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Word of welcome

 
 

 

 

A very warm welcome to the IECP for Africa Conference from 
the Sub-Saharan Africa Interprofessional Education Network.  
This is an exciting event on the AfrIPEN calendar, as it provides 
an opportunity to meet and collaborate with colleagues across 
the globe who share an interest in promoting health and well-
being though quality interprofessional education of our health 
students. AfrIPEN has evolved from a small group of initiators 
to a large community of interprofessional collaborators across 
Sub-Saharan Africa (and internationally). This is the second 
AfrIPEN symposium, and it is an honour to be working with 
national and international stakeholders to present this 
conference here in Kenia. May you all enjoy the opportunity to 
share practice and build new networks for the future.  
 
Stefanus Snyman  
 

  

 

It is with great pleasure that the WHO Collaborating Centre for 
the Family of International Classifications (WHO-FIC) for the 
African Region, based at the South African Medical Research 
Council, welcomes all attendees to the 2nd IPECP for Africa 
Conference. 
This conference gives participants the much-needed 
opportunity and platform to network about steps to be taken 
to strengthen coding and classification of data needed to 
improve well-being and strengthen health systems across 
Africa. We hope that everyone will leave with a renewed 
enthusiasm to work together inter-professionally to fulfil the 
SDGs.  
Please accept our best wishes for a productive conference. 
 
Debbie Bradshaw and Lyn Hanmer (Co-Heads, WHO-FIC 
Collaborating Centre, Burden of Disease Research Unit, 
SAMRC)    
 
 
 

  



 

 
 

On behalf of the Board of Directors of Tau Lambda-at-Large 
Chapter, it is our pleasure to extend a warm welcome to all 
delegates to the 2nd Interprofessional Education Symposium 
held in Nairobi, Kenya. The conference is a collaboration 
between the WHO Regional Office for Africa, Africa 
Interprofessional Education Network (AfrIPEN), Sigma Theta 
Tau’s International Tau Lambda at Large Chapter, the WHO-FIC 
Collaborating Centre for the African region and AMREF 
International University – indeed a unique opportunity. The 
theme of the conference provides us with the challenge to 
reflect on how we can collectively as healthcare professionals 
move forward in IPECP. In addition, this event represents a 
tremendous opportunity to network and learn from our 
cherished partners around the world. The programme is rich 
with information related to building an Interprofessional 
Education and Collaborative Practice culture, as well as 
information related to quality improvement initiatives for 
mother and child health care services. We hope that you enjoy 
the conference and that the knowledge garnered will have a 
strong impact on your current practices. 
 
Hester Klopper and Esmeralda Rick 

  
 

 

Welcome to Amref International University (AMIU).   
 
AMIU is an accredited institution of higher learning fully owned 
by Amref Health Africa. Our Vision is to be the leading 
university of excellence in developing transformational health 
leader’s and practitioners who inspire lasting change In Africa. 
 
AMIU is founded on the intellect for AMREF Health Africa which 
has over 60 years of quality innovative health interventions, 
training and education across 30 countries in Africa. 
 
AMIU programmes are informed by the latest thinking and 
most up to date research focusing on equipping health workers 
with skills and knowledge to enable them respond to the 
Universal Health Coverage (UHC) agenda. 
 
Prof Marion Mutugi, EBS 
 
Vice Chancellor 
 

 

  



 

Not your ordinary conference: we are flipping it! 

This will not be an ordinary conference where we sit and listen to lectures and panels. We want to 

make most out of our face-to-face time together by holding discussions, learning from and 

encouraging each other. 

We want to learn from each other what are the implications of our research/projects to make 

Interprofessional Education and Collaborative Practice a cornerstone in building effective systems for 

health, improving the health outcomes of persons and communities, and in solving complex problems. 

So, we will be having a flipped conference. Participants will receive a poster booklet beforehand, 

allowing them to prepare for the various oral and poster sessions. This means that every presenter 

(oral and poster) has to submit an electronic poster beforehand by 19 July 2019. 

After each oral session, the presenters of that session will meet around tables with colleagues, who 

have posters presentations related to the same topic/theme. They will discuss what they can learn 

from each other’s work; and the importance of the various project for taking Interprofessional 

Education and Collaborative Practice forward in Africa. 

To stimulate discussion, presenters will also have the opportunity to ask questions they would like the 

audience to respond to relating to their work. 
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Emergency numbers: 

Corporate security manager -George Mbobua- 0702 121 232- priority 1 

Kenya Police- 999 or 112 or 911 

  



KEYNOTE SPEAKERS 

Dr Prosper Tumusiime 

Acting Director, Health Systems and Services 
Cluster, WHO Regional Office for Africa 

 

Dr Prosper Tumusiime has since August 2018 
been the Acting Director of the Health 
Systems and Services Cluster in the Regional 
Office for Africa Office for WHO, based in 
Brazzaville, Congo. Prior to this he was the 
Team Leader of the Service Delivery Systems 
Unit of the Health Systems and Services 
Cluster in the WHO Regional Office for Africa, 
since August 2016. He had been, for a period 
of 10 years, the Medical Officer, Health 
Policies and Services Delivery and Head of the 
Health Systems Cluster in the Inter-Country 
Support Team for East and Southern Africa in 
World Health Organization, based in Harare, 
Zimbabwe, covering 20 countries. 

He is a medical doctor and completed his studies in Medicine in 1982 at Makerere University, 
Uganda. After obtaining postgraduate training in public health at the School of Public Health, 
Makerere University, Uganda, he practiced in public health as District Medical Officer and later 
joined the Ministry of Local Government in 1987 where he became Director for Rural and Urban 
Health Services.  In 1989, Dr Tumusiime obtained a PhD in Epidemiology and Biostatistics from the 
Case Western Reserve University in Cleveland, Ohio, in 1994. 

He returned to Uganda to serve in the same position in the Ministry of Local Government until 1998 
when he re-joined the Ministry of Health at National level as Assistant Commissioner in charge of 
Planning. He then left the Ministry of Health in Uganda in 2000 to join AMREF as Senior Program 
Development Officer but later in the same year joined the World Health Organization at the 
Regional Office for Africa, where he worked both in Harare and Brazzaville for a period of 6 years as 
the Regional Advisor for District Health Systems until he was redeployed to the Inter-country 
Support Team in Harare, Zimbabwe. 

Dr Tumusiime has had extensive experience in the area of health systems and services at all levels, 
local, national and international. He has worked with Governments and partners in countries in 
development of heath policies, strategies and supported capacity building at sub-national level. His 
work currently focuses on improving health service delivery in the context of Universal Health 
Coverage. 

He is married with four children, one son and three daughters, and three grandchildren. 

 
  



  
Professor Ian Couper 

Director of the Ukwanda Centre for Rural Health 
(CRH) 

 

Since 2016, Dr Ian Couper is Director of the 
Ukwanda Centre for Rural Health (CRH) and 
Professor of Rural Health in the Department 
of Global Health, Faculty of Medicine and 
Health Sciences, Stellenbosch University (SU). 
This follows more than thirteen years at the 
University of the Witwatersrand (Wits), 
Johannesburg, where he was director of the 
Wits Centre for Rural Health, and Head: 
Clinical Unit (Family medicine) in the North 
West Provincial Department of Health. He 
served an extended term as academic head of 
the Wits Department of Family Medicine 
(2009-2015). 

 

Prior to moving to the North West province, he worked at the remote Manguzi Hospital in KwaZulu-
Natal province for 9 years. He was active in the formation of the Rural Doctors Association of 
Southern Africa (RuDASA) in 1997, and chaired the international Working Party on Rural Practice of 
the World Organisation of Family Doctors (Wonca) from 2007 to 2013. 

Under his leadership, Ukwanda CRH is driving innovation, training, collaborative care and research 
in rural health, with the mission of “making a difference to rural health care through empowering 
students, health workers and communities for wellness”.He is also engaged in teaching and 
research in the SU Centre for Health Professions Education. He serves as editor of the African 
section of the international journal Rural and Remote Health and as an associate editor of the 
journal BMC Medical Education, and was an editor of the international Guidebook on Rural Medical 
Education, published in 2014. 

He was a member of the national task team to develop the clinical associate (ClinA) programme in 
South Africa (physician assistants), and led the development of ClinA training at Wits. He has been 
involved in supporting medical education initiatives in a number of African countries, and served as 
a consultant for Capacity Plus to the Medical Education Partnership Initiative (MEPI) in Africa, in the 
field of community-based education, 2012-2015. He was a consultant in the decentralised learning 
programme of the Stellenbosch University Comprehensive Capacity Enhancement through 
Engagement with Districts (SUCCEED) project, 2015-2018. 

He was a member of the expert panel that produced the WHO Global Policy recommendations 
“Increasing access to health workers in remote and rural areas through improved retention” in 2010 
and of the WHO Core Guidelines Group that developed the 2013 Guidelines on “Transforming and 
Scaling up Health Professionals’ Education and Training”. He is currently serving a second term as a 
member of the WHO Guidelines Review Committee (2014-2016, 2017-2019). He has held visiting 
appointments at Monash and Flinders Universities in Australia and the University of Washington in 
the USA. 

He is married to Jacqui, an occupational therapist with a special interest in neurodevelopmental 
therapy and early child development. They have three sons. 

 



Professor Hester Klopper 

Deputy Vice Chancellor for Strategy and 
Internationalisation at US in RSA 

 

Prof Hester C. Klopper BA (Cur); M Cur; PhD, 
MBA, HonsD, FANSA, FAAN, ASSAF) is an 
international academic leader with global 
recognition for her work. She is the Deputy 
Vice Chancellor (Vice-President) for Strategy 
and Internationalisation at Stellenbosch 
University in South Africa, and responsible for 
overall strategy, the institutional research and 
planning division, Corporate Communication, 
as well as the international strategy. In 
addition, she is a Professor in the Department 
of Global Health, Faculty of Medicine and 
Health Sciences. Hester is Past President of 
Sigma (2013-2015) and was the 1st and only 
person outside of North America elected to 
the position of President. 

 

Hester has been committed to development of researchers and overseen the NRF-Funded PLUME 
programme from 2013 to 2017 and mentored 24 post-docs. In addition she has supervised close to 
80 Master and PhD students to completion; has published 80+ peer-reviewed articles; and is the 
Editor-in-Chief of the International Journal of Africa Nursing Sciences. 

Global health has become a focus area of her work over the past decade, and through her visionary 
leadership, the Global Advisory Panel on the future of Nursing and Midwifery (GAPFON) was 
established (convened by Sigma). As of January 2018 Hester has been appointed as the Chairperson 
of GAPFON for a four-year period.Most recently, she was also elected on the Board of Directors of 
the Consortium for Universities in Global Health (CUGH) (2018-2021). Hester is to date the only 
South African inducted into the American Academy of Nursing (FAAN), is a Fellow of the Academy 
of Science of South Africa (ASSAf), and inducted into the International Hall of Fame for Research 
Excellence (Sigma). In 2016, a Doctor of Nursing (Honoris Causa) from Oxford Brookes University 
was conferred recognising her contribution to health science education and research globally. In 
country, she is a Fellow of the Academy of Nursing of South Africa (FANSA), a member of the South 
African Academy for Science and Art, and member of the Institute of Directors of South 
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Programme (Updated 24 July 2019) 

PRECONFERENCE WORKSHOPS & TRAINING 

Sunday 28 July 

08:30 REGISTRATION FOR PRECONFERENCE WORKSHOP 1, AMREF CONFERENCE HALL. TEA & COFFEE 

Venue Room 1 

09:00 #PC1 
PRECONFERENCE WORKSHOP 1:  
Partnership development workshop for interprofessional education and collaborative practice in Africa 
Stefanus Snyman (AfrIPEN & WHO-FIC Collaborating Centre for Africa, South Africa), James Avoka Asamani & Annette Mwansa Nkowane 
(WHO Regional Office for Africa: Human Resources for Health) 

10:30 
Break 

11:00 

12:30 LUNCH (included in registration fee) 

13:30 #PC1 (Continue) 
PRECONFERENCE WORKSHOP 1:  
Partnership development workshop for interprofessional education and collaborative practice in Africa 
Stefanus Snyman (AfrIPEN & WHO-FIC Collaborating Centre for Africa, South Africa), James Avoka Asamani & Annette Mwansa Nkowane 
(WHO Regional Office for Africa: Human Resources for Health) 

15:00 
Break 

15:30  
to 

17:00 

Monday 29 July 

Venue Room 1 

08:30 #PC1 (Continue) 
PRECONFERENCE WORKSHOP 1:  
Partnership development workshop for interprofessional education and collaborative practice in Africa 
Stefanus Snyman (AfrIPEN & WHO-FIC Collaborating Centre for Africa, South Africa), James Avoka Asamani & Annette Mwansa Nkowane 
(WHO Regional Office for Africa: Human Resources for Health) 

10:30 
Break 

11:00 

12:30 LUNCH (included in registration fee) 

13:30 #PC1 (Continue) 
PRECONFERENCE WORKSHOP 1:  
Partnership development workshop for interprofessional education and collaborative practice in Africa 
Stefanus Snyman (AfrIPEN & WHO-FIC Collaborating Centre for Africa, South Africa), James Avoka Asamani & Annette Mwansa Nkowane 
(WHO Regional Office for Africa: Human Resources for Health) 

15:00 
Break 

15:30 
to 

17:00 
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PRECONFERENCE WORKSHOPS & TRAINING 

Tuesday 30 July 

08:00 REGISTRATION FOR PRE-CONFERENCE WORKSHOPS, AMREF CONFERENCE HALL. TEA & COFFEE 

Venue: Board Room Room 1 

08:30 ICF FACILITATORS TRAINING COURSE 
Stefanus Snyman (AfrIPEN & WHO-FIC Collaborating Centre for 
Africa, South Africa) 
 

#PC2 
PRECONFERENCE WORKSHOP 2:  
Exploring the interprofessional competencies required to practice 
collaborative research in Africa 
Elize Pietersen (Independent clinical researcher, South Africa), 
Deirdre van Jaarsveldt (University of the Free State, South Africa) 

10:30 
Break 

11:00 
to 

12:30 

13:00 REGISTRATION FOR PRE-CONFERENCE WORKSHOPS, AMREF CONFERENCE HALL. TEA & COFFEE 

Venue Board Room Room 2 Room 1 

13:30 ICF FACILITATORS TRAINING COURSE 
(Continue) 
Stefanus Snyman (AfrIPEN & WHO-FIC 
Collaborating Centre for Africa, South Africa) 

#PC3 
PRECONFERENCE 3:  
Interprofessional collaborative practice: 
From the classroom to clinical and 
community settings 
Firdouza Waggie (University of the Western 
Cape, South Africa) 

#PC4 
PRECONFERENCE 4:  
Optimising Africa’s Health Workforce for 
Universal Health Coverage 
James Avoka Asamani & Annette Mwansa 
Nkowane (WHO Regional Office for Africa: 
Human Resources for Health) 

15:30 
Break 

16:00 
to 

17:00 

Wednesday 31 July 

08:00 REGISTRATION FOR PRE-CONFERENCE WORKSHOPS, AMREF CONFERENCE HALL. TEA & COFFEE 

Venue Board Room Room 2 Room 3 

08:30 ICF FACILITATORS TRAINING COURSE 
(Continue) 
Stefanus Snyman (AfrIPEN & WHO-FIC 
Collaborating Centre for Africa, South Africa) 

#PC5 
PRECONFERENCE 5:  
Key dimensions of interprofessional 
teamwork 
Firdouza Waggie (University of the Western 
Cape, South Africa) 

#PC6 
PRECONFERENCE 6:  
Interprofessional collaboration to improve 
cause of death statistics: Crucial to improve 
systems for health 
Debbie Bradshaw (WHO-FIC Collaborating 
Centre for the Africa Region & South African 
Medical Research Council, South Africa), 
Hillary Kipruto (WHO Regional Office for 
Africa), Benson Droti (WHO Regional Office 
for Africa) & Lyn Hanmer (WHO-FIC 
Collaborating Centre for the Africa Region & 
South African Medical Research Council, 
South Africa 

10:00 
Break 

10:30 
to 

11:30 
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Programme (Updated 23 July 2019) 

CONFERENCE 

Wednesday 31 July 

10:00 REGISTRATION FOR CONFERENCE, AMREF CONFERENCE HALL 

Venue Room 1 (Facilitator: Judy Khanyola) 

12:00 
to 

14:00 

OPENING CEREMONY WITH LUNCH: 

Welcome participants on behalf of Organising Committee and the partners (Judy Khanyola) 

Welcome by Marion Mutugi (Vice-Chancellor of Amref International University, Kenya) 

Official opening of conference by Susan Mochache (Permanent Secretary, Ministry of Health, Kenya) 

Brief overview of Interprofessional Education and Collaborative Practice in Africa (James Avoka Asamani (WHO Regional Office for Africa: 
Human Resources for Health) & Stefanus Snyman (AfrIPEN & WHO-FIC Collaborating Centre for Africa, South Africa) 

Housekeeping (Norbert Boruett, Amref International University, Kenya) 

Lunch / Getting to know each other 

Venue Room 1 (Facilitator: Gerda Reitsma)) 

14:00 KEYNOTE ADDRESS 1:  
WHO AFRO’s call for Interprofessional Education and Collaborative Practice to help deliver Universal Health Coverage 
Prosper Tumusiime (Acting director, Health Systems and Services cluster, WHO Regional Office for Africa, Brazzaville, Congo) 

15:00 Break 

SESSION 1: PARALLEL IN-CONFERENCE WORKSHOPS 

Venue Room 1 Room 3 Room 4 Room 2 

15:30 
to 

17:30 

#W1 
The International Classification of 
Functioning, Disability and Health 
(ICF): Catalyst for interprofessional 
collaborative practice 
Stefanus Snyman (AfrIPEN & WHO-
FIC Collaborating Centre for the 
Africa Region, South Africa) 

#W2 
Overcoming challenges in 
interprofessional education 
Helga Lister (University of 
Pretoria, South Africa) 

#W3 
Interprofessional education 
and collaborative practice 
policy: Developing a 
coordinated response from 
Africa 
Firdouza Waggie (University of 
the Western Cape, South 
Africa); Bongi Sibanda (Queen’s 
University Belfast / AfrIPEN 
United Kingdom), 

#W4 
Breaking down professional 
silos to include behavioural 
health providers on 
interprofessional teams 
through collaborative 
interprofessional education 
opportunities 
Kaprea Johnson (Virginia 
Commonwealth University, 
United States) 

17:30 Break 

Venue Room 1 

17:45 
to 

18:45 

Annual General Meeting (Open Meeting): Africa Interprofessional Education Network (AfrIPEN) 
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Thursday 1 August 

08:00 REGISTRATION FOR CONFERENCE, AMREF CONFERENCE HALL 

Venue Room 1 (Facilitator: Esmeralda Ricks) 

08:30 KEYNOTE ADDRESS 2:  
Collaboration and Complexity: Working together for mutual benefit 
Ian Couper (Ukwanda Centre for Rural Health, Department of Global Health, Stellenbosch University, South Africa) 

SESSION 2: PARALLEL ORAL PRESENTATIONS 

Venue Room 2 (Facilitators: James Asamani; Elizabeth Chodzaza & Hanlie 
Pitout) 

Room 3 (Facilitators: Mwansa Annette Nkowane, Betty Sakala & 
Gerda Reitsma 

 SESSION 2A:  
Breaking down professional silos for collaborative practice 

SESSION 2B:  
Culture influencing interprofessional education and collaborative 
practice 

09:30 #01 (O) 
Consensus on interprofessional education facilitators’ capabilities 
Champion Nyoni (University of the Free State, South Africa) 

15 (O) 
Drivers for meaningful development of the nurse practitioner role 
in Tanzania 
Marycelina Msuya (Kilimanjaro Christian Medical University College, 
Tanzania), Jane Blood-Siegfried (Duke University School of Nursing, 
USA), Juliet Chugulu (Kilimanjaro Christian Medical University 
College, Tanzania), Paulo Kadayi (Kilimanjaro Christian Medical 
University College, Tanzania), Jane Rogathe (Kilimanjaro Christian 
Medical University College, Tanzania) 

09:45 #03 (O) 
Leadership development as a strategy to enhance interprofessional 
collaboration 
Carin Maree (University of Pretoria & Sigma Maternal-Child Health 
Nurse Leadership Academy for Africa, South Africa) 

#16 (O) 
Stress management for better interprofessional education and 
collaboration: A public lecturing from a PhD corrected research 
proposal 
Christine Nyirahabimana (University of Gitwe, Rwanda), Rosemary 
Okova (Mount Kenya University, Rwanda), Connie Mureithi (Mount 
Kenya University, Rwanda) 

10:00 #04 (O) 
Improvements in interprofessional knowledge among healthcare 
profession students participating in a multi-university virtual 
interprofessional education collaboration 
Mary Showstark (Yale University Online Physician Assistant Program 
United States), Andrew Wiss (The George Washington University, 
Milken Institute School of Public Health, USA), Diana Burden 
(Georgetown University, Online FNP Program, USA), Cheryl Resnik 
(University of Southern California, USA), Erin Embry (New York 
University, USA), Anita Perr (New York University, USA), Dawn 
Joosten-Hagye (University of Southern California, USA) 

#17 (O) 
Culture: The concealed barrier to interprofessional collaborative 
practice 
Lizemari Hugo (University of the Free State, South Africa) 

10:15 #05 (O) 
Health workers’ perspectives on care coordination: an investigation 
for collaborative practice at Queen Elizabeth Central Hospital, 
Malawi 
Tulipoka Soko (Ministry of Health, Malawi), Diana Jere Kamuzu 
(College of Nursing, Malawi), Lynda Wilson (University of Alabama at 
Birmingham School of Nursing, USA), Alfred Maluwa (Malawi 
University of Science and Technology, Malawi) 

#18 (O) 
Factors influencing maternal choice during early initiation of infant 
feeding in a private hospital, Gauteng Province, South Africa 
Seipati Padi (Netcare Femina Hospital, South Africa), Mariatha Yazbek 
(University of Pretoria, South Africa), Carin Maree (University of 
Pretoria, South Africa), 

10:30 #06 (O) 
Opportunities for interprofessional education in neonatal 
healthcare: An integrative review 
Mariana Scheepers (Life Healthcare, South Africa), Carin Maree 
(University of Pretoria, South Africa) 

#19 (O) 
Self-perceived leadership development of peer tutors in 
interprofessional undergraduate healthcare studies 
Wanda Van Der Merwe (University of Pretoria, South Africa), Carin 
Maree (University of Pretoria, South Africa) 

10:45 Discussion Discussion 

11:00 Break 
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Thursday 1 August (continue) 

SESSION 3: PARALLEL ORAL PRESENTATIONS 

Venue Room 2 (Facilitators: James Asamani; Elizabeth Chodzaza & Hanlie 
Pitout) 

Room 4 (Facilitator: Prosper Tumusiime, Bongi Sibanda & Tulipoko 
Soko 

 SESSION 3A: Breaking down professional silos for collaborative 
practice 

SESSION 3B: Policy as catalyst IPECP 

11:30 #07 (O) 
Understanding intra- and interprofessional teamwork by exploring 
facility-based neonatal care in selected Kenyan hospitals. 
Joyline Jepkosgei (KEMRI-Wellcome Trust Research Programme, 
Kenya), Jacinta Nzinga (KEMRI-Wellcome Trust Research Programme, 
Kenya), Michael English (KEMRI-Wellcome Trust Research 
Programme, Kenya & University of Oxford, UK) 

#22 (O) 
Healthcare workers expectations on interprofessional collaborative 
practice at Mzuzu Central and Ntcheu district hospitals 
Immaculate Chamangwana (Zomba Mental Hospital Malawi), Diana 
Jere (University of Malawi, Malawi), Mabel Nangami (Moi University, 
Kenya), Martha Kamanga (University of Malawi, Malawi) 

11:45 #08 (O) 
Midwives’ and Medical professionals’ perspective of collaborative 
practice in the labour and delivery ward: The discovery phase of an 
appreciative inquiry project 
Elizabeth Chodzaza (University of Malawi, Kamuzu College of Nursing, 
Malawi), Ursula Kafulafula (University of Malawi, Kamuzu College of 
Nursing, Malawi), Luis Gadama (University of Malawi, Malawi), 
Christina Mbiza (Queen Elizabeth Central Hospital, Malawi), Christina 
Mbiza (Queen Elizabeth Central Hospital, Malawi) 

#23 (O) 
Programme theory for clinical facilitation: Implication for policy 
development 
Lizemari Hugo (University of the Free State, South Africa) 

12:00 #09 (O) 
Reflections on barriers and facilitators for interprofessional 
collaboration in independent midwife-led care 
Christél Jordaan (Independent Midwife at Midwives Exclusive, South 
Africa) 

#24 (O) 
Curricular change catalysing collaborative practice in a rural 
community in Lesotho 
Champion Nyoni (University of the Free State, South Africa) 

12:15 #10 (O) 
Collaboration in medication management: Lessons learned from a 
medication errors’ study. 
Mabedi Kgositau, Wananani Tshiamo, Motshedisi Sabone, Joyce 
Kgatlwane, Esther Ntsayagae (University of Botswana, Botswana) 

#25 (O) 
An analysis of patient care protocal’s friendliness to ethos of 
interprofessional collaborative practice in South African hospitals 
Wallace Karuguti (Jomo Kenyatta University of Agriculture and 
Technology, Kenya), Ratie Mpofu (late) 

12:30 #14 (O) 
A framework for information communication that contributes to 
the improved management of the intrapartum period 
Doreen Kainyu Kaura (Stellenbosch University, South Africa), Retha 
De La Harpe (Retired, South Africa), Sue Fawcus (Retired, South 
Africa) 

#26 (O) 

Factors that guide the planning of an interprofessional education 

and collaborative practice curriculum: A scoping review 

Hanlie Pitout (Sefako Makgatho University South Africa), Sanetta Du 

Toit (University of Sydney, Australia) 

12:45 Discussion Discussion 

13:00 LUNCH 
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Thursday 1 August (continue) 

SESSION 4: PARALLEL POSTER ROUND TABLE DISCUSSIONS 

Venue Room 2 (Facilitators: James 
Asamani; Elizabeth Chodzaza & 
Hanlie Pitout) 

Room 3 (Facilitators: Mwansa 
Annette Nkowane, Betty Sakala 
& Gerda Reitsma 

Room 5 (Facilitator: Carin 
Maree) 

Room 6 (Facilitator: Ellen 
Chirwa) 

14:00 
to 

15:30 

SESSION 4A:  
Breaking down professional 
silos for collaborative practice  

SESSION 4B:  
Culture influencing IPECP 

SESSION 4C:  
Intraprofessional collaboration 
(Quality improvement 
initiatives for children aged 0-5 
years) 

SESSION 4D:  
Intraprofessional collaboration 
(Quality improvement 
initiatives for mothers) 

Oral posters: 01 – 10, 14  
(See Sessions 2A & 3A) 

Posters 11-13: 

#11 (P) 
Interprofessional teamwork at a 
tertiary hospital in South Africa: 
Barriers and facilitators. 
Firdouza Waggie (University of 
the Western Cape, South Africa) 

#12 (P) 
Knowledge construction and 
contextual determinants for 
community-based learning 
Sindi Mthembu (KwaZulu-Natal 
College of Nursing, South Africa) 

#13 (P) 
Engendering collaborative 
education and practice across 
the health professions at the 
University of Kwazulu-Natal, 
South Africa 
Serela Ramklass (University of 
Kwazulu-Natal, South Africa) 

Oral posters 15 – 19 
(See Session 2B) 

Posters: 20-21: 

#20 (P) 
Study of barriers to 
interprofessional education in 
the academic setting: Based on 
survery from Mongolian 
National University of Medical 
Sciences faculties. 
Azjargal Baatar (Mongolian 
National University of Medical 
Sciences, Mongolia), Nyamjav 
Sumberzul Mongolian National 
University of Medical Sciences, 
Mongolia), Sandag Oyuntsetseg 
Mongolian National University of 
Medical Sciences, Mongolia) 

#21 (P) 
Using appreciative inquiry to 
enhance collaborative practice 
and positive relationships 
between midwives and medical 
professionals at Queen 
Elizabeth Central Hospital, 
Blantyre, Malawi. 
Elizabeth Chodzaza (University of 
Malawi, Kamuzu College of 
Nursing, Malawi), Ursula 
Kafulafula (University of Malawi, 
Kamuzu College of Nursing, 
Malawi), Luis Gadama 
(University of Malawi, Malawi), 
Christina Mbiza (Queen Elizabeth 
Central Hospital, Malawi) 

Posters 41 – 47: 

#41 (P) 
Improving cord care of neonates 
in an acute care unit at a 
Ugandan referral hospital 
Margaret Adokorach (Mulago 
Hospital, Uganda), Tom 
Ngabirano (Makerere University, 
Uganda), Scovia Mbalinda 
(Makerere University, Uganda) 

#42 (P) 
Reducing neonatal infections in 
a regional referral hospital in 
eSwatini: A quality 
improvement project 
Siphiwe Ginindza (Pigg's Peak 
Government Hospital, eSwatini), 
Colile Dlamini (University of 
eSwatini, eSwatini), Oslinah 
Tagutanazvo (University of 
eSwatini, eSwatini) 

#43 (P) 
Awareness of in early detection 
of cancer in children aged 0-5 
years in a primary healthcare 
setting 
Ursula Kors (Sigma Maternal-
Child Health Nurse Leadership 
Academy, South Africa), Mariana 
Scheepers (Life Healthcare, 
South Africa), Carin Maree 
(University of Pretoria, South 
Africa) 

#44 (P) 
Intensifying monitoring and 
care of preterm and low birth 
weight babies at Thyolo District 
Hospital, Malawi 
Tabitha Mikeka (Thyolo District 
Hospital, Malawi), Edith Tewesa 
(Queen Elizabeth Central 
Hospital, Malawi), Ellen Chirwa 
(Kamuzu College of Nursing, 
Malawi) 

#45 (P) 
Preventing malnutrition in 
children under-5 years using 
affordable local foods at a 
referral hospital in Ghana 
Lydia Owusu (University 
Hospital, Ghana), Lorraine Arko 
(University Hospital, Ghana), 
Mary Ani-Amponsah (University 
of Ghana, Ghana), Lydia Aziato 
(University of Ghana, Ghana) 

Posters 48 – 51 : 

#48 (P) 
Quality of maternal care at 
maternity waiting homes in 
Chitipa District in northern 
Malawi 
Isaac Mphande (Partners in 
Health, Malawi), Mercy Pindani 
(Kamuzu College of Nursing, 
Malawi) 

#49 (P) 
Implementation of evidence 
based alternative birth position 
in a hospital in Tshwane, South 
Africa 
Maurine Musie (Tshwane District 
Hospital, South Africa), Christa 
van der Walt (North-West 
University, South Africa) 

#50 (P) 
Twenty-four-hour observation 
of vital and warning signs in 
low-risk postpartum care in 
referral hospital in Uganda 
Lovisa Naisu (Mulago National 
Referral Hospital, Uganda), 
Scovia Mbalinda (University of 
Kampala, Uganda) 

#51 (P) 
An evidence-based policy brief: 
Improving the quality of 
postnatal care in mothers 48 
hours after childbirth 
Betty Sakala (University of 
Malawi, Kamuzu College of 
Nursing, Malawi), Ellen Chirwa 
(University of Malawi, Malawi) 
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Thursday 1 August (continue) 

SESSION 4: PARALLEL POSTER ROUND TABLE DISCUSSIONS (Continue) 

Venue Room 2 Room 3 Room 5 Room 6 

14:00 
to 

15:30 

  #46 (P) 
A quality improvement 
initiative focusing on the 
implementation of sensory 
supportive care 
Klarissa Troskie (Life Healthcare, 
South Africa), Wanda van der 
Merwe & Carin Maree 
(University of Pretoria, South 
Africa) 

#47 (P) 
A quality improvement 
initiative to create a positive 
environment for sensory 
developmental care in a 
neonatal intensive care unit 
Klarissa Troskie (Life Healthcare, 
South Africa), Wanda van der 
Merwe & Carin Maree 
(University of Pretoria, South 
Africa) 

 

15:30 BREAK 
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Thursday 1 August (continue) 

 SESSION 5: WORKSHOPS POSTER PRESENTATION ROUND TABLE DISCUSSIONS 

Venue Room 1 Room 4 (Prosper Tumusiime, 
Bongi Sibanda, Tulipoko Soko) 

Room 5 (Facilitators: Scovia 
Mbalinda) 

Room 6 (Facilitators: Mary Ani-
Amponsah) 

16:00 
to 

17:30 

SESSION 5A 
Culture influencing IPECP 

SESSION 5B: 
Policy as catalyst IPECP / 
Evidence and best practice for 
IPECP 

SESSION 5C: Intraprofessional 
collaboration (QI initiatives 
addressing complications 
associated with pregnancy) 

SESSION 5D:  
Intraprofessional collaboration 
(Education and practice) 

 #W5: In-conference workshop 5 

 

Incorporating environmental 
sustainability into 
interprofessional education 
Helga Lister (University of Pretoria, 
South Africa) 

Oral posters: 22-26  
(Session 3B) 

Oral posters: 31-40  
(See Sessions 6) 

Posters: 27-30 

#27 (P) 

Interprofessional health 

education networks in Latin 

America and the Caribbean: 

Situation analysis and 

implementation plans in 19 

countries 

José Rodrigues Freire Filho, 

Silvia Cassiani, Fernando 

Antônio Menezes da Silva, José 

Francisco Garcia Gutierrez 

(PAHO - WHO, USA), Aldaísa 

Cassanho Forster (University of 

São Paulo, Brazil),  

#28 (P) 

PET-health / inter-

professionality: A program to 

guarantee the sustainability of 

interprofessional education in 

Brazil 

José Rodrigues Freire Filho 

(PAHO - WHO, USA), Aldaísa 

Cassanho Forster (University of 

São Paulo, Brazil), Cláudia 

Brandão Gonçalves Silva 

(Ministry of Health & University 

of Brasilia, Brazil), Marcelo 

Viana da Costa (University of 

Rio Grande de Norte, Brazil), 

Aldaísa Cassanho Forster 

(University of São Paulo, Brazil) 

#29 (P) 

Predictors of student agency: 

The relationship between 

student agency, learning 

support and learning 

experiences in an 

interprofessional health 

science faculty 

Simone Titus (University of the 

Western Cape, South Africa) 

#30 (P) 
The attitudes of 
undergraduate health 
profession students working in 
community settings regarding 
interprofessional education 
and collaborative practice 
Renata Eccles (University of 
Pretoria, South Africa), 
Maretha Bekker (Pretoria, 
South Africa) 

Posters 52  56: 

#52 (P) 
Capacity building for nurses 
and midwives in the effective 
management of post-partum 
haemorrhage in a tertiary 
healthcare facility, Ghana 
Eugenia Naa Atswei Doku 
(Greater Accra Regional 
Hospital, Ghana), Amina Yakubu 
(Greater Accra Regional 
Hospital, Ghana), Mary Ani-
Amponsah (University of Ghana, 
Ghana), Lydia Aziato (University 
of Ghana, Ghana) 

#54 (P) 
Reinforcing measures to reduce 
post caesarean section 
endomyometritis and 
hysterectomy cases at Queen 
Elizabeth Central Hospital, 
Malawi 
Patricia Khisi & Isaac Mphande 
(Queen Elizabeth Central 
Hospital, Malawi), Ellen Chirwa 
(Kamuzu College of Nursing, 
Malawi) 

#55 (P) 
Caring for bereaved mothers 
who lost their babies as 
stillbirths, neonates and infants 
up to five years: an 
interprofessional approach 
Gcinile Kunene, Cebsile Hlophe 
(Good Shepherd College of 
Nursing, eSwatini), Oslinah 
Tagutanazvo (University of 
eSwatini, eSwatini)  

#56 (P) 
Care of women who have 
experienced a stillbirth: A 
quality improvement project 
Sanele Lukhele (University of 
Johannesburg, South Africa), 
Christel Jordaan (Private 
Midwifery Practice, South 
Africa), Christa Van der Walt 
(North-West University, South 
Africa) 

Posters 57 – 60: 

#57 (P) 

Management practices for 

continuing professional 

development for nurses in 

western Kenya 

Priscah Mosol (Moi University, 

Kenya) 

#58 (P) 

Continuing professional 

development in South Africa: 

Perception of professional 

nurses 

Annatjie Peters (Foundation for 

Professional Development 

South Africa), Frances Slaven 

(Foundation for Professional 

Development, South Africa) 

#60 (P) 

Muscular-skeletal disorders 

amongst staff in a referral 

hospital in Uganda 

Beatrice Amuge, Sylivia 

Namirimu & Norah Nabacha 

(Mulago National Referral 

Hospital, Uganda) 

 

 

19:00 Gala Dinner 
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Friday 2 August 

08:00 REGISTRATION FOR CONFERENCE, AMREF CONFERENCE HALL 

Venue Room 1 (Facilitator: Hillary Kipruto) 

08:30  KEYNOTE ADDRESS 3: 
Global trends and the impact on interprofessional education and practice 
Hester Klopper (Past President of Sigma and currently Deputy Vice Chancellor (Stellenbosch University, South Africa) 

 SESSION 6: PARALLEL ORAL PRESENTATIONS  WORKSHOP 

Venue Room 2 (Champion Nyoni, Hillary Kipruto & 
Tulipoko Soko) 

Room 3 (Anthony Amalba, Benson Droti & Firdouza 
Waggie) 

Room 4 

 SESSION 6A: 
Evidence and best practice for IPECP 

SESSION 6B: 
Evidence and best practice for IPECP 

SESSION 6C: 
Evidence and best practice 
for IPECP 

09:30 #31 (O) 
The interprofessional education race: designing on-
campus activities 
Gerda Reitsma (North-West University South Africa) 

#36 (O) 
Utilizing Activity Analysis and Development (Act 
AD) framework to analyse trends and patterns in 
information communication during the intrapartum 
period 
Doreen Kainyu Kaura (Stellenbosch University South 
Africa) 

#W6 (In-conference 
workshop) 

A 2-part workshop exploring 
collaborative practice in 
Advanced Practice Nursing 
(APN) and HIV training 
(medicine/nursing) curricula 
development 
Bongi Sibanda (Queen’s 
University Belfast / AfrIPEN 
United Kingdom), Judy 
Khanyola (ICAP at Columbia 
University, Kenya) 

09:45 #32 (O) 
How to establish measurable learning outcomes for 
interprofessional education activities 
Margaret Slusser (Stockton University United States), 
Luis Garcia (Stockton University, USA), Patricia Q. 
McGinnis (Stockton University, USA) 

#37 (O) 
Integrating interprofessional education within the 
context of maternal, newborn and child health in 
Rwanda: A Rwanda/Canada partnership project 
Christine Nyirahabimana (University of Gitwe 
Rwanda), Jean Baptiste Sagahutu (University of 
Rwanda, Rwanda), Philomene Uwimana (University 
of Rwanda, Rwanda), Mary Beth Bezzina (Western 
University, Canada) 

10:00 #33 (O) 
A qualitative exploration of the uses of the 
International Classification of Functioning, Disability 
and Health (ICF) at an inpatient neurorehabilitation 
facility in the Western Cape, South Africa 
Rehan Hall (Western Cape Rehabilitation Centre 
South Africa) 

#38 (O) 
A clinical facilitator support questionnaire as a 
quality assurance instrument for health science 
education institutions 
Lizemari Hugo (University of the Free State, South 
Africa) 

10:15 #34 (O) 
Impact of International Classification of 
Functioning, Disability and Health (ICF) in improving 
knowledge, attitudes and behaviour regarding 
interprofessional practice among health 
professionals in Rwanda 
Jean Baptiste Sagahutu (University of Rwanda, 
College of Medicine and Health Sciences Rwanda), 
Francois Cilliers (University of Cape Town, South 
Africa), Jeanne Kagwiza (University of Rwanda, 
Rwanda) 

#39 (O) 
Towards universal health coverage: a physiotherapy 
programme at Masinde Muliro University of Science 
and Technology, Kenya 
Gladys Mengich (Masinde Muliro University of 
Science and Technology, Kenya), Harun Chemjor 
(Masinde Muliro University of Science and 
Technology, Kenya) 

10:30 35 (O) 
Impact of Learning the International Classification 
Functioning, Disability and Health (ICF) for Children 
and Youth Framework as Clinical Reasoning Tool for 
Paediatric Physiotherapists Working with Children 
with Cerebral Palsy 
Hanan Demyati (Al-Hada Armed Forces Hospital, 
Saudi Arabia) 

#40 (O) 
Sharing experiences of embedding interprofessional 
learning into the curriculum: Reflections from 
Anglia Ruskin University, Faculty of Health 
Education Medicine and Social Care (UK). 
Nhlanganiso Nyathi (Anglia Ruskin University, United 
Kingdom) 

10:45 Discussion Discussion 

11:00 Break 

11:30 The road ahead (Room 1) 

Panel & small group discussions, reflections; next steps & closure 

13:00 Lunch 

14:00 
to 

15:30 

Sigma Maternal-Child Health Nurse Leadership Academy for Africa meeting (Room 3) 
Other post-conference meetings and working groups (to be announced) 

 



Posters



Breaking down professional silos for 
collaborative practice

Posters 1-14
Room 2

Sessions: 2A, 3A, 4A

FACILITATORS:
James Asamani

Elizabeth Chodzaza
Hanlie Pitout
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Consensus on interprofessional facilitator capabilities 

Authors: Yvonne Botma 
School of Nursing, University of the Free State, South Africa

Interprofessional education is one of the many strategies aimed at addressing the health workforce crises and improve patient
outcomes. Interprofessional facilitators must acquire a new set of skills to facilitate interprofessional learning. Through a Delphi survey consensus was
reached on ten capabilities for interprofessional facilitators. All capabilities should be included on a faculty development programme for
interprofessional facilitators.

Summary

Background

Methods

Results

Implications  & Take away messageConclusion

Questions I would like audience to respond to

Acknowledgements References

A quantitative design executed through a Delphi
survey was applied in this study. Seven out of the
12 invited regional experts in IPE participated in
this Delphi survey. A workgroup of the AfrIPEN
formulated ten capabilities for interprofessional
facilitators informed by existing IPE training
programmes and literature. These formulated
capabilities informed the questionnaire which
was structured as a 5 point Likert-type scale with
space for comments.

Data was collected through a round of a Delphi
survey with focused feedback on the statistical
group responses. The participants were
anonymous to each other but not to the
researcher. The responses were statistically
analysed for consensus on responses, standard
deviation and the content validity index.

Ethical clearance for this study was granted by
the Health Sciences Research Ethics Committee
of the University of the Free State

The global strategy on Human Resources for
Health workforce 2030 (WHO, 2016) encourages
interprofessional education (IPE) and
interprofessional collaborative practice (IPCP) as
a strategy to address the human resource
shortage in healthcare and improvement of
patient outcomes. Effective facilitation of
interprofessional groups is crucial for
transformative learning. Interprofessional
facilitators require a new set of skills to meet the
needs of the interprofessional groups.

As training of healthcare professionals continues
in silos, there are limited examples of
interprofessional team-based care, and
healthcare workers are not prepared to model
collaborative practice. Consequently, there is
limited information on faculty development
approaches related to IPE. This research sought
to describe capabilities that would enable
healthcare practitioners and educators to
facilitate IPE and role model collaborative
practice.

Barr, H et al. (2016). Interprofessional education 
guidelines 2016 prepared for CAIPE. Retrieved 
from www.caipe.org.uk

The author acknowledges the expert panel for
the participation in the Delphi survey and the
AfriPEN team for formulating the capabilities
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The interprofessional education facilitator will be able to; SD CVI %

Establish and maintain an optimal supportive learning environment 
that facilitates IPECP

0 1 100

Model person/people centred care and communication, including 
health dialogue, during interactions with other health professionals 
and with patients, families and communities

0 1 100

Use terminology related to IPE and collaborative practice 
consistently and correctly

0.82 1 97

Debate the foundational philosophy and values of interprofessional 
education and collaborative practice as well as their implication in 
instructional and institutional reform

0.75 0.83 94

Facilitate effective teamwork, including conflict resolution, through 
the use of a range of techniques

0.48 1 94

Develop reflexivity in students by using various techniques 0.48 1 94

Facilitate role clarification between different professions and 
transprofessionality in task sharing

0.78 0.83 91

Facilitate the learning of students in interprofessional groups in 
healthcare and other health educational settings

0.78 0.83 91

Explain why interprofessional collaborative practice is essential in 
order to improve health outcomes

1.13 0.83 91

Use the International Classification of Functioning and Disability as 
a common language among the healthcare workforce

0.75 0.83 85

Experts responded during round one of the survey and received feedback during the second round. 
The three indicators included all the identified capabilities at the end of round one, as presented in 
table 1.

The identified interprofessional capabilities are
supported by literature (Barr et al., 2016), with
the exception of the first capability of knowing
why IPECP is important. Understanding the
reason behind IPECP will enhance compliance
and collaboration among the IPE facilitators.

Skilful facilitation of interprofessional groups may
contribute to the development of a healthcare
workforce that is able to address the complex
needs of communities.

However, interprofessional facilitators must be
well trained and able to transfer their learning to
their educational and clinical practice.

- Interprofessional education facilitators need
to understand the reason behind IPECP to
compliance and collaboration

- The capabilities of the interprofessional
education facilitators should be used to
design and implement continuing
interprofessional education for
interprofessional facilitators

1. What is your experience in facilitating 
interprofessional learning among 
students and faculty?

2. Do you think the identified capabilities 
for the facilitator are applicable in your 
context? How and Why?
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Leadership development as a strategy to enhance 
interprofessional collaboration

Carin Maree 
Faculty Lead, Maternal & Child Health Nurse Leadership Academy Africa Cohort, Sigma 

The Maternal and Child Health Nurse Leadership Academy is a Sigma program presented in partnership with Johnson & Johnson 
to develop the leadership skills of maternal and child health nurses and midwives. Mentees with leadership potential are identified and are supported 
through an 18-month programme to develop leadership skills through implementation of quality improvement initiatives in maternal and child health. 
These initiatives commonly entails interprofessional collaborative practice.

Summary

Introduction / Background

Methods

Results

Implications / Take away message

Conclusion

Questions I would like audience to respond to

Acknowledgements / Funding

References

The framework for leadership development is
Kouzes and Posner’s Transformational
Leadership Model (2017).

The MCHNLA – Africa Cohort produced 42 dyads
from the pilot project in 2011 to date from
Ghana (2), Malawi (6), South Africa (22),
Swaziland (6) and Uganda (6).

The type of quality improvement projects are as 
follows:

Type of quality improvement projects

What is therefore of special importance, is the 
number of healthcare professionals involved in 
the projects, which is reflected in the following 
table:

Leaders are developed – not born … This is also
the focus of the Maternal and Child Health Nurse
Leadership Academy, which is a Sigma program
presented in partnership with Johnson &
Johnson to develop leadership skills of child
health nurses and midwives.
Mentees are identified with leadership potential.
Their leadership skills are then developed
through and 18-month mentored leadership
development experience. They are guided to
develop quality improvement initiatives in
maternal and child health with support of a
mentor and a faculty advisor.

• What is the possibility for creating similar 
leadership development programs for 
potential interprofessional leaders?

Kouzes, J.M. & Posner, B.Z. 2017. The leadership challenge. 6th edn. New Jersey: John 

Wiley & Sons Inc.

Maternal-Child Health Nurse Leadership Academy Africa. 2019. Available from: 

https://www.sigmanursing.org/learn-grow/leadership-new/international-leadership-

institute/maternal-child-health-nurse-leadership-academy-africa

Posner, B.Z., 2016. Bringing the rigor of research to the art of leadership. Evidence 

behind the five practices of exemplary leadership and the LPI: Leadership. Available 

from: http://www.leadershipchallenge.com/Research-section-Our-Authors-Research-

Detail/bringing-the-rigor-of-research-to-the-art-of-leadership.aspx

Sigma Theta Tau International. 2019. Available from: https://www.sigmanursing.org

• If the focus of leadership development 
programmes is on interprofessional 
collaborative practice, it can make a 
significant  contribution to the quality of 
maternal and child health.

The data has been obtained from the Maternal and Child Health Nurse 
Leadership Academy – Africa Cohort of Sigma Theta Tau International in 
collaboration with Johnson & Johnson.
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The MCHNLA – Africa Cohort consists of 12
mentor-mentee dyads facilitated by 6 faculty
advisors. The pilot project was in 2011 and we
are currently the third cohort. The countries
involved are Ghana, Malawi, South Africa,
Swaziland and Uganda.
As Sigma is an international nurses’ society, the
dyads and faculty advisors have all been nurses
or midwives. An observation though made
during leadership development include that the
quality improvement initiatives in maternal and
child health commonly involves interprofessional
collaborative practice. Can leadership
development then be utilised as a strategy to
strengthen interprofessional collaborative
practice?

The process followed are indicated in the
following figure:

The program is facilitated by the faculty
advisors. A quantitative descriptive design is
used to describe self-perceived leadership
development of the mentors and mentees, as
well as to describe the beneficiaries affected by
the projects and the healthcare professionals
involved.

Area of 

implement

ation

Purpose of quality improvement 

project

Number of 

projects  (2011 

to date)
Neonatal / 

child 

healthcare

Prevent or reduce morbidity and 

mortality

10

Preparation for discharge 1
Developmental / family-centred care 7

Sub-total 18
Maternal 

healthcare

Prevention and early diagnosis of 

risks during pre-conception and 

antenatal period

4

Improve care and reduce 

complications during labour

6

Prevent or reduce postnatal 

complications

6

Family support / psychosocial care 3
Sub-total 21

Policies & 

facilities

Implementation of WHO signals 1
Recordkeeping 1
Developed best practice guidelines 

for interprofessional collaboration

1

Sub-total 3
TOTAL 42

Direct Beneficiary Description (2011-2017) Quantity
Male Children ages 0 - 5 11164
Female Children 0 - 5r 10569
Male Children 6 - 20 957
Female Children 6 - 20 7008
Males over 20 4112
Females over 20 14607
Unidentified*** 5143

TOTAL Direct Beneficiaries*** 53560
Total # of Heath Care Facilities Served 23

Direct beneficiaries

Healthcare professionals involved: 

2014 - 2017 MCHNLA – Africa  (

(2018/2019 results not yet available)
Healthcare professional description Quantity
Obstetricians 65
Pediatricians 13
Other Physicians + General Medicine Physicians 117
Nurses 333
Midwives/ Midwife Assistants 672
HC Administrators 14
Other HCPs 528
MCHNLA Participants 47

TOTAL HCP Beneficiaries 1789

A particular focus of Kouzes and Posner’s
Leadership Model is on teamwork, which in
healthcare can be translated to interprofessional
teamwork or collaborative practice.

The MCHNLA – Africa Cohort is an important
strategy for interprofessional collaborative
practice. Quality improvement initiatives in
maternal and child health do not occur in
isolation, but involve multiple healthcare
professionals to work together, learn from each
other and form important teams to benefit the
communities.

https://www.sigmanursing.org/learn-grow/leadership-new/international-leadership-institute/maternal-child-health-nurse-leadership-academy-africa
http://www.leadershipchallenge.com/Research-section-Our-Authors-Research-Detail/bringing-the-rigor-of-research-to-the-art-of-leadership.aspx
https://www.sigmanursing.org/
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Improvements in interprofessional knowledge among healthcare 
profession students participating in a multi-university, virtual, 

interprofessional education (VIPE) collaboration
Authors: Mary Showstark1, Anita Perr2, Additional Authors* (see bottom of poster)

1Yale University, New Haven CT, USA, 2New York University, NY, NY, USA

One hundred and seventeen healthcare students participated in an online, interprofessional, case-based education event in 
2018. The event was developed by faculty from seven universities to address the needs of online learners. This methodology resulted in key knowledge 
improvements across the healthcare professional students, especially regarding the about interprofessional care and the roles of the healthcare 
professionals. This pedagogic framework can be replicated for use where ever students and faculty have the capacity to hold virtual meetings. 

Summary

Introduction / Background

Methods

Results

Implications / Take away message

Conclusion

Questions I would like audience to respond to

Acknowledgements / Funding
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One hundred eighteen participants 
answered 11 interprofessional scenario 
questions before and after attending the virtual, 
interprofessional education training. One score 
point was given for each question answered 
correctly. 

A total knowledge score was computed by 
summing the scores across the 11 questions. The 
change score (Post – Pre) was calculated for each 
individual participant. 

Overall, the Multi-University Virtual 
Interprofessional Education Collaboration 
significantly improved healthcare profession 
student total knowledge score about 
interprofessional care (p<.0001) (N=117).

The assessment of students’ 
interprofessional knowledge demonstrated that 
participants’ understanding of the roles and 
responsibilities of all seven professions increased 
significantly (increased in range of 24.6% to 
47.5%, the McNemar’s test statistic S ranged 
from 24.03 to 50.58, p<.0001) (N= 118).

04

Correspondence: mary.showstark@yale.edu

Lead faculty from each of seven, online, 
health profession programs recruited students 
to participate in a virtual, interprofessional 
education training comprised of online, 
asynchronous learning prior to a virtual 
“conference”. The asynchronous components 
included a video case vignette; information 
about each health professions’ roles and 
responsibilities for patient care; and an 
instructions for participating in this event. 

Using a case-based approach, students 
discussed priorities and treatment plans for the 
virtual patient. These breakout groups were 
facilitated by program faculty. 

The final portion of the event had the 
whole group meeting together for the breakout 
groups to report the highlights of their 
discussions. 

All students were invited to complete pre-
and post- interprofessional assessment 
questionnaires regarding 1) their knowledge of 
other professions’ roles and responsibilities, and 
2) their interprofessional knowledge before and 
after the training.

Josiah Macy Foundation
2U: https://2u.com/

Experiential education and training in 
virtual contexts can be used to prepare 
healthcare students. Virtual education and 
exercises that promote knowledge about the 
interprofessional team, the role of each health 
professional, how the team communicates and 
collaborates with the client and team during 
the episode of care and across treatment 
settings and the specifics of assessment, 
formulation of the problem/diagnosis, goals of 
care and treatment planning, interprofessional 
interventions and coordination of services 
across the continuum of care.

Healthcare professionals require knowledge 
and skills to work collaboratively with multiple 
health care professionals and service delivery 
systems across the continuum of care in a variety 
of settings (community, emergency department, 
inpatient, and outpatient primary care). Campus 
based healthcare education programs often plan 
learning events on their campuses. 

For online students and perhaps for 
students who have difficulty traveling to or 
attending, on campus, interprofessional events, 
virtual events are a viable option. In the virtual 
context, students can collaborate at great 
distances to learn from each other. 

Planning and carrying out these virtual 
events is complicated and time intensive. The 
seven program participants were all partners 
with 2U, a learning platform developer. The 
success of the program is due in large part to the 
comprehensive assistance provided by 2U both 
in the preparation and in the running of the 
event. 

Team-based care improves the health of, 
and integrated care practice with, clients. The 
pedagogical framework of interprofessional 
education facilitates integrated, collaborative 
care. Interprofessional education (IPE) and 
training programs provide an opportunity to 
enhance health content and promote 
collaborative, team-based care. 

In the United States (USA), more and more 
health programs are requiring interprofessional 
experiences. For example, the requirement grew 
in social work schools from 25 percent of all 
schools requiring IPE in 2012-2013 to 38 percent 
in 2014-2015 (AAMC, 2017). 

Simultaneously, universities across the USA 
are increasingly launching online healthcare 
professional programs to meet the need for 
qualified healthcare professionals and learning 
preferences of adult students. Online healthcare 
professional programs may present challenges 
for meeting interprofessional experiential 
training requirements that traditional, campus-
based students may have access to.

Association of American Medical Colleges (AAMC), 
2017Association of American Medical Colleges. (2017). 
Percent of schools requiring Interprofessional education 
experience with members from other health programs by 
program type. Retrieved from 
http://apps.who.int/iris/bitstream/10665/70185/1/WHO_HRH_HPN_10.3_eng.pdf?ua=1

Participating Programs

Yale University, New Haven, CT: 
Physician Assistant Program

George Washington University, Washington, 
DC:
Public Health Program

New York University, NY, NY: 
Communicative Sciences and Disorders Program

New Your University, NY, NY: 
Occupational Therapy Program

University of Southern California, LA, CA: 
Physical Therapy Program

University of Southern California, LA, CA: 
Social Work Program

Georgetown University, Washington, DC: 
Nursing Program

1.What aspects of your program and 
institution can you leverage to enable 
virtual, interprofessional, health care 
events? 

2.What are the barriers to conducting virtual, 
interprofessional events? 

3.What professionals would be most 
appropriate to include? 

4.Do you have access to faculty who will 
support and participant in virtual events? 

5.What sorts of cases would you develop for 
these events?

6.What questions would you want to include 
in your pre- and post- test?

Sampling of case-specific, knowledge 
assessment questions and possible answers

• A 52 y/o, Puerto Rican female presents with 
impaired attention, memory and problem solving 
following a resection of a meningioma. Who would 
be most likely be involved in her rehabilitation to 
target these impairments?

• Who conducts a population-based study to 
evaluate the genetic risk factors for appendicitis?

• Advanced Practice Registered Nurse
• Child Life Specialist
• Justice and Public Policy Professional
• Occupational Therapist
• Physical Therapist
• Physician Assistant
• Public Health Worker
• Registered Nurse
• Social Worker
• Speech-Language Pathologist

*Additional authors: Andrew Wiss, EdM, GW, Public 
Health; Erin Embry, MAP, MS, CCC-SLP, NYU 
Communicative Sciences and Disorders; Cheryl Resnik, 
PT, DPT, FNAP, FAPTA; Dawn Joosten-Hagye, PhD, LCSW, 
Univ. Southern California, Social Work; Diana Burden, 
MSN, FNP-BC, RN, Georgetown Univ., Nursing
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Health workers’ perspectives on care coordination: 
An investigation for collaborative practice at Queen Elizabeth 

Central Hospital, Malawi
Tulipoka Soko1, Diana Jere1, Lynda Wilson2

1Kamuzu college of Nursing, Lilongwe, Malawi 2The University of Alabama at Birmingham School of Nursing, Birmingham, USA.

The presentation has discussed health workers’ perspectives on care coordination. This study employed a quantitative 
descriptive cross-sectional design. A total of 384 health workers including medical doctors, nurses /midwives, clinicians, pharmacists, radiology and 
laboratory technologists. Findings have revealed a significant difference in perceptions among the roles of respondents and the wards
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• A descriptive cross sectional design that
utilized quantitative method of data
collection and analysis.

• A structured questionnaire adapted from a
previously developed and validated “Care
Coordination Survey” tool by Weinberg,
Cooney-Miner, Perloff, Babington, & Avgar
(2011)was used to collect data from 384
systematically selected health workers at
QECH.

• Data were analyzed using Statistical Package
for Social Science (SPSS) version 21.0

• Descriptive statistics including univariate and
multivariate analysis were computed.

• A Chi-square test determined the
relationships between two variables namely
beliefs and gender, role or ward. The level of
significance was set at 5%.

• The Kruskal Wallis and the Mann-Whitney U
test were used to test differences among
variables ; roles, highest level of education,
number of years of practice, ward, job
satisfaction, team effectiveness and
psychological empowerment on beliefs and
attitudes.

• An ordinal logistic regression analysis was
employed to assess factors influencing beliefs
and attitudes on care coordination.

The different wards had a Chi-square =30.08, P-
value < 0.001.

A logistic regression analysis was statistically
significant P<.0.001 with df=13 between beliefs
and attitudes on practice and non- practice of
care coordination among health care workers

The study has established that there are
significant differences in the health workers’
perspectives on care coordination among their
different roles and according to the wards in
which they worked

.Despite the effectiveness of care coordination
and interprofessional collaboration in health care
globally, a number of health workers are
individually providing their unique professional
care to patients (WHO, 2010).
Care coordination is the way activities are
organized and connected between two or more
health care workers involved in the delivery of
care to patients. All providers share important
information during provision of care to the
patients (McDonald, 2010; Schang, Waibel, &
Thomson, 2013; Schultz & McDonald, 2014)
In many resource - poor countries, existing
research studies on care coordination are limited
resulting in less understanding of its effect on
provision of patient care. To date, no study has
investigated health workers’ perspectives on
care coordination as a way of delivering care at
Queen Elizabeth Central Hospital (QECH).
The objective of the study was to assess health
workers’ practice, perceived beliefs and attitude
on care coordination at QECH.

• For those countries advocating for care 
coordination what can we learn further 
regarding how care coordination is being 
practiced?

• What can be done to ensure that different 
professionals practice care coordination in 
the work area?

•McDonald, K. M. (2010). Care coordination measures atlas. Agency for 
Healthcare Research and Quality.

• Schang, L., Waibel, S., & Thomson, S. (2013). Measuring care 
coordination: health system and patient perspectives: report prepared for 
the Main Association of Austrian Social Security Institutions

• Schultz, E. M., & McDonald, K. M. (2014). What is care coordination? 
International Journal of Care Coordination, 17(1–2), 5–24.

•Weinberg, D. B., Cooney-Miner, D., Perloff, J. N., Babington, L., & Avgar, 
A. C. (2011). Building collaborative capacity: promoting interdisciplinary 
teamwork in the absence of formal teams. Medical Care, 49(8), 716–723.

•World Health Organization. (2010). Framework for action on 
interprofessional education & collaborative practice. Geneva: World 
Health Organization

• The study has contributed to the body of
knowledge in the area of care coordination
and interprofessional collaborative practice.
This will help generate further topics for
future research.

• There is a need to develop interventions that
promote care coordination within health
care teams

• Care coordination should be taught to
students in undergraduate programs in
readiness for practice in the health care
setting.

• Utilization of care coordination during
service delivery will contribute to efficient
and effective use of limited resources
resulting in quality patient outcomes and
provider satisfaction.

• The study was supported by the Nursing
Education Practice Initiative (NEPI). With
funding from PEPFAR through HRSA, ICAP
Columbia University.

• I would like to thank my supervisors,
Statistician, Postgraduate Dean, and the
entire team for their support and guidance.
Finally, the Hospital Director and all health
workers for participating in the study
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59.6% health workers had their beliefs and
attitudes inclined towards care coordination.

A comparison among their different roles using
the Kruskal Wallis test gave a Chi-square value =
19.780 and a p-value <0.001.
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Opportunities for interprofessional education in neonatal 
healthcare: an integrative review

Mariana Scheepers 
1Life Healthcare

Neonatal care is an area which offers opportunities for interprofessional education and collaboration.  The healthcare team share 
several competencies and the members are working interdependantly. Coordinated care and communication can enhance outcomes for neonates and 
their families, which can be developed through interprofessional education. 
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Design: An integrative review was done to
explore opportunities for interprofessional
education in neonatal practice.

Data sources: CINAHL, EBSCOHOST, Ovid
MEDLINE, Libraries Worldwide, Worldcat.org,
Academic Search Complete electronic
databases, keywords and inclusion and exclusion
criteria was utilised in the search. Twelve studies
published between 2016-2019 were included.

Review methods: A search of literature was
undertaken and studies was critically appraised
and thematic analysis was performed.

Themes that were identified included but was
not limited to the acknowledgement of diverse
skills and expertise among the different
professionals, shared responsibilities,
communication, accountability and adapted
educational curricula.

A common interprofessional language related to
neonatal care needs to develop to facilitate
interprofessional education.

The teaching of interprofessional competencies
by integrating theory and practice into the
curricula or educational modules is essential.

The competencies include:

(1) patient/family centeredness;

(2) community/population orientation;

(3) relationship focus;

(4) process orientation;

(5)linkage to learning activities, educational
strategies, and behavioural assessments that are
developmentally appropriate for the learner;

(6) integration across the learning continuum;

(7)sensitivity to the systems context and
applicability across practice settings;

(8) applicability across professions;

(9)stated in common and meaningful language
for all professions; and

(10) outcome driven.

Self-awareness and respect for other disciplines
and the value of the differences must be
realised. Group dynamics and issues around
hierarchy and power play must be resolved when
planning interprofessional education.

A deep understanding and appreciation of every
discipline s’ unique contribution can influence
interprofessional education in a positive
manner. The power of effective communication
and mutual respect in the neonatal care
environment is invaluable.

“Interprofessional education occurs when
students from two or more professions learn
about, from, and with each other to enable
effective collaboration and improve health
outcomes. Once students understand how to
work interprofessionally, they are ready to enter
the workplace as a member of the collaborative
practice team. This is a key step in moving health
systems from fragmentation to a position of
strength” (WHO 2010).

Neonatal care is an area which offers
opportunities for interprofessional education
and collaboration. This is not a new concept in
neonatal nursing, However, renewed efforts
should be made to ensure holistic care of the
infant and family. The healthcare team share
several competencies and the members are
working interdependantly. Coordinated care and
improved clear communication can enhance
outcomes for neonates and their families, which
can be developed through interprofessional
education.

• What opportunities for interprofessional
education exist in your context?

• What topics in neonatal care is critical to
include in interprofessional education?

• How do you use simulation and debriefing in
clinical education of neonatal care to enhance
interprofessional collaboration?

El-Awaisi A, El Hajj MS, Joseph S and Diack L (2018) “Perspectives of Practising Pharmacists 
Towards Interprofessional Education and Collaborative Practice in Qatar,” International journal of 
clinical pharmacy, 40(5), pp. 1388–1401. doi: 10.1007/s11096-018-0686-9.
Evans, S., Shaw, N., Ward, C. and Hayley, A. (2016) “‘refreshed…reinforced…reflective’: A 
Qualitative Exploration of Interprofessional Education Facilitators’ Own Interprofessional Learning 
and Collaborative Practice,” Journal of Interprofessional Care, 30(6), pp. 702–709. doi: 
10.1080/13561820.2016.1223025.
Kenner C (2016) “Interprofessional Education in Neonatal Care,” The Journal of perinatal & 
neonatal nursing, 30(3), pp. 195–7. doi: 10.1097/JPN.0000000000000205.
Krzyżaniak Natalia, Pawłowska, I., Pawłowski, L., Kocić Ivan and Bajorek, B. (2019) “Pharmaceutical 
Care in the Neonatal Intensive Care Unit: Perspectives of Polish Medical and Pharmacy Students,” 
Currents in Pharmacy Teaching and Learning, 11(4), pp. 361–372. doi: 10.1016/j.cptl.2019.01.010.
Lutfiyya MN, Brandt BF and Cerra F (2016) “Reflections from the Intersection of Health Professions 
Education and Clinical Practice: The State of the Science of Interprofessional Education and 
Collaborative Practice,” Academic medicine : journal of the Association of American Medical 
Colleges, 91(6), pp. 766–71. doi: 10.1097/ACM.0000000000001139.
Luton A, Hernandez J, Patterson CR, Nielsen-Farrell J, Thompson A and Kaiser JR (2017) 
Pressure Injuries in Neonates Undergoing Therapeutic Hypothermia for Hypoxic-Ischemic 
Encephalopathy: An Interprofessional Quality Improvement Project,” Advances in neonatal care : 
official journal of the National Association of Neonatal Nurses, 17(4), pp. 237–244. doi: 
10.1097/ANC.0000000000000383.
Rhoda, A., Laattoe, N., Smithdorf, G., Roman, N. and Frantz, J. (2016) “Facilitating Community-
Based Interprofessional Education and Collaborative Practice in a Health Sciences Faculty: Student 
Perceptions and Experiences,” African Journal of Health Professions Education, Oct2016 
Supplement 2, P225.
Riley, C., Spies, L. A., Prater, L. and Garner, S. L. (2019) “Improving Neonatal Outcomes through 
Global Professional Development,” Advances in Neonatal Care, 19(1), pp. 56–64. doi: 
10.1097/ANC.0000000000000550.
Silver IL and Leslie K (2017) “Faculty Development for Continuing Interprofessional Education and 
Collaborative Practice,” The Journal of continuing education in the health professions, 37(4), pp. 
262–267. doi: 10.1097/CEH.0000000000000178.
Sklar, D. P. (2016) “Interprofessional Education and Collaborative Practice—if Not Now, When?,” 
Academic Medicine, 91(6), pp. 747–749. doi: 10.1097/ACM.0000000000001179.
VanGraafeiland B, Foronda C, Vanderwagen S, Allan L, Bernier M, Fishe J, Hunt EA and Jeffers JM 
(2019) “Improving the Handover and Transport of Critically Ill Pediatric Patients,” Journal of 
clinical nursing, 28(1-2), pp. 56–65. doi: 10.1111/jocn.14627.
Pauline Voie M, Tunby J and Strømsvik N (2018) “Collaboration Challenges Faced by Nurses When 
Premature Infants Are Discharged,” Nursing children and young people, 30(2), pp. 33–38. doi: 
10.7748/ncyp.2018.e960.
World Health Organization. Framework for Action on Interprofessional
Education & Collaborative Practice. Geneva, Switzerland:
World Health Organization; 2010. http://whqlibdoc.who.
int/hq/2010/WHO HR 10.3 eng.pdf. Accessed May 21, 2016.

• Improved quality care and neonatal outcomes
is possible in most settings if neonatal
education can grow to include
interprofessional learning opportunities and
collaborative plans for neonatal care.

The Maternal and Child Health Nurse Leadership Academy,
Sigma Theta Tau International and Johnson & Johnson are

acknowledged for the opportunity to share the results.
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Understanding intra- and interprofessional teamwork by 
exploring facility based neonatal care in selected Kenyan 

hospitals.
Joyline Jepkosgei1, Jacinta Nzinga1, Mike English1,2

1KEMRI-Wellcome Trust Research Programme, Nairobi-Kenya, 2Oxford University, United Kingdom.   

•

• Although vital in-service delivery, teamwork in health care settings remains relatively unexplored in  low and middle-income countries
• This study therefore sought to understand how care provision teams function in newborn units in Kenya. .
• We explored intra and inter professional team work among health care providers in new-born units of three hospitals using specific tracer activities; 

perinatal mortality meetings, ward rounds, admission processes, handover processes and departmental meetings. 
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• Neonatal mortality continues to remain 
unacceptably high in LMICs including Kenya.

• Several strategies to improve the quality of 
neonatal care have been suggested and 
implemented. 

• However, these strategies are focused on 
improving the  structural aspects of care and very 
little on relational elements e.g. teamwork 

• Effective team work in health care is associated 
with better patient care and patient outcomes.

• Teamwork in intensive care settings has been 
associated with significant reduction in the level of 
error and improved quality of care.

• In Kenya, coordination of care among health care 
teams providing newborn care is poor, often  
characterised by minimal inter cadre interactions

• How do we address the conflicting elements  of teamwork? E.g
balancing between the need for defined roles while being careful 
about promoting boundaries and creating silos? 

• What forms of literature can this kind of work be anchored? 
Organizational? education? Behavioral? Psychology? 

• Promoting teamwork needs consistent policies and approaches at 
all levels of health care system. 

• These might include strategies to break down silos and targeted 
initiatives to promote collaboration. 

This work on was supported by a Wellcome Trust Senior Fellowship awarded 
to ME (#097170). 

07

Correspondence: jjepkosgei@kemri-welcome.org

Study sites • Newborn units of three hospitals in two counties (one rural and
one urban) county estimated bed capacity of;

• X-21 (Admits 28 -35 babies monthly)
• Y-65 (Admits 60-90 babies monthly)
• Z- 20 NICU (Admits 20-27 babies monthly)

Data collection Ethnographic approach utilising qualitative methods 

• In-depth interviews with nurses and clinicians working in the 
newborn units  (17)

• Non-participant observations of care provision  (250 hrs)

• Non-participant observation of audit meetings  (12 sessions)

Data analysis • Open coding on NVIVO 12
• Comparing of initial open codes with team members 
• Consensus on coding framework 
• Axial coding and developing themes on NVIVO 12 

• Teamwork was conceptualized as professionals with explicit roles coming 
together to work towards a common goal. 

• However, the teams observed did not have explicit goals or objectives. The 
goals seemed to be implicit and sometimes adhoc and reactional. 

• Intra- and inter cadre relationships were influenced by ability to execute own 
roles as defined and appreciation or lack of it by colleagues. 

• There were communication challenges between cadres, worsened by work 
style, poor documentation practises and professional boundaries. 

• Care provision was highly driven by defined roles, promoting professional 
boundaries and creating silos. However, these silos seemed to be broken 
during emergencies. 

• Cadre siloing further led to poor inter-cadre coordination, thus minimal team 
based learning was observed. 

• In practice, within Kenyan newborn units  the potential for 
effective intra- and inter professional is undermined by ; poor 
team norming, lack of clear goals, professional hierarchies and 
poor communication

• Therefore, mechanisms to improve coordination and 
collaboration among healthcare teams in these settings are 
required. 

• Firth-Cozens, J., Cultures for improving patient safety through learning: the role of teamwork. Qual Health Care, 2001. 10 Suppl
2: p. ii26-31.

• Richardson, J., M.A. West, and B.H. Cuthbertson, Team working in intensive care: current evidence and future endeavors. Curr
Opin Crit Care, 2010. 16(6): p. 643-8.

• Gathara, D., G. Serem, G. A. V. Murphy, A. Obengo, E. Tallam, D. Jackson, S. Brownie and M. English (2019). "Missed nursing 
care in newborn units: a cross-sectional direct observational study." BMJ Qual Saf

• Nzinga, J., J. McKnight, J. Jepkosgei and M. English (2019). "Exploring the space for task shifting to support nursing on neonatal 
wards in Kenyan public hospitals." Hum Resour Health 17(1): 18.

• Adelaide Lusambili, Joyline Jepkosgei, Jacinta Nzinga and Mike English (2019) "What do we know about maternal and perinatal 
mortality and morbidity audits in sub-Saharan Africa? A scoping literature review", International Journal of Human Rights in 
Healthcare, Vol. 12 No. 3, pp. 192-207 
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Midwives’ and medical professionals’ perspective of collaborative practice
in  labour and delivery ward at Queen Elizabeth Central Hospital, Malawi: 

The discovery phase  of an appreciative inquiry project.
Elizabeth Chodzaza1, Ursula Kafulafula1, Luis Gadama2, Christina Mbiza3

1University of Malawi, Kamuzu College of Nursing, 2University of Malawi, College  of Medicine, 3Queen Elizabeth Central 
Hospital, Malawi.
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We conducted an exploratory qualitative study
within Appreciative Inquiry theoretical research
perspective at Queen Elizabeth Central hospital,
labour and delivery ward. We conducted 16 in-
depth interviews and 2 focus group discussions
with purposively selected midwives (4 nurse
midwives, 2 midwifery unit matrons) and
medical professionals (2 obstetricians, 4
registrars, 2 intern doctors, 2 clinical officers)
working in the labour ward. All interviews and
discussions were audiotaped and transcribed
verbatim. Data were analysed using thematic
analysis. Permission to conduct the study was
obtained from ethics committee and the
hospital.

The practice is incongruent to the
understanding and interpretation of
interprofessional collaboration, indicating
similar perspectives of doctors and midwives.
Increased parallel working of midwives and
medical professionals at QECH has been
identified. Nevertheless, putting together the
view points of the professions to create a
mutually agreeable professional framework of
collaborative intrapartum practice is significant.
There is an obvious need to address the
professional concerns of both disciplines.

Collaborative practice is a critical marker for 
success in improving quality of maternity care. 
The literature further suggests that effective 
relationships and collaborative practices are a   
vehicle for essential lifesaving health services.
Yet, research and anecdotal reports indicate 
lack of collaborative practices between 
midwives and medical professionals working in 
maternity units. We conducted this study to 
gain a full understanding of midwives’ and 
medical professionals’ perspectives on 
collaborative practices at Queen Elizabeth 
Central Hospital (QECH) labour and delivery 
ward in Malawi. The study is the first phase of 
the Appreciative Inquiry process of a larger 
study aimed at promoting collaborative practice 
and effective relationships among midwives and 
medical professionals  working at QECH in 
Malawi.

•What interventions can reduce or prevent 
unprofessionalism, inconsideration, and 
violence among health care professionals? 
•How can care providers make collaboration a 
positive experience 

Chavez, F. (2013). Interprofessional 
collaborative practice in primary health care: 
Nursing and midwifery perspectives. (Human 
Resources for Health Observer No. 13). Geneva, 
Switzerland: World Health Organization.

Posthumus, A., G., Schölmerich, V. L. N., 
Waelput, A. J. M., Vos, A. A., De Jong-Potjer, L. 
C., Bakker, R.,  Denktas, S. (2013). Bridging 
between professionals in perinatal care: 
Towards shared care in The Netherlands. 
Maternal & Child Health Journal, 17, 1981-
1989.

This research was supported by the Norwegian 
Programme for Capacity Development in Higher 
Education and Research for Development 
(NORHED). 
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Five major themes were identified from the 
study:

1. Defining collaborative practice
2. Historical perspectives of collaboration
3. Learning to play it nice
4. Barriers to effective collaborative practice
5. Strategies to improve interprofessional

collaborative practice.

1. Defining collaborative pra
2. ctice
“Different cadres work together providing care to
women in labour in order to achieve positive
maternal and neonatal outcomes” (Registered
Nurse Midwife 1)

Differences between espoused beliefs about
collaboration and the actual practice
“Currently, midwives and medical professionals

work alongside one another, and do not
technically collaborate.” (Registrar 2)

Findings continued

The findings of this study indicate that midwives
and medical professionals understand and value
the philosophy of collaborative practice;
however, implementation of collaborative
practice is proving challenging. Policies need to
reflect team approach to intrapartum care.
Midwives and doctors’ roles need to be clearly
defined. Workloads and staff to patient ratio
should reflect the time needed by staff when
working with women in labour.
There is need to consider Interprofessional
Practice, Education and Research in order for
the professionals to learn to respect and value
the input of other disciplines in the team
decision making process.

2. Historical perspectives of collaboration
“Things have completely changed. Collaboration 
worked quite well in the past. “We used to have 
health debates on labour management.” Now 
there is a complete disconnect between 
midwives and doctors.” (Registrar 3)

3. Learning to Play it Nice
•Mutual respect
“Working together requires mutual respect for 
each other’s profession. I do respect midwives’ 
views because I am not on the ward 24
hours. It’s a matter of respecting other people’s 
views!”(Obstetrician 2)

•Collegial relationships
“When social relationships are good, the 
experience is also fantastic. It is actually 
motivating to work and collaborate with such 
people.”(Registrar 2)

•Positive attitude
“We should have a positive attitude. You need to 
start your day with a smile and interact with 
colleagues. That would have a positive effect, in 
fact women will benefit more.”(Clinical Officer 2)

4. Barriers to effective collaboration
•Hectic intrapartum care environment
“Our working environment is quite depressing, 
the environment itself, is not that you would 
like…….it’s so busy, hectic. feel this environment 
contribute to the stresses.”(Obstetrician 1)

• Shortage of human and material resources
“Generally we are under staffed, people are
gloomy most of the times from fatigue. Some
midwives work on ‘Aluta’ (working nonstop day
and night). It is really hard to collaborate with
such irritable people.”(Obstetrician 2)

5. Strategies to facilitate collaboration
• Effective Communication
“I think we need to communicate effectively,
either verbally or through eligible writing in the
medical records.”(Registrar 1)
• Joint Continuous Profession Development
(CPD) sessions
We should organize CPD sessions to address 
gaps which are common between all 
practitioners so that we are all moving together” 
(Matron 2)

•Understanding Each other’s’ Roles
“There is need to respect the roles of each 
profession. We should respect input from every 
individual……..”(Clinical Officer 1)

Midwives and medical professionals are at the forefront of delivering midwifery maternal and spend most of their time at the
bedside with mothers. Research and anecdotal records have shown that it is difficult to implement collaborative practice among health care
professionals. This study aimed to explore midwives’ and medical professionals’ perspectives on collaborative practices in intrapartum care at Queen
Elizabeth Central Hospital. This presentation reports the findings of the first phase of the appreciative inquiry process. Findings from this initial phase
were used to form key statements that were presented back to participants in the next phase of the study.
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Background

Maternity care in South-Africa is at a crossroad: the public sector is

overburdened, intervention rates are high in the private sector, and

private obstetrician-led care is expensive.

Midwife-led care has proven to be a safe, more affordable model of

maternity care. The midwives’ outcomes and intervention rates in

Gauteng, South Africa, compared well with midwife-led care in the rest

of the world1.

Independent midwife-led care is expanding in South Africa, but

midwives need to collaborate with obstetricians and pediatricians

when there are complications during pregnancy, birth or the post-

partum period. Where there is interprofessional collaboration, low risk

mothers and babies are referred to a safe, evidence-based, more

affordable and women-centered service, while mothers and babies

with complications benefit from a more intervention-based service.

Outcomes as well as satisfaction of care is thus affected by the way in

which midwives, obstetricians and pediatricians communicate and

collaborate regarding shared responsibilities.

Purpose

The presenter aims to reflect on the barriers and facilitators for

interprofessional collaboration and woman-centeredness in the

promotion of safe outcomes for mothers and babies in midwife-led

private practice.

Methods

This is a personal reflection of the presenter as an independent

midwife on the barriers and facilitators for interprofessional

collaboration in midwife-led care from seven years’ experience. The

personal reflection is compared with the evidence reported globally on

barriers and facilitators, and how to break the silos down.

Funding

No funding was required.

Ethical approval

No ethical approval was required

Photo credit: Sam Schröder Photography

Results

To align with the global priorities in maternity care and to ensure quality

of care, interprofessional collaboration is crucial.

Important barriers to interprofessional collaboration include breakdown

in communication; when midwives are expected to adhere to an

intervention prone system of maternity care; lack of mutual respect; or

lack of clarity of roles and responsibilities.

Facilitators include mutual respect; understanding of each other’s

approach, roles and responsibilities; open communication; and learning

with and from each other.

Conclusions

Interprofessional collaboration between independent midwives,

obstetricians and pediatricians is important for optimal outcomes of

mothers and babies. The barriers can be overcome through

communication and an open approach to work together.

Implications

Strategies should be formulated to establish interprofessional

collaboration between midwife-led and obstetrician-led practices to

benefit mothers and babies.
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Collaboration in Medication Management: 
Lessons Learned from a Medication Errors’ Study.
Wananani B. Tshiamo1, Mabedi Kgositau 2, Motshedisi B. Sabone 3, Joyce Kgatlwane 4 & Esther Ntsayagae 5

University of Botswana Gaborone, Botswana

Healthcare professionals have a role in the management of medications at all levels of the healthcare system. The lessons are
drawn from a study that examined experiences and perceptions of medication errors among doctors, nurses, and pharmacy personnel as  main players in 
medication management. This paper will share the lessons learned from the findings of the study and  provide insights into the value of inter-professional 
education and practice to ensure safety of the clients and prevention of medication errors. 
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A mixed method study conducted in urban
and rural Botswana health care facilities
involved 130 participants consisting of
nurses, doctors and pharmacy personnel.
Study sites were purposively selected to
represent major geographical regions of the
country and included public and private
health facilities. Quantitative and qualitative
data were obtained through a structured
questionnaire and a semi-structured
interview guide. Reason's framework for
Accidents Prevention provided an
organizing framework for the study.
Descriptive statistics were used for the
quantitative aspect while content analysis
was used to analyse the qualitative data.

Lessons Learned
• Across disciplines, HCP reported med errors

occurrence: Safe management of medications
requires that the team participating in the
management of medication has shared values
that have their foundation laid at the basic
formal professional education and nurtured
through continuing professional development
and inter-professional dialogue.

• Medication errors still find their way even in
systems with tight controls in place. As such,
there is a need for vigilance and openness to
treating every encounter with medication as a
re-commitment to a professional vow on the
part of professional teams involved in
medication management.

• Education on medication management must
balance theory and practice and must
emphasize learner-centeredness and
contextual learning.

• Patients and their families are an important
ingredient in the formula for safe medication
management. Health care professionals must
therefore bring patients and families aboard
through information sharing and feedback
loops.

• Medication errors remain underreported
because of fear associated with punitive
measures and victimization

In conclusion, judicious interprofessional
collaborative management of medications is
vital to ensure patient safety. An environment
that encourages medication error reporting
could enhance learning among key players.
Further research into ways that can cultivate a
culture of team work is needed.

Participants of the study were selected from a

variety of health facilities representing the major

regions of the country. A total of 17 public (89%)

and private (11%) health facilities were selected

for the study.

The population for the study was health care
providers involved in managing medications. The
study informants’ disciplines were nursing (60%),
medicine (23%), pharmacy (20%), and
anesthesiology (6.9%).

Health care professionals function
interdependently to bring about safe and
quality practice. One area that epitomizes the
value of inter-professional collaborative work
is medication management.

The authors share the lessons learned from of
a mixed-methods multi-site study that used
data from multidisciplinary informants to
investigate medication errors.

Whereas the study covered a wide scope of
medication management and medication
errors, the paper limits itself to the findings
that present lessons for inter-professional
education and practice.

• Medication safety requires a team
approach and continuing professional
development

• Medication error reporting requires
that the work environment be
supportive and non-punitive to those
involved in errors.

• Continuous feedback between
families/patients and health care team
must be encouraged.

• Vigilance and professionalism are a
sine qua non in medication safety

The University of Botswana  for funding 
the project 
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Manias, E. (2008). Effects of interdisciplinary 
collaboration in hospitals on medication errors:    
an integrated review. Expert Opinion on Drug 
Safety,17(), 259-275. 

Green, B. N., & Johnson, C. D. (2015). 
Interprofessional collaboration in research, 
education, and clinical practice: working together 
for a better future. The Journal of chiropractic 
education, 29(1), 1–10. doi:10.7899/JCE-14-36

1. What could be the most novel way of
encouraging medication error
reporting?

2. In your view, how could collaborative
practice be enhanced in medication
management
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Interprofessional teamwork at a tertiary hospital in South 
Africa: Barriers and Facilitators 
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Health professionals understand the positive
value of teamwork in the provision of patient
care. The perceptions of health professionals
towards the concept of interprofessional
teamwork approach is limited, therefore much
groundwork is needed to unify health
professionals’ perceptions and understanding of
interprofessional teamwork.

• Participants are able to define teamwork and
conceptualise its benefits in the provision of
patient care.

• There is no standardised teamwork approach
used at the tertiary facility and this affects the
way healthcare is delivered.

• Barriers to interprofessional teamwork were:
high patient turnover, lack of human resources,
lack of time, hierarchy amongst health
professional, challenges with the referral
process, lack of knowledge of roles and scopes
of practice, attitude, communication
inefficiencies, language barriers, and
professional jealousy .

• Facilitators of interprofessional teamwork
were: increased human resource, respect,
relationship building, and communication
technology.

Quality, patient-centered care are recognised
standards for providing health care. Since the
landscape of health has changed dramatically,
with the unprecedented rise in the burden of
disease, South African tertiary level public health
facilities and health professionals struggle to
provide quality, patient-centered care to patients
with complex health needs. However, integrated
teamwork is strongly advocated for in the care of
the patient with complex health needs but, it
also has the ability to improve the quality and
patient-centeredness of care. To this end, the
interprofessional teamwork approach is
suggested as an alternative to teamwork
approaches currently used in tertiary level health
facilities.

Problem Statement:
• Inadequate knowledge of the roles and scopes

of practice of health professionals.
• Inadequate assessment of holistic needs of

patients.
• Poor organisational culture & lack of protocols

to support team work, effective communication,
collaboration and holistic patient management.

• Increase in patients’ hospitalisation & hospital
costs.

• Risk of secondary complications.
• Exacerbation of primary medical diagnosis.
• Affect health outcomes and continuity of care

Aim:
The aim of the study is to explore the perceptions,
barriers, and facilitators of interprofessional
teamwork amongst health professionals working at
a tertiary public hospital.

• Establish an organisational culture that
encourages interprofessional teamwork – CPD,
leadership & media.

• Revise health professional job descriptions to
include teamwork as a requirement.

• Revise current referral process.
• Develop ways to improve communication

process.
• Awareness posters in wards and departments

on the roles, scopes and the type of services
offered by the different health professionals.

• Establish a care pathway guideline for patients
to help them gain access to services that would
be of benefit to them across the healthcare
continuum.

• Invest in interprofessional education and
teamwork training.

Gears Model of Factors Affecting Interprofessional Collaboration within IPCTs (Mulvale et al. 2016).

1.Reeves, S., McMillan, S. E., Kachan, N., Paradis, E., Leslie, M., & Kitto, S. (2015). 
Interprofessional collaboration and family member involvement in intensive 
care units: emerging themes from a multi-sited ethnography. Journal of 
interprofessional care, 29(3), 230-237

2.Interprofessional Education Collaborative. (2011). Core Competencies for 
Interprofessional Collaborative Practice. Retrieved from 
https://www.aamc.org/download/186750/data/core_competencies.pdf

3.Oandasan, I., Baker,G.R., Barker, K., D’Amour, D., Jones, L., & Kimpton, S. 
(2006). Teamwork in healthcare: promoting effective teamwork in healthcare 
in Canada. Canadian Health Services Research Foundation. Ontario: Canadian 
Health Services Research Foundation. 
https://doi.org/10.1017/S0963180100004394

4.Health Professionals Council of South Africa. (2014). Core competencies* for 
undergraduate students in clinical associate, dentistry and medical teaching 
and learning programmes in South Africa. Retrieved from 
http://www.hpcsa.co.za/uploads/editor/UserFiles/downloads/medical

5.Hardin, L., Kilian, A., & Spykerman, K. (2017). Competing health care systems 
and complex patients: An inter-professional collaboration to improve 
outcomes and reduce health care costs. Journal of Interprofessional Education 
& Practice, 7, 5–10. https://doi.org/10.1016/j.xjep.2017.01.002

6.Hall, P. (2005). Interprofessional teamwork: professional cultures as barriers. 
Journal of Interprofessional Care, 19(1), 188–196. 
https://doi.org/10.1080/13561820500081745

7.Mulvale, G., Embrett, M., & Razavi, S. D. (2016). ‘Gearing Up’to improve 
interprofessional collaboration in primary care: a systematic review and 
conceptual framework. BMC family practice, 17(1), 83.

This study was conducted at a tertiary hospital in South Africa and explored the barriers and facilitators of interprofessional teamwork amongst health 
professionals working at the hospital. Several recommendations are presented with the intention of strengthening the delivery of patient-centered care 
at the hospital through the interprofessional teamwork approach. 

• School of Public Health, UWC
• Department of Health: Western Cape
• National Research Foundation 

The study employed a qualitative, descriptive,
exploratory study design. Purposive sampling
was used and data was collected using focus
group discussions with 14 participants (2 doctors,
1 physiotherapist, 3 dietitians, 3 speech
therapists, 4 nurses and 1 social worker). The
data was analysed in terms of four pre-
determined themes: towards defining teamwork,
approach to teamwork, perceptions of
interprofessional teamwork, and the barriers and
facilitators to interprofessional teamwork .

• Identify the barriers to interprofessional
teamwork in your work spaces.

• Identify the facilitators to interprofessional
teamwork in your work spaces.

• How will you go about creating an
interprofessional teamwork ethos in your
work spaces?

https://www.aamc.org/download/186750/data/core_competencies.pdf
http://www.hpcsa.co.za/uploads/editor/UserFiles/downloads/medical
https://doi.org/10.1080/13561820500081745
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Knowledge construction and contextual 
determinants for community-based learning

Authors: Sindi Mthembu
KwaZulu-Natal College of Nursing, South Africa

In traditional classrooms, students learn to depend on teachers for their learning direction, goal setting, progress monitoring and
achievement. HEIs face enormous challenges in preparing graduates to function effectively as professionals in a rapidly changing healthcare system.
Students experienced difficulty working in teams, particularly those which included other healthcare professionals, such as doctors, social workers or
pharmacists. Community-based learning (CBL) provides higher educations institutions with a strategy to explore ways of enhancing student achievement
by engaging them in their communities as part of their academic curriculum.
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The study employed a qualitative design with a
grounded theory approach.

Data was derived from participant interviews
from two nursing education institutions (NEIs)
that were purposively selected to participate.

The inclusion criterion of the setting for the
study was determined by the existence of well
established CBL in the basic nursing
programmes.

The target population for the study were all the
nurse educators/lecturers involved in the CBL
programmes.

A total of 16 who were taken as the sample for
the study including heads of department, deputy
heads, programme director and coordinators at
the level where the CBL component was offered,
and the facilitators/lecturers/clinical facilitators.

Classroom observations and student interactions
were observed.

The practice of CBL was examined through
document analysis followed with individual
interviews of participants.

Curriculum content and graduate competencies
analysis was conducted.

Use of authentic health problems from real-life
settings emerged as central in the process of
constructing knowledge, identifying, solving and
fulfilling authentic community health-related
problems and needs.
Through CBL there is exchange of ideas,
viewpoints and arguments as students discussed
realistic community-based issues in group
processes.
Students required guidance, support and
coaching from their teachers through scaffolding
so they could cope with the learning issues
emerging in group processes.
Scaffolding used as means for cognitive coaching
and gradually faded as students gain
independence.
Learning in CBL was not uni-directional from the
teacher to student but multi-directional in nature
with interactive engagements of the facilitator
with students and/or students with the
community members, other students and multi-
disciplinary and interprofessional teams.
Knowledge construction is an active problem-
solving process with the emphasis on action by
the students actively constructing own
knowledge rather than passively receiving
information from teachers and textbooks.
Continuous reflection on community experiences
incorporating all experiences brought to class
from the community surveys, family studies and
epidemiological surveys.
Through collaborative learning, students
constructed knowledge jointly and shared their
perspectives to reach a deeper understanding of
community problems.

CBL emerged in response to the needs of the 
South African population at large and relevant 
move that promoted responsive methods of 
teaching and education to influence the 
training of nurses with elements of IPE. 

CBL emerged as a political instrument that has 
influenced a change in the country's health 
system by responding to the needs of the 
population. 

Knowledge is constructed by students as a 
result of their interaction with communities in 
socio-cultural context and is mediated by prior 
concrete learning experiences. 

Knowledge constructed by students can be 
applied in their future work places with 
collaborative initiatives with other healthcare 
professionals.

Chart 1: The determinants of knowledge 
construction in CBL

Chart 2: Casual conditions for CBL

Community-based learning especially in the field
of health education is one of the fastest growing
reforms in higher education.
The increased interest in CBL is based on the
demands by government and society that higher
education institutions (HEIs) be more responsive
to the needs of the communities.
CBL is marked by a paradigm shift from teacher
dominated learning to learning where students
play an active role in the process of knowledge
construction.
CBL is focused, experiential learning organised
around the investigation and resolution of
chaotic, real-world problems and allows for
intersectoral and interprofessional education. A
problem-focused learning curriculum, which
naturally integrates the curriculum with real life,
provides authentic experiences that foster active
learning and support authentic knowledge
construction.
In this approach, the students are engaged
problem solvers as they identify the root of the
health problem(s) and the conditions needed for
a resolution.

Julie, H., P. Daniels and T. Adonis. 2005. Service-learning in nursing: 
Integrating student learning and community-based service experience 
through reflective practice. Health SA Gesondheid 10(4): 41–55.
Lazarus, J., M. Erasmus, D. Hendricks, J. Nduna and J. Slamat. 2008. 
Embedding community engagement in South African higher education. 
Education, Citizenship and Social Justice, 3(1): 57–83.
Lu, L.L. & Jeng, I., 2006, ‘Knowledge construction in inservice teacher 
online discourse:
Impacts of instructor roles and facilitative strategies’, Journal of Research 
Research on Technology in Education 39(2), 183–202.
Hammett, R. & Collins, A., 2002, ‘Knowledge construction and 
dissemination in graduate education’, Canadian Journal of Education 
27(4), 439–453.

• CBL is collaborative in nature, and through
collaborative learning, students construct
knowledge jointly and share their
perspectives to reach a deeper understanding
of community problems.

• Communities provide a leaning environment
rich in raw content.

• Community environment is a setting for
testing knowledge constructed.

The following are acknowledged for supporting this
work:
• National Research Fund
• UKZN Developing Research Innovation, Localization

and Leadership in South Africa (DRILL)
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❖Nature of graduated produced from 
the traditional curriculum:
• Inadequately prepared 
• Content driven curricula

❖Nature of the Graduate Produced 
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• Responsive to the needs of the 

communities
• Critical thinkers & problem solvers

❖Nature of the Learning Environment:
• Communities as providers of raw 

content
• Community environment as setting 

for testing knowledge constructed

Casual conditions for community-lased 
learning



Transformation of the healthcare system in South 
Africa has foregrounded community-based care 
and the tenets of primary health care(PHC). 
Amongst others, team-based practice and 
intersectoral collaboration were cited as key 
elements to achieve PHC (Department of Health, 
1997). Collaboration between community 
representatives and the healthcare team in 
planning and provision of healthcare services 
according to perceived needs of the community 
was encouraged. Collaboration was mandated as 
an essential graduate competence by the Health 
Professions Council of South Africa (HPCSA, 2014). 
Curriculum revisions were necessary to effect 
these recommendations. Despite gradual changes 
to health professional curricula, health workers 
remain underprepared in addressing population 
and intersectoral approaches for positive health 
outcomes (Naledi, et al. 2011). Whilst students 
from health science disciplines may work 
alongside each other at community facilities, there 
is little evidence of curriculum shifts towards 
structured, formalised interprofessional education 
and training. The aim of this paper is to describe 
how collaborative practice is developing between 
the community and health workers at a PHC clinic 
in Durban, Kwazulu-Natal. 
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Engendering collaborative education and practice across the    
health professions at the University of Kwazulu-Natal, South Africa
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The Seacowlake Clinic located within an informal 
settlement in Durban was identified as a pilot site 
to develop community-based interprofessional 
collaboration from January 2019. Students and 
clinical supervisors  from disciplines of audiology, 
optometry and occupational therapy work 
alongside the community health facilitator(CHF), 
community health-workers(CHWs) and nursing 
staff to address the health needs of the population 
who reside in more than 4000 informal dwellings 
in the area. Semi-structured  individual interviews 
were conducted with four clinical supervisors [one 
occupational therapist(OT), one optometrist, two 
audiologists] and the CHF who manages the CHW 
programme in the area. The interviews explored 
how collaboration between health workers and 
health science students shaped access to the 
broadened health services. Data were analysed in 
relation to social capital theory and its 
dimensions. Social capital is described as the 
network of relational resources that are useful to 
an individual or group for development, and 
provides the basis for trust, cooperation and 
collective action (Ali-Hasan, 2009). Three 
dimensions of social capital are identified. The 
structural dimension refers to the network ties 
and network configuration, cognitive dimension 
refers to information sharing and transfer and, the 
relational dimension refers to the assets rooted in 
the relationship such as trust, norms, etc. (Ali-
Hasan, 2009).

The cognitive dimension highlights how information 
was transferred between the disciplines and the 
community. The OTs met with the CHF and CHWs at 
the start of the programme and shared information 
on the role and scope of the discipline, identified 
programmes that they could work on collaboratively, 
and discussed screening tools that were in use. 
There were no tools that screened for rehabilitation 
needs. Pamphlets were developed by OT students 
for distribution by the CHWs to the community. 
These were shared with the security officer at the 
clinic resulting in a significant number of referrals to 
OT. 
Audiology students developed a pamphlet that 
outlined their services and information on health 
promotion and hearing risks that was distributed by 
nurses, CHWs and by students themselves. 
Optometry services were advertised largely by word 
of mouth by the nursing staff and clinic cleaner. 
Community mobilisation was enhanced further by 
door to door advertising through the programme of 
the CHF. 
The relational dimension describes how elements of 
trust and identity have developed at the clinic. OT 
students hosted an in-service training programme 
for the CHWs to broaden their knowledge on 
rehabilitation screening and home-based 
monitoring. This was extended to CHWs 
accompanying the OT students on home visits in the 
community, both for skill transfer and as a security 
measure. Visits into the community allowed for 
identification of 12 informal creche facilities. OT 
students intervened at these centres by commencing 
with screening and treatment programmes for 
learning difficulties and other childhood 
dysfunctions. 
Audiology students have been successful in 
screening, referring and counselling at least 15 
patients /3 hour clinic session. Collaboration 
between the nursing staff and students has enabled 
patients with ear infections to receive antibiotic 
therapy for patients requiring that intervention. A 
referral system between OT and audiology is 
developing. The analysis describes how the elements 
of social capital have developed at this PHC clinic. 

A network of healthcare resources has accrued at 
this PHC clinic to mobilise community interest 
and participation towards accessible and 
available services. The network is characterised 
by variable strengths of relationships. Stronger 
ties, exhibited particularly by the OTs with other 
participants in the network, have fostered 
cooperation and trust. Information sharing has 
been identified as an enabler for collaboration 
whilst the dominance of the medical model is a 
barrier to interprofessional practice. It weakens 
the dimensions of social capital and has 
implications for healthcare delivery. 

1. Ali-Hasan, H. (2009). Social Capital Theory. In: Dwivedi, Y. K. (Ed.). 
Chapter XXIV, 420-433. Handbook of research on contemporary 
theoretical models in information systems. IGI Global.

2. Department of Health. (1997). White Paper for the Transformation 
of the Health System in South Africa. Pretoria. Department of Health

3. Health Professions Council of South Africa. (2014). Core 
competencies for undergraduate students in clinical associate, 
dentistry and medical teaching and learning programmes in South 
Africa. Pretoria. HPCSA.  

4. Naledi, T., Barron, P., & Schneider, H. (2011). Primary Health Care in 
SA since 1994 and implications of the new vision for PHC re-
engineering. In: Padarath A, English R, editors. Chapter 2, 17-28. 
South African Health Review. Durban. Health Systems Trust. 

• This emerging model for collaborative practice 
has highlighted how the strength of a network 
developed amongst skilled professionals and the 
community, is motivated to action by common 
values and expectations for improved health 
status. 

• In the absence of pedagogy for collaborative 
interprofessional education, the results from 
this project could be used as a framework for 
developing interprofessional education and 
collaborative practice at community-based 
training sites.

I would like to thank the participants for their 
contribution. This project is self-funded. 
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• How are learning outcomes matched to learning 
activities to ensure that collaboration in 
practice demonstrates value over individual 
professional learning?

• What staff development activities should 
precede the introduction of interprofessional 
clinical training in a community-based setting? 

• How is collaboration between community 
representatives and clinical educators 
facilitated for joint assessment of student 
competence?

Results 

Data are categorised into the structural, cognitive 
and relational dimensions of social capital. The 
structural dimension, depicting the network ties 
and configuration between the health sciences 
disciplines and community, is illustrated below. 

This paper describes how collaborative practice is developing between the community and health workers at a primary 
healthcare clinic in relation to the structural, cognitive and relational dimensions of social capital theory. The emerging model has highlighted how the 
strength of a network, developed amongst skilled professionals and members of the community, is motivated to action by common values and 
expectations for improved health status.

Summary
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A framework for information communication (IC) that 
contributes to the improved management of the 

intrapartum period
Doreen Kainyu Kaura1, Mikko Korpela2, Retha de La Harpe3, Sue Fawcus4

1Stellenbosch University, South Africa, 2,3 & 4 Retired Professors

The accuracy, completeness and adequacy of the data collection influences the ICP from the point of care during handover and
consultation including referrals. Further, adequate information required appropriate information tools, appropriate data collection processes and means
of coordination. Effective communication, which included the channels of communication, the actors involved and the message, had an impact on the
effective management of the intrapartum period 1,2.

Summary

Introduction / Background

Methods

Implications / Take away message

Conclusion

Questions I would like audience to respond to

Acknowledgements / Funding

References: Available on request

Multi method, multiple case study approach was
used to explore and describe the complexities
involved in the (ICP), during the management of
the intrapartum period 7. During the study the
expected ICP, the actual ICP, the challenges
involved and the desired ICP were analysed9. 24 In-
depth interviews with SBAs were conducted,
observer- as- participant role was utilized during
the observation, field notes, reflective diaries and
document review methods were used to gather the
data. Thematic analysis and activity analysis were
applied to analyse the data. Atlas Ti software was
used for thematic analysis and the Microsoft Visio
for the activity analysis description1,2,4

In conclusion what is expected is not what is
actually happening. The skilled birth attendants
(SBAs) do not necessarily have the answers for
change but the challenges were identified as
desires for change. I urge that the framework will
provide a basis for the evaluation of the
effectiveness involved in the ICP for the effective
management of the intrapartum period.

Daily activities within a health care organization are
mediated by information communication processes
(ICP), which involve multiple health care
professionals1,2. Effective management requires
critical information to be accurately and swiftly
communicated to enhance patient safety. The

purpose of this presentation is to highlight the
complexities around the information and

communication processes during the intrapartum
period. The work flows of the relevant key actors
are highlighted which indicates cycle of IC
frustration and the desired IC state. The framework
is seen as a filter that allows evaluation of current
state and the desired state by the skilled birth
attendants (SBAs).

❑ What is the mediator for effective 
communication ?

❑ Who are the subjects of interest in any 
information communication?

❑ What are the rules of engagement for effective 
communication?

❑ How can we determine adequacy of 
information to be communicated effectively?

❑ What is expected is not what happens in
communication. The challenges faced with the
ICP were illuminated as desires for change.

❑ I urge that the framework will provide a basis
for the evaluation of the effectiveness
involved in the ICP for the effective
management of the intrapartum period.

❑ Information communication is a process,
which is influenced not by an individual actor
or individual action but rather by the team
activities.

❑ This therefore demands appropriate,
acceptable means of communication and
coordination from the primary sources of data
throughout the flow of information.

❑ National Research Foundation towards this research is acknowledged. Opinions expressed in this 
dissertation and the conclusions arrived at, are those of the author, and are not necessarily to be attributed 
to the National Research Foundation.

❑ The INDEHELA Information Systems for Design and Development (ISD4D) 2011-2015. Academy of Finland
❑ The North to South INDEHELA-Access funding for student exchange support 2014-2015. Finnish ministry of 

Foreign Affairs.
❑ The SANTRUST award for proposal development assistance 2013-2014
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The desires for communication were
illuminated by the need to change the current
situation. The effectiveness of the actions
taken during the management of the
intrapartum period is dependent on the
decisions made by the skilled birth attendant
whether at the MOU or the referral hospital.
The data collected forms the basis for the
information that is used for these decisions
and therefore the need for appropriate ICP.

❑The FASS framework should be seen in part
and as a whole with each aspect influencing
the ICP.

❑Although the effective management of the
intrapartum period was the desirable outcome,
it requires more actions than just the
communication processes.

❑ The SBAs decision making is not just based on
the information at hand but more importantly
as on the application of knowledge to data to
create information.

❑All decisions are based on information
processing and therefore the importance of
evaluating the effectiveness of the information
communication.

Figure 2: The desired cycle of satisfaction 1,2

Figure 3: The FASS Framework 1,2

Figure 1:

The cycle of Frustration 1,2

The SBAs raised concerns over challenges with
data collection that often was inadequate or
inappropriate. The tools used for the data
collection such as the maternal case record (MCR)
were often incomplete and the skilled birth
attendants were often unable to make informed
decisions due to the inadequate information1,9.
The actual ICP focused on documentation and
communication of the information within and
between organizations. Communication was
marked by inadequate documentation and
therefore errors in the information
communicated. the challenges to ICP influenced
the management of the intrapartum period
through the information collected or the
communication of that information.

❑Using the framework to evaluate the ICP requires
determination of the specific development
points. The current state of communication
requires to be evaluated or the adequacy of the
information (figure 5).

❑Once the specific elements are identified the
specific attributes (FAAS) to the elements need to
be evaluated.

❑ The evaluation of these elements and their
attributes would illuminate and enable modelling
of a desired state in order to produce adequate
information collection or effective
communication ending in a cycle of satisfaction.

❑The framework can be used as a whole with all
the elements and their attributes (FAAS) or in
parts depending on the areas of development
that have been identified.

Figure 3: Evaluation
of ICP FASS
Framework1,2
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Drivers for meaningful development of the 
Nurse Practitioner role in Tanzania 

Authors:   Marycelina Msuya1,   Jane Blood-Siegfried2,   Juliet Chugulu1, Paulo Kidayi 1,   Jane Rogathe1

1Kilimanjaro Christian Medical University - College, Tanzania, 2 Duke University School of Nursing, USA

More than 70% of Tanzanians live in rural areas.  Nurses are more likely than physicians to practice in these communities.  As a
result nurses are frequently forced to function beyond their educational preparation and expand their practice to meet the health needs of the 
community.  Strengthening the nurses’ role is a strategic way to improve health care outcomes in rural underserved areas of the world.  The Nurse 
Practitioner is a comprehensive clinical practitioner working in partnership with other health providers, NOT “Task shifting”, NOT a new profession.
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KCMUCo Nursing Faculty interviewed: 

• Nurses (n=251) 

• Health facility managers (n=93) 

• Non-nurse health professionals (n=117)

Clinical Officer 30%, Clinical Assistant 5%, 

Medical Doctor 6%, Assistant Medical 
Officer 19%, 

Other 40% 

• Consumers  (n=432) 

Structured questionnaire 

• Closed- and open-ended questions

• For consumers, used structured interview 
guide in their preferred language

Design

Groups
Nurses

employed
(n=251)

Health 
Facility 

Managers
employed

(n=91)

Non-nurse 
Health 

Professional 
employed

(n=117)

Consumers 
seek care
(n=423)

Dispensary 21% 44% 18% 45%

Health 
Centre

21% 30% 24% 27%

District 
Hospital

59% 24% 58% 28%

Traditional 
healer

0 0 0 <1%

Table 1: The areas where participants are employed or 
seek care.

To achieve 2020 SDG countries need to: 

• Strengthen primary care 

• Increase recruitment, development, training, 

and retention of the health workforce  

• Advancing the nurse’s role is innovative and 

effective way to improve health outcomes 

(SDG 3.8)

Recommendations from this GAP analysis

• Nurses require more education in order to 
effectively function in primary care

• NP role is critical for rural communities

• Collaboration with physicians and other 
health professionals is critical for educating 
advanced nurse providers. 

• Role development will be important

Chart 1: Percentage of nurses’ self-reported prescribing 
in the clinical area or the community during off-hours 

• > 70% of Tanzanians live in rural areas 

• More nurses live in rural areas than medical 
officers

• Nurses stay in the communities where they 
live

• Nurses are registered, legally allowed to 
prescribe

Aims 

Do nurses function beyond their legal and 
educational scope of practice?

1. Roadblocks to collaborative NP education?

Who should train Nurse Practitioners?

2. What educational level for certification?

3. What will be the NP skill set?

4. How will they be certified?

5. Who will employ them?

• The need in rural parts of the world should 

drive the educational level of nurse 

practitioner education 

• NP’s can be educated at all levels with good 

results

- certificate, bachelor, master, or doctoral

• Physicians and other health professionals 

should be included as teachers as well as 

nurses  

• Many African countries require faculty to be 

educated as nurse practitioners at a degree 

level higher than the level they are teaching  

• There are not enough PhD educated nurse 

practitioner faculty to teach

Mark Paul Terk Foundation
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Region TangaMtwara

Health Centre

Dispensary

Singida Shinyanga

District Pangani

Korogwe

Tandahimba

Newala

Singida 

Ikungi

Kishapu

Kahama

Magoma HC

Mombo HC

Mwera HC

Kitangali HC

Chihangu HC

Luagala HC

Mahuta HC

Ikungi HC

Sokoine HC

Songwa HC

Kishapu HC

Mpera HC

52 dispensaries  (4 - 5 dispensaries for each health center)

0%

20%

40%

60%

80%

100%

Dispensary Health Centre District Hospital

Prescribed at Work Prescribed in the Community

38% 38%

22%

3%

0%

10%

20%

30%

40%

0%

5%

10%

15%

20%

25%

30%

35%

51%42%

4%

Certificate (2 yr)

Diploma (3yr)

Baccelaureate (4 to 6 years)

Chart 3: Conditions most commonly treated by nurses

Chart 2: Reasons for prescribing at work.

Chart 4: Educational level of nurses practicing in rural 
areas

Table 3: Recommendation by participants for approval 
and level of Nurse Practitioner education

Groups
Nurses
(n=246)

Health 
Facility 

Managers
(n=81)

Non-nurse 
Health 

Profession
al (n=111)

Approve 
of the NP 
role

100% 97% 93%

Proposed level for NP education

Certificate 54% 52% 42%

Diploma 28% 44% 36%

Degree 9% 3% 5%

Master 2% 0 2%

Any level 7% 1% 14%
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Stress management for better Interprofessional 
Education/Collaboration:  A Public Lecturing from 

a PhD Corrected Research Proposal.
Christine Nyirahabimana1, Connie Mureithi2, Rosemary Okova3

1University of Gitwe, Rwanda,   2&3Mount Kenya University, Rwanda.                                     

Stress refers to physio-psychological response to the request of environment happening if individuals realise that it is not
possible

possible
to adequately cope with that request. Every person can be affected by stress and it has been found that prolonged stress leads to negative

physical and mental health consequences if not well managed. General stress management measures include: time management, physical exercises,
activities involving others, balanced diet, avoiding alcohol and tobacco and sharing feelings, maintaining our sense of humour, praying...
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The aim of the presentation is to share different
strategies for stress prevention and stress
management for better Interprofessional
Education/Collaboration (IPE/IPC).

✔Definition: Stress is a state or situation
considered as challenge or problem, and
damages the person‘s balance or equilibrium.

✔Causes for stress are many, including:
▪ health problems,
▪ employment,
▪ school activities,
▪ family problems,
▪ poverty.

Specifically, for actual and future health
professionals, stress may be due to:
▪ high responsibilities,
▪ poor client outcomes,
▪ risk of making an error,
▪ unfamiliar situations,
▪ excessive workload, etc.

✔Symptoms: Common stress symptoms are:
▪ fatigue,
▪ irritability,
▪ hopelessness,
▪ social isolation.

Other physiological indicators of stress are:
▪ headache,
▪ backache,
▪ change in appetite,
▪ nausea,
▪ constipation or
▪ diarrhoea,
▪ increased pulse, blood pressure, and
respirations,
▪ sleep disturbances (insomnia ),
▪ weight gain or loss ...
✔Stress management strategies include:
▪ time management,
▪ physical exercises,
▪ activities involving others,
▪ balanced diet,
▪ sharing feelings,
▪ having a good cry,
▪ maintaining our sense of humour including the
ability to laugh with others,
▪ avoiding alcohol and tobacco
▪ thinking positively (being optimist),
▪ recognizing our limits and
▪ praying

As health care professionals are prone to
stressors, it is advisable to apply the above
mentioned general stress management
measures to reduce the related risks and
complications.

Health care professionals have four main
responsibilities:
✔to promote health,
✔to prevent illnesses,
✔to restore health, and
✔to alleviate suffering.

In the past, the system was “duty oriented”
where all activities were based on duties and
responsibilities, but, in our days, all clients’ needs
(all dimensions of life) should be considered
while taking care:
▪ physical,
▪ psychological,
▪ cognitive
▪ social,
▪ economical,
▪ cultural,
▪ religion or
▪ spiritual needs...

This approach requests us to be free from stress
and work as team members from health teaching
institutions i.e. Interprofessional Education (IPE)
till clinical settings i.e. Interprofessional
Collaboration (IPC).

In their responsibility of alleviating suffering,
health care professionals deal with reduction of
physical pain and psychological suffering or
stress.
Unfortunately, several studies have
demonstrated that the rates of stress are similar
in health care professionals and the general
population: it is estimated that 25% of them
suffers from stress. It is not possible to help
stressed people, while stressed too.

• Do you apply stress management strategies in
your daily life ?

• If yes, which ones? Are they effective ?

• If yes, kindly share your experience.

Health care professionals are called to contribute
in the overall welfare of our clients. To achieve
this, all (health related students and health care
professionals) must work as team and this
request us to enter in Stress Free Zone.

• Mount Kenya University, Thika Campus
• My Supervisors: - Connie Mureithi and

- Rosemary Okova.
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• - American Heart Association. (2016). Stress
Management. USA: AHA.

• - American Psychological Association.
(2016). Stress Management among students.
New York.

• Mayo Clinic. (2014, May 1). Stress
Management. Retrieved Dec 12, 2017, from
Mayo Clinic: www.mayoclinic.org/
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IPECP is not an easy process as depicted by the
uphill road with a bicycle and the hard work of a
soccer team to score a single goal.

The drawings in figure 3 shows the essential 
principles of IPECP such as shared decision 
making, shared leadership, shared power, and 
teamwork.

IPECP improves health outcomes as it moves
from where patients are dying to sun shine and
from being sick in bed to health and happiness.

Cultural issues are vague and may be the hidden
reason why IPECP has not taken root in Africa.
The underpinning philosophy of IPECP is contrary
to the social norms and organisational and
professional cultures.
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Culture: the concealed barrier to interprofessional 
collaborative practice

Yvonne Botma & Mathys Labuschagne
University of the Free State, Bloemfontein, 
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Fourth-year students from seven professions
participated in four two-hour session of which
the two middle sessions were an unfolding
simulated encounter with a standardised patient.
The 350+ students were divided into 28
interprofessional small groups.

During the 4th session students collaboratively
made free-hand drawings of their experience
and understanding of IPECP. The authors
selected four drawings through simple
randomisation and proceeded with semiotic
analysis thereof according to the steps explained
by Mey and Dietrich (2017).

This study demonstrates that the students have a
fairly good understanding of IPECP and see the
value thereof. However, they depicted the
unsupportive clinical environment.

Educators implementing IPE without parallel
developments in clinical practice are creating a
theory-practice gap that may confuse students. It
should be emphasised that the youth/students
must be the change agents.

Healthcare professionals in Africa should
consider the composition of the IPECP team and
how to overcome the cultural barriers.

• The traditional societal and professional
norms may be a hidden but important reason
why IPECP is not well established in Africa.

• The organisational culture of healthcare
institutions in Africa as well as societal and
professional norms do not support IPECP.

• The composition of the interprofessional team
in Africa may look different than those in
developed countries.

The research was funded by the 
ERSA13111558003  (NRF)

17

Correspondence: botmay@ufs.ac.za

Sub-Saharan Africa authors have not contributed much to the literature on interprofessional education and collaborative practice because culture may
be the hidden huge hindrance. Culture refers to the organizational culture of healthcare services that does not support collaborative practice and
traditional societal and professional norms that do not support the philosophical principles of shared leadership and shared decision-making.

Summary

Multiple organisations like WHO, Sigma and
ASSAF have stated that Interprofessional
education and collaborative practice (IPECP) is a
possible solution to the workforce crisis in
healthcare (WHO 2016; Thompson et.al. 2017;
ASSAF 2018). Many health professions councils
require evidence of IPECP before accreditation
of programmes and countries’ health reform
policies mention it. Studies showed that IPECP
improves quality of care and healthcare
outcomes; addresses shortage of healthcare
professionals and; is part of healthcare reform.
Africa especially, needs IPECP to address the
immense healthcare crisis. Figure 1 shows the
number of healthcare workers per 10 000
population.

Figure 1. Healthcare worker per 10 000 population

The Faculty of Health Sciences at the University
of the Free State, South Africa, implemented IPE
and explored the students’ understanding of
IPECP through free hand drawings.
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Figure 4: Strengthening the healthcare system

Figure 4: Culture

• Who should form part of the
interprofessional team in a typical African
context taking into consideration that many
countries have various categories for
healthcare workers due to task sharing or
task shifting, for example the doctor
assistant, community healthcare worker,
traditional healer, etc.?

• How should the societal and professional 
cultural barriers and norms be dealt with in 
the context of interprofessional education 
and collaborative practice?

Figure 2: IPECP as a process

Figure 3: IPECP as collaboration 
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Factors influencing maternal choice during early initiation
of infant feeding in a private Hospital, Gauteng province

Seipati Padi1, Carin Maree2, Mariatha Yazbek3

1Femina Hospital, Pretoria, South Africa, 2, 3University of Pretoria, South Africa

In spite of evidence available on the advantages of breastfeeding, many mothers who deliverd in a private hospital chose 
formula or mixed feeding for their infant. This study used a descriptive quantitative design to describe factors influencing mothers’ choices of feeding 
within the first three days after delivery. A semi-structured questionnaire was used to collect data. Factors that were identified included information 
obtained from family and friends, pamphlets in doctor’s rooms, and support from healthcare providers, lactation specialists and partners.
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A descriptive quantitative design was used. The
tool to collect data was a semi-structured
questionnaire to describe factors influencing
mothers’ choices of infant feeding
(breastfeeding, formula feeding or mixed
feeding) during the first few days after birth. The
questionnaire was in English, as it is the language
of communication in the hospital.
The study was done in the particular hospital, as
that was the context where the problem
regarding choice of feeding was identified and
the purpose of the study was not generalisation.
The population was therefore the mothers who
delivered in the private hospital, irrespective of
the mode of delivery. Non-probability
convenience sampling was used as the sampling
method. Data was collected within the first three
days of their delivery, as they had already chosen
their feeding methods and it was prior to
discharge whether they had a normal delivery or
delivered by caesarean section. Mothers of the
infants admitted in the neonatal intensive care
unit were also invited to participate, as they also
had to choose what feeding their infants would
receive. The data was collected over a period of
4 months to obtain a sample size of 288
respondents to enhance validity and reliability.

The majority, 65.67%, of the respondents chose
breastfeeding. A major source of information
that influenced their decision to breastfeed was
family and friends. Other factors included health
literacy, attending antenatal classes, support
from a lactation specialist or other healthcare
providers, and support of their partners.
Furthermore, 14.67% of the respondents chose
formula feeding for their infants. Their major
source of information was the pictures and
information in doctors’ rooms, or they were
mothers with a medical condition such as being
HIV-infected, who chose formula feeding based
on the believe that breastfeeding was unsafe for
their infants, and formula feeding was the best
solution.
Respondents who chose mixed feeding (to
combine breastfeeding and formula feeding)
represented 16% of the responses. The major
source of information that influenced their
decision was family and friends. The perception
that they had insufficient milk supply was also
one of the most common reasons women gave
for choosing mixed feeding. Additional factors
that influenced their choices included lifestyle
choices and challenges with breastfeeding.

In spite of the advantages of breastfeeding, the
reality is that there are multiple factors
influencing a mother’s decision on what to feed
her newborn infant. Healthcare professionals can
play an important role in influencing this
decision.

‘Breast is best…’ but not all mothers agree and
choose breastfeeding as an option. The mother is
ultimately responsible for the choice of infant
feeding (breastfeeding, formula feeding or mixed
feeding) after birth.
Breastfeeding has protective effects for infants
against respiratory tract infections, acute otitis
media, gastrointestinal tract infections,
necrotizing enterocolitis, celiac disease,
inflammatory bowel disease, sudden infant
death syndrome, allergic disease, obesity,
diabetes, childhood leukaemia and lymphoma,
and retinopathy of prematurity. Breastfeeding is
further known for contributing to cognitive
development, oral health, feeding tolerance, self
regulation and bonding.
Advantages for the mother include postpartum
weight loss, lactation amenorrhea and a reduced
risk for postpartum bleeding, diabetes, metabolic
and cardiovascular disease, reproductive organ
cancer and osteoporosis.
In spite of the advantages there was a trend for
mothers to choose formula feeding instead of
breastfeeding in a particular private hospital in
Gauteng. Based on the mothers’ choices it
appeared as if there were various factors that
influence the mothers’ choices of feeding for
their infants.
The purpose of this study was therefore to
describe the factors influencing the mothers’
choices of infant feeding; breastfeeding, formula
feeding or mixed feeding. Nursing staff then
might build on the factors that support
breastfeeding, and / or address the challenges
that lead to choosing formula feeding.

• How can we ensure that the interprofessional
team members are consistent in their
message about feeding choices?

WHO Media Centre Statement 15 January 2011. Exclusive Breastfeeding for Six Months Best for 
Babies Everywhere. http://www.who.int/breastfeeding 20110115/en/index.html#.
WHO, UNAIDS & UNICEF. 2010. Guidelines on HIV and Infant Feeding. Principles and 
Recommendations for Infant Feeding in the Context of HIV and a Summary of Evidence.

• Healthcare professionals need to be
knowledgeable about breastfeeding, formula
feeding and mixed feeding for newborns to
provide mothers with the best advise and
influence their choices to the advantage of
the infants.

• The interprofessional team need to talk the
same language when providing mothers with
information.

The study was not funded. There is appreciation for the 
opportunity to share the results by the Maternal and Child 
Health Nurse Leadership Academy sponsored by Sigma Theta 
Tau International and Johnson & Johnson.
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A triangulation mixed method design was used
to collect complementary quantitative and
qualitative data with equal contribution. The
study sample (total sampling) consisted of 12
tutors appointed for the academic year. The
tutors attended orientation on the content of
their respective modules, a tutoring and a
leadership workshop. Data collection was done
by means of structured self-report instruments
completed in the beginning and end of the
programme, a narrative description of their
experiences halfway through the academic year
and an unstructured focus group at the end of
their tutoring responsibilities.

The study is still in progress but preliminary
results show that all the tutors taking part in
the tutor training programme exhibit much
of the characteristics as described by Kouzes
and Posner’s five practices of exemplary
leaders. All the tutors wanted to tutor in
order to help peer students by setting
examples for them and by inspiring a shared
vision. Becoming a tutor was challenging for
some as they had to tutor their peers or
students from other disciplines, so they had
to take a risk and develop their own
leadership abilities in order to do so. Some
tutors found it hard to enable others to act,
as it is often easier to do things yourself
rather to get others to act. The tutors also
verbalized that they got better results when
they made a point of recognizing others and
celebrate small victories.

An increased focus on leadership development in
addition to the focus on their knowledge and
skills, lead to better tutoring abilities and skills
outcomes of the tutees, as well as improved
academic programme output. It contributes to
interprofessional education and eventually
improve outcomes for patients and communities.

Peer tutors are used as teaching partners in
undergraduate programmes at the
University of Pretoria to transfer knowledge
and practical skills to students from various
healthcare disciplines. Peer tutors are
placed in leadership positions and their role
in the development, learning, and success
of fellow students is widely documented.
However, minimal research has been done
on the development of their leadership
abilities through involvement in tutor
training programmes. The assumption of
the study was that tutors’ leadership skills
can be developed by introducing them to
the transformational leadership model of
Kouzes and Posner. “The five practices of
exemplary leaders” include: 1. Model the
way; 2. Inspire a shared vision; 3. Challenge
the process; 4. Enable others to act; 5.
Encourage the heart.

Doublestein, B, Ciervo, C. 2013. A call to develop skilled physician leaders. Osteopathic Family Physician. 5(6):1-3
Frich, J.C., Brewster, A.L., Cherlin, E.J., Bradley, E.H. 2015. Leadership development programs for physicians: A systematic review. Journal of General
Internal Medicine. 30(5):656-674.
Gabel, S., 2014. Expanding the scope of leadership training in medicine. Academic Medicine. 89(6):848-852.
Kouzes, J.M. & Posner, B.Z. 2017. The leadership challenge. 6th edn. New Jersey: John Wiley & Sons Inc.
Posner, B.Z., Kouzes, J.M. 1988. Development and validation of the leadership practices inventory. Educational
and Psychological Measurement. 48(2):483-496

This study is expected to serve as the basis
for a follow-up study to determine the
impact of leadership development of peer
tutors on the clinical knowledge and skills
retention in peer undergraduate healthcare
students, and the effect on interprofessional
collaboration and health outcomes of
patients.
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The aim of this study was to describe the self-
perceived leadership development of peer
tutors in undergraduate healthcare studies
during participation in a tutor training
programme.

The researcher did not receive any specific
grant or funding from any public, commercial
or educational institutions, but appreciate the
opportunities provided by Sigma and Johnson
& Johnson to share the findings thereof.

Ethical approval was granted by the
Faculty of Health Care Sciences Research
Ethical Committee from the University of
Pretoria.
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Study of barriers to IPE in the academic setting: 
Based on survery from Mongolian National University of 

Medical Sciences (MNUMS) faculties.
Azjargal Baatar1, Oyuntsetseg Sandag1, Sumberzul Nyamjav1

1 Mongolian National University of Medical Sciences, Mongolia.

The barriers identifiedWe need to recognize that the knowledge level in general professional competency is not a critical barrier to implement the 

interprofessional education and need to organize IPE training and to make curriculum of IPE at Mongolian national University of Medical Sciences.
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A descriptive, cross-sectional design was used to
survey participants from a convenience sample
of faculty at the Mongolian National University of
Medical Sciences (MNUMS) located within a
large university system in the Mongolia. The
colleges represented were medicine, dentistry,
nursing, pharmacy, public health, biomedicine
and traditional medicine. An email was
distributed to all MNUMS faculties inviting
potential participants to complete an online
survey. The survey instrument contained four
scales to evaluate faculty attitudes toward IPE
and teamwork adapted from the methods of
Curran et al (2007) [4]. Each scale asked
respondents to rate their attitudes towards
statements on a 5-point Likert scale (1=strongly
disagree; 2=disagree; 3=neutral; 4=agree;
5=strongly agree). First, fourteen items were in
field of attitudes towards interprofessional
health care teams scale gauged how faculty feel
about interprofessional health care teams, such
as participation of three or more professions in
collaborative patient care. Secondly, fifteen
items in attitudes towards IPE to students’
development as health care professionals,
specifically in relation to shared learning
activities involving students from more than one
health care professional program were included.
Lastly, thirteen items measuring attitudes
towards interprofessional learning in the
academic setting assessed how faculty feel about
learning at the school campus – rather than
based on clinical practice. Ten items in barriers
to IPE in the academic setting were also assessed
to determine how the division staff of training
feel about organizing the training schedule for
IPE and to identify faculty problems with the
training schedule and calendar. The modified
Attitudes Toward Health Care Teams Scale
(ATHCTS) has not been sufficiently analyzed for
reliability and validity in measuring attitudes
towards health care teams yet, although a high
rate of internal consistency, 0.773 of Cronbach’s
alpha, with clear factor solution with three
subscales was obtained in our previous
examination (Hayashi et al. 2012) [5]. A high
score indicated a good attitude toward health
care teams.

In conclusion, international research study’s 
result showed for important of IPE. In contrast  
to Mongolia our , the inclusion of 
interprofessional, faculty–led IPE programs 
should be developed through identified 
proponents of IPE initiatives. Analysis of the 
perceived barriers to IPE revealed a number of 
similarities in Mongolia compared to Japan, 
United States America and the need to organize 
IPE training and to make IPE curriculum. 

Chart 1. Demographic characteristics of ride faculties  
(N = 108). 

This study was conducted to determine current
attitudes of the faculties who are responsible for
the training of future healthcare professionals.
This study was conducted to determine current
attitudes of the faculties who are responsible for
the training of future healthcare professionals.
This study differs from the methodology used by
the IPE as an online based on the needs of
faculties.
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• Need to organize IPE training and to make 
curriculum of IPE at Mongolian national 
University of Medical Sciences.

We would like to express to our gratitude to the 
administration Mongolian National University of 
Medical Sciences. We also thank all faculty and 
professors of MNUMS.
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Variable Frequency Percent

Gender

Male 36 34%

Female 72 66%

HSC Affiliation

Medical 11 10.8%

Nursing 17 18.9%

Biomedical 13 14.3%

Pharmacy 10 10.3%

Public Health 6 8.1%

Traditional Medicine 4 5.4%

Dentist 14 16.2%

Darkhan’s MS 14 16.2%

Dornogobi’ MS 1 2.7%

Gobi-Altai’s MS 4 5.4%

University Hospital 4 5.4%

Attitudes towards health care team
Faculty

P value*
M±SD

8.The interprofessional approach improves the quality 

of care to patients 
2.14±0.144 0.000

7.Working in an interprofessional environment keeps 

most health professionals enthusiastic and interested 

in their jobs

4.08±0.092 0.000

2.Developing an interprofessional patient care plan is 

excessively time - consuming
4.08±0.115 0.039

9.In most instances, the time required for 

interprofessional consultations could be better spent in 

other ways

4.14±0.121 0.000

10.Health professionals working as team are more 

responsive than others to the emotional and financial 

needs of patients

4.14±0.107 0.000

4.The interprofessional approach makes the delivery 

of care more efficient
4.25±0.092 0.000

13.Hospital patients who receive interprofessional 

team care are better prepared for discharge than other 

patients

4.25±0.108 0.000

5.Developing a patient care plan with other team 

members avoids errors in delivering care
4.28±0.110 0.013

11.The interprofessional approach permits health 

professionals to meet the needs of family caregivers as 

well as patients

4.31±0.096 0.000

12.Having to report observations to a team helps team 

members better understand the work of other health 

professionals

4.31±0.104 0.000

14.Team meeting foster communication among 

members from different professions or disciplines
4.31±0.104 0.000

6.Working in an interprofessional manner 

unnecessarily complicates things most of the time
4.33±0.089 0.000

1.Patients receiving interprofessional care are more 

likely others to be treated as whole persons
4.36±0.081 0.096

3.The give and take among team members helps them 

make better patient care decisions
4.42±0.092 0.000

IPT-Interprofessional team, M-mean, SD-Standard Division., P Value is calculated with Chi  Square test, P value is considered  as 
significant less than 0.05*, 0.01**, 0.0001***

The attitude towards health care teams was
determined by summing the responses to 14
statements (Chart 2). P Value is calculated
with Chi Square test. The mean score (±SD)
for all respondents was 4.1 (±0.10). Highly
scored benefits included more efficient care,
better understanding of the work of other
health professionals and fostering
communication.

A summary of the results is shown in Figure I.
The mean score (±SD) for all respondents was
1.26 (±0.64). The barriers identified included
problems with problems with
schedule/calendar, classroom size, turf battles,
lack of received value, lack of administrative
support, students acceptance and lack of
financial. P Value is calculated with Kruskal
wallis tested, P value is considered as significant
less than P<0.0001

Correspondence: Azjargal.b@mnums.edu.mn
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Using appreciative inquiry to enhance interprofessional collaborative 
practice and positive relationships between midwives and medical 

professionals at Queen Elizabeth central hospital, Malawi.
Elizabeth Chodzaza1, Ursula Kafulafula2, Luis Gadama3, Christina Mbiza4

1University of Malawi, Kamuzu College of Nursing, 2University of Malawi, College  of Medicine, 3Queen Elizabeth Central Hospital, Malawi.
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The dream and design phases of the
appreciative inquiry consisted of two sessions of
2-day workshops that brought 28 midwives and
16 medical professionals together to collectively
explore collaborative practices and maintenance
of positive working relationships in the labour
ward. During these sessions, midwives and
medical professionals collaboratively developed
insights about optimal working that could form
the foundation of the initiative. Shared visions
were formed, strategies identified. Data were
analysed using inductive thematic analysis. A
number of thematic areas were formulated
which guided formulation of the training manual
that was used during workshops organised to
address critical areas.

Bringing midwives and medical professionals
together to explore the issues that transpired
during the discovery phase of the study inspired
hope and determination to bring about change.
Appreciative inquiry is a methodology that will
help to create change and build the health
providers working in intrapartum care. These
workshops are a good example of collaborative
research and contributes to the body of
knowledge of adopting innovative ways to bring
about change in health care.

Enhanced collaborative practice has been
highlighted as a critical marker for success in
improving quality of maternity care. While
maternity care units endeavor to adopt this
philosophy, published research suggests that
there are challenges implementing collaborative
practice principles in daily practice. Using
appreciative inquiry, Queen Elizabeth Central
Hospital (QECH) embarked on a quality
improvement project in 2017 between midwives
and medical professionals working in labour
ward to facilitate collaborative practices and
positive working relationships. Appreciative
inquiry is a methodology that offers a unique
approach to promoting positive organisational
change from the ground up and helps to building
effective collaborations or partnerships.

•How can we sustain collaboratives practices 
among health care professionals?

•How can regulatory bodies and professional 
associations for medical professionals and 
midwives work together to address the issues 
that are impeding collaboration in maternity 
care?

Waldman, R., Kennedy, H. P., & Kendig, S. (2012).
Collaboration in maternity care: Possibilities and
challenges. Obstetrics & Gynecology Clinics of
North America, 39, 435-444.
doi:10.1016/j.ogc.2012.05.011.
Steel, J. E., Buttaro, T. M., & Trybulski, J. (2008).
Collaborative practice. In T. M. Buttaro, J.
Trybulski, P. P. Bailey & J. Sandberg-Cook (Eds.),
Primary care: A collaborative practice (3rd Ed
ed., pp. 2-4). St. Louis, Missouri: Mosby Elsevier.

• The inclusive and collaborative nature of
appreciative inquiry provided a unique
positive participatory strength-based
approach to promoting organisational
learning, facilitating change and building
effective partnerships.

• The importance of ongoing management
commitment and support to maintain the
determination created by the process and to
allow proposed ideas to develop and evolve.

• The need to restructure interprofessional
education programs to promote
collaboration throughout education, and by
utilizing interprofessional education
strategies to promote collaborative practice.

This research was supported by the Norwegian 
Programme for Capacity Development in Higher 
Education and Research for Development 
(NORHED). 
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Communication
• Overview of organograms for the medical and 

midwifery section in labour ward
• Channels of communication
• The use of name tags
• Documentation 
• Informing team members when new staff 

members are deployed

Creating conducive working environment
• Care of the carers (Health care workers)
• Increasing social contact between medical staff 

and midwives e.g. tea breaks, get together
• Significance of joint CPDs

Utilization of medical and midwifery students
• Allocation 
• Supervision

Attitudes of health workers
• Effects of attitudes on work relationships and 

patient care 
• Staff resting during work periods –e.g. during 

night shifts
• Staff motivation
• Psychosocial support for team members in 

relation to work stress
• Strategies for addressing negative attitudes

Empowerment of team members
• Significance of up-to-date knowledge and skills
• Building self-confidence in team members In-

service trainings
• Overview of the decision making framework 

for midwives
• Assertiveness skills

Management of material and human resources
• Resource identification and allocation
• Resource mobilization
• Significance of orienting staff
• Maintenance of equipment and Supervision.

Thematic areas continued

Overview of Collaborative practice
• Definition  of collaborative practice
• Principles of collaborative practice
• Benefits of collaborative practice in 

intrapartum care

Multidisciplinary team in labour ward
• Identify team members in intrapartum care
• Roles and responsibilities of team members

in intrapartum care
• Scope of member
• Significance of multidisciplinary team work

• Team decision making
• Joint meetings
• Joint ward rounds
• Strategies for joint meetings and ward

rounds

Participants to the collaborative practice 
workshop

Interprofessional collaborative care is the gold standard in maternity care. This research aimed to strengthen interprofessional 
collaborative practices in intrapartum care in order to improve maternal and neonatal outcomes. The design and destiny phases of the appreciative 
inquiry consisted of workshops that brought midwives and medical professionals together to collectively explore collaborative practice in the intrapartum 
care. Participants developed several collaborative insights about optimal interprofessional collaborative practice that could be built upon to support 
women in labour. 
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Healthcare workers expectations on interprofessional 
collaborative practice at Mzuzu Central 

and Ntcheu District  hospitals
Immaculate Chilemba Chamangwana1 , Abgail Kazembe2, Diana Jere3

1 Zomba Mental Hospital, Malawi; 2University of Malawi,Malawi; 3University of Malawi, Malawi 3

The paper describes  the healthcare workers expectations on ICP from  model wards  at  Mzuzu Central and Ntcheu district 
hospitals in Malawi. This study explored expectations of health care workers in a model ward. A Qualitative exploratory descriptive design was used. A 
sample of 25 healthcare workers drawn from model wards. Data were collected using in-depth interviews. Results show that health care workers 
expected management support, teamwork, communication and education/training to implement IPC.
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Qualitative exploratory descriptive design
was used. A sample of 25 healthcare workers
drawn from model wards at Mzuzu Central
and Ntcheu District hospitals participated in
the study. Data were collected through semi-
structured individual in-depth interviews.
Data were analyzed using content analysis.
Codes and themes were developed after data
analysis.

The study explored expectations of health
care workers when implementing ICP in a
model ward. The study has established that
management support, teamwork,

communication and education/training are
critical factors in implementing ICP in a model
ward.

Themes
Healthcare workers expected :
Management to provide resources,
supervision; mentorship; coaching; policies,
guidelines, protocols ,procedure manuals;
maintenance services; trainings (Fleming et
al., 2015).

Communication to facilitate coordination of
activities through utilization of different
communication channels( Gardener et al.,
2013).

Teamwork with different professions during
ward rounds, patient reviews, morning
repots, case presentation (Bonney et al.,
2015).

Education/training to learn and share ideas/
experiences and capacity building(Hunt et
al., 2015).

.

Shortage of healthcare workforce, lack of
essential equipment/ supplies, inadequate
quality improvement structures and weak
management are problems affecting health
institutions including Malawi (WHO, 2010;
MOH, 2011-2016).

In Malawi model wards for student learning
were introduced to address some of the
challenges using an Interprofessional
collaborative practice (ICP) approach. WHO,
2010 has recommended ICP as one of the
interventions that is used to address these
problems to improve service delivery.

Studies have demonstrated that institutions
with highly competent interprofessional
teams facilitate implementation of
interprofessional practice.

There are no studies conducted within the
region including Malawi on the experiences of
healthcare workers on ICP in a model ward
settings.

• What could have been your expectations
for ICP to be implemented successfully?

• What methodology could you have used
to conduct the study and why?

Bonney, A., Halcomb, E., Mclnnes, S. & Peter, K. (2015). An Integative
review of facilitators and barriers influencing 

collaboration and teamwork between general  
practitioners and nurses working in general practice. Journal of 

Advanced Nursing, Vol. 71(9), 1973-1985.
Fleming, C. & Tomasik, J. (2015). Lessons from the Field: Promising 

Interprofessional Collaboration Practices. White 
Paper, The Robert Wood Johnson Foundation
Gardner, A., Hiller, J.E., Mclnnes, E. & Schadewaldt, V. (2013). 

Views and experiences of nurse practitioners and medical 
practitioners with collaborative practice in primary 
healthcare – an integrative review. BMC Family Practice, 14
(132).

Hunt, D.A., Milani, M.F., & Wilson, S. (2015). Dedicated Education 
Units: An Innovative Model for Clinical Education. American 
Nurse Today, vol. 10 (5), 46-49. 
Ministry of Health (2011-2016). Health Sector Strategic Plan: 

Moving towards equity and Quality. Government of 
Malawi.

World Health Organization (2010). Framework for action on 
interprofessional education and Collaborative 

practice. Geneva, Switzerland: World Health Organization.

If ICP is to be implemented successfully, health
care workers need management support,
teamwork,
communication and education/training. The
findings call for development of strategies that
will nurture implementation of ICP if quality of
care is to improve

22

chamangwanai@gmail.com

The Nursing Education partnership
Initiative,( NEPI) through ICAP provided
financial support throughout the training
program to meet the program needs.
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Programme theory for clinical facilitation: 
Implications for Policy development
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A realist evaluation (RE) was used to explore
‘what works for who in what context, in what
respect, and how or why not’ (Marchal et al.,
2012 and Pawson & Tilley, 2013). Data were
gathered through quantitative and qualitative
methods.

Quantitative pre-post implementation data from
second and third year nursing students at both
nursing education institutions were collected
through a validated self-completed
questionnaire. Two assessors per student
measured the students’ competence through
direct observation using a validated tool during
an objective structured clinical examination
(OSCE).

Qualitative data were generated during
debriefing sessions after each OSCE from both
students and facilitators. Drawings created
during the training of the clinical facilitators, and
reflective unstructured field-notes by the first
authors were included as part of the qualitative
data. The data analysis focused on the context,
mechanism and outcome.

The refined programmed theory for clinical
facilitation reflects a systems approach towards
the accompaniment of students which
incorporating both the healthcare and
educational systems.

The theory bears the potential of improving
accompaniment leading to competence among
students. Therefore, policy makers in health
sciences education institutions in Africa should
integrate this programme theory as a framework
for designing policies and guidelines related to
the clinical facilitation for students.

All health science education institutions (HSEI)
place students in healthcare facilities for their
experiential learning. Clinical facilitators assist
students to integrate theory and practice to
promote a competent future healthcare
workforce. However, clinical facilitators need
adequate training in clinical facilitation to ensure
quality accompaniment of healthcare students
(Chang et al., 2015; Jeggels et al., 2013).

A validated facilitator-training programme was
developed and piloted as an intervention study
at two nursing education institutions in South
Africa. The hypothesis was that students
accompanied by trained clinical facilitators will
be more competent than students accompanied
by untrained clinical facilitators. Despite careful
implementation of the facilitator-training
programme several challenges were experienced
such as poor participation of the targeted clinical
facilitators and a high attrition rate of students at
both nursing education institution.

Clarification was needed to explain poor
participation of preceptors and students, and to
explore contextual demands of the outcome. The
purpose of this study was to develop a refined
programme theory based on a realist evaluation
of the implantation of the training programme.

• How are your clinical facilitators being 
supported within your institution by HSEIs. 

• Do you have the proper selection criteria, job 
description, continues professional 
development and monitoring systems in 
place?

Chang, C. C., Lin, L. M., Chen, I. H., Kang, C. M., Chang, W. Y. 
2015. Perceptions and experiences of nurse preceptors 
regarding their training courses: A mixed method study. Nurse 
Education Today, 35 (1), 220-226.
Jeggels, J. D., Traut, A., Africa, F. 2013. A report on the 
development and implementation of a preceptorship training 
programme for registered nurses. Curationis, 36 (1), 1-6.
Marchal, B., van Belle, S., van Olmen, J., Hoerée, T., Kegels, G. 
2012. Is realist evaluation keeping its promise? A review of 
published empirical studies in the field of health systems 
research. Evaluation, 18 (2), 192-212.
Pawson, R., Tilley, N. 1997. An introduction to scientific realist 
evaluation. In: E. Chelimsky & W.R. Shadish, eds. Evaluation for 
the 21st Century: A Handbook. Thousand Oaks: SAGE 
Publications. DOI: http://dx.doi.org/10.4135/9781483348896 
(accessed 03 April 2018).

• Health science educational institutions are
accountable to various stakeholders
regarding clinical education of their
students.

• Clinical teaching of health sciences students
should be done by facilitators who are
experts and trained in pedagogy.

• Facilitator training must be guided by a
programme theory that incorporates
healthcare and educational systems.

The research was funded by the PLUME FUNDISA/NRF grant (2015/001). 
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Figure 1: A refined programme theory for clinical facilitation

Health science education institutions have a pivotal role to play in promoting the successful implementation of a facilitator-friendly programme in the
clinical environment. A systems approach to clinical facilitation is needed as clinical facilitators function both within the educational and healthcare
systems. Aspects outlined in this presentation should be taken into consideration when health science education institutions’ management develop
policies for clinical facilitators.

Summary

Findings

Data revealed several stakeholder-related issues that prohibit clinical facilitators’ effectiveness.
These issues were used to refine the programme theory for clinical facilitation as presented in
Figure 1.
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Curricular change catalysing collaborative practice
in a rural community in Lesotho

Champion N Nyoni; Yvonne Botma
University of the Free State, South Africa

Lesotho introduced a competency-based curriculum for the education of nurses in 2017. First year nursing students trained
through this programme were expected to spend 19 weeks in rural villages as part of their community module. Through qualitative descriptive research
we describe the outcomes of implementing the community module of the programme after a two years of continuous implementation. These outcomes
are gleaned from the experiences of students, village health workers and members of the communities were various student groups where attached.
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A qualitative descriptive research design was
engaged to describe outcomes of the community
module after two years of implementation. This
study included nursing students from the two
year groups that has been engaged in the
implementation (n=50), the village health
workers who were accompanying the students in
the rural communities(n=11) and community
members from the five rural communities in
Lesotho (n=10).

Through focus group interviews the participants
were asked to describe their experiences with
the nursing students’ community project. Three
focus groups were conducted with a sample of
32 participants. Data was digitally recorded and
transcribed. Translation from Sesotho to English,
where necessary, were done. Atlas.ti was used a
platform for data analysis. Thematic analysis
through an inductive approach was applied to
reveal the results of the study.

The study was approved by the Ministry of
Health in Lesotho and the Research Committee
of Paray School of Nursing. Ethical principles and
standards were upheld throughout the study.

Three themes emerged from the data, namely
the transformed learning, collaborative practice
and community health benefits.

Theme 1: Transformed learning

Participants reflected that they benefited in
learning within an authentic learning
environment. Such environment transformed the
perspectives of both the nursing students and
the community on each other's roles in the
community. Mattar (2018) reflects that authentic
learning spaces improves learners’ ability to
transfer learning and improves learner retention.
A member of the community expressed;

“I had no idea, that nurses can negotiate with
politicians for us,…actually these students
showed me a different side of nursing”

Theme 2: Collaborative practice

The participants expressed the collaboration
exhibited in the various disciplines and
professions within the communities in the design
and execution of community related
interventions. Politicians, administrators, social
workers and nurses collaborated in supporting
the design and development of community
interventions. Such collaborations supported the
sustainability of interventions and their overall
influence. One village health worker stated;

“It is because the students have started working 
with us, that we see all the other members of our 
village work for our village…its my first time to 
see the social worker…she also does not want to 
remain behind”

Theme 3: Community health benefits

The community projects were aligned with the
government’s health promotion agenda. The
community had improved awareness related to
health and sanitation. A community member
reflected;

“…now I know what to do with grey water”
Figure 1: Typical village in Lesotho

The Kingdom of Lesotho battles with a
perennially heavy burden of disease against
limited resources. The introduction of a new
curriculum aligned with a primary health focus
has fostered students to be aware of the
community needs and catalysed various
disciplines around a village in Lesotho to apply
their expertise is engaging the community
challenges as identified by the community and
students. It is through such policy change that
such collaborative practice involving multiple
stakeholders and the community have been seen
working to effect change.

Such collaborative efforts have resulted in 
health-related benefits for the communities with 
this particular setting.

A competency-based curriculum underpinned by
social constructivism as a learning theory, was
introduced for nursing programmes in all Nursing
Education Institutions (NEIs) in the Kingdom of
Lesotho in 2017. This new curriculum was
aligned with primary healthcare and students
were expected to engage with communities
through a community-based project in their
community module. Five groups of six first year
nursing students were attached to five different
rural villages around a NEI for 19 weeks. At the
rural villages, the groups were expected to assess
and diagnose community health needs. In-
collaboration with the community, priorities and
intervene on specific community health needs,
and then evaluate on the outputs of such
interventions. Students were further expected to
present their community-based projects through
a portfolio and a ten minute presentation, as
part of their summative assessments. This study
sought to describe the outcomes of a community
module after two years of implementation in a
rural community in Lesotho

- What has been your experience in 
transforming curricula in your setting?

- To what extent is the design of your 
curriculum accommodating IPECP?

- Does your teaching platforms already engage 
in collaborative practice? If so, how?, if not 
why not? 

Matta J.2008. Constructivism and connectivism in education technology 
active, situated, authentic, experiential and anchored learning. Revista
Iberoamericano de Educacio o Distancia, 21(2), 107-109

• Nursing education institutions have the
potential to directly contribute to the
improvement of the communities they serve
through transforming their own curricula

• Curricular transformation has the potential to
catalyse collaboration among various
stakeholders

• The community are a significant stakeholder
that should be part of a collaboration model

The authors acknowledge Paray School of Nursing,
Thaba-Tseka, Lesotho and the communities in Thaba-
Tseka
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An analysis of patient care protocol’s friendliness 
to ethos of interprofessional collaborative practice

in South African hospitals
Authors: Karuguti Wallace1, Jullie Phillips2 Ratie Mpofu2, 

1Jomo Kenyatta University of Agriculture and Technology, Kenya; 2University of the Western Cape, South Africa

Interprofessional Collaboration is key for quality service delivery in health care institutions. The patient care protocols should be 
friendly to the determinants of collaborative practice in order to achieve better outcomes. This study, conducted among selected health institutions in 
Cape Town –South Africa found that specialised institution’s  patient care protocols, are more friendly to ethos of IPC compared to general or acute care 
institutions.
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The health care institutions where UWC places
students for clinical practice were
Sampled for this study.

A purposive sampling method was used to select
only those institutions that the UWC places
students from more than one department in a
year. These included Tygerberg hospital,
Grooteschuur Hospital, Lentegeur hospital,
Redcross hospital and the Western Cape
Rehabilitation Centre. The institutions managers
were requested to offer for analysis those
documents that would depict the models of
practice in their institutions.

Policy analysis was guided by questions derived
from literature such as D’Amour et al. (2005)
who indicates that the three determinants of
interdisciplinary practice in institutions are
“interactional, organisational and systemic
factors”. The Institutional Analysis and
Development framework (IAD) (Polski & Ostrom,
1999) guidelines of policy analysis were also
used to formulate the questions. Thematic
analysis was used to analyze the data.

The specialized institution’s patient care
protocols were found to be friendlier to
IPC than the other three that were
analysed. The three were from acute
care institutions.

Although there were some attributes of
IPC friendliness in the acute care
protocols, they lacked the call to
reflection in their preambles, objectives,
managers’ views and actual statements
on the protocols.

This created a sense of happenstance
since the statements in the rehabilitation
institution’s protocols reiterated more
communication, patient participation
and team work in addition to the
managers views reflecting the same.

Patient care protocols that guide
practice in any institution have a
contribution into the quality of care
delivered by the institution.

Acute care institutions were seen to be
less friendly to determinants of IPC as
compared to those delivering
rehabilitation services.

Interprofessional Collaboration important for
the functioning of any health care institution.
An interprofessional interaction of
competencies, experiences and judgments in an
institution is an indication of trying to respond
to increasingly complex issues which are
untenable uniprofessionally.

• How can IPC be operationalised
particularly in acute health care
institutions without a sense of it being
viewed as a slow down to processes of
care?

D'amour, D., & Oandasan, I. (2005). 
Interprofessionality as the field of 
interprofessional practice and 
interprofessional education: An 
emerging concept. Journal of
Interprofessional Care, 19(S1), 8-20.

Polski, M. M. & Ostrom, E. (1999). An 
institutional framework for policy 
analysis and
design. Workshop in Political Theory and 
Policy Analysis Working Paper W, , 98

Specialization of institutional practice was

seen to influence the design of patient care

protocols.

• Jullipe Phillips
• Ratie Mpofu
• Tygerberg hospital
• Groote Schuur Hospital
• Lentegeur hospital
• Redcross hospital and the
• Western Cape Rehabilitation Centre
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Factors that guide the planning of an interprofessional 
education and collaborative practice curriculum – a 

scoping review
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The scoping review on planning a context-specific IPECP curriculum is presented. The aim was to obtain an overview of available

literature as part of the situational analysis. The literature mainly originated in the global north. To ensure that the curriculum meets the needs of a

specific context e.g. for a university in Africa, some recommendations are offered, based on the Four Dimensional Curriculum Framework. The future

healthcare needs; defining and understanding capabilities; teaching, learning and assessment strategies as well as support from the institution needs

consideration.
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The Joanna Briggs method for scoping reviews
was used.

Stage 1: Identifying the research question

A variety of research designs were used. A
range (from 2 – 10), and combinations of
professions and study levels, from first to
final year students, were found. Ninety eight
percent of studies were conducted in the
global north including in Australia, United
States of America and Canada. Factors that
influence the planning of the curriculum were
grouped using the Four Dimensional
Curriculum Framework. Recommendations,
for each of the four dimensions, are outlined.

Recommendation 1
Be cognisant of both health and education
policies that guide IPECP at international,
national and local levels.

Recommendation 2
Establish the health work force needs of the
included professions.

Recommendation 3
Use the available core competency
frameworks to define the outcomes of the
IPECP programme.

Recommendation 4
Consider the existing professional
curriculums and integrate IPECP into these
curriculums.

Recommendation 5
Provide opportunities where students can
practice interprofessional skills under
guidance of clinicians, solving realistic real-
world patient problems.

Recommendation 6
Identify and train facilitators who are
enthusiastic, who can make students’
involvement enjoyable and meaningful and
thus ensure a positive attitude to teamwork.

Recommendation 7
Elicit students’ input in the planning,
considering both internal and external factors
that influence students’ participation.

Recommendation 8
Present a tailor-made rather than generic
course including didactic session, simulation
and clinical application.

Recommendation 9
Obtain buy-in from institutional management
to assist in overcoming logistical barriers.

SMU trains mainly Healthcare Professionals. Ten
professions currently participate in IPECP
involving 800 final year students. No official
structure is in place to plan and implement the
IPECP programme. The WHO “Framework for
Action on IPECP” refers to the need to
contextualise the curriculum based on existing
resources and local needs taking onto account
the culture, geography, history and challenges
(WHO, 2010).

Empirical evidence of factors to consider when
planning the curriculum forms part of the
situational analysis. The Four Dimensional
Curriculum Framework shows the importance of
considering the influence of individual
dimensions, but also its interconnectedness, to
guide planning. The recommendations may
contribute to a holistic planning approach.

This forms part of a PhD study funded by PhD
grant Sefako Makgatho University
I would like to acknowledge and thank the
research team members for their help and
support in the process of the scoping review.
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A scoping review can identify empirical evidence
that could guide planning. Each IPECP curriculum
needs to be tailor-made for the specific
institution. The findings of the scoping review
could be used by other researchers, the
community of practice and policy-makers to
guide planning of the curriculum.

Stage 4: Charting the data

Stage 3: Study selection

Stage 5: Results 

Methods

Summary

What is known, from published, peer reviewed 
literature about the factors that influence the 
planning of an IPECP curriculum module?

Stage 2: Identifying relevant studies

Basic quantitative analysis of included articles  and 
descriptive statistics. Inductive qualitative thematic 
analysis using the Four Dimensional Curriculum 
Framework (Lee et al., 2013) guided the analysis of 
factors: barriers and enablers.

Main concept (IPE/IPECP/IPC; research design, 
frequency, participants and year level, country 
and context.

Second Interprofessional Education & Collaborative Practice for Africa Conference ● 30 July - 2 August 2019 ● Nairobi, Kenya

• Do the recommendations resonate with
you?

• Would other curriculum planners be able to
use the recommendations to help to plan a
suitable curriculum for the needs of the
context?

• Would you like to add or delete any of these
recommendations for planning?
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Interprofessional Health Education Networks in Latin 
America and the Caribbean: Situation analysis and 

implementation plans in 19 countries
José Rodrigues Freire Filho1, Silvia Cassiani2, Fernando Antônio Menezes3, José Francisco Garcia Gutierrez4

1PAHO/WHO, USA, 2PAHO/WHO, USA, 3PAHO/WHO, USA, 4PAHO/WHO, USA

Since 2010, the World Health Organization (WHO) has promoted interprofessional education (IPE) and collaborative practice (CP)
as innovative strategies that hold promise in mitigating the global health workforce crisis. In recent years, IPE has been introduced into policies on human
resources for health (HRH) in the countries of the Region of the Americas, especially in the United States and Canada, but also in Latin America and the
Caribbean (LAC). The aim of this study is to present an overview of the development process of national IPE plans in 19 countries of LAC -- with
PAHO/WHO technical cooperation -- during the period 2017-2019, as an innovative contribution for the transformation of health professions education in
the Region of the Americas.
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In 2017, PAHO's Human Resources for Health
Unit launched a technical cooperation strategy to
support countries of the Region of the Americas
in implementing IPE in their HRH policies. The
strategy was mainly focussed on networking,
research, sharing of experiences and activities
such as international meetings, webinars,
guidelines, publications and virtual courses.

• To continue carrying out the series of
seminars on the IPE and CP, maintain the
IPE virtual course in the Virtual Campus of
Public Health, and launch a new course for
the IPE faculty development.

• To incorporate IPE and CP both in
educational academic programs and HRH
policies as key strategies to increase access
to health and to improve care quality.

• To introduce specific IPE standards and
indicators as part of the accreditation
processes of health professional’s
education and programs, as a major driver
to promote change.

• To develop interprofessional teams at the
first level of care with combined
competencies in comprehensive care,
intercultural skills, and social determinants
to health. The target would be to have 30
countries with interprofessional health
teams at the first level of care, consistent
with the model of care, by the year 2023.

Chart 1: Countries of Latin America and the Caribbean 
(LAC) with IPE plans (REIP 2018).

In recent years, progress has been observed in
the incorporation of Interprofessional Education
(IPE) into policies on human resources for health
(HRH) in the countries of the Region of the
Americas, especially in the United States and
Canada, but also in Latin America and the
Caribbean (LAC). The Pan American Health
Organization/ World Health Organization
(PAHO/WHO) has encouraged its Member States
to adopt this approach and support policymakers
in expanding its use. PAHO’s Strategy on Human
Resources for Universal Access to Health and
Universal Health Coverage and its Plan of Action
2018-2023 encourage countries to promote the
development of interprofessional teams in
integrated health services networks using IPE,
diversifying learning settings and promoting
collaborative practice.

Pan American Health Organization. 2017. Privacy & 
Terms. Las modified December 17, 2017. 
https://www.paho.org/hq/index.php?option=com_con
tent&view=article&id=14037:paho-cooperates-with-
countries-of-the-region-to-incorporate-
interprofessional-education-into-health-education-
policies&Itemid=39594&lang=fr

Regional Network for Interprofessional Education in 
the Americas (REIP). Privacy & Terms. 
https://www.educacioninterprofesional.org 

• The implications of PAHO / WHO's work,
together with REIP, are the implementation of
IPE in the policies of human resources for
health of several countries in the region of
Americas, as a strategy to improve health
conditions and support to achieve the
universal health.

PAHO/WHO and REIP.
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The Regional Network for IPE in the Americas
(REIP) has been established
(educacioninterprofesional.org) and 19 countries
have submitted national action plans for the
implementation of IPE. Overall outcomes derived
from the evaluation of those plans will be
presented using four dimensions:

• Dissemination and research;

• Faculty recruitment and development;

• Legislation mechanisms;

• IPE in permanent education programs.

Chart 2: Activities of countries' IPE plans according to 
the dimensions of analysis

• How IPE networks could serve to promote
innovation in health and education?

• How international organizations (such as
PAHO/WHO) could play in encouraging
countries to incorporate innovative
approaches directed to transforming and
scaling-up health professions education?

This study showcases ongoing experiences in
implementing interprofessional education and
collaborative practice as part of human
resources for health policies in the LAC Region. It
also stresses the important role that
international organizations (such as PAHO/WHO)
could play in encouraging countries to
incorporate innovative approaches directed to
transforming and scaling-up health professions
education aligned with health services demands
and population needs.
IPE networks could serve to promote innovation
in health and education, but they imply changes
in the way professional competencies are taught,
regulated, exercised, and shared. For this reason,
PAHO/WHO shall continue supporting member
states and educational institutions in the Region:

https://www.paho.org/hq/index.php?option=com_content&view=article&id=14037:paho-cooperates-with-countries-of-the-region-to-incorporate-interprofessional-education-into-health-education-policies&Itemid=39594&lang=fr
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PET-Health / Interprofessionality: a program to guarantee
the sustainability of Interprofessional Education in Brazil

José Rodrigues Freire Filho1, Aldaísa Forster 2, Cláudia Brandão Gonçalves3, Marcelo Viana da Costa4

1PAHO/WHO, USA, 2University of São Paulo, Brazil, 3Ministry of Health, Brazil, 4University of RN,Brazil

Brazil has advanced in the interprofessional education and collaborative practice. Through technical cooperation with PAHO / 
WHO, the Brazilian Ministry of Health launched the program - PET-Health Interprofessionality. This work aims to present the general structure of PET and 
the strategies of the Ministries of Health and Education of Brazil for the implementation of IPE through this program, being an important example of 
policy as a catalyst for interprofessional education and collaborative practice.
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This PET edition aims to implement IPE in Brazil.
There are more than 6,000 participants from
across the country involved in IPE actions over
the next two years, with financial incentives from
the Ministry of Health, as well as institutional
support, which can guarantee IPE
implementation in the country.

Brazil has a tradition of implementing relatively
advanced public policies for health and health
education that are consistent with the needs of
the population. These policies address important
problems such as: hospital-centric and
technician-focused teaching; proposed curricula
based on the transmission of knowledge, with
little incentive for critical and reflexive thinking;
and training institutions distanced from the real
issues in people’s lives and health. This tradition
favors the implementation of interprofessional
collaboration and education in the country, and
the operationalization of changes in health
practices aimed at enhancing care. The Work
Education for Health Program (PET-Health)was
established in 2008 to strengthen
teaching/health service/community integration
with the direct involvement of health care
students in public health services, through the
formation of learning groups made up of
students, professionals, and educators from
different health care professions. The PET-
Health/Interprofessionality provide an enabling
environment for building interprofessional
competencies. On April 1, 2019, Brazil initiated
the PET-Health, as a part of the implementation
of the national IPE plan. This plan was prepared
by the Ministry of Health, Ministry of Education
and National Council of Health in response to a
call for action set for the Pan American Health
Organization (PAHO / WHO) in 2016.

• How can the Ministries of Health and 
Education contribute to the implementation 
of EIP?

• What do you think of the PET-Health proposal 
as a strategy to ensure the sustainability of 
EIP?

• What is the role of health organizations, such 
as WHO, in the process of implementing EIP?

Costa, M. V. D. (2016). The interprofessional
education in Brazilian context: some reflections.
Interface-Comunicação, Saúde, Educação,
20(56), 197-198.
Costa, M. V. D. (2016). The interprofessional
education in Brazilian context: some reflections.
Interface-Comunicação, Saúde, Educação,
20(56), 197-198.
Brasil. Ministério da Saúde. Secretaria de Gestão
do Trabalho e da Educação na Saúde.
Departamento de Gestão da Educação na Saúde
(2018). Política Nacional de Educação
Permanente em Saúde: o que se tem produzido
para o seu fortalecimento? Brasília: Ministério da
Saúde.
Pan American Health Organization.
Interprofessional Education in Health Care:
Improving Human Resource Capacity to Achieve
Universal Health. Report of the Meeting. Bogota,
Colombia, 7-9 Dec. 2016. Washington, D.C.:
PAHO; 2017.
da Silva, F. A. M., Cassiani, S. H. D. B., & Freire
Filho, J. R. (2018). A Educação Interprofissional
em saúde na Região das Américas. Revista
Latino-Americana de Enfermagem, 26, 3013.

• Initiatives recommended by international
health organizations, such PAHO/WHO, have
the potential to contribute to improving
health care, offering possibilities to bring
education and health systems closer together,
in this case IPE, through PET-Health,
transforming national health policy.
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PET-Health is a program instituted in 2008 by
the Ministries of Education and Health of Brazil
that enables learning in health services, through
the formation of tutorial groups, involving
students, health professionals, teachers and
users of health services, to promote educational
processes that are closer to the reality of health
work. From previous editions of the program
there is evidence that PET-Health is an
important initiative for the implementation of
IPE. However, it is only in this edition that the
IPE
theme explicitly appears throughout the

normative set of the program. PET-
Health/Inteprofessionality seek to act at all
levels of the organization, ranging from health
policies , curricular guidelines, pedagogical
projects, faculty development and institutional
support. Based on its objectives, it is intended

to demonstrate how the program can guarantee
the sustainability of IPE in Brazil.

The program, which is in its ninth edition and has
a duration of two years, counts on 6,573
participants, being 1,102 teachers, 2,063 health
professionals and 3,288 students from different
careers in the health area, who receive a
monthly scholarship. A total of 120 projects
developed by health secretariats and universities
from all regions of the country were granted to
develop educational activities focused on IPE.

PAHO/WHO, Ministry of Health of Brazil.

Distribution map of PET projects in the 
Brazilian states.

http://bit.ly/2UO0COw

Logo of the PET-Health
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Predictors of student agency: the relationship between 
student agency, learning support and learning experiences in 

an interprofessional health science faculty.
Simone Titus1, Nicolette V Roman2

1Interprofessional Education Unit, University of the Western Cape, South Africa, 2Child and Family Studies, University of the Western 
Cape, South Africa

This study illustrates how student agency is formed based on the lecturer-student relationship, learning support and learning 
experiences in an interprofessional education environment. This study assessed the association of the lecturer-student relationship, learning support and 
learning experiences on student agency in an interprofessional health science faculty. A cross-sectional study was conducted with 266 conveniently 
sampled 3rd year students in a Faculty of Community and Health Sciences. The results of this study showed significant positive associations for student 
agency with student learning experiences (r=.292, p<0.001), the lecturer-student relationship (r=.333, p<0.001) and learning support (r=.209, p<0.001). 
Furthermore, the lecturer-student relationship was positively associated with learning support (r=.623, p<0.001) in an interprofessional health science 
faculty. This paper concludes that there are positive outcomes to interprofessional education practices through the development of student agency.
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266 purposively sampled third year students from
eight different departments or schools in a Faculty
of Community and Health Sciences participated in
this cross-sectional study. The data collection
instrument utilised a modified self-administered
instrument, including that of Bozalek & Lesko
(2008) which measured the factors impacting on
student learning. Students from this cohort were
verbally invited to participate and these
participants gave informed consent in writing. All
data was collected by research assistants who also
informed the participants of the aims and
objectives of the project and the nature of the
questionnaire. Participants were informed that
participation was voluntary and that they could
withdraw at any time without any undue
consequences. The questionnaire took
approximately 15-20 minutes to complete. The
data was analysed using IBM SPSS v20 by means
of descriptive and inferential statistics. A forward
stepwise linear regression was conducted with an
p-value of 0.05 set as the level of significance.
Ethics clearance was obtained for this study.

Four hundred questionnaires (400) were
distributed to the entire third-year cohort
(N=578), of which 266 were returned (n=266),
indicating a response rate of 67%. The
demographic profile indicates that the
respondents from the Psychology Department
were represented the most in this cohort (Table
1). The MeanAge of the participants was 23.6
years (SD = 4.9). The majority of the participants
(151/266) identified themselves as Coloured
(58%). Seventy-two percent of the respondents
were female (Table 1).

Table 2 indicates that student agency was
positively correlated with learning support
offered by departments within an
interprofessional faculty of health science
(r=.209, p<0.001), lecturer-student experience
(r=.333, p<0.001) and learning experiences to
succeed (r=.292, p<0.001. Learning support was
positively correlated with the lecturer-student
relationship in an interprofessional faculty of
health science (r=.623, p<0.001) and learning
experiences to succeed (r=.265, p<0.001). The
lecturer-student experience was also positively
correlated with the lecturer-student experience
within an interprofessional faculty of health
science (r=.255, p<0.001).

A forward stepwise linear regression analysis was
used to develop a model for predicting student
agency from the learning support given by
departments, the lecturer-student experience
and learning experience to succeed. Each of the
predicting variables had a significant positive
(p<0.01) correlation with student agency.
Learning support offered by departments
accounted for 4% of the variance for student
agency. The lecturer student experience
accounted for 10.3% of the variance for student
agency. Learning experiences to succeed
accounted for 14.7% of the variance for student
agency (Table 3).

Table 1: Demographic Information

The results of this study showed significant
positive associations between student learning
experiences for success, the lecturer-student
relationship and support offered by departments
with student agency in an interprofessional
health science faculty. Thus, this study provides
insight into student agency, learning support,
student learning experiences and self-esteem
within an interprofessional faculty of health
science at a historically disadvantaged higher
education institution. Whilst there are many
contributing factors to the development of
student agency, it can best be explained by
taking into consideration a number of modifiable
factors which higher education institutions with
interprofessional programmes may consider
when developing academic programmes.

Table 2: Association between student agency, self-
esteem, learning support, lecturer-student experience 
and learning experiences to succeed.

Table 3: Regression analysis predicting student agency

Interprofessional practice and education is
outlined as a process that allows for
understanding of collaborative student learning in
a way that fosters engaged learning and teaching
activities (Healy, Flint & Harrington, 2014). The use
of interprofessional education is also useful
because it provides a space to address social
inequalities by practising the culture of working
together in a way that creates an atmosphere of
learning across diverse contexts. Such practices
may strengthen students’ understanding about
patients from a specific community, and measures
that should be taken for improved health
outcomes (Schmitt, Blue, Aschenbrener, &
Viggiano, 2011). Through these practices, student
agency can be fostered through collaborative
interaction within an interprofessional learning
environment. This paper purports that student
agency is critical for positive educational
experiences regarding the student-lecturer
relationship, learning support offered by different
departments, learning experiences for success and
self-esteem in interprofessional education.

• Which other factors would you consider to 
contribute to student agency in 
interprofessional education?

• In what ways do you think student agency is 
manifested in a health sciences classroom?

• What could be done to improve the lecturer-
student experience in health professions 
education?

Healy, M., Flint, A., & Harrington, K. (2014). Engagement through partnership : students as 
partners in learning and teaching in higher education. United Kingdom: Higher Education 
Academy.
Schmitt, M., Blue, A., Aschenbrener, C. A., & Viggiano, T. R. (2011). Core Competencies for 
Interprofessional Collaborative Practice: Reforming Health Care by Transforming Health 
Professionals ’ Education. Academic Medicine, 86(11), 2011. 
https://doi.org/10.1097/ACM.0b013e3182308e39

• In order to develop a more agentic student, 
higher education institutions should offer 
activities that foster an improved the the
lecturer-student experience.

• Higher education institutions that foster 
interprofessional practices should ensure that 
adequate support mechanisms are in place 
for students in order to provide a unique 
space for the development of student agency.

The authors would like to acknowledge the participants in this study for their 
meaningful contribution, and the Directorate of Teaching and Learning at the 
University of the Western Cape for their funding assistance.
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Variables 1 2 3 4 5

1. Student Agency 1
2. Self Esteem .0180 1

3. Learning Support .209* 0.009 1

4. Lecturer-Student Experience .333* 0.180 .623* 1

5. Learning Experiences to 
succeed

.292* 0.560 .265* .255* 1

Predictor B SE B β Δ R²

1
Constant (Student Agency) 43.07 2.706

Learning Support 0.181 0.56 0.209* 4.0

2

Constant (Student Agency) 33.33 3.526

Lecturer-Student Experience 0.144 0.035 0.332* 10.3

3

Constant (Student Agency) 5.001 8.752

Learning Experience to Succeed 1.043 2.96 0.226* 14.7

Regression is significant at 0.01 (1-tailed t-test)
a. Predictors in the Model 1: (Constant), Learning Support by Department
b. Predictors in the Model 2: (Constant), Learning Support by Department, Lecturer-Student Experience
c. Predictors in the Model 3: (Constant), Learning Support by Department, Lecturer-Student Experience,
Learning Experience to Succeed

Variables n = 266 %

Gender
Female 187 70.3

Male 71 26.7

Did not disclose 8 3.0

Faculty of 
Community and 
Health Sciences

Psychology 80 30.1

Nursing 55 20.7

Sport recreation and exercise science 35 13.2

Physiotherapy 30 11.3

Social work 24 9

Dietetics 15 5.6

School of natural medicine 16 6

Occupational therapy 9 3.4

Did not disclose 2 0.7

*Correlation is significant at the 0.01 level (1-tailed)
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Attitudes of undergraduate health profession students 
working in community settings regarding IPECP

Renata Eccles, Maretha Bekker and Tanita Cronje
University of Pretoria, South Africa

Health profession students receive a variety of interprofessional education and collaborative practice (IPECP) experiences, 

including clinical placements in low-resourced communities and theoretical modules. Students completed a survey at the beginning and end of the 2018 

academic year, aimed at describing their attitudes and expectations regarding IPECP. Additionally, a focus group was conducted to probe students’ 

attitudes towards and perceived needs regarding IPECP. Generally, all students agreed that IPECP was valuable and necessary for holistic patient care. 

However, students felt that they needed a stronger theoretical and practical foundation in order to optimise the benefits of IPECP.
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Aim
To describe the attitudes of undergraduate
health profession students working in
community settings regarding IPECP.

Research design
A mix method pre-experimental pre-test post-
test design.

Participants
Table 1: Participant description

Procedures

Figure 1: Data collection procedures

• The main theme identified was the disconnect
between the theoretical and practical
modules.

• Theoretical modules tend to focus on
interprofessional team work for community
engagement. This is positive as students are
taught how to work with a community and
collaborate. Students are, however, not being
taught how to treat together, although they
are expected to implement holistic treatment
approaches.

• Students found IPECP challenging but
beneficial for therapists, clients, family, the
community and health system.

• Health profession graduates are expected to
enter the work force well acquainted with
IPECP experience based on theoretical
underpinnings (1).

• Many undergraduate health profession
curricula have consequently incorporated a
greater focus on IPECP (2).

• It is important to gather the reflections of all
stakeholders, including students, regarding
IPECP not only at the beginning and end of
implementation, but during the process too.

• Students’ attitudes and expectations should
be considered because the application of
IPECP at an undergraduate level is a well-
recognised challenge (1).

• The results of this study will inform the
further planning of the theoretical and
practical interprofessional training of
undergraduate health profession students.

• What were your experiences of IPECP at an
undergraduate level?

• What undergraduate IPECP have you recently
observed?

• How would you teach the theoretical
underpinnings of IPECP?

1. Berger, S., Goetz, K., Leowardi-Bauer, C., Schultz, J., Szecsenyi, J.
Anchoring interprofessional education in undergraduate curricula:
The Heidelberg story. J Interprof Care. 2017;31(2):175–9.

2. Cahill, M., O’Donnell, M., Warren, A., Taylor, A., Gowan, O.
Enhancing interprofessional student practice through a case-based
model. J Interprof Care. 2013;27(4):333–5.

3. Reed, C., Garcia, L.I., Slusser, M.M. Linking Essential Learning
Outcomes and Interprofessional Collaborative Practice
Competency

Competency
in Health Science Undergraduates. J Scholarsh Teach

Learn. 2017;17(1):15–23.
4. Snyman, S., Pressentin, K.B. Von, Clarke, M. International

Classification of Functioning , Disability and Health : catalyst for
interprofessional education and collaborative practice. J Interprof
Care [Internet]. 2015;00(00):1–7. Available from:
http://dx.doi.org/10.3109/13561820.2015.1004041

• There is a need to revisit the existing IPECP
learning outcomes for health sciences
students at university, in the faculty,
programme and at course level (3).

• IPECP models can help to prepare
undergraduates students with the steps and
skills required to implement successful IPECP.
Models should be taught and implemented
theoretically and practically.

• ICF and IPECP principles should be integrated
directly when collaboratively teaching joint
goal setting to facilitate a bio-psycho-social-
spiritual approach to patient-centred care (4).

We would like to thank the students for being
willing to participate in the study, above and
beyond their other academic responsibilities.
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Intervention
Over the academic year, health profession
students were exposed to interprofessional
collaboration during theoretical and practical
modules, based in selected low-resourced
communities.

Data analysis
Descriptive and inferential statistics along with
thematic analysis were applied. Participant
responses were analysed collectively and not
according to profession so as to keep an IPC
focus.

Table 1: Comparison between the ATHCTS 
scores from the beginning and end of 2018

Table 2: Themes identified from qualitative 
survey and focus group outcomes

Survey start 2018 Focus group Survey end 2018

3rd and 4th year OT (58) 3rd and 4th year OT (4) 3rd and 4th year OT (25)

3rd year Audiology (17) 3rd and 4th year SLT (3) 3rd year Audiology (6)

3rd and 4th year SLT (31) 3rd and 4th year SLT (11)

TOTAL = 106 students TOTAL = 7 students TOTAL = 42 students

Survey Focus group 

Linking theory and practice 

Limited focus on the theory of IPECP 

IPECP leads to holistic PCC 

Role clarification 

Challenges 

Teamwork Joint goal setting 

Change  

Involvement of all stakeholders  

 



Evidence and best practice for 
interprofessional education and 

collaborative practice

Posters 31-40
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FACILITATORS:
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The interprofessional education race: 
designing on-campus activities

Gerda Reitsma 
Centre for Health Professions Education, NWU, South Africa

A previous SoTL project on IPE implementation in 2015 indicated that the integration of IPE in the Faculty of Health Sciences at 
the NWU will need to be innovative, as there is no space for additional modules in the already overloaded health professions curricula. This prompted the 
researcher to investigate alternative innovative methods to develop IP competencies of the health science students. At the first AfrIPEN symposium in 
Windhoek in 2017, a poster was presented explaining the proposed scaffolding approaches to IPE implementation. Students were to be exposed to 
different experiences of IPE from their first year to their final year of undergraduate studies, in various contexts and including different professions at 
different stages of the model. They had to collaborate in interprofessional groups on their first year anatomy classes, produce interprofessional focussed
primary health care video’s in the second year, and participate in an IPE race in the third year. This presentation will report on the research done on the 
IPE race for 3rd year students.  A successful IPE Race is dependent on focussed design and planning criteria. The different areas which needs specific 
attention is the place, the participants, the organisers (and supportive role players), and the activities (interprofessional).  All these areas should be 
approached from an interprofessional viewpoint. In this presentation examples of how the interprofessional approach was integrated in all the areas of 
the strategic planning process.  
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Strategic planning:IPE is linked with collaborative learning in
patient-care, the formulation of “teams” and
executing teamwork is apparent. In an
interprofessional team (IP team), individuals with
varied skills and knowledge work together to
reach common goals in a project or service
(Nancarrow, Booth, Ariss, Smith, Enderby &
Roots, 2013). According to IPE literature,
students may develop valuable competencies
during teamwork that are associated with
interprofessional practices (Nancarrow et al.,
2013; Treadwell, Van Rooyen, Havenga &
Theron, 2014).

Kim, Radloff, Stokes and Lysaght (2018)
suggested that ‘participation’ and ‘meeting goals’
as a team are amongst the skills required in
health education. The WHO (2010) also listed 6
specific outcomes for interprofessional
education:
1. Teamwork
2. Roles and responsibilities
3. Communication
4. Learning and critical reflection
5. Working collaboratively in the best interest of 
the patient
6. Ethical practice

In a study by Viviers, Fouché, and Reitsma
(2016), the principles of a race was used to
develop pervasive skills of tax accounting
students. These pervasive skills are comparable
to many of the interprofessional competencies
prescribed by the CANMED framework. Based on
the success of the Tax race (Viviers, Reitsma &
Fouche, 2018), and the challenges faced with
incorporating IPE in the already full Health
Science curricula, an IP Race can be the solution
to provide authentic and successful
opportunities for health science students to
experience interprofessional collaboration and
develop their interprofessional competencies.
However, designing and planning such a race to 
provide an authentic and valuable learning 
experience for health students should be 
approach from an interprofessional viewpoint.

• Similar training?
• Authenticity?
• Other suggestions?

Kim, Y. J., Radloff, J. C., Stokes, C. K., & Lysaght, C. R. (2018). Interprofessional education for health 
science students’ attitudes and readiness to work interprofessionally: a prospective cohort study. 
Brazilian Journal of Physical Therapy. doi:https://doi.org/10.1016/j.bjpt.2018.09.003
Viviers, H., Reitsma, G., & Fouche, J. (2018). Nationally hosted tax intervention: exploring South 
African students’ perceptions of its usefulness to develop pervasive skills. South African Journal of 
Higher Education, 32(4), 245-262. 
Viviers, H.A., Fouché, J.P. & Reitsma, G.M., 2016.  Developing soft skills (also known as pervasive 
skills). Meditari Accountancy Research, 24(3):368-389.
Nancarrow, S. A., Booth, A., Ariss, S., Smith, T., Enderby, P., & Roots, A. (2013). Ten principles of 
good interdisciplinary team work. Human resources for Health, 11(1), 19. 
Treadwell, I., Van Rooyen, M., Havenga, H., & Theron, M. (2014). The effect of an interprofessional 
clinical simulation on medical students. African Journal of Health Professions Education, 6(1), 3-5. 
World Health Organization. (2010). Framework for action on interprofessional education and 
collaborative practice.Geneva, Switzerland: World Health Organisation. 

• Additional to clinical training spaces
• Manageable time, space, activities
• Students learn through “fun”
• Planning, planning, planning.
• Interprofessional is the key word.

NWU SoTL funding
Ms Farhin Delawala – MHSc Health Professions 
Education student
Academics from Faculty of Health Sciences, 
NWU, South Africa.
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• IPE training on campus provides a safe space
• Sim labs provides authentic environment
• Campus space used for activitites
• All role players experience interprofessional 

teamwork
• Dedicated specifically designed 

interprofessional activities can be designed
• Focussed teamwork can be inlcuded
• Prior training for all role players is important
• Students should be included in all phases of the 

design.
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How to establish measurable learning outcomes 
for IPE activities: An evaluation framework

Margaret Slusser ● Patricia McGinnis ● Luis I. García
Stockton University, Galloway, New Jersey, USA

This presentation describes a process (i.e., the evaluation framework) to evaluate learners in Interprofessional Education (IPE)
activities. This evaluation framework standardizes the assessment of IPE activities, so the learning objectives developed to evaluate the learners are 
comparable across professions, locations and activities. Standardizing the evaluation of learning outcomes in any given IPE activity facilitates comparison 
and identification of best practices across professions.
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Framework-step 1: Is it a true IPE activity?

Interprofessional Education “occurs when 
students from two or more professions learn 
about, from, and with each other” (WHO, 2010).

IPE is deliberate and must contain all 3 essential 
elements, students learn:

☐With each other

☐From each other

☐About each other

Framework-step 4: Measure learning outcomes

Identify a specific learning outcome 
measurement strategy. For example:

• create your own assessment tool

• use a standardized assessment tool from the 
literature

Framework-step 3: Construct learning 
outcomes 

Translate the Sub-competency you selected into 
a learning outcome by specifying an observable 
behavior the student can perform.

See example below.

Common process to evaluate IPE activities across 
professions and settings.

Communication of the effectiveness of IPE 
activities in a meaningful and comparable 
manner. 

Support the creation of a shared database of 
best practices for IPE.

IPE is a teaching strategy used to prepare health 
profession students for collaborative practice.

IPE activities vary widely with no consistent and 
generalizable mechanism for evaluation.

Comparison of outcomes is difficult and does not 
lend itself to identification of best practices for 
IPE.

This presentation will provide a clear evaluation 
framework for the identification of measurable 
and comparable IPE learning outcomes based on 
the IPEC Core Competencies for IPCP (IPEC, 2011; 
2016).

Think about an example of an IPE activity you 
were involved in:

o Was this activity a true IPE activity? Did it 
check all the boxes?

o How would you use this process within your 
own framework of interprofessional 
collaborative practice to:

• Develop learning outcomes?

• Measure the learning outcomes you 
developed?

• Facilitate collaborating with colleagues in 
other disciplines?

Interprofessional Education Collaborative Expert 
Panel (IPEC). (2106), Core competencies for 
interprofessional collaborative practice: 2016 
update. Washington, DC: Interprofessional 
Education Collaborative.

Interprofessional Education Collaborative Expert 
Panel (IPEC). (2011). Core competencies for 
interprofessional collaborative practice: Report of 
an expert panel. Washington DC: Interprofessional 
Education Collaborative. 

Provost Faculty Opportunity Funds.  Stockton 
University.  Galloway, NJ.  USA
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Framework-step 2: Identify relevant 
competencies.

In the US, there are four Core Competencies for 
Interprofessional Collaborative Practice: 
Values/Ethics, Roles/Responsibilities, 
Interprofessional Communication, and Teams 
and Teamwork. 

Each includes a Competency Statement and 
associated Sub-competencies.

Example IPE Activity: Baby Lab (Step 3)

RR1: Communicate one’s roles and 
responsibilities clearly to patients, families, 
community members and other professionals.

The student will communicate her/his 
professional roles and responsibility to to
patients, families, and other professionals.

Example IPE Activity: Baby Lab (Step 4)

• Parent survey of team interaction 

• Faculty observers rated team interactions 
using Interprofessional Collaborator 
Assessment Rubric

Roles and Responsibilities. Use the 
knowledge of one’s own role and those 
of other professions to appropriately 
assess and address the health care needs 
of patients and to promote and advance 
the health of populations

RR1.  Communicate one’s 
roles and responsibilities 
clearly to patients, 
families, community 
members, and other 
professionals

RR9. Use unique and 
complementary abilities 
of all members of the 
team to optimize health 
and patient care

Example IPE Activity: Baby Lab (Step 2)

For this IPE activity, the core competency Roles 
and Responsibilities and the sub-competencies 
RR1 and RR9 where chosen (see below).

Example IPE Activity: Baby Lab (Step 1)

Teams of students from nursing, occupational 
therapy, communication disorders and physical 
therapy meet to share their roles and jointly plan 
a session with a baby age 0-3 

Student teams interact with baby and parent 
through play for 1 hour  to indirectly assess 
development

Teams debrief & discuss observations

In this activity, students from different 
professions learn:

☑ with each other
☑ from each other
☑ about each other



Themes                                   Sub-themes         Components

1. Current use and 
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The study followed a descriptive qualitative 
approach. Data were collected through four 
focus group discussions with 21 participants, all 
healthcare practitioners, at the facility.  Thematic 
analysis was conducted by coding the transcripts 
and generating themes. To improve credibility 
the findings were shared with the co-facilitator 
of the focus groups for appraisal. Consensus on 
themes was reached by the two authors. Ethical 
approval was granted by HREC (SU). 

The International Classification of Functioning, 
Disability and Health (ICF) integrates the 
biomedical, social and psychological approaches 
to disability, and offers a conceptual framework 
to measure and manage health, wellbeing, 
functioning and disability from multiple 
perspectives, within an ethical and rights-based 
context [1,2,3].

The ICF has proven especially useful in 
rehabilitation facilities, like the setting of the 
current study, that deal with complex chronic 
disabling conditions and injuries, such as stroke, 
spinal cord injury and traumatic brain injury [4]. 
The Western Cape Rehabilitation Centre is a 156-
bed inpatient neurorehabilitation centre. 
Patients are assessed and treated by a 
multidisciplinary team.

Healthcare practitioners are encouraged to use 
the ICF as a conceptual framework for 
assessments and goal setting at the facility. ICF 
training has been presented on an ad hoc basis 
and staff members are encouraged to attend ICF 
conferences.

However, local studies have shown that patients 
discharged from the facility achieved relatively 
low community integration outcomes [5-7]. 
These studies emphasised the impact of 
contextual factors on successful community 
reintegration and suggested that healthcare 
practitioners might still be paying more attention 
to impairments during rehabilitation than 
participation and environmental barriers. 
Working according to ICF principles should have 
prevented this.

It is possible that healthcare practitioners have 
not yet found ways to use the ICF effectively at 
the facility. Therefore, this study aims to 
described how  the ICF is currently used and to 
identify possibilities for future use.

Second Interprofessional Education & Collaborative Practice for Africa Conference ● 30 July - 2 August 2019 ● Nairobi, Kenya

A qualitative exploration of the uses of the International 
Classification of Functioning, Disability and Health (ICF) at an inpatient 

neurorehabilitation facility in the Western Cape, South Africa
Authors: Réhan Hall1, Surona Visagie2

1Centre for Rehabilitation Studies; Stellenbosch University, 2Centre for Rehabilitation Studies; Stellenbosch University

This qualitative research study set out to describe how healthcare practitioners at an inpatient neurorehabilitation centre are 
currently using the ICF and to identify possibilities for future use. Focus group discussions were used to collect data. Three themes were generated from 
the data: current use and gaps in use; a non-conducive environment; and using the ICF to facilitate holistic patient-centred management. The research 
study makes recommendations for how the use of the ICF could be improved at WCRC. 
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Three themes, each with subthemes and 
components, as presented in table 1, were 
generated: 

Current use of the ICF at the facility is limited and 
the team and patients do not reap the benefits 
of using this framework. Participants felt 
frustrated by the gap that exist between 
acknowledging the ICF as theoretical model and 
using it as a practical framework. Better use of 
the ICF can enhance service delivery especially as 
it should increase the focus of healthcare 
practitioners and patients on participation and 
environmental factors.

It is recommended that a small task team 
develop an ICF implementation plan of which the 
outcomes must be monitored and evaluated. The 
plan should include a code set to be used for 
patient baseline and follow-up assessments that 
can guide goal setting and an ICF training 
programme. Implementation should be trialled
to assess the feasibility and effectiveness of the 
project.

Table 1. Findings: Use of the ICF at the facility

Figure 1. The conceptual framework of the ICF

• Kindly share any experience(s) / challenges / 
lessons learnt from integrating the ICF into 
daily practice.

• Which outcomes should be monitored and 
evaluated to best demonstrate effects of ICF 
use on patient-centred rehabilitation?

• How does one cultivate a team environment 
of mutual respect across disciplines that 
encourages open communication?

[1] Snyman S, Von Pressentin KB, Clarke M. International Classification of Functioning, Disability 
and Health: Catalyst for interprofessional education and collaborative practice. Journal of 
Interprofessional Care 2015;29(4):313-319.
[2] Jahan A, Elibidy A. A Review of Conceptual Models for Rehabilitation Research and Practice. 
Rehabilitation Sciences 2017;2(2):46-53. 
[3] Stucki G, Rubinelli S, Bickenbach J. We need an operationalisation, not a definition of 
health. Disability and rehabilitation, 2018 pp. 1-3.
[4] Rentsch H, Bucher P, Dommen Nyffeler I, Wolf C, Hefti H, Fluri E, Wenger U, Wälti C, Boyer I. 
The implementation of the 'International Classification of Functioning, Disability and Health' (ICF) 
in daily practice of neurorehabilitation: an interdisciplinary project at the Kantonsspital of 
Lucerne, Switzerland. Disability and Rehabilitation 2003;25(8):411-421.
[5] Gretschel, D, Visagie S, Inglis G. Community integration of adults with disabilities post 
discharge from an in-patient rehabilitation unit in the Western Cape. South African Journal of 
Physiotherapy 2017;73(1):0379-6175.
[6] Hassan S, Visagie S, Mji, G. The achievement of community integration and productive activity 
outcomes by CVA survivors in the Western Cape Metro Health District. The South African Journal 
of Occupational Therapy 2012;42(1):11-16.
[7] Maclachlan, M. The activity and participation profile of persons with Traumatic Spinal Cord 
Injury in the Cape Metropole, Western Cape, South Africa: A Prospective, Descriptive Study 
(Unpublished Master’s thesis). University of Stellenbosch, South Africa. 2012

• The ICF is not yet being optimally used in 
clinical rehabilitation practice, but it has the 
potential to improve rehabilitation service 
delivery. 

• Concerted action is required at institutional, 
interpersonal and individual level to create a 
conducive environment that facilitates the 
use of the ICF during rehabilitation service 
delivery. 

• The ICF can be used to construct a team 
assessment document that promotes patient-
centred goal setting and improves 
interdisciplinary communication.
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Gaps in use of the ICF was especially evident in 
goal setting practices as goals were generic in 
nature and did not address participation and 
the environment. A lack of knowledge, 
debilitating interpersonal relationships and an 
unsupportive organisational culture were 
identified as barriers to implementation of the 
ICF. 

Participants felt that the ICF can assist them to 
work more patient-centred and improve 
information-sharing between members of the 
multidisciplinary team. The ‘team’ extends to 
the patients and their families and the ICF can 

be used to increase their understanding of 
disability and assist with goal setting. However, 
more training is needed on how to use the ICF. 
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Impact of ICF in improving Knowledge, Attitudes and 
Behaviour regarding Interprofessional Practice among Health 

Professionals in Rwanda
Jean Baptiste Sagahutu1, Jeanne Kagwiza1, Francois Cillliers 2, Jennifer Jelsm

1University of Rwanda, College of Medicine and Health Sciences, Rwanda; 2University of Cape Town, South Africa 

The use of the ICF as a framework for training health professionals regarding interprofessional practice resulted in a significant 
improvement in knowledge, attitudes  and practice demonstrated by  comprehensive patients’ records among  203 participants in a RCT in Rwanda. It is 
thus recommended that the framework be used in interprofessional education and collaborative practice in Rwanda and other similar countries
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A Cluster Randomised Control Trial (CRCT) was 
used.  Four district hospitals were randomly 
allocated to receive a day’s training in 
interprofessional practice using ICF 
(experimental) or a short talk and a booklet on 
the topic (control). Participants included medical 
doctors, nurses, social workers, physiotherapists 
and mental health nurses/clinical psychologists 
took part in this study. Simple random sampling 
was used to select the hospital records of 
patients discharged from medical, surgical and 
paediatric wards at both the experimental and 
control hospitals at baseline and at two, four and 
six months after training . A self-designed 
checklist based on the ICF conceptual model has 
undergone some validation and was used to 
audit the quality of information included in the 
patients’ records. Repeated measures ANOVA 
was done to compare the scores across the 
different time periods at the four sites. The post-
hoc Tukey test was also used to calculate 
whether there was a difference  or equivalence 
at baseline, two-month, four-month, and six-
month. significance level of 0.05 was used 
throughout the study.  Ethical approval was 
obtained from the Human Research Ethics 
Committee of the University of Cape Town and 
the Rwandan National Ethics Committee. 

It is estimated that a patient, during about 4 days 
hospital stay, can be seen by around 50 different 
people (Daniel & Rosenstein, 2007). Good 
collaboration between Health Care Professionals 
can reduce medical errors, enhance the spread 
of critical information, and assist in 
interpretation of health information resulting in 
improved patient care. Lancet Global 
Independent Commission has recommended a 
health care reform to meet the need for patients 
(Frenk,et al. 2010). Problems identified by the 
authors included (amongst others) poor 
teamwork among health professionals. This is 
due to a lack of common language to be used for 
a smooth collaboration between professionals. 
ICF was found to be a useful potential framework 
to help health professionals provide a common 
language that looks beyond mortality and 
disease and instead at how people live with their 
conditions (Kohler et al., 2013). Therefore, the 
aim of this study was to determine whether the 
ICF framework can promote interprofessional 
knowledge, attitudes and behaviour among 
health professionals in Rwanda.

• Can the ICF framework be integrated in IPE/IPP
in your context?
•Can ICF framework be used across all health 
professional disciplines? 
•What are other collaborative framework that
can be used in IPE/IPP?

TSAM Rwanda funded by Global Affairs Canada.
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The International Classification of Functioning 
Disability and Health (ICF) was found to be a 
catalyst for Interprofessional Education and 
Collaborative Practice by providing a common 
language for collaboration. 

A total of 203 health professionals participated,  
ranging from 50 to 53. The mean age was 35.7 
years (SD8.29). No difference between 
Control/Exp groups (p=.208). 
There was no association between gender, 
profession, place of work and group. However, the 
Exp group had a significantly greater number of 
years of experience (p=.030).
800 folders in experimental and 800 in control 
group were examined. At baseline, the mean 
number of items included was not significantly 
different between the 2 groups (p=0.424). There 
was no significant difference in two groups at 
baseline, but  from 2 months post-intervention, 
the difference between the 2 groups was highly 
significant (p<.001). 

Knowledge scores across the professions per group

Vertical bars denote 0.95 confidence intervals
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Figure 1: Comparison of knowledge  across 
professions 

Baseline Attitude Scale scores across the professions, categorised by group
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Post-training scores on the Attitudes Scale across the professions, categorised by group

Medians and interquartile ranges
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Figure 2: Comparison of attitudes across professions 

Figure 3: Audit of patients’ records at different 
occasions

% Audit scores at baseline, two months, four months and six months for control & experimental groups

Vertical bars denote 0.95 confidence intervals
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Conclusion

ICF domain & IPP Items 
Post-Pre difference 

(Experimental)
Post-Pre difference 

(Control)
Interprofessional Practice (IPP)

Case managed by different  professionals 38 3.5
IPP

Health professional team identified 34.5 4.5
IPP

Health professionals treating the patient have documented 34.5 4
IPP

Discharge note 34 4.5
IPP

Referrals to other disciplines 27.5 3
Environmental Factors 

Health condition managed in context 22 1
IPP Referral to other services

21 -15
Participation Restriction 

Occupation 20.7 -10.7
Activity Limitation

Impact of condition on functioning 18.5 4
Impairment

Impairment addressed 18.5 4
Environmental Factors 

Preventive measures of recurrence of health condition or 
complications related to condition 18 -1

Personal Factors
Personal factors including mental and spiritual needs 16.5 6.5

Activity Limitation
Functioning addressed 16.5 4.5

Environmental Factors 
Impact of environmental factors 14.5 4.5

Environmental Factors
Health condition and diagnosis 9.5 2.5

Health condition Environmental factors addressed
9.5 6

Demographic information 
Discharge date 9 3.5

Health condition
Symptoms 7 5

Impairment
Assessment of Impairment 5.5 11.5

Demographic Information 
Marital status 3.6 -10.7

Demographic Information 
Gender 3.5 -2.5

Demographic Information 
Address 1 3.5

Demographic Information 
Name 0.5 0

Demographic Information 
Age 0.5 0.5

Demographic Information 
Medical Aid/ No medical aid 0.5 3

Demographic Information 
Education 0.5 0

Demographic Information 
Admission Date 0.5 0.5

Demographic Information 

Record Number 0 0

The items in which the greatest improvement 
was noted in the experimental group were 
related to interprofessional practice, followed by 
improved reporting on environmental factors, 
and participation and activity limitations . As 
most of the demographic information was 
complete at baseline, there was no improvement 
in these items.

Table 1: Items with greatest improvement 

Table 1: Items with greatest improvement 

The  introduction of the ICF as the framework to 
inform IPE/IPP in Rwanda could result in the 
adaptation of the bio-psycho-social model and a 
more holistic approach to care. It is, therefore, 
hoped that the findings of this study may 
contribute to improving health care delivery in 
Rwandan district hospitals and health system at 
large. It is thus recommended that the 
framework can be used in interprofessional 
education and practice in Rwanda and other 
similar countries.



Impact of Learning the International Classification 
Functioning Disability & Health (ICF) for children & Youth  

Framework as Clinical Reasoning Tool for Paediatric
Physiotherapists Working with Children with Cerebral Palsy

H.Demyati1 ; D.Dixon & P.Adair
1 hdemyati@gmail.com

Background: The International Classification Functioning Disability and Health Children & Youth Version  (ICF-CY) could  guide decision making and 

enhance physiotherapist’s awareness of the role of contextual factors, such as the role of family’s and child’s interests, in addition to the physical 

impairment and activity limitation. Collaboration between physiotherapist, parent and child with Cerebral Palsy (CP) is a key aspect of good clinical 

decision making. Teaching the ICF-CY model as a clinical reasoning tool requires consideration of the relationship between the ICF-CY domains to 

determine how the therapist’s ICF-CY knowledge could be applied in the management of children with CP. 

Phase 1: Results 

The impact of training was significant  on PPTs attitude, perceived control  

and  intention to apply the ICF-CY knowledge and to  consider personal and  

environmental factors in PPTs’ decision making in the management of 

children with CP.

Methods: A longitudinal study design was used  to evaluate a two-day ICF-CY in-service training delivered to Paediatric

Physiotherapists (PPTs) in Saudi Arabia in two phases:

Phase1: 36 PPTs attended ICF-CY training and completed a questionnaire before and after training.  The questionnaire measured three aspects of 

clinical reasoning:

⮚Nine true/false questions to measure objective ICF knowledge.

⮚Three case vignettes to measure decision making behaviour. 

⮚PPTs beliefs about considering contextual factors in their treatment planning. The Theory of Planned Behaviour (TPB) was used as the theoretical 

framework. PPTs’ intention, attitudes, subjective norms &  perceived behavioural control to apply environmental and personal factors in management 

children with CP were assessed. 

Phase 2: 40 parents attending a physiotherapy department where PPTs had completed the ICF-CY training & 40 parents attending a department where 

the PPTs had not received training completed a Parent Questionnaire that measured parents’ experience of the following components of their child’s 

treatment:

⮚assessment obtained for child, treatment objectives, treatment plan, cooperation with PPTs and parent satisfaction.

T-test & Pearson’s Correlation Coefficient were used in two phases. 

Phase 2: Results

Parents were significantly  satisfied with treatment provided by the ICF-

CY trained group of PPTs. However, there  were no differences between 

the two groups of parents on the perceptions about the use of  ICF-CY 

by PPTs.

Conclusion and Implication: 

There is ample opportunity for learning the ICF-CY model as a clinical reasoning tool, which will allow the cognitive

processes that underlie decision making behavior to apply environmental and personal factors to become 

habitual. This could lead to the implementation of the ICF-CY model in physiotherapy practice.

Variables Parent satisfaction 

1- Child’s examination
ICF Training Group
No Training Group 

0.20
0.04 

2- Objectives
ICF Training Group
No Training Group 

0.33*

-.02 

3- Child’s Treatment Plan
ICF Training Group
No Training Group 

0.25
-0.15 

4- Parental Cooperation with 
physiotherapist

ICF Training Group
No Training Group 

0.32*

0.037 

5- Parent Satisfaction
ICF Training Group
No Training Group 

1
1 

Correlation between parental evaluation items  of child’s physiotherapy Correlation of  Cognitive Constructs & Decision Making Behaviour

Pre-and-post training 

Cognitive Variables 1 2 3 4 5

1-Intention

Pre training

Post training

1

1

0.42*

0.36*

0.64**

0.55**

0.40**

0.11

0.08

0.27

2- Attitude

Pre training

Post training

1

1

0.30

0.16

0.15

-0.18

0.06

0.17

3- Perceived Behaviour

Control

Pre training

Post training

1

1

0.45**

0.1

0.25

0.22

4- Subjective Norms

Pre training

Post training

1

1

0.26

0.26

5- Decision making 

behaviour of application 

environmental and personal 

factors

Pre-training

Post-training

1

1
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Utilizing Activity Analysis and Development (Act AD) 
framework to analyse trends and patterns in information

communication during the intrapartum period
Authors: Doreen Kainyu Kaura1, Mikko Korpela2, Retha de La Harpe3, Sue Fawcus4

1Stellenbosch University, South Africa, 2,3 & 4 Retired Professors

To act in the world we need to make decisions and to make decisions we need information that helps us choose one course of action 
over another1
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A multi method, multiple case study approach was used
to explore and describe the complexities involved in the
(ICP)5,6. The expected ICP, the actual ICP, the challenges
involved and the desired ICP were analysed. 24 In-depth
interviews with skilled birth attendants were conducted,
observer- as- participant role was utilized during the
observation, field notes, reflective diaries and document
review methods were used to gather the data. Thematic
analysis and activity analysis were applied to analyse the
data. activity analyses using Act AD framework as the
lens of analysis.

The Information collected and/or communicated in
MOU A influences the communication during
consultation and referral processes. The flow of
information and phone calls in the referral hospital
also influences the ICP, timeliness of these decisions
and further the management of the woman during
the intrapartum period.

Figure 3: Elements of work activity RH A2,3,4

The challenges with incomplete documentation, inefficient
telephone calls and inappropriate communication during
phone calls was experienced in both cases. This affected
the management of the intrapartum period whether it
was within the MOU or during the consultation and
referral processes. The undesired outcome of labour in
most cases could have been avoided by effective ICP.
These challenges identified were seen as development
points for the effective management of the intrapartum
period 3,4.

Background: Effective information communication by
health care practitioners is a prerequisite to improving
patient safety while reducing adverse outcomes2,3,4.
Within the health care setting in midwifery, more than
one practitioner manages a woman over the period of
her pregnancy. Information communication therefore
becomes paramount to the seamless coordinated
collaborative care therefore requiring accurate, adequate
and appropriate information communication in each of
the touch points 3,4.
The purpose of this presentation display the
interpretations of the complexities of the ICP during the
intrapartum period. The activity analysis is illuminated by
workflows of the relevant key actors within the Midwifery
Obstetric Unit (MOUA)and Referral Hospital (RH A).

❑ Would activity analysis assist in identifying 
development spots in the phenomenon of interest?

❑ Are information systems in health care developed 
with understanding of the context?

❑ The data, which is entered at the point of care, should
be retrievable swiftly in the referral hospital using a
computer or personal digital assistant (PDA) or the
computer by the doctor on call.

❑ The effectiveness of the actions taken during the
management of the intrapartum period is dependent
on the decisions made by the skilled birth attendant
whether at the MOU or the referral hospital.

❑ The data collected forms the basis for the information
that is used for these decisions and therefore the
need for appropriate ICP.

❑National Research Foundation towards this research is acknowledged.
Opinions expressed in this dissertation and the conclusions arrived at,
are those of the author, and are not necessarily to be attributed to the
National Research Foundation.

❑The INDEHELA Information Systems for Design and Development (ISD4D)
2011-2015. Academy of Finland

❑The North to South INDEHELA-Access funding for student exchange
support 2014-2015. Finnish ministry of Foreign Affairs.

❑The SANTRUST award for proposal development assistance 2013-2014
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Figure 1: Adapted from THE ACT AD FRAMEWORK 7

Activity analysis results illuminates the relationships
between the various actors involved in the
information communication processes within and
between the MOU and the referral hospital. The
skilled birth attendants who included the midwives
and doctors/obstetricians are the actors. In-depth
interviews document review, photos and
observations were open coded, and categories
developed both inductively. The themes were
developed deductively using the Activity theory
model, and the subthemes were established from
the research questions.

❑ The FAAS framework was developed for evaluation of
information communication processes which shows ‘fit’ with
the Act AD framework (Figure: 5) and is used to bridge the
current and the desired state through evaluation.

❑ The actors and the message communicated by the actors
represents the subjects; the means of coordination and the
data collection process represents the rules; the information
tools and channels represent the mediators or the means of
work.

The means of coordination including the data
collected on the MCR and within the MOU,
handovers and telephone communication,
affected the division of work among the actors
influencing the information communicated during
the work process. This information further
affected the outcome of birth

❑ The challenges faced by the team communication
in MOU A influences the communication with the
team in RH A. The same applies to the challenges
emerging from the team communication in RH A
affecting communication with MOU A.

❑ Use or the inappropriate use of protocols,
guidelines and policies which are the means of
coordination in either in RH A or MOU A that
influence the information communication between
the skilled birth attendants

❑ The behaviour and attitude of the actors in MOU A
or RH A influences the communication processes
within and between the two units of analysis.

❑ Further the means of work or the information tools
within and between MOU A and RH A have an
effect on the information communication.

❑ These factors ultimately affect the actions aimed at
the woman in labour and further have an influence
on the outcome increasing morbidity and mortality.

INFORMATION FLOWS IN CASE STUDY A WITH 
CHALLENGES IDENTIFIED

Figure 2: 
Elements of 
work activity 
with 
constrictions 
MOU A2,3,4.

Figure 4: Elements of work activity with constrictions 
Case study A2,3,4.

Figure 3:ActAd and the FASS Framework RH A 2,3,

The FASS framework
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Integrating interprofessional education within the 
context of maternal, newborn and child health in Rwanda: 

A Rwanda/Canada partnership project
Christine Nyirahabimana1, Jean Baptiste Sagahutu2, Philomene Uwimana3, Mary Beth Bezzina 4

1University of Gitwe, Rwanda,  2&3University of Rwanda, 4Western University, Canada.

Training, Support and Access Model for Maternal, Newborn and Child Health (TSAM - MNCH) Project is implementing the
integration of IPE/IPC within the context of MNCH in Rwanda. This has positively changed health professionals’ education and practice through improved
team work, communication, and client-centered care, enabling them to deliver holistic and high-quality health care services for the better outcomes of
clients.
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The training model of the project’s in relation to
CCTs has been implemented using IPE/IPC
framework.
It involved the following:
✔Training of Rwandan CCTs Master Trainers,
✔Development of a National level CCTs
Training Manual for Pre-service and In-service
Health Professionals, and
✔Training of pre-service faculty and health
professionals.

Participants were from:
•Higher learning institutions
•Referral Hospitals
•District Hospitals
•Health centers
•Community

These participants included:
•Medical doctors
•Nurses
•Midwives
•Other health professionals
•Community Health Workers

Pre-post measurements were performed and the
analysis was done via quantitative and
qualitative approaches.

Rwandan health educators and practitioners are
enthusiastic learners of Interprofessional
Education/Collaboration (IPE/IPC) concepts, yet
there are significant challenges to
implementation.
Training, Support and Access Model for
Maternal, Newborn and Child Health (TSAM -
MNCH) has 48 master trainers in Cross Cutting
Themes (CCTs).
Those master trainers have given workshops and
mentorship to 10.499 health professionals, pre-
service faculty and community health workers.
The results revealed improvement of knowledge
from pretest to post tests and many participants
confirmed to have integrated Interprofessional
Education/Collaboration and other Cross Cutting
Themes in teaching or clinical settings.

Training and mentoring health educators,
practitioners, and community health workers in
Cross Cutting Themes including Interprofessional
Education and Collaborative Practice within the
context of Maternal, Newborn and Child Health
care is rewarding.
Interprofessional Education and Collaborative
Practice are relatively new concepts in Rwanda
and were welcomed by health educators and
providers.
Rwandan case studies are effective learning tools
to integrate Interprofessional Education and
Collaborative Practice with other Cross Cutting
Themes and within the context of Maternal,
Newborn and Child Health care.
It is recommended to extend this integration in
other health sectors in Rwanda and other African
countries.

Chart 1: TSAM Training Model of  CCTs including IPE/IPC

Diagram of CCTs including IPE IPC

Training, Support and Access Model for
Maternal, Newborn and Child Health (TSAM -
MNCH) through Interprofessional Education and
Collaborative Practice is a project in Rwanda
funded by Global Affairs Canada aimed to
improve Maternal, Newborn and Child Health.

The activities related to Cross Cutting Themes
(CCTs) are integrated in clinical skills training.

The CCTs include:
✔Interprofessional Education/Collaboration 
(IPE/IPC), 
✔Gender/Gender Based Violence (GBV),
✔Ethics
✔Maternal Mental Health.

The purpose of the project is to integrate IPE/IPC
and other Cross Cutting Themes (CCTs) within
the context of Maternal, Newborn and Child
Health (MNCH) care in Rwanda.

• What value, if any, do you see in integrating
IPE/IPC training and mentorship with other
themes of Gender/GBV, Ethics and MMH?

•Do IPE/IPC relate to different themes in your
particular health care context?

•Are there other methods to integrate these
skills and knowledge in health care pre-
licensure education and CPD?

Training, Support and Access Model for 
Maternal, Newborn and Child Health (TSAM -
MNCH) Project in Rwanda, Reports of Trainings.

Training, Support and Access Model for
Maternal, Newborn and Child Health (TSAM -
MNCH) Project in Rwanda, funded by Global
Affairs Canada.
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IPE/IPC is enriched when integrated with other
relevant health care themes in education,
training, and mentorship approaches.
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A quantitative survey was done on a total sample
of 346 second- and third-year undergraduate
nursing students at two nursing education
institutions. A total of 751 completed
questionnaires were completed over a period of
five months.

Students rotate monthly at different
facilities/units were they are supervised by
clinical facilitators. Each clinical supervisors are
responsible for supervision of students at a
specific healthcare facility/unit. Consequently
students had the opportunity to evaluate
different facilitators at the end of each monthly
rotation. A fieldworker at each institutions
collected the questionnaires.

Respondents had to indicate on a four-point
Likert scale whether they strongly agree to
strongly disagree with the latter having the
lowest score. A convergent loading criterion of
0.4 and discriminant loading criterion of 0.25 was
used for the confirmatory factor analysis.

Results confirmed a high reliability with an
overall Cronbach alpha of 0.98. The number of
items were reduced from 49 in the initial
questionnaire to 33 in the final questionnaire.

Confirmatory factor analysis supported the initial
factor structure of three constructs regarding
support, namely emotional, cognitive, and
system support.

Emotional support attained twelve items as
illustrated in Figure 1. Clinical facilitators who are
approachable, interested in students as a person,
provide individual attention and know them by
name (Latessa et al., 2016) are just some of the
aspects that students consider positive and
important in the facilitator-student relationship.

Construct two focusing on cognitive support
comprises eleven items. Cognitive support is the
most important type of support that facilitators
can provide offer their students. Facilitators need
to develop thinking operations in students that
includes critical thinking, clinical reasoning and
clinical judgement for students to become
autonomous professional practitioners (Miller et
al., 2016).

Construct three focusing on system support
comprises of ten items. Facilitators function and
act as a liaison between health science education
institution and the healthcare facility (Hugo &
Botma, 2019). Some of their liaison activities
includes, but not limit to, organising students’
outcomes, workloads, and learning spaces for
interaction in patient care with clinicians
(Latessa et al., 2016).

This study provides evidence in support of the
validity and reliability of scores on the support
offered by clinical facilitators. Being able to
scientifically measure facilitators’ support may
give health science educational institutions the
ability to promote quality of students’ learning.

Considering the need to strengthen health
science education systems, this instrument
contributes to measuring and monitoring clinical
accompaniment of student by clinical facilitators.
Health science education institutions can use this
instrument as a quality assurance instrument for
students’ clinical facilitation.

All health science education institutions (HSEIs)
strive towards quality education and to promote
competence in students through
accompaniment by trained and skilled clinical
facilitators. Policies and monitoring systems
need to be in place to confirm the quality of
education.
Through a methodological research design the
researchers developed a self-administered
instrument to measure the support that clinical
facilitators offer to their students. Forty-two
existing questionnaires on the evaluation of
clinical facilitators were used to develop a four-
point Likert scale questionnaire. An exploratory
factor analysis identified three constructs
namely cognitive, emotional and system
support. The initial overall Cronbach alpha of
the questionnaire was .98 (Hugo et al., 2018).
The final questionnaire contained 49 items
excluding the four biographical items.

The aim of this study was to validate the factor
structure and psychometric properties of the
instrument that measures the support offered
by clinical facilitators to students.

• What does the monitoring system looks like 
at your institution?

Hugo, L., Botma, Y & Raubenheimer, J.E. 2018. Monitoring
preceptors’ supportive role: A measuring instrument for
increased accountability. Nurse Education Today 67(1), 83-89.
Hugo, L. & Botma, Y. 2019. Looking beneath the surface of a
preceptor-training programme through a realist evaluation.
Evaluation and program planning, 73(1), 195-203.
Lethale, S. M., Makhado, L. & Koen, M. P. 2019. Factors
influencing preceptorship in clinical learning for an
undergraduate nursing programme in the North West Province
of South Africa. International Journal of Africa Nursing
Sciences, 10(1), 19-25.
Miller, J., Vivona, B & Roth, G. 2016. Nursing preceptors and
meaning making. The Qualitative Report, 21(11), 2014-2032.

• Health science education institutions should
include a monitoring in policy to promote
quality education.

• This questionnaire maybe used a
monitoring system to determine if clinical
facilitators provide support to students

• The three types of support include
emotional, cognitive and emotional
support.

The research was funded by the PLUME FUNDISA/NRF grant (2015/001). 
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Figure 1: Items per construct

Clinical facilitators should provide emotions, cognitive and emotional support to students during accompaniment. Health science education institutions
need to implement strategies to measure and monitor accompaniment of students by clinical facilitators. This instrument can be used by health science
education institutions as a quality assurance method in clinical facilitation of students.

Summary

Construct 1

Emotional support

• 12 items

Construct 2

Cognitive support

• 11 items

Construct 3

System support

• 10 items
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Towards universal health coverage: a  physiotherapy programme 
in Masinde Muliro University of Science and Technology
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Universal Health Coverage (UHC) is key in our country for development. Masinde Muliro University of Science and Technology 
(MMUST) offers Physiotherapy programme. The training prepares graduates to offer physiotherapy services to patients and clients in hospital and in rural 
setting. Its objective is to educate and train physiotherapists who will use physical methods of treatment and also as prescribed by the physician/doctor.
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Physiotherapy in Rural Areas in Kenya
Physiotherapy is a health professional field 
recognized by Ministry of Health. The 
Government of Kenya foresees the provision of 
health services and provides support in majority 
of the hospitals. There is Faith based, private 
based  and volunteered organizations. 
In Kenya, Health services sector use devolved 
system of management. However, there is 
limited access to all services required by clients 
and patients. Health services is organized by  
central Government as follows: 
i) Level 6: National level- Teaching and Referral 
hospitals eg Kenyatta National Hospital & Moi
Teaching and                               referral Hospital
ii) Level 5: County Level- Referral hospital at 
county level- Kenya has 47 counties and each 
county has a County Referral Hospital 
iii) Level 4: Sub-county level- Hospitals ( some 
were formerly health centers) under the county 
Government 
iv) Level 3: Ward Level – Sub-County health 
centers 
v) Level 2: Village level – Dispensaries/ 
Community hospital

Current Situation of Physiotherapy Services in 
Rural Areas in Kenya
In Kenya, Physiotherapy services in rural area is 

very critical. Access to services is very limited 
around the urban areas. Clients and patients 
travel to the hospitals for the services not 
available in the rural areas. Currently, the 
services are offered at sub county level hospitals. 
That is the lowest point the Physiotherapy 
services are provided. Provision of services are 
limited due to the fact that the rural hospitals 
does not provide Physiotherapy services. 
It is suggested that arrangements at the county 
level may be made to have one day for clients 
with disabilities to visit the hospital for 
assessment. 

Resources required in Rural Area 
Since physiotherapy is essential for all at the 
rural level, the aspect of prevention and 
rehabilitation needs to be facilitated in the 
community level. The resources required are 
portable simple equipment’s and modalities for 
example: 
• Portable foldable plinths/ stretchers,
• Linen/ screens for privacy
• Prescribed medicines and ointments for 

massage
• Crepe bandages, splints,crutches, walking 

frames, 
• Improvised or portable parallel bars 
• Plaster of Paris/ crepe bandages 
• Assortment exercise equipment 
• Electro-physical agents like ultrasonic 

generators, and transcutaneous electronic 
nerve stimulator (TENS) preferably solar 
powered for use in areas without power 
supply.

e-Health Involvement

The concept on e-health require involvement of 
all stakeholders. Physiotherapists in MMUST and 
County referral hospital, Community health 
Volunteers in rural setting/levels and ICT experts 
will be involved in e-health project. Technical 
assistance and expertise will be sought from the 
school of Information Communication 
Technology who will facilitate in provision of 
Technical Assistance and training of CHTVs.  
Computer experts will design an application for 
use to support, supervise and monitor patients 
and clients. 
The design of Physiotherapy programme in 
MMUST will include e-health and the students 
and physiotherapists will learn telemedicine 
course Further areas of learning such as design 
and use will also be incorporated. 
Physiotherapists living in the rural areas will be 
included in the program and encouraged to work 
closely with the CHVs in the Community. Other 
health professionals such as doctors, medical 
laboratory technologists, clinical officers, Nurses, 
nutritionist, public health officers etc will also be 
involved as stakeholders 

In Kenya and other parts of developing world, 
Physiotherapy services should be provided in 
hospital, clinics, and homes and in rural areas 
with poor infrastructures. With the use of 
current technologies such as smartphones and 
computers, a software could be sourced and 
linked with physiotherapy services in County 
referral hospital. The software can be connected 
to mobile phones of Physiotherapists and CHV’s 
in rural area.
With the use of information communication 
technology, e-Health applications is a cross-
cutting area that impacts quality of care within 
healthcare services.

Telemedicine (e-Health) is a new and rapidly 
evolving field in a state of rapid change. It has 
several concepts and principles based on services 
to be offered such as e-diagnosis, e-referral, e-
rehabilitation, and e-consultation. In e-health 
General Meeting of 2018, e-Health was 
described as an emerging field of medical 
informatics, referring to the organization and 
delivery of health services and information using 
the Internet and related technologies to support 
and improve provision of healthcare services. 

• How best can our patients and clients have 
access to physiotherapy services in the rural 
areas of Kenya?

Ministry of Health, Kenya National eHealth policy 
2016-2030, Republic of Kenya, 
MMUST Bachelor of Science Physiotherapy 
programme ( 2014), Masinde Muliro University 
of Science and Technology (MMUST), Kakamega, 
Kenya
World Health Organization (WHO) 2012 
publications
eHealth Briefing Paper, eHealth to improve 
patient care and Physiotherapy services ,2018
F. Barbabella, M.G. Melchiorre, S.Quattrini, R. 
Papa, and G. Lamura ,Eds How can eHealth
improve care for people with Multimorbidity in 
Europe, 2016

Integration of e-Health and quality healthcare 
sectors demonstrates different ways that 
technology has the potential to improve the 
efficiency of many aspects of healthcare delivery.
Therefore, physiotherapy  services need to be 
supported as follows (online source  October,  
2018):
• helping physiotherapists to readily access 

comprehensive information on their patients 
/ clients;

• monitoring health status of patients / clients;
• reducing inappropriate variability in 

healthcare delivery; 
• proactively identifying and altering the 

threats on patients / clients safety;
• easy access to learning tools and remote 

teaching facilities

Masinde Muliro University of Science and 
Technology; County General Hospital Kakamega; 
Pro-uniEduwek partners
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Sharing experiences of embedding interprofesssional learning 
(IPL) into the curriculum: reflections from Anglia Ruskin 

University, Faculty of Health Education Medicine and Social Care
Nhlanganiso Nyathi1

1Anglia Ruskin University, UK

This presentation reflects on the experiences of embedding IPL into the curriculum within the Faculty of Health Education 
Medicine and Social Care at Anglia Ruskin University. In particular, the presentation illustrates the framework adopted by the Faculty in its attempt to 
foreground IPL into the entire curriculum. An outline of the strategy context, values and aims, policies and guidelines, priorities that have been adopted 
far is presented.
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Framework 2: The Greater Cambridgeshire Social 
Work Teaching Partnership (GCSWTP) 

• Are there any areas that the audience feel we 
could have done differently?

• Are there any particular IPL issues that that 
you would recommend we pay particular 
attention to?

Anglia Ruskin University (ARU), (2017) Designing the Future 2017-2026: Our 
Strategy. https://web.anglia.ac.uk/anet/uinfo/pdf/designing-our-future-
2017-2026.pdfCentre for the Advancement of Interprofessional Education 
(CAIPE) (2002). Interprofessional education—A definition. [online] Available 
at: www.caipe.org.uk
Interprofessional Education Collaborative (2016). Core competencies for 
interprofessional collaborative practice: 2016 update. Washington, DC: 
Interprofessional Education Collaborative..

I have been funded by ARU to present at this 
Conference

40

Correspondence: 
Nhlanganiso.Nyathi@anglia.ac.uk

Background to implementing a new IPL strategy:
• Faculty restructuring and reorganization.
• Lots of talk & less IPL action.
• No clear IPL strategy or policy framework.
• Fragmented approach across university and

faculty.
• Different perception & conceptual

understanding.
• Different models, e.g. IPL themes

Figure 1: Faculty organisational structure

Corporate strategy - Designing our Future 2017-
2026: students at the heart of our University
through an educational experience that engages,
challenges and empowers them to reach their full
potential (ARU, 2017).

University Education Strategy: building and
nurturing learning communities and supporting
student success.

Faculty Strategic Plan 2019-20: Finalise an IPL
strategy for the faculty that embeds the principles
of the Ruskin modules and the wider Education
Strategy

Partnership 
composition: 
1. School of Education 

and Social Care
2. Cambridgeshire 

County Council
3. Peterborough City 

Council
4. Cambridgeshire and 

Peterborough 
Foundation Trust,

Key priorities for the Faculty IPL Strategy 
Working Group (Framework 1)

1.Embed interprofessional learning into our
curriculum at all levels (e.g. IPL Champions;
audit existing IPE activities; explicit IPL every
course; link research to student employability
and graduate capitals; IPL assessments, etc),

2.Ensure students understand and develop
their own professional identity through
exposure to interprofessional collaborative
practice (e.g. create an IPL environment;
share disciplinary best practice; research-led
teaching that benefits students; framework
of discrete IPL activities from which students
can select in their curriculum; be leading
provider of CPD for IPL in the East of
England).

3.Contribute to the field of interprofessional
education research (e.g. collaborative
research development of academics and
students through IPL and teaching; funding
and research linked to IPL; disseminate good
IPL and research findings)

Framework 1:  Faculty IPL Strategy Working 
Group

1. Establish a unique Centre of Excellence for 
Practice Learning

2. Strengthen our international collaborations, 
working network of social work organisations 
and higher education institutions to enhance 
curriculum development and share good 
practice globally.

3. Development of a digital strategy for the 
partnership

Established working groups strands (e.g. 
Admissions; 
• Placements and Practice Learning; 

Academic curriculum and progression 
(Academic Curriculum Review Strand) 
(includes IPL subgroup)

IPL subgroup priorities include focus group 
groups, develop IPL Learning Outcomes as 
assessment criteria (e.g. IPEC (2016 update) 
core competencies for interprofessional 
collaborative practice 

Key Priorities for GCSWTP (Framework 2)

5. Coram 
6. TACT fostering 
Agency 
7. CAFCASS 
8. Kneesworth
Hospital

The Faculty of Health Education Medicine and 
Social Care at Anglia Ruskin University has 
progressed:
• From a fragmented towards a more 

integrated approach. 
• A Faculty IPL Strategy Working Group with 

representatives of 5 of its Schools of its 
Faculty of Health, Education, Medicine and 
Social Care.

• Developed an IPL strategy and policy 
document which is linked to the Corporate 
strategy and the Faculty Education Strategy

• Clear priorities of Faculty IPL strategy focused 
on embedding IPL in the curriculum.

• Ongoing integration of key priorities of 
Faculty IPL strategy with the key priorities of 
the GCSWTP at School level.

• Embedding this IPL framework equips
students with IPL competences which are key
to meeting service users’ needs.

• This IPL strategy influences graduate capitals
students’ readiness for employability as well
as students’ satisfaction.

• This IPL strategy is a key to enabling ARU to
become the leading provider of IPL CPD in the
East of England.

• This IPL strategy is in line with the IPL
definition “when students from two or more
professions learn about, from and with each
other to enable effective collaboration and
improve care outcomes.” (CAIPE, 2002; WHO
2010)

https://web.anglia.ac.uk/anet/uinfo/pdf/designing-our-future-2017-2026.pdf
http://www.caipe.org.uk/
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Improving cord care in an acute care unit at 
a Ugandan referral hospital

Margaret Adokorach1;  Tom Ngabirano1,2;  Scovia Mbalinda2

1Mulago Regional Referral Hospital; 2Makerere University, College of Health Science

Umbilical cord infection due to poor cord care poses significant risks for neonatal morbidity and mortality in
developing countries like Uganda. The uptake of dry cord care has been very slow.
A quality improvement project has led to the reduction in cord sepsis cases from 40% to less than 10% monthly.
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Kouzes and Posner’s Leadership Model (2017)
was used to guide the process for the quality
improvement project, namely to model the way,
inspire a shared vision, challenge the process,
enable others to act and encourage the heart.
Gaps in cord care were identified, and 40% of
neonates admitted had sepsis due to cord
infection. It was important to inspire a shared
vision when engaging the interprofessional team.
Collaborative interventions included the
development of evidence-based standard
operating procedures on dry cord care; providing
appropriate training to nurses; and developed
and translated training material to Luganda
(most commonly spoken local language) for
mothers and caretakers.
Nurses were trained to offer support and training
to mothers and caretakers for dry cord care
(proper hand washing, use of normal saline to
clean the cord by using a swab once from the
base to the top of the cord until the cord is clean
and leaving it dry).
Sessions were held for mothers and caretakers
by nurses on cord care. This was followed by
individualized sessions: demonstration of dry
cord care, return demonstration by mother or
caretaker, and feedback from the nurse. This was
repeated until the mother or caretaker
demonstrated appropriate cord care.

The same message was conveyed by the other 
team members.

Dry cord care is an important in neonatal care
to reduce the risk of cord sepsis.

The implementation of dry cord care at an
acute care setting in a developing country is
feasible, but it requires deliberate planning,
training and implementation.

Stakeholders engagement and a shared vision
are paramount for the success of such a
project.

The process has to be challenged to dispel
myths regarding application of substances to
the cord and to enable others to take up a
different approach.

To encourage good work and compliance is
crucial to sustain and integrate a new approach
in the routine care.

The interprofessional team agreed on the
standard operating procedure for cord care. All
nurses working at the Acute Care Unit have
been trained to offer dry cord care and to
support the mothers and caretakers.

85% of mothers and caretakers have so far
been trained on dry cord care and over 300
neonates have received dry cord care. There
has been a 75% reduction in cord sepsis cases
(from 40% to 10%) monthly.

Dry cord care has been integrated into the
routine neonatal care, and training of staff,
mothers and caretakers is ongoing.

The exemplary practices described by Kouzes
and Posner’s Leadership Model is also ongoing.

Umbilical cord infection poses significant risks for
neonatal morbidity and mortality in developing
countries. The World Health Organization and
the Ministry of Health of Uganda recommend dry
umbilical cord care. If the stump is kept dry, the
risk for infection is less and the stump separates
easily.
The up-take of this recommendation has been
very slow, and umbilical cord infections was high
in the Acute Care Unit at a National Referral
Hospital in Uganda, which offers emergency care.
On average the unit admits 140 neonates (0-3
weeks of age) monthly , of which 56 (40%) were
admitted with sepsis due to cord infection prior
to the project.
The purpose of the project was to reduce
umbilical cord infections from 40% to 10%.

• How would you approach a quality 
improvement initiative to implement dry cord 
care in your setting?

• How do you enhance interprofessional 
collaboration in your setting?

Acute Department Mulago. (2018). Acute Care Unit Report 
Book.
Byaruhanga, R. N., Nsungwa-Sabiiti, J., Kiguli, J., Balyeku, A., 
Nsabagasani, X., & Peterson, S. (2011). Hurdles and 
opportunities for newborn care in rural Uganda. Midwifery.
Grant E, Munube D, Lumala P, Sentongo SA, Dodds L, 
Bortolussi R, et al. Neonatal deaths and umbilical cord care 
practices in Luweero district, Uganda. Paediatr. Child 
Health. 2014;19(6):333.[PMC free article] [PubMed] [Google 
Scholar
Kayom, V. O., Kakuru, A., & Kiguli, S. (2015). Newborn care 
practices among mother-infant dyads in urban Uganda.
International journal of pediatrics.
Kinanu, L., Odhiambo, E., Mwaura, J., & Habtu, M. (2015). Cord 
Care Practices and Omphalitis among Neonates Aged 3-28 
Days at Pumwani Maternity Hospital, Kenya. Journal of 
Biosciences and Medicines.
Kouzes J.M. & Posner. B.Z. 2017. The Leadership Challenge. 6th

ediition. USA: HB Printing.

Dry cord care prevents cord sepsis and reduces 
neonatal mortality and morbidity, and should 
be implemented.

Kouzes and Posner’s Leadership Model is a 
valuable tool to create change in neonatal 
healthcare .

The project is part of the Maternal and Child Health Nurse 
Leadership Academy (MCHNLA), presented by Sigma Theta Tau 
International in partnership with Johnson & Johnson.
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Mothers with their neonates at the cord care point

A nurse demonstrating cord care to a mother
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Reducing neonatal infection in a public neonatal unit: 
a quality improvement project 

BACKGROUND 

Infection is one of the leading causes of neonatal deaths in Eswatini.
Undefined neonatal infection accounted for 38.2% of neonatal deaths
in one of the regional hospitals in 2017. Upon investigation, a host of
microorganisms were isolated. In response, a quality improvement
(QI) project was initiated to run from April 2018 to June 2019 following
the five practices of Kouzes and Posner’s (2017) transformational
leadership model.

PURPOSE 

The QI project was aimed at designing and implementing sustainable
infection prevention and control (IPC) mechanisms in the neonatal unit
to reduce neonatal deaths by 75% from April 2018 to June 2019.

Siphiwe C. Ginindza*;  Colile P. Dlamini †; Oslinah B. Tagutanazvo†*
*Pigg’s Peak Government Hospital; † University of Eswatini 

CONCLUSION, LESSONS AND LIMITATIONS 

The findings showed a 35.3% reduction in neonatal deaths.
Commitment and collaboration coupled with management
support towards achieving a shared vision has demonstrated to be
fruitful in achieving great and sustainable results in maternal and
child health.

The limitation was that the specific cause of neonatal deaths
couldn’t be established; hence all deaths from the unit were used
as the measure.

Health care workers’ ownership of the project and continued
collaborative efforts to adhere to IPC guidelines and standard
operating procedures served as assurance for sustained practice.

RESULTS 

Comparing the baseline data from April 2017 to April 2018 with
the projects’ data from April 2018 to March 2019, demonstrated a
reduction of 35.3% in neonatal infections. Before the project,
undefined neonatal infections accounted for 32.02% (n=81) of
admissions and 7.91% (n=20) total deaths. During the project,
from 2885 live births M=240, SD=33.78, 7.66% (n=221) were
admitted and 17.64% (n=39) were due to undefined neonatal
infections. From these 13.1% (n=29) resulted in deaths. A
reduction from two deaths to one death per month was achieved.

• Neonatal deaths were a subject of concern and
consensus about poor IPC measures as a modifiable
risk in the unit was reached.

• Patient safety and provision of quality care to babies
and mothers became the priority with the aim to
reduce neonatal deaths.

• A multidisciplinary team (n=30) was developed and the
vision and purpose for this project was shared. The
team comprised of the sister-in-charge of the neonatal
unit, midwives, nurses, physicians, hospital staff,
support staff and the laboratory technician.

• Objectives and targets were collaboratively set by the
team.

• The IPC Specialist was invited to train staff on IPC, IPC
Guidelines and Quality Standards.

• Management supported the event and leaders and
administrative staff partook in this exercise for buy-in,
continued support and resource security.

• The team developed and implemented IPC standard
operating procedures, monitoring and evaluation tools,
and IPC materials.

• Supplies, including personal protective equipment,
were provided.

• The team met monthly to discuss progress,
achievements and challenges.

• Findings on progress and improvement were shared and
celebrated with the team.

• Appreciating for all who supported this project and
encouraging staff and mothers became a culture in the
maternity and neonatal unit.

Kouzes and Posner Leadership Model   (2017) 

REFERENCES: 

• Kouzes, J.M. & Posner, B.Z.(2017). The Leadership Challenge: 
How to make extraordinary things happen in organizations. (6th

ed.). 

TLB: Total Live Births;  TAD: Total Admissions;  NI: Neonatal 
Infection ; ND: Neonatal Deaths
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IMPLICATIONS 

The project was developed and implemented based on the national IPC
programme by a team from the hospital. Using teamwork founded on the
five exemplary practices of the Kouzes and Posner Leadership Model,
contributed to quality improvement which is expected to be sustained.
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EARLY WARNING SIGNS OF CANCER IN CHILDREN AGED 

0-5 YEARS: CREATING AWARENESS AMONGST PRIMARY 

HEALTHCARE WORKERS 

Background

Childhood cancer symptoms are often

vague and non-specific and may mimic

common transient conditions. Parents and

healthcare workers therefore often miss

them or do not take the symptoms

seriously (Stefan & Siemonsma, 2011: 80-85).

This results in difficulty confirming a

childhood cancer diagnosis in its early

stages (Ahrensberg, 2013: 1289 -1287).

Delays in diagnosing cancer in children

under the age of 5 years occur often with

detrimental outcomes. Children with

cancer are a highly vulnerable group who

are very sensitive for delays in diagnosis

and treatment due to disease and patient

related factors (WHO, 2015:17).

Delayed diagnosis of childhood cancer

may have a significant negative impact on

▪life expectancy and cure rates,

▪quality of life of the child,

▪financial impact on the healthcare

system and

▪psychosocial aspects affecting the child

and his/her family (Marcus, 2012: 211-215).

Guidelines have been developed by the

WHO in conjunction with the Pan

American Health Organization on early

detection and diagnosis of childhood

cancer (WHO-PAHO, 2014), but it appeared as

if not many frontline health workers were

familiar with it. This quality improvement

initiative was therefore deemed necessary.

Purpose 

The purpose of the quality improvement

initiative was improving early detection of

childhood cancer:

➢ Providing the community and

healthcare workers with information on

early danger signs that may be related

to childhood cancer.

➢ Providing healthcare workers in the

primary healthcare setting with a set of

tools and guidelines to assess all child

patients for possible danger signs.

Activities
The initiative was based on the five

exemplary practices of the Kouzes and

Posner Leadership Model (2017). Model the

way was practiced through development

of a simplified document combining

evaluation guidelines for the management

of childhood illnesses (as set out in the

WHO’s IMCI document) with guidelines

from the document on childhood cancer

which was published by WHO & PAHO in

2014, and setting an example.

To inspire a shared vision, a presentation

and discussion on early detection of

cancer in children took place with

healthcare workers in a primary healthcare

clinic, as well as community health

workers in an informal settlement. The

document was provided to them, and a

spark was created.

PRESENTATION SESSIONS

What is next
➢ A community health day is planned at a local

informal settlement.

➢ A study is planned to determine the outcomes

of the initiative in terms of number of referrals

childhood cancers detected.
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Remember that you should think and look in order to find cancer. Diagnosing 

cancer early makes the difference between life and death. No clinical test 

replaces a good clinical history and careful physical examination

ASK: Has the child had fever and/or heavy sweating for > 7 days?

ASK: Has the child had a headache recently?  Does the headache awaken the 

child? Do the headaches occur at a particular time of day?  Are there 

other symptoms,  such as vomiting?

ASK: Does the child have bone pain or painful limbs?

ASK: Have there been changes in the child, such as loss of appetite, weight loss or 

fatigue during the past three months?

OBSERVE: If the child has ecchymosis or petechiae, or manifestations of  bleeding?

OBSERVE: Whether the child has severe palmar or conjunctival pallor

EXAMINE: The child’s eyes for any abnormalities

EXAMINE: Feel the neck, axillae and groin for lymphadenopathy

EXAMINE: Look for acute and/or progressive focal neurological signs

EXAMINE: Palpate the abdomen and pelvis for masses

EXAMINE: Look, feel and identify if there is a mass / enlargement in any region of the

body

ASSESSMENT  TOOL

COMMON CHILDHOOD ILLNESSES vs POSSIBLE CANCER

Mentee: U. Kors, Gauteng Department of Health, South Africa 

Mentor: M. Scheepers, Lifehealthcare, South Africa

Faculty: C. Maree, University of Pretoria, South Africa

My leadership journey
On this journey the level of participation and 

enthusiasm I encountered was surprising. One

should never underestimate the power of a shared

vision. It certainly encouraged my heart in the 

process!

The challenges of the process was experienced

to get consent from the gatekeepers and to get

access for a field visit with community health

workers to an informal settlement to do a

presentation on childhood cancer to community

members and parents. Feedback was obtained

after each presentation and follow-up meetings

were held with the healthcare workers in the

clinic and the community.

Others were enabled to act by making a leaflet

available with concise information on possible

early signs of cancer in children to serve as a

quick reference guide to assist with assessment

of a child and identification of danger signs.

They also received information on referral

pathways. A poster on childhood cancer was

designed for display in the waiting area and

consultation rooms at the clinic.

The change in attitude was celebrated. Follow –

up meetings still continue with healthcare

workers in the clinic and community, and they

are encouraged to continue with the good work.

Results
Most healthcare workers were familiar with the

Integrated Management of Childhood Illnesses,

but not with the WHO guidelines. The

presentations were experienced as making the

connection, while it inspired a shared vision.

The process had to be challenged, especially to

overcome logistical barriers, but it was made

possible with persistence, support of key

stakeholders, and an inspired team.

Healthcare workers were enabled to contribute

to early detection of childhood cancer by making

information and tools available with detailed

discussions, while creating a conducive

environment. They were also enabled to take

responsibility of training others.

Positive feedback encouraged the hearts of

those involved.
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Next Steps

• To continued with all attempts to

obtain adherence to standards of

neonatal care.

• To strengthen prevention of

hypothermia.

• To roll out supportive supervision to

all Health Centres.

• To continue with monthly evaluation

and feedback to all.
Acknowledgements

• This project is part of the Maternal Child
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(MCHNLA) presented by Sigma Theta

Tau International (SIGMA) in partnership

with Johnson & Johnson

• The Thyolo District Hospital management

and the neonatal interprofessional team

for commitment and support

• The Paediatric and Child Health

Association (PACHA) for material support

Intensifying monitoring and care of preterm and low birth weight babies 
at Thyolo District Hospital - Malawi

Background

• Prematurity refers to being born before 37
completed weeks of gestation and low birth
weight is weight of less than 2500 grams
(WHO, 2018).

• Thyolo District Hospital records of 2017
indicated that 119 babies were admitted to
the neonatal unit with weight of 1000 to 2500
grams, and 31% (n= 37) died.

• Contributing factors included inadequate
monitoring, lack of resources such as feeding
tubes, lack of protocols and guidelines, and
inappropriate feeding methods.

• In view of this, the project was initiated at
Thyolo District Hospital.

• The project was guided by Kouzes and
Posner’s Leadership Model (2017).

Conclusions

• The exemplary practices of leadership is
crucial for success of a quality improvement
project, namely model the way, inspire a
shared vision, challenge the process, enable
others to act and encourage the heart.

• Adhering to guidelines and standards of care
for preterm and low birth weight babies can
improve survival and prevent prematurity
complications.

• There is need for continued management
support in terms of human and material
resources and supportive supervision to
peripheral health facilities.

• Interprofessional collaboration is important.

Implications

▪ Standards of care for preterm and low birth
weight babies need to be integrated into
practice as an interprofessional collaborative
effort.

▪ Eventually this will contribute to sustainable
development goal of reducing neonatal
mortality.

Results

Results showed a reduction in neonatal deaths
due to preterm birth and low birth weight from
31% (n=37) to 24.5% (n=28) from July 2018 to
May 2019 (refer to Figure 1 and 2).
The interventions are on-going.
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Figure 1: Neonatal mortality of baseline data versus  intervention period data
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Summary
This project was conducted at Thyolo District Hospital, Malawi, with the aim of reducing neonatal mortality due to prematurity. It has been achieved
through intensifying best practices in care of preterm and low birth weight babies, resource mobilization, training on care of preterm and low birth
weight babies and mentorship. The results showed a reduction in neonatal deaths due to prematurity from 31% to 24.5% from July 2018 – May 2019.

Questions I would like the audience to respond 
to

• What strategies/interventions are used to
address similar challenges in your settings?

• How do you enhance interprofessional
collaboration in care of preterm and low birth
weight babies in your settings?

References

WHO (2018) Preterm Birth: WHO Fact Sheet.
Retrieved from www.who.int/news-room/fact-
sheets/detail/preterm-birth

Kouzes J.M. & Posner. B.Z. 2017. The Leadership
Challenge. 6th ediition. USA: HB Printing.

Correspondence
mikekatabitha@gmail.com

Purpose

The project aimed at reducing  neonatal deaths 
due to prematurity and low birth weight 
complications from 31% to 10% in 18 months  
through utilisation of best practices in care of 
preterm and low birth weight babies.

Methods 
An interprofessional team compromising of
midwives, clinicians, and support staff was
formulated. The following interventions were
implemented:

• Intensified monitoring and care of preterm and
low birth weight babies through utilisation of
monitoring and feeding charts.
•Developed protocols and guidelines on
monitoring of babies, feeding methods, infection
prevention, and prevention and management of
hypothermia.
• Intensified health education to mothers and
surrogates on care of preterm babies, including
feeding methods, prevention of hypothermia and
infection prevention.
•Mobilised resources such as feeding tubes,
suction tubes, nasal prongs, pulse oximetre,
phototherapy lamps, hats, lever arc files, plastic
folders and infection prevention buckets.
•Conducted training on care of preterm and low
birth weight babies for all care providers.
•Provided mentorships in three health centres:
Khonjeni, Chisoka and Thekerani.
•Monitored progress through monthly case
review and addressed gaps identified accordingly.
• Implemented the exemplary practices of Kouzes
and Posner’s Leadership Model throughout.
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CONCLUSION

▪ Early detection, management

and prompt referral of

malnourished children by

health workers is critical for

preventing short and long term

sequelae of the children.

▪ Parents of children under 5

years old need continuous

education on the causes, signs

and symptoms of malnutrition

as well as sustainable financial

support.

▪ Cooking demonstrations

should be included in health

education at the child welfare

clinics.

▪ Feeding challenges of mothers

should be addressed at the

child welfare clinic and at

primary health care levels.

▪ Regular training of health

workers on early detection of

malnutrition is important for

timely management.

▪ It is important for

interprofessional collaboration

to address malnutrition in

developing countries.

▪ The Kouzes-Posner

Leadership Model provides

valuable guidance for such a

quality improvement project.

METHODOLOGY

A cross sectional design was used with the

aid of questionnaires to assess the

knowledge of 67 mothers with children

under 5 years on malnutrition and current

complementary feeding practices at the

community level, followed by the planning

and implementation of the project activities.

BACKGROUND

• Nutrition is the intake of food, considered

in relation to the body’s dietary needs

(WHO, 2018). Poor nutrition can lead to

reduced immunity, increased susceptibility

to disease, impaired physical and mental

development, and reduced productivity.

Malnutrition generally refers to both under

nutrition and over nutrition. Child

malnutrition is associated with 54% of

child deaths (10.8 million children per

year) in developing countries (WHO,

2017). Worldwide an estimated 50 million

children are wasted (WHO, 2018). In

Ghana, 23% of children are stunted and

57% are anaemic (UNICEF, 2019). Child

malnutrition is a major setback to

cognitive, physical, emotional and social

wellbeing.

• The Kouzes-Posner Model of Leadership

(2017) was used as a guide in the

development and implementation of this

change project.

• The setting used was the child welfare

clinic of a referral hospital and four

satellite clinics in Ghana.

• Ethical approval was obtained from the

Scientific Committee of the School of

Nursing and Midwifery, University of

Ghana.

Preventing Malnutrition in Children under 5-
years Using Affordable Local Foods at a Referral 

Hospital, Ghana
Lydia Owusu (Mentee)  Lorraine Arko (Mentor) 

Mary Ani-Amponsah (Faculty Advisor) & Lydia Aziato - 2019

PURPOSE

To increase the knowledge of mothers

on the causes of malnutrition and the

use of local foods to prevent

malnutrition in children under 5 years.

PROJECT ACTIVITIES

▪ An interprofessional project team was

formed including paediatric nurses,

paediatrician, nutritionist and

community health nurses.

▪ Training sessions were conducted for

caregivers at 4 different satellite

clinics of a referral hospital. A total of

200 caregivers were trained.

▪ Five demonstration sessions with 50

mothers on food preparation were

carried out with the caregivers’

involvement using soya beans,

smoked herring fish, palm oil, green

leafy vegetables, okro, eggs, sorghum,

millet, rice and local fruits.

▪ 20 community health nurses were

trained to identify and refer

malnutrition cases appropriately and

promptly.

RESULTS
▪ 58.21% of the 67 participants attributed

malnutrition to spiritual causes and 90%

preferred ready-to-eat complementary

foods prior to the training sessions.

▪ Post test analyses showed 94.8% of the

mothers knew the causes of malnutrition

as dietary deficiency and 82% were

ready to use affordable local foods to

prevent malnutrition in their children
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A quality improvement initiative to create a positive 
environment for sensory developmental care in a neonatal 

intensive care unit
Authors: Klarissa Troskie1, Wanda van der Merwe2, Carin Maree3, 

1Life Healthcare, South Africa, 2University of  Pretoria, South Africa, 3University of Pretoria, South Africa 

The process involved in developing and sustaining an initiative focused on quality improvement in the 
neonatal care setting.

Summary

Background

Methods

Results

Take away messages

Conclusion

Questions I would like the audience’s response
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The process was based on the Leadership Model
of Kouzes and Posner1:

Model the way and inspire a shared vision served
as the beginning of the project to ignite a spark
and interest in sensory development of
neonates. An audit was performed to assess
skills and knowledge of staff. A logo was
designed and a schedule was developed by the
interprofessional team to guide interventions
and keep track of implementation and progress.

Challenging the process and enabling others to
act followed to involve management and to
obtain authorization. The company’s existing
quality improvement plan was used as a vehicle
to drive the initiative. Implementation then
involved discussions, use of teaching moments
and demonstrations; posters in the neonatal
cubicles were used to remind staff of sensory
developmental principles which were focused on
during the specific month; and the on-duty file
was used to communicate further trainings. A
ward poster was created for each month’s focus
to increase awareness and ensure sustained
improvement. The audit was then repeated on a
monthly basis in order to assess progress, based
on the month’s focus points.

Positive feedback was shared and celebrated
when the focus points were adhered to during
meetings and in the communication book.

The final audit indicated improved knowledge
and practice of the sensory developmental skills.
There are still aspects that can be improved
which will be addressed by using the posters as
well as education through the communication
file. The senior staff members of the
interprofessional team continue with education
and demonstration sessions.

As a response to a leadership development
workshop, myself as a mentee, was determined
to change the face of nursing care. Upon
conducting an audit in the ward of choice
(neonatal intensive care), I identified that
knowledge and practice of sensory
developmental care of the premature and ill
neonates was lacking. An initiative was then
implemented to improve the quality of neonatal
care, namely ‘You matter …’

Buy-in of staff is crucial for the success of such an
initiative.
Management support and interprofessional
collaboration contribute significantly to the
outcomes of a project.

‘Leadership is not about being the best.  
Leadership is about making everyone else better.’

A sincere thank you to MCHNLA , the sponsors SIGMA
and Johnson & Johnson as well as Fundisa. The
support has been much appreciated.
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A poster created to increase 

awareness and ensure sustained 

practice of sensory developmental 

care.

The audit template for January, 

or for the senses ‘Light’ and 

‘Sleep’.

A poster used in the neonatal 

cubicle to remind staff of the 

principles of the sensory care of 

that specific month.

You Matter 
Because we care, 

they grow...

The logo for ‘You Matter’: 

a sensory developmental 

initiative

Advice on maintaining an optimal initiative or
change with a high management turnover.
Audience’s experience in regards with sharing a

vision, and inspiring a shared goal within a team.

1. Kouzes J.M. & Posner. B.Z. 2017. The Leadership 
Challenge. 6th ediition. USA: HB Printing.
2. Babyfirst. 2019. Developmental care. Available from 
http://www.babyfirst.com/en/developmental-care

The Kouzes and Posner Leadership Model was
an effective tool to develop leadership skills and
guide initiative development.

The gap in knowledge was influenced by training,
own experience of staff and sharing. Staff was
receptive to change and teaching if they
understood and valued the purpose thereof.
with Repetition of teaching, sharing and
inspiring, as well as visibility of the information
were effective to an extent.

A next step in the initiative could be to focus on
the orientation of new staff and ensuring that
sensory developmental care is a priority in this
process.

http://www.babyfirst.com/en/developmental-care
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YOU MATTER: A quality improvement initiative focusing on 
the implementation of sensory developmental care

Authors: Klarissa Troskie1, Wanda van der Merwe2, Carin Maree3, 
1Life Healthcare, South Africa, 2University of Pretoria, South Africa, 3University of Pretoria, South Africa 

A quality improvement initiative with the focus of enhancing sensory developmental care and ensuring 
sustained results.
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You Matter was initiated to improve the quality
of neonatal care, based on the Leadership Model
of Kouzes and Posner2. It was developed through
interprofessional collaboration to focus on one
sense per month, reviewing each sense twice a
year.

During each month training was provided
through demonstrations, and use of teaching
opportunities or ‘on-the-spot’ training; poster
awareness and reminders of key concepts and
principles relating to the specific sense of the
month; availability of evidence-based articles for
reading in the communication file, formal and
informal discussions, and other communication
in the communication file as needed.

The staff who understood the principles and
value thereof to improve neonatal outcomes,
were receptive to the initiative. As the initiative
progressed and the positive results were noted,
awareness increased and implementation
improved.

Overall, experience and knowledge regarding the
sensory developmental protocols affected
whether the principles were practiced or not.

Sensory developmental care contributes
significantly to neonatal outcomes.

An improvement was noted in awareness and
practice of sensory developmental care, although
a greater enhancement was expected. The
person’s attitude and value system made a
difference in being inspired to a shared vision.

Orientation to the practice of sensory
developmental care is crucial to ensure
knowledge of and skills, before taking care of any
neonate.

Another focus area, life after discharge, has to be
added and the parents need to be guided with
referrals regarding interprofessional team
members to enhance post-discharge outcomes.

An evidenced-based initiative, You Matter, was
created to enhance awareness and practices of
sensory developmental care of premature and ill
neonates admitted in a neonatal intensive care
unit.

‘What we do in the first 1000 days, 
makes a difference in their lives...’
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A sincere thank you to the MCHNLA , the sponsors SIGMA and
Johnson and Johnson as well as Fundisa. The support has been
much appreciated.

1. Babyfirst. 2019. Developmental care. Available from 
http://www.babyfirst.com/en/developmental-care

2. Kouzes J.M. & Posner. B.Z. 2017. The Leadership 
Challenge. 6th ediition. USA: HB Printing.

A sensory developmental 

care starter pack

Awareness created

through posters  

Important role players in the

You Matter initiative   

How do you manage the involvement of the
interprofessional team in your neonatal setting?

What teaching methods do you find to be the
most successful when imparting clinical skills and
knowledge to staff?

Admission in a neonatal intensive care unit is
association with a multiple sensory stimuli, of
which most are negative. These include noise,
bright lights, strong smells, temperature changes
and very often painful procedures. The longterm
effects might include morbidity associated with
neurodevelopmental delays and negative
outcomes of various other organs, as well as lack
of bonding and attachment. The negative effects
can be combatted by sustained sensory
developmental care1.

Sensory developmental care is a specific
approach to minimise negative stimuli and
optimise positive stimuli of the six senses: sight,
auditory-, tactile-, olfactory-, vestibular- and
proprioception senses.

Audits were conducted after each month to
assess improvement and identify gaps that still
need to be addressed. Feedback was discussed
with the interprofessional team and
adjustments made as needed.

Parents were acknowledged as an important
partner in sensory developmental care. On
admission they received a sensory
developmental care starter pack: orientation and
information on the approach, a book to read to
the neonate to enhance bonding, a cap to
protect against negative auditory and visual
stimulation, and knitted bonding squares for
breastmilk smell to enhance bonding.

The training brought about change steadily.
Practice is not yet optimal, but sustained efforts
are implemented to ensure permanent results.

The most effective forms of implementation
were ‘on-the-spot-training’ as well as research
articles in the ward’s communication file.

Sensory developmental care is crucial for
premature and ill neonates and their families.

Management support and interprofessional
collaboration play a significant role in
sustainability of a quality improvement initiative.

You Matter 
Because we care, 

they grow...

Monthly activity planner for 

You Matter

http://www.babyfirst.com/en/developmental-care
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Quality of care in maternity waiting homes in 
Chitipa district in Malawi

Authors: Isaac Mphande1, Mercy Pindani2, 
1Partners in Health, Neno District Malawi 2Principal,Kamuzu College of Nursing, Lilongwe Malawi

This study was conducted in the northern part of Malawi. The aim was to analyse the quality of care in maternity waiting homes
following Donabedian’s Structure, Process and Outcome model. A descriptive study design which followed the mixed methods approach was used. This
study found that nurses and clinicians lacked knowledge of the purpose of a maternity waiting home (n= 82). Additionally, 78% (n= 64) of nurses and
clinicians did not know the crucial elements of maternity waiting homes. Consequently they provided suboptimal care. There was a lack of space and poor
conditions of the buildings used to accommodate waiting mothers. The study concluded that the quality of maternal care provided in maternity waiting
homes was poor since it had shortfalls in all the elements of quality, namely structure, process and outcome according to Donabedian’s model.
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A descriptive study design which followed the
mixed methods approach was used. Two semi-
structured questionnaires were used to collect
quantitative data from 82 nurses and clinicians
who had more than 4 years working experience
in health facilities with a maternity waiting home;
and 48 pregnant mothers aged between 18 and
38 years who had given birth more than once,
attained at least primary education and had
stayed in the waiting home for not less than a
week. Individual in-depth interviews were done
with 15 guardians of the pregnant waiting
mothers in maternal waiting homes and they
were aged between 36 and 40 years. An
observation checklist was used to collect data on
the availability of resources for maternity waiting
homes.

Quantitative data were analysed with the aid of
SPSS 20.0 while qualitative data were analysed
manually through thematic analysis.

The idea of having a maternity waiting home
near a health facility was welcomed by the
majority of nurses, clinicians, pregnant waiting
mothers and their guardians.

The study unearthed the scarcity of resources
such as medications and huge workload to
nurses and clinicians.

Pregnant women and their guardians who came
to stay in maternity waiting homes faced many
challenges which included poor condition of the
shelter, lack of basic resources such as food and
soap to support hospital stay (Table 1).

The quality of maternal care provided in
maternity waiting homes was poor and had
shortfalls in all three elements of quality namely:
structure, process and outcome according to
Donabedian’s model. Essentially, the findings
indicated potential that maternal care provided
through maternity waiting homes might improve
if highlighted areas in the study findings were
addressed.

Table 1: Challenges faced by pregnant mothers 
who stayed in maternity waiting homes.

Living conditions for pregnant women in a 
maternity waiting home in one of the health centres 

in Northern Malawi.

A maternity waiting home is a building located
near a health facility where high and low-risk
pregnant women who reside very far are
accommodated to await labor and delivery. The
assumption is that deliveries conducted by
skilled birth attendants will increase when
women come to stay very close to a health
facility, and that consequently maternal
morbidity and mortality will reduce.

Maternity waiting homes have been in existence
in Malawi for more than a decade, however, the
maternal mortality rate remains unacceptably
high. There was no information or reports of the
type of care which was provided in these
structures. Further to that, evidence suggests
that good quality of care improves the use of
health services by clients. Therefore, the study
analysed quality of care which was provided in
maternity waiting homes in the Chitipa District
following Donabedian’s Structure, Process and
Outcome model.

• What should the involvement of the 
interprofessional team be to optimise 
maternity waiting homes?

• Do you support the use of maternity waiting 
homes strategy as a way of improving 
perinatal outcomes in developing countries ?

Andemichael, G., Halle, B., Adrew, K., & Mufunda, J. (2009). Maternity waiting homes: A panacea 
for maternal/neonatal conundrums in Eritrea. Journal of Eritrean Medical Association. Retrieved 
from http://www.ajol.info/index.php/jema/article/viewFile/52112/40740
Bruce, N., Pope, D., & Stanistreet, D. (2008). Quantitative Methods for Health Research;A Practical 
Interactive Guide to Epidemiology and Statistics. Chichester. UK: John Wiley & Sons, Ltd.
Chitipa District Health Office. (2015). Chitipa District Health Management Information System. 
Chitipa District.
Creswell, J. W. (2008). Educational research; planning, conducting, and evaluating qualitative and 
quantitative research (3rd ed.). New York: Pearson Prentice Hall.
Curry, L., & Nunez-Smith, M. (2015). Mixed methods in health sciences research: a practical 
primer. London: Sage.

Client education:
• Focus on transformation of pregnant

mothers’ mind-set through focusing on and
changing of harmful cultural beliefs and
myths.

Policy makers:
• Clear guidelines should be developed to guide

the establishment and management of
maternity waiting homes country wide.

• USAID through the World Learning Programme for partial funding.
• Maternal & Child Health Nurse Leadership Academy (MCHNLA), Sigma Theta Tau

International (SIGMA), and Johnson & Johnson for opportunities to share the study.

48

Correspondence: isamphande@yahoo.co.uk

The majority of nurses and clinicians 78% (n= 64)
lacked basic knowledge of the crucial elements
of maternity waiting homes. Additionally, 92.7%
(n=76) of nurses and clinicians lacked knowledge
of the services which were offered in maternity
waiting homes. Consequently, they provided sub-
optimal maternal care

None of the health workers mention the purpose 
of a  maternity waiting home (n= 82). 

Variable

Fre-

quenc

y 
(n=48)

Percen

-tage
% 

Poor sleeping conditions due 

to lack of mattresses and 

beds: 

too small space and sleeping 
on the floor

18 37.5

Lack of necessities like soap 23 47.0

Scarcity of medications 1 2.1

Scarcity of water 1 2.1

Stress to find money on a 

daily basis to buy food since 
home is far.

3 6.3

Too few toilets 2 6.3

Poor estimation of expected 

date resulting in spending a 

long time (even a month) at 

maternity waiting home

1 2.1

The women’s guardians revealed that most
health workers were not available in the labor
ward. They had to be called from their homes,
whether at night or during the day, to attend to
a woman who had started labor. This is reflected
in the statement below made by a guardian:

“The problem is when the woman starts 
labor, we are not helped well because most 

of the times we are not attended quickly. You 
will hear that the doctors are at home and we 

have to wait for a long time to get help, 
which is the biggest problem”.

http://www.ajol.info/index.php/jema/article/viewFile/52112/40740
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Implementation of evidence based alternative birth positions in 
a hospital, in Tshwane. 

Maurine Musie1 (Mentee), Seipati Padi2 (Mentor), Christa van der Walt3 (Faculty Advisor)
1University of Pretoria, South Africa; 2Femina Hospital, South Africa, 3Retired from North-West University, South Africa

Unavoidable maternal mortality remains substantially high in South Africa with over 39% of all maternal deaths from avoidable 
causes such as lack of knowledge and skills of midwives in assisting women during labour. During clinical practice at a hospital in Tshwane the researcher 

observed that midwives did not allow women to give birth using alternative safe birth positions. In contrast, midwives routinely positioned women in 
lithotomy position during normal vaginal births irrespective of available evidence of alternative safe birth positions. A quality improvement project was 

initiated to implement alternative birth positions with positive results.
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Benefits of using alternative birth positions have
been widely reported on worldwide. The project
will improve midwifery care by ensuring women-
centered care is promoted, by involving the
women in the decision-making of their birth
processes, and to empower midwives to utilize
best available evidence based practice to
enhance optimal maternal and neonatal
outcomes.

Evidence showed that alternative birth positions
including upright, kneeling, squatting and lateral
positions, improve maternal and child outcomes
(Gupta, et al, 2017). Despite clear evidence,
midwives routinely positioned women in
lithotomy position during normal vertex births,
which caused negative maternal outcomes, such
as prolonged labour, perineal tears and
postpartum haemorrhage, as well as negative
neonatal outcomes such as birth asphyxia, low
Apgar-scores and respiratory compromise.
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1
• Permission was obtained from 

hospital management

2
• Collaborative meetings were held 

with interprofessionals

3
• Existing guidelines were appraised 

4
• An expert midwife trained midwives 

on alternative birth positions

5

• A survey was done on midwives’ and 
women’s experiences of utilising 
alternative birth positions

6
• A poster was created for the delivery 

room on alternative birth positions

Methods

Purpose

The aim of this project was to improve maternal
and neonatal outcomes through offering
women a choice to adopt alternative birth
positions during labour.

The midwives trained expressed that women
reported better birthing experiences when they
were allowed to adopt a position of their choice.
Some midwives expressed a lack of knowledge
on how to integrate alternative birth positions in
clinical practice and raised a need to be equipped
with additional skills to utilize alternative birth
positions. Statistics compiled from the audit tool
indicated optimal maternal and neonatal
outcomes associated with alternative birth
positions.

• The project has an implication for policy
development to appraise the exiting protocol
and guidelines on alternative birth positions
and include a protocol in the unit of these
alternative birth position, as indicated in the
maternal guidelines of South Africa.

• Evidence based practice on utilisation of
alternative birth position will be integrated
into practice as women will be given a choice
of preferred birth position, as it is associated
with optimal birth outcomes.

• Interprofessional collaboration is fostered as
the obstetricians, midwives and hospital
management made a collaborative decision
to implement evidence based birth position
during provision of care.

• The Kouzes and Posner’s Leadership Model is
a valuable approach for a quality
improvement initiative in maternal health.

• How can interprofessional collaboration be
enhanced to improving evidence based
practice in maternal care?

Department of Health. 2015. Guidelines for Maternity Care in South
Africa. Republic of South.
Gupta, J.K., Sood, A., Hofmeyr, G.J. and Vogel, J.P., 2017. Position in the
second stage of labour for women without epidural anaesthesia.
Cochrane database of systematic reviews, (5).
Kouzes, J.M. & Posner, B.Z. 2017. The leadership challenge. 6th edn. New
Jersey: John Wiley & Sons Inc.

Acknowledgements are extended to the
midwives, obstetricians and hospital
management for agreeing to implement the
project, as well as the Maternal and Child Health
Nurse Leadership Academy of Sigma Theta Tau
International (Sigma) and Johnson & Johnson.

The project followed the approach of Kouzes
and Posner’s Leadership Model, namely model
the way, inspire a shared vision, challenge the
process, enable others to act and encourage the
heart.

mailto:maurinemusie@gmail.com


Second Interprofessional Education & Collaborative Practice for Africa Conference ● 30 July - 2 August 2019 ● Nairobi, Kenya

Twenty four hour observation of vital and warning signs in 
low-risk postpartum care in a referral hospital in Uganda

Lovisa Naisu, BNS, RN/M1; Beatrice Amuge, MPH, RN/M2; Scovia Mbalinda, PhD, RN/M3

1,2 Mulago Hospital Kampala, Uganda,  3Makerere University, Kampala, Uganda

Monitoring of vital and warning signs in low-risk postpartum care in a referral hospital was problematic. 
Based on an 

audit of postnatal files, interviews with midwives of the postnatal ward and mothers discharged from postnatal care, and observations  made, a quality 
improvement project was initiated. The management’s approval was obtained, interprofessional collaboration strengthened, posters on vital 

observations were developed and training was given to healthcare workers. Monitoring of low-risk postpartum patients improved and acute care 
admissions decreased.
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A quality improvement project was initiated to
address the monitoring practices of low-risk
postpartum patients, following the principles of
Kouzes and Posner’s Leadership Model.

Baseline data was obtained by auditing n=2398
files in March 2018 (n=1161) and May (n=1237)
in the low-risk postpartum unit; and n=1750
files of neonates admitted to the acute care
unit: March 60 (n=776), and May 77 (n=974).

The baseline data indicated monitoring of vital
data and warning signs of postnatal patients as
follows: fully monitored n=0 (0%), partially
monitored n=52 (2%) and not monitored at all
n=2346 (98%). 7.8% of the neonates were
admitted to the acute care unit. This showed
inadequate monitoring.

Stakeholders meeting were held to highlight the
problem and inspire a shared vision and the
processes were challenged. Support was
obtained from top management and
interprofessional training and collaboration
established. Standard operating procedures
were developed and shared.

Others were enabled to act as four champion
midwives were identified to mentor other
health workers in assessment of vital and
warning signs.

Fifty health workers were trained and posters
have been developed of the standard operating
procedures.

Emphasis was put on encouragement for any
improvement in practice.

It is important to plan the flow of patients
according to acuity. Availability of
equipment is critical in postnatal and
neonatal patient, but knowledgeable staff is
even more important. Stakeholders
involvement, interprofessional collaboration
and a shared vision play a significant role in
sustainability of a project. The Kouzes and
Posner’s Leadership Model provides
valuable guidance for a project.

Baseline data was obtained in 2018 prior to the
quality improvement project. In 2019, after
initiating the project for nine months the files of
postnatal patients were audited in March
(n=2054), April (n=2176) and May (n=2205) of
mothers discharged.

Out of these n=179 (2.8%) were fully observed,
n=2057 (32.4%) were partly observed, and 4099
(64.7%) were not observed at all. Full
observations improved with 2.8%, partial
observations improved with 30.4%, and no
observations at all reduced with 33.3%.

Admissions to the acute care unit in lowered to
n=38 out of 804 in March 2019 (4.7%), and in
May n=23 out of 981 (2.4%) giving a total n=61 of
1785 (average 3.4%), which is a reduction from
7.8 %. Monitoring therefor has been improved,
leading to less re-admissions of neonates

Postnatal care starts immediately after birth in
the labour ward and continued in the next 6
hours. The postnatal period is a critical phase in
the lives of mothers and newborn babies, as
most maternal and infant deaths occur within
the first 24 hours following birth.

Monitoring of vital signs of postnatal patients is
crucial to identify early warning signs of
complications or deterioration of mothers and
babies. Early identification facilitates early
intervention that prevents morbidity and
mortality, as well as readmission to the acute
care unit.

This was a neglected area in the referral hospital
in Uganda.

• What is your approach to such a quality 
improvement project?

• How do you enhance interprofessional 
collaboration in postnatal care in your 
setting?

• An interprofessional approach enhances
continuous quality improvement of postnatal
care.

• There is need to plan for staff rotation to
avoid transferring the trained staff to other
wards.

• There is need to have regular orientation and
training sessions for staff.

This project is part of the Maternal and Child Health Nurse

Leadership Academy (MCHNLA), Ppesented by Sigma Theta

Tau International (Sigma) in partnership with Johnson &

Johnson.

Correspondence: lovisa.naisu2@gmail.com

Postnatal unit

HEALTH, M. O. (2007-2015). "Roadmap for Accelerating the Reduction of Maternal and Neonatal 
Mortality and Morbidity in Uganda.“

Kouzes, J.M. & Posner, B.Z. 2017. The leadership challenge. 6th edn. New Jersey: John Wiley & 
Sons Inc.

MOH (2013). "REPRODUCTIVE MATERNAL, NEWBORN AND CHILD HEALTH SHARPENED PLAN FOR 
UGANDA
" MATERNAL, NEWBORN AND CHILD HEALTH SHARPENED PLAN FOR: 51.

Oates M, H. A., Shakespeare J, Nelson-Piercy C. &Lewis G. (Ed.). (2011). "Centre for Maternal and 
Child Enquiries,Saving mothers’ lives." Reviewing maternal deaths to make motherhood safer
118(BJOG118(suppl1)): 1-203.
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An evidence-based policy brief: Improving the quality of 
postnatal care in mothers 48 hours after childbirth

Authors: Betty  Sakala1, Ellen Chirwa2, 
University of Malawi, Kamuzu College of Nursing1, Blantyre, University of Malawi, Kamuzu College of Nursing1, Blantyre, 

The evidence-based policy brief was prepared to identify available evidence on factors that contribute to low utilisation of postnatal care. The authors identified four policy options that may be adopted   
independently or complement each other to improve postnatal care for mothers 48 hours after child birth.
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Four policy  options were identified to improve postnatal care.
• Policy option 1: Availability of a comprehensive postnatal care tool 

at all health facilities offering maternal and neonatal care services
Areas to be assessed during physical examination of a mother before 

discharge may include:
⮚ identification and management of complications for mother such as 

postpartum depression, haemorrhage 2,3

• Policy option 2: Allocating full time midwives in the postnatal wards 
to manage postnatal mothers and their babies

⮚ To care for mothers with uncomplicated childbirth as opposed one 
midwife caring for mothers in labour ward as well as postnatal ward 
resulting in compromised care4. 

⮚ WHO guidelines recommends full clinical examination after childbirth 
and before discharge5.

Policy option 3: Community awareness on importance of postnatal care 
and referral of mothers who deliver before reaching the health facility.
Communities may get specific information early identification of danger 
signs that warrant referral to a health facility 5

⮚ Communities may be assisted to form community support groups for 
sharing important messages pertaining to postnatal care

⮚ Collaborating with community members to enhance knowledge in 
health promotion activities pertaining to mothers. 

⮚ Empowering communities to refer mothers who deliver before 
reaching the health facility for postnatal care and counselling on issues 
pertaining to postnatal care.

• Policy option 4: Introducing postnatal outreach clinics or home visits 
⮚ To target women who deliver in other places apart from a health 

facility and those discharged within 24-48 hours after childbirth. 
⮚ WHO5 recommends that home visits for postnatal mothers and their 

babies be conducted in the first week after child birth.
⮚ Malawi needs a community health package that will include postnatal 

care home visits as one of the priority areas.

The aim of this policy brief is to inform deliberations about the existing 
postnatal care guidelines and policies with reference to available 
evidence relating to the problem and possible solutions. The suggested 
options may guide in further actions to improve postnatal care services. 
Thus necessitating for: 
• Further research on each of the policy option to attain quality 

postnatal care.
• Reviewing of postnatal guidelines and policy to align with WHO 

recommendations.
• Strengthening feasibility of postnatal care home visits with reference 

to CBMNC package.

Factors underlying the problem
• Organizational factors
• Client and skilled health provider
• Financing arrangements

Malawi is experiencing slow progress in postnatal care of mothers within 
the first 48 hours after childbirth. Malawi Demographic and Health Survey 
(MDHS) 2015-16 reported a slow progress in postnatal care of mothers in 
the first 48 hours at 42% from 41% in 2010 despite a high number of 
institutional birth 1. Current maternal death is at 439 per 100,000 live 
births 1. Lack of well documented guidelines and funding to employ more 
midwives to manage mothers in postnatal ward contributes to poor 
quality of postnatal care

1. What other options can you recommend to improve quality of 
postnatal care for mothers within 48 hours after child birth?

2. Do you have any interesting areas for further research regarding 
postnatal care of mothers after child birth?

1. National Statistical Office (NSO) [Malawi], and ICF. Malawi 
Demographic and Health survey, 2015-16.Zomba, Malawi, and Rockville, 
Maryland, USA. NSO and ICF, 2017
2. World Health Organization. WHO technical consultation on postpartum 
and postnatal care, 2010
3. Government of Malawi, Health Sector Strategic Plan II 2017-22
4. Bradley S, Kamwendo F, Chipeta E, Chimwaza W, de Pinho H, McAuliffe 
E. Too few staff, too many patients: a qualitative study of the impact on 
obstetric care providers and on quality of care in Malawi. BMC Preg CB. 
2015; 15(1): 65
5. World Health Organization. WHO recommendations on postnatal care 
of the mother and newborn. World Health Organization, 2014
6. Government of Malawi. Emergency Obstetric and Neonatal Care 
(EmONC) Report; 2015
7. Greco G, Daviaud E, Owen H et al. Malawi three district evaluation: 
Community-based maternal and newborn care economic analysis. Health 
Pol Plan. 2017; 32(suppl_1):i64-74

After going through the options recommended from different studies we 
suggest/recommend:
❖ Trying policy option 4 that advocates introduction of postnatal 

outreach clinics or home visits specifically for postnatal care.
❖Ministry of Health to consider utilizing the already existing Malawi 

Community Based Maternal New born Care (CBMNC) package 
introduced by Save the Children7Considering the workload of HSAs

❖ Use of community nurse midwives and community midwifery 
assistants to conduct postnatal outreach clinics to identify 
complications early and make timely referral

The authors would like to thank World Health Organization through 
Kamuzu College of Nursing  which is a Collaborating Centre for 
Interprofessional Education and Collaborative  Practice for funding the 
primary author to present the policy brief at the conference
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Organizational factors contributing to low utilization of postnatal care
▪ No clear guidelines on postnatal care as each hospital discharge 

mothers according to availability of space 
▪ Most health facilities do not allocate skilled health providers in low 

risk postnatal wards
▪ Unskilled health providers assigned to care of for mothers with 

uncomplicated birth
Client and skilled health provider
⮚ Inadequate refresher courses and mentorship in relation to postnatal 

care. 
⮚ Few skilled providers are allocated to manage postnatal mothers  

leading to provider fatigue.
Financing arrangements
⮚ Priority in funding not allocated to mothers who have undergone 

normal childbirth leading to late identification of postnatal 
complications.

Kamuzu College of  Nursing

✔The 2017-2022 Health Sector Strategic Plan 11,identified 
maternal sepsis  as one of the priority areas requiring prompt 
interventions
✔Therefore, it is necessary to intensify postnatal home visits so 

that mothers are identified early for prompt management
✔Postnatal sepsis is also the second direct cause of maternal 

deaths at 18.9% 3. 

Barrier Implementation strategies

Inadequate knowledge on 

importance of postnatal care 

services by communities

▪Awareness campaigns in 

communities to sensitize them 

on importance of postnatal care

▪Encourage ownership of 

reproductive health services 

particularly those related to 

postnatal care

In adequate knowledge of health 

care providers on WHO 

guidelines on postnatal care

▪ Conduct in-service trainings 

and mentorship specifically for 

midwives on proposed WHO 

guidelines on management of 

postnatal mothers 

▪ Regular supportive 

supervisions by advanced 

midwives to boost confidence 

of junior midwives

▪ Review existing guidelines 
and policies on postnatal care

Shortage of midwives ▪ Adequate remuneration, 

material and non-material 

resources are essential to 

motivate midwives

▪ Provide good working 

environment both at district 

and health centre level

▪ Support increased funding to 

employ more midwives and 

for improved postnatal care 
activities

Poor follow up mechanism for 

postnatal mothers 

▪ Introduce outreach clinics and 

home visits specifically for 

postnatal care

▪ Deploy community nurse 

midwife technicians or 

community midwifery 

assistants to operate at 

community level to provide 

follow up care and referral 

when necessary

▪ Allocate more resources to 

support maternal  postnatal 
home visits

Poor infrastructures for 

postnatal care

▪ Mobilise resources to have 

specific rooms for conducting 

thorough individualised 

postnatal examination for the 
mother 

Table 1: Barriers to improving postnatal care and proposed 
strategies to overcome them

10-15% of postnatal mothers experience postpartum depression due 
to late identification and inadequate physical examination and 
counselling by health workers 3

41%

42%

2010

2015

postnatal care of mothers in the first 48 hours 
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CAPACITY BUILDING FOR MIDWIVES AND NURSES IN EFFECTIVE 
MANAGEMENT OF POST-PARTUM HAEMORRHAGE(PPH) IN GHANA

Eugenia Doku (Mentee); Vida Amina Yakubu (Mentor); Mary Ani-Amponsah (Faculty Advisor) & Lydia Aziato

Background
Postpartum haemorrhage (PPH) is
defined as blood loss in excess of 500
mL within 24 hours after birth and it is
known to be the leading cause of
maternal deaths worldwide (WHO,
2018). PPH accounts for 25% of
maternal mortality in Africa and it
places a heavy burden on national
health systems. In Ghana,
haemorrhage (39%) continues to be
the leading cause of maternal death in
the country (Family Health Division
Annual Report, Ghana Health Service,
2016).

Conclusion
Training of frontline health care providers in maternal health care delivery is
critical for preventing PPH and its complications and related deaths. Delayed
access to timely emergency obstetric care, transportation challenges and
referral gaps, care provider inadequacies are contextual factors that impact
the occurrence of PPH. Health system support, care provider competencies
on effective management, and family health literacy on PPH prevention are
critical for saving women’s lives.

Purpose
To build the capacity of nurses and
midwives who work in the frontline of
maternal and health care delivery on
the early identification of and effective
management of PPH. The project
followed the approach of Kouzes and
Posner’s Leadership Model.

Research Objectives
i. Identify contextual factors that

impact the occurrence of PPH
ii. Build the capacity of nurses and

midwives in the effective
management of PPH

iii.Improve nurses and midwives’
utilization of tools for blood loss
estimation

iv.Develop alternative strategies for
mobilizing and stocking blood and
other blood products

v. Identify sources of referral facilities
that require support in appropriate
use of the partograph and active
management of the third stage of
labour (AMSTL)

Methodology
A cross sectional design was used to access
midwives and nurses in the obstetric department
of the Greater Accra Regional Hospital.
Data Collection: Questionnaires were used to
assess midwives and nurses’ knowledge of PPH,
pre- and post training intervention.
Implementation of interventions: The approach of
Kouzes and Posner’s Leadership was used to
model the way, inspire a shared vision, challenge
the process, enable others to act and encourage
the heart
Ethical approval: The Scientific Committee of the
School of Nursing and Midwifery, University of
Ghana, gave approval.

Project Setting
Obstetric and Gynaecological Department of the 

Greater Accra Regional Hospital, Accra-Ghana

References
Family Health division annual report 2016, Ghana health service, 2016.
Kouzes, J.M. & Posner, B.Z. 2017. The leadership challenge. 6th edn. New Jersey: John Wiley & 
Sons Inc.
Helping Mothers Survive(HMS) Initiative; High Risk Pregnancy 4th ed (chapter 75, p1283).
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Findings
Analyses of the project data establishes that more than 75%
of midwives and nurses are aware of PPH protocol
availability, 25% of midwives and nurses lack the skills,
competencies, and efficiency in effective management of
PPH. Overall, 57.9% of nurses and midwives working in the
obstetric and gynaecological departments were trained in
the effective management of PPH. Based on these findings,
the nurses and midwives were further trained in Life Saving
Skills and Obstetric Emergencies to facilitate the
improvement of PPH management. The Leadership Model
was found to be a valuable approach to guide the project.

Excellent Very Good Good N/A No response

AMSTL 27,90% 31,10% 27% 13,10% 0

Manual removal 9,80% 26,20% 18,00% 40,10% 4,90%

passing condom 3,30% 6,60% 24,60% 68,90% 0

Abdominal Aorta
compression

1,60% 8,20% 16,40% 73,80% 0

Internal bimanual
compression

1,60% 3,30% 23% 72,10% 0
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Reinforcing measures to reduce post caesarean section  endomyometritis and 
hysterectomy cases at Queen Elizabeth Central Hospital, Malawi

Background

❖ Endomyometritis is the inflammation of both
the endometrium and myometrium, usually
caused by infections after a caesarean section.

❖ Queen Elizabeth Central Hospital records show
that from January to July 2018, 2400
caesarean sections were conducted, of which
2.8% (n=68) developed endomyometritis. Of
these, 42% (n=29) underwent total abdominal
hysterectomy (refer to figure 1).

❖ Contributing factors were a dirty environment,
lack of adherence to infection prevention
standards, inadequate resources (examination
trolleys, linen, gowns, and Mackintosh
instruments), poor traffic control in the ward,
poor hygiene of mothers undergoing
caesarean sections, poor hand hygiene and
improper exchange between theatre and
wards.

❖ In view of this, the project was embarked on.
❖ The quality improvement project was part of

the Maternal and Child Health Nurse
Leadership Academy, and the Kouzes and
Posner Leadership Model was used to guide
the project.

Purpose

The purpose of the project was to reduce

endomyometritis cases by 90% thereby

reducing hysterectomies due to

endomyometritis to less than 5% through

strict adherence to infection prevention

practices in labour ward, theatre and post

natal ward.

Methods 

i. Infection prevention protocols and

standard operating procedures were

developed for cleaning of the

environment, traffic control in the ward,

vaginal examination in labour ward,

hand hygiene and patient hygiene.

ii. Resources were mobilised which

include: scrubbing materials, patient’s

linen, a shoe rack for theatre staff’s

shoes, trolleys and equipment for

vaginal examinations, mopping pails

and bins.

iii. Health education were provided to

patients and guardians on infection

prevention.

iv. Additional cleaning staff for labour ward,

postnatal ward, theatre were obtained

as well as a security guard for postnatal

ward.

v. Training on infection prevention was

conducted to labour ward, theatre and

postnatal ward staff.

vi. Supportive supervision was intensified.

Conclusions

1. Adherence to infection prevention

protocols can significantly reduce

caesarean section complication and

must be a commitment for all

2. Strict adherence to infection prevention

measures at all times is of paramount

importance to overcome circumstances

that might contribute to infection risks.

3. There is need for continued

management support to combat

infection risks in the department.

Implications

Workplace
Following of infection prevention standards at all
levels is important.
Management
Continued supply of resources and supportive
supervision to the department contributes to the
implementation of infection prevention
measures.
Education
Continuous education is necessary to inspire a
shared vision for ideal practices.
Leadership
Kouzes and Posner’s Leadership Model is
valuable to guide a quality improvement
initiative in maternal health, and in particular to
lead an interprofessional team to prevent
infections.

Results

❖ The project’s duration was from

August 2018 to May 2019.

❖ During this time there was a slight

increase in endomyometritis cases

from 2.8% (n=68) to 3.5% (n=92) and

total abdominal hysterectomy cases

from 42% (n=29) to 45.7% (n=42) with

fluctuation within the various months

(refer to figure 1).

❖ This slight increase might be attributed

partially to temporary relocation of the

obstetritics and gynaecology theatre to

a new environment on 7th January

2019 for renovations of the old theatre.

Other reasons might be erratic water

supply that affect cleaning services

and prolong waiting time for caesarean

sections.

❖ The interventions are ongoing with

emphasis on adherence to infection

prevention standards and infection

prevention resources mobilisation.

Figure 1: Trend of endomyometritis 

cases and total abdominal 

hysterectomies against caesarean 

section cases during the 

implementation period
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Questions I would like the audience to 

respond to

❖What others measures should be taken that
might lower risks to post caesarean section
endomyometritis apart from protocols discussed
in this presentation, and perhaps apart from use
of preoperative antibiotics?
❖How can post caesarean infections be reduced
in resource constraint areas?
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Summary

Post caesarean endomyometritis is the most common nosocomial infection treated by obstetricians-gynaecologists. One important prevention strategy
is the practice of infection control to mothers undergoing caesarean sections. This project aimed at reinforcing measures that would lower risks to
endomyometritis, thereby reducing morbidity, hospital stay and medical costs in post caesarean section cases.
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CARING FOR MOTHERS WHO LOST THEIR BABIES AS 
STILLBORN, NEONATES AND CHILDREN UNDER FIVE 

YEARS
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1 Good Shepherd Hospital, Siteki, Eswatini, gcinilesakhilekunene@gmail.com, WhatsApp: +268 76960829;
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Background
In 2017, the neonatal mortality rate for Eswatini was 17.4 deaths per

1000 live births; infant mortality rate was 40.8 deaths per 1000 live

births; and under-five mortality rate was 53.9 deaths per 1000 live

births. In one regional hospital, between April 2018 and March 2019,

105 deaths were recorded. The mothers normally did not receive any

form of psychosocial support or grief counselling following the death of

the child.

When a child dies, the mother is usually shocked, confused and

experiences self-blame and grief, which can produce negative

psychological effects if neglected. Support is needed as she goes

through bereavement since the stress experienced increases the

risks for psychopathology and relationship issues. Caring for mothers

who has lost a baby or a child, presents a challenge that can be

addressed by the interprofessional team. Hence, this quality

improvement initiative was conducted in an effort to provide holistic

interprofessional care to these mothers.

Method
The quality improvement project was based on Kouzes and Posner’s

Leadership Model (2017). According to the Leadership Model there

are five exemplary leadership practices, namely model the way,

inspire a shared vision, challenge the process, enable others to act

and encourage the heart.

The quality improvement project was initiated to address the lack of

support to mothers who have lost a child. The interprofessional team

was formed and comprised doctors (2), a mental health nurse (1),

nurses (14), midwives (15) and a hospital-based social worker (1). As

there was no counselling being done prior to the project, no baseline

data was collected. A tool was developed to measure the level of

bereaved mothers' coping. The project team was trained on how to

conduct the grief counselling sessions. In the event a mother lost her

baby, the doctor explained the cause of death and then the midwives

and nurses counselled the bereaved mothers and followed them up.

Those found to require further psycho-social support were referred to

the social worker. A questionnaire was developed to collect data from

midwives post intervention to determine the knowledge the midwives’

had gained about counselling. The team received feedback and

encouragement throughout the process.

Results
Following training, the interdisciplinary team demonstrated a high level

of knowledge on grief counselling. From April 2018 and June 2019, the

results indicated that 40 mothers received grief counselling immediately

after delivery. From these, fifteen(n=15) were referred to the social

worker for psychosocial care and ten (10) were also visited in their

homes for further support. A developed tool was used to measure the

level of coping. Mothers who were found to be coping and moving

towards acceptance were not visited at their homes, but supported

telephonically. Some mothers expressed gratitude with the support they

received during their difficult period and were able to cope and accept

the loss.

The Leadership Model certainly proved to be a valuable tool for a

quality improvement initiative to improve child health.

Conclusion
Interprofessional collaboration can effectively facilitate provision of

holistic care to mothers who have lost a child as a stillborn, a

neonate or a child under five years.

Leadership and a formal quality improvement initiative is needed to

drive the process.

Implications
A standard procedure was developed and will be used by nurses and

midwives in counselling mothers who have lost their children up to

age five. The next stage is developing related institutional guidelines.

The Kouzes and Posner Leadership Model proved to be a valuable

tool to improve maternal and child health outcomes.

Ethical Considerations
Permission to do the quality improvement project was obtained from

the hospital administration.

Keywords:  Maternal and Child Health,  Stillborn, Neonatal Deaths, Child Deaths, Grief Counseling  

Purpose 
The purpose of this project is to provide holistic care to mothers who

have lost a child as a stillborn, a neonate, or a child under the age of 5

years in the regional hospital in Eswatini.

A follow up visit at a client’s home. The social worker (left) the 
bereaved mother (in the centre) and the midwife (right)
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Care of women who have experienced a stillbirth: A quality 
improvement project

Authors: Sanele Lukhele1, Christél Jordaan2, Christa van der Walt3, 
1University of Johannesburg, South Africa, 2Private Midwifery Practice,,3 previously from University of the Northwest, South Africa

This quality improvement project was conducted in a district hospital in Johannesburg. 
The project entailed improving the training  of midwives regarding caring for women who are experiencing

a stillbirth and compiling a memento booklet at the birth to ensure that the woman has a memory of her baby. 

Summary

Introduction / Background

Methods 

Results

Implications / Take away message

Checklist During Stillbirths

Questions I would like audience to respond to

Acknowledgements / Funding
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Globally there are 2.6 million stillbirths occurring
every year with 7500 stillbirths taking place daily.
It is therefore highly imperative to train
midwives on bereavement care to be able to
care for families who are experiencing a stillbirth.
The training of healthcare professionals often
focuses on disease prevention and management,
however, there is a minute focus on palliative
and bereavement care.

Mothers who have experienced a stillbirth have
identified mementoes as one of the
interventions that have assisted them to deal
with their grief. In line with this recommendation
by women who had experienced a stillbirth, a
memento booklet was designed which includes
the following: name of the baby, date of birth,
time of birth, weight of the baby, length of the
baby, and head circumference of the baby at
birth. The booklet also has a space for the baby’s
footprints.

• Is bereavement care in public hospitals an 
unrealistic expectation?

• Should bereavement care be included in 
interprofessional healthcare curricula?

• How can interprofessional collaboration 
contribute to dignified care of bereaved 
women?
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It was evident that the success of a quality

improvement project of this nature is dependent

on the support from hospital management., as

well as the five exemplary practices described by

the Kouzes and Posner Leadership Model.
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quality improvement project.
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Hospital 
Management

• Project  was presented  to  the 
hospital management.

• Buy-in from management and 
midwives was obtained. 

Training of

Midwives

• Training was done on bereavement
care for midwives.

• Simulation was done on collecting
mementoes at birth.

Implementation

• Compilation and use of memento 
booklets were implemented.

• Checklist was made available on key 
steps to providing bereavement 
care based on the Canadian 
Pediatric Society statement on 
perinatal loss.

• During training on bereavement, midwives
indicated compassion fatigue.

• Midwives indicated that the memento booklet
assisted them to express empathy to
bereaved mothers.

• They felt that the memento booklet allowed
mothers to take the memories of their babies
home as opposed to leaving empty handed.

• Some adjustments have been made to the
booklet as recommended by the midwives.

• The mothers responded with appreciation to
the memento booklets.

• The KP Leadership Model provided
importance guidance during the project.

Important Information Collected At Birth

The Kouzes and Posner’s (KP) Leadership Model
underpinned this quality improvement project.
The principles of the KP model guided all
engagement with stakeholders and
implementation of the project. Below are the
different phases of the project:

Conclusion

The practice of providing birth mementoes to 
women who have experienced a stillbirth has 
been integrated into the ward policy regarding 
the care of women experiencing a stillbirth.

Maternal and Child Health, Stillbirths, Memento.Key words
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Management practices continuing professional development 
for health care professionals in Western Kenya

Priscah Mosol
Department of Midwifery & Gender, School of Nursing Moi University

Continuing Professional Development (CPD) provides a constant commitment to maintain specific skills level and career progression 
which ensures that health care professional’s knowledge and skills are current and relevant in addressing the needs of patients or clients. Participation in 
CPD remains low in Africa and Kenya despite efforts that have been put to bring it to the accredited standards. This study sought to determine views, 
opinions and suggestions on how CPD for health care professionals can be better managed in Kenya.

Summary

Introduction / Background

Methods

Results

Implications / Take away message

Conclusion

Acknowledgements / Funding

ReferencesA descriptive cross- sectional study design of 235
stratified and randomly selected nurses and four
CPD Coordinators (Doctors, Nurses) from four
County Hospitals in Western Kenya. The Key
informants and the respondents for Focus Group
Discussions (FGDs) were selected purposively.
Data was collected using a semi-structured
questionnaire, interview schedules and Focus
Group Discussion guide. Data analysis was done
using statistical package for social sciences (SPSS
V. 20). Qualitative data was analyzed
thematically.

The study concluded that health care 
professionals in western Kenya experienced 
challenges during planning and implementation 
of CPD. In particular, they highlighted the need 
for provision of equal chances for participation 
and diversification of teaching and learning 
methods for CPD. Staff motivation, financial 
support, teamwork and coordination with other 
managers of CPD is needed both at Counties and 
from the National level.

.
Rapid advances in Health care profession
coupled with emergence of new knowledge has
rendered Continuing Professional Development
(CPD) necessary in order to maintain and
improve standards of health care practice,
through development of knowledge

Some personal, professional or organizational
factors hinder nurses’ participation in CPD
activities [4]. Although CPD for nurses in Kenya is
currently mandatory, research has shown wide
spread barriers to the successful planning,
implementation, participation in and recording of
CPD for nurses in Kenya [2]. In a study conducted
on barriers to enrolment to a nursing upgrading
program in Kenya, the cost of school fees was
identified as a major barrier [2]. Based on the
aforementioned challenges, most health care
organizations have used short-term skill
development at the expense of lifelong learning
strategies in order to fill a clinical skills deficit as
an immediate solution to staffing shortages [3].
Others prefer to use their limited funding to
organize and conduct in-house training with
hope that it would meet the changing health
needs within the health care environment [1].

• Coordinators of CPD programs for nurses 
should consider  use of diverse, innovative 
and flexible teaching and learning strategies 
for CPD

• CPD providers, employers and nurses should 
be jointly involved  during  planning and 
implementation  of CPD programs for 
nurses.

• Hospital management should consider 
employing more nurses and providing 
financial support and invite sponsors to 
support CPD.

Moi University-Funding
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Results from questionnaires showed that majority
(23.2%), indicated that they needed provision of
equal chances for participation, 13.1% mentioned
diversification of teaching and learning methods,
12.6% mentioned the need for financial support,
9.6% staff motivation and 9.6% indicated the
need for proper communication of CPD by
coordinators. Findings from FGDs were grouped
under the following themes: staff motivation and
attitude change. The CPD Coordinators cited the
need for timely feedback during CPDs, inviting
partners for financial support and the need for
collaboration with other managers of CPD.
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Continuing professional development in South Africa:
Perception of professional nurses

Authors: Annatjie Peters, Frances Slaven 
The Foundation For Professional Development, Pretoria, South Africa

The African Health Professions Regulatory Collaboration (ARC) was established in 2012 to strengthen nursing and
midwifery in the African continent. They focussed on the QUAD model: clinical practice; facilitation of learning;
leadership; evidence, research and development. A CPD toolkit to guide the countries to implement CPD for nurses
and midwives, was also developed. The SANC established a CPD technical working group to develop a CPD
framework. South Africa is in the process of finalising the implementation of CPD for nurses.
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The study followed a mixed-method
approach that utilised a survey to collect
qualitative and quantitative data (using a
mixture of closed and open-ended
questions). The objective of the study was
to determine nurses’ awareness and
perception of CPD for nurses.

The survey was emailed to 897 participants.
The participants included professional
nurses working in the public and private
sector in South Africa. For the purpose of
this study, non-random sampling was used.
Quantitative data was descriptively
analysed in Microsoft Excel and qualitative
data was analysed thematically.

A total of 129 responses (14.3%) were
received. Of the respondents, 91.47% were
employed full-time. From the feedback,
39.53% were employed by the South African
Government and 42.64% by the private
sector.

The findings indicated that professional
nurses are aware of their responsibility to
continue their education and actively seek
learning opportunities. The following
barriers were identified during the study,
namely: time, financial constraints, family
responsibility, lack of advanced notification
and staff shortages. Professional nurses
believe that the responsibility for the CPD
system should be shared between them and
their employers.

The purpose of Continuing Professional
Development (CPD) system is to assist
healthcare professionals maintain
professional standards and practice.
Additionally, CPD assists them to acquire
new and updated levels of knowledge, skills
and ethical attitudes. All of this works to
enhance the professional practice and
promote professional integrity amongst
healthcare professionals.

The CPD system will soon become
compulsory in South Africa for nurses. This
is as the South African Nursing Council
(SANC) will only issue Annual Practicing
Certificates (APCs) on the receipt of
completed CPD declarations.

• The results of this study demonstrate
that respondents have an overall positive
perception of CPD.

• The respondents agreed that education
should be a continuous process to
improve quality of care, enhance their
knowledge and skills, and remain up to
date with the latest developments in the
field.

• The low number of respondents who are
aware of the new SANC regulations
should be taken note of - SANC should
ensure that nursing professionals are
aware of new regulations.

• SANC must play a supportive role in
ensuring that there are sufficient
opportunities to obtain CPD points (cost
and time involved).

• Employers should create conditions
conducive to professional development,
encourage nurses and facilitate
opportunities to obtain CPD points.

• Foundation for Professional
Development

• Participants

• South African Nursing Council
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The results indicated that 87.6% of the
individuals who responded were aware of
the CPD system. Furthermore, 77.52%
indicated that CPD system should be
compulsory for nurses to register with the
SANC. A total of 51.16% were aware that
the CPD system will be compulsory for
nurses to register with SANC. Half of the
respondents thought that the CPD system
would improve job satisfaction and
decrease burnout. Although, 42.67% of
respondents felt that time was the most
critical barrier to implement the CPD
systems for nurses.
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MUSCULAR-SKELETAL DISORDER AMONG NURSES: 
A CASE OF A REFERRAL HOSPITAL IN UGANDA                   

Beatrice Amuge  PGDM, HSM, MPH, BScN, PHN, URN/URM 1, 
Namirimu Sylivia, MN, BScN, URN2,  
Nabachwa Oliver Norah MMWS, BScN, URM 2

Muscular-Skeletal Disorders (MSDs) is a wide range of inflammatory and degenerative conditions affecting the muscles, tendons,
ligaments, joints, peripheral nerves, and supporting blood vessels with ache, pain and discomfort. It is one of the main health problems among healthcare
workers with the nursing population at particularly high risk. MSDs are reported to significantly impact on quality of life and cause lost of work time. A
descriptive cross-sectional design was used to assess the MSDs among nurses working in a referral hospital in Uganda. Simple random was used to collect
data with a pretested semi-structured self-administered questionnaires. The results showed a high prevalence of muscular-skeletal disorders among
nurses working in the referral hospital.
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To main objective was to determine the extend
of muscular-skeletal disorders among nurses
working in Mulago National Referral Hospital, in
order to get information that may be used by
key stakeholders in designing strategies to
address this problem.

The specific objectives were as follows:

1. To determine the prevalence of muscular-
skeletal disorders among nurses working in
Mulago National Referral Hospital.

1. To identify the causes and predisposing
factors to muscular-skeletal disorders
among nurses working in Mulago National
Referral Hospital.

1. To identify preventive measures to
muscular-skeletal disorders among nurses
working in Mulago National Referral
Hospital.

1. There is high prevalence of muscular-skeletal
conditions among nurses working in Mulago
National Referral Hospital, with multiple
causes and predisposing factors.

2. The majority of the causes were work related
factors, which could be prevented or managed
through appropriate strategies.

A descriptive cross-sectional design was used. A
sample size of 204 (160 Diploma
Nurses/Midwives and 44 Certificate
Nurses/Midwives) was selected using simple
random sampling methods.

Pretested semi-structured self-administered
questionnaires were used to collect data.

Result were analyzed and presented using text,
tables and figures. Ethical issues were observed.

Muscular-skeletal disorders include a wide range
of inflammatory and degenerative conditions
affecting the muscles, tendons, ligaments, joints,
peripheral nerves, and supporting blood vessels.
Body regions most commonly involved are the
low back, neck, shoulder, forearm, and hand,
although recently the lower extremity has
received more attention (Anap, Iyer and Rao,
2013)

Healthcare workers often present with a
prevalence of low back pain (Ando, Ono,
Shimaoka, Hiruta, Hattori, Hori, Takeuchi, 2000).
A number of nursing staff in Mulago National
Referral Hospital were either complaining of or
were on treatment for muscular-skeletal related
conditions.

The muscular-skeletal disorders impacted on
quality of life, staff performance, loss of work
time (irregular presence on duty or
absenteeism), decreased quality of service
delivery and negative outcomes for patients.

The magnitude of the problem among nurses
and possible causes though were not
determined, which led to this study.

• Anap, D. B., Iyer, C., & Rao, K. (2013). Work related    
musculoskeletal disorders among hospital nurses in    rural 
Maharashtra, India: a multi-center survey.    International 
Journal of Research in Medical Sciences; 1(2): 101-107 doi:  

• Smith, D.R., Ohmura, K., Yamagata, Z., & Minai, J.    (2003) 
Musculoskeletal disorders among female     nurses in a rural 
Japanese hospital. Nurs Health Sci.; 5(3):185-8. 

• Nunes, I. L. & Bush, P. M. (2012). Work-Related   
Musculoskeletal Disorders Assessment and   Prevention, 
Ergonomics - A Systems Approach, Dr.   Isabel L. Nunes 
(Ed.), ISBN: 978-953-51-0601-2, InTech, Available from: 
http://www.intechopen.com/books/ergonomics-a-
systems-approach/work-relatedmusculoskeletal-disorders-
assessment-and-prevention.

1. The study should be repeated with other
healthcare workers, as it was observed that
other staff are affected in a similar manner.

2. The prevention and management of muscular-
skeletal disorders among healthcare workers,
should be strategically planned and
implemented through interprofessional input
and collaboration.

3. Awareness and training should be provided to
communicate strategies for prevention and
management of muscular-skeletal disorders.

60

Correspondence: amubeat@yahoo.com

Results

Prevalence of muscular-skeletal disorders:
• 143 (n=204) (70.1%) had problems with

muscles
• 122 (n=204) (59.8%) had problems with

bones
• Prevalence of muscular-skeletal disorders was

701/1000 and 598/1000 for muscles and
bones respectively

Prevention of MSCs

Causes and predisposing factors  of muscular-
skeletal disorders among the nurses

• Funding was not obtained for the study, but the
management of Mulago National Referral
Hospital, the co-investigators and participants are
acknowledged for their respective contributions.

• The Maternal and Child Health Nurse Leadership
Academy (MCHNLA), Presented by Sigma Theta
Tau International (Sigma) in partnership with
Johnson & Johnson are thanked for the
opportunity to share the results of the study.

Causes of muscular-skeletal 
disorders

Frequencies n=157 Percentage

Workload 56 29.4

Standing for long 46 24.2

Lifting/carrying/turning patients 36 18.9

Bending for long 32 16.8

Inadequate staff/staffing 19 10
Pushing/lifting heavy/immovable 
equipment (beds/trolleys) 12 6.3

Accidents 8 4.2

Mulitiple movements 7 3.6

Old age 3 1.5

Delayed/no change-overs 1 0.5

Absenteeism 1 0.5

Osteoporosis 1 0.5

Not sure/Don’t know 3 1.5

Prevention of  muscular-
skeletal disorders

Frequency n=204 Percentage

Ensuring adequate staffing/recruit 

more staff

110 52.9

Ensuring routine change-over 25 12.3

Train/teach staff  about patient 

handling/lifting

16 7.8

Improve working conditions:

motivation/allowances/housing/

annual leave

16 7.8

Reducing workload/working hours 15 7.4

Procure/use of raised/adjustable/ 

beds

14 6.9

Use functional equipment 

[trolleys/wheel chairs]

13 6.4

Encourage team work 8 3.9

Physiotherapy/frequent physical 

assessment of staff/introduce 

excercises section (gym)

7 3.4

Avoid the predisposing factors, e.g. 

lifting/bending

6 2.9

Recruit porters to help in the 

lifting/carrying of patients/ boxes

6 2.9

Question for the audience

• Do you have an interprofessional prevention and
management approach to address muscular-
skeletal disorders among healthcare workers in
your setting?

http://www.scopemed.org/?jid=93&iid=2013-1-2.000
http://www.ncbi.nlm.nih.gov/pubmed?term=Ohmura%20K%5bAuthor%5d&cauthor=true&cauthor_uid=12877719
http://www.ncbi.nlm.nih.gov/pubmed?term=Yamagata%20Z%5bAuthor%5d&cauthor=true&cauthor_uid=12877719
http://www.ncbi.nlm.nih.gov/pubmed?term=Minai%20J%5bAuthor%5d&cauthor=true&cauthor_uid=12877719
http://www.ncbi.nlm.nih.gov/pubmed/12877719
http://www.intechopen.com/books/ergonomics-a-systems-approach/work-relatedmusculoskeletal-


Participants (Updated 24 July 2019) 

Surname, First name Company / Organisation Country Profession Email Address Presentations 

1. Adokorach, Margaret Ministry of Health - Mulago National Referral Hospital Uganda Nursing practitioner margadok@yahoo.com P41 

2. Amalba, Anthony University for Development Studies, School of 
Medicine and Health Sciences, Tamale, Ghana 

Ghana Pharmacist amalbaanthony@yahoo.com 
 

3. Amuge, Beatric Ministry of Health - Mulago Natl. Referral Hospital Uganda Nursing practitioner amubeat@yahoo.com P60 

4. Ani-Amponsah, Mary University of Ghana Ghana Nursing practitioner mnkansah@ualberta.ca 
 

5. Arko, Lorraine University of Ghana Hospital Ghana Nursing practitioner Lorranearko@gmail.com 
 

6. Asamani, James Avoka WHO Zimbabwe Public / Global Health, Health 
Economist 

asamanij@who.int PC1, PC4 

7. Azongo, Joshua Presby hospital Ghana Nursing practitioner azongoj@yahoo.com 
 

8. Benjamin, Ansie  Ministry of Health Namibia Health Administrator aochurus@gmail.com 
 

9. Blood-Siegfried, Jane Duke University United States Nursing practitioner blood002@duke.edu O15 

10. Booi, Yanga Young Nurses Indaba Trade Union South Africa Nursing practitioner yangabooi@ynitu.org.za 
 

11. Boruett, Norbert Amref international University Kenya Physiotherapist nboruett@elearningandmobilelearning.net 
 

12. Bradshaw, Debbie South African Medical Research Council South Africa Public / Global Health debbie.bradshaw@mrc.ac.za PC6 

13. Brown, Margie Sigma United States Leadership consultant margieb@stti.org 
 

14. Chamangwana, Immaculate Zomba Mental Hospital Malawi Nursing practitioner chamangwanai@gmail.com O22 

15. Chirwa, Ellen Kamuza College of Nursing Malawi Nursing practitioner embweza@kcn.unima.mw 
 

16. Chodzaza, Elizabeth University of Malawi Malawi Nursing practitioner echodza@kcn.unima.mw O8, P21 

17. Couper, Ian Ukwanda Centre for Rural Health, Stellenbosch 
University 

South Africa Medical doctor icouper@sun.ac.za KA2 

18. Davids, Lameez The University of the Western Cape South Africa Health professions educationist ladavids@uwc.ac.za 
 

19. Demyati, Hanan Al-Hada Armed FOrces Hospital Saudi Arabia Physiotherapist hdemyati@gmail.com O35 

20. Dikolomela-Lengene, Fikile Young Nurses Indaba South Africa Nursing practitioner fikiledikolomelalengene@gmail.com 
 

21. Dlamini, Colile University of Eswatini eSwatini Nursing practitioner cdlamini@uniswa.sz 
 

22. Dlamini (Hlophe), Cebsile Precious Good Shepherd College of Nursing eSwatini Nursing practitioner cebshlophe@yahoo.com 
 

23. Doku, Eugenia Ghana Health Services/Ministry of Health Ghana Nursing practitioner naadokua@gmail.com P52 

24. Droti, Benson World Health Organization Congo, Repub. of the Medical doctor, Public / Global 
Health 

drotib@who.int 
 

25. Eccles, Renata University of Pretoria South Africa Speech, language and hearing 
therapist 

renata.mosca@up.ac.za P30 

26. Eggers, Rudi WHO Representative Kenya Medical doctor, Public / Global 
Health, Health Administrator 

kiprutohi@who.int 
 

27. Freire Filho, José Rodrigues Pan-American Health Organization - World Health 
Organization 

United States Pharmacist, Public / Global Health rodrigujos@paho.org P27, P28 
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28. Ganga-Limando , Makombo  University of South Africa South Africa Health professions educationist gangam@unisa.ac.za 
 

29. Garcia, Luis Stockton University United States Psychologist luis.garcia@stockton.edu 
 

30. Ginindza, Siphiwe Ministry of Health Pigg's Peak Govt. Hospital eSwatini Nursing practitioner scgini1101@gmail.com P42 

31. Gitau, Anthony Johnson and Johnson Kenya Public / Global Health agitau@its.jnj.com 
 

32. Hall, Rehan Western Cape Rehabilitation Centre South Africa Physiotherapist rehan.hall.pt@gmail.com O33 

33. Hanmer, Lyn South African Medical Research Council South Africa Researcher, Health Information 
Systems 

lyn.hanmer@mrc.ac.za PC6 

34. Hugo, Lizemari University of the Free State South Africa Nursing practitioner hugoL1@ufs.ac.za O17, O23, 
O38 

35. Jepkosgei, Joyline  KEMRI Wellcome Trust Research Programme Kenya Public / Global Health jjepkosgei@kemri-wellcome.org O7 

36. Johnson, Kaprea Virginia Commonwealth University United States Psychology: Counselor 
Educator/Behavioral Health 
Specialist 

Johnsonkf@vcu.edu W4 

37. Jordaan, Christel Midwives Exclusive South Africa Nursing practitioner Stella01@gmail.com O9, P56 

38. Kagoni, Sarah Moi Teaching & Referral Hospital Kenya Nursing practitioner skagoni@yahoo.com P53 

39. Karuguti Mugambi, Wallace Jomo Kenyatta University Of Agriculture And 
Technology 

Kenya Physiotherapist mugambiw80@gmail.com O25 

40. Kaura, Doreen Kainyu Stellenbosch University South Africa Nursing practitioner dkm@sun.ac.za O36, P14 

41. Kgositau, Mabedi University of Botswana Botswana Nursing practitioner, Public / 
Global Health 

kgositaum@ub.ac.bw O10 

42. Khanyola, Judy ICAP at Columbia University Kenya Nursing practitioner jkhanyola@icapkenya.org 
 

43. Khisi, Patricia Queen Elizabeth Central Hospital Malawi Nursing practitioner vaikhisi@gmail.com P54 

44. Kibira, Jemima National Nurses Association of Kenya Kenya Nursing practitioner kibirajemimah@gmail.com 
 

45. Kipruto, Hillary  WHO Zimbabwe Public / Global Health kiprutohi@who.int 
 

46. Klopper, Hester Stellenbosch University South Africa Nursing practitioner hklopper@sun.ac.za KA3 

47. Kock, Luzaan University of the Western Cape South Africa Psychologist lkock@uwc.ac.za 
 

48. Kors, Ursula Steve Biko Academic Hospital South Africa Nursing practitioner u14150779@tuks.co.za P43 

49. Kunene, Gcinile Good Shepherd Mission Hospital eSwatini Nursing practitioner   P55 

50. Lister, Helga University of Pretoria South Africa Occupational therapist helga.lister@up.ac.za W2, W5 

51. Mangi, Nozuko University of Fort Hare South Africa Nursing practitioner nozukomangi@gmail.com 
 

52. Maree, Carin University of Pretoria South Africa Nursing practitioner carin.maree@up.ac.za O3 

53. Mbalinda, Scovia Makarere Uganda Nursing practitioner snmbalinda@gmail.com 
 

54. McBean, Dawn CAIPE SERVICE USER MEMBER United Kingdom Health professions educationist mcbeaned@aol.com 
 

55. McGinnis, Patricia Stockton University United States Physiotherapist Patricia.McGinnis@stockton.edu 
 

56. Mengich, Gladys Masinde Muliro University of Science and Technology Kenya Physiotherapist gmengich@mmust.ac.ke O39 
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57. Mikeka, Tabitha Dorcas Thyolo District Hospital Malawi Nursing practitioner mikekatabitha@gmail.com P44 

58. Milimo, Benson  Moi university Kenya Nursing practitioner benmilimo@gmail.com 
 

59. Mochache, Marion Ministry of Health Kenya Global Health, Health 
Administrator 

nboruett@gmail.com 
 

60. Mokoka, Elizabeth FUNDISA South Africa Health Administrator ke.mokoka@fundisa.ac.za 
 

61. Moosa, Shabir WONCA Africa South Africa Medical doctor shabir@profmoosa.com 
 

62. Mosol, Priscah Moi University Kenya Nursing practitioner mosol.priscah@gmail.com P57 

63. Mphande, Isaac Partners in Health Malawi Nursing practitioner mphande2014isaac@kcn.unima.mw P48 

64. Msuya, Marycelina Kilimanjaro Christian Medical University-College Tanzania Nursing practitioner naitikijamsuya@gmail.com O15 

65. Mthembu, Sindi KwaZulu-Natal Department of Health South Africa Nursing practitioner sindizama@gmail.com P12 

66. Mubuuke, Aloysius Gonzaga Makerere University Uganda Radiographer, Health 
Administrator 

gmubuuke@gmail.com 
 

67. Musie, Maurine University of Pretoria South Africa Nursing practitioner maurinemusie@gmail.com P49 

68. Naisu, Lovisa Ministry of Health - Mulago Natl. Referral Hospital Uganda Nursing practitioner lovisa.naisu2@gmail.com P50 

69. Ndirangu, Eunice Kenya Medical Training College Kenya Occupational therapist eunindi@yahoo.com 
 

70. Nekaka, Rebecca Busitema University Uganda Medical doctor, Public / Global 
Health 

rnekaka@yahoo.com 
 

71. Ngabirano, Tom Makerere University, Dept. of Nursing Uganda Nursing practitioner tomngabirano@gmail.com 
 

72. Nhlanganiso, Nyathi Anglia Ruskin University United Kingdom Social worker Nhlanganiso.nyathi@anglia.ac.uk O40 

73. Nkowane, Annette Mwansa WHO Adviser Zambia Nursing practitioner annemwansa@gmail.com PC1, PC4 

74. Nlooto , Manimbulu  University of KwaZulu-Natal South Africa Pharmacist Nlooto@ukzn.ac.za 
 

75. Nyirahabimana, Christine Training, Support and Access Model for Maternal, 
Newborn and Child Health (TSAM - MNCH) Project 

Rwanda School teacher krina2020@yahoo.fr O16, O37 

76. Nyoni, Champion University of the Free State South Africa Nursing practitioner nyoniC@ufs.ac.za O1, O24 

77. Owusu, Lydia University of Ghana Ghana Nursing practitioner lydiaowusu5@gmail.com P45 

78. Padi, Seipati Netcare Femina South Africa Nursing practitioner Seipati.Padi@netcare.co.za O18 

79. Perr, Anita New York University United States Occupational therapist anita.perr@nyu.edu 
 

80. Peters, Annatjie Foundation for Professional Development South Africa Nursing practitioner annatjiep@hotmail.com P58 

81. Peters, Frank University of Pretoria South Africa Medical doctor frank.peters@Up.ac.za 
 

82. Pietersen, Elize University of Cape Town South Africa Nursing practitioner elize.pietersen@gmail.com PC2 

83. Pitout, Hanlie Sefako Makgatho Health Sciences University South Africa Occupational therapist Hanlie.Pitout@smu.ac.za O26 

84. Ramklass, Serela  University of Kwazulu-Natal South Africa Physiotherapist ramklasss@ukzn.ac.za P13 

85. Reitsma, Gerda North-West University South Africa Health professions educationist gerda.reitsma@nwu.ac.za O31 

86. Ricks, Essie Nelson Mandela University South Africa Nursing practitioner Esmeralda.Ricks@mandela.ac.za 
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87. Sagahutu, Jean Baptiste  University of Rwanda, College of Medicine and Health 
Sciences 

Rwanda Physiotherapist jeanbaptigol@gmail.com O34 

88. Sakala, Betty University of Malawi, Kamuzu College of Nursing Malawi Nursing practitioner sakala2017prudence@kcn.unima.mw P51 

89. Scheepers, Mariana Life Healthcare South Africa Nursing practitioner mscheepers.life@gmail.com O6 

90. Sewgolam, Shireen Federation University Australia Nursing practitioner ssewgolam@federation.edu.au 
 

91. Showstark, Mary Yale School of Medicine Physician Assistant Online 
Program 

United States Physician assistant mary.showstark@yale.edu O4 

92. Sibanda, Lovemore PSI-Zimbabwe Zimbabwe Nursing practitioner loveesibbs@yahoo.com 
 

93. Sibanda , Bongi  Queen’s University Belfast/AfrIPEN United Kingdom Nursing practitioner sibongisibbs@gmail.com W6 

94. Simiyu, Gemima Kakamega county-MOH Kenya Nursing practitioner gemimamilimo@gmail.com 
 

95. Slusser, Margaret Stockton Unviersity United States Nursing practitioner margaret.slusser@stockton.edu O32 

96. Snyman, Stefanus Nelson Mandela University South Africa Medical doctor stefanussnyman@gmail.com PC1, ICF, W1 

97. Soko, Tulipoka Ministry of Health and Population currently a PhD 
candidate at Kamuzu College of Nursinge 

Malawi Nursing practitioner tulisoko@yahoo.com O5 

98. Tagutanazvo, Oslinah University of Eswatini Swaziland Nursing practitioner ostagu@hotmail.com 
 

99. Temane, Michael North West University South Africa Psychologist Michael.Temane@nwu.ac.za 
 

100. Tewesa, Edith Queen Elizabeth Central Hospital Malawi Nursing practitioner etewesa@gmail.com 
 

101. Titus, Simone University of the Western Cape South Africa Health professions educationist sititus@uwc.ac.za P29 

102. Troskie, Klarissa Life Suikerbosrand Cnr South Africa Nursing practitioner nelklarissa@gmail.com P46, P47 

103. Tumusiime, Prosper WHO/AFRO Congo, Repub. of the Public / Global Health tumusiimep@who.int KA1 

104. van der Merwe, Wanda University of Pretoria South Africa Nursing practitioner wandavandermerwe6@gmail.com O19 

105. van der Walt, Christa INSINQ, NWU South Africa Nursing practitioner christa.vanderwalt2@gmail.com 
 

106. van Jaarsveldt, Deirdre University of the Free State South Africa Nursing practitioner vjaarsvd@ufs.ac.za 
 

107. Waggie, Firdouza University of the Western Cape South Africa Physiotherapist fwaggie@uwc.ac.za PC3, PC5, W3, 
P11 

108. Yakubu, Amina Greater Accra Regional Hospital, Ridge Ghana Nursing practitioner yakub.amina@yahoo.com 
 

 




