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Exocutive Summary

Matermnal mortality is a particulat]ly urgent problem in the United Republic of Tanzania. An cslimated
one out of every 18 Tanzanian women dies from complications related to preymancy and childbirth X
# Dgure comparable (o vther countries in sub-Saharan Africa, which arc arong thy highest in the world,
Following the launch of the Safe Motherhood Initialive in 1987, Tanzania was one of the first countries
o adopt a National Safe Motherhood Stralegy, siriving to cut maternal mortality in hall by the year
2001.

In line with the Government=s policy on maternal and child health, UNICEI has been supporting a safe
motherhood pilot projoct in Mufindi District, Tringa Region, since 1991. In the contex( of the 1997-2001
UNICEF/GOT Country Programme, UNICEF commissioncd a consultant 1o review the pilat project,
The main objective of tho review was to document the Mufindi experience by assessing the current
status of the safe motherhood programme at the community level und m health facilitics. The findings
of the raview will be esed both in Mufindi and in olher districls to help priortize programme
interventions and develop practical and effective safe motherhood strategies.

When designing the pilot project, UNTICET and the Minisiry of Healih decided wpon a iwo-pronged
strategy of mobilising the community and upgrading health services. "The project included the following
activitics: communily education and mobilisation; training community-based health workers;
introducing a community-based pregnancy monitoring system; training facility-basod health personncl;
providing vehicles (o sirenglhen the refermal system; providing supplies und equipment W health
facilities in the district; and manitoring and supervising facility-hased and conmnunity-based health
workers.

Koy lessons learned from the Mufindi experience include:

< Conlinuous efforts to create awareness is essential for ensuring that safe motherhood remans
a priority for all stakeholders and participants involved.

< Sale motherhood is & mulli-secloral issue, and it3 goals ¢an best be achieved through muli-
sectoral collaboration.

< To be successtul, safe motherheod programs end services must be developed according to
community needs and with cormmunity mvelvement.

< Trained traditional bivth attendants {TBAS) and village health workers (Y HW3) perforin most
cllectively when they receive roating supervision and regular refresher courses.

< A community-bascd pregnancy monitoring system ¢an provide an excellent information base

for monitoring the impact of a programme. Hoewever, constunt suppord, supervision and
motivation of village health workers is ¢ritical for main@ining the gystem.

< A major pathway to decreasing maternal mormality is the availability of functioning
communi¢ation @nd tansporiation sysiems.

< To ensure high quality matemily care, continuous atention needs to be given to the fraining of
health personnel, particularly in the areas of midwifery skills, family planning and record-
kccpmg.

< Supervision is the single most important factor in people=s work metivation at all levels,

particularly when conditions of work ave challenging.



In eddition, expericnce from safe motherhood programmes atound the world suggests that;

<

Every pregnant woman gan develop life-threatening complications. Maternal health progrummaes
must aim to assur¢ 1hat women and theic families recognise sighs of complications during
pregnancy and delivery, and that afl women have acocss (o cssentin] obstetric care.

The singlc most effective way to reduce maternul mortalily is 1o ensure that a trained health
professional with skills to conduct & notmal delivery safely and to manage complications is
present during childbirth,

Unwanted pregnancics and unsafe abortion can be reduced signilicantly by ¢nsuring access to
family planning services.

Abortion-related matemal mortality and morbidity can be reduced through ihe provision of
postabortion care, including trcaiment for ubortion complications, postabortion family planning
counselling and services, and links 1o other reproductive health services.

Encouraging and cmpowering women to make fully informed choices enables them to
understand and articulate theit reproductive healih needs, as well as to sevk services,



1 intreduction
w
1.1 The Global Safe Motherhood Inltiarive

In 1987, when the Safe Motherhood Tnitiative (SMTI) was launchied iu Nairobt, Kenyu, maternal mortality
wiats a serious and serionsly negleeted problet. The Initiative has made great progress in the last decade
towand its twin goals of raising awareness about the issues and stimulating national aciion (o improve
maternal health, Partners from more than 100 couniries have begun asscssing needs, identifying
priorities and taking action on maternal health, ‘They have implemented and evaluated pilot projects,
and conducted operations Tésearch on strateyies to reduce maternal mortality/morbidity in a variety of
sellings around the world.

As the Safe Motherhood Initiative marks he end of its frst decade, the most affective and cost-effective
strategics for safe motherhood X including appropriate management of pregnancy and delivery at frst
refarral Jovels; lite-zaving ¢ssential obstetric care when complications arise: and the prevention and
management of unsafe abortion X have been systsmatically identified and evaluated in a variety af
settings. ‘I hiese Abeat bets= atrategics are being disseminaied to decision-makers around the wotld
aid them with their national ¢fforts. Technics! assiswinc: and multilateral ngencics, including UNICER
and UNFPA, as well us other inlergovernmental agencics and NGHOs, are now sharing Lhese lessons
with their partners within countries. This knowledge is essential given the scarcity of resources available
for health in most countries. It should he particularly useful in Tanzania, one of the first countries to
adopt the Safa Motherhiood Initiative afier its launch in 1987,

52  Safe Motherhood In Tanzania

Materna) mortality is an urgent problem in the United Republic of Tanzania. An estimated one out of
every 18 Tanzamian women diey from complications related to pregnancy and childbirth X a figure
comparablc to other countries in sub-Saharan Africa, which arc smony the highest mn the world
(1INICEF, 1996). The 1996 Demographic and Heulth Survey (DHS) has cstimated the maternal
mortality Tatio to be 529 per 100,000 live births X 8,700 maternal deaths per annuni. There is = marked
repional variation, however, and these figures are almost certainly underestimates, ag many materual
deaths occur outside health facilities and many women die without vthers even knowing about their
pregnancy {cspecislly in the cuse of unsafe abortion). Community studics show an under reporting of
maternz! deaths of up to 60% (Ministry of Health, 1997).

The majority of maternal mortality smdies warldwide indicate that approximately 80% of deaths arc due
to dircet obstettic causes, and 20% are due to indircel canses. Until recently, Tanzania was ng exception
to this pattern; most matcrnal deaths were dug w hacmorthege, aborlion complications, sepsi, ruptured
aterus, and hyperiensive disorders of pregnancy. Recent dala from Tanzania, however, shows that a
much bigher propertion of maternal deaths (40-50%) are attriburable 10 indirect causes, reflecting a
dramatic increase in deaths from anaemia. malaria, and HIV/AIDS {Kwasl und Viekery, 1998)-
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For each matemnal death there are a far larper number of women whoe suffer debilitating pregmancy-
related health problems, such as anaemia, breast abscesses, reproductive tract infections, infertility, and
visicovaginal fistulas. UNICEF and WHO (1999) estimute that globally, for every woman who divs,
approximately 30 more incur Injuries, infections and disahilities which are usually untreated and
unmentioned, and which are often humiliating and paindll, debililating snd lifeleng. It can be estimated,
theréfore, that in addition to 8,700 matctnal deaths in Tanzania cach year, 261,000 women are left with
chronic conditions that will huve u profound effeel on Lher lives.

Although few specifics are known about the state of wemen=a overall reproductive healih in Tanzenza,
atatisties collected by the Ministry of Tsalth and through the Demographic and Health Survey (DHS)
nffer some mdication of the magnitude of women=s health problems. Barly mamiage and childbearing
arc the norm; (he mean age at marriage for women is 182 vears, and 60% of women aro pregnant or
have given birth by age 19. According to the data from the Tanzanta DS, 16% of all women in
Tanzania are currently using a contraceptive method and 12% of these 2re using modern methods.
Eighteen percent of women have undergone famale genital mutilation. There is a marked regonal
variance in the prevalence of FGM, with highest rates in Arusha {81%), Dodotna (68%) and Mura (44%)
regions (TDHS, 1996).

The T'anzania DHS (1996) revealed that 97%% of women receive antznatal care at least once during their
pregnancy. Sixty percent of womien start anieaatal care before 6 months gestation, 34% between 6 and
7 months wnd only 1.7% al  months or later. Seventy percent of women come for more thun 4 visits and
23% for 2-3 visits. Overall, 47% of births are delivered in a health facility, while 53% are home
deliveries. Women are agked to come lot postpartum care six weeks after delivery, which coincides
with ke first immunisation of the baby. However, women tarely receive & posiparium check-up, and no
statistics zre available fron: the DITS about postparium atiendarce.

The National AIDS Control Programme (1998) cstitnates the 1996 national HIV prevalence at 8.2%,
ranging from 2.3% in Dodoma to 25% in Dar es Salasm. Reported HIV provaleoce [rum antenatal clinic
sentinel site testing throughout Tanzania in 1997 varied between 7.3% and 44.4% in rurul areay and
between 22% and 36% in urban populutions (MOH, 1998). HIV/AIDS is now the leading cause of death
in women aged 15-59 in three districts in T'anzania (Dur cs Salaam, Hai and Moregoro Rutal) (MOIT,
1997).

An important determinant of reproductive health is gender incquity. From earlicst age, gitls in Tanzania
do less well than boys. Though enrolment rates at primary schools ar ppproximutely equivalent for boys
and girls, enrolment rates for girls progressively fall antil they are jess than hal'by age 21-22. Women
aceount for only 17% of university students (World Bank, 1993},

Women=s low status is also reflected in their lack of control over decision-making, cven in matters
relating to their own health. In a study of avoidable factors that led to tnaternal deaths in Dar es Salaam,
it was found that when complications aroae during labour, the decision regarding where the woman was
treated was (aken by the woman=s mother in 30% of the cases and by the hushand in 29% of the cases.
Only in 5% of the cases did the deceased woman make her own decision {Urasza et al, 1997).
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2. Docomenting 2 PHDT Prsject

In line with the Governimeni=s policy on matcrnal and child health, UNTCEE has been suppotting a safc
motherhoad pilot project in Mulndi Distoicl, Iinga Region, since 1991, Tn the coptext of the 1997-2001
UNICEF/GOT Country Programme, UNICEF commisstoned a consultant to review the pilot project.

2.1 Dbjectives

The main objective of the revicw was W document the Mufindi experience hy assessing the current
status of Lhe safe motherhood programme at the community level and in heslth facilities, including the
role and the involvement of the village leaders, traditional birth attendants (TBAs) and village health
workers (VHWs), The findings of the review will be used both in Mufindi and in other digrricts to help
prioritize programme interventions and develop practical and effective digiriet-level safe motherhood
grategies.

2.2 Implementing pariners

The Minlsery af Health _

The key department of the Ministry of Health responsible for planning and coordination of the national
teproductive health programme, mcluding safe motherhood, 1s the Reproductive and Child Health
(RCH) Unit. Members of the regional health management team (RIIM1) of Iringa and the district health
management team (DHMT) in Mufindi were respansible for inplementing the safe motherhood
progranme and participated in the planning and data collection with the national review leam.

UNICEF/Tanganju

UNICEF/Tutizania has been supporting primary healih care initiatives, incloding safe motherhoad, since
it formalized its cooperation with Tanzania in 1961. The heaith component of the 1997-2001 Country
Programnie assists government health programmes aimed at reducing maternul and child mortality, with
an ¢riphasis on improvieg (he provision and utilisation of antenatel, delivery and postpartum care.

23 Methodalogy

To document the Mutindi expeience, the national team collected information through a review of
reports on bath the safe motherhoad pilot project and health management information collected at the
district level, as well as interviews (structured and unstructured) with the district health management
teum, other district-level officials and stail at the health facilities visited. This review was not intended
to evaluate the Mufindi project, rather the emphasis was on documenting the process and the activities
undertaken. Selected results will be included in this report to illustrate the effect of the project on
maternal health indicators, '

The review ieam sent the DHM a questionnaire before the field visit and requested il lo collect
information before the team=s arrival. Durng the two ficld visits in January and March 1999, the
review team visited Mafinga District Hospital, Lugoda Hospiial al the Brook Bond Estate, three
government health centres and three dispensaries. 1t conducted focus group disguasions in four villages
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Lessons Leamed
R

While certain elements of the Muflindi project are related to specific circumstances in the district, most
findings ol the review ure applicable to other districts in Tanzania. The lessons leamed outlined in this
chapter are thersfore deemed (o be relevant to all districts in Tanzania. The aim of docurienting the
Mufindi experience was to provide an exampla for other districis, to help them choose the most effective
sirategics and intervenlions for lowering maternal mortality and morbidity.

While the first section will [ocus on lessons learned in Mufindi, the second section will hiphlight
international lessong leatned (hat are retevant for implementing safe motherhood programmes ut the
digricl lovel In Tunzania. These recommendationg arc based on safe matherhood programmes
mmplemented around the world since 1987 -~ the year in which the global Safe Motherhood Initiative
was launched. The essential services identified and the important lessons learnad by all safe motherhood
pariner organisations are described in publications from the Safe Motherkood Inler-Apency Group,
FFamily Care International and other intcmnational organisations working in reproductive heatth.

While the information on Mufindi provides guidance on choosing intetventions in other districts,
specific district-level planning requires conducling comprehenvive sufe motherhood baseline surveys.
Both UNICET and UNTFPA have tecently supported the Ministry of Health in conducting these swveys,
and at present ar least 68 of Tanzania's 110 districts have heen surveyed. The District Health
Management ‘l'eams in these districts, with technical support trom the regionsl level and the
Reproductive and Child Heulth Unit, should take the Iead in developing and implementing plans of
gction (o improve distoul-level maternity services. Districls that have not vet conducted u district-level
baseline survey are encourazed to do 50, again with the support of the Reproductive and Child Health
Unit.

ol Lessons Learned from the Mufindi Pilot Profect

The following Jessons learned arc bascd on the recommendations from the Mufindi DHMT and other
district-tevel stalf, They focus on what the district team identified as the most siriking lessons leamed,
supplemented by observations from the review team. Strategies aimed at improving maternal health
should sircgs the impurianes of:

Sustained commitment. Sustained commitment is the most crucial element for the success of
any programunc, and the project implementors: district, ward and village ieadcers; and facility-
based service providers play a key role in sustaining cormmitment to the projoct at all levels and
particalarly among volunteers, such as the village heatth workers. Involving distngt and viher
cammunity leaders from the onset was critical for securing their initial commitmeat and support
of ths projeet. However, they necd remindets on a regular bagis ol the importance of the project
and their critica)l rule in keeping atleniion ob safe motherhood throughout the district.




Continuons efforts to create awareness. The 1999 review of the Mufindi Safe Motherhood
Project found that additional and ongoing ¢fforts are needed to create awareness sbout sale
motherhood and to kecp the issuc at the forofront of commiunities’ prioritics. Conlinuous
awarengss crealion requires using difterent messages and different ways (0 preseni these
messager 1 keep leaders and community members interested, 'The messages have to comespond
with chanpgng needs and take into account the knowledge people already have.

Using @ mulil-sectoral upproach. Because matertial mortality and morbidity ure caused by a
range ol factors — from women’s lack of education, poor socio-economic status and heavy
wotkload (o their poor overall health status — safc motherhood can enly be achieved through
& multi-sectoral approach, Mareover, the involvement of leaders from various sectors can be a
key factor in broadening general awarensss about safe motherhood and sustaining the
commitment of actors from ourside the health sector.

Involving the community. With support from the district, communities were able (o play a key
tole in identifying urgent problems and in defining and implementing appropriate action plans.
Pocus group discussions in conmunitics that were involved in the project from the start clearly
tevealed thit they (el ownership over the project and responsibility for ensuring that no woman
died from complications during pregnancy and delivery.

Improving referrval of ohsieiric emergencies, Equipping the hospital and the health centres with
vehicles played an important tole in the referral system and making services accessible to
women when complications arose. Using the Suzuki was found to be at Icast five limes cheaper
than public transport, In addition, having the Surukis stationed at health centres belped
communilies avoid long delays in finding transpont for the referral of emergency cases,

Creating linkages between formal and informal health werkers, Communily-based health
wotkers, such as the villaze bealth workers and traditional birth aticndants, can benefit greatly
from suppertive linkages and telationships with facility-based health staff. Experience from
Mufindi cleacly showed that when there 13 no longer a regular contact batween health workers
and community-based volunteers, motivation and performanoe declined.

. Supportive supervision. The Mufindi experience showed that supporlive and regular supervision
is critical -~ not only for the communily-lcve]l health workers but for ali levels of health
pergonnet and management, including the DHMTY. Early on inn the project, the DITMT recwived
regular support and supervision from the national and regional levels, but this support has
declined in recent years. In addition, recent fucl, ransportation and fundmy shotlages have
resulted 1 fewer supervisory visits, which scriously affcets the motivation of the health workers.

8.2 Tuternational Loessons Learned

Since the global Sate Motherhood Tnitiative was launched in 1987, a range of strategiss have been westcd
and evaluated. which otfer zalient lessons for all districts in Tanzania and tor Mafindi District mn

particular. These include:




A. Re-examine the Emphasis on Risk Screening

Unitil recently, many countries, including Tanzania, bused their antenatal cara on s¢reening women with
risk factors. Mowever, these purumelers hive been found to only correctly identify between 30 w 40
percent of all pregnant women who develop an obstetric complication {FCY and the Sate Motherhood
TAG, 1998). Therefore, all pregnant women should be counselled that they are all at risk for developing
a complication. Moreover, it is recommended that district level health education eflorts be focussed vn
educating women, men and family members about danger sipne during pregnancy and delivery, and the
rmportance of promptly seeking maternal hoalth services if complications arise.

Improving access o cmergency obstetric care is critical for reducing matemal mortality and morbidity,
and voquirse cfforts to address 8 range of barricrs, including poor quality of care, distance, cosi,
consiraints on women's time, poverly and women's Juck of decision-making power. The Mufindi projuct
sought to address several of these factars, including the lack of and high cost of emergency lransporl,
women's workload and women's lack of income. Hawever, additional attention should be given to
improving communication between facilities using appropriate and Incalty available teohnologies such
a3 radioa, Il 15 advisable to turther explore the possibilitics of using existing radio systems, by
strengthening ihe awareness creation of the organisations that have radio systems.

Threa of the four Suzuki’s provided to the health centres in Mufindi ere curtently out of order.
Alternalive sitatepicy should be developed to ensure awilt refepral in ease of emergencics. Key o
improving the community's response is for village leaders to have & plan for emergeneics. If different
transportalion options have been identificd before the actual cmcrgency amises, and all people involved
know what to do, a quicker cmergency response can be provided. Village governments should also be
encouraged to set up emergency funds or 1o provide loans to familics it need of funds for emerpency
fransportation.

1n addition to these community-level inlerventions, health facilities — the district hospital in particular
— should he encouraged to provide feedback to the lower lovel facilities and communities on the
referred cases they reecive. This information will allow the health facilities and communities to further
strearmline theit reforral procedures and provide follow-up care as needed.

2. Ensura Skilled Attendance at Delivery

Skitled birth attendants are defined by Lhe World Health Qrganisation as trained midwives,
nurse/midwives or doctors who have completed a set course of study and are regnstered ot legally
licensed to practice. Traditional birth attendanis {TBAs), including those wha have heen trained, are
not defined by the World Heallh Orpanisation as skilled atiendants. Most trained 'TBAs are not
trained to deal with complications, Studies in Aftica and Asia have found that training TBAs in the
absence of skilled backup suppers did not decrease women’s risks of dying in childbirth.

Given these findings, il is imperative (o work Loward increasing the proporlion of births thal are
attended by skilled attendants while ensuring that TBAs are linked with formal health facilities and
supcrvised on a regular basis. Experience in countrics, such as Malaysia and Sti Lanka, has shown




that the shilt from the utilisation of TBAS to midwives can take about 20 years to complcte (Ross,
1998). In countries, such as Tanzaniz where a largs percentage of births arc aticnded by TBAs, 1t1s
generally agreed thal it is beneficial in the short-term: to:
- {rain I'BAs to avoid harmtul practices during delivery, recognise danger signs and refer
complicatod cases to higher-level carc,
establish or strengthen linkages between TBAs and (he formal health care system to
encourage adequate supervision and monitoring; and
ensure that health cenires and hospitals will accept referrals from TBAs.

Experience from Mufindi showed that whilc TBAs have hoen trained, linkages with the health
facilities have not been mamlaimed and supervision has been neglected, It is recommendad thal
TBAs be included in the chain of supcrvision from the distriet level through the facibities to the
communily. Renewed etforts should be undertaken to cncourage TBAs to come 1o the dispensaries
to observe and assist MCH Aides in performing deliveries as a means of on the job training and
skills maintenance. The supcrvision of THAs should also be used as 8 means of repular refrusher
training. In tandem with these efforts, long-term investments must be made to train sulficient
numbers of skilled attendants — primarily midwives --- who can appropriately manage obstetnc
gomplications,

3. Improve the Quality of Maternal Health Care

Improving the quality of scrvices docs nol necessitate the construction of sophisticated houlth
facilitics, Rather it can he achieved hy improving the technical competence and interpersonal skills
ol providers; ensuring the availability of basic supplies and equipment; improving the physical
facilities and infrastructure, and strengthening referral systems and linkages throughout the health
system.

The review of the Mufindi Safe Motherhood Pilot Project suggested that while important steps had
been taken to improve the quality of matemnal health scrvices, several heelth facilitics stll lacked
basic equipment for conducting deliveries and providing vsscntial vhstetric eare. In addilion, a
number of facilities were understaffed andior were staffed by health workers who were
underqualified. More than one quarter of the dispensaries in the district did not have any staff who
had received any refresher training in midwifery and family plannivg during the past five years.

ILis imperative for the Mulindi DHMT Lo work lowards fully oy uipping the faciliies und I sng
at least one staffmember per facility in midwifery skills and family planning. It is recommended that
priority be given to the training of the stall of those facilities that have not benefited from trainmg
in the past fow years. The two-pronged approach which forms the basis of the Mufindi project —
targeting the community and the health facilities — should continue to ensure that women visiting
health facilities receive quality maternal health services.

D, Improve Access fo Family Planning




Tmproving access to family planmmny is an important means to reducing unwanted pregnancies and
unsate abortion, It is cxtremcly difficult Lo assess the magnitude of mnsafe ahortion in Tanzania, due
io the illegal nature of induced abortion. The classilication of abortion deaths under sepsis or
haemonliage makes the scrious problem of malernal deaibs from unsafe abortion invisible, Making
it more visible would focus attention on the unmet need for family planning snd 1cad to increased
commitmient to family planning education and service delivery.

Because people’s needs for contraceplion vary from time to time and of different stages of the life-
span, it is imporlant that Family planning services be coordinated between the biealth centre and the
community. Short-lerm contraceptive needs for birth spacing can usually best be met through non-
clinical methods that can be supplied through communily-bascd disinbulors (CBD) or stores.
Expeticnees from Mulfindi showed (hat the presence of CBD agents made a big difference in the
famnily planning acceptance rate. Tlowever, CB1Y agents, es do all community-hased health workers
need supervision and support to maintain their performance and motivation.

Focus group discussions in Mufindi revealed many misconceptions about family planning methads
and their effect on fertility. A priority role for CBD agents and health workers is to provide
information to correct these myths and edvice about contraceptive options, their side effects and
complications, and emphasize the importance of batrier methods n the prevention of scxually
transmitted dizsases,

E, Intradrce Postabortion Care

In Tecent vears thers is increasing intcrnational agreement that regardless of legal, cultural or
religious restrictions on abortion, high-quality services for treating and managing complications of
unsafc and spoataneous abortion should be accessible to all women, The torm “postabortion care™
refers to a specific combination of Inlegrated services that can significantly reduce abortion-related
maternal morbidity and mertality and help break the cyclc of unwanted pregnancy and unsafe
abortion. These services include: emergency trestment of abortion complications; postabortion
family planning counselling and services, and links lo comprehensive reproductive health services.

One of the mast frequent complications of unsafe abortion is incomplete abortion — the re(ention
of producis of conception in the uterus. Bxtensive rosearch bas shown (hat carly, incomplets ahortion
can he safely and cffectively trcated at lower levels of the health syslem using manual vacuum
aspiration (MY A). Unlike dilatation and cureitage (B&C), which i available in most district and
regional hospitals in Tanzania, MVA can be safely performed withoul gencral anacsthesia by non-
physician heallh workers and MVA can theretore play a cntical role in increasing the acecssibility
of emergency aborlion care and ensuring, that treatment of abortion somplications is within the reach
of women who need it. However, MV A is currently only pravided in a limited nuntber of facilities
in three regions.

Ffforts should be made to train facility-based health workers in Mufindi to mansge incomplete
abortion with MY A, a5 well as to provide postabortion family planning counsclling and services.
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Because ovulation can occur within two weeks following pregnancy termination, women who have
had an abortion are al immediate risk of a subsequent pregnancy, and the provision of contraceptive
counselling and services can play a key rolc in breaking the cycle of repeat unwanted pregnancy and
unsafe abortioi.

F Moniror Progress

Tn order to develop, implement and cvaluaic policy and progrumume efforts, understanding why
women are dying from pregnancy and childbirth is more important than establishing the lovel of
matcrnal mortality. A variety of assessment tools have been lormulated to help in the formulation,
monitoring and evaluation of national strategies to improve maternal health. The indicators in these
tools can identify woaknesses and suggest programmatic priorities so that maternal deaths can be
beiler prevenied 1o the future,

The Mufindi project lluminated the need t establish 2nd continuously wpdate 8 comprehensive picture of
the maternal health siluation at the district level, Although a health management information sysiem is in
place, recording-keeping is not consistent, and data nceded to assess district progress toward improving
taternal health are not systematically collected and analysed.

In addition, ns mentioned above, the compliance with the community-based preghancy manioring
system needs 1o be ro-emphusised so the district can caleulate process indicators for safe motherhood,
including essential abstetric care, With technical assistance Jrom the RCH Unil, Mufindi and other
districts are encouraged to start collecting additional information to monitor progress in safe motherhood
in accordance with the indicators sugpesled in Annex 3.

In auddition o creating and maintaining management information and vecord-keeping systems,
opporiunities for operations research and small-scale pilot projects should be explored. This may include
testing new service delivery systems (Jor example, integrating seroening for sexually transmitted
discasos as part of rontine MCH services), innovative community IEC campaigns, cncrgency transport
and referval systems, and other safe motherbood imerventions, as appropriate.

G. Entpower Womert

Women in Tanzania, as in other countries in sub-Saharan Africa, face multiple bariers o attaining good
health. These include:

1. imited | ation gl eplions: As a result, many women do not recognise danger signs
during pregnancy and do not know when and where 1o seek medical services.

2. Uneaual power relations that constrain women's decision-making ability, physical mobilily
ang access 1o material resourges: In many scttings, the decision to deliver at home is takas

by the husband, or another family member. Women's Jack of ECONOMIC resources constraing
their ability to make independent health-refated choices, and to gain access to health und
other services.

3. Poor quality of interactjon wilh health care providers: Women are often reluctant to use

health services bocausc they perceive Liealth care providers to be rude, patronizing und
inscnsitive to the context in which they live.
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Although the awareness creation and health sducation activities in Mufindi included key messages
on women’s disadvanlaged pogition in society and her heavy workload, focus group discussions
revedled (hat many men have not yet changed thelr behaviour towards helping their wivces,
particularly during pregnancy. Renewed attention should be given to women’s socio-economic
posilion in awarcness creation activities at all levels. Thig is an important area for multi-sectoral
collaboration, as empowcring womten in the area of health requires more than simply health-related
interventions; it requires social, economic and cultural conditions in which women can overcome
the barricrs to safe motherhood.
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Traditional Birth Atrendants

From the start, the Safe Motherhood Programme in Mufindi placed a strong emphasis on TBA (rininy.
In 1992, it developed o TBA traiming manual, which relies upon participatory training techoiques and
uzes the expetience of the IBAs ay (he basis for the training. The Ministry of Heallh adopted the
manual, and it becarne the standard document for I'BA training in Tanzania. Tn Mufindi, 569 TBAs were
trained between 1992 and 1998. Althaugh TRBA training initally was conducied by rogional and district-
level swaff, in recent years dizpensacy stafl bave taken over this responsibilily.

The TBAs in Mufindi arc trained as close to their homes as possible, As a resuli, they do not receive a
per diem during the training, other than a small amount (200 'TSH/day) 1o cover the costs of
lransportation 1o (he training veuue (dispensary). The training is designed to be conducted on a part-time
basis, so that the one-month training course ¢atends over a peried of two months.

Apart from Lhe basic TBA training, the Mufindi Project also carried out an orieniation on safe
motharhood for TRBAS, VHWs, and (raditional healers, The orentation lasled three days and aimed to
intreduce the concept of safe motherhood and ta explare the role of the community-bascd health
volunteers in improving miternal health, The orientmion Jid ot follow a slandard curriculun; mther
it was based on the practcal experiences of the participants and leancd heavily on parlicipatory
approaches (o encourage their involvement. Not all TBAs who participated in the safe motherhood
orientation sessions had undergoue the basic Ministry of Health training. Therefore, unttained TBAs who
participated in the sale motherhood oricniation were given priorily in subscquent ralning.

The Mufindi Project also sought to strengthen the link between the TBAs and the formal health yysiemn.
Initially, trained TBAs wete supervised by health centrs and dispensary staff on a regular basis during
lhe monthly village healih days, The TBAs remained in ¢lose contact with the VHWS and reported an
the pregnant women they had monitored and the deliveries they had conducted. They also vigied the
nearest dispensary on a regular basis and provided assistance to the dispensary staff. In recent ycury,
however, with the decline in overall supervision rates in the distdet duc to fuel shortages and lack of
transportation and in the abgence of regularly-held village health days, the 'T'BAs ure rurely supervised.
During interviews with (he review wam in 1999, the TRAs cxpregsed the hope that supervision would
becomy more tegular, and addidonal training would by conducted, They also expressed the need to train
younger TBAs 10 take over their responsibilities.

‘The focus group discussions during the 1999 review suggested that their training has ecmpowered TBAs
and improved their performance. However, bocause to one has supervised THAS on a regular basis, not
obactrved their current practices, this report cannot draw any conclusions about TBA performance in
Mufindi. Morcover, as noted above, national and intemational experience hus shown ithai continuous
supervision and iraining of TBAs is cruciul for mainteining skills and improving performance.

Carrently, TBAs in Mufindi are rarely supervised and gencrally do not receive any refresher training.

. Data indicate (hut irained TBAs have been conducting an increasing number of deliverics in Mufindi in
recent years, trom 689 in 1992 10 3,248 in 1998, However, much af this apparent increase may be due
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to better record-kceping systems and population prowth, rather than a higher percentage of TBA
superviged birtha,

3. Commundty-Based Frognanoy Monttering

The communily-busod pregnancy monitoring system has been one of the cruciol elements of Mufindi~s Safe
Motherhood Programme, As a result, Mufindi is one of the few districts in Tanzania that bas relatively complete und
reliablc information ahout the number of preanancies and dalivegies la the coturmmnlty. This iafornaticn provides
eritical data for calculating varions process indicators and memnitoring lronds over the years.

The VHWq are the key 1ctors in the prognency monitoring systern. They collert informution {rom prognant women and
complete o form for each (see Anvex 2). The daw collected includs mfonmation shoul the wormen ind her fapuly, and,
tnore specifically, about the curceant prognoncy end identilied sk factors, ViIWs and TBAy refer women with risk
factors to the health facilities. [f s woman or her fumily can not be convineed about the need o deliver in a fucility, the
YHW will alert the village government leadors, who

will then try to convinee them. After 8 home delivery, the TBA will reporl the birth to the VHW who will rogister basic
information (such 43 sex und birth woight) on the pregnancy monitoring furm.  Every theee momnihs, cech YHW
surnmaizes the collected information in a quarterly reporl, which is yont to he district for record-kesping and unalysis,

It bocarmo evident during the review that the pregnuney monitoring sydfemn itself needs constant monitoring and attsntion.
At the start of the projcet, the VHWs were continually reminded about the impurivnce of completing the monitoring
forms and were asked ta submiit theit repocts during the village health days. Howcver, because of the now sporadie
nature of villuge health days and becanse VIIWe aze rerely supervised. many now tack motivation to conply. As a
vesult, compliance with the pregoancy mwonitoring repotts bag declned in recent yoars. For examplc, during tho period
1992-1995, between 70% and 50% of villages submitied thelr pregnaney monitoring rcports on a quaxtcrly basis. During
the last quatler of 1998, hoviever, only 19% of villages submitied their reports. DBecause the preguancy monitoring
systom forms the basia of all data collecuon in the distriet, it is crucial that renewed attention be given to U issus of
compliance.

4.2 llcalth Sector Interventious

Health sector interventions io the Mufindi project included: (1) training of health workers; (2) upgrading and assuring
avallability of facilitics and cquipment; end (3) improving the referml system, These activilies wers implemented in
conjwetivn with the community-hased activitics so that the facilities could tespond tu the changing needs of the
populsion they serve. For example, because TBA and VEW=s increased emiphasis on risk screening Jed to higher
pumibers of woriren tefersed (o the health facilities for delivery, it was imperative that the facilitios be prepased to receive
(e and 0 provide Ligh guality secvices. As outlingd below, thesc arcas of interventions X truining and suparvision
ol heald workees, upgradiog of facilitics, and improving the referral systom X werw all airned  at enhancing the
accessibility, availability and quality of matemal health services for women in Mufiodl,

e follewing sections deseribe cach type of intervention and highlight problerus {dentified with each m the review
process,

A, Traiviag and Sopervision of Health Workery
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An essential aspect of providing high quality matemal health services is ensuring that facilities are
adequately slafted with well-teafned and motivated health personnel. The DEMT members and ather
district officials intervicwed during the 1999 review reported that the stuffing sitnation of the health
facilities in gencrally acceptable. However, at several facililics, thosc in-charge citad under staffing or
underqualilied staff as problems. Moreover. in assessing the level of training of available glaff X
particularly in essential <kills, such as midwifery, fomily planning, and communication/counselling X
the review team found some deficiencies. Eleven of the 42 dispensarics did not bave uny staff who had
received refresher training in midwifery and family planning during (he past five years. Since the
Ministry ol Health=s policy aims at training at least one staff member per facilily, conducting training
al thess dispensaties should be priontized 1m the coming years.

In the context of the Mufindi Project, two safe motherhood training manuals were developed [or health
workers, one for the health centres and dispensaries and the other for the district hospital. The training
courses in which the manmuals were used lasted seven days and focussed on both updating health workers
on the Safe Motherbood Iniiiative snd introducing the partograph. Topics addressed in the manuals
include matemal mortality in ‘Tanzania, maternal nutrition, high risk pregnancies, intrapartwm care and
the use of the partograph, ohstetric emergencies, neonatal care and breast feeding, postpartum care,
tamily planning, aseptic techniques, data collection and supervision. Although (hese manuals were
developed for the Mufindi project, they ace being usod nation-wids. Since 1992, a total of 80 heaith
workers from health centres and dispensaries and 45 hospital-based ealth persoonel in Mufindi have
been trained uging these training manuals,

Of 8 total of 206 health staff in government health facilities in Mufindi, 71 {34%) have been trained in
midwifery skills, 25 (12%) in  family planning and 57 {(2R%) in  inierpersonal
communication/counselling, using the regular Minisiry of Health curriculum. Participation of Mufindi
health workers was funded under the UNICET-supported programme. About half af the health centres
and dispensaries in the district have one staff member trained in integrated reproductive health.

In the eurly stages of the Mufindi Project, organizers placed considerable emphasis on regular
supervision. In addition 1o quarterly visits 1o the health facililies, quarierly meetings were held at the
village, ward and district lovels 1o discuss progress and roesolve problems, if any. In reecnt years,
however, overall supervision Tates have declined. There is now an urgent need to redress this decline
in aupervision, including supcrvision of TBAs und VHWS, at all levels. Staff at all health facilitics
visited by the revies tcem expressed the desire for more frequent supervision and apportunilics for vn-

il =
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the-job training, In addition, they steessed the importance of receiving edback on the cases they refir
to higher levels of care, a8 this mformation will atlow them lo improve their performance, streamline
their referral procedures and provide follow-up care as needed.

Duc w shorlages in both fuel and funds for supervision, thery is # need for creative planning and
integration of ditferent activities. For example, it would be usefu] to combing supcrvision with
dehveting supplics and 1o imbiale joini supervision with other sectord, hike educalion and community
development. The matrx of supervision, which reeently has been inlroduced theoughout Tanzania snd
establishes fixed routes for delivery of supplies and supervision of facilities, should be used in tlexible
way to ellow health stafl 1o follow-up on cases of maternal complications or deaths.

B, Upgrading and Assuring the Availability of Facllities and Equipment

Apart from training and supervision, another strategy the DBMI" employed for improving the quality
of maternal health carc in Mufindi was to increese the availability of equipment and supplies. Health
Macililics at all Jovels wecived essential couipment for maternal and child health in accordance with
the Ministry of Health=5 guidelines,

Alfter receiving cight years of UNICEF support, the DHMT reported that health facilities in the
distriel wers satisfactorily equipped. However, some of the [acilitics visited during the 1999 review
reported that they continue to experience squipment shortages and il appeared thal the DHMT did
not always distribute equipment received in a speedy manner. While most facilities visiled during
the review reported that they

now have most of the required equipment, they also indicated ihat what they have is minimal. Ifwagi
Hcalth Centre was onc of the few facilities visited that reported a lack of equipment for deliverics;
it has enly one dolivery bed and no cpisiotomy scissors.

C. Improving the Referral System

The Mufindi Project included a component to improve the referral system by providing the distnct
hospital with an ambulance and three health centres and onc dispcnsary with Suzukis for the
transportation of emergency cases. Dispensaties were equipped with bicycles.

Despite lhese nieasures, mary wornen Still experience major difficulties when trying to reach ahealth
facility in cascs of emergency. The fitst obstecle is the distance from the village to the health facitity,
which has to be covered by foot, bicycle, or public transporl. Malungali Health Centre, for example.
sorves mine villages, (he nearest of which is 5 km from the Health Centre and the farthest is 25 km
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away. Referral from u dispensary or health centre to the district hospital also requires travelling large
distances; Mangunguli dispensary, for cxample, is located 126 kin from Mafinga Hospital.

Two additiona! bartiers to referral cited in all focus group discussions arc: the anticipated costs of
health carc and inadoquale ansportation lo the heulih fueility, Although Ministry of Health policies
gtipulate that health carc for pregnant women nd children under five is free, in practice women and
their families oflen have to pay for drugs prescribed during anienatal care and consumable supplies
needed during the delivery X particularly in cases of complications, Concerns about these costs X
whether justified or not X cause many [amilies to decide in favour of home delivery or to delay the
decision to scck care.

High transporiation costs also pose a significant barrier o care when complications arse. In isolated
villages that are not served by public transport, renting a private vehicle and paying for fuel is very
expensive, In Jgowole X relatively close to Malinga Hospital at 42 km X costs for vehicle renial and
fucl can cost as much as 25,000 Tsh. Nowever, if the Suzuki from nearby Kasanga Health Contre
is available for use, the same trip costs only 5,000 Tsh for fuel. Many villages have developed a
system whereby community mewmbers and the village governmient contribute to the transportation
costs in case of an emergency referral, In some villages conununity menibers can boraw
transportation funds [rom the village government and pay back this loan in monthly installiments.

Anaother important stratcgy for improving referral is the availability of & communication system. The
Mufindi project did nol provide the government health [acilities with a radia system, feating
problems of maintenance and sustainability,. However, several voluntary ugency facililies and the
dispensaries at Brook Bond Estate are equipped with radios. The DHMT undertook sensitisation
activities to increase awzareness among education officials in the Mufindi Education Trust (MET) to
enable health facilities to use the radios placed at MET-tun secandary schools. Malangali health
centre, for exampls, 15 based across the street from a MET school. Communication with Mafinga
would be greatly enbancead if the Malangali health centre staff could use the radio at the school,
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5. Selected Resulis
[ s PR AR S

In recent yeary, the key agencies involved in the global Safe Motherhood Initiative have sought to
develop indicators that cau be used to monitor progress in reducing matemal mertality. Although
a range of indicators have been proposcd, there is not yel a standard, universally-accepted bst,
Maoreover, some of the supgested indicators not only require data that is extremely difficult to gather,
but provide infortnation that is difficult to interpret. UNICEF and other pariners in the Safe Motherhood
Initiative have therefore recommended the use of Apracess fidicatarsz: on the availability, accessibility
and utilisation of obstetric care. The seven hasic indicators for esgential ohstetric care (EOC) will be
discussed i the last section of this chapler. The fist seelions will focus on programime progress by
presenting indicstory and s that the Mufindi DHMT has colleected on antenatal care, delivery care,
family planning, maternal mortality and community-based indicators.

Amnex 3 provides a st of scleceted maternal health indicators that could be used a3 a basis for developing
process indicators for maternal heatth in Tanzania. In selecting indicators, emphasis was placed on those
that could be caleulated with data collected through the health management information gystem or those
that are routinely collected at the district fevel,

L Antenatal Care

[n Mufindi, antcnatal care is being offered at all levels i the health system. Tram the start of the project,
health education activities soressed the importance of antepatal carc carly in pregnancy. Currently, about
50% of proguant women regisier for their first antenatal visit before 20 weeks. TBAs, VHWs and villape
leaders play an important role in encouraging women to go for antenatal care. During antenatal care
consultations, women undergo a physical examination and receive vaccinations and health cducation.
'L'etanus toxoid coverage in Mufindi is 68%; however, syphilis screcning, which is enly conducted in
lugoda Hospital, is very law.

Health porsonnel at all levels rely heavily on risk screening as a means of idendfying women who shoutd
deliver at a health facility.] Over (he vcars an increasing number of women have been releered to
higher-leve! facilities (see Table ). Marked increases in the numher of women referred in 1992 and
1996 can be attributed to 2 series of fraining courses i thuse years that emphasized risk screening.

t Although risk sercening iniually appeared ta be a logical ool for ratonalising se1vive delivery and
ensuring that thosc in greatest need recelved speclal atention, intemational research hus found that the majoricy of
wamen wha cxperience complications durlng pregoancy and delivery do not exhibit auy risk factoss. 1t is thereforo
sugycsted that all preguant women should be counsclled on the risks ussociated with pregnancy and childbearing
and the signs of comglications, and shonld be puaranlord access (o essential olstctric carc.
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Table 1: Reasons for Referral to tha Nearest Health Facillty

Reegon for refarral 1992 1003 1994 1965 1096 1997 Totat
Hypertenaion 21 29 24 a2 34 50 160
Anaemia 19 14 11 6 38 22 110
Grand Multipara 1,885 1,530 1,621 1,528 1,217 1,334 9,025
Below 18 years of aga 50 84 96 g1 112 58 191
Above 35 years of ape 391 350 218 189 534 763 2,502
EPH-gastogls 12 18 2 g 4 3 48
Other rigk factors* 119 100 T2 77 558 651 1,578
Antepartum g 23 3 2 12 2 51
Postpartum 23 11 7 2 29 24 96
Retalned placenta 6 5 " 1 5 7 35
Total 2,645 2,164 1,962 1,837 2,804 2914 14,128

* Othor risk factors includse; previous C-sectlon, repeated ebortion, previous vacuurn extraction, dlabetes

5.2  Attendance ar Delivery

The numbsr of deliverics in health facilitics increased frum 3,336 in 1990 to 4,049 in 1998, or 56% of
all deliverivs in the district. This places Mufindi well above the natlonal average of 47% institutional
deliveries. Because the number of deliveries at the district hospital remained relatively constant, it
appears that the majority of institutional deliveries over this period are at heallh centres und/or
dJispensunes.

In this regard, we should nots an important patiem with regaed to the number and location of deliveries:
in areas served by a health ceitre, the centre conducts more deliveries than do TBAs; m arcay served by
u dispensaty, bowever, TRAS atiend more detiveries than health centres. In Kasanga, for example, TBAs
conducted 81 deliveries in 1998, compared to 120 health centre deliveries. In Ifwagi, during the samo
year, TBAs conducted 59 deliveries and the health centre 132, In Igowole disponsary, by contrast, the
staif conductad between 7-9 deliveries per month in 1998, while the IBAs conducied between 14 and
20. In Sadani dispeasary, the stafl conducted 2-3 deliveries per month in 1998, while the TBAs did an
average of 15, A possible explanation of this pattern could be the fact that women expect a higher
quatity of care in a health centre as compared to a Jispensary, and therefors, if available, prefcr to go
to the former [or delivery. More detailed interviews with clients coutd determine the undetlying reasons
for this pattern, The availability of this information seems crucial in designing strategies (o incrense the
rate of institutional deliveries.
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Alihough the nurmber of women referred (o a higher-level facility due to risk fizcrors for complications
increased over the years (see Table 1), the number of women referred 1o the district hospital with actnal
complications Quring pregnuncy and delivery stayed relatively constant at around 300 per year X with
a low of 269 1m 1994 and a high of 365 in 1996 X from 1992 to 1997, During the sama period, the
number of complicaied deliveries at the hospital decreased, while the number of normat deliveries
ineteasced slighily. :
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Table 2: Hormal and Complicatad Delivaries in Mafings District Hospital

19931897

Type of dalivery 1393 1984 1995 1996 1997 Tatal
Normal deliverles 854 916 943 1,082 1,039 4,924
Complicated delivarias 52d 510 383 493 a7g 2,284
C-saction 141 145 132 171 178 767
Vacuum exiraction 54 77 g e 13 234
Twins delivery 24 30 28 27 21 130
Decapitation dalivery - - - 2 - 2
Face o pibls dellvery 8 7 5 g T 36
Anteparturn haemorrhage 13 B 2 ¥ 3 31
Postpartum haemorrhage 7 18 1 18 16 ES
Pramature dellvery B1 80 29 g0 A7 267
B.B.A 20 21 18 30 13 100
E.P.H. yeslosls 10 9 10 5 1 35
GCard prelapss 11 13 4 9 4 41
Arm prolapse 5 4 & 3 4 24
Brasch delivery 43 3B 3z a1 34 183
Neonatal death 23 21 12 29 3 g8
Fresh still birth 30 T 24 18 M 18 119
Mbgcerated stift birth 33 43 28 44 3z 180
Matarnal desth b 5 € S 2 27

53 Fanmily Planning

Since 1994, communily-based disttibution (CBD} agents have been providing family plamming
information and contraceptives at the village level in Mufindi.2 Contraceptive prevalence raies have
increased dramatically during (he past few years, and particularly since the introduction of the CBD
agents. Contraceptive prevalerice Tales ware $% in 1989 and 5% in 1992, but incrcased to 17% in 1994,
23% in 1995, 40% in 1997, and 50% in 1998,

Information from the FGD revealed that many women and Lecnage gicly continue to expenicnce
unplained pregnancies in Mufindi. All female participants in the FGD knew of women who attempted
to cnd an unplanned pregnancy. Although the nurse in charge of the female ward in Mafinga district
tiospital

*'Jhe CBN componcnt is not part of the UNICEF-funded safc motherhood programme. However, since
family plunning nsc contributes to Jowering maternal motality (of up to 30%) wo congidered it impartant to address

this compunent.
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indicated that aborlion and ils camplications do not constitute 2 problem in Mufindi, hospital tecords
reveal that in 1997, 70 women were treated in 1997 with complications of aborlion (10% of the total
nubet of women admitted), by fur the most [requent canse of admission for gynecelogical problems
in that year. For example, only 4% of cases involved pelvic inflammalory disease (PID) and 2% ectopic
pregnancy; other rates (including cysts, sepsis, and malana in pregnancy) were all below 195, In 1998,
70 wornen wilth complications of unsafe abortion were admitted, which consisted of 7% of the total
admittance (3% PID and 1% ectopic pregnancies). Between 1992 and 1998, every year about 30 women
X with a high 76 in 1997 X were admitted to Lugoda hospital with complications of unsafc abortion,

5.4 Maternal Mertaliry

When the Mufindi pilot project was launched in 1991, obstetric complications were the fourth leading
cause of death in Mufindi. The causes nf maternal deaths in the district were identical to those identitied
in studies of maternal mortality 31l over the developing world {scpsis, ruplured wierus, hacmorrhage,
abortion, anecmia and cclampsia), However, in the 1990-1992 period, the deaih rale from obslelne
causes measuted at the district hospital decreased from 860 to 300 per 100,000 tive births, presumably
due to the doubling of the number of C-seclions (96 in 1990 versus 180 in 1992), a3 well es the five-fold
increnss in the number of complications (27% over two years) referred to the district hospital. The
impraved referral rate can he attributed both to improved diagnosis at the first referral level and the
availability of transport. The rate of obstetrie deaths at the dispensaries and the villags health posts was
reported (o average between 300 und 400 per 100,000 births rcspcctivcly.?* These deaths could perhaps
lhave bocn avoided if diagnosed and referred for treatment to a higher lovel of enre, It was cstimated that
during that period 76% of all deliveries continued (o be al home, atlended by untmined TBAs.

Since 1992, the overall matemal mortality ratic for the distriet (including maternal deaths in both
facilities and in the comrmnunities) decreased even further, and reached 200 per 100,000 live birthe in
1997, Table 3, however, shaws that some of the other indicators did not continue to improve, such as
the number of C-sactions. After ar initial decline, C-sections were al the same Jevel in 1997 a3 in 1992,
Sinee the absolule number of doliverics increased over the years, a relatively constant number of C-
sections means thul (he C-scetion rale actuglly went dowa,

2 Given the difficulty of culeulating matermal mortality ratios, these figures ghould bo used with some
caution. Tnfermational expericnce suggests using process indicators 23 a way th measure progross in impro ving
womenr3 healtdy These will be discussed below, ’
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Table ¥; Indicators coliected at hoalth facilitios

1992 1693 1594 1005 1404
Total Population 255,335 282420 | 268,505 276,243 262,702
Women of child-bearing age 51,087 52,494 53,901 55249 | 56,740
Estimated prognant woman 10,214 10497 10,780 11,050 11,348
Total daliverias 5,926 5,800 £.318 7.852 7921
Total llve birtha 5,850 6,601 6214 7.580 7.659
Total atill births T es 69 103 ) 108
Frash SB ig 40 32 24 42
Mascorated S8 €8 43 ra 59 64
Total neonatal deaths 17 H 35 7 34
Within 7 daya 15 33 14 14 19
Within 28 days 2 1 21 13 15
Matemal daaths in HF 4 8 7 4 7
Pregnant women raferrsd to DH 301 302 289 30 355
C-seclions In DH 180 150 145 132 171
C-aactiona in District - 338 254 191 186 313
C-seclion outzome live birth 334 253 189 103 314

3.5 Commanity-Level Indicators

Throughout the course of the project, the number of villages with an active village health conmmitiet
responsible for initintng and monitoring malernal and child health activitics at the village level X1
steadily incteased. Deapite this important achisvement, it appears that the timely submission of guatte
pregnancy moniloring repurls has declined, making it difficult, if not impossible, to monitor
ciicetiveness of the Mufindi programme. For ¢xatuple, a8 shown in Table 4, the number of Ti
deliveries appears ta have decreased fiom 1996 to 1997, however, this lowcer figurce is most likely ¢
to the fact that tewer villages submitted their reports during 1997, Similarly, althouph the number
nmaternal deaths in the community appears to have declined, this appareni downward trend may be e
the result of lower compliance with the preghnancy mohitoting system than a decline in actual pumbx
Thus, the impottance of maintaining this system cannot be overemphasized.

In reviewing the commuuity-level data that showed an apparent increase in the number of 11
deliveries in 1993 and 1996, the DHMT explained the increase as the result of large numbers of 1B
trained during thosc years. However, this dees not explain why these high rates werc nol sustair
during the interim yeurs.

Safe Motherhood at the Disioict Level; The Mufindi Experience

Page 22



Table 4: Indicators collected in the community

1992 1853 1894 1985 199G 18287
Villagas with activa VH Committas g4 BT 125 116 102 125
Villages with prog, mon. system 130 130 130 131 121 131
Villages submitling guart. Repart
Flrst quartar 115 108 124 105 0 79
Saecond quarter £ 80 116 118 80 100
Third quarter o8 103 a2 107 54 98
Fourth quartsr ©one A4 100 110 124 92
No, of pregnant warmen registered 6,415 5272 4 b4k 6,75¢ 5,304 5.
Pregnant women wilh risk factors 2.4585 2107 1,840 1913 2,954 na
Womsn daltvered by trained TRAS " TE6E | 2402 | 1.542 TTrzoo | 4ese | T3k
Total still births 20 34 22 83 54 23
Fragh 58 ¢ 2 0 24 5 ¢
Macerated SB 20 34 22 kot na 23
Total noonatal doatha T 8 38 14 55 46
YWithin 7 days a a i 1 49 4]
Within 28 days 0 48 38 13 14 45
Maternat doaths In community 15 13 14 g 11 ¥

5.6

Essential Obstatric Care

Oue of the major pathways to reducing maternal mortality is through improved access, utilisation, and
quality of obstetrie services, As noted in the introduction of this chapter, a series of process indicators
has been developed that focuses specifically on these issues, and uses data that can be collocted and
analysed at the health facility level rather than thosc that require large-scale population-based enquiries.

The process indicator series provides information on Essential Obsteiric Care (RO caverage and the
performance ol EOC facilitics. The following is a list of the indicators and the minimum aceeptable Tevel

for esach:

EOQC Covarage:

1 Quantity of EQC services; Ove facility providing comprehensive EOC and four tacilitias
providing basic EOC should be available for every 500,000 people.

2 Geographie distribution of EOC facilities: One facilily providing comprehensive EOC and four
facilities providing basic EOC within an acceptable geographival area should be available,

3. Proportion of all births in basic and comprehensive FOC facilities: A minimum of 15% ot all
hirths in the population should take place in 2n EOC facility.

4. Mot need for EQC: 100% of all women with obstetnic complications should be wealed in hasic

and comprehensive EQC facilities.
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Perfarmance of EOC fucilities:

5. Caesarean deliveries as « praportion of all births: Because it is often recorded and therefore
casier to gather datz on, the rate of Cacsarcan delivery is used (o assces whether or not facilities
are providing lifc saving obstctrical services. Experience indicates that 5% of all births in a
population may need Caesarean delivery in order to avoid maternal and infant morhidity and
mortality. Because Caesarean delivery has been overused in sotne regions, and like any other
surgery catrics a nsk of injury and cven death, an upper limit of 15% is suggested.

0. Cuve fuiadity rates: The case fatality rate refers to the number of matemal deaths as 2 proportion
of tlolal vbstetrical complicationg in a given facility that provides comprehensive TROC, The case
fatality rate for women with obstetric complications should not exceed 1% when atlended in an
LOC facility.

Signal funcitens nsed to identify Basic and Comprehensive EQC

Rasiv FOC yervices Comprehensive EOC servigy

1. Administer parenieral®antibiotics. 1-6. Al of those included in Basic BOC
2. Adminisier parenteral oxytocic drugs 7. Porform surgery (Cacsarcan seclion)
3. Administetr parenteral anticonvulzants for 8. Perfurm blood munsiusion

pre-colampsia und eclarapsia,

4. Perform manual remaval of the placenta
5. Pecform removal of rewmined products
(c.j. manual vacuum aspiration (MVA))

&. Perform arsinted vaginal delivery

* by means of injection or intravenous infusion.

A Rasic EQC facility is one that parforms all of the functions 1-6.
A comprehansive KO fzcility 1s one that performa all of functions 1-8.

The EOC process indicators for Mulindi were calculated based on the data collected by the pregnancy
monitors and the district hospital. With regard o the guantity of Basic TQC (BROC) and
Comprchensive FOC (CEOC) facilities, we should note that currently only the district hospital gnd
Lugoda hospital provide both BEQC end CEOC. Although the health centres provide most of the BEOC
functions, they do not perform manuat vacuum aspitation (MVA) or soma forms of assisted delivery.
Roth hospitals use dilatation and curettage (D&C) 10 treat abortion complications, rather than MYA.
Nonetheless, with two CEOC facilities for 8 population of roughly 300,000, Mufindi district oan be
considered o have u geod EOC covemge.
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Tahle 5. EOC Process Indicators

EOC Process Indicalors 1993 1994 1945 1996 1997 B-year
average |

Proporlion of births In EOC facilities | 25% 23% - 17% 20% 18% 21%

Met nead for EOC* 60% 54% 33% 11% 33% 44%

CS5 as a proportlon of & births 4.3% 3.0% 2.5% 3.9% 4.4% 3.6%

Case fatality rate 1.7% 0.9% 1.6% 1.0% 0.6% 1.1%

* Met need {1643} = total complications In facilitios 329 / expected complications {{ulal deliveries 5890 x 0.15)
¥ 100 = 80%

The indicators reveal a dowaward trend in the proportion of births taking place in EOC facilities. This
dechiue may be the result of Wwo developreats: an increase in the total number of deliveries in the
distriet (from 5,890 in 1993 to 7,665 in 1997), and a relatively constant number of deliveries in EOC
facilities {1,493 in 1993; 1,555 in 1996; and 1,418 in 1997}

Recauss these statistics are based only on the deliveries conducted in Mafinga District Hospital, avd nol
the deliveries conducted jn Lugoda Hospital, the met need for HOC is likely 1o be undercstimated.
Morcover, the dowaward trend in met need for EQC iy aifeeted by the increased number of births,
compared 1o the relutively constant taty of institutional deliverics. The case fatality rate also only refets
to Mafinga District Hospital. However, it is encournging 1o note a dectine in case fatality rate for this
hospital, which reached 0.5% in 1997 Xwell below the 1% norm for thue indicator.

The indicator for C-sections as a proportion of all births includes all C-sections purfonned in the district
in both hospitals. It is encouraging to sew the percentage go up agaim after a slight dovmward trend in
1994 and 1995, If this ratc is continued, Mufindi district should be able to reach the 5% nom within

one of TWo years.,
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6. Lossens Loamed
.

As stated in Chapter 2, the aimof documenting the Mufindi experience wss to provide an example for
other districts to help them choose the most effeclive siralegivs and interventions for lowering matemal
mortality and morhidity. While certain elements of the Mofindi project are relevant only (o specific
cucumstances in the distrct, most of the review—s findings arc applicable to other districts in Tanzania.
The lessons outlined in this chapter are therefare relevant to all districts in 1'anzania.

While the fimst section (6.1} will focus on lessons learned in Mufindi, the sccond section (6.2) will
highlight lessons leamed from other international experiences since 1987 that are rclevant for
implementing, safe motherhood prograibmes at the district level in Tanzania, The cssential services
identified and the major Jessong lcamed hy Safe Motherhood partner organisations are described in
publications of the Safe Motherhood Inter-Agency Group, Family Care Tnternatianal, as well as other
international reproductive health organisations (see Bibliography).

While the information on Mufindi provides general guidance on choosing interventions in other
districts, speeific district-level plamming tequires conducting comprehensive safe motherheod biseline
surveys. Both UNICEF and UNFPA have recently supported the Ministry of Health in conducting thesc
surveys, and at present al least 68 of Tamzania=s 110 districts have been surveyed. The District Health
Management Teams in these districts, with technical support from the regional level and the
Reproductive and Child Tiealth Unit, should now takc the lead in developing and implamenting plans
of action to improve district-level matemity services. Districta that have not yel conducted a dutrict-level
baseline survey are sncouraged to do so, again with the support of the Reproduciive and Child Health
Unil.

6.fF  Lessons Learncd frem the Mufindi Pllot Project

The DHMT and other distnct-level siaff have identified the most significant lesaons learned from the
Mufindi Pilot Project. According Lo their assessment, strategies aimed at improving walernal health
should stress the impartance of:

3 Sustained commi:ment, Sustained commitment is the most crucial element for the success of
any programume. The project implementors, district, ward and village leaders, and [acility-based
service providers play B key role in sustaining commitment (o the project at all levels, and
pacticulaily among valunteers, such as the village health workers. Involving distriot and other
community leaders from the onsel was critical for securing their initial commilment and support
of the project. However, they need regular reminders both of the imporance of the project and
their critical role in keeping attention focussed on safe motherhood throughout the district,

3 Continuous efforts to create gwareness. The 1999 review of the Mufindi Safe Motherhood
Project found that additional and ongoing ¢fforts are needed to creale awareness about safe
motherhood and (o keep the issue at the forcfront of communitiess priorities. Ongoing efforts
to creale awaren:as requires using different messages and different ways of presenting these
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6.2

meesages t0 maintain the interest of leaders and community members, These messages have o
correspond with changing naeds and take into account knowledge people already bave.

Using a multi-secioral approach. Becanse maternal mortalilty and morbidity are caused by a
range of factors X from women=s lack of educalion, poor socio-economic status and heavy
workload 1o their poor overall health status X safe motherhood can only be achieved through a
multi-scctoral approach. Moreover, the involvement of leaders finm varlous sectors can be a key
factor in broadening general awareness about safe motherhood and sustaining the commitment
of actors from ouiside the health sector.

Tuvolving the community. With support from the district, communities were able to play a key
tole in identifying urgent problems and in defining and implementing appropeiate action plany,
Focus group discussions in communities that were involved in the project Gum the start clearly
revealed that they feit owncrship over the project and responsibility for chsuring thal no woman
died from complications during pregoancy and delivery.

Improving referral of ehstentc emergencies. Tquipping the hospital aund the health centres with
vehicles played an important role in the referral system and making services sccessible w
women when complications aroze. Using a Suzuki was found to be at least five times cheaper
than public transport. Tn addition, haviog the Suzukis stalioned at bealth centres helped avoid
long delays in finding transport for the referral of emergency cases.

Creating Hnkages between formal and informal health workers. Community-based health
workers, such as the village health workers and traditional birth attendants, can berefit greatly
from supportive linkages and relationships with facility-based health staff. Experience from
Mulindi ¢learly showed that when ihere ceases 10 be regular contact between health workers and
conmmunity-based volunteers, motivation and performance declined.

Muintaining Supportive supervision, The Mufindi cxpenence showed that supportive and
regular supervision is eritical X not only for community-lovel health workers bul for all levels
of health personnsl and management, including the THTMT. Farly in the project, the DAMT
received Tegular support and supervision from (he national and regional levels, but thig suppost
has declined in recent years. In addition, recent fuel, transportation and funding shortages huve
cesulied in fewer supecvisory visits, which seriously affects the motivation ot the health workers.

International Lessans Learned

Sinee the global Safe Motherhood Initiative was launched in 1987, a range of stratepics have heen tested
and evaluated. These offer salient lessons for all districts in Tanzania, and for Mufindi Districl in
particular, These strateeies and lessons include:
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A. Ro-examining the Emphasis on Risk Screening

{Inti] recently, many countricd, inctuding Tanzania, based their antenetal care on seteening women with
risk factors, However, these parameters have been found o correctly identify only between 30 to 40
percent of all pregnant women who devclop an obstetric complication (FCT and the Safc Motherhood
TAG, 1998). Therefore, all pregnant women should be counselled that they are 2ll at risk for developing
a complication. Moreover, it is recommended that district level health educalion efforts be focussed on
both educating women, men and family members about danger signs during pregnancy and dehvery, and
on the importance of prorptly seeking matemnal health services if complications arise.

Improving access Lo emergency obstetric care is critical [or reducing matemul mottality and worbidity.
To improve access, a serics of barriers inust be addressed, including poor quality of care, distance, cost,
constraints on womcen=s lime, poverty, and women=+ lack of decision-making power. ‘The Mafindi
project sought to address several of these fastors, including both the lack and high cost of emergency
transport, women—3 workload and women=s lack of income. 1lowever, additional attention should be
given 1o improving communication between facilities using appropriate and locally available
tectmologies such as radios. Tt is advissble lo further explore the possibilities of using existing radio
systems hy generating awarcness among orgenisations that have radio systems.

Three of the four Suzuki=s provided to the health centres in Mufindi are currently nur of oxder.
Alternative strategies should be developed to ensure swill referral in case of emergencies. Key lo
improving the community=s responsc is for village leaders to have m plan for cmergencies. 1f different
transportation options buve buen identified before the sctual emergency anses, and all people invotved
know what (0 do, 2 quicker emermency response can be implemented. Village governments should also
be sncouraged to set up emergency fundy or 1o provide louns 1o famlies in nesd of funds for emerzency
(rnsportulion.

In addition to these community-level interventions, healih facilitics X the district hospital in particular
X should bie cncouraged o provide feodbnek to the lower level facilitics und commumitics on the referred
cascy they receive. This information will atlow the health facilities and conumunities o further streamline
their referral procedures and provids follow-up care as needed.

2 Ensuring Skillcd Antendance at Delivery

Skilled birth attendants are defined by tho World Health Organisation as (ramed midwives,
nurse/midwives or doctors who have completed a set course of study and are registered or legally
licensed to practice, Traditional birth attendants (TBAs), including those whe have been trained, are
not defined by the World Health Qrganisation as skilled attendants. Most trained TBAs arc not
trained lo deal with comiplications. Studies in Africa and Agia have found that training TBAs in the
absence of skalled backip suppert did not decrease women=s risks of dymy in childbirth.

Given thesc findings, il is imperative to work loward incrcasing the proportion of births that are
attended by skilled attendunts while ensuring that TBAs are linked with formal health facilities and
supervised on a regular basis. Experience in countries, such as Malaysia and St Lanka, has shown
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that the shift from the utilisation of TBAs to midwives can take yhout 20 years (o complele (Ross,
1998), In countries such

as Tanzania, where a large percentage of births are allended by TB As, it is generally agreed that it
is beneficial in the short-tzmm to;

E train TBASs 0 avoid harmiul practices during delivery, to recognise danger signs, and to refer
complicated cascs to higher-level care;

3 establish or strengthen linkages between TBAs and the formal health care system to
encourags adequare supervision and monitoring; and

E ensure that health ccntres and hospitals will accept referrals from TBAS.

Bxpetience from Mulindi showed that while TBAs have been trained, linkages with the health
facilities have not been maintained and supervision has been neglecied. It is recommended that
TBAs be included i the chain of supervision from the district fevel through the ficilitics to the
community. Renewed efforts should he undertaken 1o encourage TBAK Lo come o the dispensaries
to observe and assist Maternal and Child Health (MCE) Ajdes in performing deliveries as a means
of on-the-job rajning and skills maintenance. The supervision of TBAs should alsa he used as a
means of regular refresher training. In tandem with these efforts, long-term investments must be
made to train sufficient nunbers of skilled aticndants X primarily midwives X who can eppropriately
manage obstetric complications.

C Improving the Quality of Maternal Health Care

Improving the qualily of scrviccs docs not necessitate the construction of sophisticated heallh
farilities. Rather it can be achieved by improving the technical competcnes and interpersonal skills
of providers; ensuring the availahility of basic supplies and equipment; improving the physical
facilities and infrastructure; and strepythening referral systems und linkages througheut the health
sysiem.

The review of the Mufindi Safe Motherhood Pilot Project suggested Lhat while important steps had
heen taken {o improve the quality of maternal health services, several health facihties still lacked
hasic equipment for conducting deliverics and providing cssential obstetric care. [n adilition, a
numiber of facilities were understaffed andfor were staffed by health workers who werc
undergualified. More than one quarter of the dispensaries in the distriet did not have any staff who
had received refresher training in midwifery and family planning during the past five years.
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It is eritically important for the Mufindi DHMT to work towards fully equipping the facilitics and
training at least one staff member per [acility in midwifery skills and family planning. It is
recommended that priority be given to the training of the steff of these facilitics that have not
benelited from ruining in the past few years.

D. Inproving Access to Family Planning

hnproving access to family planning i an important meuns of reducing unwanted pregnancies and
unsafe aborlion. 1t is extremely difficult to assess the magnitude of unsafe abortion in Tanzania, due
to the illegal nature of induced aborlion. The classification of abortion deaths under sopsis or
haemorrhage makes the scrious problem of maternal deaths from unsafe abortion invisible, Making
it tmore visible would focus attention on the unmet need for family planning and might lead to an
increascd commitment to family plamning education and service delivery.

Recause people—s needs [or contraception change over the course of their lives, it is important that
famnily planning scrvices are linked to both the health centre aud the community.  Short-lerm
coniraceptive needs for birth spacing can usually best be mer through non-clinical methods that can be
supplied through comrmunity-based disiributors (CBD) or over-(he-vounter in stores. Lixperiences from
Mufindi showed that the presence of CBD apents made a big difference in the family planning
acceptance rate. However, us with all community-based health workers, CBI agents need supervision
and support to maintain their performance and motivation,

Fucus group discussions in Mufindi revealed many misconceptions about family planning methads and
their effect on fertility. A priority for CBD agents and health workers is therefore to provide informiation
to correct these mythg, and to offer advice about contraceplive options, as well as their side effeets wnd
complications, and emphasize tbe importamee of burder methods in the provention of sexually
transmitted discascs.

E. Injroducing Posiabortion Care

Ju recent years an international consensus has been emerging around the notion that, regardless of legal,
cultural or celigious rcstriclions on abortion, high-quality services for (reating and managing
complications of unsafez and spontanecus abortion should be accessible to all women. The term
Apostabortion carez: refers to a specific combination of inteprated services that can significantly reduce
abortion-related maternal macbidity snd mortality and help break the eycele of unwanted pregnancy and
unsalc wburtion. These services include: emernzency treatment of abortion complications; postabortion
family planning counselling and services; and links to comprehensive reproductive health services.

One of the most frequent comphications of unsafe abortion 13 incomplele abottion X the reiention of
products of conception in the uterus. Lxtensive research has shown that early, incomplete abortion can
be safely and effectively treated at lower levels of the health system using manual vacuum aspiration
(MVA). Unlike dilatation and curettage (T24C), which is available in most district and regional hospitals
in Tanzania, MV'A can be performed safely without general anaesthesia by non-physician health
workers. It can thercfore play a critical rolc in increasing the acecssibility of emergency abortion care
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and ensuring that treatment of abortion complications is within the reach of women who need it.
However, MVA iy currently provided only in a limiled number of facilities in three regions,

Efforts should be made to train facility-based health workers in Mulfindi to manage incomplete abortion
with MVA, as well as to provide postaboriion family planning counselling wnd services, Because
ovulation can occur within two weeks following pregnancy termination, women who have had an
abortion ate at immediate risk of a subsequent pregnancy. For this reason, and the provision of
contraceptive counselling and scrvices can play a key tole in breaking the ¢yele of repeat unwuanled
preguaucy and unsali aborhion,

&, Monitoring Progress

In order to develop, implement ind evaluats policy and proyramme elforts, uhderstanding why women
are dying from pregnancy and childbirth is more important than determining the mte of maternal
mortality. Researchers have developed a variety of assessment tools to help io the formulation,
monitoring and evalvation of nalivnal siralegizs to improve maternal health. The indicators in these
tools can idenlify weakuesses and suggest programmalic priotitics (o better prevent maternal deaths in
the future.

The Mufindi project highlighted the need to formulale und continuously update a cotiprehensive picure
of the maternal health situation at the district level. Although » health nanagement {nformation system
ig in place, record-keeping i3 not consigtent, and data needed 1o assess district progress toward Improving
muaternal health are not systematically collected and analysed.

Tn 2ddition, as mentioned above, compliance with the community-hased pregnancy monitoring system
needs 1o be strengthencd o the district can calenlate process indicators for safe motherhoed, mcluding
essential obstetric care. With technical assistance from the RCH Unil, Mufindi and other districts are
encoutaged to start eollecting additional information to manitor progress with regard 10 safc mothethood
in accordance with the indicalors suggested mn Annex 3.

In addition to creating and maintaining management information and record-keeping systems,
opporiunities for operations rescarch and small-scale pilot projects should be explored. These may
include new service delivery systems (for example, integeating screeniny for sexually lramsmitted
diseases as part of routine M(’H services), imovative comumunity TGC campaigns, emergency transport
and referral systems, and other safe matherhood interventions, as appropriate,

G. Empowering Vomen

Woraen in Tanzania, as in other countries in sub-Saharan Alrica, face muftiple barriers la allaining

good health. These include: :

1. Limited information and options. As a result, many women do not recopnise danger signs
during pregnancy and do not know when and where to seek medical services.
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Unegual power relationg that conelrain women=s dacjsion-making ability, physical mobility
tmd access to materia] respurces. In many settings, the decision to deliver al home is taken
by the husband or another family member.  Women=s lack of cconotnic resources constrains
their ability to make independent health-rclated choices, and 10 gain access to health and
other services.

L) Poor quahty of interaction with healih card providers. Women are often reluctant to use
health services because they perceive heath care providers to be rude, palronizing and
msensitive to the context in which they five..

Although the awareness creation and health education activities in Mufindi included key messages
on women—s disadvantaged position in socicty and their heavy workload, focus group discussions
revealed thal many men have not yet chianged their behaviour in terms of helping their wives, not
even during pregnancy, Renewed attention should be piven lo women=s socio-economic position
in awarcness-raising ciforts at afl levels, This is an important area for multi-sectoral collaboration,
as empowering wamen in the atca ol health requires more 1han simply health-related interventions;,
it requires creating sociil, economic and cultural conditions in which women can overeome the
barricrs to sufc molherhood,
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1. Gonclasion
|

‘Tanzania was one of the first counlres to adopt ¥ safe motherbood stratepy and has since made
encouraging progress jn addressing and advancing the health needs of women and children. Recenuly
however, progress has slowed, and indicators suggest that current socio-¢conomic conditions and the
HIV/AIDS epidemic are negatively affecting womens=s health slalus. Matcmal health remains one of
the most scrious health concerns in Taszania X voe that requires increased and sustained action,

There are encouraging signs of new opportunities to consolidale and vxpand efforis to improve matemal
health in Tanzania. Signalling its commitment to rcducing maternal mortality and morhidity, the
Ministry of Health has recognised safe motherhond as ane of the major elements in it 1997-2001
reproductive health strategy. In addition, & number of effective strategics have been identificd, buth at
the national level and international lcvels, for achicving safe motherhood.

Experience from Mufindi suggests that community mobilisation, in conjuriction with ¢fforts o upgnude
health secvices, can bring aboul substantial decreases in maternal mortality. Multi-secloru] collaboration,
contliuous efforts to creale awareness, and ongoing supportive supervision can ensure (he sustained
commitment of the community- and district-level to avoid maternal deaths. The Mufindi experience also
demonstrates that improving the quality of maternal health care docs not neecssitate the oonstruction of
sophisticated bealth fucalilies; if supporied by m cffective referml system o higher-level fieilitics where
complications can be managed, lower-level health facilities can provide basic, good quality services and
can play a key role mimproving materna] health ouloomes.

The lessons leamed from (he Mufindi praject offer clear pathways for DHMTs all ever Tanzania 1o
develop action plans for safe motherhood. National and regional support is essential (o assist the
DHMTs in adapting the lessons leamed from Mulindi District and in implementing appropriate strategies
in their own distrcts, Mulli-sceloral colluboraton and partnemships for sals methethood can make
lasting changes in the quality of life of Tanzanian women, their children and 1heir families.
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Aangx 1
Main Catlaborators and Facliitles Visited

The roview team consisting of representatives from the Reproductive and Child Health Unit, UNICEF
and Family Care International, made two field visits (o Mulindi Distnict int January und March 1999,
During thege visits the team worked in close collaborution with the DHM ' and other sectors involved
in the UNICET supported CSPD Programme. The core collaborators wers:

Mrs T'eresa Mmbando, Distriet Executive Director, Mulindi District
Dr Oman Lushino, Reyzional Medical Officer, Iringa Ragion

Dr Felix Kinyaga, District Medical Qffficer, Mufindi

Mr Mangula, Disinel Planning Officer

Mr Mwauyeni, Assistant Distiict Planning Otficer

Mr {icorpe Lupembe, District Trade Qtficec

Mr Makombe, Dismict Transport OfMcer

Mrs Christina Mlelwa, Districl Communily Development Officer
Mrs Anna Liganga, District Nursing Officer

Mrs Rehema Kingiro, District MCIH Otficer

Mr Joscph Mzima, District Village Health Worker Coordinator

The follirwing facilities were vizited:

Mafinga District Hospital
T.ngods Hospilal (Brook Bond Estate)

Kasanga Health Centre
Malangali FHezlth Centre
Ifwayi Health Centtre

Tgowole Dispensary
Nyotolo Trispensary
Sadani Dispensary

The following villages were visited for community-level focus group discussions:

Ugnte
Tkongnsi
Kasanga
Malangali
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Annex 2
Fragnancy-nenltorirg Form

Reglsta ya Mama Mjamzlto KlJijini

Kl Kata: Wilaya:

Jina la Mama: Knazi yake: Ui wa Mama:
Jinl la Mume; Kazl yake; Umnri wa Mume:
ldadi ya Mimba:

Watoto wallo hal;

Watoto waliofariki: Tareche ya Matarajio ya Kujifungua;

Mimba zilizoharlbika:

Mahudhurle ya
Kwanza | Pl Taty Nne Tano Siter
Tarehe aliyohudhurla Kliniki |
Ul wa Mimba
Uzita
Kldokezo cha Hatarj
Amepata ushawri ndlyoihapana
Karnati imefuatilia ndiyc/hapana
Matokeo ya Mimba
Mirmba Imeharibika Hall ya mioto baada Hali ya mame baada ya
Kabla ya majuma 28{ ) ya kujifungua kujifungua
Tahare ya kujifungua: Hal/Miu Amaljifungua
Kawalda [ )
Ame|ifunguiia Klinikl/ Uzlto wa Mtioto wa Amejfungua kwa
Nyumbani Wakatl wa kuzaliwa matatizo
............ gms
Kama anaalews uzazi wa Mtoto amefarlki Matatizo wakatl/
mpangm Habla yaelku 7 beada ya kulifungua
Neliyo/Hapana Aaada ya kuzaliwa { )
Armefariki katl ya Mama amefariki kebla
Skusgna3n( ) ya kulifungua’kutoa mimba
Sahabu ya kifo Sababu ya kifa
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Vidokezo vya hatari kwa mama mjamzito

Kutokwa kwa damu ukeni.

Upungufu wa damu.

Kuwa na magonjwa kama kisukeri, moyo, pumu nk.
Umri chind yo miaka 18 na «aidi yu 35,

Mlalc mbaya wa mtoto tambon,

Karviniba migun, mikons au use.

Mimbu yenye zaidi ya mtoto mnw)a.

Kupasuliwe uu kuzalishwa kwa vasoun uzazi utiotangulla,

R

Andika nanba ya kidokezv kinachohusika

Kutoongeraka au kupungur uzite vipindi vya kupiowa vivili su zaidi rmfulutize.
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Amnex 3
Solectad Imdicators for Manltoring Safe MotharhooiProgrammos

The indlcators pressnted In this annex are based on a short list of natlonal and global reproductive health
indicators proposed by the World Health Organization (1997), Tha second column lists tha Indicalorg whila
tha first column described what the Indicator measures, for éxemple the guaellty of care or program impact,

Safs Motherhood - Ganeral

Policy

Frovislon

Quality of Care
{QoCh

QoG % of woman receiving matemal services expressing satisfaction with antenatal,
dellvery and postparbum services

[rngract Mumbar of matarnal deaths

Impacl Lifetime rigk

lrnpact Maternal deaths as proportion of all deaths among women of reproductive age

Existenca and Implementation of a safe preghancy strateglc of oparational plan

Provisions for: {I} enguiries into mzaternal deaths (I} special measures to reduca
matermnal mortallty

% of matarnal deaths investigated

ot A ]

Antenatal Care

Proviglon Praportion {%) of entenatal clinic clients immunized agalnst tetanus

QoC % of pregnant women attending antenatal clinlc who recelve ironffolate

QoC Proportlon of women attended at feﬂst once during pregnancy by lreined health
personnel for reasons related to pregnancy

Output %% of first antenatal clinlc vialt bafore quickeningf1st trimesteribefore 16 weeoks
gestatlon
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Intrapartum Care

Inputs
Inputs
Inputs

Diract
Outputs

Access
Access
Qo
Qal

CoC

Qo
llsation

Utilisation

% trainad TBAs racantly refreshed
% trained TBAS regularly supervissd
Number of institution pergonne! refreshed in the past 12 months

% of women who were In prolonged labour {> 24 hre} bafore arrivat In hospital

Proportion of all hoggitel deliverios that aro birthe on the way to the hospital
Alarm and bransport systems in placa

% of labours which wara Induced/augmented

% of labours In which partograph was used carractly

% of woman with obstetric complications treated within 2 hrs of presentation at the
health {acility

Number of referrala to a highsr cantre
% of births attended by trained heelth parsonnel {including TBAS)

% of births attended by {ralinad haalth personnel (exeludig TEAS)

Basic and Comprehensive EQC

Provigian

Avallability

Availability

QoC

Intermadiate
Outpul

Utillsefion
Utiligation
Utilination

Impaci

Availability of in-service training prograrmmes on life savirg skllls for midwives,
hurses and paramedics

# health centres per 500,000 pepulation able to provide basic essontial obatetric
care

# district hospitals per £00,000 population able to provide comprahenzive eseantlal
obstetric care

2% of women who raceive blgod transfusion

Propaortion of women astimated to have direct abstatrio complications that are esen
In ECC facilities :

Proportion of all births that occur in facilities with EOQC
2% of district hogpltal delivesries canaidered high risk

Cnopsaraan sections as proportion of all live births In the population
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{ Casa fatallly ratas for direct chatetric complications {facility-based)

Postpartum cara

Utllisatlon Proportion of women attended at least once atter dellvery by tralnad haalth
personrel for reasons relatad to pregnancy and dellvery

Provision
% of sarvice providers trained to usa family planning delivery prolocol for breagt
Teading womean '

G Aemt\FILES\DOCS TanzanishLUNICEFMufindRmuf-fin. wpd

Safe Motherhood al the DHstrict Level: The Mufindl Experisnce Pagec 41



