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ABSTRACT 

Although the Ministry of health Zanzibar has the target of reducing neonatal 

mortality to 10 per 1000 live birth by 2020, sufficient progress has not been made to 

date. Current data shows neonatal mortality rate is 29 per live birth despite the fact 

that neonatal health is a key priority for the country. The intention of this study was 

to evaluate the outcome of ENC training for nurses and midwives in reducing 

neonatal mortality at Mnazi Mmoja Hospital in Zanzibar. 

For the purpose of addressing the objectives of this study, a qualitative approach was 

used to evaluate the training outcome on neonatal mortality among Nurse Midwives. 

The Midwives were purposively selected as the target respondents based on their 

ability to provide detailed information to answer the study questions. Interview guide 

was used to collect the primary data on evaluation of the performance of midwives 

after receiving the ENC training.  

The findings obtained from the interview and documentary review shows that, the 

midwives at least reflect what they have learnt about for the care provision to the 

baby. Majority of the midwives understood the requirement and standard of care to 

neonates. Deaths were perceived as a threat to better quality of services. On the other 

hand, Midwives do not know how to improve ventilation to the newborn babies who 

face difficulties in breathing. This is very crucial element toward reducing neonatal 

mortality. Some other components like death related to breast feeding difficulty 

(hypoglycemia), improper warm practice including skin to skin contact and warm 

environment (hypothermia) are either not well practiced. 

The study concluded that deaths to under 7 days new born remain static even after 

the Essential Newborn Care training provided to the midwives, with little down 

words trends to the babies after 7 (seven) to 28 days. Recommendations were 

provided in order to overcome available constrains including increased staffing, 

improved infrastructure, maintain strong supervision and frequently updated 

knowledge to midwives. 

Key word: Essential Newborn Care; Skills; Neonatal Mortality; Reduction; Zanzibar 
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CHAPTER ONE 

INTRODUCTION 

1.1 Background of the Study 

The World Health Organization recommends that all health providers especially 

nurses who perform delivery and those who come around delivery should understand 

the Essential Newborn Care in order to help client during pregnancy, child birth, post 

partum period and the newborn care. The essential newborn care aims to ensure that a 

health provider is an expert in the provision of care to the most at risk baby’s life. The 

Midwives were given ENC package as reference toward caring to the newborn baby 

and mother in order to obtained evidence based information especially in the range of 

initial newborn period (WHO, 2016). Studies suggest that the lives of the newborn 

baby can be saved by the use of locally available hospital environment. This is a very 

simple and easy intervention which is naturally available in daily life. The 

intervention such as: supporting breastfeeding; provision of warm environment, 

prompt cord care, understanding the danger signs, adequate treatment and improved 

referral system, providing special care to born baby and provided with skilled 

midwives to make sure the health of the mothers and babies are safe during delivery 

and after having birth because all of the intervention may lead to the survival of the 

newborn babies (Welfare, 2013). 

In order for the newborn baby to be healthy and survive it depends on the kind of care 

given after delivery. Although essential newborn care is very crucial towards reducing 

neonatal mortality but it is considered as normal routine care with minimum attention. 

The world agreed to be committed toward improving newborn health. Latest global 

assessment confirms that to be committed in improving of newborn health make huge 

contribution to the economic sectors (Wang et al, 2016). Although a large numbers of 

neonatal mortality died and others are not seen or even not documented, reasons 

remain uninvestigated as to why the health of the newborn are neglected. Maaloe et 

al. (2016) concluded that although the health delivery women can be determining by 

the one of the baby but it should be understood that the caring of the newborn baby 

should be close with the context of the maternal health and child health services. They 

further argued that numbers of newborn deaths can be prevented at a low cost and 

limited intervention to the newborn needs. It is estimated that almost two-thirds of 
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infant deaths occur in the first month of life, of whom, more than two-thirds die in 

their first week, and among whom, two-thirds die in their first 24 hours (Ahmed, I., et 

al, 2018). 

 Training is followed by supporting supervision where by those who attended the 

training are monitored to understand if they put theory into practice. A significant 

number of managers who visit the health workers do not do an effective inspection. 

While this is not wanted, supporting supervision is needed because it involves 

inspection and teaching at the same time. This is done on quarterly basis where the 

manager visit, observes, teach and document progresses. However, nowadays this is 

not done properly. It is known that good performance is the result of adequate skills 

and knowledge obtained from training. However, this does not necessary support 

achievement of the targets under inadequate follow up after the training (Heazell et 

al., 2016).  

It is estimated that about 10 million newborn babies required to be assisted in 

breathing each year and 5-10% of newborn are required to have means of 

resuscitation by open air ways through stimulation and clearing of the airways and 

positioning. Approximately 3-6% requires basic resuscitation with bag and mask 

ventilation. Improving the quality of neonatal resuscitation is more important 

especially in limited resource area where access to intra-partum obstetric care is sub 

optimal and burden of long term intra-partum impairment is highest. Delays in 

breathing for a newborn to establish own respiration with assisted mask ventilation 

could exacerbate hypoxia, thus increase the need for more advanced resuscitation. 

This suggests for emphasis on secondary prevention of hypoxic-ischemic injury by 

immediate stabilization and reverse pathophysiology in a non breathing baby 

(Cousens et al., 2009). Implementation of basic neonatal resuscitation methods such 

as HBB and NRP save life on the day of birth. However, a recent systematic review 

found that very few studies have documented longer term management and outcomes 

(Niermeyer et al., 2018). In order to improve long term neonatal survival, it is 

necessary to improve supportive care after resuscitation with available means and 

focus on prevention and improvement of the specially directed postnatal therapy.   
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The child mortality rate has in Tanzania has greatly diminished over the last 25 years. 

Rate of infant mortality slow down from 92 deaths per 1,000 live births in the 1991-

92 to 43 deaths per 1,000 live births in 2015-16. With the same period, under-5 

mortalities has declined from 141 to 67 deaths per 1,000 live births. 

1.2 Statement of the Problem 

To attain the SDGs, Ministry of health Zanzibar through Integrated Reproductive and 

Child Health Program has done several interventions in order to meet the desired 

target through provision of supplies, proper training and ensure adequate number of 

staff. Interventions such as: early initiation of breastfeeding, preparing warm 

environment, proper hygiene, cord care, recognizing early signs of danger and ensure 

proper treatment and referral system. Others include giving extra care to small babies 

and having skilled health workers attend mothers and babies at delivery and in the 

immediate post-partum period to increase newborn babies’ chances of survival 

(MOHSW, 2013).  

Sanei LC (2006) conducted a study on exclusive breast feeding in large scale 

community; the study concluded that maternal education is a predictor of neonatal 

outcomes suggested that most of newborn were survivor due to maternal education. 

Another study on brief antenatal health education increased mothers’ understanding of 

basic newborn care. Mothers retained this knowledge until the early post-partum 

period and during early infancy (Chomba, 2008). In reviewing the progress on MDG 

4 which aims at reducing child mortality, three operational targets were reviewed; 

these were: The Under five mortality rates, the Infant mortality rate and The 

Immunization coverage of DPTHB3 and Measles vaccine. All these showed the trend 

of U5MR slowly going down. Similar downwards trends have been observed for the 

Infant Mortality Rate and Immunization coverage.  Current data shows neonatal 

mortality rate is 29 per live birth (ZAHB, 2016) which suggests the need for 

evaluating nurses and midwives on the training provided and their outcome because 

no evaluation done to the moment that is why this study was intended to evaluate the 

outcome of ENC training for nurses and midwives in reducing neonatal mortality at 

Mnazi Mmoja Hospital in Zanzibar. 
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1.3. Study objective 

1.3.1 General objective 

The broad objective of the study was to evaluate the outcome of ENC activities for 

nurses and midwives in reducing neonatal mortality at Mnazi Mmoja Hospital in 

Zanzibar. 

1.3.2. Specific objectives 

i. To examine the practices by midwives during provision of health care to 

neonates.  

ii. To document the changes in provision of health care to neonate after ENC 

training.  

iii. To determine the midwives’ perception with the neonate death after ENC 

training  

1.4. Study Questions 

i. How do the midwives provide care to neonates? 

ii. In what aspect have the midwives changed in the provision of health care to 

neonate after ENC training? 

iii. What is midwives’ perception on neonate death after receiving ENC training? 

1.5. Significance of the Study 

The research findings helped midwives to improve practice on better management of 

newborn care services through applying basic principle of newborn on reducing 

neonatal mortality in Zanzibar. Consequently, the results used to direct the 

government on the right financial decision and measurement to be taken considering 

death of neonatal mortality. Results obtained from this study will also support the 

target settled by SDG and Zanzibar health policy which recommends to end 

preventable death of newborn to 12 by 2030. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

This chapter presents a theoretical and empirical literature review on the problem area 

including findings by others. In so doing previous writing and studies relevant to the 

problem are being explored, and within the frame work of the theory structure. The 

general orientation of this section provides a review and critique of previous work in 

the relevant area (Ndunguru, 2007). 

2.2 Theoretical review 

2.2.1 Definition of ENC 

World Vision defined ENC as the care given to every baby born regardless where or 

which size the baby is, including warmth, breastfeeding, breathing, cord care, prevent 

for infection and general clean lines. 

2.2.2 WHO recommended clinical actions  

i. In all new born babies’ delay cutting the cord after 1 to 3 minutes except for 

the one who need resuscitation the cord must be cutting within one minute.  

ii. Those newly-born babies who initiated breathing on their own, suctioning 

should be avoided, even if the baby is born with meconium-stained amniotic 

fluid.  

iii. Perform suction of the non-breathing baby who is full of secretions in the 

mouth and nose that can hinder effective ventilation.  

iv. If the baby born without breathing and has meconium-stained amniotic fluid, 

the mouth and nose (and trachea if possible) should be suctioned before 

initiating ventilation.  

v.  A bulb syringes should be used in low resource countries where single use 

suction catheters are not available. 

vi. Use ambubag to ventilate the newly born babies within one minute if do not 

start breathing despite drying and additional stimulation performed. 

vii.  It is recommended to start with 30% oxygen or by using ambubag with mask 

desirable to the baby especially when positive-pressure ventilation is needed 

to those babies under 32 wks of gestation.  
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viii.  40 breaths per minutes are encouraged and the heart rate should frequently 

assess after each minute.  

ix. Chest compression is hardly avoided to those very little babies as long as their 

body is still delicate.  

x. Ventilation should be stopped if the baby has no detectable heart beat after 10 

minutes of effective ventilation, or continues to have a heart rate below 

60/min and no spontaneous breathing after 20 minutes.  

2.2.3 Standards for preventing and managing newborn asphyxia  

i. Skilled health personnel who understand resuscitation procedure is only 

allowed to assist women for birthing with greater emphasis to the standard 

equipment for resuscitating the newborn babies who do not breathe 

spontaneously.  

ii. These skilled health personnel should proper understand the partograph and 

able to anticipate the desired risk to the newborn babies.  

iii. Necessary resuscitation equipment and supplies should be present and well 

monitored and be stored in clean, dry spaces. This includes a heat source or 

pre-warmed towels, a suction device, ambubag with mask for full and preterm 

babies and a clock.  

iv. Well designed referral system for newborn babies. A call centre should be 

available when necessary so that to enable linkage. A mechanism must be in 

place to record the health and care of each newborn. This includes facility 

records, referral records and baby health cards to ensure continuity of care.  

v. The babies who need resuscitation during delivery should be monitored 

urgently with assisted of breastfeeding.  

 

Skilled health personnel, whether attending home delivery or health facility, should 

have basic equipment necessary for deliveries, should have assisted equipments for 

newborn baby. These equipment must kept in a clean and dry area and must be 

checked well before uses.  
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2.2.4 Basic and essential equipments for resuscitation of newborn babies  

i. Should have a heat sources where necessary and pre warm towel or khanga 

ii. Penguin or suction device with single use catheter.  

iii. Ambubag with mask appropriate size for the babies 

iv. A watch or timer  

v. Any documentation device  

 

According to Pammi et al. (2016) continuous professional studies can be defined as 

on job training where by someone get knowledge while at working, which exclude 

formal education obtaining through undergraduate or post graduate education where 

by the participants gain knowledge and skills for the development of standard medical 

practice towards better quality of care to the community. 

Ministry of Health through Integrated Reproductive and Child Health Program is 

ensuring the health of mother and newborn are appropriate offered antenatal care and 

comprehensive emergence obstetric care. The health of neonatal mortality is 

continued to be recognized all around the world as public health priorities. Moreover, 

these rates in Africa have continued to rise instead of declining since the launch of 

Safe Motherhood Initiative 15 years ago. The trend is now towards “socially 

accountable” health care, meaning that the broader context of continuing professional 

studies should include individual, social and political aspect of health care and will 

involve widening of patient accountability, community, managers and policy makers 

(Laura H. & Dathan D, 2008).  

Continuous professional training planning should make sure it is aligning with the 

local and national priorities together with personal learning needs to enable the nurse 

midwives to focus on the governmental ways of thinking in order to reduce the 

problem. Since the number of midwives in sub-Saharan Africa and Zanzibar in 

particular, are limited, innovative ways of improving their knowledge and skills in 

highly effective targeted newborn interventions without removing them from the 

workplace. Midwives offer evidence-based, cost-effective high impact care (WHO, 

2008). Moreover, as competent health provider, nurse midwife can detect problems in 

the initial stage during child birth, plan and take measurable action and refer those 
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complicated cases for further management. Furthermore, their critical thinking and 

decision making skills contribute in saving the lives by making timely decision 

making and action taking. By doing this we can see the need to emphasize continuing 

professional studies among midwives in the working settings (Lund, S et al., 2016). 

Anecdotal literature confirmed that increasing the need of health services delivery has 

minimized the available time for professional continuing development activities in 

many countries coupled with less support from service providers in relation to staff 

needs (Fleet et al. 2008). Many researches on continuing professional development 

has been done in other countries but no documented evidence in Zanzibar to critically 

analyze the perspectives of essential newborn care practice for Nurses and midwives 

and their impact in achievement of SDG 3. Furthermore, the earlier generation of 

overwhelming the health information and advanced technologies in the 21st century 

required the greatest challenges to service providers’ ability to provide sufficient and 

effective high quality standard of care.   

The knowledge and skills obtained from academic qualification like diploma, 

undergraduate and post graduate is not enough to maintain competence and 

performance over the job especially in the course of nursing with midwifery; health 

provider should remain with updated evidence base knowledge through participating 

in the essential newborn care training programs. Individual learning activities can lead 

to awareness to the public and fostering good health outcomes. 

Essential and newborn care trainers should respond to the economic and political 

environment and must find good approach to sustain and improve the organization or 

agency health care work force that are now accompany with technological and 

organizational reforming. Furthermore, despite of the inadequate literature to support 

the link between the learned courses and their outcome, the need to increase emphasis 

to essential newborn care should be made so that to observe and report more cases 

occur in health setting (Wall, S.N., et al, 2016). Sharing the learning impact is very 

important as it allows the client to understand the learning process and might bring 

positive outcome to the services. In Zanzibar, it is assumed that continuing 

professional development (CPD), which encompasses continuing medical education, 

plays an important role in maintaining and improving the quality and efficiency of the 
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healthcare system by translating evidence into clinical practice. In other words, CPD 

serves as an important knowledge-translation strategy and is one potential approach 

that could be incorporated into the Knowledge to Action Process framework (TDHS, 

2012).  

The frame work for action which explains how knowledge is produced and 

implemented in healthcare, have two parts: the knowledge creation cycle and the 

action cycle. While the first cycle consists of the process of creating knowledge, the 

second one constitutes the process of applying the knowledge thus created. By using 

and understanding the knowledge and evidence into practice, continuous professional 

development pertains to the action cycle. The ways how to formulate and to improve 

performance in health care practice and, ultimately, health outcomes, continuous 

development strategies follow the dynamic and iterative process for knowledge 

translation (Legare et al., 2011). 

2.3 Empirical review  

Joshi (2012) did a study on knowledge and skills of basic care among new student 

nurses.  After being exposed to the training the results conclude that their knowledge 

and skills on essential newborn care was effective then before the training. This 

means that by allowing the student to be updated with essential newborn care seems 

to be a new technology toward reducing neonatal mortality. Garclrs et al. (2012) 

conducted population based, prospective, interventional pre – post design study on 

essential newborn care course among traditional birth attendants. This study evaluates 

the training implementation of the essential newborn care the results revealed that still 

birth babies were able to be managed after ENC training. So it emphasized to scale up 

this intervention to the other areas so that to get the desired effect. Elliott-Carter and 

Harper (2012) elaborated on the importance of keeping the baby skin contact to the 

mother immediately after delivery. The author stated that skin to skin contact help to 

initiate breast feeding, increase bonding and help to recover cesarean section and 

increase satisfaction to newly born babies.    

The study by Sodani S (2011) is based on essential new born care at Baratpur. The 

results of the study revealed that infrastructure is needed to the essential new born 

care unity and equipped with enough facilities to enable midwives to practice 
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effectively. Pradhan et al. (2011) elaborated that an over view of implementation of 

essential new born care program. Effective implementation of community based 

intervention program is important step toward newborn death.    

The study conducted by Saravanan et al. (2011) the intention was to assess the 

influence of essential new born care post training program and their effectiveness to 

make sure evidence based knowledge is disseminated. The training assured on the 

importance of essential new born care programs to midwives which have the positive 

results to the babies. A similar study was done by Goudar et al. (2011) a randomized 

control trial to evaluate the effect of WHO basics new born care training to perinatal 

mortality among midwives. The results concluded that there was a down words 

trending of perinatal mortality regardless of low resource country the study was 

conducted but the package was very successive. 

Matendo et al. (2011) conducted a secondary analysis on the effect of training of 

essential newborn care program among traditional birth attendants and midwives in 

Democratic Republic of Congo. The study concluded that that there was down words 

trending of neonatal mortality in the following year since essential basics training on 

neonatal mortality introduced. Manasyan et al. (2011) conducted the study to evaluate 

the WHO essential newborn care training in Zambia. Data were extracted the 

effectiveness of essential newborn care was evaluated. Training of essential newborn 

care was given to clinical midwives in their first level facilities. Before and after study 

of the effect of essential newborn care was evaluated. The result showed that, after the 

training neonatal mortality decreased from 11.5 per 1000 to 6.8 per 1000 live births. 

Samson LF (2011) said that, the package of ENC especially in low cost intervention 

was helpful in reducing neonatal mortality. All most any new born need to be assisted 

at the time of birthing, only 1% may require further management of child care 

because the rare events cannot be always anticipated, pediatricians and neonatologist 

may not be readily available and the care should be performed by the nurses. 

Midwives provided with essential newborn care training may enhance capacity among 

midwives. 

An observational study was done in order to assess the effectiveness of a new package 

of ENC life saving skills, the study involved 600 health care providers from different 
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cadres. The results noted that knowledge on ENC was significantly increased, skills of 

the participants were improved and a provider seems to be satisfied with the training 

(Grady et al., 2011). Schostak (2009) in Indian pediatric articles stated that the 

effectiveness of essential newborn cares a need to reorient midwives. Improvement of 

knowledge and skills reduces the mortality and morbidity of newborn and maternal 

morbidity level. Newborn need extra effort to deal with incase of emergence in the 

external environment. There for nurses needed to reorient more in order to be more 

capable. Kirkwood et al. (2009) conducted a new hints cluster randomized trial to 

evaluate the impact on package on essential newborn care intervention. The study 

done in Ghana with the aim of developing a feasible and sustainable community 

based approach to improve newborn care practices and improved neonatal survival. 

The results show that ENC has good training package and enable midwives to capture 

all information related to the training. 

2.4 Research Gap 

Several studies suggested that, brief antenatal health education increased mothers’ 

understanding of basic newborn care. Mothers retained this knowledge until the early 

post-partum period and during early infancy. In reviewing the progress on MDG 4 

which aims at reducing child mortality, three operational targets were reviewed; these 

were: The Under five mortality rates, the Infant mortality rate and The Immunization 

coverage of DPTHB3 and Measles vaccine. All these showed the trend of U5MR 

slowly going down. Similar downwards trends have been observed for the Infant 

Mortality Rate and Immunization coverage.  Documentary review done at Mnazi 

Mmoja Hospital indicated that neonatal and maternity ward were very congested with 

patient especially newborn baby who need critical care and high risk maternal 

services, the ward is not enough to provide the intensive care, infrastructure and 

general environment were not user friendly to the newborn babies. Current data shows 

neonatal mortality rate is 29 per live birth (ZAHB, 2016) which suggests the need for 

evaluating nurses and midwives on the training provided and their outcome because 

no evaluation done to the moment there for this study was intended to evaluate the 

outcome of ENC training for nurses and midwives in reducing neonatal mortality at 

Mnazi Mmoja Hospital in Zanzibar. 
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2.5 Conceptual Framework 

2.5.1 Explanation of Conceptual framework 

Neonatal mortality can be reduced by improving the following practice of essential 

newborn care package including: maintain warm environment good skin to skin 

contact, early initiation of breast feeding, good cord care, early detection of danger 

signs etc.  Health care change must be established by nurses through proper 

documentation of cases occur in the ward, good observable behavior showing by the 

midwives, good standard of care and proper use of guideline. Midwives must have 

good perception of those baby who have asphyxia even if he is looking normal and 

those abnormal such as preterm babies, all this new born babies need effective 

essential newborn care toward reducing neonatal mortality. 

Figure 2.1 Conceptual Framework 

Essential Newborn Care Training 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.1 Introduction 

This chapter elaborates the methodology that was used in this study. It details the 

study design, study area, study population, unity of analysis, variables and their 

measurements, sample size and techniques, types and sources of data, data collection 

methods, validity issues, data management and analysis, and ethical considerations. 

3.2. Research design 

This was qualitative non-randomized one short case study design in which a group of 

midwives were evaluated on skills for the training provided for the past 2 years. They 

were thereafter assessed for their performance towards reduction of neonatal 

mortality. The rationale for Case Study design was that of relatively quicker and easy 

to conduct, and the room to have data on all variables collected at once. 

3.3. Study area 

The study was conducted at Mnazi Mmoja Referral Hospital (MMH) in Unguja 

Zanzibar. The underlying reasons for choosing this hospital was that it is only hospital 

experience large number of neonatal mortality and also the area was easy to reach for 

data collection.  

Mnazi Mmoja hospital is situated at stone town area in urban district with the aim of 

receiving patient who need further management from other hospital in Unguja and 

Pemba. This is a semi autonomous hospital under the Ministry of health Zanzibar 

which has capacity of admitted 570 patients and more other from outpatient 

department. The hospital runs 24/7hours for both outpatient and inpatient. Some of 

the departments are Pediatric, Gynecology, Internal medicine (Gastrology, 

Cardiology, Pulmonary, and Nephrology), Surgery, Dental, Intensive care unit, 

Neurosurgery, Radiology, Ophthalmology, Acupuncture, Emergency, Physio and 

Occupational therapy. 

3.4. Study population 

All midwives working in the maternity ward who had attended Essential new born 

care training in the past two years were included in the study. In addition, the 
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Integrated Management of Childhood Illness Coordinator also participated in the 

study. 

3.5. Unity of analysis 

For the purpose of this study the unit of analysis was staff nurse midwives who are the 

groups of respondents together and Integrated Management of Childhood Illness 

Coordinator who helped the researcher during documentary review.  

3.6 Sample Size and Sampling technique 

3.6.1 Sample size 

Respondents were considered and guided by saturation principle where by 

participants was selected purposively. The midwives were considered appropriate to 

provide accurate and quality information so as to achieve the objectives of the study.  

3.6.2 Sampling technique 

i. Purposive sampling technique 

Purposive sampling is a non probability sampling method in which study respondents 

are selected based on their ability to offer desired information for the study. In this 

study, purposive sampling was used to select the target respondents based on their 

ability to provide detailed information to answer the study questions. 

ii. Convenient sampling technique 

According to Elker (2015) Convenience sampling is a type of non probability or 

nonrandom sampling where members of the target population that meet certain 

practical criteria, such as easy accessibility, geographical proximity, availability at a 

given time, or the willingness to participate are included for the purpose of the study. 

There for this study used such technique to those who are not possible to be included 

in the focus group discussion, because it was not possible to include all population at 

a time. 

3.7 Data collection tools 

In order to validate the data, two data collection tools were used including interview 

guide and HBB algorithm as reference during documentary review. This algorithm 

was used to measure consistency of the steps under the procedure to be done by the 

midwives.  
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3.7.1 Interview 

During the study, 20 respondents (19 staff nurse midwives, 1 IMCI Coordinator was 

interviewed: staff nurse midwives were involved to offer information on what they are 

doing during providing care to the new born baby after delivery. Interview data was 

recorded using audio device recorder and there was an interview guide that the 

researcher used during the entire interview. 

3.7.2 Documentary review 

The researcher reviewed national documents and other sectoral guideline within the 

ministry of health to make sure how support system committed on addressing 

neonatal mortality that assist health care providers in the provision of care. 

Specifically, the focus was to observe settled target and strategies aimed to overcome 

the consequences regarding neonatal mortality. On the other side, documentary 

review performed through assessing  (1) standard essential new born care chart 

booklet to verify more valid information of the neonates (2) availability of competent 

human resources for caring new born as compared to established requirement, (3) 

medical equipment and supplies necessary for quality new born care services and (4) 

availability of essential other forms like breastfeeding form, standard precautions and 

a guide for resuscitation like the guide of Helping Baby to Breath (HBB) 

3.7.3 HBB Algorithm 

Algorithm was used to verify and compare the information provided by the care 

givers on their uses of routine care of the baby after delivery, how they do use 

algorithm as well as reviewing supervisory book/report to see whether supportive 

supervision was done effectively. More emphasis was on case management like baby 

who have difficult on breathing. This was meant to show how resuscitation is done 

especially within one minute and nine after wards. 

3.8 Validity issue 

After being allowed to conduct the research from authorized institutions, the interview 

guide was pre-tested to Kivunge hospital which has similar characteristics, this helped 

to correct any contradicted questions then the mistake was removed or changed to 

insure validity of the study findings 
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3.9 Data management and analysis 

3.9.1 Data entry 

Data obtained were entered into software programmes ready for analysis. Qualitative 

data were entered in Atlas.ti software to assist analysis process. A verbatim process 

was performed to transfer interview audio data before being entering into the 

software. The interview transcripts were translated from Kiswahili to English 

language where a local translator was consulted to verify the information before 

started the actual analysis. 

3.9.2 Data cleaning 

Data cleaning for qualitative data involved reading the interview transcripts again and 

again to immense the meaning, key concept and ideas emerged from the data, this 

prevent problem such as misspellings, data entry problems, missing information, 

inconsistency or other illogical data, typing, spelling or calculation errors before the 

analysis takes place. 

3.9.3 Data analysis 

For the purpose of this study a content analysis approach was used to analyze 

qualitative data. The data was edited, coded and categorized into cases and themes. 

The result of this analysis approach was used to explain the outcome of ENC on 

reducing neonatal mortality. It was also used to analyze documentary review data 

concerning to availability of necessary guidelines for caring of the new born baby. 

3.10 Ethical issues 

It is a mandatory for researcher to consider ethical issues governing the public health 

research. Therefore, the following ethical principles were considered throughout the 

study; 

i. Permission to conduct the study 

It refers to acquisition of legal approval to conduct a research. According to Belmont 

report (1978) it is mandatory to obtain approval before conducting any study that 

involves human beings as subjects from appropriate legal authorities. Therefore the 

permission and approval to conduct this evaluation obtained from the Zanzibar 

Medical Research Ethical Committee under the Ministry of Health Zanzibar.  



17 

 

ii. Individual autonomy 

The principle involves consideration of human dignity; it illustrates free participation 

of the respondents after being fully informed about the study objectives, purposes, 

methodology, benefits and risk (Belmont Report, 1978). Therefore during the study a 

written consent form was circulated to those involved in the study, the study 

objectives was explored the methods, benefits and risk. They were asked for their 

willingness to participate while deserving the right to withdraw at any time during the 

evaluation without any restriction. 

iii. Confidentiality 

To ensure confidentiality in this study the following measures were considered: (1) 

Participants were not supposed to mention their names; they were identified by 

specific number given during the study. (2) Information provided treated as secret and 

will not divulged to any one beyond the purpose of this research 
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CHAPTER FOUR 

PRESENTATION OF THE FINDINGS 

4.1 Introduction 

This chapter presents the data obtained during field work. They are presented based 

on the study objectives. The chapter is organized into two sections.  The first section 

presents demographic characteristics of the respondents while the second section 

presents the research findings corresponding to the study objectives as introduced in 

the first chapter. 

4.2 Demographic characteristics of respondents 

The demographic characteristics are very important aspect in the research specially to 

determine the appropriateness of the selected respondents to provide information 

according to the study objectives and questions. The main aspects considered were 

educational level and working experiences of the respondents. 

Table 4.1 Demographic characteristics of respondents 

Variable Frequency Percentage 

Educational Level   

Diploma 11 55 

Bachelor Degree 7 35 

Master Degree 2 10 

Working experience   

Under 2 yrs 9 45 

2 to 5 yrs 8 40 

Above 5 yrs 3 15 

Source: Field data (2018) 

4.2.1 Educational level of the respondents 

Based on the study, the findings show that majority (55%) of the respondents have 

diploma level of education, followed by bachelor degree which with 35% and Master 

Degree with only 15% of the respondents (see table 4.1) 

4.2.2 Respondents Working Experiences 

Data obtained from the interview (See Table 4) indicated that 9 (45%) respondents are 

under 2yrs working experiences, 8 (40%) are from 2 to 5yrs experiences and only 3 

(8%) are above 5yrs of working experiences. The results suggest that employees who 
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are under 2yrs working experiences were the most care provider in the maternity and 

neonatal ward. 

4.3 Care practiced by midwives to neonates after delivery 

The study indicated that the nurses and midwives are aware of the care given to 

neonates after delivery. They are able to explain the procedures of routine care to 

neonates after delivery to those newborn babies who are born normally.  One 

interview respondent mentioned about the steps taken to deliver the baby, she 

responded that  

The baby after been delivery I have to dry him thoroughly with dry 

khanga, keeping the baby skin to skin to his mother and at the same 

time the baby can initiate breast feeding, keeping baby warm by 

covering the head by hat and apply khanga all over the body in order to 

prevent the baby from losing the heat 

Another respondent when asked about the routine care to the baby said that:  

First I have to identify the helper, wash my hand thoroughly, wearing 

gloves, clean up the mother’s perineum, support the mother, clean 

baby’s eyes after head delivery, deliver the baby and put her on the 

mother’s abdomen, then I will assess the breathing, cut the cord and 

covering the baby. 

The findings imply that nurse midwives understand the routine care of the baby once 

after delivery. Some of the respondents explained the procedures from preparation of 

herself, the ward and the mother. This was a quiet good but does not mean that those 

who explain the procedure after delivery have done wrong, actually no as long as they 

mentioned the basics steps and all important issues. 

Moreover, routine care is meant that the baby was born normally or crying/breathing 

but there are certain circumstances that the baby does not cry/breathing. This means 

that this baby needs critical care in order to make him survival through the procedure 

known as Helping Baby Breath (HBB). This procedure is provided within the 

Essential New Born Care training package (ENC) whereby the baby is helping to 

breath within one minute (Golden Minute). Actually this came when identified that 

birth asphyxia covers the second cause of neonatal mortality. There for Nurse 

Midwives must consider this package because this is one among the essential package 

that can help reducing neonatal mortality in Zanzibar. 
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The respondent was asked what they do if the baby is born without breathing or 

crying. One respondent said. 

 I will stimulate the baby on her back to enable her to breath, if did not 

cry I will assess the mouth if I found meconium or any secretions I will 

suck the baby by using penguin starting from the mouth to prevent from 

inhale the meconium and then nostril. If still not cry, I will cut the cord 

and place on the resuscitation table in order to continue with 

resuscitation. 

Another one said that; “If not crying stimulate the baby, if meconium suction and then 

ventilate the baby” 

Another one said that as I quote “Resuscitate the baby, if not cry help her with 

ambubag on the resuscitation table and if still not cry I will refer the baby to neonatal 

ward”. 

This procedure is well known by most of the midwives as one among the intervention 

that can help the baby to breathe normally. The respondents were able to explain what 

to do if found the baby is not crying or breathing once after delivery. Normally this 

activity of helping the baby who is not cry or breathe is done before the procedure of 

cutting the cord of the baby in order to speed up the resuscitation process as term the 

“GOLDEN MINUTE” because the baby was still on the mother’s abdomen. But on 

the other hand this procedure can prove failure where by the baby still not crying 

/breathing and here is the time where by another procedure of improve ventilation is 

followed. 

This is not commonly known by the respondents; they do know how to mention the 

term “IMPROVE VENTILATION” but they don’t know how it is done. This quoted 

from one of the respondent when asked what to do if all of the steps of helping baby 

to breathe failed, how she can improve ventilation? She said that: “I will ask for help, 

and refer the baby for further management”. 

Another respondent replied “I will give ambubag again, give Oxygen and assess for 

ABC (Airway Breathing and Circulation) and refer the baby”. 
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Maintain baby skin contact with his mother is another crucial issue when caring the 

newborn baby. This procedure is helping baby to maintain warmth and early initiation 

of breast feeding but this was not well done by almost all nurse midwives. 

One respondent argues that 

We are trying our best to keep the baby on the mother’s abdomen in 

order to maintain skin contact but this is only done in a short period 

usually done in order to cut the cord and then we take the baby to the 

scale for weighing 

Another one said; this is usually done theoretical but in practice not, because the 

ward is very congested and we want them to be birth safely other matters will be 

handle letters. This condition is worse to those delivered by scissors they are 

sometime not even see the baby for the whole day. 

4.4 Changes in provision of health care to neonates after ENC training 

The Ministry of health through Integrated Reproductive and Child Health Program 

make sure that the health care provider is provided with adequate knowledge and 

skills to strengthen capacity in provision of care to the new born baby. One of the 

major reasons of building capacity to the midwives is to enhance good behavior 

towards good quality of health. Before this program, the babies were treated 

separately, the service was not integrated, there was not consistency and the report 

was difficult to obtain. Ministry of Health established Integrated Reproductive and 

Child Health Program in order to integrate the services offered to the new born 

babies. The services integrated were immunization and management of newborn 

illness. After the establishment of the program, integrated report based on quarterly, 

semi annually and annually basis was received to Ministry of health through health 

Management information system for documentation. Essential newborn care initiated 

after this program and it was very effective because it now nurses midwives were 

trained in a package consisting of several modules. It was the intention of this study to 

document the aspect of change in provision of health care to neonates after ENC 

training. It is believed that changes of behavior must be occur mostly after someone 

received training. The experience shows that nurses before the introduction of training 

were not able to identify the baby with danger signs of the critical ill patients. One 

respondent when asked if there are any changes after provided with Essential New 
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Born Care Training replies as quoted: “This training helped me to priorities the care 

to the new born baby; I now understood what is needed at first and what is followed 

next based on the health of the baby after delivery”. 

Another one responded that… “I know how to handle the baby with danger signs”. 

Commonly the nurses provided with training are giving theory at first and then sent to 

the clinical area for practice what they have learnt. This notion seems to help them 

because they learn and practice at the same time, so this enables them to remember 

easily from what they learnt. “This training helped me to put theory into practice 

because at first I was frightened to help the baby with ambubag especially when 

looking at the baby’s physical appearance and how the delicate he is”. 

ENC training package has several components. Some of the components that have the 

most out come to their learning and practices were Helping Baby Breath, warming the 

baby and breast feeding. 

You know here the common complications of birth to neonates are 

asphyxia, hypoglycemia and hypothermia, so the components that have 

the most out come in learning and practice are HBB, breastfeeding and 

warming the baby because those are the package that helps reducing 

complications to the babies.  

One respondent replied that: “The procedure of warming and re warming the baby is 

more common to preterm babies because they are the one’s need adequate warm from 

their mother because of their condition”.  

On the other hand, nurses are very comfortable on the way they provide care to the 

neonates because they said that the training making them to be so competent specially 

to save the baby’s life. One interviewee said “I know how to deal with emergences; I 

can help the baby by myself and the availability of ambubag and penguin only”.  

This sounds great because they are well prepared during the emergences for those 

babies born with breathing difficulties but there are other components that needed to 

considered by nurses’ midwives especially when the baby born normally. Once after 

delivery the baby need to be given breast milk by putting her on the mother’s 

abdomen. This creates bond, initiation of breast milk and warming the baby. The 

behavior of keeping the baby away from her mother was more practiced by the nurses 
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before the training because of poor understanding. They do understand the important 

of keeping the baby skin to skin but the practice was poor, but things have changed 

now after the training. This relate to the following response:  

“A very little babies baby born normally and suffered from hypoglycemia since years 

now but I have the same cases to the preterm babies” In charge responded. 

In any circumstance, baby may be born preterm (28 weeks) or with low weigh 

(1.5kg). Usually these babies most of the time lose heat due to their condition and 

they need urgent care. The common care given to this baby is known as Kangaroo 

Method of Care. This care includes skin to skin to the mother, covering baby with hat, 

wearing socks and cover the whole baby with dry Khanga. The baby is given warm 

and re warming together with breast feed until discharge where by the baby has 2.5kg.  

4.5 Midwives’ perceptions with neonate’s death after receiving ENC training. 

Midwives explained different perceptions on neonate’s death after receiving ENC 

training including perceptions on supplies, in the preparation before attending 

delivery, on the way babies lose heat and on the challenges facing during caring of the 

new born baby. These are explaining in the following sections. 

4.5.1 Supplies of regularly used during resuscitation of the new born 

Majority of the respondents complained that the supplies used for resuscitation is 

inadequate compare to the number of deliveries and standard, as quoted below: 

We have only one ambubag, we don’t know what to do in case of the 

emergence, this sometime used to more than one babies depend upon 

the delivery status. ENC training taught us to use one ambubag to one 

baby but this is impossible because of the deficit.  

Nurses were noted to have difficulties with experiences of the baby with asphyxia, 

especially those who have secretions or meconium in the mouth, as quote from one 

respondent… 

We sometimes used our fingers to remove the meconium or secretion 

from the babies; sure we do this because we wanted them to survive 

and we don’t have even penguin in the ward, one among the essential 

equipment in the delivery is the availability of penguin as learnt during 

ENC training. 

Resuscitation table not available in the ward  



24 

 

We deliver the baby and if found asphyxia we transfer the baby upstairs 

to the neonatal ward for further management, ENC training 

recommend us to have resuscitation table in the ward in order to be 

prepared for emergences before transfer the baby. 

4.5.2 Preparation before attending delivery 

Before attending delivery, there are some measures to be taken, like preparation of 

equipments, ward, mothers, assistant and washing of hands. The results show that 

midwives perceived different in preparation before attending deliveries as quoted 

below; 

 The training guide taught us to prepare the assistant before attending 

delivery, this is good but their application is difficult due to lack of 

staff in the ward, I am attending three mothers at the same time what 

happened if emergence occurs?  

Also it was noted that some equipment is missing in the ward and making difficulty in 

the preparation of equipment based on the procedure. 

We don’t have galipot or kidney dish, soppy water for hand washing, 

watches and even apron so these keep us in a difficult time in 

performing properly according to ENC training guide  

4.5.3 Knowledge on the ways can baby loses heat  

Nurses’ midwives seem to understand the common ways where a baby can lose heat. 

Some of the ways are if the baby not covered by hat, if not wearing socks, keeping the 

baby with wetting khanga and if not skin to skin to his mother. 

First I was just aware of the common ways but now after the training I 

know when keeping the new born baby on the metal, leaving the baby 

on draught and if not drying the baby all these are ways can baby lose 

heat and leading to death if not dealt with 

Respondents complained that facilities that provide warmth to the baby are coming 

with relatives. It is thus very difficult to maintain the warmth to the babies.  

The tendency of baby to lose heat is possible because government were not 

distributing the facilities by themselves”... (Replies from the respondent) 

This study also revealed that nurse midwives used to speed up scaling the baby even 

when it was not necessary, thinking that it is one of the basic procedures for caring of 

the baby after delivery. 
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4.5.4 Challenges during caring the new born baby 

Midwives compete among themselves in caring the newborn baby especially between 

the labor room and neonatal ward. The labor room is located down ward while 

neonatal ward is upstairs. There is no resuscitation table in the labor room so if the 

baby born with asphyxia usually transfer to the neonate for further management, staffs 

from neonatal ward are complain that the baby were not treated well, they transfer the 

baby while gasping they don’t consider the APGAR Score that’s why you find them 

not improving even after resuscitation. 

One nurse from labor room when asked about the challenges replied that:  

The number of staff in this ward is not satisfactory, sometime you may 

find that two mothers deliver the same time and one of them is running 

into complication and another baby has asphyxia so I transfer the baby 

to neonatal ward and save the mother with complication. 

Another nurse from neonatal ward said; “The guide recommends having resuscitation 

table in the place you attend delivery; why this is not available in the labor room?” 

In adequate staff in the labor room seems to interfere the management of baby with 

complications, health orderly (ward attendants) is the one who some time transfer the 

baby to neonatal ward while she doesn’t understand what the baby is suffering or 

what the initial treatment has been given. “Some time the baby came here with ward 

attendant she doesn’t know anything about the baby. This leading to improper 

management to the baby due to poor communication” 

Some of mothers are remained to the hospital in order to breast feed their babies 

especially those with low birth weight or preterm babies. These mothers were 

complained by nurses because they refuse to breastfeed their babies due to 

misconception. 

Some death occurs unnecessary you may find that the mother of the 

baby is there with adequate breast milk refuse to come to her baby and 

breast feed the baby with the notion that the breastfeed contain blood” 

A quoted from the respondent 

Ward environment and infrastructure seem to limit the staff performance in attending 

neonatal services especially neonatal ward. The location of the ward and the services 
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provided is not satisfactory. Respondent answer when asked about the challenges 

during caring the baby… 

The ward is near the toilets all offensive smells fuse in the ward, the 

warm environment is not available in the ward because the window 

built with glass on top allowing free movement of air all the time which 

is not correct. According to what I have learned the ward itself must 

provide warm environment in order to prevent the baby from losing 

heat. 

4.6 Respondent’s suggestions on how to improve the care to the new born babies 

Suggestions provided by respondents on the way to improve the services with the aim 

of reducing neonatal mortality. Most of the suggestions are based on the following 

sections.  

4.6.1 Infrastructures 

The infrastructures are not user friendly with providers; maternity ward is found at 

downstairs while the neonatal ward is located at upstairs so it’s so hardly to manage 

the babies found with complications such as asphyxia and preterm cause this babies 

need an immediate care once after delivery. One provider responded in that: 

When the baby born with asphyxia I have to transfer him to the 

neonatal ward at upstairs for further management because I have 

nothing to do with him in this ward so I recommend the management to 

provide us the resuscitation table in order to avoid un necessary 

movement and help the baby 

Another one argues about the neonatal ward: 

At least we have supplies but the issues here is the environment of the 

ward, the ward is near to the toilets all bad smell are in the ward also 

the ward allow cross ventilation which is not recommended due to the 

babies condition because the babies need warm environments so we 

need your help to talk with management and tackle this problems, we 

have done a lot but no replies 

4.6.2 Staffing 

The participants strongly recommend that the number of midwives should be 

increased according to the staff requirements. There are some complaints from the 

midwives that one among the factors contributing to neonatal mortality is inadequate 

staffs in the ward, which results to delivery mothers in labor pain to be attended by 

only one nurse.       
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One respondent lamented that; 

Here we have four departments which is high risk ward, low risk ward, 

post operation room and labor room, all these wards most of time are 

full of delivery mothers with labor pain, usually the bed are occupied 

with two or three mothers and they are all need the same care from a 

single midwife. The government should look at us we are tired, the 

management should over look the maternity and equipped with 

adequate staff. 

This suggests several suggestions on how to overcome this problem of staffing. 

Findings also indicate that this is apparently known by the management but no 

measures have been taken to solve the problem. In addition, even the new staff are 

recruited and distributed to other wards rather than maternity. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



28 

 

CHAPTER FIVE 

DISCUSSION OF THE FINDINGS 

5.1 Introduction 

This chapter presents details of the discussion of the findings in relation to the theme 

as emerged in chapter four. The following concept will be discussed; (1) Care 

provided by midwives to neonates after delivery: (2) The aspect that changed in 

provision of health care to neonates after ENC training and (3) Midwives perceptions 

with neonate’s death after receiving ENC training. 

5.2 Care practiced by midwives to neonates after delivery 

The Essential Newborn Care Training Guide aims to ensure health workers have the 

skills and knowledge to provide appropriate care at the most vulnerable period in 

baby’s life. Health workers are taught to use the essential newborn care up to date 

evidence based information and management of babies with range of needs in the 

initial newborn period. To reduce neonatal mortality, the practice of midwives and 

other caring for newborn babies must be improved. This can be achieved by training 

more midwives and those caring for the newborn babies at the time of birth and in the 

early postpartum period. Interventions such as helping baby to breath, providing 

adequate warmth, supporting breastfeeding, ensure good hygiene, cord care, 

recognizing danger signs, and providing referral to all with critical conditions can all 

increase newborn born baby’s chances of survival.  

Moreover, routine care is meant that the baby was born normally or crying/breathing 

but there are certain circumstances that the baby does not cry/breathing, meaning that 

this baby need critical care in order to make him survival through the procedure 

known as Helping Baby Breath (HBB). This procedure is provided within the 

Essential New Born Care training package (ENC) whereby the baby is helping to 

breath within one minute (Golden Minute). Actually this came when identified that 

birth asphyxia covers the second cause of neonatal mortality. There for Nurse 

Midwives must consider this package because this is one among the essential package 

that can help reducing neonatal mortality in Zanzibar. This procedure is well known 

by most of the midwives as one among the intervention that can help the baby to 

breathe normally. The respondents were able to explain what to do if found the baby 
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is not crying or breathing once after delivery. Normally this activity of helping the 

baby who is not crying or breathing is done before the procedure of cutting the cord of 

the baby in order to speed up the resuscitation process as term the “GOLDEN 

MINUTE” because the baby was still on the mother’s abdomen. But on the other hand 

this procedure can prove failure where by the baby still not crying /breathing and here 

is the time where by another procedure of improve ventilation is followed. This is not 

commonly known by the respondents; they do know how to mention the term 

“IMPROVE VENTILATION” but they don’t know how it is done.  

Based on the findings, the study shows that although all most all midwives understand 

how to provide care to the baby at the time of birth, this also proved by Murphy 

(2019) that nurses who had received training since qualifying performed better than 

those who had not.  The practices of keeping the baby skin contact to the mother are 

poorly practiced by nurses. This was noticed as the most important procedure in ENC 

training package because it prevents the baby against hypoglycemia and hypothermia 

which leading to death of the neonates. This differs from the study done by Safari et 

al. (2018) who found that Skin-to skin contact provides an appropriate and affordable 

yet high quality alternative to technology.  

This is easily implemented, even in small hospitals of very low-income countries, and 

has the potential to save newborns’ and mothers’ lives. It is necessary to prioritize 

training of health providers to implement essential newborn care including SSC. 

Community engagement is also needed to ensure that all women and their families 

understand the benefits of SSC and early initiation of breastfeeding. This was also 

shown in the study done by Elliott-Carter and Harper (2012) stated that, keeping 

mother and newborn together during the time immediately after delivery has several 

benefits, which is the components of essential newborn care. A new care delivery 

model was instituted so the women who deliver by cesarean were able to recover with 

their infants and the outcome has been very positive with increased satisfaction as 

well as the promotion of breast feeding and maternal - infant bonding 

During the documentary review the study found that several steps has been outlined in 

the Essential Newborn Care Chart Booklet (2013) as a steps to be taken for the baby 

born with asphyxia. These are: -  
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i. Keeping the baby warm by clamp and cut the cord, transfer the baby to a 

dry, clean and warm surface, inform the mother that the baby has difficult 

initiating breathing and that you will help the baby to breath, keep the baby 

wrapped and under a radiant heater if possible  

ii. Open the air way by position the head so it is slightly extended, suction first 

the mouth and then nose where necessary 

iii. Ventilate if still no breathing by make sure mask cover the chin, mouth and 

nose, form seal, squeeze mask harder 2 or 3 times until 40 breaths/minutes, 

observe rise of chest if chest is not rising reposition head, check mask seal and 

squeeze ambubag harder with whole hand.   

From the interview also it was noticed that the midwives understand how to help the 

baby delivered with asphyxia (Sarah Andrews, Jo Charles, Rob Atenstaedt, 2011). 

The study revealed that the first two steps are well understood by the participants, that 

is keeping the baby warm and open the air way and their contents, ventilate if still not 

breathing is in adequate known by almost all midwives. Similar results found by the 

study done by Moshiro et al. (2018) and found that Midwives reported the ability to 

monitor labor properly, preparing resuscitation equipment before delivery, teamwork 

and frequent ventilation training as the most effective factors in improving actual 

ventilation practices and promoting the survival of newborns. They thought that their 

anxiety and fear due to stress of ventilating a non-breathing baby often led to poor 

resuscitation performance. Additionally, they experienced difficulties in assessing the 

baby’s condition and providing appropriate clinical responses to initial interventions 

at birth; hence, further necessary actions and timely initiation of ventilation were 

delayed. 

Another essential newborn care component studied was cord care. WHO advocates 

for hygienic practices while handling the cord of the newborn which is a common 

source of neonatal infection. There should be clean cord care procedures which are 

crucial in infection prevention. The umbilical cord should be cut with a clean 

(sterilized) blade and tied with clean (sterilized) materials, and no substances should 

be put on the cord stump (WHO, 1996). 
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5.3 Changes in provision of health care to neonates after ENC training 

The provision of care to the neonates start immediately after the baby is born, it can 

be either routine care or abnormal/emergence care, normally the care given to the 

baby is determined by the condition of the baby after birth. The qualitative study 

proves that nurse has change in knowledge and practice towards health care provision 

to the neonate; they were able to deal with emergences, take precaution measures 

when attending the patient before, during and after caring the neonates, they know 

how to priorities services, they are now able to identify the danger signs of a baby and 

decide what to do in nursing care plan.  

The results concur with the study done by Murphy (2019) found across all areas 

assessed, nurses who had received training since qualifying performed better than 

those who had not. Saravanan et al (2011) conducted a study to assess the 

effectiveness of essential newborn care program during delivery and in community 

care in developing countries. The aim of the study was to assess the post training 

program and in disseminating evidence based knowledge on essential newborn care 

program. The finding suggested that the training program improve the knowledge and 

practice among birth attendant. This is sound great because they are well prepared 

during the emergences for those babies born with breathing difficulties but there are 

other components that needed to considered by nurses’ midwives especially when the 

baby born normally. Once after delivery the baby need to be given breast milk by 

putting her on the mother’s abdomen. This creates bond, initiation of breast milk and 

warming the baby. The behavior of keeping the baby away from her mother was more 

practiced by the nurses before the training because of poor understanding. They do 

understand the importance of keeping the baby skin to skin but the practice was poor, 

but things have changed now after the training.  

Reducing neonatal mortality is a long way process that need several interventions 

including adequate training, provision of adequate supplies, good infrastructure, 

supporting supervision, documentation, good reporting system and changing of 

behavior among midwives and all related health workers in the respective ward or 

program. The study also shows that there was no relationship between nurses 

knowledge on ENC training and reduction of neonatal mortality, this were proved 

during the data obtained from documentary review done at Mnazi Mmoja Hospital 
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and found the death to newly born baby from birth to 7 days remain static with little 

down words trends to the babies after seven to 28 days. The results concur with the 

study done by Carlo and Goudar (2010). In clusters of births in which attendants had 

been randomly assigned to receive training in the Neonatal Resuscitation Program, as 

compared with control clusters, there was no reduction in the rates of neonatal death 

in the 7 days after birth, stillbirth, or perinatal death.  

 

5.4 Midwives’ perceptions with neonate’s death after receiving ENC training 

The midwives at least reflect what they had learnt during provision of care to the 

baby. Almost all midwives understood the requirement and standard of care to 

neonates, death were perceive as threaten towards better quality of services, that is 

why nurse midwives take all measurable efforts to reduce neonatal mortality. The 

perceptions of the midwives to neonatal death after receiving ENC training was based 

on the notion that basic requirements were not available in the maternity where the 

baby are delivered which hinder the quality of care as recommended in the ENC 

guideline which lead to the increasing of neonatal mortality, those are: supplies, 

preparation before attending delivery, the ways can baby loses heat, and the 

challenges faced when providing care to the new born baby. Sedgwick and 

Greenwood (2015) conducted a randomized controlled determine the respondent’s 

capacity in performing activities including the components of ENC to nurses students. 

Finally, the conclusion is that all most all students perform better than before the 

training knowledge and skills seems to be increased. It was there for ended that by 

using on job training as a kind of new technology can be an effective method. 

 Midwives did well on active labor and during early child birth period. Babies were 

well attended by midwives in all post labor services were attained. The babies were 

resuscitated in high performance also were able to identified all kind of danger signs 

in order to make sure the baby was safe but caring of the sick babies was not 

satisfactory, the general performance was low especially identified the sick babies. It 

was low for the scoring of (0.62 of 1). Across all areas assessed, nurses who had 

received training since qualifying performed better than those who had not. Poorly 

resourced and low case-load facilities had lower average knowledge scores compared 

with better-resourced and busier facilities (Murphy et al., 2019). 
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CHAPTER SIX 

SUMMARY, CONCLUSION AND POLICY IMPLICATION 

6.1 Summary of the study 

The study focused on assessing essential newborn care skills training for midwives 

and their outcome on reducing neonatal mortalities. The following objectives 

addressed in the study; (1) To practices by midwives during provision of health care 

to neonates; (2) To document changes in provision of health care to neonates’ death 

after receiving ENC training and; (3) To determine the midwives’ perception of 

neonates’ death after ENC training. The study used qualitative study approach to 

measure the performance of the midwives toward intended results. The study found 

that nurses uses their knowledge adequately on the newborn babies to make sure the 

unwanted death are prevented, but there are some factors which limit the standard of 

services to the babies including shortage of staff, inconsistency  supplies and poor 

infrastructure.  

6.2 Conclusion 

The study concludes that death to newly born baby from birth to 7 days remain static 

despite ENC training provision to the midwives, with little down words trends to the 

babies after seven to 28 days. Essential Newborn care training is well understood 

theoretically but only practiced to some extent. Midwives do not know how to 

improve ventilation to the newborn babies who have difficulty in breathing which is 

very crucial element toward reducing neonatal mortality. Certain facilities related to 

death related to breast feeding (hypoglycemia), improper warm practice including 

skin to skin contact and warm environment (hypothermia) are still not satisfactory.  

The following constraints were suggested by the respondents and must be addressed 

in order to overcome the situation; 

a. In adequate staff in the maternity ward at Mnazi Mmoja hospital and 

Mwembeladu 

b. Poor infrastructure of the ward i.e. maternity and neonatal ward causing 

newborn baby with poor breathing to be transferred upstairs for further 

management leading failure to meet the Golden Minute standard. 

c. Lack of supervision and follow up after training to the midwives 
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 6.3 Policy implication  

Zanzibar health policy should clearly state the recommended practices for the 

management of a newly-born baby who need basics essential care. Clinical care 

standards and locally adapted guidelines on newborn essential care components for 

each level of care in service delivery should be available and promoted. 

6.4 Recommendation 

The general recommendation is made to the Ministry of Health Zanzibar, Mnazi 

Mmoja Hospital and responsible program for under five (IRCHP) to make sure that 

the health of the newborn babies are adequately monitored by putting more emphasis 

on quality improvement. 

Recommendation 1: This study is recommend the Ministry of Health (MoH) 

Zanzibar  to provide adequate number of staff at Mnazi Mmoja maternity ward and 

Mwembeladu based on National requirement in order to minimize the un wanted 

death of the new born babies 

Recommendation 2: The management of Mnazi Mmoja Hospital should design 

standard ward for maternity and neonatal so that to obtain enough space and good 

flow of people. Special emphasis should be provided to the babies in the neonatal 

ward, who are critical ill, low birth weight, hypothermic and hypoglycemic babies by 

making sure they are provided with adequate feeding, incubator, penguine and drug 

supplies. 

Recommendation 3: Integrated Reproductive and Child Health Program (IRCHP) 

should make sure the midwives are frequently monitored after receiving each training 

through monthly supervision in order to keep them alert and report what they have 

done. Midwives should be updated with frequent upcoming training so that to enable 

them capable of doing their services in expertise manner in the provision of health 

care to neonatal and post partum mother at large. 

6.5 Limitations of the study  

The researcher experienced similar as a result of the fact that the ENC training 

package was very unique. This limited the respondents’ rich experience of details and 

thus caused repetition of the statements. 
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6.6 Areas for further study 

The focus of this study was to evaluate the essential newborn care training to the 

midwives and their outcome on reducing neonatal mortality. The results revealed that 

death to newly born baby from birth to 7 days remain static despite ENC training 

provision to the midwives and little down words trends to the babies after seven to 28 

days. Essential Newborn care training is well understood theoretically and practiced 

to some extent. The condition however is not elaborated. Midwives do not know how 

to improve ventilation to the newborn babies who have difficulty in breathing which 

is very crucial element toward reducing neonatal mortality. Further researches are 

therefore needed to investigate the death related to poor feeding (hypoglycemia) and 

improper warmth (skin to skin contact) in order to come up with the overall strategy 

toward reducing neonatal mortality in Unguja, Zanzibar. 
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APPENDICES 

Interview guide  

1. What is your academic qualification? 

2. How long have you been attending the new born baby? 

3. What do you understand by the term essential new born care training (ENC) 

4. How does the package of ENC training helping you in improving patient care? 

5. Which program within the package has the most outcome on learning and 

practice 

6. What supplies do you regularly use during deliveries? 

7. Explain the steps do you take for the baby once after delivery 

8. If the baby is born and baby does not breathe or cry what do you do 

9. What if the technique you tried does not work? Baby is still not breathing, 

what would you do next 

10. What supplies normally used during resuscitation of the baby 

11. How do you prepare yourself before attending delivery? 

12. What are the four ways can a baby lose heat? 

13. Are you comfortable on the ways you provide care to the babies after 

receiving ENC training? 

14. What challenges facing you during caring the new baby 

15. What do you suggest so that to improve new born care? 

 

 


