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ABSTRACT

Background: Emergency obstetric care is one of the strategiesetlucing the maternal
mortality as pregnancy related complications ar@redictable. However, maternal
death due problems related to unimproved comprélensbstetric has been

documented.

Objectives: The aim of this evaluation was to assess the img@hgation process more
specifically on the community awareness with regatd emergency obstetric and
neonatal care (EmONC).The goal of the project le@ntio improve maternal and child
health age in a population by ensuring provisionudlity health services by utilization

of EmMONC services by the community of Uvinza DdtCouncil.

Methods: The study was conducted in four villages of Uvidesrict in Kigoma region.

A cross sectional descriptive study was conductewlving 120 respondents. Semi-
structured questionnaire was used to capture irdtbom related to implementation
process of World Lung Foundation. The focus wadectdd information on several
issues such as assessing the level of communityeaess in accessing EmONC
services, identifying the roles of traditional hidttendants and challenges encounter by
health care workers in facilities providing EmONE@nsces. Evaluator randomly

selected the participants to be included in thdystu

Results: The evaluation revealed institutional deliveriecrégased by 87.5% at
CEmONC health centers, and 70% deliveries by caasasection, the highest ever
recorded. The level of community awareness in &cgsEMONC services was high
among the evaluation participants. Majority (87.586)the health care workers had
received training supported by World lung foundatidhe findings also revealed that
traditional birth attendants have been undertakiady referrals of pregnant women to
health facilities providing EmONC.

vi



Conclusiont The issue of 3 Ds (Delay in decisions making wteeseek care, Decision
of earlier referral and Decision on what time tarstreatment) all these cut across as
limitations to achieve millennium development goaimber 5. Findings revealed that
the maternal mortality rate (MMR) in all facilitiefecreased by 44% between January
2011 and June 2013(WLF report, 2013). Furthermtivete was a 70% increase in
institutional deliveries in Project-supported fdamks compared to a 30% decrease in
non-Project-supported facilities; there were insegh awareness of community in

accessing care to health facilities providing EmQé¢@vices.
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CHAPTER ONE
1.0 Introduction

This chapter introduces background information,cdpgon of the programme to be
evaluated, the core strategies of the maternathheabgramme and the justification of

this evaluation.

1.1Background information

Emergency obstetric care refers to life-savingsvises for maternal and neonatal

complications provided by skilled health workersH®@, 2006). Since the beginning of

the 1980’s, several efforts have been intensifedrtprove maternal and child health

status, by reducing the high mortality and morlyidémergency obstetric care is one of
the strategies for reducing the maternal mortagyregnancy related complications are
unpredictable (Bhandari & Dangal, 2014).

Improving a country’s standards of maternity cagquires identifying what is needed.
For needs assessment and project monitoring, tietiduning of an Emergency Obstetric
and Neonatal care (EmONC) facility is defined by therformance of each signal
function at least once in three months (United ofedi International Children’s
Emergency Fund [UNICEF], 2013).Globally, maternatlaneonatal mortality remain
important health issues for most developing coastincluding Tanzania and in some
countries, annual declines in maternal mortalitinieen 2000-2010 were above 5.5%,
the rate needed to achieve the Millennium Develagn@oal under five (Hogan et al,
2012). One target under Millennium Development Gbals to reduce the global
maternal mortality ratio to less than 70 per 100 @@ths, with no country having a
maternal mortality rate of more than twice the glolaverage (Hogan et al,
2013).According to (Musau et al, 2011) high numbematernal deaths in some areas
of the world reflects inequities in access to Healervices, and highlights the gap
between rich and poor. In sub-Saharan Africa thenber of maternal deaths has
increased from 23% in 1980 to 52% in 2008, subwstyhigher more than 280 deaths



per 100,000 live births in 2008 (Hogan et al, 20Ih)e maternal mortality ratio in
developing countries in 2015 was estimated at 239.p0000 live births compared to12
per 100 000 live births in developed countries. Rany decades, there have been
substantial disparities not only between countreg, also within countries. The same
disparities have been observed between women wgh and low income, health
facilities infrastructure and male dominance amoammunities living in rural versus

urban areas (Musau et al, 2011).

World Health Organization (WHO) records that Tanadras the fourth highest number
of maternal deaths in sub-Saharan Africa and tkth siighest in the world (WHO,
2014). One of the MDG has been is to reduce mdteragality to 193 maternal deaths
per 100,000 live births by 2015. However, it wapented that this goal can be attained
when maternal health services are provided throhmgh skilled birth attendance
provision of comprehensive emergency obstetric @arbospitals, provision of basic
emergency obstetric care of health centre and dsspes (Ministry of Health and
Social Welfare, Sharpened One Plan, [MoHSW] 2014).

Over the last decades, there has been no doubitighatate of maternal death is one of
the major public health concerns in Tanzania. Irstntases, maternal deaths are caused
by factors attributed to pregnancy, childbirth apdor quality of health services
particularly EmMONC (MoHSW, 2014). There has beehstantial evidence that that
more than 80% of maternal deaths can be prevehprdgnant women access essential
maternity care and assured of skilled attendancehidbirth as well as emergency
obstetric care. For the decades the trends hawenstiat from 1961to 1990 maternal
mortality ratio in Tanzania has been on a downwiaehd from 453 to 200 per
100,000live births (Mpembeni et.al, 2007). Howevegm 1990's there been an
increasing trend to 578 per 100,000 live births KNV, 2014).



Uvinza District Council was established in 2013/20The District has a total of 44
health facilities including the following; 35 dispgaries owned by the government, 5
health centers owned by the government, 2 Parhstigpensary and 2 private
dispensary.38 government health facilities fundiigrand 2government health facilities
(Kalya dispensary, llagala dispensary) still onat@htation. Also the district is on
process of establishing District Hospital from poess UNHCR hospital buildings
located at Lugufu. World Lung Foundation healthjgcb in Uvinza District council
aimed at decreasing maternal mortality through owed comprehensive obstetric care
in the district, by implementing the interventiorhish has included upgrading the
capacity of 2 health facilities (health centresperform obstetric surgeries, training of
4 non physicians in anesthesia emergency obstairic neonatal care. The District
record has high number of maternal mortality rateléaths (85/100,000) (Uvinza
Comprehensive council health plan, [CCHP] 2016/2017

1.2 Description of the programme to be evaluated
1.2.1 Background information of the project

The Maternal Health Project of the World Lung Foatioh (WLF) supports national

efforts to reduce maternal and early neonatal deafhanzania. The WFL has been
working with Government of Tanzania and non-goveental partners to builds

capacity to provide high quality, safe and reliabtenprehensive emergency obstetric
and neonatal care (CEmONC) in government facilitiastotal, 10 health centers and
five hospitals have been upgraded throughout Kigosh@rogoro and Coastal regions
through the initiatives of this project. These liéiels has been ensuring that more
women in remote settings are able to access lifmgecare, saving the lives of both
women and their newborns (Darmstadt et.al 2005)

The Maternal Health Project has been operateingwan basic principles. First, the
decentralization of life-saving CEmMONC services tte health centre level takes

services beyond district hospitals which are oftéfcult (if not impossible) for women



to reach during an obstetric emergency and thenskeponciple is to support “task-
shifting” of advanced emergency obstetric carel(iticg caesarean section) to highly
trained Advanced Level Associate Clinicians (“ndrnygician clinicians”) such as
assistant medical officers and nurse-midwives. &mZgnia, as in many countries of
Africa, medical doctors are virtually absent in e settings. In addition, equipping
Advanced Level Associate Clinicians with the skaisd supplies necessary to conduct

CEmMONC significantly expands the provision of esiséservices to women.

The success in decentralizing life-saving servigas demonstrated by a 44% reduction
of patient referrals from partner facilities to tdist hospitals, showing that women can
be treated for complications safely and more quicll lower level facilities, avoiding
the often life-threatening delay in receiving treant.

1.2.2 World Lung Foundation Maternal Health Projed background

Since 2006, The World Lung Foundation has suppdhededucing maternal mortality
in Tanzania project, aimed at decreasing maternaltaiity through improved
comprehensive obstetric care in Kigoma region. gifogect implements the intervention
which includes upgrading 2 health centers to perfabstetric surgeries as well as
training over 15 non physicians clinicians in ahesta and emergency and neonatal

care (EmONC), (Reducing Maternal Mortality in Tanzareport, 2015)

World Lung Foundation serves as a resource on CEG\@NGovernment of Tanzania
at district, regional and national levels as wslt@other NGOs. Beginning in 2013, the
CEmMONC care, the Maternal Health Project expardl deepen its efforts to include
family planning (FP) and comprehensive post-aborticare (cPAC) through a
partnership with Engender Health. In the new pludiseork, health providers in partner
sites will receive training in long-term and perraahmethods of FP and provision of
PAC services. In addition, Engender Health will xg@ coverage of the comprehensive
package (CEmONC, FP and cPAC) to additional heagtiters in Kigoma, one of the

most under-resourced regions of Tanzania.



This will put Kigoma on track to exceed the goails éstablishing EmONC in at least
half of its health centers as stated in the “OnanPL Government of Tanzania’'s
Roadmap to Accelerate the Reduction of Maternalytdéen and Child Mortality.

1.2.3 Core Strategies
Decentralization of life-saving skills from hospitds to health centers

Saving the lives of pregnant women requires acbkssand affordable CEmMONC
services. According to the 2011 Demographic andlthiegaurvey (DHS), the major
perceived barrier to women’s access to health aes\is lack of money (24%), followed
by distance to a health facility (19%). Access #@ecis felt most acutely by rural
women, and women with no education or in the lowealth quintiles, among others
(DHS, 2011).

Establishing services in remote areas is challendiowever, for several reasons: it is
extremely difficult to recruit and retain medicarponnel (particularly doctors) in hard-
to-reach facilities; long-distances make the cardirs and dependable supply of drugs,
equipment and consumables uncertain; and, thepmandemands of reaching remote
areas increases the costs of building and renoyatimviding on-going maintenance,

and conducting supervision.

The Maternal Health Project has made a signifieargstment to build and/or renovate
operating theatres and wards, procure and deligeipment and supplies, and ensure
maternal health medicines are available in itsnaarfacilities. Across Tanzania, stock-
outs of medicines and supplies are a frequent omece, and the Project has tried to
support emergency requests whenever possible. imze\District Council funding has
also been provided to build housing for severdif staeach partner facility. This has

proven to be an effective, cost-efficient non-fio@hincentive to retain health workers.



WLF works closely with members of the Council HealMlanagement Teams in the
district, encouraging the allocation of Council dumg for CEmONC: facility upgrades,
housing, equipment, hiring of health workers, psaMi of supportive supervision, and
supplies and commodities. Leveraging governmengmregs for CEmONC is an on-
going challenge, however, given limited disposaklenue at and competing demands
for these resources.

1.2.4 Task-shifting of CEmONC surgery and anesthésto mid-level providers

Tanzania, like many countries across Africa, faaegvere shortage of qualified health
workers. The acute shortage of qualified healthkens is most evident at lower level
facilities and in more remote areas. Nationwiderehis a 55% deficit in nurse/nurse
midwives posted, and a 46% deficit in AMOs. Eveesthaverages conceal considerable
variation (and hence advantage/disadvantage) wrigions and within even districts
(THSA, 2010). There are only 15 MD anesthesiologgcsalists (medical doctors),
about 60 AMO-anesthesiologists, and about 180 ramssthetists serving a population
of 42 million of people (Omar &Bergstrom, 2013).

Assistant Medical Officers (AMOs), Nurse MidwivadNIWs), Clinical Officers (COs)
and other Advanced Level Associate Clinicians arghe front-line of saving lives in
rural areas. They typically work in extremely difiit circumstances characterized by
overwork, limited physical infrastructure and suep] and sub-optimal living and
working conditions The Maternal Health Project fees on upgrading the skills of these
clinicians through competency-based training of AM@ caesarean section, and
training for NMWs and COs in safe CEmONC anesthdiactical workshops, a robust
mentoring scheme, continuous medical education, ragdlar phone communication

provide clinicians with on-going learning and sugpo



1.2.5 Programme Logic Model

In the views of Rush and Ogborne(2000),logical nhagla diagrammatic representation
of a program. A logic model depicts relationshipstween the main activities, or
components, of a program and associated goalsctodge, indicators and resources.
The logical model of Emergency obstetric servicegmam in health facilities shows the
different inputs secured to provide the servicdjvaes to be performed to get the
intended output; the output from the activitiesfpened and the expected immediate
and long run effects. WLF aims to create a culafrkigh quality, respectful care where
providers working in difficult circumstances geetbupport they need to perform to the
highest standards, and all parties are accounfablsaving women'’s lives. Investing
continuously in the people who provide the carbe-AMOs, NMWs and COs - is the

cornerstone of the work.
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1.2.6 Program Stakeholders

Stakeholders are those who are influenced by aed ar influence on those things take
place in the project entity directly or indirectiRwechungura, 2010). Kigoma is
amongst the three regions which are supported bgildNoing Foundation (WLF), The
foundation has supported the upgrade and buildihgime health facilities in the
Kigoma region and has trained 106 Non-Physiciani€@ans (NPCs) in Comprehensive
Emergency Obstetric and New born Care (CEmONC)saci@nzania. Working across
five districts including Uvinza district council, M has helped to upgrade a further nine
facilities, including six health centers, to beco@EmMONC service delivery facilities.
These facilities include health centers in UjijigiNuka, Kakonko, Mabamba, Nyenge,
Buhingu and three hospitals in Maweni, Kibondo Kagulu(WLF, 2014).

During the stakeholder’s analysis, regional heblitheau which was conducted on14
September 2014, World Lung Foundation (WLF) joioedr a hundred community and
government health leaders and advocates at a mexinvened by the Government of
Kigoma to coordinate maternal health activities &mddentify gaps in the region and
particularly at community levels. Maternal healttojpct in Uvinza district council is
aimed at advancing the district efforts in meetMdlennium Development Goal 5:

reducing maternal and infant mortality.

Key stakeholders in maternal mortality reductioe 8foHCDGEC Tanzania, Kigoma
region administrative secretariat, Uvinza Distri@ouncil, Private sectors, non-
governmental organizations (NGO’s), and the comtiesi International stake holders
include WHO, UNDP, international organizations, nsities and research institutions

among others.



Table 1.1 Stakeholders Assessment and Engagement tkiba

Stakeholder | Role in the Interest or Role in the Mean of Level of

Program Perspective on Evaluation Communicatio | Importanc

evaluation n e
(H, M, L)

Community | EmONC Effectiveness of the | Respondents in the Meetings Medium
(women  of| services maternal project evaluations (provide | Interviews
child bearing| beneficiary demonstrated by information required to| through self-
age/ reduction of maternal | inform the evaluation) | administered
traditional mortality death , questionnaire
birth health care seeking
attendants/ attitude improves
health care within the entire
workers community
Uvinza Implementer Effectiveness and Support the evaluation| Email High
District and owner of efficiency of health team with essential
Council Emergency facilities conducting | needs. Teleconference

obstetric care | EmONC services.

programs Users of final report | Official letters

for improving the

Financial program Meetings

support for

Health care Provide the necessary

workers documentation

(reports, plans,

Capacity policies)

building
WORLDLU | Provide Efficiency and Use of findings Tele- Medium
NG policies, effectiveness conference
FOUNDATI | strategic
ON guidance in Emails

EmONC

Identifying the

gap in the

implementation

of EmMONC

program
1.3 Statement of the problem.

Over the past decades, literature has demonstifaatemergency obstetric care is one

of the strategies for reducing the maternal maytas pregnancy related complications

are unpredictable. The challenge of maternal dedts complications related to

pregnancy has been documented in Tanzania (TDH)20
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In Kigoma region, the challenge related to matedwsaths has been in persistence over
the decades. Despite the fact that Kigoma has neaingreduce maternal mortality to
lower than the national level, Uvinza district reméacing the big challenge. Reports
have shown that there were 4628 (30%) and commuseiiyeries 23149 (14%) with 7
and 5 facility and community maternal deaths repely in the district in 2014/2015
(Uvinza CCHP, 2014)

In addressing these challenges, World Lung Fouodaipgraded health facilities and
facilitated training to health staffs on obstesiageries to help remote communities to
access health care services easier. However, matgaths have continued to be one
the public health challenges in the district. Ténsluation therefore intended to assess
the level of awareness among community on emergebstetric and neonatal services.
In addition, the roles of traditional birth attentkaon emergency obstetric and neonatal
care services were assessed as well as potentaleraes encountered during
implementation of EmONC services.

1.4 Evaluation Questions

1. What strategies are being used to create commuamigreness on accessing

EmONC services?

2. What are the roles of Traditional birth attendatidsensure access of community
to EmMONC services
3. What are the challenges in the implementation EmQd¢@rices to Uvinza

District Council health facilities?
1.4.1 Goal

The goal is to improve maternal and child healtle ay a population by ensuring
provision of quality health services by utilizatiohEmMONC services by the community

of Uvinza district Council.
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1.4.2 Main Objective

To assess the implementation process of emergdmtgtdc and neonatal services in

rural settings by World Lung Foundation ProjecbfrJvinza district council.
1.4.3 Specific Objectives

1. To assess the level of awareness among communignargency obstetric

and neonatal care services in Uvinza District Cdunc

2. To assess the roles of traditional birth attendamtsemergency obstetric and

neonatal care services Uvinza District Council.

3. To assess the challenges encountered during imptatiem of EmONC

services in Uvinza District Council health fac#is.
15 Significance of the Evaluation

Efforts to reduce maternal mortality in Kigoma ampeded by major challenges
including a shortage of staff particularly the Asant Medical Officers and skilled
nurses. In addition, inadequate resources, and woooeing late to the facilities
contributes significantly in limiting the effortewards reduction of maternal mortality.
This is why Uvinza district has been a major footi8vVorld Lung Foundation Maternal
Health Program’s efforts for the past five yearsinda district council is one of the
districts where emergence obstetric care intergestiare implemented to reduce
maternal mortality rates. , Being the first didttic implement maternal health program
in the country; this evaluation report generatenmfation which other districts with the
same project would acquire to improve the qualftlife and reduce maternal mortality

rate in the country as a whole.

Since all pregnant women are at risk of obstetampglications (hemorrhage, sepsis,
unsafe induced abortion, hypertensive disordergrefgnancy and obstetric labor),

earlier access to emergency obstetric care (EmONQerceived to enhance vast
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majority of maternal deaths to be avoided. Thidsclalr promptness when it comes to
access to emergency obstetric care as it shouldebwal to any efforts in reducing
deaths among pregnant women. Despite a numberobialglnd national efforts to
improve women’s health, death of women during chiidh remains an unresolved
challenge in many developing countries, includiranZania. Some estimates indicate
that at least half million women die from pregnamelated causes (The World Bank
report, 2007).This evaluation aimed to assess thglementation process (current
practices and outcomes in project supported fes)itthat provides EmONC services in
rural settings in which mainly discover the corsuiss which address the reason for
existing maternal deaths from both health fac8ig®d community deliveries despite the
fact of presence of facilities offering EmMONC sees. Furthermore, the evaluation
intended to assess community awareness on accesgetgency obstetric care targeting
women of reproductive age 15-49 years and has beteto be conducted in Uvinza
District council in Kigoma Region.

Evaluating community awareness on seeking emergebstetric care services is an
important part of understanding the barriers fororpautilization, hence design
mechanisms that allow women with pregnancy comptinato easily access care they
need in affordable means. This evaluation genethisore roles of traditional birth
attendants in the community they save in reductbmaternal and neonatal deaths.
Furthermore, came up with challenges faced by lhealorkers in implementing

EmONC services despite the fact of upgraded fasliio provide EmONC services.

The evaluation report generate inputs that alloiceanakers to make evidence based
decisions on implementation of earlier seeking ceweemergence obstetric services in
reducing maternal mortality rates at community leVée findings direct stakeholders
on which investments, area of improvements are etketd further the EmONC
programs. Therefore it is important to conduct teialuation in the study area to

evaluate the outcomes for World Lung Foundatiomat8gies in collaboration with the
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Uvinza district council how both has reached onieaghg millennium development
goals number 4 and 5.

Finally, the evaluation enabled the evaluator taiata Master of Science in Health
Monitoring and Evaluation. It is an essential regoient to undertake evaluation of a
program of your choice as partial fulfillment crigefor acquiring the said qualification.

This is the main significance of this evaluation.
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CHAPTER TWO
LITERATURE REVIEW
2.1 Introduction

This chapter will present the literature reviewel@it what other people have written
about community awareness and access to emergdrstgtric and neonatal care in
rural settings. Through this presentation of literes the gap existing in the earlier
access to EmMONC services will be highlighted. Aapgythat exist in the interventions
will be addressed by this evaluation in manner Widtimprove the access to EmONC

services in the local government and beyond.
2.1.1 Emergency Obstetric care services in Tanzania

Data from TDHS (2012) presented that lack of mo@f6) poor infrastructure (38%)

unfriendly attitude of health care workers (14%¢ #ine major barriers most women
perceive in accessing specialized health servivasce high rate of home deliveries in
Tanzania, Furthermore, poor referral system, inadexskilled attendants and lack of
frequently medical supplies also contributes to @odeliveries. In addition socio-

cultural and gender inequalities in decision-makingrease the high rate of home
deliveries(TDHS, 2012).

Evidence shows that timely referrals and approprmegalth infrastructure with qualified
health personnel greatly reduce maternal mortalgtes and disabilitietn many

countries of sub-Saharan Africa, women suffer teehaccess to skilled delivery,
existing high prevalence of maternal illnesses,trobted labor, haemorrhage, pre-
eclampsia and eclampsia and other potentially detrag complications have generally
been linked to their poor access to emergency tlusservices. In developed regions
almost 100% of deliveries are attended by skilledlth personnel(The Millennium

Development Goals Report, 2008).
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For Kenya, (Eastern African region) the situatisrmore worse whereby only 34% of
deliveries are attended by skilled birth attendacdmpared with 41% in western
Africa., 536,000 maternal deaths are estimatedcturoworldwide in 2010, and the
developing countries accounts for 99% (533,000)rand: than half (270,000) occurred
in the sub Saharan region alone. (Zahr et al, 2012)

Literature establish that numerous factors arerimuting to maternal mortality, most

occurs between the onset of obstetric complicadina its outcome, and the outcome is
adversely affected by delayed treatment. It wagaked that 3 factors that complicate
the outcomes are (1) delay the provision of adeqgoedternal care (2) delay arrival to a
health facility (3) delay in seeking. Distance aius$t are the major obstacles in earlier
decision to seek maternal care. The community persehe quality of care is more

important rather than cost. Health services is stidyy variables such as socioeconomic

status and gender (Campbell et.al 2010)

It happens that pregnant women who seek care reanlght still experience delay in
receiving care, because the accessibility of EmQG&diities is an acute problem in the
developing countries, in remote rural areas, pregwamen with obstetric complication
may find a nearest health facility where no neagssasources exist, shortage of
qualified staff, essential medicines and suppliai$ored with administrative delays and
clinical mismanagement highly associates with nmaledeaths. With the scarcity of
resources we have, priority allocation remains las gold standard measure for
reduction of maternal deaths. Decentralizationbsitetric surgeries including upgrading
of health facilities, training of health care prders are the best contributors in reducing
home deliveries. Though community sensitization ambilization on importance of
earlier seeking of care, decision making in seekaage and referral has to be
emphasized frequently.
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2.1.2 Conceptuaimodel of evaluatior

Conceptual model of the evaluation is a diagransnptesentation of gap betwe
program plan and output in the EmONC program, tigemtification of the probler
with each program component, next solution to agkltee problem by using the res
of evalwation, and what you expect after execution of tbkiton in improving the
program. This conceptual model of evaluation depitte different components

EmONC program and the possible outcomes of thergnogf it goes as it is planne
Diagram indicats the relationship of different program componeani$ how one affec
the other.

Figure 1.1: Conceptual model for evaluation (Adopted and modigd from World
Lung Foundation model



2.1.3 Professional Development

Competency-Based Training
Between 2007 and 2013, the Maternal Health Projacted one hundred and six (106)
AMOs, NMWs and COs in CEmONC.

Activities conducted during AMO training:

CEmONC surgery: spontaneous vaginal deliveriesediredeliveries, repair of
cervical and perineal tears, vacuum extractionssa@ean sections, laparotomy
for ruptured uterus (repair or subtotal hysteregtomand laparotomy for
ruptured ectopic pregnancy, manual removal of pieceand evacuation of
inevitable abortion.

CEmONC anesthesia: spinal anesthesia, intubationadilts for general
anesthesia, administration of general anesthesig kstamine, and resuscitation

of newborns.

An analysis undertaken in 2013 of the PCAs andirihial training course highlighted

the crucial role of active problem-based learningar close supportive supervision of

an expert OB/GYN. WLF’s continuous medical edugatamd training workshops are

guided by the following recommendations arisingrfrtihe analysis:

1.

Emphasize problem-based, practical teaching anditepand reduce theoretical
training.

Expand close supportive supervision during theningi time.

3. Re-consider the time period of training to reflebe needs of trainees for

mentoring and supportive supervision by experts.

. Ensure trainees will return to fully functioning @BNC facilities so training

costs and human resources are optimally used.
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2.1.4 Continuous Medical Education (CME)
ills Workshops

The analysis on the strengths and weaknesses ofs/Nalr-month initial training and
the PCAs pointed the distinct need and appreciafmm practical on-site skills
development. As such, highly focused and pracs&dls-workshops are organized on
priority issues of clinical care including topidsat arise from site visitswhich capture

key clinical information on a routine basis, emergecalls and weekly calls.
Mentoring

Supportive Supervision

Mentoring through supportive supervision is a pilkd the Maternal Health Project.
Over time and working closely with Project partneh® senior specialists have created
an environment that neutralizes the traditionatdrighies which dominate the medical
field, opening up dialogue and learning. Teachimdocused on overcoming real-life
clinical challenges through a team based approdefipid of judgment or punitive

action.
The Project uses three avenues for supportive gigpar:

» Specialist OB/GYNs who spend approximately threéoto days in each health
centre to do team-based practical training. The team-based approach to case
management, focusing on incoming emergencies asel studies that provide
critical learning opportunities for providers. hvolves all available maternal
health staff of the facility: AMOs, NMWs, COs anthers. When there are not
cases to manage, the specialists discuss with thiernal health team the
obstetric challenges they have faced. Increasiagtyas time on-site permits, the
specialists are also giving lectures using theolagrovided to each facility on
clinical topics of priority relevance and examinesgibilities for simulations

using models.
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Over time, the Project has found that the hospitalghich partner health centers
refer, have not necessarily had the opportunityféoused skills-development
and as such, also need significant training ang@upin recognition of this gap,

the Project’s specialists also spend several datfseahospitals to which Project

partners refer women with obstetric emergencies.

Project supported Regional Program Officers (RP@J Beputy Regional Program
Officers (D-RPO) conduct monthly support visitsetch partner facility for clinical and
management support. The RPO/D-RPOs are an impoasset providing continual
support to health workers, helping to maintain déaids at the facilities, and advocating

for the Project at the district and regional levels

WLF staff based in Dar es Salaam who travel tolifes to assist with procurement,
installation and maintenance of equipment; delivedy emergency supplies and
commodities; and ICT support

E-learning

The Project has begun to develop an e-learnindophatfor health providers working in

WLF partner sites. The new ‘virtual classroom’ valable providers to access clinical
instruction in lecture format (publications and g@etations), through instructional
videos and training modules, forums on clinicali¢spof concern and interest to
providers, posting job-aides, and through an ingemail communications hub. The
Project works closely with the Division of Telemeidie in the Ministry of Health and

Social Welfare on this pilot effort with an eye tands potential replication in other

regions.

WLF experts will be able to support clinicians iemote settings through specially
designed training posted on the platform as wethasugh ‘real-time’ conversations as
bandwidth allows. Among clinicians at partner sitédse platform will enable the

exchange of experiences, questions and commerasegular basis.
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Each health facility participating in the Projecashbeen equipped with a laptop
computer. The Project’s focal person at the siersses use of the laptop for data entry
and analysis, managing compilation and sending MgnMonitoring Templates

(MMTSs) to the WLF office in Dar es Salaam, and sabe e-learning.

Tele-medicine

In addition to the e-learning platform, WLF is demng tele-medicine capability
through which the Project’s Clinical Directors wile able to assist clinicians in ‘real-
time’, on line. This will enable AMOs, NMWs, COs darother health providers in
isolated settings to get the advice and suppoxt tleed during an obstetric emergency,

improving the chances of women to survive childbahd without severe morbidities.

Communication with experts

Extensive mentoring is conducted by cell phone tiolge the significant distances
between facilities and Dar es Salaam. For an exapNguruka Health facility among

the upgraded facility in offering CEmONC servideying operating procedures only if
the clinicians fails to attempt a certain compkchtondition, they usually consult senior
obstetric and gynecological specialist in Dar ela&a for further consultation on how
to manage a pregnant women via telephone. Thisorge dooth through regularly

scheduled calls as well as emergency back-up pedviy Project specialists (Clinical

Directors, RPOs and D-RPOs):

» Weekly conference calls are convened by the Praffite in Dar es Salaam,
connecting partners in all the sites (health centred hospitals)to engage in
cross-learning and case management. One of thedPsogenior OB/GYNSs is on
the call to serve as a resource and mentor. Th&lyealls also serve to get
updated information on the staffing levels of faigs, which in turn, enables the
Project to work directly and quickly with local Queils to fill human resource
gaps that could disrupt CEmONC care.

» Emergency calls are taken by the Project’s serpecialists to assist clinicians
facing a complicated situation they feel warrantpegt advice. The Project’s
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Clinical Director initiated the process in 2013 hwia pilot group of health
centres, actively encouraging the health workenseéeh out when need arises,
building trust and confidence that senior spedmlisvelcome such calls.
Providers in WLF partners sites have respondetingahe Clinical Director for
assistance with, among other emergencies: severegmmpsia and eclampsia,
fetal distress; burst abdomen; complicated delivefytwins; and, retained

placenta among other difficult cases.
2.1.5 Material Support

WLF has built and renovated structures to enaldle @ad quality CEmONC to be done
in difficult and hard-to-reach settings. Investnsehive been made to build operating
theatres, delivery and post-partum wards, and staffns in facilities. Similarly, staff

housing has been built at many of the Project sisea key incentive to retain the health
workers trained and mentored through the Projettorder to ensure services are
available on a continual basis, the Project pracumed delivers maternal health
medicines, supplies and commodities particularlgiinations of severe and life-threaten

stock-outs.

To optimize Project investments in human resoutcengthening and upgrading of
facilities, the Government has committed to plaanguitable health worker to perform
CEmMONC in WLF partner facilities. This anchors Ganreent's commitment to

CEmMONC in the crucial component of ensuring skitkealth workers for delivery care..
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CHAPTER THREE
EVALUATION METHODOLOGY
3.1 Introduction

This chapter describes the methodology used fa évialuation and presents the
evaluation design used, the evaluation site (ardafa collection methods used and
sampling and sampling procedures used, data mamsgeamd analysis procedures

adopted in the evaluation.

3.2 Description of the Evaluation Area

Uvinza District

Uvinza District Council is one of the eight cousaih Kigoma Region. The district has
total area of 16,603sq km of which 6,425sq km idaurwater (mainly Lake Tanganyika
and small lakes of Nyamagoma, Sagara, Malagaraggkilg, and Luiche and the
remaining 10178 sq km is a dry land. Uvinza disttmuncil is potentially covered with
Lake Tanganyika which stretches from North WestStmuthern part of the Council
(280km)(Uvinza CCHP, 2016/2017).

Administratively, the district is divided into 3wisions, 14 wards and 45 registered
villages with 232 sub-villages. The district isiesited to have a total number 42 of
health facilities. According to the National Censaisd Settlement 0f2012, Uvinza
district council has population 0f383,640 whereagrenthan 50% are females.. The
population annual growth is estimated at 4.1%. d@istrict has suitable environment
with economic activities. The main economic acipdt being agriculture, livestock
keeping, fishing and business. The main agricultaraps grown are tobacco, palm
trees, maize, beans, sun-flower, cassava, paddyotrat legumes (Uvinza CCHP,
2016/2017). The climate of the district is mainlyided into two zones, the highlands
comprising of mountains, hills and the low Landsxeand Lake Tanganyika gives

positive influence on rainfall pattern and disttiba.
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The evaluation area was selected not only becdusadi highest number of maternal
death and but also the maternal project covers teerateas along Lake Tanganyika
Shore. For example, at Buhingu health facility nefg a pregnant women for
obstetrical surgery it took 18 hours by simple wemdoats, and was a convenient place
for collecting appropriate information regarding teraal health project, also reduces

costs following financial constraints.

3.3 Evaluation Approach

A formative evaluation was conducted to asses®tigeing implementation process of
World Lung Foundation maternal health project até&s in order to provide
information that could be used for improvement an@NC services and ultimately
contribute to the reduction of maternal mortaliger in Uvinza district. According to
Patton (2012), formative evaluation is carried ioubrder to understand what is going
on with the implementation of the program, to findys and make recommendations on
improving the program outcome. Thus, the choicesafig formative approach enabled
the evaluator to assess the level of awareness gamammmunity, roles of traditional

birth attendants and challenges encountered diumplgmentation of EmONC services.

Household simple random technique was conducteleirstudy area, for collection on
socio demographic characteristics; assess the lgivelwareness among women of
childbearing age range from 15-49 years and tadhti birth attendants. Self-

administered semi structured questionnaire wasgivdealth care providers.
3.4 Evaluation Design

A cross-sectional descriptive evaluation design legipg quantitative method was
used. The choice of this design was based on tttetiat the evaluation intended to
collect information, one point at a time and yieldsportant information. For the
purpose of this study, community and facility basadltiple case studies of quantitative

nature was carried-out to evaluate World Lung Fladion program towards its focus of
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expanding access and utilization of comprehensiv€OBEC service provision in the
disrict.

35 Evaluation Period

This evaluation was conducted at Uvinza districtstipular in Nguruka, Buhingu,
llagala and Kazuramimba health facilities. The eatbn population was women of
child bearing age, traditional birth attendants aedlth care providers. The evaluation
period started soon after receiving the letter &pproval of data collection from
February 2016 up to June 2016.

3.6 Scope of evaluation and dimensions

As the maternal mortality continues to be incregqshroughout developing countries of
the world, it is believed that creating communityaaeness on access of EmMONC
services would lower the burden for maternal dedffentahun, 2005). Generally,
guality of EmMONC encompasses a wide range of issuwhsding technical competence,
skilled staff, improved infrastructure, availabjlitof necessary resources, and
constellation of services. More important, techhm@mpetence encompasses the level
of training of the service providers and how theg doing in accordance with the

national guideline.
3.7 Units of analysis

For the purpose of this assessment, the unit diysisanvolved 120 respondents from
selected health facilities and villages in Uvinzatbct Council, against the earlier target
of 140 being a short fall of 20. The evaluationtsimiere 40 women of child-bearing age
(15-49 years), 40 traditional birth attendants dQdhealth care workers living in the
four villages at the time of the data collectiorhey were obtained through random
selection of the first house in the village, folleavby the next house to the right until the

required sample was attained. Health care workers ¥ound at their working places.
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3.8 Variables and their measurements

In this evaluation study, a number of variableimgd and their measurements are-:

Independent Measurements Source of Data
Variable
World Lung « What are the specific objectives of World lupdnterview with
Foundation foundation (WLF)? community
(WLF) program + Does the community aware of emergency obstetfgcessing EMONC
performance services? services and

«  What were the roles of traditional birth attendantgaditional  birth

in emergency obstetric services? attendants.

Challenges  What are the general problems have you bekerview with
encountered by encountering in your daily operations? health workers
health care « What do you think hinders effective adherence of
providers EmONC standards in your facility?
Improvement « Do you think the mentioned challenges on EmONI@terview with
measures performance can be eliminated? health workers

e What do you think should be done to reduce

maternal deaths through EmONC services

Dependent
Variable
Reduced « Number of women of child bearing agddHIS book 12
maternal range from 15-49 years delivers their babi€delivery book)
mortality rate by at health facilities with skilled heath care
increasing health providers.
facility delivery. « Traditional birth attendants identify thelir

roles hence refer their clients earlier |to
health facilities.

Source: Researcher’'s Own Construct, 2016

3.9 Population and Sampling
3.9.1 Sample size and sampling technique

An optimal sample is the one which fulfills the vegments of representativeness,
reliability and flexibility.

Sampling is the act, process or technique of saelpcsuitable samples or a
representative part of a population for the purpa$edetermining parameter or

characteristics of the whole population (Kotha@i1Q).
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3.9.2 Samplesize for this evaluation was 120 participaiiine selection took into
account the issue of representation of the sanmpkerder to be able to generalize the

results to the target population.
3.9.3 Sampling Techniques:

The evaluation area was stratified into two so®@ogyaphical stratums from which
villages were randomly selected to represent aicodat terrain. The two villages
namely Kazuramimba and Ngurukawere selected taesept plain arid dry land while
llagala and Buhingu villages represented fertiledldocated along Lake Tanganyika
shore with regular rainfall throughout the yeareTéssence of selecting these villages
based on the climatic conditions aimed at gettmgviews of participants from different
experiences of socio-economic backgrounds. In @algithe presence of active village
health workers in the village was an importanteciitn to ensure that adequate and
appropriate number of women of reproductive ageteaditional birth attendants were
obtained.

3.10 Inclusion and exclusion criteria

Inclusion criteria for exit interview : The evaluation target women of bearing age (15-
49 years), health care workers (Clinicians and es)rsvho work in Uvinza District
council health facilities, community members servethin nearby health facilities and

traditional birth attendants.

Exclusion criteria for exit interview: All women less than 15 years of age were

excluded in the evaluation

3.11 Types and sources of data

In this evaluation, both primary and secondaryrees of were used to solicit

information in order to answer the evaluation guest
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3.11.1 Primary data

In the evaluation, the evaluator collected the data from the field in order to answer
the evaluation questions. Primary data was catebly administering questionnaires to
respondents. This method was used in order to g#tieenecessary data and also to

provide profound insight into the topic.
3.11.2 Documentary Review

The secondary data was collected from differentsieb, reports, books, journals, and
newspapers. In this evaluation client satisfactagilability of resources and technical
competence was assessed. Different dimensions afitygtEMONC service was

considered to make the evaluation comprehensive.

3.12Data collection methods

Three different questionnaires as data collectionlst were developed for data
collection. The first questionnaire was for womérrhuld bearing age range from 15-49
years, the second questionnaire was for the toaditibirth attendants and third one was
for the health care workers. For questionnaire ugettasan introduction that was
intending seek consent from the evaluation paditip. The principal evaluator enrolled
four data collector who assisted the whole proagfsslata collection. Prior to data
collection, evaluator assistants were trained fax day on how to collect data according
to the evaluation objectives. A list of names faditional birth attendants was attained
from health facilities, with an aid of health vija workers. They visited in their homes
for interviews. Each form had an individual studgmtification number and respondent
were interviewed in a secluded place to ensureidentiality. Health care workers were
given a self-administered questionnaire. On averiige¢ook approximately 20-30
minutes to fill in one questionnaire. At the endeafch day, the questionnaires were
checked for errors and incomplete filling. Theseeveorrected and where not possible

follow-up visits were made to inquire for the pseeresponses.
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3.12.1 Data management and analysis
Validity and Quality control

In order to ensure reliability and validity of datarior to data collection there was a
discussion with data collectors to have common tstdeding about the tool and the
kind of information that were needed to answerdhaluation questions. Data cleaning
was done during data collection period and thea dadre re-checked every evening to
ensure completeness and where possible addressingnasing information. The
validity of data generated for this evaluation wessured through comprehensive
scrutiny of women of child bearing age, traditiobath attendants and health workers
data by the evaluator.

3.14. Data management and analysis methods

Data entry was applied through designing an exaeklook. This was considered by
the evaluator as a necessary step required orggritata using quantitative method
with assistance of STATA software pack 13. Aftee ttompletion of questionnaires,
data were coded, examined, compared and categobasdéd on the evaluation
guestions. Throughout the analyzing process, casgarhas been done to find
differences, similarities and meaning. Based onréspondents of this evaluation, each
category of respondents had its own database inT3T3bftware. Categorical data were
analyzed using cross tabulation to associate teablas of the study. Data were
analyzed in descriptive statistical methods likeutation, percentages and frequencies

for presenting and interpreting of data.

3.15 Ethical issues

Permission to conduct evaluation was obtained #ffierapproval letter from Mzumbe
University. The evaluator circulated the approveitel to Regional Program Officer of
WLF-Kigoma and Uvinza District Medical Officer (DMO The District Health
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Secretary of Uvinza district granted the permissfonugh introductory letter to collect
from community and health facilities within the &wation site.

Each respondent was fully and clearly informed aliba aim of the evaluation. Data
management and storage were ensured first and dstdog the data collector assistants
for confidentiality. Data collection instruments tthve purpose of this evaluation did not
constitute personnel identifiers such as resporgl@@me. Signed consent was sought
from participating communities and health care woskinvolved in the evaluation prior
to implementation. Their participation was volugtaamong the participants.
Respondents were informed about their willingnesgdrticipate, for those who were
unable to read or write were asked to put a thunmt,pand questionnaires for TBAs

and women of child bearing age was translated tah8iv
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CHAPTER FOUR

PRESENTATION FINDINGS

4.1 Introduction

This chapter presents the findings based on théuav@n objectives. The general
objective of this evaluation was to assess the emphtation process of emergency
obstetric and neonatal services in rural settinggVorld Lung Foundation Project in of
Uvinza district council. The specific objectivesredi) to assess the level of awareness
from women of child bearing age (ii) identify theles traditional birth attendants and
challenges faced by health care workers in impléemgnCEMONC. Evaluation
findings are presented as follows: - the findingarts with the characteristics of
respondents followed by a presentation of data rdoog to specific evaluation

objectives.

4.2 Characteristics of respondents

In this evaluation, 120 respondents were enrollEde target was to enroll 140
participants but only 120 were able to return tbesgionnaires.. Of the 120 respondents
60% were married with age ranging from 15-25 ye#mgentionally, the evaluator
considered age categories in this evaluation ierota assess how community is aware
on complications accompanied with earlier pregnameyce importance on CEmONC
services. In addition, the findings shows that 46%cthe selected respondents had
secondary education, 50% had certificate (primahposl level) and 5% had diploma.
From these findings, it can be concluded that, bfthe respondents enrolled had good
education capable to assess services provided BYODE health facilities. With
regard to the age of the respondents, data relvabsixty percent (60%) of the selected
respondents had an experience assessing CEMONGceserat the World Lung
Foundation upgraded health facilities. However,3%d age which ranges from 26-35
years in which at remote settings this is the ageremaffected by obstetric

complications.
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According to TDHS, 2010 it is evident that accessppropriate health care including
skilled birth attendance at delivery and timelyeredls to CEmONC services can greatly
reduce maternal deaths and disabilities. The coatioim of the respondents’ education
and age was vital for this study, this producegoesents with justifiable experience in

assessing community level of awareness in CEMONGcss.

Table 4.1: Demographic characteristics of the respalents

Socio-demographic characteristics of respondents

Variable Category Frequency (40) Percentage (%)
15-25 years 24 60
26-35 years 15 375
Age 36-45 years 1 2.5
45- 55 years 0 0
50-60 years 0 0
Married 16 40
Single 10 25
Marital status Single present 7 17.5
Widower 3 7.5
Divorced 4 10
Secondary education 18 45
Education level Cgrtificate 20 50
Diploma 2 5
Degree and above 0 0

Source: Field Data,2016

4.3 The level of awareness among community on emgency obstetric and

neonatal care services.

Evaluator questioned the respondents on level ddrewess among community on
emergency obstetric and neonatal services. Thenfisdfrom evaluation indicate that
more than half of the respondents (87.5%) repottethave delivered in the health
facilities. The main reason mentioned by the redpats was that, the process of

upgrading health facilities by WLF provided the CEMC services.
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The findings are in line with those of Campbell, alancet (2012) who revealed that
differential use of health services often shapgthie level of education and knowledge

implanted in that particular society.

Figure 4.1: Women delivery at health facility/womenwho did not delivery at health
facility in Uvinza District by Jan-Dec 2015

did not deliver in
the health facility
13%

Source:Field data, 2016

Furthermore, as illustrated in Figure 4.1, only584.of estimated births occurring in
Uvinza District Council from January —Dec 2015 tqakce in facilities designated for
delivery care. Thus, over half of all deliverieg &stimated to have occurred at health
facilities with skilled obstetric care that provetlEmONC or CEmONC services. The
overall number of institutional deliveries incredséollowing increased level of
awareness among community. However, presence tdédkpersonal and upgraded

facilities contributed to increased facility deliye
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Table 4.2: Level of awareness among community on emgency obstetric and
neonatal care services (EmONC)

Knowledge on EmMONC Responses
Category

N  Percent (%)

Once 18 45

How many ANC attended Twice 22 55

Thrice 0 0

Fourth 0 0

Home 3 7.5

Place of last delivery Clinic 35 87.5

TBA 2 5

TBA 2 5

Assisted last delivery Medical doctor 0 0
Nurse 35 87.5

Village Midwife 3 7.5

Traditional midwife 0 0

From whom you seek medical care Village Midwife 5 12.5
Nurse 35 87.5

Other 0 0
Vaginal bleeding 10 25
Vaginal discharge 0 0

Danger signs women experienced loss of fetal motility 0 0
Delayed delivery 30 75

Fever 0 0

. . Y 10 25

Experienced danger signs above ©s

No 30 75

Traditional midwife 0 0

Seek medical care on above signs Village midwife 14 35
Medical doctor 0 0

Nurse 26 65

Last delivery by Cesarean Section ves 28 70
No 12 30

Source: Field Data 2016
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In establishing level of awareness the importance of accessing CEmMONC servic
22(55%) respondents reported to h. attended twice inrdenatal clinic, and at lea

(18)45% attended oncé was however reported thbefore projecsupported facilitie:

interventions,antenatal clinic attendance was very |. It was notecthat used to go
once specificallyat the time when they feel thave laborpains. All 40 (100%

respondents preferrad deliver at health facilities insad of homedelivery. Women of

childbearing age 189 years 35(85%) reported to have been seekingcalechre fromn

skilled health personnel and after experienced elasigns of delayed delivery 30(75'

and 10(25%) had vaginal bleedi

Mode of delivery in the health facility

The WHO recommends an optimal range -15% and anything below &, it is

suggestedhat women in need of this I-saving procedure cannot access it. Howe
among women who delivered in CEmONC facilitieshia period of Je-Dec 2015, 70%
delivered by GCsection. This reflects how community has beinguiaficed in seekin

prompt health services in nearby renovated fagditience reduction of maternal de:

Figure 4.2: Percentage of Women delivery bC-section in UvinzaDC by Jan-Dec

2015
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Source: Field Data 201
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4.4 Assessment of the roles of traditional birth andant's (TBA’S) on emergency
obstetric and neonatal care

One current strategy to overcome the issue of aperof qualified health workers has
focused on the use of community health workerdyendeveloping countries to deliver
health care services specifically to the most wabke communities in the rural areas In
addressing the challenge, it was reported that 2dviDistrict Council has incorporated
the traditional birth attendant in health systemodigh a family health promoter
initiative in response to reproductive and childilkie by encouraging women to go to

health facilities for preventive services.

Table 4.3: Roles of TBA’s on emergency obstetric

Figure 1: Information on ANC

ANC Information Category Response
N Percent (%)
Seen ANC card Yes 40 100
No 0 0
Do women have ANC card Yes 32 80
No 8 20

Source: Field data 2016

As illustrated in the figure below, all 40 (100%aditional birth attendants who were
engaged in the evaluation have knowledge on asgeggregnant have antenatal clinic
cards, by having these cards justifies that pregmaimen attends reproductive and
child health clinics. Among those pregnant womeromhwere visited at home by 32
traditional birth attendants (80%) all had ANC ardhis high number of women
attending reproductive health clinics raises comaar high accessibility to EmONC for
pregnant women and indicates that traditional biaftendants accomplish their

responsibilities.
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Figure 4.3: Information ANC by TBAs in Uvinza by May 201¢
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Source:Field data, 201

Information on delivery of pregnant women escortey TBA to health facilities

Table 4.4: Information on delivery

Variable Category Respons
N Percent (%)
Women experience problem Yes 2 5
delivery No 38 95
Vaginal bleeding 1 2.5
Low hemoglobin 7 17.5
Type of Probler First pregnancy 5
Many deliveries 0 0
Others 30 75
Give any Medicine ves 3 7.5
No 37 92.5
Local medicine 25
Type of Medicine provide Modern medicine 15
Combination 0 0
None 33 82.5

Source: Field data 2016
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One of the major roles that were identified by Thaditional birth attendant’s primary
roles was that they ensure earlier referring pregm@men to facilities having EmONC
services. Among others, it was found that in maages, TBAs ensures that Table 3
summarizes the information on all complicated delv of women deliveries are
referred to the health facilities by TBAs. , It waported by 38 TBAs (95%) of TBAs
that they conducted earlier referral hence womeh rdit arise any life threatening
complications. complications. Previously; TBAs usednitiate traditional medicines to
pregnant women who were in their first stage ofotalthis complicate pregnancy
outcome by increasing labors pains which might bpbdy end up to rupture of the
uterus before reaching full dilatation of the cgnence death of the mother and the
unborn child. Previously TBAs used to initiate itemhal medicines to pregnant women
who were in their first stage of labor, this coropte pregnancy outcome by increasing
labors pains which might probably end up to ruptir¢he uterus before reaching full
dilatation of the cervix, hence death of the mothed the unborn child, Currently, the
World Lung Foundation project by supporting traggsnand earlier referral of pregnant
women without giving prior medication has conttdxliin reduction of maternal death
in the community. 37 pregnant women (92.5%) werkerred without given any

medications

Reasons for pregnant women to attend reproductivedalth clinics

Most pregnant women attend clinic for check-up asdessment of their pregnancy,
according to TBAs who were involved in this evaloat 39 admitted that their clients
prefer to attend reproductive health clinics foredkrup, this accounts for 97.5%
However, there are so many complications which aiobomight arise and could end up
to maternal and neonatal deaths, one of the lifeatening complication is bleeding
which occurs for 87.5%. World lung Foundation aféethancing capacity building to
traditional birth attendants, they are accompligtitreir roles effectively of not retaining

pregnant women in their homes instead they refantimmediately.
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Figure 4.4: Reasondor clinic attendance, in Uvinza District council by Jan-Dec
2015
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Roles of Traditional Birth Attendants during bleeding of pregnant womet

Bleeding might probably arise at any time duringgerancy, when it occurs before
weeks of gestational age is termed as abortio@8ateeks is termed as Ante part
hemorrhage or placenta praevia. There are mangrfacontributing to bleeding duri
pregnancy, Traditional birth attendants as firstspes to attend pregnant worr
preferably in peripheral areas are responsibleaie Ipreliminary knowledge on how
save pregnant women during bleeding episodes. 9bb¥aditional birth attendan
responded that they never attended pregnant women presented to them wi
bleeding, and 90% refer them to higher level heé&dtilities providing CEmMONC(
services for further management. Furthermore, bas contributed to reduction

maternal death ithe community by attending nearby health facilivvdsich has bee
upgraded by WLF to provide CEmONC servi
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Figure 4.5: Roles of TBAs during bleeding of pregnat women in Uvinza district
council by Jan-June 2015
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4.5 The Challenges health care workers encountereduring implementation of
EmONC services in Uvinza District health facilities

Challenge is the situation of difficulty in job something else that needs a special effort
to overcome it. In Tanzania health services promsgbcus a number of challenges that
need to be addressed. This would enable the prograanganization to improve the

operating environments.
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Figure 4.6: Challenges health care worker encountered during
implementation of EmMONC service in Uvinza District health facilities
by 2015
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Saving the lives of pregnant and recently delivewammen in Uvinz District is a
difficult work, the challenges are many and changéien appear to come slow
Numbers of challenges were noted from respondgmgit of view. 24(70%) o
respondents mentioned that shortage of skstaff in health facilities is thleading
challenge in the facilities, followed by poor matiion (27.5%) and poor working toc

12.5%.

Shortage of staff is estimated to be of 70% indistrict, this reflects to deficiencies

the number and quality of trained health providénsughthe WLFproject upgraded
the facilities and build capacity to health carekeos, the number has not yet fulfill t
target population. Effective strategies must bel@mgnted urgently to attract and ret
gualified workers in remote areas and addrnequities in human resource for he
allocation. This can include through Governmenomtizing funding of health worke
posts in under resourced districts, the provisibhayd ship allowances, building st
housingas motivations that would encoge committed personnel to remain at ren

facilities.
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Table 4.5: Met EmMONC services

Met needs N Percent
Strongly agree 11 27.5

Satisfied EmMONC services Agree 24 60
Neutral 5 12.5
Strongly agree 35 87.5
Agree 0

Satisfied EmONC training support by WLF Neutral 5 12.5
Disagree
Strongly disagree 0 0
Strongly agree 16 40
Agree 0 0

Too many patients to attend Neutral 19 475
Disagree 0 0
Strongly disagree 5 12.5
Strongly agree 24 60

o Agree 11 27.5

EmONC Standard Treatment Guideline and

Essential medicine Neutral 2 12.5
Disagree 0 0
Strongly disagree 0 0
Strongly agree 0 0
Agree 0 0

Different type of medicine available for

EmONC services Neutral 35 87.5
Disagree 0 0
Strongly disagree 5 12.5

Source Field data 2016

Measuring met needs for EmMONC services provideghhsnto whether women can
access (due to geographic coverage/proximity) asel EmMONC services. Project
supported facilities provides most of EmMONC caréhimdistrict, 11 health care workers
(27.5%) strongly agree the services are satisfactord 60% (24) agree EmONC needs

were met.
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The met need for EmONMN was calculated through trainings provided by WLke
provision of high quality care requires health wask who have participate
competencybased training under close supervision. Table..stilhtes 35 health ca
workers (87.5%) strongly agrees witlaining supported by World lung foundatic
which was hands on and team based practical. TWheeremain neutral 5 (12.5%) &
new employees who are in need of basic trainingnONC

Most of health facilities face chronic shortagesd atocl-outs of essatial supplies an
medicines, 35 Health care workers (85%) remainedirakin responding availability fc
EmONC services and 12.5% strongly disagree foredifit type of medicin
availability. Significant efforts are being made ttack procurement andistribution
nationally, though problems persist. Emergency mmnde from Medical Store
departmeniFabora Zonal Office seems to rescue the situatitmowagh it's not &

sustainable process.

Figure 4.7: Information of women with Obstetric conplication

Information of women with obstetric complications in Uvinza heath
facilities by 2012-2015
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Postpartum hemorrhage continues to be a leadingecati obstetric complication in
Uvinza district, despite that the increased actessd availability of EmONC services
had a large impact on this cause of complicatianobserved in figure 4.7; 75%
accounts in postpartum hemorrhage, obstructed Eibleeding contributes for 12.5%
respectively. It is anticipated that with increadadility EmONC utilization, results in
increase in caesarean sections thus decrease ityoftaln obstructive labor and

postpartum hemorrhage.

Complications due to unsafe abortion has decrebagef7.5% where facilities offer
Comprehensive post-abortion care (CPAC) serviceravall products of conception are

removed with trained and skilled personnel hendeces maternal complications.

EmONC services enhanced decrease in number of deatlrival to health facilities by
87.5%; this might probably be due to raised lefet@mmunity awareness in earlier

accessing care in health facilities at Reprodudtralth care clinics.
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Table 4.6: Referral information

Referral Category Response
N  Percent(%)
Referred from Home 5 12.5
Mtego dispensary 14 35
Malagarasi dispensary 21 52.5
Facility referred from Direct from home 5 12.5
Dispensary 35 87.5
Referred by Medical attendant 19 47.5
Direct from home 5 125
Nurse 5 12.5
Non-nurse midwife 11 27.5
Mode of transport to facility Private vehicle 5 52.
Carried 5 125
Motor cycle 11 27.5
Wood boat 19 47.5
Cost of transportation 3000 5 12.5
4000 9 225
5000 5 12.5
10000 21 52.5

Source: Field data 2016

According to Tanzanian health policy (2010), redéfrom one health facility to another
has levels that is low-high level, as from dispeypda health centre, health centre to
district hospital, and from district hospital tagyienal referral hospital, and whenever the
clients condition cannot be managed/handled abnedihospital then it will be referred
to national consultancy hospitals.

Level of community awareness has been raised cadparprevious years, as most of
pregnant women are been referred from dispens@vitegowanoti 35% and Malagarasi
52.5%) respectively, having BEmONC services to érdlacilities providing CEmONC
services. Only 12.5% are being referred from hotmés could be happening to
multigravida women whom most experience precipitdédor hence isn’t easier for one

to have enough time for preparations of referral.
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The issue of transportation along the shore of Lakaganyika remains as a major
challenge in accessing EmONC providing sites, 4706%e Buhingu community lives
along Lake Tanganyika shore use wooden boat assrfeatransportation and referral
media for not only pregnant women but also neonateschildren’s, For some extent
this has decreased the efforts of reduction of mataleath in the district,. Usually this
wooden boat spends more than 18 hours sailing glwindy seasons, and 9-10 hours in
non-windy seasons, Furthermore, it is very expengihire these wooden boats as they
use diesel engines, thus raise the cost to Tsh300®, per trip (52.5%) of transportation
costs. There are facilities located where Ambular@not reach, these are the facilities
most affected by easier referral infrastructures.

Reasons for delaying in access EmMONC services inibza health facilities

Figure 4.8 illustrates 25% of health care provigeesponded that delay in decision to
seek care accounts to higher percentage of rengaMaternal mortality rates occurring
in the community, strategies in public educatios haing considered as a way forward
to overcome this obstacle, this could probably e do male dominance of the
Tanzanian communities, that is even if pregnant amm@xperience labor pains then her
husband is responsible for her permission on ptdceirth for their child. However,
whenever there is earlier decision to seek carg thstance 27.5% remains a triggering

challenge as well as the lack of transportatio®%®.

Improving transportation availability and accedgipi could contribute to more
increased health facilities deliveries and decreasaternal and prenatal mortality, as it
would decrease care seeking delays for examplelttavwe to health facilities. Most
transport delays can be addressed by joining seffoftthe community (community
mobilization activities) and an effective linkednemunication system that would bring
together all components of the healthcare systesmrunity leaders might establish a
point of contact in each hard to reach facilitiésn@oming complicated deliveries and
redesign emergency transport means between fesijlitiis could be a proper approach.
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Figure 4.8: Reasons for delay to access EmONC seares in Uvinza health facilities
by 2016
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Health facility information

Evaluation was conducted in three health facilitiaswhich two of them Nguruka ar
Buhingu provides CEmMONC services. Information fr@@Nguruka health workel
(50%) accounts for entire information the challenges encountered by health
workers and Buhingu 37.5% through structured qoestire. However, 72.5% w.

secondary data from admission books and 27.5%atieecords
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Table 4.7: Health facility information

Facility name

Category Response
N  Percent(%)
Nguruka health centre 20 50
Name of facility Buhingu health centre 15 375
Uvinza health centre 5 12.5
Type of health facility Health centre 40 100
Maternity post 0 0
Sources of information used to fill out this form dmission logbook 29 72.5
Patients records 11 27.5
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CHAPTER FIVE
DISCUSSION OF EVALUATION FINDINGS

5.1 Assessing the level of awareness among wometrtufd bearing age in accessing

emergency obstetric care

Every year worldwide there are over half a millmaternal deaths the following authors
researchers (WHO 2006; Hogan et al 2010, Stantoal @006 & Hill et al 2007,)
revealed about 99% of maternal deaths occurs ireldpwg countries and are
preventable. The challenges faced by low-incomentts is to deliver both high
coverage and high-quality care, and thus to trimwrddoth financial and geographical
barriers in access to maternal and prenatal healthices. Way in to maternal and
newborn quality care does not warranty a positfieceon maternal and newborn health
outcomes but is sensibly measured as a contribatitign to this goal, by the side of
education and socioeconomic development. (Camgb@8raham 2006) observed that,
most of interventions require a health system oftestandard antenatal care and quality
BEMONC and CEmONC health facilities.

From the evaluation findings an increase in levklawareness on importance of
accessing CEmONC services, study respondents 22(&8&nded twice in antenatal
clinic, and at least (18) 45% attended once, theselts reveals how the community
has awareness of maternal health project by acgpsare at upgraded health facilities.
Education and socioeconomic development is reas$pnb be considered as a
contributing action goal in improving and assuregyuarantee to a positive effect on
maternal and newborn health outcomes. These wesengdd by evaluation conducted
by (Menezes et al 2009; Darmstadt et al 2009 arldMaet al 2009; Haws et al 2009)

According to( Port et al 2008) stated, health faeg deliveries improved up to 25%,
while the percentage of home delivery was from 38%9%. By 2012, health facilities
deliveries went up to 45%. From the evaluation titldvas observed, among women
who delivered in CEmONC facilities in the period J&#n-Dec 2015, 70% delivered by
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C-section. This reflects how community has beirfi(uenced in seeking prompt health
services in nearby renovated facilities hence redonof maternal deaths.

5.2 Roles of traditional birth attendants in emergacy obstetric care

According to facts available(WHO 2005), predispgstauses for maternal mortality in
developing countries are unsafe abortion, infestichemorrhage, obstructed labour,
pre-eclampsia and eclampsia. From the study coeduict 2013 at Kigoma District
council titled “Involving traditional birth attend$s in emergency obstetric care in
Tanzania” by (Vyagusa et al 2013), results suggeatditional birth attendants were
interested enquiring history of any abnormal caoditbefore offering them services,
89.7% (r=140) responded to have been looked for ante nktét cards on a regular
basis before deciding to give the service. Reporidentified that usually on those
antenatal clinic cards, there is a section whicmifebs history of the pregnant woman,
recorded in a every scheduled visit at health ifsdiével, 61.5 %( 96) traditional birth
attendants reported to have had seen an antechatalcards.

It was found that 94.7 %( 108) TBA'’s affirmed tovkaknowledge about danger signs,
only 31.9%(47) pinpointed on mal presentation & thaby or big baby; 52.7%(78)
identified retained placenta, hemorrhage, edemis, diuring pregnancy and low
hemoglobin level. Furthermore, 15.5% (23) mentiooedveakness in pregnancy.

In this evaluation findings, all 40 (100%) tradrgd birth attendants who were engaged
in the evaluation have knowledge on assessingeifiant have antenatal clinic cards
and any danger signs, by having these cards pstifat pregnant women attends
reproductive and child health clinics. Among thpsegnant women whom were visited
at home by 32 traditional birth attendants (80%hatl ANC cards. This high number of
women attending reproductive health clinics raiseacern on high accessibility to
EmONC for pregnant women and indicates that trawigh birth attendants accomplish

their responsibilities.
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Meanwhile, Sibley et al (2011) presented that,doality EmONC services to be well
improved, the role for traditional births attendamt remote areas is very crucial, their
accessibility, availability, skills and competerglays an important part in the issue of
earlier referral of pregnant women with alertingmgications signs. Lacking of
effective monitoring and supervision of trainedditnal birth attendants reveals they
need updated knowledge of their roles while @it pregnant women. Furthermore,
(Chowdhury et al 2012) suggested that, though tiseam importance of trained TBAs,
their capability to adopt and practice might @atisem to acquire extra confidence
which could led to incidence of invasive procedusiesl cause more harm to pregnant
women, sometimes delays to refer pregnant womersKilled EmONC services. As
elaborated by (Mbaruku et al 2011) traditionaltbattendants could be well recognized
by health care system, and work in collaboratiothwskilled birth attendants instead of

replacing them with skilled health attendants.

5.3 Challenges encountered by health care workers emergency obstetric care and

neonatal services.

According to (Banda et al 2012), In Malawi the mer@age of pregnant women attended
by skilled birth personal has of women attendedaljyrofessional during delivery has
being around 57%, which causes the existence isergamaternal mortality rate of 1.7
hence accounting to country with worst human ressuor health in Sub Saharan
Africa. Furthermore, (Chilopora et al 2014) reveéathat 93% of the clinicians, nurse
and low health cadres, carry out emergency obstetrigeries in government health
facilities, while 78% in mission facilities, and Jea same postoperative outcomes

compared to those of doctors.

Likewise inadequate human resource poses a significhallenge in implementing
emergency obstetric services. Findings from thialation established numbers of
challenges from respondents’ point of view. 24(J@frespondents mentioned that
shortage of skilled health staff is the leadim@lenge in the facilities, followed by
poor motivation (27.5%) and poor working tools P@.55hortage of staff is estimated to
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be of 70% in the district, this reflects to defioees in the number and quality of trained
health providers.
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CHAPTER SIX
SUMMARY, CONCLUSION AND POLICY IMPLICATION
6.1 Summary

This study evaluates World Lung Foundation programemergency obstetric and
neonatal care services supported health facilitidsvinza district council. In the period

of Jan-Dec , institutional deliveries increased &%§.5%, CEMONC health centers
reported 70% deliveries by caesarean section, itffeest ever recorded, and likely due
to the increased number of operating theatres endistrict and raised community
awareness in accessing EmONC services, Furtherrheadth care workers (87.5%)
strongly agrees with training supported by Worldhdufoundation, Challenges

encountered need a clear measures for improvenfidrgadth services. This is because
findings have revealed that World lung Foundatibjectives are not fully achieved due
to various factors. Also the evaluation noted a bernof challenges facing health care
workers. These challenges are manageable througid gan and Government

commitments.
6.2 Conclusion

World Lung Foundation’s investments have resultedives-saved. This evaluation
finds that challenges encountered by the health warrkers can be met only if good
plans are earlier put as first priority. The isefi€ Ds Delay in decisions making when
to seek careDecision of earlier referral aridecision on what time to start treatment) all
these cut across as limitations to achieve millemngoal number 5.Findings show that
the maternal mortality rate in all health facil#idhave decreased by 44% between
January 2011 and June 2013(WLF report, 2013).

The evaluation shows a notable 70% increase intutishal deliveries in Project-
supported facilities compared to a 30% decreasmimproject-supported facilities; and
a decrease in the case fatality rate in projeesssitThe most recent six-month report
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suggested improved quality of care for direct diosteomplications and widely level of
awareness among community by seeking care to Em@iiding facilities.

6.3 Recommendation

To help sustain maternal health initiatives in WnarDistrict, a taskforce of partners that
is World Lung Foundation and Government institutisilould be established. The
taskforce should bring together public agenciesm@ngite organization in a partnership
aiming to meet regularly to assess progress of rmatdnealth activities, monitor the
initiatives, cost effectiveness, reduce duplicatmnactivities and ensure sharing of

resources and information.

In collaboration with Ministry of Health, futurewsties should assess the protocols and
effectiveness of emergency referrals between Iayir-kevel health facilities in ensuring
that women with obstetric complications benefitnfraimely access the EmONC
services, the assessment should explore the aloditiow to high health facilities
personnel know how to diagnose severe obstetricptoations, their knowledge of
where and when to make referral decisions, howtdbilze pregnant women prior

referral and how to organize, communicate andekdldack mechanisms.

Health facilities implementing EmONC services inita District should be added
from 2 to 4 in order to increase service coverdige,incentives given to mothers who

deliver at health facility should be maintained.
6.3 Policy implication
Government Engagement

From the outset of the Maternal Health Project, Wias engaged closely with all levels
of the Ministry of Health and Social Welfare (MoH$WCouncil and Regional

authorities to identify areas of the Project whgivernment will be in a position to
absorb and sustain. The Project shares lessometear decentralizing CEmONC and

task-shifting in order to inform Government’s secafe of CEmMONC across the district
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that is from two health facilities (Nguruka and Buju Health centers) the services
should be expanded to more two health facilitiest is (Uvinza and llagala) for

provision of CEmONC services, in order to reaclydganumbers of people with health
services, thus serving the lives of many womenjnétmative must reach scale. This
requires a rationalized and resourced plan forem®ing quality services, improving
effective access of women to facilities, and insitiig accountability mechanism on the
part of Government and Non-governmental partnedgide essential maternal health
care. It's high time for political enforcement oropuring fiber boats which are more
speedy and comfortable for referring pregnant woinstead of wooden boats which
currently are in place and usually takes more #h&hours during referrals. However,
NGOs should also adapt the WLF model for their @ffarts to establish CEmONC.

WLF and its donors should deepen their partnershifh Government to expand
CEmMONC in the districts and regions where WLF woiBistrict council should share
the findings of this evaluation with other partngrghe region for provision of in-depth
information on the impact of the Project and assmstGovernment and partners’
planning for scaling up EmONC nationally. Incregsiovernment investment in
maternal health is a crucial and complex challegigen the serious human resource and

financial constraints of government at all leveisl @ompeting policy demands.
5.4 Areas for further evaluation

This evaluation study was not exhaustive sinceoiteced few specific areas due to
financial limitations, specificity and many othebs.this regard, further evaluation could
be considered to the following areas:

» Assess the protocols and effectiveness of emergeieyrals between low-high

level health facilities
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PROGRAM WORKPLAN

ANNUAL WORKPLAN
2015 2016
ACTIVIT INPUT | PROGRE RESPONSIB | EXPECTE
Y S SS AND LE PERSON D
PARTNE OUTPUTS
RS
Proposal Program Proposal
Developme Evaluator document
nt (HaikaKimam
completed bo)
Program Venue , Program Common
Assessmen{ Proposa Evaluator understandin
I (HaikaKimam | g between
docume bo)/Supervisor| evaluator
nt and the
Uvinza
completed district staff
Developme | Referen Program Protocols/Ev
nt of the ces, Evaluator aluation
evaluation | online (HaikaKimam | methodolog
methodolog| material bo) y finalized
y S,
Uvinza
district
council | completed
Developing Program Tools for
data Referen Evaluator data
collection | ce (HaikaKimam | collection
tools books completed bo)
Pretesting | Tools Program Corrected
of data for Evaluator version of
collection | assessm (HaikaKimam | Assessment
Tools and | ent bo) tools
Protocols completed finalized
Seek Introduc Program Ethical
Ethical tion Evaluator clearance
Clearance | letter (HaikaKimam | and
and from bo) permission
Permission | Mzumb letters
e obtained
Univers
ity completed
Data Data Program Data
collection | collecti Evaluator collected
on tools (HaikaKimam
transpor bo)
t
allowan
ce and
accomm| completed
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odation

Data
analysis Stationa
and Report | ries and
writing Collecte
ddata | completed
Submission
of
Evaluation
Report for
Marking Report | completed
Produce a completed
final
Evaluation | comme
report nts
Evaluation Final completed
Report Report
disseminati | Stationa
on to ries
Uvinza
District
council/WL
F
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Program Evaluation
Evaluator report
(HaikaKimam

bo)

Program Evaluation
Evaluator report with
(HaikaKimam | supervisor
bo) inputs
Program Final
Evaluator Evaluation
(HaikaKimam | Report

bo)

Program Disseminati
Evaluator on report
(HaikaKimam | and use

bo)
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APPENDICES

Appendix I: Structured questionnaire. Women (ages 3-49) who have at least one
child under the age of 5

OBJECTIVE 1: To assess the level of awareness among commumigynergency
obstetric and neonatal care services.

Questionnaire #:

Interviewer Name: Date:

INFORMED CONSENT

Dear Sir/Madam

| would like to introduce myself to you and the pose for this study. | am a student
from Mzumbe University pursuing Master of Scienge Health Monitoring and

Evaluation. My research title is ‘Assessment of tingplementation process and
community awareness on emergency obstetric andatedagervices in rural settings: A
case of Uvinza district council’. I am conductirtgst evaluation for academic purpose
only and | will maintain the confidentiality of thaata. The interview will take about
30/35 minutes to complete. Whatever information ywovide will be kept strictly

confidential and will not be disclosed to othergmers. Participation in this evaluation is
voluntary and you can choose not to answer anyihal question. However, | hope
that you will participate in this evaluation singeur views are important. At this time,

do you want to ask me anything about the evaluatay | begin the interview now?

RESPONDENT AGREES TO BE INTERVIEWED..........cocciiiiiiiiiiiiiin 1

RESPONDENT DOES NOT AGREE TO BE INTERVIEWED.............oviiiiiinn. 2

61



Socio- Demographic information of the respondents
1. Age

(a) 15-25 years

(b) 26-35 years

(c) 36-45 years

(d) 46-55 years

(e) 56-60 years

2. Sex category
(a) Male
(b) Female

3. Education level
(a) Secondary education
(b) certificate
(c) Diploma
(d) Degree and above

4. Marital status
(a) Married
(b) Single
(c) Single parent
(d) Widower
(e) Divorced

Questions are about community awareness on EmONC.

1. How old were you when you first gave birth?
2. How many children total have you given birtR to
3. How many of the children you gave birth to anerently living?

4. Where were you living during your last pregnghcy
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Intown...............

In Village...............

5. During your last pregnancy, how many times did go for Antenatal Care (ANC)
check-up?

A) Once

B) Twice

C) Thrice [ ]

D) Fourth

6. During your last delivery, where did you deliver

8. Who assisted you with your last delivery?

a) TBA

b) Medical Doctor.

d) Medical assistant or Nurse [ ]

e) Village Midwife

9. After your last delivery, did you receive anydital care within the first six weeks
after delivery?

a) Yes

b) No [ ]
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10. From whom did you seek care?

a) Untrained traditional midwife

b) Village Midwife (trained health cadre)

c) Medical Doctor v) Medical Assistant or Nurse [ ]
d) Other (Specify)

11. Sometimes labor and delivery can become quateyerous for both mother and
child. In these situations it is important to see&dical care at a clinic or hospital. From
what you've seen and heard, what are some danges svomen may experience
before, during and after labor?

a) Vaginal bleeding

b) Vaginal discharge (not blood)

c) Loss of fetal motility

d) Delayed/long delivery [ ]

e) Fever

f) Convulsions/shaking

g) Abdominal pain

h) Excessive vomiting

i) Shortness of breath

j) Weakness

k) Dizziness

[) Swelling of hands and feet

13. During your last delivery, did you have anytbe above mentioned signs of
complications with your pregnancy?

a) Yes

b) No [ 1]
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14. From whom do you seek care when you have deib
a) Untrained traditional midwife

b) Village Midwife

c) Medical Doctor [ ]

d) Medical Assistant or Nurse

15. During your last delivery, did you delivery I§esarean Section? By Cesarean
Section | mean when a woman needs surgery to retheveaby from her abdomen.

a) Yes

b)No [ ]

Date form filled out:
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Appendix 2: Structured questionnaire: Traditional birth attendants.
INFORMED CONSENT

Dear Sir/Madam

| would like to introduce myself to you and the pose for this study. | am a student
from Mzumbe University pursuing Master of Scienge Health Monitoring and

Evaluation. My research title is ‘Assessment of th@&lementation process and
community awareness on emergency obstetric andatedagervices in rural settings: A
case of Uvinza district council’. | am conductirgst evaluation for academic purpose
only and | will maintain the confidentiality of thaata. The interview will take about
30/35 minutes to complete. Whatever information ywovide will be kept strictly

confidential and will not be disclosed to othergmers. Participation in this evaluation is
voluntary and you can choose not to answer anyihal question. However, | hope
that you will participate in this evaluation singeur views are important. At this time,

do you want to ask me anything about the evaluatMay | begin the interview now?

RESPONDENT AGREES TO BE INTERVIEWED..........ccooeiiiiiiiiiiiiiiiin 1

RESPONDENT DOES NOT AGREE TO BE INTERVIEWED......c......ovvviiiiii. 2
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OBJECTIVE 2: To assess the roles of traditional birth attenddtiia’'s) on emergency
obstetric and neonatal care.

NO QUESTION CODE CATEGORY RESPONSE
1 | Education of TBA 1. Primary
2.Madrasa

3.Secondary
4. Post Secondary education

2 | Marital status 1. Married
2.Single

3.Divorced
4 Widow

5.Separated

3 | Religion 1.Muslim
2.Christian
3.0thers(specify)

4 | Village

5 | Health Unit

6 | Ward

7 | Division

8 | Age 1. 20-29 Years

2. 30-39 Years

3.40-49 Years

4.50+
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PAR

B
NO QUESTION CODE CATEGORY RESPONSE
1 | Have you ever seen this card (show the ANC) & Ye
2. No
Those women who come to you, did they have
2 | this card? 1. Yes
2. No
Did these women have any problems during
3 | delivery? 1. Yes
2. No
4 | If yes what was the problem? 1. Vagina Bleeding

2. Low hemoglobin

Please tell me which medicine
1. Local medicine
2. Modern medicine

3. Mixture of local and modern
medicine

3. First pregnancy
4. Many deliveries

5. Swelling ofltheer limbs
6. Previous history of severe
vagina bleeding after delivery

7. Bad lie

8. Abnormal presentation

Do you give any medicine?

1. Yes

2. No

68




6 | Please tell me which medicine 1. Local Medicine
2. Modern Medicine
3. Mixture of Local and Modern
Medicine
Why do pregnant mother attend to antenata
7 | clinic 1. Because it is traditional
2. To have their problems checke
and managed properly
3. I don't know the reasons
Do you think it is important for them to attend
8 | these Kliniki? 1. Yes
2. No
9 | Why L,
2
3..
Have you ever heard of risk conditions in
10 | pregnancy? 1. Yes
2. No
11| If yes please mention them P
2
3. ..
If yes can you tell me how can you be infectgd
12 | with HIV? 1. Sexual intercourse

2. Contact with blood and its
products

3. I don’t know
4. Others ( specify)
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13

How would you avoid HIV infection while
assisting delivery?

1. 1 don’t know
2. | put on gloves
3. | cover my hand with

4. | apply local herbs

14

Do you think that gloves are necessary for
infection control during delivery?

1. Yes

2. No

3. 1 don’'t know

Have you ever attended a woman with

15 | bleeding during pregnancy? 1. Yes
2. No
16 | If yes how did you help them 1..
2
3. ..
How do you manage bleeding occurring in late
17 | pregnancy? 1. | refer her

2. | give traditional
3. | pray for her

4. Other measures (specify)

18

What do you usually do before starting the
procedure of conducting delivery

1. Wash hands

2. Wash hands and put on gloves

3. Put on gloves without washing
hands

4. Boil equipments

5. Nothing
6. Others (specify)

]
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19

What materials do you use during assistanc
childbirth?

e of
1. Glove

2. Razor blade
3. Scissors

4. Mac kin tosh
5. Clean towel

6. Antiseptic

20

What do you do in case you don't get these
materials?

1. I just continue without
protection

2. 1 don't assist delivery

3. | use whatever available like
cloth, papers, leaves etc.

21 | have you ever referred to the health facility? . Yds
2. No

22 | If yes, what was the reason for referral 1..
2
3.

Did all you advised to go to the health unit

23 | accepted 1.Yes
2. No

24 | If yes, how did you helped them .
2
3. ..

71




Appendix 3: Structured questionnaire: Health careworkers implementing
EmONC services

INFORMED CONSENT

Dear Sir/Madam

| would like to introduce myself to you and the pose for this study. | am a student
from Mzumbe University pursuing Master of Scienge Health Monitoring and

Evaluation. My research title is ‘Assessment of tingplementation process and
community awareness on emergency obstetric andatedaservices in rural settings: A
case of Uvinza district council’. I am conductirtgst evaluation for academic purpose
only and | will maintain the confidentiality of the#ata. The interview will take about
30/35 minutes to complete. Whatever information ywovide will be kept strictly

confidential and will not be disclosed to othergmers. Participation in this evaluation is
voluntary and you can choose not to answer anyihal question. However, | hope
that you will participate in this evaluation singeur views are important. At this time,

do you want to ask me anything about the evaluatay | begin the interview now?

RESPONDENT AGREES TO BE INTERVIEWED.........cccccciiiiiiiiiee e 1
RESPONDENT DOES NOT AGREE TO BE INTERVIEWED....cccecceeeiiiiiiiiieeennn 2
OBJECTIVE 3 .To assess the challenges encountered during imptatien of
EmONC services in Uvinza District health facilities

1. ID Number (assigned by evaluator):

2. Mention one challenge faced by EmONC service iowi in your health
facility
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3. . What do you think hinders effective EmMONC senpcevision in your facility?
(a) Poor working tools
(b) Poor laboratory services
(c) Too many patients to attend [ ]
(d) Lack of active monitoring mechanism
(e) Lack of EmMONC training

22. Please, put a tick where you think appropriatswer for the given
statements. Use; strongly agree=5, Agree= 4, Ne@rdisagree=2, strongly

disagree=1.

No | Statements

Strongly
Neutral
Disagree
Strongly
disagree

agree
Agree

Satisfied with EmMONC service provision in youcifiy

Satisfied with the EmONC training supported by fdfg
Lung Foundation

Too many patients to attend (Over worked)

Understands well EmONC Standard Treatment Glide

Line and Essential Medicine list

Availability of different types of medicine in Eitity

offering EmMONC service.
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Information of Women with Obstetric Complications
A. Information on complication

. Principal reason for admission to facility:

. Obstructed labor

. Postpartum hemorrhage

. Ante partum hemorrhage

5
1
2
3
4. Eclampsia [ ]
5. Sepsis (related to abortion)

6. Puerperal sepsis

7. Shock (related to abortion)

8. Bleeding (in early pregnancy)

9

. Other (specify)

10. Unknown

6. Main complication woman experienced (if differénom reason for admission):
0. Not applicable/ same as above

1. Obstructed labor

2. Postpartum hemorrhage

3. Ante partum hemorrhage

4. H.D.P./Eclampsia

5. Sepsis (related to abortion) [ ]

6. Puerperal sepsis

7. Shock (related to abortion)

8. Bleeding (in early pregnancy)

9. Ruptured uterus

10. Ectopic pregnancy

11. Other (specify)
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7. Was this complication due to an unsafe abortion?
1. Yes
2. No [ ]

B. Condition on admission

8. Dead on arrival:

1. Yes

2. No [ ]

a) B/P:

b) Temperature:

c) Pulse:

d). Respiration:

C. Information on management of case

9. Admission to facility date

Treatment 1

Treatment 2

Treatment 3

Treatment 4

Treatment 5

Referral here to:

List any treatment prescribed and not given. Geason for not giving it.
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D. Referral information
10. Referred from:

(Name of health facility)

11. Type of facility referred from (circle one):

. Government hospital

. Private hospital

. Health centre [ ]
. Health post

. Maternity post

. Not Applicable -- Self-referral (directly fromome)

. Other (specify)

O N o 0o~ WDN PP

. Unknown

12. Referred by:

. Self-referral (directly from home)

[EEN

2. Doctor
3. Paramedical staff

4. Nurse/midwife [ ]
5. Non-nurse midwife, MCH aide, etc.

6. TBA

7. Other (specify)
9

. Unknown

13. Mode of transportation to the health institat{®lOTE: here you should circle all
types of transport used from the home to the wursbin):

1. Private vehicle

2. Government vehicle

3. Ambulance

76



4. Transport workers’ union vehicle [ ]
5. Walked
6. Carried
7. Other (specify)

9. Unknown

14. Cost of transportation (NOTE: this should betibtal cost of transportation from
their home to the facility):

E. Delivery information
15. Where did delivery occur?
. Not applicable (No delivery)
. At this facility [ ]
. At another facility (specify)

. Home

. Other (specify)

0
1
2
3. En route
4
5
9

. Unknown

16. Type of delivery:

0. Not applicable (No delivery)

1. Normal

2. Forceps

3. Vacuum extraction [ ]
4. Cesarean section

9. Unknown
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17. Delivery attendant:

. Not applicable (No delivery)

. Doctor

. Nurse/Midwife

. Trained TBA

. Untrained TBA

. TBA (training status unknown)
. Family member

. Other (specify)

o N oo 0o~ WO N P O

. Unknown

18. Maternal outcome:

1. Referred (specify place)

2. Discharged

3. Discharged against advice
4. Absconded

5. Died (in hospital)

9. Unknown

19. Fetal outcome:

0. Not applicable

1. Survived

2. Died

9. Unknown
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G. Comments
20. List factors that contributed to delays in tne@nt (e.g. lack of transport, anesthetist
not on site, etc.). Please do not blame the patien

Factors contributing to delay

a)
b)
<)
d)

H. Health facility information

21. Name of this facility:

Type of health facility (circle one):
1. Government hospital

2. Private hospital

3. Health centre [ ]
4. Health post

5. Maternity post
6. Other (specify)

22. Sources of information used to fill out thisnfo(circle all that apply):
. Admission logbook

. Ward record book

. Death register

. Bookkeeping records

. Transport logs

. Referral logs [ ]

. Discharge book

. Patient’s records

© 00 N OO O A W N P

. Other facility records (specify)

Date form filled out:
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