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Problem In Zimbabwe, many health facilities are not able to manage serious obstetric complications. Staff most commonly identified
inadequate training as the greatest barrier to preventing avoidable maternal deaths.

Approach \We established an onsite obstetric emergencies training programme for maternity staff in the Mpilo Central Hospital. We trained
12 local staff to become trainers and provided them with the equipment and resources needed for the course. The trainers held one-day
courses for 299 staff at the hospital.

Local setting Maternal mortality in Zimbabwe has increased from 555 to 960 per 100 000 pregnant women from 2006 to 2011 and 47%
of the deaths are believed to be avoidable. Most obstetric emergencies trainings are held off-site, away from the clinical area, for a limited
number of staff.

Relevant changes Following an in-hospital train-the-trainers course, 90% (138/153) of maternity staff were trained locally within the first
year, with 299 hospital staff trained to date. Local system changes included: the introduction of a labour ward board, emergency boxes,
colour-coded early warning observation charts and a maternity dashboard. In this hospital, these changes have been associated with a
34% reduction in hospital maternal mortality from 67 maternal deaths per 9078 births (0.74%) in 2011 compared with 48 maternal deaths
per 9884 births (0.49%) in 2014.

Lessons learnt Introducing obstetric emergencies training and tools was feasible onsite, improved clinical practice, was sustained by local
staff and associated with improved clinical outcomes. Further work to study the implementation and effect of this intervention at scale is
required.

Abstracts in S H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Improving maternity care is a global priority, yet many health
facilities in low-income countries are not able to manage ob-
stetric complications adequately.’ Staff most commonly identi-
fied inadequate training as the greatest barrier to preventing
avoidable maternal deaths. Training for obstetric emergencies
may be part of the solution, but is not always effective: some
training programmes either did not have a clinical effect or
were associated with increases in perinatal morbidity. In low-
income countries, some studies have reported an increase in
knowledge or skills after training, but failed to demonstrate
improved clinical outcomes,>* while other interventions failed
to demonstrate improved skills.*

In high-income countries, effective obstetric emergency
training is conducted within the clinical setting, involves a high
proportion of relevant staff and implements practice-based
tools such as emergency equipment boxes.’

In Zimbabwe, a programme of three-day off-site obstetric
emergencies training was introduced in 2006.° These courses
were mainly attended by senior staff, with junior midwives and
doctors, who provide most clinical care, unable to attend due
to lack of alternative clinical cover. Staff considered that this

training had not significantly improved clinical care. In 2011
a local maternal mortality review meeting at Mpilo Central
Hospital recommended that all maternity staff should receive
obstetric emergencies training.

Local setting

Maternal mortality in Zimbabwe has increased from 555 to
960 per 100000 live births from 2006 to 2011 and a national
review of maternal deaths deemed that 47% of maternal deaths
were avoidable.”

Mpilo Central Hospital is a public, tertiary referral
hospital in Zimbabwe’s second largest city, Bulawayo. Mpilo
Central Hospital manages approximately 10000 births per
year and provides all of the services defined by the World
Health Organization’s (WHO’s) comprehensive emergency
obstetric care services. These include administering antibiotics,
uterotonic drugs (oxytocin) and anticonvulsants (magnesium
sulfate); manual removal of the placenta, removal of retained
products following miscarriage or abortion, assisted vaginal
delivery, caesarean sections, safe blood transfusion, basic
neonatal resuscitation and provision of care to sick and low-
birth-weight newborns.*
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Multiprofessional training

Practical Obstetric Multi-Profession-
al Training (PROMPT; http://www.
promptmaternity.org) is a programme
developed by midwives, obstetricians
and anaesthetists that comprises: (i) an
evidence-based skills development and
training course; (ii) teamwork training
incorporated in the clinical training;
and (iii) a collection of tested local tools,
checklists and local standardization
techniques.

PROMPT emphasizes clinical prac-
tice over theory, with simulation in local
clinical settings using practice based
tools to help with correct decision-
making during emergencies.

The implementation of PROMPT
in the United Kingdom of Great Brit-
ain and Northern Ireland was reported
to have improved knowledge,” team-
work'® and clinical management in both
simulation'® and clinical practice.'""
Following the introduction of training,
outcomes improved. Neonatal shoulder
dystocia was reduced from 30/324 deliv-
eries (9.3%) to 6/262 (2.3%) and hypoxic
ischaemic encephalopathy decreased
from 27.3 to 13.6 per 10000 births."
Improved outcomes after training were
plausible, consistent and sustained."
PROMPT has also been associated with
improved perinatal outcomes in pilot
sites in Australia'* and the United States
of America.”

In November 2011, PROMPT train-
ing was introduced to Mpilo Central
Hospital: First, a three-day train-the-
trainers programme was held. The
training was given by a team of seven
staff from the United Kingdom (two
midwives, three obstetricians, a pae-
diatrician and an anaesthetist), three
of whom were Zimbabwean. Twelve
local staff (two midwifery matrons, four
labour-ward midwives, two consultant
obstetricians, two middle-grade obste-
tricians, a consultant paediatrician and
a consultant anaesthetist) attended the
programme to become trainers.

On day one, the team ran a dem-
onstration of the PROMPT course. On
day two, the 12 local staft were trained to
deliver alocal PROMPT course; working
through lectures, running simulations
on the labour ward and discussing the
practicalities of local administration
and implementation. On day three
the local trained staff delivered an in-
hospital PROMPT course attended by
15 other local staff. Local staff trainers

348

and participants did not receive per
diem payments.

The trainers were provided with the
equipment and resources required to
run training within their institution in-
cluding trainer’s manuals, course manu-
als, and a digital versatile disc containing
annotated presentations, videos, course
timetables, evaluation sheets and certifi-
cates, together with two mannequins.
One mannequin was used to teach the
management of shoulder dystocia and
vaginal breech birth (PROMPT birth
trainer, Limbs and Things Ltd, Bristol,
United Kingdom), and another to teach
neonatal resuscitation - NeoNatalie
(Laerdal Ltd, Stavanger, Norway).

Outcome of PROMPT

Before the PROMPT course, only 31
(20%) staft of the 153 maternity staff at
Mpilo Central Hospital had been to any
relevant training; 26 of them had received
their training off-site and just 11 staff had
received any obstetric emergency train-
ing in the preceding 12 months.

PROMPT trained between 18 and
28 staff per one-day training course,
with a total of 299 hospital staff trained.
Within the first 12 months of training,
138/153 (90%) of staff who worked
within the maternity unit had attended a
PROMPT course. Midwives, midwifery
tutors, nurses, laboratory technicians,
pharmacists, junior doctors, obstetri-
cians, paediatricians, anaesthetists and
family doctors attended the training.

PROMPT appears to have empow-
ered the staff to make local changes;
improving self-reported teamwork and
local interprofessional culture. Staff
reported more confidence in their man-
agement of emergencies and a percep-
tion that emergency management has
improved overall.

Following the train-the-trainers
course, staff developed their own emer-
gency boxes for the management of ec-
lampsia and postpartum haemorrhage,
based on those they used during simu-
lated emergencies. Each box contains
the equipment required to manage the
first 10 minutes of the emergency with
evidence-based management protocols.
Boxes are kept at the nurse’s station and
have been integrated into practice; their
use is discussed at staff handovers and
a member of staff is assigned to ensure
the box is restocked after use. Maternity
staff designed and implemented their
own labour board containing informa-
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tion on labour progress, risk factors,
actions required, and the staff member
responsible for care, enabling staff to
have an overview of all the patients on
the labour ward.

To identify women at risk of com-
plications, colour-coded early warning
score charts were introduced. After the
score charts were introduced, appro-
priate action in response to abnormal
observations (e.g. starting antihyperten-
sives or antibiotics) had increased from
1/24 (4%) to 11/15 (73%).'°

Clinical outcomes

Local monitoring of clinical outcomes is
a key part of improving care quality and
assessing the effect of training initiatives.
In parallel with the implementation of
PROMPT training, a monthly maternity
dashboard of key clinical indicators has
been introduced. Details of the mater-
nity dashboard have been published."”
PROMPT training has been associ-
ated with a 34% reduction in maternal
mortality at Mpilo Central Hospital
from 67 maternal deaths per 9078 live
births (0.74%) in 2011 compared with
48 maternal deaths per 9884 live births
(0.49%) in 2014.

Dissemination of training

Staft developed significant expertise in
the adaptation of PROMPT training
and tools to the Zimbabwean setting.
Presentations of their experiences led
to a demand for PROMPT training from
other health facilities in Zimbabwe. To
meet this demand, PROMPT training is
being done in other facilities by volun-
teer staff from Mpilo Central Hospital
with the support of the PROMPT Ma-
ternity Foundation. This work will help
to define whether similar improvements
can be implemented in smaller, rural
health centres.

Challenges and solutions

Implementing onsite obstetric emergen-
cies training is challenging, especially
in low-resource settings. Releasing staff
from clinical work to attend or facilitate
training can be difficult. Some staff
expected additional payment to at-
tend training, as most off-site training
courses provide this."® The involvement
of Zimbabwean expatriates from the
United Kingdom and New Zealand,
who had a detailed understanding of
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Box 1.Summary of main lessons learnt

In low-resource settings, onsite training for obstetric emergencies is feasible.
Practical training with quality improvement tools improves clinical practice and can be

sustained by local staff.

Success of training depends upon release of staff from clinical duties, use of practical
simulation exercises in the local setting, leadership by experienced health professionals
and monitoring of local outcomes to stimulate improvement.

health care training in both Zimbabwe
and high-resource settings, was crucial
in mitigating many issues encountered
during the implementation of this train-
ing programme. Executive level support
was also essential: the hospital executive
mandated the participation of all mater-
nity staff and this ensured that staff were
released to attend training.

To maintain a sufficient faculty of
trainers, six more midwives who dem-
onstrated skill and enthusiasm during
their attendance at a PROMPT course
have been recruited as trainers by the
local team.

Costs

The total cost of providing training ma-
terials was 6000 United States dollars.
The three most expensive items were
a PROMPT birth trainer, a NeoNatalie
and a laptop computer. This equipment
has formed the basis of the hospital’s
maternity training department and is
also used for other training initiatives.

Once training has been established,
the on-going costs of training are low.
Training staff on-site eliminates travel,
accommodation and hotel venue hire
costs. A policy of no per diem payments

has also reduced the cost of training.
In addition, it may help to reverse a
culture where training has become an
opportunity to supplement income,
rather than an opportunity to develop
and disseminate professional skills."*

Conclusion

PROMPT training has acted as a driver
for quality improvement; improved
the knowledge and skills of staff; self-
reported team working and interprofes-
sional culture and provided a place for
staff to improve local systems (Box 1).
The continuous monitoring and local
reporting of clinical outcomes has also
reinforced positive changes. Includ-
ing local outcome data in the training
helped to reframe the deaths of mothers
and babies as everyone’s problem.

It is unlikely that the training
alone was responsible for the observed
improvements in clinical outcomes.
The success of the intervention is more
likely to be a combination of factors,
with the training being used as vehicle
to introduce an improved professional
culture and to trial and revise quality
improvement tools. The use of these
tools in clinical practice makes it easier

Lessons from the field

Training for obstetric emergencies in Zimbabwe

for practitioners to do the right thing
and this is a key factor in improving
outcomes.

Training for obstetric emergencies
is feasible in a low-resource setting. It
empowers staff, improves local culture
and can be sustained by local staff. Fur-
ther work to study the implementation
and effect of such interventions at scale
and in different contexts is required. l

Acknowledgements

We thank all those involved in the imple-
mentation of the PROMPT training in
Zimbabwe. Joanna Crofts is also affili-
ated with the Department of Obstetrics
and Gynaecology, Southmead Hospital,
Bristol, England.

Funding: This project was funded through
the Health Partnership Scheme linking
North Bristol NHS Trust in the United
Kingdom with Mpilo Central Hospital
in Zimbabwe. The Health Partnership is
funded by the United Kingdom Depart-
ment for International Development and
managed by the Tropical Health & Edu-
cation Trust. This project also received
funding from the Laerdal Acute Medical
Foundation.

Competing interests: Tim Draycott is a
trustee, and Joanna Crofts and Thabani
Sibanda are members, of the PROMPT
Maternity Foundation. They do not
receive any financial reward for their
involvement in this charity. Abi Merriel
is part funded by Ammalife.

e

b & 85Ul ) g1 Yol L ol 5 SN 5L 13 441§ gl

Mdu\lﬁw\uﬁ(153/138) 90/.;,.’)& AR~
L;b).u wu 299 d.buw ‘Jﬂ\ (,wt qu;u,n
)\.,\.DU 4J2>>U.\ uUa.Bj cLSJ\).la.U u‘),&j cJJ)J‘
e & oYl oV dmle i 4 Ol YL e 5 ubJS,l\
JV\ML;H/M&L;»ULJNUM@)\ (sl
L}.ﬁu‘.@.««)&!ob;d‘o— 67 ;¢ M\duL@AY\uU)
sy V- 48 e &5,l20 20717 ple 3(0.747) 35Y, 9078
.2014(&@(0.4;9'/.)33'9}9884&&3&@5’\5
oYU J& W)J.J‘j ub)&\ V.w\.s.? oS salaxldl U“UJ"U‘
ORI U RWER sl Wy o fU J Ce &,Uall 4ad )
b)\}‘M‘WL&”WBJL&‘MC&‘}(QjH‘

O)\.)‘LS}JLA)L}M\&‘}“JAJ\JM‘&)JMM‘
TG ol sl B BV 5 bl lisliall
oyd).l,&l‘}w(;fsv\ w\@g,q).u\‘dﬁd\uv&\
Mp110 GL.IMJJ)J‘ u«.l.nb-.U &, )l mJJj,J\
[oesde | gmennd UWUs '>’».»Lp 12 ool Led g S
e O AJJ.A.UM))U\J)\}LUQ\M\v.ib;@jjcub).)w
M‘JWL&‘«299Jwb‘jryo.ﬂubjéd‘y).ﬂ.\
555wéﬁp,¢uwv\ugjdw>\,wwl “\,.U
QgLAJ.a\_,J-\Q\W\OA1OOOOOJ§JBBJSJL> 960&!
Sy OIS b Ml e 477,01 Aiiai 5 <2011 1] 2006 ol 4o
C)bm)w\ MJJ)J\ oYU uL.:)JuV.EMJj&CA PR
L;J.Aw\uﬁsj.lﬁbwcmjgr‘)\%“up‘Mc 5 L
J:'—\) L} uﬁ.g).ﬂ.\ g.,._g).LJ 8595 dmo Ao «ld A.J‘JC%J‘

Bull World Health Organ 2015;93:347-351 I doi: http://dx.doi.org/10.2471/BLT.14.145532 349



Lessons from the field
Training for obstetric emergencies in Zimbabwe

Joanna F Crofts et al.

mE

MEBHFERJISEE. BT IinEil

E)RE EEA RN S BT T AR E
B RE. EHARERIAN, ZET 8 %%~ d
RT-H W, B R E R AW ER,

Fik BATEZITZ .8 E i (Mpilo Central Hospital) %
FREFARKILT FHEALAGEINTE., RI1E
12 4 SHE S A R Y ENIF, 1R E%
R FRRETIR, BINFEZERY 299 4 &4
ARERT R — R RAETE,

LIRS A 2006 £ 2] 2011 4F, 7 EA FHNE T ER
TELNE 10 FAFEF 555 Bl EARE 10 F4F
A 960 fl, - 47% By TR BAN & T UL G,
SZHFERAVEIFEEATH#HAT, TFIFRKKH,
HEZFEINHEFARBER R,

AR £ E ey IFEIREREZ R 90%
(138/153) W R EHSAREE —FARMEZL T
W, EABENT 299 4EHFAR. YHEARLET
PT&E : 5l AER. A4, FHRERE
AR RS, ERERT, MEXLEKEH
AT, B 2011 S 4 9078 Bl i T & & 67 Bl F
PR HEIKE 2014 £ 84 9884 Bl i K 4 48 9| %
FERT, ZFEERTRERT 34%.,

ZIHIN EAFGF|H R EYREI T EZTN
KETEERLE, BUHESARFEHRLT, HHE
KEWERERME X, EACEAN#—FHEIMHT
TR By 52 Fr 2k R R T o

Résumé

Zimbabwe : formation locale aux urgences obstétricales pour les médecins, sages-femmes et infirmiers

Probleme Au Zimbabwe, de nombreux établissements de santé ne
sont pas en mesure de gérer les complications obstétricales graves.
Selon les personnels de santé, c'est une formation inadaptée qui est le
plus souvent identifiée comme le principal obstacle pour prévenir les
décés maternels évitables.

Approche Nous avons concu un programme local de formation aux
urgences obstétricales, destiné au personnel de la maternité de I'Hopital
Central Mpilo. Nous avons formé 12 membres du personnel local pour
assumer le role de formateurs et nous leur avons fournitout le matériel et
les ressources nécessaires pour organiser des formations. Ces formateurs
ont dispensé des cours de formation d'une journée a 299 membres du
personnel de I'hopital.

Environnement local Au Zimbabwe, entre 2006 et 2011, la mortalité
maternelle est passée de 555 a 960 décés pour 100 000 femmes
enceintes. 47 % de ces déces sont considérés comme évitables. Pour la
plupart, les cours de formation aux urgences obstétricales sont dispensés
en externe, hors de Iétablissement de santé, et ils ne concernent qu'un
nombre limité de membres du personnel.

Changements significatifs Consécutivement au cours de formation

des formateurs organisé au sein méme de I'hopital, 90 % du personnel
de la maternité (138 personnes sur 153) a été formé localement, dés la
premiere année, et a ce jour, 299 membres du personnel de I'hopital
ont été formés. Parmi les changements constatés localement, nous
pouvons citer lintroduction de divers outils : tableau de planification
pour les salles de travail, kits d'urgences, tableaux d'observation et
d‘alerte anticipée avec code couleur et tableau de bord de la maternité.
Dans cet hopital, ces changements ont permis une baisse de 34 % de
la mortalité maternelle hospitaliére : de 67 déces maternels pour 9 078
naissances (0,74 %) en 2011, I'hopital est passé a 48 déces maternels
pour 9 884 naissances (0,49 %) en 2014.

Lecons tirées Lintroduction de cette formation aux urgences
obstétricales et de divers outils a pu étre mise en pratique sur le terrain,
elle a permis d'améliorer les pratiques cliniques, elle a été soutenue
par le personnel local et elle a conduit a une amélioration des résultats
cliniques. Des travaux complémentaires doivent aujourd’hui étre menés
pour étudier la mise en ceuvre et les effets de ce programme a d'autres
échelles.

Pestome

CTa)KI/IPOBKa anAa Bpaqe|7|, aKylepoK n meancecrtep B otaeneHnun HeOT/I0XKHOM aKyluepCKOﬁ nomoluyn,

3umbabBe

Mpobnema B 3nmbabse MHOrVie MeAVLMHCKME YUpexaeHua He
MOTYT CNPABUTLCA C CEPbE3HBIMM aKYLLIEPCKAMMN OCTIOKHEHNUAMN.
B 6onbWMHCTBE ClyyaeB NpenaTcTBMEM ANa NpeaoTBpalleHus
YCTPAHNUMOWM MAaTePUHCKOW CMEPTHOCTM NepCcoOHan Ha3bliBan
HeOCTAaTOYHYIO MOArOTOBKY.

Mogxop B LeHTpanbHoM 6onbHKULE Mnuno Gbina opraHv3oBaHa
nporpaMMa MOArOTOBKM MO OKa3aHWMIO HEOTIIOKHOW aKyLLepCKOw
NOMOLWW ANA COTPYAHMKOB POAMIBHOIO OTAENEHMSA, NPOBOAMMAA
HEeNOCPeACTBEHHO Ha TeppuTopumn yupexaeHua. B pamkax
nporpamvbl 6b110 00yUYeHO 12 MeCTHbIX COTPYAHWKOB, KOTOPble B
pe3yneTaTte camv MoAyUUv KeanndrKaLumio MHCTpyKTopa. Vim 6eino
npefocTaBneHo obopyaoBaHMe 1 pecypchl, Heobxoanmble AnA
CaMOCTOATENBHOIO MPOBEAEHWA Kypca NOArOTOBKM. VIHCTPYKTOPbI
NpOoBeNN OAHOAHEBHbIE KypChl ANA 299 COTPYAHNKOB GONBHULII.
MecTHble ycnoBua MateprHckan cMepTHOCTb B 3MMbabae BO3pocna
€ 555 00 960 cnyyaes Ha 100 000 6epemeHHbIX EHLMH B NMeprof

€ 2006 no 2011 r,, npv 3TOM cumTaeTca, uto 47 % cmepTen MOXHO
66110 Obl M36exaTb. BONLIWMHCTBO TPEHWHIOB MO OKa3aHuio
HEOTNOXHOW aKyllepCKoW nomowu BblesfHble. OHM NPOBOAATCA
3a npeaenamvt 6oNbHUL 1A OrPaHNUeHHOro Y1cia COTPYAHNKOB.
OcyuiecTB/ieHHble MepeMeHbl [loce npoBefeHnA TPeHNHra
ANA NHCTPYKTOPOB B OOMbHYMLE B TeyeHne nepsoro rofa 90 %
nepcoHana (138 n3 153 COTPYAHMKOB) POAUIIBHOIO OTAENEHWA
MPOLLNYM KyPC Ha MeCTax. B HaCTOAWMIA MOMEHT 3TOT KypC 00y4eHws
npownu 299 coTpyaHNKOB. VI3MeHeHnA MeCTHOW CUCTeMbl
BKJIOYaNM BBefleHVe A0CKN C HGOopMaLven No poannbHo nanare,
anTeyek 4N1A OKa3aHWA HEOTIIOKHOM MOMOLLM, LIBETHBIX AMarpamm
HabniofeHVA 1 paHHEero NpeaynpexaeHns, a Takke KOHTPOMbHbIX
KapT bepemeHHOCTU. B paccmaTprBaemoit 60mbHULE M3MEHEHNA
NPUBENN K YMEHbLIEHWIO MaTEPUHCKOM CMEPTHOCTU Ha 34 %: B
2011 r. Habmopanock 67 cmepTeit Ha 9078 ponos (0,74 %),aB 2014 .
KONMUYeCTBO CMepTel COKpaTIoch 0 48 Ha 9884 (0,49 %).
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BbiBOAbl BBegeHne Kypcos obyueHns v npefocTaBrieHue
VIHCTPYMEHTOB [/19 OKa3aHUsA HEOTNIOKHOW aKylepCKOW MOMOLLM
0Ka3anncChb OCYLECTBUMBIMA HA TEPPUTOPUN YUPEXaAeHUA,
NOMOXMTENIBHO CKA3aNUCb Ha KIMHWUYECKOM NpakTuike, 6biin
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Training for obstetric emergencies in Zimbabwe

noanepKaHbl MECTHbIMY COTPYAHMKAMM 1 NPUBENN K YIyULIEHWIO
KIMHNYECKNX UCXOA0B. Heobxoammbl ganbHenLve nccnefosaHns
peanu3auumn 1 NoCneaCcTBIN TakMX MePONPYIATYIN B GONee LIMPOKOM
mMacLuTtabe.

Resumen

Formacion in situ de médicos, parteras y enfermeras en emergencias obstétricas, Zimbabwe

Situacion En Zimbabwe, muchos centros de salud no pueden gestionar
las complicaciones obstétricas graves. Segun el personal, la formacion
inadecuada es el mayor obstdculo para la prevencién de muertes
maternas evitables.

Enfoque Se establecid un programa de formacién en emergencias
obstétricas in situ para personal de maternidad en el Hospital Central de
Mpilo. Se formd a 12 miembros del personal local para convertirlos en
instructoresy se les proporciond el equipo y los recursos necesarios para
el curso. Los instructores realizaron cursos de un dia para 299 miembros
del personal del hospital.

Marco regional La mortalidad materna en Zimbabwe ha aumentado
de 555 a 960 por 100.000 mujeres embarazadas de 2006 a 2011 y se
cree que el 47% de las muertes son evitables. La mayoria de formaciones
en emergencias obstétricas tienen lugar fuera del emplazamiento, lejos
de la zona clinica, para un nimero limitado de miembros del personal.

Cambios importantes Tras un curso para formar a los instructores
realizado en el hospital, se formé localmente al 90% (138/153) del
personal de maternidad durante el primer afio, con 299 trabajadores
del hospital formados hasta la fecha. Los cambios en el sistema local
incluyeron: la introduccién de una cama en la sala de partos, cajas de
emergencia, historiales de observacién de alerta temprana con codigos
de colory un panel de maternidad. En este hospital, estos cambios se han
relacionado con una reduccion del 34% en la mortalidad materna en el
hospital, de 67 muertes maternas por 9.078 nacimientos (0,74%) en 2011
se pasd a 48 muertes maternas por 9.884 nacimientos (0,49%) en 2014.
Lecciones aprendidas La introduccion de herramientas y formacién
en emergencias obstétricas fue posible in situ, mejord la practica clinica,
recibié el apoyo del personal local y se relaciond con resultados clinicos
mejorados. Se requiere mds trabajo para estudiar la implementacion y
el efecto de esta intervencién a escala.
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