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ABSTRACT

Background: In this 2£' century with well advanced technology on medicahtment
we still lose a number of women and childrenn dyrichildbirth in Tanzania.
Emergency obstetric care is one of the strategieseflucing death during childbirth.
Objectives: The aim of this study was to evaluate the impleu#ont process of health
system strengthening program towards improving geray obstetric and newborn
care services specifically, ability of the heal#ttifities on providing EmONC services
after health system strengthening. The goal ofptiegect has been to improve EmONC
services by ensuring availability of funds for tag of health staff, procurement of
medical equipment and supplies to the health fesliof Kisarawe district.

Methodology: A cross-sectional descriptive study was condutielb health facilities
in the period of 2015-2017. The methods of datdectbn employed were mixed
methods of data collection whereby the data wadedeld through face to face
questionnaires to coordinators of the program csired questionnaire administered to
health staff, observation checklist and documentaggew of the facilities™ records.
Descriptive analyses such as bar charts, histogranescharts and percentages were
employed.

Results: The amount of support was not adequate since tigggan managed to support
just four facilities out of 35. Merely 19%-20% ofaff were trained for EmONC
services, and almost all were from the districtgiaé. There was a shortage of medical
equipment by 39.1-56.5% and medical supplies b$3%- for EmMONC services to all
selected health facilities except the district litaéd he dispensaries and health centers
could provide EmONC services at rate of 22.2-44e88tept the district hospital which
had 100 percent.

Conclusions: The implementation process of health system sthemgtg towards
improving EmONC services at selected health faedits not implemented successfully.
Recommendations:There is a need of more funds, and the districtishsee to it that
the program is implemented more effectively to isealset objectives and the

Government of Tanzania should also increase ivgastship.
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CHAPTER ONE

INTRODUCTION

This chapter includes the general overview of eegey obstetric and newborn care in
Tanzania.The presentation starts with tracing the backgroainthe research problem,
followed by statement of the problem, research ahjes and research questions,
significance of the study, description of the peogrto be evaluated and stakeholder’s
analysis.

1.1 Background

In this 2£' century with well advanced technology on medicahtment, we still lose a
number of women and children during childbirth iankEania. Maternal and neonatal
deaths could be avoided if we deployed the rightasnees during delivery of the
pregnant mother and newborn care (WHO, 2009).

According to WHO, one of the most effective medicare treatments for pregnant
mothers and newborn during childbirth is emergenbgtetric and newborn care
(EmONC) (WHO, 2009).

Tanzania Demographic and Health Survey (TDHS) 2@y6aled that the trend of
MMR since 1990 to 2015, there is a reduction fr&d0/100,000 live birth to
556/100,000, which is equivalent to 38% decreaskthis is shown in figure 1.1. This
is far behind the MDGs number 5, which requirecet of 75% decrease on MMR
from the year 1990-2015 (Rumishael et al, 2017).

Figure 1.1 Maternal mortality ratios (MMR) trend in Tanzania, 1990-2015
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Furthermore, Tanzania has shown remarkable achevem reduction of newborn
mortality (see figure 1.2). This achievement ndedse sustained and improved further.
The trend of child mortality in Tanzania since 19802015 revealed that, there was a
reduction of newborn mortality whereby child moitialdecreased from 53/1000 to
25/1000, infant mortality rate decreased from 000l to 43/1000, and under five
mortality rate decreased from 147/1000 to 67/1000 birth (see figure 1.2) (NBS,
2016).

Figure 1.2 Newborn mortality trend in Tanzania from 1999-2015
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The Kisarawe district in 2015 had MMR of 185/1@QQunder five mortality rate of
4/1000,infant mortality rate of 4/1000 and chil®mality rate of 12/1000 live birth
(KOFIH, 2016). This shows that the rates are lompare to National rates but still the
district was facing a problem of maternal, undee finfant and child mortality problem
hence more efforts are needed to improve the guafitthe maternal and newborn
services.

In this respect, the Ministry of Health, Communigvelopment, Gender, Elderly and
Children (MoHCDGEC) in collaboration with Korea Fualation for International
Healthcare (KOFIH) established a program calledltHe®ystem Strengthening, which
aims at implementing the maternal, newborn andidielalth (MNCH) programs, which
is in line with ONE PLAN Il strategic plan in PwaRiegion of Tanzania. The health
system strengthening program toward improving EmONErvices is being
implemented within a period of six years startimgni 1st July 2016 and ending on 31st
December 2021 with a total grant of 3,000,000USD #re sites are Kibaha District,
Kibaha Town Council, Kisarawe District, Rufiji Dratt, Kibiti District and Mafia
district (KOFIH, 2016).



1.2 Statement of the Problem

Kisarawe district is one of the districts of Pwaagion which in 2015 was facing
with the problem of maternal death (MMR of 185/1® live birth) and child

mortality (under five mortality rate of 4/1000,imfamortality rate of 4/1000 and
child mortality rate of 12/1000 live birth) (KOFIH2016).This was due to poor
quality of the EmONC services. For example, in Kasee district only 5% of health
care staff received training on EmMONC services, rgriour Health Centers of the
District; only one, Masaki Health Center is prowigi CEmMONC services and is
partial and not fully comprehensive due to a shlymtaf trained staff, medical
equipment (KOFIH ibid). The district hospital alead a shortage of trained staff,
medical equipment and supplies. Furthermore, the® no specific fund budgeted
for improving EmMONC services and this made it inglole to deliver 100%

requirement of comprehensive services (KOFIH ibidhe program aim at

improving the quality of EmMONC services by increasihe health facilities that
provide BEmMONC and CEmONC services whereby 70%riofiary health facilities

will provide BEMONC services; 50%o0f health centeasl 100% of hospitals will

provide CEmONC services by 2021( KOFIH ibid).

The program intends to do is based on WHO recordatems in 2009 whereby the
availability of BEmMONC services for primary healftcilities will be by 70% and

CEmMONC services for hospital facilities by 100% dmehlth center facilities by
50%. All mentioned criteria would be attained byequdate fund allocation to
EmONC services, capacity building to health staffl gorocurement of medical
equipment and supplies (WHO, 2009).

The maternal and neonates deaths have continuéd tne of the public health
challenges in the district hence there is a needcdnduct an evaluation on
implementation of the health system strengthenmgatds improving EmONC

services in Kisarawe district.



1.3 Evaluation questions

1.3.1 Main evaluation question.

The main evaluation question:-To what extent diel strengthening of health system

improve emergency obstetric and newborn care ssvit selected health facilities in

Kisarawe District?

1.3.2 Specific evaluation questions.

To what extent were funds disbursed, utilized teriove emergency obstetric
and newborn care services at selected healthtfesiin Kisarawe District?

What is the percentage of the staff trained on gemay obstetric and newborn
care services at selected health facilities in tais@ District?

To what extent were medical equipment and supphexured, utilized on
emergency obstetric and newborn care servicesletted health facilities in
Kisarawe District?

To what extent were medical supplies procuredizetl on emergency obstetric
and newborn care services at selected healthtfesiin Kisarawe District?

What is the percentage increase of the emergenstetoic and newborn care

services at selected health facilities in Kisar@istrict?

1.4 Evaluation objectives:

The objectiveof the study is to evaluate the implementation @sscof health system

strengthening program towards improving emergenbgteiric and newborn care

services at selected health facilities in Kisar@istrict

1.4.1Specific evaluation objectives

To find out the extent to which funds disbursed evettilized to improve
emergency obstetric and newborn care servicesletted health facilities in
Kisarawe District.

To find out the percentage of staff trained on gecy obstetric and newborn

care services at selected health facilities in as& District.



iii. To investigate the medical equipment and supplieeyed and utilized for
EmONC services at selected health facilities irakasve District.

iv.  To investigate the medical supplies procured ailided for EmMONC services at
selected health facilities in Kisarawe District

v. To find out the percentage increase of the emeygebstetric and newborn care

services at selected health facilities in Kisar@istrict
1.5 Significance of the evaluation

Emergency obstetric and newborn care services bese implemented since 1997 with
intention to reduce maternal and newborn mortalibereby the EmONC services can
be improved through health system strengtheningvever, efforts to reduce maternal
and neonatal mortality in Kisarawe are impeded bgjom challenges, including a
shortage of trained staff and lack of medical em@pt and supplies. In addition,
inadequate resources such as funds contributedfisggrly in limiting the efforts

towards reduction of maternal and neonates mortaitsarawe district has been a
major focus of KOFIH health system strengtheningvaims improvement of the
EmONC services program for six years. The Kisaraigéict being a pilot district to

implement the health system strengthening progmmands improving of the EmONC
services in the country. This evaluation reportl \wénerate information which other
districts with the same project would acquire tgiove the quality of life and reduce
the maternal and neonatal mortality rates in thanty as a whole. Further this
evaluation aimed to evaluate the implementationcgss of the health system
strengthening towards improving EmONC services uralr settings health facilities
where it will discover the core issues which adsdlrié® reason for existing poor quality
of EmMONC services from health facilities despite #fforts by the government to
improve EmMONC services at health facilities. Fipalthe evaluation enabled the
evaluator to attain a Master of Science in Healthnkbring and Evaluation. It is an
essential requirement to undertake an evaluatian fogram of your choice as partial
fulfillment criteria for acquiring the said quatftion. This is the main significance of

this evaluation



1.6 Description of the program to be evaluated
1.6.1 Objectives of the program

The objective of the program is to improve healifstem strengthening through
reproductive, maternal, neonatal and child heatttmption. This can be achieved by
fund disbursement to EMONC services, capacity mgldo health staff on EmONC
services and procurement of medical equipment apglies for EmMONC services.

The program has four outcomes which are-

a) To increase the percentages from 62.5 to 9@tehatal care visits by 2021.

b) To increase the accessibility to health servige2021

c) To improve the capacity of human resources éaith by 2021

d) To improve EmONC services by increasing the gatiages of health facilities that
provide BEmONC and CEmMONC services that is 70%rohary health facilities will
provide BEmMONC; 50%o0f health centres and 100% apltals will provide CEmMONC
services by 2021

In 2015 Kisarawe district 40%-50% of hospitals 208c of health center could provide
CEmMONC services while 20% of primary health faig$tprovided BEmONC services.
Therefore the program aims to increase services f&D-70% of primary health
facilities will provide BEMONC,; 20-50%o0f health dess and 40-100% of hospitals
will provide CEmMONC services by 2021 (KOFIH, 2016)

Table 1.1 Improvement of EmMONC services in prograntife span

Level of facility Services Year 2016 Year 2021
District Hospital CEmONC 40% 100%
Health centers CEmONC 20% 50%

Health center BEmMONC 20% 70%
Dispensary BEmONC 20% 70%

Source KOFIH-2016



1.7 Major strategies

The major strategies of the program are in linehwvite draft of National Road Map
Strategic Plan to accelerate the reduction of mateand newborn deaths (2015) which
are;

a) Equitable Access to Quality Health Services.

b) Promotion of Reproductive Health behavior.

c) Improving quality of health services.

d) Advocacy - to change laws/policies.

e) Strengthening referral System.

f) Capacity building.

g) Research, Monitoring and Evaluation.

h) Collaboration and Partnership.

i) Financial Resources.
1.8 Program activities and resources

The program aims at health system strengtheningugfr reproductive, maternal,
neonatal and child health promotion with total grah3,000,000 USD. The activities
include:

a) Disbursement of funds for EmMONC services.

b) Renovation of Labour ward in District hospital.

c) Construction of new obstetric theatre at Manemgo and Mzenga.

d) Procure medical equipment and supplies for hdatiilities in Kisarawe District.

e) Procure ambulances for district hospital.

f) Orientation of RHMTs and CHMTs on evidence baggldnning of MNCH
interventions.

g) Training of health workers on EmONC services.

h) Supportive supervision of EmONC services.

i) To conducts quarterly and annual meetings omodctive, maternal, neonatal and
child health.



Table 1.2 Program logic model of implementation ofiealth system strengthening

INPUT ACTIVITIES OUTPLET OUTCOMES IMPACT
-Funds -Disbursement of fund -Amount of -Improved
Time - Rehabilitation of funds EmONC
o available services
‘Human health facilities -Number of Reduction of
-Construction of new new theaters -Increased maternal and
resource bstetric theat constructed capacity of newborn
Building obstetric theatre. -Number of = human mortality and
-Procure of medical medical resource morbidity
material . equipment
equipment and procured -Increased
-Venue supplies, ambulance, -Number of access to
o kits of medical maternal and
-Transport -Training health worker supplies newborn care
-Stationary on EmONC services procured
) ) ) -Number of -Increased
-Medical - Orientation of health workers| | ANC visits.
i regional health trained on
equipment 9 EMONG
and management teams services
) (RHMTSs) and council -Number of
supplies meetings
health management conducted
team (CHMTS) on -Number of
. supervisions
evidence based conducted
planning of MCH -Number of
) ] health
interventions facilities
-To conduct monthly renovated
and annual meetings o
reproductive, maternal,
neonatal and child
health.

Source (KOFIH, 2016)
1.9 Stakeholder analysis

Stakeholders are health workers, CHMT and KOFIH nftation that are key
implementers of the program who provided informatithrough face to face
guestionnaire and questionnaires. Stakeholders @éitision-making authority after
receiving the evaluation report as feedback on emgntation of the program are
RHMT and PORALG. The last key stakeholder is peremaisecretary of MOHCDGEC



for further decision making as a policy maker andtoller of public health facilities.

Their involvement is as described in table 1.3

Table 1.3 Stakeholder analysis

S/IN  Stakeholder Role inthe Interest or Role in Means of Level of
program perspective on evaluation communication importance
the evaluation

1 KOFIH Funder of the Effective Receiving Evaluation High
program improving evaluation report and Face
EmONC feedback to face
services guestionnaire.
2 MoHCDGEC Supervisior  Effective Providing Evaluation High
at Regional  improving program report and
level EmONC document and program
services base line data document.
3 PORALC Supervisior  Effective Receiving Evaluation High
at Regional  improving evaluation report
level EmONC feedback
services
4 RHMT Supervisior  Effective Receiving Evaluation High
at District improving evaluation report
level EmONC feedback
services
5 CHMT Supervision  Effective Interviews and Face to face High
at Facility improving document guestionnaires,
level EmONC reviews evaluation report
services Observation
checklists and
Documentary
review
6 Health facilities Implemental Effective Questionnairs  Self administe  High
workers on improving / document questionnaire
EmONC reviews
services

Source: researcher 2018



CHAPTER TWO
LITERATURE REVIEW
2.1 Introduction

This chapter presents the literatures related & dtudy. It includes conceptual,

theoretical and empirical literature review
2.2 Theoretical Literature Review

Theoretical literature review consists of the défin of key terms, theories of health

systems strengthening towards improving EmONC sesvi
2.2.1 Definitions of Key Terms

2.2.1.1 Maternal health

Maternal health refers to the health of women durpregnancy, childbirth and the
postpartum period. While motherhood is often atpasiand fulfilling experience, for a
number of women, it is associated with sufferinghealth and even death (WHO,
2018).

2.2.1.2 Maternal mortality

Maternal mortality is the death of a woman whileegmant or within 42 days of
termination of pregnancy, irrespective of the doratand site of the pregnancy, from
any cause related to or aggravated by the pregnandg management but not from

accidental or incidental causes (WHO, 2018).
2.2.1.3 Maternal mortality ratio

Maternal mortality ratio (MMR) is the number of m@snt maternal deaths within 42
days of pregnancy termination due to complicatioh@regnancy, childbirth, and the
puerperium (Latin) in a particular geographicalaateountry, state, etc.) divided by the
total resident live births for the same geogragharea for a specified time period,
usually a calendar year, multiplied by 100,000 (W2Q18).
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The higher MMR ratio is mostly contributed to byettow quality of maternal health
care services at health facilities, especiallyadmote areas. This is due to shortage of
skilled staff, weak referral systems, lack of asamsEmergency Obstetric and newborn
Care (EmONC) during obstetric complications, in qudde medical equipment, poor

infrastructure and limited resource to finance tesérvices (WHO, 2009)
2.2.1.4 EmMONC

The notion of emergency obstetric and newborn ¢gr@ONC) was introduced by
WHO, UNFPA and UNICEF in 1997 as an organizing feavark for the delivery of
evidence-based clinical services, as a significemiponent of any program to reduce
maternal and newborn mortality (Paxton.A, et alp20 Emergency obstetric and
newborn care (EmONC) refers to life-saving servides maternal and neonatal
complications provided by a professional in a hed#cility which consist of two
categories BEmMONC and CEmONC. (WHO, 2009).

2.2.1.5 BEmONC

According to WHO (2009) guidelines on Monitoring emency obstetrical care,
basic emergency obstetric and newborn care (BEmQ&I&)care provided with skilled
staff, especially at the primary level that is @ispary and remote health center (WHO,
2009). The care provided at BEmMONC are parentendbiatics, uterogenic drugs,
parenteral,manual removal of placenta,removal @fimed products,performing assisted
vaginal delivery (AVD) and performing basic neonat@suscitation. Improving the
availability, accessibility, quality and utilizatioof EmONC services for the treatment of
complications that may arise during pregnancy dtiith and the postpartum period has
proven as one of the effective measures to redwatermal and neonatal mortality. The
guidelines for EmMONC services recommended thaetkkould be four health facilities
offering basic and one facility offering comprehigassmergency obstetric and neonatal
care (WHO, 2009).

2.2.1.6 CEmONC

According to WHO guidelines on monitoring emergenaybstetric care,

CEmONC(comprehensive emergency obstetric and newbare) is a care provided
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with skilled staff, especially at a level of healtenter, district hospital and referral
hospitals. The facilities which provide CEmMONC seeg should have the following
capability of performing all seven signal functiopsrformed by BEmMONC services
plus two major additional signal functions, whicre:aPerforming Caesarean Section

delivery and blood transfusion services (WHO, 2009)

2.2.1.7 Skilled staff

A skilled staff is a qualified health expert suchamidwife, doctor or nurse who has
been educated and trained with the ability in tkélssneeded to manage normal
(uncomplicated) pregnancies, childbirth and the edrate postnatal period, and in the
identification, management and referral of compi@as in women and newborn
(WHO, 2004).

2.2.2 Theories of improving EmONC services

Theories relating to strengthening of the healttesy will improve emergency obstetric

and newborn care services at health facilities.

2.2.2.1 Systems Thinking for Health Systems Strerfuygning

A system thinking states that, failure for a systewuires a full system solution and not
a short-term remedy (WHO, 2009). Take, for instancehealth system strengthening
the responses of many systems so far have beenafigremnsidered insufficient. The
powerful tool for guiding health investment is thgh systems research in order to
identify where some of the key blockages and chghe lie, and to design sound,
synergistic and system-ready interventions targetitose weaknesses. Furthermore, it

helps in evaluation and redesigns the interventidrise program (WHO, 2009).
2.2.2.2 Process of implementing EmONC services

The process of implementing EmONC services is dithto two stages in which the
first stage involves preparatory stage, and secstage is service delivery. The
preparatory stage consists of renovation and maanige of medical equipment and

supplies, facility setup, data collection, trainirggaffing and team building while the
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service-delivery stage consists of availabilityjlizdation and quality of EmONC
services (Luwei Pearson, 2005). This is as showthefiollowing figure 2.1

Figure 2.1 Process of implementing EmONC services
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2.2.2.3 How to implement EmONC services

Renovation and maintenance involving constructiexpansion and rehabilitation of
facility to meet the requirement condition to pa&iEmMONC services consist of things
like logical flow and barriers to reduce infectioventilation, water and sanitation,
spaces for service delivery as per WHO guidelina$ geographical location suitable
for target population (WHO, 2009). Medical equipmemd supplies essential for
EmONC services should be procured utilized as pétOAguidelines stated, the
functionality of equipment and availability of @gether with supplies like delivery kits,
syringes and cannulas, gloves, gowns, forceps, B€himes, suction machines, suction
tubes, oxygen cylinders and others as stipulatethén guidelines (Luwei Pearson,
2005). These facilitate availability of signal ftienn for EmMONC services. Staff skills,
including identifying skills of health care provideand upgrading their competency
knowledge on EmONC services such as Life-savindisSkncluding manual vacuum
aspiration (MVA) help the baby to breath, spinah@sthesiaresuscitation, administer
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of parental, anticonvulsive and antibiotic, perfarghof a caesarean section and others

as per stated in EmMONC service guidelines (Luveairfon ibid).
2.2.2.4 Skills of health-care providers in EmMONC seices

Deficiency on EmONC services is highly contributedy lack of knowledge and skills
of health care providers. Therefore, in order tsuea improvement on EmONC
services, there is a need of training of healtle paoviders. The training should involve
orientation, reorientation, regular in-service niag and mentorship on EmONC
services, especially in managing obstetric and wewloomplications. The best way to
deliver in-services of EmONC training should beotigh evidence based learning
method (Charles A.Ameh, 2015) for instance, slaligl drills approach whereby the
technique will be practiced until it becomes auttoadly performed by the health

provider.

There are many packages for training of EmMONC $esvsuch agsmerican College of
Nurse-Midwives (ACNM), generic Centre for Materrmhd Newborn Health at the
Liverpool School of Tropical Medicine (CMNH-LSTM)Advanced Life Support in
Obstetrics course (ALSO, 1990), Managing Obstdirieergencies and Trauma (MOET
— 1998), Advances in Labour and Risk ManagementARM — 2003), Essential
Surgical Skills with Emphasis on Emergency Materaatl Newborn Health (ESS-
EMNH - 2007), Essential Steps in Managing Obstéfrieergencies (ESMOE — 2008)
(adapted from CMNH-LSTM EmONC package), Practichktetric Multi-Professional
Training (PROMPT — 2009), PRONTO (2009), Esserievborn Care Course (ENCC
— 2010), Helping Babies Breathe (HBB — 2011) antpidg Mothers Survive Bleeding
after Childbirth (HMS-BAC — 2013). Out of the memied packages, the mandatory
ones are ALARM, ALSO, MOET and PROMPT. In a welsmarced country, the
PROPMT package has the additional advantage afitgaimultidisciplinary maternity
care teams together within their local settings ai@® A.Ameh ibid). Furthermore,
Maternity care providers who underwent training BmONC services have shown
significant improvement in knowledge and skillseafthe training and showed a change
in practice and performance, and there was sigmficup-skilling’ of maternity care
providers (Charlse A.Ameh ibid).
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2.3 Empirical literature

Other researchers have written on implementatiothefhealth system strengthening

program towards improving EmMONC services
2.3.1 Improving EmMONC services

A five-year project conducted to 27 health fa@ktiwhereby 4 were hospitals, and 23
were health centers in the province of Sofala iredwobique. The aim of the program
was to improving access, quality and utilization EENONC services. The research
revealed that by improving infrastructure, capabityiding, management support such
as supervision, logistic for medical equipment augplies increased the number of
EmONC facilities by 78%. Further the number of wormeho were treated for obstetric

complications tripled, with a decline of maternahths by half (Santos et al, 2006).
2.3.2 Funds disbursement for EmMONC services

A qualitative study conducted by Mkoka 2014 on gouwy the implementation of
EmONC services in Kongwa district revealed that timplementation of EmMONC
program was accompanied by success and challertgg®ly in order to be successful
in the implementation of EmONC program, there isneed of multiple partner
approaches and for effective partnership, the ableach partner should be well defined
in a clear working frame within the health systefrpartnership (Mkoka et al 2014).
The study shows the successes obtained were; sadreastitutional delivery, increased
number of ambulances, training service provider&mmONC services and building a
new rural health centre, which provides CEmONC isess whereby these were
associated with availability of funds and good kEratiip skills within the team together
with partnerships that existed between differenbracsuch as the Non-Governmental
Organization (NGO), development partners and Iqualiticians. Furthermore, the
challenges were related to governance issues &aratit levels and included delays in
disbursement of funds from the central governm&mistages of health workers, unclear
mechanisms for accountability, lack of incentivesmotivate overburdened staffs and

lack of guidelines for partnership development (et al.,2014).
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2.3.3 Training of health staff on EmONC services

This is an assessment study on skills and dritesvention to improve EmONC services
at the state of Karnataka in India, which was catell by Varghese et al 2014. The
study was quasi-experimental, with four intervemsicand four comparison facilities
using case sheet reviews, tests among providees, gmd post-knowledge, objective
structured clinical examinations (OSCEs) and qatilié in-depth interviews. The

assessment revealed that knowledge and skills anm@adth care providers had
improved significantly in the intervened facilitiebut the improvement was not
sufficient to translate into better diagnosis andnagement of complications. Hence
there was a need for system-level changes and agegquservice training would also

be essential to improve maternal and newborn earaces (Varghese et al, 2016).
2.3.4 Emergency Obstetric and Neonatal Care (EmONGQervices availability.

A cross-sectional survey study conducted by Mugamtial 2017 in mainland Tanzania
and published in 2017 reveals that the distribudrEMONC service is below the
optimal level required for geographical locationemsby more than half of the region’s
EmONC service facilities are concentrated in towd at the city center. This is a
failure to meet minimum requirement of evenly gequpical distribution according to
UN standard. (Muganyizi et al, 2017).

2.3.5 EmONC services improvement

A descriptive cross-sectional study of assessiegSignal functions EmONC services
as an intervention for reducing maternal mortalgs conducted by Tembo et al 2017
between November 2014 and February 2015 at 35@aht private health facilities in
Lusaka District Zambia. The study revealed thathef 35 (25.7% private and 74.2%
public) health facilities evaluated, only 22 (62)8%ere staffed 24 hours a day, seven
days a week and provided obstetric care three raqmibr to the survey. Overall, 3or
(8.6%) and 5or (14.3%) of the health facilities ypded Basic and Comprehensive
EmONC services, respectively and this implies thate are unmet needs for BEmONC
as health facilities fell below the minimum UN siand. In addition, the public health

facilities with capacity to perform signal funct®should be upgraded to Basic EmONC
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status, and efforts should focus on enhancing humeswurce capacity in EmONC
services with improving infrastructure and supphain. Further, the Obstetric health

needs and international trends must drive poli@nge (Tembo et al, 2017).
2.3.6 Procurement of Medical equipment and supplie®r EmONC services

This is an assessment survey study conducted khemdilirg et al in 2017 on EmONC
services performance to 18 facilities in the rutatrict of Magu, Tanzania. The 18
facilities were 13 dispensaries, four health centard one district hospital. The results
revealed that none of the facilities could be &blgerform at the expected level for
emergency obstetric and newborn care because Inmcgiired signal functions were
provided. This was due to lack of skills to perfosignal functions, availability of
essential drugs, medical supplies and medical egeip Hence there is a need for
training of health care providers, procurement sdemtial drugs, medical supplies and

medical equipmenMiltenburg et al, 2017).
2.3.7 Experience of improving EmONC Services in Taania

An evaluation was conducted by Florina Serbanesom fCDC of practicals and

outcomes from the implementation of EmONC prograr@d13 in Kigoma Region. The
project aimed at decreasing maternal mortalityughoimproved EmONC services. The
study revealed that facilities, which received suppduring the project performed
highly in EmMONC services compared to the ones didreceive support. For example,
the facilities had a generator to ensure the ébitgtis available 24hours/7days, motor
vehicle for referrals, telephone and radio as mednsommunication were available,
use of partographs and active management of treestage of labour, ability to perform
assisted vaginal deliveries (AVD), availability wiedical equipment and supplies. All
facilities which received the support have showmpéoform well in providing EmONC

services and had lower maternal deaths (Florineg®eiscu, 2013).

Mkoka et al 2014 conducted a qualitative study Zch&alth facility managers: 14 from
dispensaries and three from health centers: (twonlees of the Council Health
Management team and one member of the Council iH&atvice Board). The study

revealed that there was the unreliability of obtagndrugs and medical supplies, which
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compromised the timely provision of quality EmONEnsces. Multiple approaches
should be used to address challenges within thi#hhegstem that prevent access to
essential drugs and supplies for maternal healtlerd should be a special focus on
improving the governance of the drug delivery systso that it promotes the
accountability of key players, transparency in t@ndling of information and drug
funds, and the participation of key stakeholderdgegision making over the allocation

of locally collected drug funds (Mkoka et al., 2014

Lastly but not least an assessment conducted byrB&k al 2014 of availability,
utilization and quality of emergency obstetric carélai district, located in Kilimanjaro
region, northern Tanzania 2014 reveals that two prelrensive EmONC facilities
(CEmMONC) could provide all the nine required sighadctions while none of the basic
EmONC facilities (BEmMONC) could provide the sevequired signal functions. This
implied that BEmMONC facilities, which are the finstvel of care to the majority of
women and newborns with complications, need tottmngthened to offer the required
medical and surgical interventions to save liv&akéri et al ibid) There is a need to
scale-up training of health providers, especialiytree lower level (dispensaries and
health centres) in EmMONC as well as to strengthstiygply-chain system in order to
contribute to attain the national BEmONC coverafyé086 of the required UN standard
(Bakari et al ibid).

Finally an assessment survey conducted by Miltembetr al in 2017 on EmONC
services performance to 18 facilities at the rualiatrict of Magu in Tanzania. The 18
facilities were 13 dispensaries, four health centard one district hospital. The results
revealed that none of the facilities could be ablgerform at the expected level for
emergency obstetric and newborn care because Inmcgiired signal functions were
provided. This was due to lack of skills to perfosignal functions, availability of
essential drugs, medical supplies and medical egeip Hence there is a need for
training of health care providers, procurement sfemtial drugs, medical supplies and
medical equipmenMiltenburg et al, 2017).
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2.3.8 EMONC services in Kisarawe

The Kisarawe district in 2015 had MMR of 185/10@0@dve birth (KOFIH, 2016)
which reveals that still the district facing withet public health challenge of maternal
death. This was due to poor quality of the EmMON®ises. For example, just 5% of
health care staff received training on EmONC sesjiamong four Health Centers of
the District; merely one, Masaki Health Center isviding CEMONC services and is
partial and not fully comprehensive due to a slyertaf trained staff, medical equipment
and supplies (KOFIH ibid).

2.4 Synthesis

From the reviewed literature, it is evident thag 8BmONC program at health facilities
have been researched by various scholars nameiyn&I8erbanescu from CDC 2013
and Muganyizi et al 2017, Bakari et al 2014, Mkakaal 2014, Miltenburg et al,
2017,etc. However, most scholars have concentratedmpact and practice, for
example, Florina Serbanescu from CDC 2013 and Myigaet al 2017, where others
have directed on availability and utilization, faxample, Bakari et al 2014, governing
on implementation of EmONC services by Mkoka e@l4 and EmONC services
performance by Miltenburg et al in 2017. Severdiatars (Muganyizi et al 2017,
Bakari et al 2014, Mkoka et al 2014, Miltenburg at 2017) have studied the
implementation of such programs on health systerengthening on improving
emergency obstetric and newborn care services. iawanaternal and neonatal
mortality continued to be a public health problamspite of efforts done to improve
EmONC services with limited information why the plem keeps on exist. The
majority of researchers, they did not put much emspghon the implementation process
of the health system strengthening program towiangsoving EmONC services to find
out whether the implementation went on as peraggh, and the set objectives realised.
The results of this study will uncover knowledgéiieh will be useful to stakeholders in
knowing whether the program is being implementedeaasset design to produce desired

results.
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2.5 Conceptual framework

From the literature review, the relationship betwe@dependent and dependent
variables in the implementation of health systerargthening toward the improvement
EmONC services a case of selected health faciigieonceptualized as follows in the

figure below;
Figure 2.2 Conceptual framework

Independent variables

Trained stafl
on EmONC
service

Dependent variable

Improved
EmONC
services

Funds disbursed
for EmMONC
service

Procured medice
equipment and
supplies for
EmONC services

Source: Researcher 2018
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CHAPTER THREE

EVALUATION METHODOLOGY
3.1 Introduction

This chapter presents the methodology which wad tsevaluate the implementation
process of the health system strengthening prog@mards improving emergency
obstetric and newborn care services. The chaptetaits study area, population
framework, targeted population, sample size detation and sampling techniques,

data collection methods and ethical consideration.
3.2 Evaluation approach

The evaluation approach was formative evaluatiorretny the ongoing process of the
implementation of the health system strengthenimgugh reproductive, maternal,
neonatal and child health promotion KOFIH prograrmswassessed. The aim of the
study was to learn the implementation process efgtogram by finding out if the

program is implemented as it was designed. Theuatiah result was meant to improve

the program outcome and redesign of future programs
3.3 Evaluation design

The study design was a cross-sectional descrigtuely whereby the situation of
EmONC services in Kisarawe district at a specif@np in time was assessed. A
descriptive study design was used because it isaailfle method to observe the
phenomenon in a completely natural environmentcBgtsve analysis methods such as
bar charts, histograms, line charts and percentages used. The method employed in
data collection was mixed method data collection®rder to enhance generalization
and transferability of the evaluation study finding

3.4 Evaluation Period

The evaluation period started in January 2017 wihetbe topic was selected and
developed. The data collection started ¢hMarch2018 to 30 May 2018 after
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proposal submission and acceptance. The analydisegiort writing followed, and the

submission were done b{f'®f August 2018.
3.5 Study area

The evaluation was conducted at Kisarawe DistricdPwani region. Kisarawe District
was chosen to be the study area as it is a p#tiictibenefiting from the program being
funded by KOFIH. Moreover, it is easily accessitilethe researcher compared to the

other districts which are also benefiting from glegram.
3.6 Target population

The target population was all health facilitieKisarawe district. The Kisarawe district
health facilities were chosen due to easy accdisgiby the researcher compared to

other districts.
3.7 Study population

The study population was all publicly owned EmONEalth facilities in Kisarawe
District.

3.8 Units of analysis

The units of analysis were top level officials whwanaged the program that were
KOFIH project coordinator, District Medical officeand District coordinator of the
program, questionnaire to 100 health staff, docuergnreview and observation
checklist to 15 health facilities was applied tdhance rigor quality of data accuracy.
The district hospital, four health centers and Epehsaries were selected through non-
probability method of purposive sampling since theet inclusion criteria. The
selection of the health workers at selected hdatthities was through non-probability
method of convenience sampling whereby the reseauistributed the questionnaires
to only staff that were available at working plakeing at the time, the researcher was

collecting data.
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3.9 Variables and their measurements

Table 3.1 Variables and their measurements

Variable

Measurements

Source of data

Independent
Funds disbursed

Trained staff

Procured medical
equipment

Procured medical
supplies

Dependent Variable

Improved
EmONC services

Were there funds budgeted for
Improving EmMONC services?
Which quarter of financial year did
you receive funds?

Which facilities were benefiting
from the program?

How were the funds used for?
Were all activities implemented?
Where the funds adequate to
improve EmONC services?

Was there any training on EmONC
services conducted?

Where trainees selected from units
relating to maternal and newborn
care?

Was the guidelines from the
WHO/ministry of health adhered to’
Number of medical equipment
procured

Number of medical equipment
utilized on EmONC services

Number of medical supplies
procured

Number of medical supplies utilizec
on EmONC services

Proportion of pregnant mothers
delivered in EmONC facilities
Proportion of met need for EmONC
services

Proportion of pregnant mothers whi
received signal function of EmONC
services during delivery
Caesarean section as a proportion
all births.

Face to face questionne with 3
officials who are KOFIH
representative, DMO and district
coordinator.

e Face to face questionnaire
with 3 officials who are
KOFIH representative,
DMO and district
coordinator.
¢ Questionnaires to 100
health staff.
Observation«checklis and
physical verification at facilities.

Observationchecklis and
physical verification at facilities

DHIS book 12 (delivery boo

Source: Researcher 2018

3.10 Sample size

The sample size of 15 health facilities for thigdst was determined from a sampling

frame of 35 health facilities. The selection of IHedacilities considered for inclusion

criteria was the facility should be a publicly owngroviding EmONC services and

agreed to take part in the evaluation study. Tloeegfout of 35 health facilities, only 15
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health facilities met the inclusion criteria ane tbascade on how 15 health facilities

were obtained is demonstrated in the figure 3.aveel

Figure 3.1Cascade of the health facilities includeoh sample size

35 Publicly owned health facilities
(1 hospital, 4health health centers
and 30 dispensaries)

28 Providing EmONC
services
15 Health facilities met 13 Health facilities did not
inclusion criteria (1 hospital, 4 meet inclusion criteria
health centers and 10 (dispensaries)
dispensaries)

Source: Researcher 2018
3.11 Sampling procedure/technique

Sampling technique used was non-probability sargplifhe district hospital, four
health centers and 10 dispensaries were selectedgth non-probability method of
purposive sampling since they met inclusion crtefihe selection of the health workers
at selected health facilities was through non-pbdltg method of convenience
sampling whereby the researcher distribute the touresire to only staff who were
available at working place during the time of datdlection, while in the selection of
three top officials, non-probability method of pagive sampling was used since these

were the key implementers of the program at diffetevel.
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3.12 Inclusion and exclusion criteria

3.12.1 Inclusion criteria:
The facilities which had EMONC services, and theyrevpublicly owned.

3.12.2 Exclusion criteria:

The facilities which were not willing to take pamtthe evaluation study.
3.13 Types and source of data

Primary and secondary sources were used in ordengwer the evaluation questions.
Primary data was raw data collected from the ftaldugh face to face questionnaires
(e.g number of facilities received fund, numbettrained staff) and questionnaire (e.g
number of staff trained) while secondary data washfdocumentary reviews such as
internet (HMIS reports) journal(scientific reporh &mONC services), books(Mtuha
book no 12).

3.14 Data collection method

3.14.1 Face to face questionnaires

In order to explore in-depth, information on hove timplementation of health system
strengthening toward improving of EmMONC servicefa@ to face questionnaires was
used to collect information on funds disbursement araining of the health
workers.The face to face questionnaires had thespondents which were top level
officials who manage the program that are KOFIHgobcoordinator, District Medical
officer and District coordinator of the program.€eTlthree respondents were selected
through non probability method of purposive sanplivhereby these respondents were
the only ones who could provide information on fsialisbursement and utilization. The

face to face questionnaire was conducted by relsearc
3.14.2 Questionnaires

The questionnaire is an effective data-collectiool twhen uniform information is
required from a large number of respondents. Thestipnnaire was distributed to 100

respondents out of 150 health-workers in maternad @ew-born care service
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departments at selected facilities in Kisarawe rgigt The selection of the health
workers at selected health facilities was through-probability method of convenience
sampling whereby the researcher gave the questreniseonly staff that were available

at the workplace.
3.14.3 Observation checklist

The researcher used WHO checklist tool to assesprtbicured medical equipment and
supplies for EMONC services in this study. On obesson checklist if the equipment or
supply was procured, functioning and located inrdguired physical location scored 1

and if not 0. The observation check list was cotelliby researcher.

3.14.4 Documentary Review

The researcher reviewed different documents comggrthe implementation of
EmONC services. These documents were performanéamdNC services by selected

health facilities facilities.
3.15 Validity issues

The reliability and validity of data was insured f®searcher conducted pre-testing of
data-collection tool to the population which hadsiailar character as the target
population. WHO readymade observation checklist wsexd. The questionnaires and
structured face to face questionnaire were predest Kibiti district since it has a
similar program like Kisarawe. Data cleaning waselauring data-collection period
and re-checked every evening to ensure completearebavhere possible addressing

any missing information.
3.16 Data management and analysis methods

The collected data was entered to an excel worklamukorganized. Later on the data
was coded, cleaned, compared and categorized basecvaluation questions.
Thereafter, analysis was done with the aid of STAJoAtware pack 13. Lastly, the
guantitative data were analyzed and presented wksgriptive statistics such as bar

chart, line chart and percentages for presentamohinterpretation.
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3.17 Ethical Issues

The approval letter and research clearance fromnMizuUniversity was circulated to
KOFIH office and Kisarawe District Executive officethere the permission to collect
data granted. The respondents before engaged siutlg were explained on the aim of

the study and ensured that the information providedid be protected.
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CHAPTER FOUR

FINDINGS AND ANALYSIS
4.1 Introduction

This chapter presents the findings and analysidatd collected when evaluating the
implementation process of health system strengtigeprogram towards improving
emergency obstetric and newborn care serviceseattsd health facilities in Kisarawe
District. The quantitative data were obtained, gs&d, and presented using descriptive

statistics such as bar charts, line charts, hiatogrand percentages.
4.2 Demographic Characteristics

The researcher described the level of the facitignder, carder, and department of
health workers as characteristics of respondentshwiere considered likely to have an
effect on evaluating the implementation processeaafith system strengthening program
towards improving emergency obstetric and newbare services at selected health

facilities in Kisarawe District. The findings weas follows in table 4.1;

Table 4.1 Demographic characteristics

Variables Groups Frequency Percent

Gender Male 33 33%
Female 67 67%

Carders Clinician 33 33%
Nurse 64 64%
M/Attendant: 3 3%

Source: field data 2018
4.3 Major Findings

The aim of this section was to show the major figdiin the relation to the objectives
of this study. The findings were collected throufdce to face questionnaires,
guestionnaires, documentary review and observatiacklist. In this study, the mixed
methods of data collection was to enhance the o§quality data accuracy that is the

face to face structure interviews intended to kmowetail about the implementation of
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the program while the questionnaires, documentayew and observation checklist

were applied to validate the information from facdace questionnaires.
4.3.1 Funds disbursed for EmMONC services

The process of implementation of health systemngthening program toward
improving emergency obstetrics and newborn careices at selected health facilities
in Kisarawe started with situational analysis o thituation of the health facilities,
afterwards strategies on how to implement and al®cequired resources, mainly funds
to implementing it. Funds disbursed according te thdget and timely. Then
implementation of the program follows as it wasigesd. However, the funds were
disbursed on quarterly basis and implementatiorcge® conducted as per planned
activity in financial year of 2016/2017. The rat&& behind funds disbursement was to
address the financial and resource constrains itdctl was facing in implementing
health system strengthening toward improving emergebstetrics and newborn care
services at selected health facilities. The findingpbtained through face to face
guestionnaire with three top level officials who maged the program who were the
KOFIH project Coordinator, the District Medical @#r and the District Coordinator of
the program. The three respondents were selectedgih non probability method of
convenience sampling whereby these respondentsthem@nly one who could provide

information on funds disbursement and utilization.
4.3.1.1 Funds budgeted and received for EMONC seocés

The researcher started by evaluating whether teiai had budgeted, received and
utilized funds for health system strengthening tavianproving emergency obstetrics
and newborn care services at selected healthtiesijlivith the support from KOFIH.

The findings were obtained through face to facecstre interview with top level
officials who manage the program show that allrdepondents agreed that there was a
budget allocated for health system strengtheningtd improving EmONC services at
selected health facilities in Kisarawe which wah 250,543,300 in total. However, the

findings from the respondents reveal that they iveckfunds late from the regional

29



administrative secretary office in two instalmedtsing the 3 and 4" quarter of the
financial year. One of the respondents was quagihg:
“We received funds during the“3 quarter amounting to Tsh183, 910,000 and
during the &' quarter amounting Tsh21, 144,330 consecutively whias late

disbursed from regional administrative offiteR1
4.3.1.2 The facilities which benefited from the prgram

The researcher was interested in knowing whicHif@s benefited from the program in
the first financial year of implementation that2816/2017.The number and level of
facilities which were benefiting from the programhe findings reveal that only four of
health facilities are benefited from the progranhe3e were the District hospital,
Maneromango health center, Masaki health centeMa®hga Health center.

“Hospital, Maneromango health center and Masaki thee¢ntet...R1

Another respondent said:
“Hospital, Maneromango health center , Masaki heakthter and Mzenga health
center ”...R3

4.3.1.3 Utilization of funds for improving EmONC sevices

The researcher was interested to know how funde weed for improving EmONC

services at selected health facilities. The findifigpm all respondents revealed that
funds were used in training of health staff on En@@$érvices, procurement of medical
equipment and supplies for EmMONC services. Theoredgnts were able to produce
attendance register and delivery notes for procwsepplies and equipment. One

respondent was quoted saying:

“Procurement of medical equipment for EmONC serviaed procurement of

medical supplies for EMONC servite&R?2
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4.3.1.4 The program activities implementation

The researcher was interested in knowing whetheretivere any funds which were
carried forward due to the non- implementation ofidgeeted activities in the financial
year 2016/ 2017.The finding from all respondenteaded that there were carried over
funds of Tsh 81,297,469 which were for procurenwrgmbulance at Kisarawe District
hospital and the reason behind was the delay inehédering procedure and the late
disbursement of funds from the regional administeasecretary office. One respondent
was quoted saying:

“Tsh 81,297,469, which was for procurement of amimdato the District

hospital”.....R2

Another respondent said:

“Carried over activities were due to the delay ishdirsement of funds from the
regional administrative secretary office and thendering procedure, but we
managed to implement 95% of the planned activities....R3

4.3.1.5 The adequacy of funds for improving EmONCesvices

The researcher was interested to find out if thed$uwere sufficient to improve
EmONC services in the financial years 2016/2017 2017/2018. The findings from all
the respondents revealed that the funds were mafuate, and this made it not possible
to roll out in the program into all other healtltifdies in Kisarawe district. One of the

respondents was quoted saying:
“Not adequateé....R3
Another respondent said:

“We started with four health facilities first becausf availability of funds, the rest

would follow in the coming financial yedrs.R1
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4.3.2 Trained staff for EmMONC services

The process of implementation of health systemngthening program toward
improving emergency obstetrics and newborn careices at selected health facilities
in Kisarawe required staff to be capacitated byingig training on EmONC services.
The training of staff conducted to all EmMONC fa@@, especially health workers that
are in RCH services from antenatal, postnatal amebatric units. Training provided
according to the Ministry of Health and WHO guidels whereby the number of
trainees would depend on funds allocated and redei¥owever, the trainings of
BEMONC and CEmMONC services as it was stipulatedhen program design. The
rationale behind training of staff was to addrdss problem of lack of skilled staff to
provide EmONC services which the district was fgcin

The researcher started by evaluating whether tla¢tthevorkers received training on
EmONC services at selected health facilities. Tihdifigs were obtained through face
to face questionnaire and questionnaires. Thetfaéace questionnaire was with three
top level officials who managed the program thatevKOFIH project Coordinator,
District Medical Officer and District Coordinator f othe program while the
guestionnaires were given to 100 of the health exsrkvho were working at maternal
and newborn services departments at selected tieilin Kisarawe District. The
selected health facilities were 15 whereby one Biagrict hospital, four health centers

(in which were Maneromango, Masaki, Mzenga and €hahd 10 dispensaries.

4.3.2.1 Training of staff on EmONC services

The researcher started with the question of whetiexe were any training of EmONC
services conducted to health staff in facilitiesiny the financial year 2016/2017. The
results revealed that there was training to heattdf during the financial year
2016/2017.
Face to face questionnaire to three officials wiamaged the program responded;

“Yes
Moreover, the researcher was interested to knovpéhneentage of staff who received

training on EMONC services in the facilities at tiement. The results from three
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officials reveal that the percentages of staff wiaml received training on EmONC
services in the facilities at the moment were 1B¥%respondents answered;

“15%”
Further, the researcher wanted to know whethdaailities had staff that were received
training on BEmMONC services and the percentagesailities without staff that had
received training on BEmMONC Services. The resultsnfthe three officials revealed
that no facilities had staff who had received tragnon BEmMONC services and 100
percentages of facilities were without staff thaidhreceived training on BEmONC
services. All of the respondents answered,

“ Non
] 100)/01!

Furthermore, the researcher was interested to kwbether all health centers and
hospitals had staff that had received training &mMONC services and percentages of
health centres and hospitals with such staff. Eiselts from three officials revealed that
not all health centers and hospitals had staff Wao received training on CEmONC
services. Only Kisarawe District Hospital and MasHlealth Center had such staff
while 70 percentages of health centres had staff lad not received training on

CEmONC services. All of the respondents answered;

“Not all, only Kisarawe Distric Hospital and MasadKealth Center had staff who
had received training on CEmONC servites

“7(p/0".

Finally in the questionnaires which were given e 100 respondents from maternal
and newborn services departments at selectedieitevealed the following results;
Only 19% of the respondents out of 100 respondesmi® working at maternal and
newborn service departments at selected facilitibsch had received training on
EmONC services while 81% had not yet received iingimn EmMONC services. This is

as shown on the following figure 4.1;
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Figure 4.1 Distribution of respondents who receive@EmONC services training.
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Additionally, out of 19% of respondents who sai@ythhad received training 10.5%

which equivalent to 2 respondents were from heakhters and 89.5% which is

equivalent to 17 respondents were from districipitak This is as shown on figure 4.2

below;

Figure 4.2 Distribution of respondents who receiveEmONC services training by

facility level
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4.3.2.2 The trainee staff selection

The researcher assessed whether the trainees wieeted from the departments
relating to maternal and newborn care services.eBsence of this question was to find
out if the selection of the participants consideik departments of maternal and
newborn services. The results revealed that trainege selected from the units relating
to maternal and newborn care departments.

Face to face questionnaire from three official®wianaged the program responded;
“Ye$

Also in the questionnaires which were given to 10@ respondents from maternal and
newborn services departments at selected facitittesals the following results;

The respondents who had received training on EmQfévices were 42% from
Reproductive child health clinic department, 37%nir maternity ward, 11% of
respondents were from paediatric ward and 11%spaedents were from theatre. This

is as shown on figure4.3 below;

Figure 4.3 Distribution of respondents who receiveEmONC services training by
the type of department
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4.3.2.3 The adherence to WHO/ministry of health gdielines during training.

The researcher assessed whether the guidelinesttiW/HO/ministry of health were
adhered to during training. The essence of thistipre was to find out if the trainings
were up to WHO/ministry of health standards. Acaogdto WHO/ministry of health
guidelines the required number of days for EmOd¢@vices training is 14 days or
more and type of EmMONC services for health center district hospital is CEmMONC
while for dispensaries, it is BEmMONC . The resuéigsealed that guidelines from the
WHO/ministry of health were adhered during training

Face to face questionnaire from three officials wiamaged the program responded;
“Yes”

“Health workers received training on CEmONC servioesl4 day$

Additionally, on the questionnaires which were give® the 100 respondents from
maternal and newborn services departments at edléatilities revealed the following
results;

Out of 100 respondents 19% of the respondents melgpbthat the training took 14 days
while 81% did not respond and there were no respaisdvho responded that the train
took less than 14days or more than 14 days. Thés ishown on the following figure
4.4;

Figure 4.4 Distribution of respondents on numbers fodays the training took.
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Further the respondents from maternal and newbervices departments at selected
facilities were asked if the training they received EmONC Services was on
BEmMONC or CEmONC services. The essence of thistigmewas to find out the type
of EmMONC services training the staff received ageéssif the implementation is as per
the program expectation. The results were as faljow

Out of 100 respondents 19% of respondents hadvetdCEMONC services training
while no respondents had received BEmMONC servieésing and 81% of respondents
had neither received CEmONC nor BEmONC servicésitig. This is as shown on the

following figure 4.5;

Figure 4.5 The type of EmMONC services training redeed.
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Furthermore the researcher was interested to knlowhwatopics were presented during
the training on EmONC services. The essence oftestion was to find out the extent
to which the guidelines of WHO/ministry of healttere adhered to during training and
confirmation of the participation of the respondemn EmONC services training

together with the evaluation level of understandioig respondents. The question
required respondents to put 1 if the topic wasemesd and O if it was not presented.
The topics were as follows; resuscitation of motaed newborn ,Early newborn care
(prematurity, sepsis, hypoglycaemia and hypothérm@mmunication (triage and

referral), management of shock and the unconsg@atient, management of severe pre-
eclampsia and eclampsia, prevention and treatménbbstetric haemorrhage |,

prevention of obstructed labour, diagnosis andtrimeat of pregnancy-related Sepsis

,assisted vaginal delivery-vacuum delivery and ©tmenmon obstetric emergencies as
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(breech delivery, cord prolapsed, twin delivery aethined placenta). The results were
as follows;

Out of 100 respondents 15 percent of the resposdeanaged to pick all ten topics
while 4 percent of the respondents managed tolmtkeen 5 to less than 10 topics and
81 percent did not pick any topic from the choicevided. This is as shown on the

following figure 4.6;

Figure 4.6 Figure 4.5 Numbers of topics presenteduding EmONC services

training.
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Finally, the researcher was interested to knowefe were practical sessions during the
training of EmONC services and the type of prattica respondent practice during the
training. The essence of this was to find out theer® to which the health staff were
assessed after training and during the trainingifatie guidelines of WHO/ministry of
health were adhered to. There were 13 types otipahthat the trainee should undergo
during a training session and these practicalpartograph form filling, per vaginal
examination, fetal heart examination using fetpscoPelvic examination, blood

pressure measurement, APGAR scoring, helping thg ba breath, administration of
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magnesium sulphate, administration of lumber sparaesthesia, adult resuscitation,
MVA and vaginal tear repair. The respondents wesdriucted to circle the types of
practicals they had. The results were as followst & 100 respondents 19% of the
respondents responded that they had practicalosedsiing EmONC service training
and 81% responded that they did not hold pracgeakion. This is as shown on the

following figure 4.7;

Figure 4.7 Respondents who had practical sessionsrihg training.
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Additionally, out of 19% of 100 respondents whadstiey had practical sessions during
training 31.6% of them said that they had all 18cgicals during the training while
52.6% said that they had 12 practicals except nurh®eavhich was administration of
lumber spinal anaesthesia and 15.8% said thathbdyless than 12 practicals except

number 10. This is as shown on the following figdré;
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Figure 4.8 Type of practical held during training.
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4.3.3 Procured medical equipment for EmMONC services

One of the interventions to improve EmONC serviwzas to procure medical equipment
which would address the problem of lack of medieglipment that the district was
facing whereby this problem made the district toendower percentages of EmONC
services at its facilities in which eventually wdumprove emergency obstetrics and
newborn care services at selected health facilitieisarawe. Further the researcher
was interested to know if the equipment was pratard utilized on EmONC services.
In addition, the researcher used observation cledkbm WHO/ministry of health to
verify if equipments were procured, and the phydmeation of the equipment and if it
was functioning.

On observation checklist the equipment was progutetttioning and if it was located
in the required physical location it scored 1 #ndot it scored 0.The results were as

follows:
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4.3.3.1 The medical equipment procured for EmMONC seices according to KOFIH
budget 2016/2017

The researcher used observation checklist from Wiild$try of health to verify if
equipment were procured for EmMONC services accgriirKOFIH budget 2016/2017.
The results were as follows;

100% of medical equipments were procured accordinghe budget set aside by
KOFIH whereby out of 100% of medical equipment pred.100% were functioning
and 100% were located in the required physicaltiona This is as shown on the

following figure 4.9;

Figure 4.9 Medical equipments procured for EmMONC sevices according to
KOFIH budget 2016/2017
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Out of the list of WHO/ministry of the health regerinents for medical equipment of
EmONC services there was a deficit, and this isalestrated as follows;
The program could procure 78% of the required ageipt and there was a deficit of

22%. This is as shown on the following figure 4.10;
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Figure 4.10 Status of procured medical equipment fdEmONC service according
to WHO guidelines
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4.3.3.2 The medical equipment procured was utilizedor EmONC services at

selected health facilities

The procurement and utilization of medical equiptméor EmONC services were
assessed by looking over the situation of avaitghdf the equipment according to the
required location in health facilities at the ddtrhospital, health centers and
dispensaries. The results were as follows;

Kisarawe District Hospital had a deficit of 4% ofedical equipment for EmMONC
services whereby the program had managed to sugpodistrict hospital to procure
69.6% medical equipment required, and the facihigd 95.7% on availability of
equipment that is in a sense of physical locatiwoh fanction-ability of the equipment.

This is as shown on the following figure 4.11,;
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Figure 4.11 Status of medical equipment for EmONC esvices according to

WHO/ministry of health guidelines at Kisarawe District Hospital
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Masaki Health Center had a deficit of 39.1% of matequipment for EmMONC services
whereby the program had managed to support thktyao procure 30.4% of medical
equipment required, and the health center had 6@®%vailability of equipment and
function-ability and 47.8% physical location of tequipment at required location. This

is as shown on the following figure 4.12;

Figure 4.12 Status of medical equipment for EmONC esvices according to
WHO/ministry of health guidelines in Masaki Health Center
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Maneromango health center had a deficit of 39.1%neélical equipment for EmMONC
services whereby the program had managed to sugiofacility to procure 26.1% of
medical equipment required, and the health centat 60.9% on availability of
equipment and function-ability and 47.8% physicakltion of the equipment at required

location. This is as shown on figure 4.13 below;

Figure 4.13 Status of medical equipment for EmONC evices according to
WHO/ministry of health guidelines in Maneromango halth center
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Mzenga health center had a deficit of 39.1% of medequipment for EmONC services
whereby the program had managed to support thktyaio procure 26.1% of medical
equipment required, and the health center had 6@®%vailability of equipment and
function-ability and 47.8% physical location of tequipment at the required location.

This is as shown on the following figure 4.14;
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Figure 4.

14 Status of medical equipment for EmMONCesvices according to

WHO/ministry of health guidelines at Mzenga healthcenter
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Chole health center had a deficit of 56.5% of maldequipment for EmONC services

whereby

required,
and 43.5% of physical location of the equipmenth&t required location. This is as

the program did not manage to support dledity with medical equipment

and the health center had 43.5 on av#ijadf equipment and function-ability

shown on the following figure 4.15;

Figure 4.15 Status of medical equipment for EmONCesvices according to
WHO/ministry of health guidelines in Chole health enter
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The ten dispensaries in average had a deficit 06%2of medical equipment for
EmONC services whereby the program did not managaipport the district facilities
with required medical equipment. The dispensariad #7.5% on availability and
function-ability of equipment and 47.5% physicatdtion of the equipment at the
required location. This is as shown on figure 4.16;

Figure 4.16 Status of medical equipment for EmONCesvices according to
WHO/ministry of health guidelines in 10 dispensarie
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4.3.4 Procured medical supplies for EmMONC services

Another intervention for improving EmONC serviceasmo procure medical supplies
which would address the problem of lack medicalpiep, which the district was facing
whereby this problem made the district to haveveelopercentage of EmONC services
at its facilities. Procurement of medical supphesuld enable the district facilities to
provide essential EMONC services in which would néwally improve emergency
obstetric and newborn care services at selectetthhéilities in Kisarawe. The
procurement of medical supplies for EmMONC sewgleould adhere to WHO/Ministry
of health guidelines, which stipulate the kind cédital supplies required at each level
of facilities. The procurement and utilization okdical supplies for EmMONC services
were assessed by looking over the situation oflawdity of the medical supplies

according to required location in health facilitstarting with district hospital and health
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centers individually while the dispensaries beeangixed in the average manner since
they were all similar. The results were as follows;

On observation checklist if the medical supply itesas procured, and if it was located
in the required physical location or issued in st@re ledger to the appropriate location
since it is a perishable good it scored 1 andoif ih scored 0. The results were as
follows;

100% of medical supplies were procured accordinthéobudget set aside by KOFIH

whereby out of 100% medical supplies for EmONC isess procured. 100% were

located at the required physical locations. Thasishown on the following figure 4.17;

Figure 4.17 Status of medical supplies procured fdEmMONC services according to
KOFIH budget 2016/2017.
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Furthermore, out of the list of WHO/ministry of theealth requirements for medical
supplies of EmMONC services there was a deficit, #nsl can be demonstrated as
follows;

The list of medical supplies for EmMONC services pgs WHO/ministry of health
guidelines the program could be able to procuré4léf the required medical supplies

and there was a deficit of 81%. This is as showtherfollowing figure 4.18;
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Figure 4.18 Status of procured medical supplies f&EmMONC service according to
WHO/ministry of health guidelines
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4.3.4.2The medical supplies procured, utilized on neergency obstetric and

newborn care services at each health facility

The procurement and utilization of medical supplier EmONC services were

assessed by looking the availability situation @dmal supplies according to required
location in health facilities of the district hotgli health centers and dispensaries.
Moreover, since medical supplies are perishablelgte researcher as well considers
the store ledger to see if the item was presetteatime of services delivery 2015-2017.

The results were as follows;

Kisarawe district hospital had a deficit of 19%neédical supplies for EmMONC services.
The program had managed to support the districpitedsto procure 19% of medical
supplies required. The facilities had 81% on awdity of supplies and were at required

physical location. This is as shown on the follogvfigure 4.19;
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Figure 4.19 Status of procured medical supplies fdEmONC service according to
WHO/ministry of health guidelines in Kisarawe District Hospital.
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Masaki health center had a deficit of 30% of medicgplies for EmMONC services. The
program did not manage to support the facilitytocpre medical supplies required. The
health centers had 70% on availability of medicgl@ies and were at required physical

location. This is as shown on figure 4.20 below;

Figure 4.20 Status of medical supplies for EmMONC sdces according to
WHO/ministry of health guidelines in Masaki healthcenter
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Maneromango health center had a deficit of 40% efical supplies for EmMONC
services. The program did not manage to suppoffattility to procure medical supplies
required. The health centers had 60% on availghilitmedical supplies and were at

required physical location. This is as shown onrégd.21 below;

Figure 4.21 Status of medical supplies for EmMONC séces according to

WHO/ministry of health guidelines in Maneromango halth center
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Mzenga health center had a deficit of 40% of mddscgoplies for EmMONC services.
The program did not manage to support the fadiitgrocure medical supplies required.
The health centers had 60% availability of medisapplies and were at required

physical location. This is as shown on the follogvfigure 4.22;

Figure 4.22 Status of medical supplies for EmMONC sdces according to
WHO/ministry of health guidelines in Mzenga healthcenter
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Chole health center had a deficit of 50% of medszgiplies for EmMONC services. The
program did not manage to support the facilitytocpre medical supplies required. The
health centers had 50% availability of medical $igspand were at required physical

location. This is as shown on figure 4.23 below;

Figure 4.23 Status of medical supplies for EmMONC séces according to
WHO/ministry of health guidelines in Chole health enter
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The ten dispensaries in average had a deficit & 6% medical supplies for EmONC
services. The program did not manage to suppordigigct facilities to procure medical
supplies required, and the dispensaries had 35%vaitebility of medical supplies and

were at required physical location. This is as ghow figure 4.24 below;

Figure 4.24 Status of medical supplies for EmMONC séces according to WHO
guidelines in 10 dispensaries

= 65%

60 -

50 -
40 - 35%

30 -
20 -

10 - 0%

Percentage

Procured physiczl location deficity

Status of medical supplies accordig to WHO/ministry of health guideline

Source: Field data 2018

51



4.3.5 Improved EmONC Services

The improvement of emergency obstetric and newlare services at selected health
facilities in Kisarawe District was tracked from1Zup to 2017. The essence of this is
to see the situation of EmMONC services at facdlitbefore the program and after started
implementing the program on first of July 2016. Tdanges would expect to see were
contributed by the following intervention funds llissement, training of health staff on
EmONC services at the facilities and procurementnetlical equipment and supplies
for EMONC services at selected health facilities.

Additionally, the indicators to track EmMONC senscat selected health facilities were
from WHO guidelines whereby these indicators warmbered of women delivered at
EmONC facilities on this; | was assessing the ugalf health facility by pregnant
women, proportional to un met need for EmMONC sewiin this; | assessed the
proportion of pregnant mothers with obstetric capngilons who received EmMONC
Services at EMONC facilities, number of pregnantmen who received EmONC
services of signal function during delivery wherebye researcher assessed the
capabilities of the health facilities to provide ialntype of services to pregnant mothers
by comparing from 2015 to 2017, number of pregmaothers who received Caesarean
section services on this; the researcher assebsedapability of health facilities to
provide EmMONC services, especially CEmONC services.

Finally the researcher to evaluate the extent ticlvBEmONC services at selected health
facilities have improved or not, | used documenie® method of data collection by

reviewed all 15 facilities register. The resultsevas follows;

4.3.5.1 The proportional of the pregnant mothers devered at selected health

facilities in Kisarawe District from 2015 to 2017

The pregnant mothers were delivering at EmONC ifasi was assessed by looking at
the total number of pregnant mothers attendedeatatilities against a target on which
the facilities were supposed to be attained acogrth NBS data of 2012. The results
were as follows;

The trend of pregnant mothers delivered at 15 E@QO#Lilities as per target from
2015-2017 in Kisarawe District it shows fluctuatwereby in 2015 it was high about
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132.2%, then it decreased to 121.4% in 2016 wisieh10.8%, margin. Later in 2017 it
slightly increased to 125.8%, which is a 4.4% nrarghis is as shown on the following
figure 4.25;

Figure 4.25 the trend of pregnant mothers who deliered at 15 EmONC facilities as
per target from 2015-2017 in Kisarawe District.
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Additionally, apart from looked at the trend of gn@ant mothers who delivered at 15
EmONC facilities, the researcher was interestedkmow the individual facility
performance by comparing one facility to anothethia period of 2015 to 2017. The

results were as follows;

The facility with the highest target achieved foegnant mothers to deliver at EmONC
facility was Msanga dispensary, which was 189% @172 followed by Msanganya
dispensary, which was 185 in 2015. The third ona district hospital which in 2017
had 157%, and in 2015 were 151% and 2016 was 15h&least performer was Kurui
dispensary, with 33% in 2017 followed by Sungwipaissary, which had 62% and
Marui dispensary, which had 69%. All facilities2015 managed to achieve more than

100% of the required target while in 2016, nindlfiées out of 15 facilities managed to
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achieve 100% or more, and the remain six fadiliiehieved less than 100. Lastly out
of 15 facilities Kisarawe district hospital, Masdiealth center, Mzenga health center,
Homboza dispensary, Msanga dispensary and Mafgpetisary showed improving

trend from 2015-2016 on achieving the target fargpant mothers to deliver at their
facility while other facilities show a fluctuatirigend whereby some started in 2015 with
high percentages and ended up with a low percema?@l7 and yet others started with
a low percentages in 2015, and later they perfdrivighly in 2016 then ended with

low percentages in 2017. This is as shown on figu2é below;

Figure 4.26 Percentages distribution of pregnant ntbers who delivered in each of
the 15 EmONC facilities as per target from 2015 t@017 in Kisarawe District
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4.3.5.2 The proportion of met need for EmMONC servis to pregnant mothers who
experienced obstetric complication and received EmRC services at selected

facilities in Kisarawe District from 2015 to 2017

The met need for EmMONC services is the proportiopregnant mothers with obstetric
complications who received EmONC Services at EmQakdities. According to UN

standard the met need for EmMONC estimated to 15%l gfregnant mothers who are
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expected to have obstetric complications and shddtreated at EmONC health
facilities by 100%. The study used the formula jed by UN to calculate the

indicator. It was calculated by multiplying Kisarawistrict population by the birth rate
then; multiplying the result by 15 % to get the esied number of complications. The
result was then divided by the actual number of emwith complications at EmONC

health facilities multiplying by 100. This does niotlude numbers of women who were
referred from one health facilities to another. Tésults were as follows;

The proportion of met need for EmMONC services wghkdst at 76% in 2015 and lowest
at 49% in 2017. The trend of proportion for metch@é EmONC services had never
reached the required need of 100% as per UN ragaime This is as shown on figure
4.27 below;

Figure 4.27 proportion of met need for EmMONC servies at selected health facilities
in Kisarawe District from 2015 to 2017
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Furthermore, the individual performances of eadlifga on proportion of met need for
EmONC services were as follows;

Only Masanganya dispensary had a proportion ofmeetl of more than 100%, which
was 133% in 2015 which later in 2016 and 2017 dpateclined to 50% with no clear
reason. Most facilities show a decrease in perfaceaf EmONC services from 2015
to 2017 except for Mwanzomgumu, Marui and Karuipdissaries, which show a

fluctuation in which they started low in 2015, ieased in 2016 then decrease in 2017,
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but all did not reach the required target of 100%2017. This is as shown on figure 4.28

below;

Figure 4.28 Proportion of met need for EmMONC servies at the 15 health facilities
in Kisarawe District from 2015 to 2017
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4.3.5.3 The Proportion of pregnant mothers who reéeed signal function of
EmONC services during delivery at selected healthatilities in Kisarawe District
from 2015 to 2017

Pregnant mothers who delivered at selected heatlthities with EmONC services
should receive appropriate signal function serviaesording to level of facility and
capability of facility. The signal functions; adnster parental antibiotics, administer a
uterotonic drug(eg Oxytocin), administer parentai@nvulsant (magnesium sulphate),
manual removal of placenta, removal of retaineddpct, perform assisted vaginal
delivery, perform basic neonatal resuscitationfqrar C/Section delivery and perform

normal vaginal delivery. The researcher gathereth ¢y document review that is
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facility registers on EmONC services delivered dgrthe period of 2015-2016. The
results were as follows;

The pregnant mothers received signal functioniseraf administration of uterotonic
drug at highest percentages ( 91% in 2015, 91M2016 and 96% in 2017) followed
by assisted vaginal delivery (63.7% in 2015, 66i8%2016 and 67.3% in 2017) and
third was normal vaginal delivery (29.9% in 2016,45% in 2016 and 24.1% in 2017)
while the lowest percentages of signal functiorviser pregnant mothers received was
blood transfusion (0% in 2015, 0% in 2016 and 0#%2017), followed by manual
removal placenta (0% in 2015, 0% in 2016 and 5%2017) and third administer
parental anticonvulsant (0.8% in 2015, 0.5% in 2848 0.3 in 2017). This is as shown

on figure 4.29 below;

Figure 4.29 Status of pregnant mothers who receivesignal functions services
during the period of 2015 to 2017
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The researcher was also interested to know the wésignal functions in 15 EmONC

health facilities. The essence of this was to detha@ signal function services are
improving or not. The results were as follows;

The trend of the pregnant mothers who receivedasifymctions service at 15 health
facilities from 2015 to 2016 was increasing, ane kpading service showed a higher
increase in percentages was the removal of retgoneducts from 0% in 2015 to 5%,

which is 5% margin in 2017 followed by administeyiaf antibiotic, which increased
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from 3.8% in 2015 to 8.6% in 2107, which is a 4.8%rgin. The administration of

uterotonic drug increased from 91.4% in 2015 to 9692017 there after by assisted
vaginal delivery and C/section both having anease of 3.5% margin from 2015-2017
while the services which have shown a decreasesineptages were normal vaginal
delivery, which decreased from 29.9% in 2015 tdl2e. in 2017, which was a 5.8%

margin followed by administering of anticonvulsamtd basic neonatal resuscitation
which both had a decrease margin of 0.5% from 2013017. This is as shown on

figure 4.30 below;

Figure 4.30 the trend of pregnant mothers who receed signal function services at
15 health facilities in Kisarawe district from 2015to 2017.
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Additionally, the researcher was interested to krbev performance of each of the 15
health facilities on providing EmONC services sigiuactions. The essence of this was
to see if the signal function services are imprgvor not at selected facilities. The

results were as follows;

The facility with the highest performance on prongl EmMONC signal function in
percentages during the period of 2015 to 2017 wHKssarawe district hospital which
had 77.7 % in 2015 and 2016 and ending up with 1602017 in which the facility
managed to provide all signal functions followedNdywanzomgumu dispensary, which
started with 22.2% in 2015 and ending up with 44i4%2017. The rest of facilities
showed a fluctuating manner whereby they had 22292015 later in 2016; they
reached 55.5 % then they dropped either to 22.238.8% or 44.4% percent. Just one
facility had shown no change at all, and this fgcivas Msanga dispensaries, which
had performance of 22.2% in 2015, 2016 and 201@érdsting to note that in 2015 just
Mzenga health center had managed to provide sifymedtion more than 50%, and
performed at 55.5% while in 2016 only Mzenga, Manesingo and Masaki health
centers had managed to provide signal functiommo®BRIC services more than 50%, and
it was 55.5%. Furthermore, in 2017 only the disthospital managed to provide
EmONC services more than 50%. This is as showmemallowing figure 4.3
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Figure 4.31 performance of each of the 15 facilitieon providing EmONC signal
functions in percentage distribution during the peiod of 2015-2017 in Kisarawe
District.
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4.3.5.4 The pregnant mothers who delivered at seled health facilites and

received caesarean section services in Kisarawe tdist from 2015 to 2017

The researcher was interested to know the rate /sécGon services that pregnant
mothers received at CEmONC facilities. The esseffitkis was to observe whether the
CEmMONC facilities can provide services to the resghirate of not more than 15% of
the total number of pregnant mothers at the faaslibccording to WHO. The results
were as follows;

Only Kisarawe district hospital facility was prouig C/section services to pregnant

mothers out of the 15 selected facilities. The &fllities were not selected. Therefore,
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the information provided below in figure was frohetKisarawe district hospital only.
The results were as follows;

The trend of caesarean section services was iredeasm 6.8% in 2015 to 8.1% in
2016 and then to 9.7% in 2017. In additional, fr2@15 to 2107 the trend increased by
2.9% margin while the highest percentages of 9.7&b ribt exceed the required
percentages of WHO of 15% caesarean sectionsaifdeliveries at the specified time.

This is as shown on figure 4.32 below;

Figure 4.32 Proportion of pregnant mothers who undevent caesarean sections
during delivery in Kisarawe district hospital from 2015 to 2017.
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4.4 Evaluation dissemination plan

The dissemination started before data collectioprelsented my concept note to the
panel of teacher and student and received inpuatystudy. Thereafter, | collected data
and wrote an evaluation report which | will presérib the panel of teacher, and if |

would manage to defend it, | will publish it fortfue use
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CHAPTER FIVE

DISCUSSION OF EVALUATION FINDINGS
5.1Introduction

This chapter concentrates on discussion of evaluditndings in order to respond to the
objectives of this study. The findings were presdrdand analyzed by using descriptive
statistics such as bar charts, line charts, hiatngrand percentages to provide meaning

to the evaluation findings.

The main evaluation objective was to evaluate thplementation process of health
system strengthening program towards improving gerey obstetric and newborn
care services a case of selected health faciliieKisarawe District. The specific
objectives were; to find out the extent to whichds disbursed were utilized to improve
emergency obstetric and newborn care servicesintb dut the percentage of staff
trained on emergency obstetric and newborn candcest to investigate the medical
equipment and supplies procured and utilized folORN@ services, to investigate the
medical supplies procured and utilized for EmMONGQvises and to find out the
percentage increase of the emergency obstetrimandborn care services at selected
health facilities in Kisarawe District.

5.2 Funds disbursed for EmMONC services

A gualitative study conducted by Mkoka et al 20Mgoverning the implementation of

EmONC services in Kongwa district reveals that ohéhe major challenges in a low-

income country like Tanzania on implementing th@rioavement of EmMONC service is

availability of the fund adequate. The funds shdwddavailable, disabused and utilized
according to the intended aim of improving EmONG@vees also government should

work together with development partners in ordeaddress the gap that exists (Mkoka
et al., 2014).

From the evaluation findings funds for improving @MC services to health facilities in
Kisarawe district were available and were disbuised8® and 4" quarters of financial
year of 2016/2017. There was a delay in funds dssbuent from RAS (regional
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administrative secretary office), even though KOt disbursed the funds during the
1% quarter of financial year of 2016/2017 and theraswo clear reason for late
disbursement from the RAS. In spite of the delayfwfds, the district managed to
implement 95% of the activities except one actidfyambulance procurement for the
district hospital due to the tendering procedunesithe funds were disbursed late. The

implication of this is that the district could notprove EmONC services as planned.

On the issue of facilities which were benefitingrfr the program, the findings revealed
that four facilities out of 35 facilities were bditieg. These were Kisarawe District
Hospital and the health centres of Maneromango,aklaand Mzenga. The low
coverage of the program was due to inadequate fuvidsh resulted into the slow pace
of the improvement of EmMONC services at selectedltiefacilities in Kisarawe
District.

Further on issue of funds utilization to improve GNC services in health facilities, the
results reveal that the funds were used for trgimifihealth staff, procurement of the
medical equipment and supplies for EmONC serviceshealth facilities. The

respondents provided attendance registers for itigginprocurement documents,
payment and voucher for medical equipment, and Igprocured to the researcher.

The funds were utilized to improve EmMONC serviceshe program intended.

The funds disbursed were utilized to improve emeegeobstetric and new-born care
services at selected health facilities: Data gatheevealed that funds were available
even though they were disbursed late and weredegjumte to cover all health facilities
in Kisarawe District. There is a need of more futmlgover more facilities, especially
those at the lower level. In a similar study on lioying EmONCc services done in the
province of Sofala in Mozambique Santos et al (300Bserves that facilities that
received adequate funds for improving EmONC sesvidheir management of
complications during pregnancy tripled in compamigo the previous year when they
received inadequate funds (Santos et al, 2006)inal&Gerbarnescu (2013) who did a
similar study of improving EmONC services in Kigomegion observes that facilities
which received adequate financial support perforrbetier than those which did not

receive financial support (Florina Serbanescu, 2013
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5.3 Trained staff for EmMONC services

A study conducted by Charles A. Ameh 2015 from thnéversity of Liverpool reveals
that deficiencies on EmONC services are highly iouated to by lack of knowledge
and skills of health care providers. Therefore mleo to ensure improvement of
EmONC services there is a need of training of heedire providers. The best way to
deliver in-services training of EmMONC training shibbe through evidence based
learning method (Charles A.Ameh, 2015).

From the evaluation findings on whether staff reeditraining on EmONC services for
improvement EmMONC services, data reveals that thegived training. From face to
face questionnaire the responders responded tBatoihealth workers who worked at
maternal and newborn units had received EmONCitrgirFrom the self-administered
questionnaires out of 100 respondents, 19 respésmdeno are equivalent to 19%
responded that they received the EmONC training&ind/hich are equivalent to 81%
said no. There was little difference between factate questionnaire and questionnaire
response to the number of trained staff. The sliiffiérence may be due to a number of
reasons, for instance, could be some of the traineere not around during data
collection, or some had been transferred to otli&ricts or regions, and some were

shifted to other departments.

Apart from that out of 19% of respondents who reeej training 10.5 %( 2respondents)
were from health centers, and 89.5% of (17respdsyjlemere from the district the
hospital. Therefore, this implies that the numldenemlth workers who received training
were very few, which would affect the pace of immment of EmMONC services.
Majority of the facilities have poor quality of piding EmONC services since there

were no skilled staff.

On adherence to WHO/Ministry of health guidelinesl aselection of the participant
from department relating to maternal and newbore daring training revealed that the
selection of the participant was from departmenatiy to maternal and newborn
services whereby 42% from Reproductive child hedlitiic department, 37% from the

maternity ward, 11% from paediatric ward and 11&érftheatre while on the type of
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EmONC services, training provided the findings wexe follows; Face to face
guestionnaire revealed that guidelines from WHOfstin of health were followed, and
the type of EmONC training conducted was CEMONC Iiérdays. In questionnaires
19% of respondents received CEmONC training andrtiaing took 14 days, which
was equivalent to respondents who said yes theyved training on EmONC services.
On the question on which topics were presented, @b¥%spondents picked 10 topics,
4% picked > 5but <10 topics and 81% didn’t pick amgic. Apart from 19% who had
said yes, they had a practical session during it@iout of that 19%; 31.6% of
respondents managed to pick all 13 practicals,52686aged to pick 12 practicals
excluding number of 10 and 15.8% managed to pisk than 12 practicals excluding
number of 10. Most respondents could not pick nunie because it is for health staff
located at theaters. The guidelines were adhergeéven though only one type of
EmONC service training conducted, which was CEmONC.

From the data gathered the following three factseasident: first; 81% of respondents
did not receive EmONC services training, second3Q% of health staff at primary
level facilities like dispensaries did not receBEMONC service training and thirdly;
70% of health staff providing CEmONC services did receive any training during the
on-going program. From the above three facts, oag oconclude that the quality of
EmONC services at Kisarawe District was poorly joed. Mkoka et al (2014)
concludes in his study conducted in Kongwa distsfamproving EmMONC services that
lack of trained staff to provide signal functionnsee was the reason behind poor
performance on EmONC services (Mkoka et al., 200#tenburg et al (2017) study
conducted in Magu district concurs with Mkoka (2P1at lack of trained staff caused

facilities to perform badly in the provision of EMNG services (Miltenburg et al, 2017).
5.4 Procured medical equipments for EmMONC services

An assessment survey study conducted by Miltenbued in 2017 on EmONC services
performance to 18 facilities in the rural distidtMagu, Tanzania reveals that facilities
could not perform at the expected level on progdidmONC services due to lack of

required medical equipment as per WHO/Ministry e&lth guidelines. For this reason,
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there is a need for procurement of essential medgaipment for improving EmONC

services in health facilities as Miltenburg, obsefMiltenburg et al, 2017).

Findings on the extent to which medical equipmewicpred for EmMONC services at
selected health facilities revealed that every weddequipment budgeted by KOFIH
was procured by 100% in supported health faeditiThe medical equipment procured
had a deficit of 22% according to WHO/ministry addith guidelines. Some facilities
have shown to have medical equipment even thoughhiad no support from KOFIH.
This may be due to other programs like HBF (hedlftsket fund). The issue of
utilization of medical equipment procured for EmONE&vices was 100% performance
whereby every medical equipment was located at imedjulocations, and was

functioning by 100%.

Facility with the highest deficit of medical equipnt for EmMONC services was Chole
health center with 56.5% followed by 10 dispensaviéth 52.6% then the three health
centers of Maneromango, Masaki and Mzenga both38atPo while the one with the
least deficit was a Kisarawe district hospital witho deficit of medical equipment for

EmONC services.

This implies that since medical equipment is ondhef criteria for the provision of
EmONC services then the facility with the abilitygrovide EmONC services almost by
100% was a Kisarawe district hospital. The reststhe facilities are struggling
especially the Dispensaries, which could providdy o8.5% of EmONC services
followed by health centers could provide 60.1% dakd by Chole, which could
provide 47.4%.

Finally, almost all facilities have a shortage 8f16-56.5% of medical equipment for
EmONC services except the district hospital andciviis an implication that the district
had poor quality on performance of EmMONC serviepeeially at lower level facilities.

These results are similar to that of the study ootetl in Hai district whereby lower
facilities, especially dispensaries and health emnthad a shortage of medical
equipment, which was the reason behind for theidistot to attain the required UN

standard of 70% coverage of BEmMONC services (Badtal, 2015).
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5.5 Procured medical supplies for EmMONC services

An assessment survey study conducted by Miltenbtied in 2017 on EmONC services
performance to 18 facilities in the rural distidtMagu, Tanzania reveals that facilities
could not execute at the expected level in progdtmONC services due to shortage of
required medical supplies as per WHO/Ministry o&ltie guidelines. For this reason,
there is a need for procurement of essential medigaplies for improving EmONC

services in health facilitiess Miltenburg, observe (Miltenburg et al, 2017).

The findings on the extent to which medical suppleocured for EmMONC services at
selected health facilities revealed that all mddsugplies budgeted by KOFIH were
procured by 100%, but the procurement of medicppbes was for Kisarawe District
hospital only and was by 19% procurement supplEo@ing to WHO/ministry of
health.

Most facilities have shown to have medical suppéesn though they had no support
from KOFIH may be this was due to other prograrke HBF (health basket fund). The
issue of utilization of medical supplies procured EmMONC services was performed at

100% whereby all medical supplies were locate@atired locations 100%.

The situational of medical supplies according to @/Hinistry of health guidelines was
81% with a 19% deficit for District hospital, 70%ith 30%) deficit in Masaki health

center, 60% with 40% deficit in Maneromango and Myee health centers, 50% with
50% deficit in Chole health center and 35% with5&66deficit in dispensaries. This
implies that since medical supply is one of theecia for the provision of EmMONC

services then the facility with the ability to prd@ EmMONC services highest is a
Kisarawe district hospital by 81%. The rests ofilfaes are struggling especially the
Dispensaries, which could provide only 35% of EmOBKvices followed by health

centers, which could provide 60%-70% followed byot@hcould provide 50% of

EmONC services.

Finally, almost all facilities have a shortage di%465% of medical supplies for
EmONC services except the district hospital and dkasealth center which is an
implication that the district had poor quality omBNC service, especially at lower

level facilities. These results are similar to tbtthe study conducted in Hai district
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whereby lower facilities, especially dispensaries &ealth centers had a shortage of
medical supplies, which was the reason behindHerdistrict not to attain the required
UN standard of 70% coverage of BEMONC services gBadt al, 2015).

5.6 EmONC services at selected facilities

An evaluation study was conducted by Florina Sezban from CDC of practicals and
outcomes from the health system strengthening wsvanproving EmONC services
program in 2013 in Kigoma Region reveals that faed which received support from a
donor demonstrated improvement on EmONC servica$orpeance whereby the

proportion of met need for EmMONC was high, avaligbbf signal function services

were high and the rate of pregnant mothers reagi@fsection was increasing (Florina
Serbanescu, 2013).

The findings reveal that the rate of pregnant mistiaeno delivered at EmONC facilities
was more than 100%, but it shows fluctuation whereb2015 it was 132.2 later on
dropped to 12.4% in 2016, which is a 10.8 % masjterwards it increased again to
125.8% in 2017. The achievement of more than 1008htive due to under estimation
by NBS or migration of people from the neighbormegion of Dar es Salam since the
region is dense populated, and many migrate irgaehion for employment. In spite of
a performance higher than 100%, there is a neestate up the effort to maintain

132.2% performance since there is a discrepan@stmation of the population size.

Apart from general observation, the researcherddak individual facility performance,
which revealed that only the district hospital mged to maintain a higher percentage
of pregnant mothers delivered to the facility byy%h 151%, 151% in 2015, 2016 and
2017 respectively while the rest shows high deereasge from 2015 to 2016 and some
few shows a fluctuating manner. This may imply tbaty the district hospital had
stable services while the rest of facilities apilib providing EmONC services was

questionable. This implies that more effort wasdeekto improve the situation.

The researcher was also interested to know theopiop of met need for EmONC
services in all 15 health facilities. The findingvealed that the proportion of met need
for EMONC services was highest at 76% in 2015 awdks$t at 49% in 2017, and
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individual performance of facilities revealed tlatly Masanganya dispensary had a
proportion of more than 100%, and it was 133% it®2@hich later in 2016, and 2017
was sharply declined to 50% with no clear reasonstMacilities show a decrease in
performance of EmMONC services from 2015 to 201 &p«kéor Mwanzomgumu, Marui
and Karui dispensaries, which show a fluctuatiorwimch they started low in 2015
increased in 2016 then decreased in 2017, butidlhat reach the required target of
100% in 2017.

All facilities have low proportion of met need fBmONC service since they could not
reach the required target of 100%, and this imgled most of the pregnant mothers
who experienced obstetric complications were redteed at EmONC facilities and this
endangered their lives. The highest performance W&#% in 2015 that is 24% of

pregnant mothers experienced obstetric complicatiare not attended at EmONC
facilities before the program, and lowest perforoeamwas 49% in 2017 that is 51% of
pregnant mothers who experienced obstetric contit®t were not attended at
EmONC facilities after the program started henceereffort is required to improve

EmONC services at facilities.

Further the researcher was interested to knowigmalsfunction EmONC services that
pregnant mothers received at selected healthtfasilfrom 2015 to 2017. The finding
reveals that in 2015 and 2016, there was no facdht could provide EmMONC service
at 100% whereby the district hospital managed ¢wigded services at range of 77.7% in
2015 and 2016 while in 2015 Mzenga health centefdcprovide services at range of
55.6%, also in 2016 just Mzenga, Maneromango andakiahealth centers could
provide services at range of 55.6%, and the rdstaadities could provide services at
ranging of 22.2-44.4 percentages. In additionahsd in 2017 only the district hospital
could provide services at 100% and the rests dlitfas had decreased on percentages
of services provided to less than 50% of EmONC isesvto the range of 22.2-44.4
percentages. This implies that the district manaigedeach the target of 100% for
CEmMONC services within the district hospital butas behind on reaching the target for
health center, which had a target of 50% of CEmQG@ices and 70% of BEmMONC
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services and dispensaries, which had a target%faf0BEmMONC services at the end of

the program period.

Furthermore, the researcher was interested to keaghar level of services for EmMONC
services that is CEmMONC services. How is it perfagrby looked at caesarean section
services. The finding revealed that only Kisaraligtrict hospital had caesarean section
services within the district, and the trend of emean section services was increased
from 6.8% in 2015 to 8.1% in 2016 and then to 9if%017. Also from 2015 to 2107
the trend increased by 2.9% margin while the higpescentages of 9.7 do not exceed
the required percentages of WHO of 15% caesarezimseservices. This implies that
more effort should be put on health centers td segsarean section services soon so to
increase coverage of CEmMONC services, which eviytwdll increase EmONC

services.

Finally, having a proportion of met need for EmONE&rvices of 49% for 15 health
facilities, which means 51% of the pregnant mothédre experienced complications did
not receive EMONC services at EmMONC facilitieslevttihe UN requirement standard
is 100% of all pregnant mothers who experiencedettiss complications should be
treated at EmMONC facilities also performance of Bvd3services at all facilities was at
range of 22.2%-44.4% except to the district haspivhich had 100% and this implies
that all facilities, especially health centers atispensaries had a deficit of 55.6%-
77.8% on the provision of EmMONC services and mesins that the program was far
behind in reaching the required target. These tesuke similar to that of the study
conducted in Kigoma region whereby facilities didt rreceive support had low
proportion of met need for EmMONC services. Avalitibs of signal function services
were low and the rate of pregnant mothers recei@rsgction was increasing at a low
pace hence more facilities should be enrolled ¢optogram increase EmMONC services
(Florina Serbanescu, 2013). Additionally, anotheidg conducted in Lusaka district,
Zambia reveals same results that the district load dvailability of BEmONC and
CEmONC services, which was due to lack of traintdf,smedical equipments and
supplies according to the required standards (Teshlady 2017).
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CHAPTER SIX
CONCLUSIONS AND RECOMMENDATIONS

6.1 Introduction

Since lack of funds for training of health staffopurement of medical equipment and
supplies on EmONC services is the main reasondor puality of EmONC services at
selected health facilities in third-world countrigeere is a need of serious effort to
address that (Santos et al, 2006). Tanzania beiegob the third-world countries in
collaboration with development partners such as kDtook a serious measure to
address the problem of poor quality of EmMONC sewi(KOFIH, 2016). The program
intended to addresses all key issues that affextgimlity of EmONC services by
providing funds for training of health staff on EMNO services, procurement of medical

equipment and supplies at public health facili{€®FIH, 2016).
6.2 Summary

The finding on fund disbursement reveals that diolyr facilities out of 35 were

receiving support even though late %ted 4 quarter of financial year 2016/2017.

Staff trained for EMONC services were merely 19%620f the respondent, and
training was CEmONC services while 100% of heattffsat primary level facilities
like dispensaries did not receive BEMONC serviegning and 70% of health staff

providing CEmONC services did not receive any frajrduring the on-going program.

The medical equipment for EmMONC services was pextanly in 4 facilities, and the
district has a deficit whereby dispensaries hablatage of 52.6%, Chole health center
had 56% and remained health centers had the skodb@9.1% while the district
hospital had 4% shortage.

The medical supplies for EMONC services was onydfstrict hospital. The district was
facing with a shortage of medical supplies for EnfOskrvices whereby dispensaries
had a shortage of 65%, Chole health center had 88%remained health centers had a
shortage of 40% while the district hospital hadhartage of 100%.
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EmONC services revealed that availability for EmOBEvices at all facilities was at
range of 22.2%-44.4% except to the district haspivhich had 100% and this implies
that all facilities, especially health centers atispensaries had a deficit of 55.6%-

77.8% on provide EmMONC services.
6.3 Conclusions

From the general objective of the study, findingeaed that the strengthening of the
health system was more for the district hospitad¢sithe district hospital had an increase
of 22.3 to reach the required standard of 100% roniging CEMONC services while
the health centers of Maneromango, Mzega and Médmakan increase of 22.2 to reach
44.4%, which implies that they have a shortage%fté reach the required standard on
providing CEmON services. The rest of the factitigerformed worse between 22%-
44% on providing BEmMONC services, which impliedtttieey have a shortage of 26%-
48 of the required 70% on providing BEmMONC serviddee strengthening of the health
system was only for 4 facilities out of 31 facési and the program is almost halfway.
Furthermore, some of the facilities receive partiapport not full that is all health
centers. | can conclude that the implementatiortgse of health system strengthening
towards improving EmONC services at selected hefalthlities is not implemented

successfully.
6.4 Recommendations

Generally from the study objectives, one can calelthat the implementation process
of health system strengthening towards improvingOIN® services at health facilities
was not implemented successfully due to in adeqtuads, trained staff, medical
equipment and medical supplied. Based on the sfudiings, | recommend the
following measures to be taken for improving theplementation process of health

system strengthening towards improving EmONC sesvat health facilities.

6.4.1 KOFIH should provide more funds. The funds shdutdused to enrol especially
low level facilities such as dispensaries and head#inters to increase availability of
EmONC services. The enrolment should involve trajrof health staff, procurement of

medical equipment and supplies for EmMONC services.
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6.4.2 The district should see to it that the progranmiplemented more effectively to
realise set objectives. This could be achievedutyiiathe district contribute additional
fund on the program so as to increase stewardshibimsure sustainability of the
program.

6.4.3 The Government of Tanzania should increase itwastiship. Government of
Tanzania through MOHCDGEC should use this studgrinfition and renegotiate with
KOFIH and other development partners on the sughootuighout the program to other
Regions. The aim is to fill the gap existing in gregram.

6.5 Possible limitations of the evaluation

The limitation in this study was lack of financi@source and limited time to conduct
the study. However, the researcher worked har@d¢ars some little find and managed
to collect reliable data for the study.

6.6 Areas for further study

This evaluation study was not exhaustive some adinea such as evaluation on the
implementation process of health system strengtigetdwards improving of signal
functions for EmMONC services at the dispensaryljeared evaluation on the quality of
signal functions for EmMONC services to the dispgnsan get more attention covering
a larger area for the development of people ircthentry.
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Appendices

Appendix 1
Work plan
Timeframe Responsible
person
2016 2017 2018

ITEM Q4 Q1 | Q2 | Q3 QL | Q2 Q3] Q4
Proposa Student
Development
and Approval
Organize Student anc
Information of stakeholders
the Target
Program
Design the Student and
Methodology, supervisor
Evaluation
Questions, list of
data needed and
data collection
method
Collect data Student
Analyse and Student and

interpret data

supervisor

Preminary
Report
Evaluation
Results to
stakeholder

Defending thesis

Dissemination o
the result
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Student and
Mzumbe
University

Student ant
stakeholders




Appendix Il

FACE TO FACE QUESTIONNAIRE GUIDE FOR DMO/DRCHCO/KOF FlI
program coordinator on research question 1&2

Thank you for taking the time to talk with me todayl am conducting an evaluation
research on the implementation process of headitesystrengthening program towards
improving emergency obstetric and newborn careices\at selected health facilities in
Kisarawe District which is supported by KOFFI .Tdien of the evaluation is to uncover
information which will help stakeholders to undarsd whether the program is line with
what was intended to be achieved and improve ne#d be. Furthermore the study is
conducted in partial fulfillment of the requirememf graduating the Master’s degree of
Science in Health Monitoring and Evaluation of MAwerUniversity. | am interested in

hearing about your experiences as an implementdgregbrogram. There is no right or
wrong answers to these questions. Please let ow Knthere are any questions that
you would like to skip because they make you uncotable. Do you have any

questions before we begin?

NB; Please in your responses could you respondlyorie

Research question number 1
To what extent were the funds disbursed utilized timprove emergency obstetric
and newborn care services at selected health fatidis in Kisarawe District?

Sub research questions relating to research gonestimber one:
Interviewer: Is there a budget allocated to impr&meONC services at selected health
facilities in Kisarawe District through KOFFI suppo

Interviewer: In which quarter of the financial yeaere the funds received (mention in

guarter)
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Interviewer: Briefly mention how the funds were dsier EmMONC services in your
answer respond about;

1. Training of health staff on EmMONC services
a) Can | see the attendance document of the tgainin
1) In place  2)Not available

2. Procurement of medical equipment for EmMONC services
a) Can | see the delivery notes for Procuremenmediical equipment for EmONC
services
1) In place  2) Not available

3. Procurement of medical supplies for EMONC services
a) Can | see the delivery note for Procurementedioal supplies for EmONC services
1) In place  2) Not available

4. Other services (not EmMONC services) please metttiem

Interviewer: Do you have carried over fund for EmOBervices in 2016/2017 financial

year?

Interviewer: Did you manage to implement the EmO$#tvice activities budgeted for
financial year 2016/2017 .

1. Training of health staff on EmMONC services

2. Procurement of medical equipment for EmMONC services

3. Procurement of medical supplies for EMONC services

Interviewer: If you did not implement the activiidully to what percentages did you

manage to implement them.

Interviewer: Were the funds adequate to improve Bi@Qervices in the financial year
2016/2017?

Research question number 2
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To what extent were the staff trained on emergencgbstetric and newborn care
services at selected health facilities in Kisarawistrict?
Interviewer: Were there any training on EmONC smgiconducted to your health staff

in your facilities during the financial year 2016427?

Interviewer: Were the trainees selected from thé&suelating to maternal and newborn

care?

Interviewer: Was the guidelines for EmMONC serviéesn the Ministry of Health

considered during the training?

Interviewer: Mention the number of days did thenirag took
a) BEmONC service b)CEMONC service

Interviewer: What is the percentages of trainetf siaEmONC services in the facilities

at the moment?

Interviewer: What is the percentages of facilitieghout trained staff on BEmONC

Services?

Interviewer: Do all health centers and hospitalvehdrained staff on CEmONC

services?
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Interviewer: What is the percentages of healthresrdnd hospitals without trained staff

on CEmONC services?
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Appendix Il

QUESTIONNAIRE

Self administer questionnaire to the trainee to adkss research question number 2
To what extent were the staff trained on emergencgbstetric and newborn care
services at selected health facilities in Kisarawistrict?

Please Circle the correct response number

Eg. Are you 1.Female 2.Male @
I) Gender
1. Male 2.Female

II) Carder

1. Clinician 2.Nurse 3.Medical attendant

[I1) What is the level of the facility are you in

1. Dispensary 2.Health Center  3.Hospital

IV) Which department or unit are you working?

1. RCH 2.Maternity ward 3.Paediatric ward 4.Theater
V) Have you ever received any training on EmONises

1. Yes 2.NO

VI)If yes the training you received on EmONC seed was
1)BEmMONC  2) CEmONC

VIl) How many number of days took did the trainitadge
1) less than 14 days 2)14 days 3)More than 14days

VIIl) What were the topics for the training? Puif 1t was presented and put O if it was
not presented

1. Resuscitation of mother and newborn...........

2. Early newborn care (prematurity, sepsis, hypogiyia and hypothermia)..............
3. Communication, triage and referral ....................

4. Management of shock and the unconscious patient.............

5. Management of severe pre-eclampsia and eclampsia..............

6. Prevention and treatment of obstetric hemorrhage...............
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7. Prevention of obstructed labour.........................

8. Diagnosis and treatment of pregnancy relatggiSe........................

9. Assisted vaginal delivery-vacuum delivery .............commevennn...

10. Other common obstetric emergencies (breecheatg|icord prolapse, twin delivery

and retained placenta ...........c.coooiiiii i

IX) During training did you have practical lessons?
1. Yes 2.no

X) If yes could you circle the practical you didrfmem

. Pantograph form filling

. per vaginal examination

. Fetal heart examination using fetoscope

. Pelvic examination

. Blood pressure measurement

. APGAR scoring

. Help baby to breath

© N OO 00~ W DN PP

. Administration of magnesium sulfate

10 Administration of lumber spinal anesthesia
11. Adult resuscitation

12. MVA

13. Vaginal tear repair
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Appendix IV

Observation checklist for procured equipment
Research question number 3
To what extent were the medical equipment’s predwrtilized on emergency obstetric

and newborn care services at selected healthtfesiin Kisarawe District?
This question is answered through the researcBponeling to an observation checklist

of procured equipment and physical verification.

Physical
Medical equipment Quantity Procured Functiop&bcation
Delivery Kits
BP Machine

Screen fold with curtains

Examination bed

Glucometer
Ambubag-Paediatric size
Suction Machine

Diathermy Machine

Drip Stand

Stethoscope

Cort bed

Stretcher

Gynaecology Examination Light
Urine analyzer

Pediatric pulse oximiter

Adult pulse oximiter
Delivery bed
Haemoque Machine

Caesarean set
Laparatomy set

Cut down tray set
Vacuum Pump/extractor for assisted varg
deliverry

Color coded Bins (Yellow,Black,Red)
Oxygen Source
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Appendix V

Observation checklist for supplies

Research question number 4

To what extent were the medical supplies procutézed on emergency obstetric and
newborn care services at selected health facilitié§sarawe District?

This question is answered through the researckporeling to an observation checklist
of supplies

Procured/as
Medical supplies budgeted Physical locatioh

Gloves Sterile

Gloves disinfected - Long sterile for manual remmfa
placenta

Antiseptic solution (iodophors or chlorhexidine)
Spirit (70% alcohol)
Long plastic apron

Waterproof foot ware

Plastic eye shield

Urinary catheters

Syringes and needles
IV tubing

IV solutions (Ringers lactate, normal saline)

Suture material for repair of tears or episiotomy
Swabs

Bleach (chlorine-based compound)

Clean plastic sheet to place under mother
Sanitary pads

Clean towels/cloths for drying and wrapping theya
Cord ties/clamp

Impregnated bednets

Urine dipstix
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Appendix VI

Research question no 5

Documentary review for EmMONC services

To what extent have the emergency obstetric andooewcare services at selected
health facilities improved in Kisarawe District?

This question is answered through the researesponding to an observation checklist
documentary review of EmMONC services.

1. Documentary review for expected pregnant mothers
To find out the number of pregnant mothers are etguketo deliver at EmONC facilities
from 2015-2017

Facility name and level| 2015 2016 2017

2. Documentary review for delivery at EmONC facilities
To find out the number of pregnant mothers are whlivered at EmONC facilities
from 2015-2017

Facility name and level| 2015 2016 2017

3. Documentary review for obstetric complications
To find out the number of pregnant mothers who éepeed obstetric complications
and deliver at EmONC facilities from 2015-2017

Facility name and lev | 201¢ 201¢ 2017
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4. Documentary review for Caesarean section

To find out the number of pregnant mothers who umdat Caesarean section at
EmONC facilities from 2015-2017

Facility name and | 2015 2016 2017
level
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5. Documentary review for signal functionaEmONC services

To find out the performance of facilities on EmOINErvices signal functions by looking at number cégmant mother received
EmONC services signal functions.

Name  of| Facilit | Administe Administer | Administer | Manual Removal of| Perform Normal Perform basic| Perform Perform blooc
facility y level | r parentaljuterotonic parental removal of| retained assisted | vaginal neonatal C/Section | transfusion
dispens| antibiotics |drug(eg anticonvuls | placenta product vaginal delivery resuscitation | delivery
ary Oxytocin) ant delivery
1,HC2 (magnesium
and sulphate)
Hospit
al 3
(YR RN 'y ~ ‘= s ~ ‘= s ~ " = 'y ~ [ TR U I e ~ = 'y © ‘= 'y ~ = 'y ~ " =
— || — — — — — — — — — — — || — — — | - — — — — [ - — — —
o O © o o o o o o o o o o |l |00 |O|O|O|O o o o o O O o o o
AN ([N N AN N N N AN N N N N N N N NN | N | N NN AN N N AN N | N N N N
) ) S ) S S S ) S S S ) ) S ) S S ) ) ) bl ) ) bl ) bl ) ) ) )
C|(d B| 8| | 8| | 8| | S| S|B| 8| S| B | S| || S| B B & | | & G | 3| ©| & g | c
L (D O (5} (5} (5} (5} () (5} (5} (5} () () (5} QO D (3} (5} (SR IN) () () o () (5} (3} (3} (3} (3}
[ > > > > > > > > > > > > N N N N N N W > > > > | >N > > > >

88



