49
23 Nov 2017 at 19:...
6 Nov 2017 at 21:47
6 Nov 2017 at 21:35
23 Nov 2017 at 21....
3 Dec 2017 at 21:57
19 Mar 2018 at 16:31
23 Nov 2017 at 13....
23 Nov 2017 at 19:....
6 Nov 2017 at 21:56
6 Nov 2017 at 17:27
6 Nov 2017 at 21:32
14 Dec 2017 at 09....
19 Mar 2018 at 16:28
6 Nov 2017 at 18:04
6 Nov 2017 at 19:09
28 Dec 2017 at 20:...
15 Mar 2018 at 13:31
7 Nov 2017 at 10:07
6 Nov 2017 at 17:22
6 Nov 2017 at 22:24
16 Feb 2018 at 18:09
20 Mar 2018 at 13....
6 Nov 2017 at 17:56
20 Mar 2018 at 1413
23 Nov 2017 at 19:...
23 Nov 2017 at 19:...
24 Nov 2017 at 11:36
20 Mar 2018 at 13....
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Appendix 11: Fieldwork approval

g4 University
&y Of
&0 Sheffield,

Downloaded: 05/01/2017
Approved: 04/01/2017

Habiba Saddiq

Registration number: 150211840

School of Health and Related Research
Programme: School of health and related research

Dear Habiba

PROJECT TITLE: The role of organisational factors in maternity care adverse events: a case study of a
Nigerian tertiary hospital.
APPLICATION: Reference Number 011694

On behalf of the University ethics reviewers who reviewed your project, | am pleased to inform you that on
04/01/2017 the above-named project was approved on ethics grounds, on the basis that you will adhere to
the following documentation that you submitted for ethics review:

o University research ethics application form 011694 (dated 13/12/2016).
¢ Participant information sheet 1024605 version 7 (13/12/2016).

o Participant information sheet 1024604 version 2 (06/11/2016).

o Participant information sheet 1024476 version 2 (02/11/2016).

¢ Participant consent form 1024477 version § (12/12/2016).

If during the course of the project you need to deviate significantly from the above-approved documentation

please inform me since written approval will be required.

Yours sincerely

Jennifer Burr
Ethics Administrator
School of Health and Related Research
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el

IL' ' m
1K

|

NHRECRS02013 13"
Out Rt il

Habiba Aminu Saddiq

Department of School of Health and Related Research,
University of Sheflield.

United Kingdom.

Ethical Clearance

| am directed to inform you that your application and proposal Titled: ‘THE ROLE OF
ORGANISATIONAL FACTORS IN MATERNITY CARE: a CASESTUDY OF A
NIGERIAN TERTIARY HOSPITAL. Submitied to the Hospital Research and Ethics
Committee, have been duely reviewed and approved.

The Committee will like to know the progress of your research work periodically please.

On behalf of the committee, I wish you a successful execution.

Thank you,

¢

Secretary R&EC,

Note: all identifiable information were removed from this document for confidentiality reasons.
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Appendix 12: Poster

A RESEARCH STUDY

TO UNDERSTAND THE
GARE PROVIDED T0O
WOMEN IN CHILDBIRTH
IS BEING CARRIED OUT

LABOUR AND
OBSTETRICT WARDS

WHEN
2011

For2-3 days per week

BY

Mrs. Hahiba Saddig - PhD student - University of Shettield

=l The
'F !‘ University
e Of
e Shefileld.

PATIENTS /
RELATIVES

You may be asked if it is
Dk ay bor me b0 DRISETVE paur
care while in ihese wards
2% pann of e research

stuy.

The focus is o ohserve the
activities surrounding the
care provided to you b
none of your inbormation
such as name or clinical
mabes will e taken.

STAFF

You may sec me on the
ward shadowing siadf as
they provide patiem care.

You may be approached vo
25K il you wWomld ke bo take
Iart i an inenbew.

NOTE
W you do not wish me 1o
DUISETVE POUT CATE OF ACHYIM,
pease inform me,  pour
attending  staf, or  wanl
MAnager

For patients, your decision

Will  NOT affect yomr
[reatment at all
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Appendix 13: Flyer

Who am [

My name is Habibz Saddig,

Tam 2 PhD sesearch student at the University
of Sheffield.

As 1 repitered murse/ midwife, T bad
previously worked i hospitals providing
patient care and taupht nussing and mudwifery
students in Nigeria

University
Ty r“"’)’\ Of
o Sheffield.

What wil | be doing®

You will be sezing me in the Gynecology
emergency, Obstetrics and Labour wards
observing/shadowing some of the staff a5
they go about their normal daily patient care
activities from drd Apedl 2017 to 30th June
2007.

Tmay be asking you a few questions in order
to understand the way things are done in yout
hospital

Tmay also ask you to participate in an

interview study, which is also part of this
research.

Who will be involved?

Any healtheare professionsl mvolved in
providing care to women dusing childbirth,

What do [ want from
you?

Your voluntary participation by allowing me
to observe your actiities and iterview you.

None of your personal information will be
taken without your consent

What will | do with the
resulfse

The sesults will be included in my final
student project and other publications after
temoving al information related to you of
yout hospital

Ifyou are
interested, contact
me

Mobde : 1234902
Bl hasaddhg] (g
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Appendix 14: Risk assessment for fieldwork.

The
University

Examples of Potential Hazards

Fieldwork Risk Assessment Form

1. Physical and personal 2. Wildlife attacks (e.g. 3. Exposure (e.g. weather 4. Methods-related (e.g. lone | 5. Security (e.g. theft)
safety (e.g. personal bears, monkeys, boars, leading to injury or iliness) working, interviews in
attack, abuse, assault, etc.) private spaces)
getting lost)

6. Accommodation (e.g. 7. Local customs (e.g. 8. Security of data and 9. Economic (e.g. loss of 10. Legal (e.g. specific local
security, emergency religious practices, dress prevention of harm to bank card, theft of cash) laws and customs, alcohol
procedures/fire risk) codes) participants prohibition)

11. Political stability & 12. Transport and vehicular 13. Food and drink (e.qg. 14. lliness, Disease (e.qg. 15. Climate, natural disaster
Terrorism (protests, civil (e.g. local driving safety of local water, malaria, rabies, other (e.g. earthquakes,
unrest, terrorist activities) conditions, excessive allergic reactions from air infectious diseases) tsunami)

driving hours, road- or food, food poisoning)
worthiness of vehicles,

remote or hazardous

terrain, check validity of

licence & insurance)

16. Naturally occurring poisons | 17. Working in an isolated 18. Terrain (slips, trips and 19. Allergies (allergic
(e.g. snakes, spiders, area (problem in falls) reactions causing
plants etc.) summoning help when in discomfort and in severe

difficulty) cases anaphylactic shock

Date of planned fieldwork: Start: 03/04/2017 Finish:30/06/2017

Name of supervisor: Dr Rachel O’Hara and Dr Susan Baxter

Short summary of fieldwork: The study is looking at the role of organisational factors in maternity care adverse events. It includes shadowing the activities of staff who

provide care to women in childbirth, examining working documents and interviews with the staff and other key managers.
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Instructions for assessing the risks

1) Complete column 1 by listing specific hazards foreseen for your activity. The above examples should be considered, but please note, this is not an exhaustive list and there could

be other risks that are more relevant to your planned work or location which need to be considered.

2) List the potential outcomes of the hazards you have identified in column 1.

3) Using the risk matrix below, give each identified hazard a score between 0 — 3.

4)  Add up your initial risk level and discuss this with your Supervisor

5) If the risk has been identified as ‘high’, complete column 4 detailing the control measures you will put in place to reduce the risk to an acceptable level

6) Complete column 5 giving each activity a score of 0 — 3 taking into consideration the control measures you have put in place

7) Again discuss this with your Supervisor

Column 1: Hazard

(Detail specific hazards

Column 2: Potential consequences

(Detail potential outcomes of hazards)

Column 3: Initial Risk

Level (insert numerical

Column 4: Minimise risk by: (What control measures

will you take to reduce the level of risk?)

Column 5

hospital.

research environment (hospital) is
generally safe but outside the hospital
may be of potential safety risk. This is
because, Nigeria is generally not a
completely safe country as there had
been reports in the media of people
been attacked in the process of robbing
them of their valuables. The recent
insurgency that affects the country’s
North Eastern part including the hospital
community has also seen a few cases
of peoples’ kidnappings for ransom and
bombings particularly in public places

like transport stations and markets.

environment. Thus the interview part of the data
collection that requires the researcher to be in
an isolated place with one person will be strictly
conducted in an office within the hospital
environment at least during working hours

(8am-5pm).

»  Being a native of the country, the researcher is
aware of the areas and hours that could pose
potential risk to her personal safety. Therefore,

the following measures will be adopted:

e  The researcher is going to live in a flat within a
family friend’s compound. The family is known
to be of a good reputation and the house is

regarded by the researcher as generally safe.

foreseen for this activity) value 0-3) Residual risk
(Severity/Harm)

1. Physical and Personal attack from thieves, 2 »  The researcher will avoid meeting with people | 1(2)

personal safety kidnappers or insurgents: The met in the hospital at places outside the hospital

between home and Risk score=2
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An arrangement will be made with a cab driver
known to the host family. This person will be
dropping and picking the researcher from the

field or any other place within the town.

As much as possible, movement will be
restricted between home and hospital with
avoidance of known places of potential danger
such as markets. « The researcher will keep
movement to and from the hospital to safer

hours (7am -7pm).

In line with a lone working policies the
researcher has identified a member of the host
family (Name hidden), with whom she will be in
communication and will be informed when she
leaves and arrive home or hospital safely.
Since the journey to the hospital from home is
about 10 minutes, the cab driver will be
contacted by “Name hidden” if she did not hear
from the researcher after one hour of leaving
home or hospital. Additionally, she will call the
ward (if phone is available) in case she could
not reach the driver. The researcher’s husband
who lives in Sheffield will be in communication
daily with her, thus will also be aware of her

movements.

» Note — The researcher will be consulting
with the supervisor(s) regarding any other

safety issue that may arise
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2. Economic loss.

Theft of bank card, cash or laptop:

Stealing and robbery are common in all

»  Sufficient sum of money for living

expenses will be kept in the researcher’s

(1)

parts of Nigeria. The most targeted local bank account. Rick score=1
items are cash, bank cards and other
valuables like laptops, that could be > Cash and bank card will be kept away
easily sold. from peoples’ eyes by keeping them in a
purse and then into a cross-body bag that
will be kept with the researcher outside
home.
»  Laptop will be kept at home in a safe
place or in the researcher’'s handbag
when necessary.
3. Transport and Road traffic accidents: Accidents, Highway travels will be restricted to a few 1(2)
vehicular. particularly on the Nigerian highways essential family visits.
Risk score=2

are common. This is generally due to
lack of good road, poorly maintained
vehicles as well as poor driving attitude
of the drivers such as over speeding

and dangerous driving.

The researcher will use her discretion to

decide whether a public vehicle looks okay to

travel in.

When travelling and the driver appear to be

driving dangerously, the researcher will call his

attention.

Travel insurance will be obtained. This will be

helpful in case of hazard number 4 & 5.
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4. lliness

Malaria fever: Nigeria is known to be
among the countries affected by this

mosquito carrying disease

Before leaving for data collection, the
researcher will have an appointment with a
travel nurse for advice. All prophylaxes given
will be taken as prescribed. Also, advices

given will be adhered to.

As much as possible, doors will be kept

closed and bed nets will be used while in bed.

Insect repellent will be used to prevent getting
mosquito bites at night times while not in bed

or during night fieldwork times.

Doctor will be seen as soon as the researcher

feels unwell.

Risk score=2

1(2)

5. Food and drink

poisoning

Typhoid fever, diarrhoea or cholera:

These are illnesses known to be
contracted from eating contaminated
food and water and are common in

Nigeria

As much as possible, meals will be cooked
from home and where necessary,
recommended good places will be used when

eating out.

Roadside food vendors will be avoided.

Drinking water will be restricted to a bottled
water, which is generally potable and readily

available.

12)

Risk score =2
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Declaration

In submitting this form, | acknowledge that I:

1. Have completed the risk assessment to the best of my knowledge.

2. Have been provided with appropriate safety information and instruction for the fieldwork by my first supervisor.

3. Have read and will take account of the guidance above and in ‘The Management of Health and Safety on Fieldwork and Other Off-campus Activities Policy and
Guidance.’(https://hs.shef.ac.uk/attachments/333?updated=1476266384)

Student Name: Habiba Aminu ..............cooviiinnn. Signed

Supervisor Name: Dr Rachel O'Hara...............cc.oeeeinnen. Signed
Date: 06/03/2017

K Enove

*Immunization/Vaccination.

Immunization against tetanus is recommended for all persons working in rural environments and is particularly important for those performing manual tasks in contact with soil, animals
or if the fieldwork or other off-campus activities could result in exposure to certain pathogenic organisms. The University’s Occupational Health Service can offer advice and provide a
vaccination programme for staff.

Students should make similar immunisation arrangements through their GP.

Appendix

Risk Matrix

Guide to Risk Level Rating

For each risk identified in your initial risk assessment (each row in the table on page 10) plot a score using the matrix below, which multiplies severity by probability. Any score of 3 or

more must entail further control measures to be put in place or even cancellation of the activity as per the final risk rating chart below.

Risk Score SEVERITY OF HARM (S)
=SxP Very Minor = 0 Minor = 1 Serious =2 Fatal =3
57T Very Unlikely 0 0 0 0
N =0
9 Unlikely 0 1 2 3
5 !
= Possible = 2 0 2 4
_|
=< Likely =3 0 3

Final Risk Rating

§
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Medium (M) 3-5 Lesser priority risk should be assessed to see if further control measures can be applied to reduce to low risk.
Low (L) 0-2 No further action is required.
L 0-2 No further action is required.
L 0-1 No further action is required.
L 0-2 No further action is required.
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