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EXECUTIVE SUMMARY
Introduction
The maternal mortality rate in Tanzania has remained high at 556/100,000 live births and neonatal
death 25/1,000 live births. Most of these deaths are due to obstetric haemorrhages, eclampsia and
maternal sepsis associated with lack of access to obstetric and new-born care. While most lifethreatening complications during pregnancy and childbirth are unpredictable and most often
cannot be prevented, nearly all can be successfully managed with effective, timely emergency
obstetric and new-born care (EmONC). Global health experts have identified signal functions for
Emergency Obstetric and New-born Care (EmONC) as the most effective medical intervention for
managing direct maternal complications and improving maternal survival. Given the high rates of
maternal and new born mortality in Tanzania, the Ministry of Health, Community Development
Gender, Elderly and Children (MoHCDGEC) came up with policy guidelines addressing access
and delivery of quality emergency obstetric and new born care. Besides, it upgraded more than
400 primary health care centres providing capacity to offer CEmONC services. The majority of
health care providers working in the health centres, however, lacked necessary skills to provide
CEmONC. To address this deficiency and complement Government efforts to reduce maternal and
new born mortality, the Accessing Safe Deliveries in Tanzania (ASDIT) project conducted a three
months CEmONC and anaesthesia training to nurses and associate clinicians in five health centres
in Morogoro region to increase access of skilled deliveries, prevent maternal and neonate deaths
and reduce referrals. The overall goal of this study was to identify requirements of scaling up
comprehensive emergency obstetric and new born care (CEmONC) in Tanzania by studying its
implementation in selected health centres.
Methods
A qualitative explorative research design was used to explore experiences and perceptions of
health care providers, health facility management team, council Health management team and
community members following the three months CEmONC and anesthesia training of health care
providers and introduction of services. The study was conducted from 12th to 26th September, 2019
in five health centres trained by ASDIT to offer CEmONC in Morogoro Region. Focus group
discussion (FGD) of four or more participants were conducted with trained health care providers,
Health Facility Management Team (HFMTs), Council Health Management Teams (CHMTs), and
community members (men and women) attending the five project health centres. Participants
provided written informed consent for their participation and recording of the discussions. Data
analysis was guided by qualitative content analysis. The transcripts were then password-protected
and shared with the Canadian researchers via electronic mail (e-mail). One researcher led the
analysis process that was done manually and multiple coding was done to maintain rigour. After
coding, common and emerging categories were discussed among researchers whereby group
consensus was reached. The emerging categories were then compared between and within each
FGD transcript.
Key findings
Overall, participants expressed great satisfaction with the CEmONC training. They reported that
training increased their skills to provide quality and safe obstetric as well as new-born care. Also,
they shared issues that hindered their abilities to provide care despite having necessary skills to
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deal with obstetric and new-born emergencies. Key findings are presented based on six
predetermined themes (objectives) as follows:
1. Enabling and inhibiting factors for implementing CEmONC
This study shows that acquired competencies in CEmONC gave health care providers abilities to
competently and confidently provide emergency obstetric as well as new-born care including
conducting assisted deliveries using vacuum extractor, managing breech deliveries, performing
Caesarean section and resuscitating a new-born baby. The acquired skills enhanced team-work
spirit, promoted staff morale as well as commitment, reduced work load and improved client
outcomes. Furthermore, acquired leadership and management skills strengthen health care
providers’ skills in planning, negotiation, supervision, sharing and coordination, resulting in most
of them to be given leadership and mentorship roles. Also, the acquired leadership skills impacted
on quality of CEmONC provided by health care providers.
However, the participants reported challenges that hinder their ability to effectively provide safe
and quality CEmONC services. These include inadequate number of CEmONC trained health care
providers; insufficient supply of essential obstetric medicines such as safe blood transfusion, and
magnesium sulphate; limited or lack of medical equipment; inadequate rooms to accommodate
mothers and new-borns with complications; shortage of delivery and regular hospital beds; and
absence of ambulance to prompt shuttle women to the health centre for adequate emergence
obstetric care as well as to fetch blood for transfusion when need arises.
2. Improving the three-month CEMONC course
Participants reported that the three months CEmONC training package should be revised to
strengthen management of women with complications of anaesthesia, competencies of clinical
leadership and components of antenatal care. Furthermore, they suggested that equipment used for
training should be those available in the health centres to enhance use including service delivery.
3. Met needs for emergency obstetrical and new-born services after the training
Participants reported that the CEmONC training brought significant achievements in the project
health centres. Because of the acquired CEmONC skills, they were able to introduce services that
were unavailable for many years in the three (3) among the five project health centres including
delivery by Caesarean section, assisted deliveries with vacuum, management of women with
abortion and blood transfusion. Specifically, Kibati, Ngerengere and Melela health centres started
conducting Caesarean section for the first time following the CEmONC training. The number of
women delivering in health centres increased tremendously, reduction in maternal as well as
neonate deaths and referral of women to other high-level health facilities. Also, the centres have
established emergency teams ready and committed to work with other staff at any time when need
arises.
4. Improving quality and quantity of mentorship and continuing education for effective
CEmONC delivery
Participants acknowledge that approaches used during the training were effective and useful.
Provision of training modules in mobile phones and the direct as well as indirect coaching and
mentorship by phone were very useful in updating CEmONC skills thereby providing quality and
safe care. It was further alluded that the trained staff train and supervise other staff members the
acquired CEmONC knowledge and skills to ensure that the services are sustained by increasing
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the pool of health care providers capable of providing quality and safe care to mothers and newborns. Besides, health care providers promote community obstetric and new-born health though
education, mentorship and guidance about proper breastfeeding, immunization, personal hygiene
and proper use of medicines. However, the trained staff thought that it would be useful to conduct
remedial courses or seminars to update health care providers’ skills, especially in management of
a woman with complications of anaesthesia.
5. Effective and feasible components of a resource package for scale up CEmONC
The CEmONC training conducted by ASDIT was very effective, especially in provision of
CEmONC modules installed on the phones/computers for providers to make quick reference at
any time thereby ensure safe provision of care. In addition, supportive supervision and mentorship
provided during training although the supervision was not guided but depended on what the health
care providers were found doing.
6. Processes and content necessary to engage stakeholders and policies for scaling up
CEmONC
Participants reported measures that should be taken to ensure that the emergency obstetrical and
new-born services are sustained. They include the following:
6.1 The Ministry of Health should update/revise guidelines to allow health centres acquire
adequate supply of medicine and specialists to effectively and adequately offer emergency
obstetric and new-born services;
6.2 Train health care providers beyond those in the five project health centres to increase access
of CEmONC services;
6.3 Use health care providers who received CEmONC trained to instruct other providers for
sustainability;
6.4 Motivate health care providers to sustain quality obstetric and new-born care;
6.5 Increase budget allocation to ensure availability of medical equipment including adequate
supplies necessary for provision of CEmONC and for conducting trainings that would
strengthen providers’ competency; and
6.6 Establish regulations to stop traditional birth attendants from practicing midwifery and educate
community on importance of health facility deliveries.
Conclusion and Recommendations
Based on findings from this study, ASDIT intervention has contributed significantly in improving
the emergency obstetric and new-born services in the five intervention health centres. The
CEmONC competencies acquired by health care providers enhanced staff commitment and teamwork spirit. As an outcome, number of deliveries in the health centres increased, the trend of
maternal and neonate deaths including referral significantly reduced and community members
were satisfied with the CEmONC services provided in the intervention health centres. However,
inadequate medicine, especially those essential for CEmONC services and lack of neonatal units
may have negatively affected the impact of ASDIT interventions. Taking into account successes
and challenges noticed in this study; scaling-up of the ASDIT intervention activities to other health
centres would yield additional benefits. Furthermore, refresher training and community
engagement should be conducted to ensure all stakeholders are updated and areas of weakness
identified and addressed. The Table below presents recommendations from the study.
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Recommendations –
What action can be
taken
Strengthen leadership and
management skills for
health facility
management team at
primary health facilities

Who can lead
action

Term
(Short/Medium/Long)

ASDIT/PO-RALG

Strengthen and scale up
CEmONC and
anaesthesia educational
training programs in order
to bridge the existing
critical shortage of skilled
providers in Tanzania
Distribution of health care
providers to the health
centres should be based
on the patients’ workload

ASDIT/PO-RALG

 Align leadership and management
capacity building with the BRN starrating system to ensure that all facilities
have access to this capacity building.
 Scale up capacity building leadership and
managerial programs to management and
provider staff within facilities.
 Strengthen supply chain management.
 Clarify tasks, roles and responsibilities
among administration of health facilities
and health management teams
 Scale-up in-service training programs for
the next 5 years
 Ensure curricula in training institutions
include CEmONC and anaesthesia
components

Categorization of health
centres and allocation of
budget based on the
workload

MoHCDGEC/PORALG

MoHCDGEC/PORALG

 Update existing health workforce
policies and action plans.
 Apply integrated needs-based approaches
to health workforce planning.
 Ensure staff are trained to utilize WISN
at district and facility levels.
 Incorporate facility utilization into the
BRN-Star rating assessments
 Include estimates of the CEmONC
costing package in budgeting.
 Utilize the integrated needs-based
planning tools (which looks at current
capacity, needs of the population, and
based on those needs, what workforce is
required to meet the identified health
care needs) and WISN reports to inform
budget allocations for HRH.
 Institute a Council level cascaded
expenditure approval process.
 Ensure availability and utilization
(through enhanced capacity) of the
health management information system
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Recommendations –
What action can be
taken
Strengthen clinical audits
for maternal and perinatal
deaths, caesarean section
and severe morbidities in
order to improve the
quality of care at the
health centres
Strenghthen capacity of
health centres to provide
quality CEmONC
services in terms of
ensuring adequate human
and non-human resources

Who can lead
action

Term
(Short/Medium/Long)

PO-RALG/Health
Centres

 Use findings from IMCHA projects to
inform SOP updates.
 Utilize reports from BRN star-rating
assessments

MoHCDGEC/PORALG/Health
Centres

Clinical preparedness to improve quality
 Deem CEmONC as an ‘essential’
service for all health centres within
national policy.
 Provide delivery supply packages
directly at health centres (even if
provided for point-of-care purchase by
patients).
 Use findings from IMCHA projects to
inform SOP updates.
Human resources
 Improve availability of trained
personnel and SOPs.
 Use health data for determining extent
of need .
 Scale up mentorship programs.
 Involve local teams (CHMTs / RHMT
and HFMTs) in the implementation of
mentorship programs.

Strengthen the health
infrastructure and supply
chain for health facilities
in Tanzania to enhance
availability of essential
CEmONC drugs and
supplies as well as
medical equipment

MoHCDGEC/PORALG/ASDIT

Community engagement
 Enhance community mobilization and
CHMT advocacy.
 Utilize private/public partnerships.
 Utilize national/ regional/ community
networks for improving dissemination.
 Identify best practices for supply chain
management.
 Enhance supply chain management
capacity across the health system
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1. BACKGROUND
Maternal mortality claims 295,000 women’s lives each year worldwide (WHO, UNICEF, UNFPA,
World Bank Group and the United Nations Population Division, 2019). Nearly all such lives could
have been saved if affordable including good-quality obstetric care were available 24 hours a day,
7 days a week (Leontine Alkema et al., 2016). Most deaths are caused by severe bleeding (mostly
bleeding after childbirth), infections (usually after childbirth), high blood pressure during
pregnancy (pre-eclampsia and eclampsia), complications from delivery and unsafe abortion
(WHO, UNICEF, UNFPA, World Bank Group and the United Nations Population Division, 2019).
It is estimated that between 15 to 30 women suffer from chronic illnesses or injuries as a result of
their pregnancies (Murray & Lopez, 1996). Most complications occur randomly across all
pregnancies, both high- and low-risk. They cannot be accurately predicted and most often they
cannot be prevented, but they can be treated.
The Tanzania Demographic Health Survey (TDHS) of 2015/16 indicates that maternal mortality
rates has remained high at 556/100,000 live births and neonatal death 25/1,000 live births (TDHS,
2016). More than 50 percent of maternal deaths in Tanzania are due to obstetric haemorrhages,
eclampsia and maternal sepsis (Bwana et al., 2019). Maternal and new-born mortalities have been
mainly contributed by lack of access to obstetric and new-born care. While most life-threatening
complications during pregnancy and childbirth cannot be predicted or prevented, nearly all can be
successfully treated with effective, timely emergency obstetric and new-born care (CEmONC).
Global health experts have identified signal functions for Emergency Obstetric and New-born Care
as the most effective medical intervention for managing direct maternal complications and
improving maternal survival. Signal functions for EmONC consist life-saving treatments and
procedures including parenteral antibiotics, anticonvulsants as well as uterotonics, manual removal
of placenta, removal of retained products, new-born resuscitation, assisted vaginal delivery,
caesarean sections and blood transfusion. They must be available at a health facility 24 hours a
day, 7 days a week and meet the needs of every 500,000 population. Health facilities are classified
as Basic EmOC (BEmONC) if they have performed seven signal functions (except caesarean
section deliveries and blood transfusions), while Comprehensive EmONC (CEmONC) health
facilities, usually hospitals, should be able to perform all signal functions (WHO, UNFPA,
UNICE, 2009).
Given the high rates of maternal and newborn mortality in Tanzania and in response to its
commitment towards improving maternal health, the Ministry of Health, Community
Development, Gender, Elderly and Children (MoHCDGEC) came up with various policy
documents and guidelines addressing delivery of quality emergency obstetric as well as newborn
care. They include National Health Policy (Ministry of Health and Social Welfare, 2007) that aims
at increasing access to health care, the National Road Map Strategic Plan (MoHCDGEC, 2016),
which identifies the need to improve reproductive, maternal, new-born, Child and Adolescent
health (2016 - 2020) by increase the number of public health centers that provide CEmONC
services from 12 percent in 2015 to 50 percent by 2020, and The Health Sector Strategic Plan IV
2016-2020 (HSSP IV) (MoHCDGEC, 2016) that realizes the Government commitment through
the National Policy on universal access to health care and the need to reduce maternal as well as
neonate morbidity and mortality in the country. Currently, the Government has upgraded more
than 300 primary health care centers to enable them provide CEmONC as an attempt to increase
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access to quality emergency obstetric and new-born care. However, it was noted that majority of
health care providers working in the health facilities lacked necessary skills to provide CEmONC.
To contribute to the Government’s efforts in reducing maternal and newborn mortalities, the
Accessing Safe Deliveries in Tanzania (ASDIT) project embarked into upgrading skills of health
care providers in five Health Centers in Morogoro region. The ASDIT conducted a 3-month
CEmONC and anesthesia training to nurses and clinicians. The training was geared at increasing
access of skilled deliveries, prevent maternal and neonate deaths and reduce referrals.
Following the 3-month CEmONC and anesthesia training of the health care providers, the ASDIT
project conducted assessment to appreciate its contribution in achieving the Tanzania health policy
goal. Therefore, this report provides findings from the qualitative study based on the following
questions:
1. What are the most modifiable enabling and inhibiting factors for implementing CEmONC
in a variety of Tanzanian health centre settings?
2. How can a three-month CEmONC course be improved to allow non-physician clinicians
(e.g., associate clinicians, nurses, midwives) to more effectively deliver CEmONC in
health centres?
3. To what extent does new CEmONC implementation in health centres alter unmet need for
emergency obstetrical and new-born services, and change maternal and new-born
morbidity & mortality rates in the study health centres?
4. How does the quality and quantity of post-training mentorship and continuing education
impact on CEmONC delivery in health centres?
5. What are the most effective and feasible components of a resource package designed to
help stakeholder scale up CEmONC in Tanzania?
6. What processes and content are necessary to ensure stakeholders are engaged and policies
for scaling up CEmONC in Tanzania are informed?
1.1. Theoretical Framework
Availability, accessibility, acceptability and quality of care
In the present thesis, the concept of availability, accessibility, acceptability, and quality of care
[AAAQ] (Yamin A. E., 2009) was used to explore birth care experiences of women who
developed obstetric fistula after prolonged labour. The AAAQ concept operationalizes the right
to health in terms of the concept’s four components. It asserts that if the right to health is to be
realized, AAAQ must be ensured at all care levels. Adequate health infrastructure and services
must be available within a geographic area. Health facilities should be accessible, physically and
economically, especially for members of the most vulnerable and disadvantaged sections of the
population, such as women and children. Acceptability requires health facilities to be respectful
of medical ethics, culturally appropriate, and gender sensitive. Therefore, health care workers
need to be aware of cultural sensitivities in provision of health care. The quality of health care is
a decisive factor. Health facilities must be scientifically and medically appropriate, and they
should be of adequate medical quality. Failure to ensure AAAQ of emergency obstetric and
neonatal care (EmONC) will result in delays in getting access to adequate health care, which can
be fatal (Physicians for Human Rights, 2007).
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2. MATERIALS AND METHODS
2.1. Study design and setting
This qualitative study was conducted in five health centres offering CEmONC in Morogoro
Region. The choice to conduct the study in the areas was influenced by both ethical and practical
considerations. Health care providers from the selected healthcare centres were trained by the
ASDIT project to offer CEmONC after realising that the facilities had proper infrastructure
(maternity and neonatal wards, a functioning operating theatre and ability to provide emergency
blood transfusions) but their staff had limited competencies to offer CEmONC services. Among
the five health centres, four were government-owned and one was owned by a Faith-Based
Organisation (FBO).
2.2. Participants and Recruitment
Participants for this study were purposively recruited (Belovsky, 2007) and they included members
of Council Health Management Team (CHMT), Health Facility Management Team (HFMT), Staff
who received CEmONC training, and community members. The CHMT members were recruited
because they lead and oversee operational functions of the health facilities in the region and
district, respectively. The nurses in-charge of the health centres were asked to identify staff who
received the 3-month CEmONC and anaesthesia training as well as community members who had
received services in such facilities for two or more years. It was assumed that receiving care at
the centre for two or more years allowed community members to appreciate changes that happened
in the centres, specifically in provision of obstetric and new-born services. The identified
participants were then approached by the researcher who explained the purpose of the study, issues
of confidentiality and voluntary nature of their participation. The District and Regional Health
Management Teams were informed about the study by the ASDIT PI from the Tanzanian Training
Centre for International Health. While the trained health care providers and the managers of health
centres (district and regional) were required to participate, community members were asked to
voluntarily participate in the study and those who agreed to participate provided written consent
for their participation.
2.3. Focus Group Discussions
Data were collected using focus group discussion (FGD), a qualitative data collection method that
gathers people of similar background and experience to talk about a specific topic (David&
Morgan, 1988; Krueger, 2015). This method was appropriate because it opened discussions
without personalising opinions (Corell, 1995). During the discussion, participants were
encouraged to reveal experiences and viewpoints, which would normally be less accessible in
individual interviews. Twenty-four (24) FGDs were conducted over a two-week period with four
or more participants in each group. The group size was decided based on the recommendations
from Malterud, Siersma and Guassora(2016) who regard five to six as a suitable number to secure
both participants and presentations of multiple views. The FGDs included trained health care
providers, HFMTs, women and men attending the five project health centres for maternal and child
health services. Furthermore, four FGDs were held with Council Health Management Teams
(CHMTs). Before each discussion, written consent was obtained from each participant by means
of a consent form written in Kiswahili. To ensure privacy and confidentiality, the FGDs were
conducted in rooms provided by the medical officer in-charge of the health centres. Discussions
were moderated by the research assistants in Kiswahili. All FGD sessions were recorded using a
digital voice-recorder and any nonverbal cues observed from participants during the discussion
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were noted. The research assistants included a midwife and a medical doctor who were employees
of the Muhimbili University of Health and Allied Sciences. They have experience in conducting
health-related research. Prior to data collection, the research assistants received a one-day training
that primarily focused on the research objective, the data gathering process and orientation to the
guides. In order to guide the discussions, the moderator used the group discussion guides prepared
by the ASDIT project with a series of open-ended and probing questions regarding the maternal
and new-born services as part of implementation of the ASDIT project. During the discussions,
participants were encouraged to actively participate. They were told that there were no right or
wrong answers and therefore, they had to feel free to share their experiences and perceptions
regarding the CEmONC training and maternal and new-born services. Each participant was given
a unique number, and ground rules were set at the beginning of each discussion to ensure that each
participant had the opportunity to share her/his perceptions. Furthermore, the moderator ensured
that each participant spoke during the discussion. Although achieving data saturation in FGDs is
difficult (Hancock et al., 2016), with five FGDs held for each category of participants it was
perceived that the material would reach saturation because no new topic usually emerges thereafter
(Malterud, Siersma & Guassora, 2016). Each group discussion session lasted between 60 and 120
minutes.
2.4. Data Analysis
The audio-recorded discussions were transcribed verbatim and translated from Kiswahili to
English, while accuracy of the translation was cross-checked by the researchers. Translation of
interviews from Kiswahili to English was essential to allow the non-Kiswahili speaking
researchers from the ASDIT project to engage in the analysis process. To check for accuracy of
the translations, three transcripts were translated from the English version back into Kiswahili,
and then a member of the research team compared the Kiswahili and English transcripts for
differences including similarities while listening to the original audio-recorded discussions. After
verification of accuracy in translations, transcripts that were password-protected were then
shared with the Canadian researchers via e-mail and the password was shared using a different
channel (WhatsApp).
Qualitative content analysis guided the analysis process (Graneheim & Lundman, 2004) with
focus on both manifest and latent messages in the data. This analytical framework was chosen
because it is a concrete analytical framework that could be readily applied. The analysis began
by reading transcripts for several times and written notes from the FGDs in order to gain an
understanding of participants’ description regarding the CEmONC training, and obstetric and
new-born services provided in the health centres. Text (meaning units) describing each of the
objectives of the project (predetermined themes) were extracted and condensed by shortening the
original text while maintaining the core meaning. Such condensed meaning units were further
reduced into codes and then organised according to similarities as well as differences in order to
form categories. Examples of analysis is given in Tables 1 and 2. One researcher led the analysis
process that was done manually. Multiple coding was considered to be one of the methods to
maintain rigour in qualitative research (Lincoln& Guba, 1985). After the coding, common and
emerging categories were discussed among research team members before group consensus was
reached (Lincoln& Guba, 1985; Polit & Beck, 2012). The emerging categories were then
compared between and within each FGD transcript.

Page 14 of 61

Table 1: Example of the theme, category and subcategories from content analysis
Theme
Enabling and inhibiting factors for implementing CEmONC in Tanzanian
Health Centres
Sub-themes
Enablers for implementation of Inhibitors for implementation of
CEmONC
CEmONC
Categories
1. Acquired obstetric and new- 1. Inadequate trained health care
born competency
workforce
2. Team working spirit
2. Retaining trained staff to provide
3. Acquired leadership skills
CEmONC services
3. Insufficient supply of essential
obstetric medicines
4. Lack of medical equipment for
obstetric and new-born care
5. Shortage of delivery and regular
hospital beds
6. Inadequate rooms to accommodate
mothers and new-born with
complications
7. Lacking ambulance to shuttle women
for emergence obstetric care
8. Dwindling staff motivation
9. Delaying health facility attendance
(women)
Table 2: Example of codes, subcategories and category from content analysis
Categories
Enablers for implementation of CEmONC
Sub-categories
Acquired obstetric and new-born competency
Codes

─
─
─
─
─
─
─
─
─
─
─
─
─
─

I could not assist delivery by breech but now I can
We have the confidence
I can perform surgery for different types of case competently
It made me competent in conducting the operation
I can easily do caesarean section with confidence
We were unable to manage Shoulder dystocia but after training, we are
able to manage it
We did not use ballon tamponade for the management of PPH
We have been able to diagnose early eclampsia, severe eclampsia
I was unable to administer the anaesthesia but after the training, I can
manage it
Before I feared and could not manage the abortion case
This has helped us make use of vacuum
I am absolutely confident that I can now perform vacuum baby delivery
I have gained different ways of advising women on importance of giving
birth in the health facility
ASDIT project has managed in providing skills and knowledge of
resuscitation of a new-born baby
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2.5. Ethical considerations
Approvals to undertake the present study were obtained from the Dalhousie Research Ethics Board
(Ref, No.2016-3855), the National Institute of Medical Research [(NIMR) Ref. No.
MIMR/HQ/R.8c/Vol1/1273; NIMR/HQ/R.8a/VolIX/1986) and the Tanzania Commission for
Science and Technology (COSTECH), (Ref. No. CST/AD.69/227/2015), Dar es Salaam,
Tanzania. Furthermore, the Morogoro Regional Medical Officer granted permission for data
collection in five ASDIT project implementation settings, namely, Kibati, Ngerengere, Gairo,
Dumila and Melela Health Centres (Ref. No. DC.122/175/01D/241). Participants gave written
informed consent to take part in the study after being assured of confidentiality. To maintain
confidentiality during data collection, numbers were used instead of participants’ names to conceal
their identities and the collected materials including handwritten notes, recorded interviews, and
transcripts were locked in a cabinet into which only the research team had access.
2.6. Methodological considerations (Strength & limitations)
This qualitative study was conducted with rigour and it provides important insight into the
provision of services after the CEmONC training conducted by ASDIT project. The
trustworthiness of the data was established by using various methods including validation of the
key themes through discussion with members of the research team, as well as continuous reflection
and revisiting codes to ensure accurate fit (Creswell, 2013). Further, the study used multiple data
sources (i.e., community members, healthcare providers and managers of the health facilities and
the District) to allow for triangulation of the findings. Involving researchers (Physicians, midwives
and public health specialists) with different perspectives and experience was important to increase
credibility thereby providing a holistic view of the achievements of CEmONC training (Creswell,
2013). Also, using Kiswahili FGD guide to conduct discussions ensured that participants were at
ease to express themselves and verifying the intended meaning of the statements that they made.
Provision of direct quotes allows readers to judge the dependability of the findings. Nevertheless,
there are some limitations of the study worth mentioning. Because the analyses of the FGDs were
completed in English from translated transcripts, the quality of participants' accounts may be
affected as some Kiswahili words may not have a direct translation in English. However, the
transcripts were verified by one of the research team fluent in Kiswahili to ensure correct
translations and all codes and themes were discussed amongst the researchers and research
assistants who were able to review the original transcripts. Additionally, the fact that discussions
with community members were conducted in the health centres where they were continuing to
receive care may have limited their willingness to be completely open and honest with the
moderator on their experience of receiving CEmONC services. However, community members
were informed that their identity was confidential and therefore would not be shared with the health
care providers.

3. FINDINGS
Trained health care providers expressed great satisfaction with the CEmONC training. They
reported acquiring necessary competencies required to enable them to provide quality and safe
obstetric and new-born care effectively. Also, they shared issues they thought hindered their
abilities to provide care despite having necessary skills to deal with obstetric and new-born
emergencies. Participants further proposed ways in which the emergency obstetric and new-born

Page 16 of 61

care can be improved. After presentation of participants’ characteristics, findings based on the six
predetermined themes (objectives) are presented.
3.1. Participants’ characteristics
Among the 99 healthcare providers who participated in this study, they included 29 (29.3%)
trained health care providers, 40 (40.4%) health facility managers and 30 (30.3%) council health
management team members. Majority (45.0%) were between 24 and 34 years, 52 percent were
nurse-midwives and 54 percent were female providers (see Table 3). Furthermore, out of 70
community members from the four districts who participated in this study, more than a half
(51.4%) were between 21 and 30 years with 57 percent females, 60 percent had primary education,
while others described themselves as peasants (71.0%), petty businesspersons (20.0%), drivers
(3.0%) and about 6 percent were either watchmen or carpenters.
Table 3: Description of the Health Care Providers
Health Care Providers
N=99
%
Age (years)
24-34
35-45
46-56
57-67
Sex
Male
Female
Education level
Certificate
Diploma
Bachelor degree
>Bachelor degree
Profession
Medical Doctor
Nurse/Midwife
Clinical/Assistant Medical officer
Laboratory Tech.
Pharmaceutical Tech.
Health
secretary/Social
worker/Health
officers/Dental

45
28
23
3

45.0
28.0
23.0
3.0

46
53

46.5
53.5

6
59
30
4

6.1
59.6
30.3
4.0

7
51
18
5
2
16

7.1
51.5
18.1
5.1
2.0
16.2

3.2. Enablers for implementation of CEmONC
3.2.1. Acquired emergency obstetric competency
Participants expressed great satisfaction with the CEmONC training offered by the ASDIT project
because it built their competence such that they are now able to competently and confidently
manage most of the obstetric and new-born complications including managing a woman with
complicated pregnancy, labour and delivery, and manage post-partum haemorrhage:
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(…) another thing is about labour complications, for example, in eclampsia, severe
eclampsia, we have ability to diagnose the patient early, and follow her up. Women are
commonly given medicine during antenatal visits, which helps to prevent complications
during delivery. (Health care provider, Ngerengere).
We were unable to deliver a woman with shoulder dystocia we were unable to manage it
but following training, we can now manage it without a problem. (Health care providerDumila).
It [training] has built up our confidence, so we feel confident unlike in the past when we
encountered a woman with shoulder dystocia, we could run away or get scared of it. But
now we know what to do and thus, there is no fear. If we see a woman with shoulder
dystocia, we keep on reminding each other. (HFMT member, Kibati).
We used to have challenges in performing breech delivery, now we can do it competently
after we were taught on how to do it, and this has now reduced deaths of new-born babies.
(Health care provider, Melela).
I was uncomfortable to perform Caesarean section before the training, but after gaining
the skills and knowledge from the training, now I can easily perform Caesarean section
with confidence (Health care provider-Dumila).
(...) after the EmOC training, we are capacity of performing different obstetric procedures
including Caesarean section safely and that has built trust to most people. …We have
gained a lot of skills and knowledge in administering anaesthesia and management of other
complications of pregnancy (Health care provider, Kibati).
Actually, before the training, I could not administer anaesthesia but after the training, I
can do with a lot of confidence (Health care provider, Dumila).
Now the medical personnel we have here can perform surgery for different types of
obstetric cases competently. What I can say, in short, is that we have minimized cost of
transport to a woman who otherwise would have to be given a referral (…) (Health care
provider, Ngerengere).
We never used ballon tamponade for the management of PPH before, but recently, we
started using this method to arrest bleeding and everybody is now capable of performing
it. (Health care provider, Gairo).
We have learnt a lot. For example, management of postpartum haemorrhage (PPH) was
not emphasized during the past but as for now, PPH is an emergency that can be done at
any time and people pay attention to it. (HFMT member, Dumila).
Also, competency of using vacuum extractor for instrumental deliveries:
Trainers made a lot of emphases on use of vacuum extractor and they [facilitator] helped
us make use of it. Two days ago, I encouraged my colleague to assist a woman deliver by
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the vacuum extraction so we avoided unnecessary operation. (Health care provider,
Dumila).
We had a vacuum here unfortunately, I did not know how to use it. But the training has
helped me to be able to use it. I am absolutely confident that I can now perform vacuum
extraction to deliver the baby. To me, this is a milestone and an outcome of the training.
(Health care provider, Gairo).
Besides, staff reported to have abilities to perform resuscitation of an asphyxiated neonate:
(…) the ASDIT project provided knowledge and skills to resuscitate new-born babies that
are born very exhausted due to complications at time of delivery and assist them to breathe
well (Health care provider, Kibati).
For those babies with asphyxia, ASDIT helped us improve our skills to conduct
resuscitation to assist babies who are weary at birth (…). (Health care provider, Melela).
I see that staff have improved care of the new-borns after the training. They can now handle
the new-born baby, even when the baby was delivered with difficulties in breathing (…).
So we have really improved for sure and the staff are well updated. (HFMT member,
Melela).
It was evident from the group discussions that because of the competency acquired during training
in managing different obstetric and neonate emergencies, the trained health care providers
increased confidence and efficiency:
I used to work in the labour ward for a while, but after training, I got the new skills and
courage that improved the efficiency of my work. I am no longer afraid to see a woman
convulse (Health care provider, Melela).
They are very confident and knowledgeable with whatever they were taught (…). Every
staff in the labour ward is taught how to carefully handle emergencies. (CHMT member,
Kilosa District Council).
The health care managers and community members were very much amused with the competency
of health care providers:
(…) So it seems like a set of knowledge that somehow didn't exist before and came to be
after this training. For example, condom temponade is a service that deals with how to
help a woman with bleeding after giving birth. I think even at the regional hospital they
are missing this service, as we didn't really know the basics (…).It has become an education
because everyone is surprised and it has come to be applied by other centres. (HFMT
member, Kibati).
Services have improved now such that we have advanced skills to provide emergency
obstetric services. (HFMT member, Dumila)
(…) we see improvements such that when a pregnant woman comes here, there are extra
things she receives. I think it is due to training, which those care providers went through.
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(...) when a pregnant mother comes here, she is taken care of very well until she delivers
her baby safely and discharged back home. (Men, Dumila).
3.2.2. Team work spirit
Team spirit is an important component for effective and efficient management of women with
emergency obstetric conditions. Participants reported that the training helped them to acquire
strong team spirit and they became highly committed to work collaboratively in providing
emergency obstetric and new-born care:
(…) The spirit of team work and commitment among staff have increased and continue to
improve every day, unlike in the past (…). For example, in the health centre, providers are
now confidently and collectively attending the emergence because they have skills and they
are capable of managing such emergencies.
This is an outcome of the training. (Health care
“… staff can now confidently and collectively
attend the emergence because they have
provider, Gairo).
skills and are capable of managing such
emergencies. This is an outcome of the
training (Health care provider, Gairo).

As my colleague said, we actually work as a
team and the hard working spirit is growing.
For example, when someone is unavailable, you
can give him a call and will guide you how to manage that problem and if he is around you
may summon him for coaching. So this is a great spirit of our team work (Health care
provider, Gairo).
Similar to what the health care providers shared regarding increased providers’ commitment and
team work, during discussion, managers of the health centres and District council said:
Every medical assistant is aware that whenever there is an emergence, each one is
responsible. Whenever they are called even if off duty, they have to come to assist those on
duty (…). Likewise, for those who are off duty, they commonly keep their phones on, ready
to be called to attend an emergency when need arises. We work as a team and there is no
any single day we delay providing care because a staff did not arrive in time. (HFMT
member, Dumila).
(…) most of us are in the emergence team. So when an emergency happens, we are really
engaged because we are called to be in that team and we are involved in providing the
emergency service in conjunction with our colleagues. (HFMT member, Kibati).
(…) they are willing and ready to work as a team. Recently, I observed the staff gathered
to attend an emergency as a team and thereafter, they transferred the woman to the hospital
for further management. I believe it was because of training where they learnt the
importance of working as a team. (CHMT member, Morogoro District Council).
We have trained ourselves to work for the team and to help each other in any situation
even when someone gets a call he immediately responds to such call. We shout out in case
of an emergency. This is our motto and really staff respond immediately. (HFMT member,
Gairo).
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The health care providers’ commitment and hardworking spirit were also acknowledged by
community members during the focus group discussions:
The positive thing is that the doctors are really working hard to ensure safe deliveries for
women. (Men, Melela).
They [health care providers] are working very hard to serve their patients, unlike in
previous years (…). Nowadays, the medical staff are new and very cooperative to the
patients. Besides, they always use good language. (Woman, Ngerengere).
The emergency team is commonly organised and coordinated by the administrators as reported by
managers of Melela health centre during discussion:
When there is an emergency, the administration team must be given information and they
help to organize the team and communicate with staff to help. Therefore, the leader gets
involved in that way. The leaders organise the roster and inform staff.
The administration is involved directly as we have said. The health centres have minimum
number of staff. So someone can be a leader but since he/she is a midwife she will have to
attend his/her shift in the ward. (…).So all medical personnel, doctors, midwives all do
work in the labour ward. We all work as the unit and thus, there is nothing like, ‘I am a
leader’ when we are in the labour ward. We all cooperate as midwives and we all work in
the labour ward. If an emergency happens when you are not present, you will be called.
Thus, we as leaders we are involved hundred percent in service provision.
Trained health care providers also reflected that their acquired competency enhanced team
working spirit and their morale reduced work load and improved client outcomes:
My competency has improved, and got motivated through working in a team (…). (Health
care provider, Gairo).
We work as a team and normally, it is based on voluntary and readiness of the staff, a
pattern, which actually reduces the work load when you work as a team. In case you are
stuck, you simply call the medical doctor who immediately arrives. Moreover, the theatre
operates 24 hours, making it easy to manage emergency cases. (Health care provider,
Gairo).
3.2.3. Acquired leadership skills
Leadership skills such as planning, negotiation, lobbying, sharing and coordination are key for
optimal implementation of CEmONC. It was reported by the health centre managers that health
care providers who got the leadership training improved their leadership skills and most of them
were given leadership roles and mentor their subordinates. Their conduct as leaders has very much
impressed their administrators:
(…) one staff who participated in the leadership training came back and he was given a
leadership role. He managed it very well. (…) You look at him like you really think this is
a good leader and he can really lead. Even if you are his immediate leader, he has
confidence to ask you to do this and that. They have also been our mentors. They have
helped to shape even other staff as they lead by example (…). (HFMT member, Gairo).
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I think leadership training helped them a lot. There is one example of those who have gone
to the leadership training. They are very committed to mother and baby services. I think
most of them are district maternal and child services coordinators. (HFMT member,
Gairo).
Leadership training has helped us in different ways. In the first place, in organizing our
subordinate’s environment ready for learning new things (…). Our coordination skills have
also improved and we can provide constructive feedback that cannot affect others in the
work environment. We are thankful they are perceived well and things are going well
(HFMT member, Kibati).
It was further learnt from members of the District council that participation of council members
and supervision skills have improved because of the leadership training:
After the leadership training, we note a lot of changes. Great improvement has been made
in terms of participation in the CHMT and supervision of community issues within the
health centres. (CHMT member, Mvomero District Council).
Recommendations
Based on factors for success of ASDIT, we recommend the following:
 Refresher’s training should be provided to keep the health care team updated on acquired
competencies. This can be done at the facility and district level.
 The morale demonstrated through team work should be maintained through regular
check in meetings by focusing on successes and challenges.
 Leadership training should be conducted not only to those in leadership positions but
also should be cascaded to all staff.
3.3. Inhibitors for implementation of CEmONC
3.3.1. Inadequate trained workforce for CEmONC
It is well documented that there is critical shortage of human resource for health sector in Tanzania
(MoHCDGEC, 2015). Inadequate health care providers capable of providing CEmONC services
was one of the setbacks in implementing CEmONC (Mkoka et al., 2014). Findings indicated that
number of health care providers with these skills was small, making provision of CEmONC
services difficult:
The major challenge was insufficient trained staff, especially anaesthesiologists and
surgeons who never existed at the centre. In addition, for other doctors who were given
contracts at this centre, they have already stayed over a long period and they have
forgotten most of the required skills for operation. (Health care provider, Kibati).
There is shortage of providers in the maternal ward. You may find only two midwives on
duty (…) that serve antenatal, labour and postnatal wards including post caesarean
mothers. Two midwives cannot manage. In a situation where one is called to assist Csection, the one left at labour ward would not be able to serve all women in labour. This is
a challenge. (Health care provider, Gairo).
(…) we have only two anaesthesia providers. It may happen that one may be on vacation
while the other may be attending an emergency. In such cases, we often refer the woman
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to another health centre where surgeons and specialists are present. (Health care provider,
Kibati).
There is shortage of health care providers as
sometimes you find each mother needs service at
the same time there are few providers. So it
becomes difficult to provide care to all mothers in
need at once. (HFMT member, Kibati).

There is limited trained staff, especially
anaesthesiologists and surgeons who never
existed at the centre. In addition, for other
doctors who are on contracts at this centre,
they have stayed over a long period and they
have forgotten most of the required skills for
operations (Health care provider, Kibati).

Community members also reported shortage of staff in the
health centres:
(…) since the health centre has grown to a large extent and we have only a single doctor
who performs operation. So whenever he is not around, they have to shut down the activity
and try to call him, which is a big challenge to the centre. (Men, Melela).
The number of medical personnel should be increased as the number of patients is also
increasing. Moreover, people from different areas tend to move here for services (Woman,
Dumila).
(…) it is satisfactory in terms of nurses, but on side of doctors, it is a challenge –one day
she [his wife] came at 8:00 in the night and he found nurses alone. (…) the number of
providers is low and it is insufficient (Men, Ngerengere).
(...) the services should be improved further by increasing the number of workers so that
we get timely services. (Woman, Gairo).
The number of medical staffs is not enough. There is need to be increase them so as to be
proportional to the number of patients. (Woman, Melela).
(…) there is need for medical equipment to be added so that pregnant women can deliver
simultaneously when there is an emergency. Moreover, number of medical staffs should be
increased. (Woman, Ngerengere).
Because of shortage of doctors, it was reported that some doctors have to run between health
facilities to perform Caesarean section:
(…) now this facility is big (…). Many people come to seek services here. The government
should consider us. Please it should add doctors here. Not a single doctor can be serving
here and serve Mvuha [dispensary]. The doctor who operated on my wife told me, ‘brother
my work station in Mvuha not Ngerengere’. You should allocate at Ngerengere a
permanent doctor, even if he/she is borrowed but we should know that [his/her] work
station is here. (Men, Ngerengere).
The health care providers reported that shortage of health care providers is aggravated by providers
having other responsibilities to assume:
Workers are present but they are few, besides being few, they have other duties to attend.
So it is difficult to meet the increased number of clients. (Health care provider, Melela).
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To ensure that women’s pregnancy and labour are continuously monitored as per the Ministry of
Health guidelines, the Council Health Management Team made sure that most of the health centres
get ultrasound machine to monitor pregnancy and labour. However, from discussions with the
health care providers and managers, it was learned that in some health centres, the ultrasound
machines were not be used because they had no personnel trained to operate them:
(…) we have a good ultrasound machine but it does not work because there is no staff
trained to operate it (…). So if it happens that a woman is found to have a ruptured uterus
or ectopic pregnancy, we just have to perform abdominal examination to confirm the
diagnosis, which is a bit challenging. (Health care provider, Kibati).
The ultrasound machine was brought by the district long time ago, but no one is trained to
use it. It means that the machine is available but cannot be used although there are clients
who need to be served. (Health care provider, Kibati).
Unavailability of Ultrasound machine in the health centres also concerned the community
members:
At Melela health centre, there is no ultrasound machine for medical check-ups. Hence,
pregnant women face difficulties to know progress and conditions of their pregnancies.
Among difficulties faced by pregnant women they include death of babies while inside the
womb, which is discovered during delivery. This could be detected earlier only if
ultrasound check-ups could have been done. (Woman, Melela).
(...), but for now, service, which we need is ultrasound. (Woman, Kibati).
3.3.2. Retaining trained health care providers to offer CEmONC services
Like it is in other Sub-Saharan African countries, retention of human resource for health in
Tanzania is a critical problem due to challenges associated with compensation as well as living
and working conditions (MoHCDGEC, 2015). It was reported by participants in this study that it
was a challenge to retain health care providers in the labour ward or theatre for them to offer
CEmONC because of the human resource shortage. Therefore, being trained to provide emergency
obstetric and new-born care was not a guarantee that one will be posted in the unit that one would
adequately demonstrate skills gained:
The challenge arises when someone comes from training then you are told to work in
another ward. For example, a staff received CEmOC training and the administration
decides that he should serve in male medical ward. Actually, that provider would not be
practicing what she was trained for (…). (Health care provider, Gairo).
As we have been discussing on shifting trained staff to different units that they have no
knowledge or skills about it, (…) they become ineffective with lack of competence. (Health
care provider, Gairo).
The challenge of retention of health care providers was highly critical in the private health centres.
Participants in the private health centres were concerned about losing health care providers who
were trained to provide CEmONC services. They reported that some of the health care providers
who were young would like to get Government employment. Therefore, it would be wise that after
employment, they could be seconded and continue serving in the private healthcare centres:
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The logic is that all these individuals have been employed directly by private health centres,
it will come a time they will be employed by the government. It means that once they get
new employment, those who will fill their positions would not be perfect like those who got
the training. (Health care provider, Dumila).
3.3.3. Insufficient supply of essential obstetric medicines
The Tanzanian Government states that delivery services should be offered free for all women.
However, the government does not provide sufficient medicine to the health centres to cover for
their needs. Timely availability and access to live-saving medicines such as safe blood transfusion,
magnesium sulphate and other essential medicines are essential components for reduction of
maternal and neonate mortality (WHO, UNFPA, UNICE, 2009). Similar to reports from other
African countries (Ministry of Health, 2016), such lifesaving medicines were lacking in the health
centres:
(…) sometimes medicine are out of stock and some patients cannot afford to buy them, this
is the main problem. Luckily, we have skills and ability to serve them. (Health care provider,
Ngerengere).
Sometimes we run short of blood and thus, we have to refer them [women] to Morogoro
hospital (…) or request blood from other hospitals, an aspect, which could take time (…).
(Health care provider, Dumila).
We face challenges with availability of blood for transfusion. Sometimes a mother may
come here with a problem of insufficient blood. The blood may be available but not the
specific blood group that the mother may be requiring or the blood is out of stock.
Therefore, if you want to get blood, you have
(…) sometimes medicine are out of stock and
to travel to the regional hospital to get blood
some patients cannot afford to buy them.
(…). (HFMT member, Melela)
Luckily, we have skills and ability to serve them
(Health care provider, Ngerengere).

(…) But there has been one problem, for
example, when you bring a pregnant mother
and then you are told she has anaemia. You are told to find somebody -a donor- so that
they can transfuse her with blood. At times they may say we have blood but first, find a
donor who shall replace our stock after giving it to your patient, and they can suggest ‘go
to Morogoro hospital you might find it there’. (Men, Ngerengere)
Other community members complained about donating blood more than what was needed by the
patient:
During delivery, when you need more blood, your relatives come to provide it.But they
were asked to donate two litres instead of only one that I used. (Woman, Gairo).
Shortage of essential medicines used for emergency obstetric care was a big challenge, especially
for medicines, which cannot be purchased from public pharmacies but they are only supplied by
Medical Stores Department (MSD). Participants reported that magnesium sulphate that is most
commonly used for treatment of eclampsia and prevention of seizures in patients with severe preeclampsia is usually lacking:
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There is no problem with medical drugs that are available at the public pharmacies except
for drugs that we obtain from the government, which are not sold anywhere. They include
magnesium sulphate, which has become a challenge in accessing them and sometimes we
borrow them from other nearby dispensaries but sometimes they can be out of stock. It is
really a big challenge for us. (Health care provider, Dumila).
Magnesium sulphate is not always available. (Health care provider, Dumila).
And anaesthesia:
(…) there is a challenge regarding the general anaesthesia, which is not available within
the health centres thereby necessitating us to look for other types of anaesthesia. This is
because the guidelines do not allow use of such medications (general anaesthesia) at the
health centre level. Therefore, to address this, the management (Ministry of Health) is
required to update their guidelines (...). (Health care provider, Kibati).
One of the biggest challenges we face whereby solution has not been found is access to
anaesthesia, especially general anaesthesia. For example, we are now using machine for
providing general anaesthesia but there is no medicine to offer general anaesthesia.
(HFMT member, Kibati).
Also, community members shared about insufficient medicines in the health centres:
Sometimes there is severe shortage of medical drugs, which is also a problem. (Men,
Kibati).
(…) but there is a challenge in terms of drugs as sometimes you may be asked to buy some
medications in the private pharmacies. It is a challenge because we are poor in standards
of socio-economic bracket. If there could be support in terms of drugs, there should be
plenty of medicine. (Men, Gairo).
(…) a doctor can help you with a case you presented and prescribe medication, but in the
medicine window, a nurse tells you ‘my father or mother, we don’t have this medicine here.
Therefore, go and look for it elsewhere’. (Men, Ngerengere).
(…) even though you work hard as doctors do, but if we don’t have medication and devices,
the work done is equal to zero. We remain in stalemate. You brought for me a good doctor
who prescribed to me medication, which is unavailable. It means his job is insufficient (…).
(Men, Ngerengere).
(...) we get the services but the problem is with the medicines only. (Woman, Gairo).
To be honest, availability of medicines at the centre is such that sometimes you may find
medicines, sometimes you may not but you are given a piece of paper, which indicates the
list of medicines that you are required to buy but, to a large extent, they are running [into]
shortage of medicines at the centre. (Men, Melela).
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The main problem is that medicines are not enough and most of them we have to buy. For
those who pay for the services, they don’t face any problem but for pregnant mothers, the
elderly and children, whose services are free, there is a problem. (Woman, Gairo).
When medicines are not available in the health centre the clients are commonly asked to buy
medicine elsewhere:
(…) you will also be required to buy medicines, which is a challenge as there are some
who are sick and do not have money (…). It means they cannot get service. (Men, Melela).
When you attend clinic, you do medical check-up. If some medicines are out of stock, you
are given a list of medicines and you are asked go and buy (…). (Woman, Kibati).
Mothers and children are not charged for the services at this centre because they are on
free health service delivery program. However, when there are no medicines or equipment,
women’s close relatives must buy for services to continue. But all in all, when everything
needed is available, they don’t pay anything and even operations are performed free of
charge. (Health care provider, Gairo).
Furthermore, community members complained about the cost of services that is too high to afford,
an aspect, which limits their access to services, considering socio-economic status of many in the
community:
Challenges are very common like some of us get sick most of the time during pregnancy,
resulting to failure in doing productive works. Therefore, we lack money for buying
delivery requirements even though we are given the list of those requirements earlier.
(Woman, Ngerengere).
The services are difficult to get. Someone finds it better going to a private hospital where
she can get both tests and medicines for the same 1000/= [less than a dollar]. (Woman,
Gairo).
People don’t afford because how comes a person is sick but before she has been treated
first she has to pay 10,000Tshs [$ 5]. (Woman, Kibati).
Sometimes you don’t get the services that you came hoping to get (…). You may have
1000/= [less than a dollar] only but the admission fee is 5000/= [$ 2.5] and treatment
3000/= [$ 1.5] not including medicines yet. You find it better to go to a private hospital.
(Woman, Gairo).
It was also reported by community members that because of the costs of medicine and other
services, they make women resort to home deliveries rather than going to the health facilities for
skilled birth as it is emphasized by the government:
Normally, the challenges are individual-based. For instance, when you need a medical
treatment but you don’t have any money and have no idea how you will manage to pay for
the treatment cost after the services. This discourages to visit the health centre for medical
treatment. (Woman, Dumila).
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There are some who run to traditional doctors for delivery because of cost but I suggest
that they should run to hospitals instead. (Woman, Gairo).
Due to economic hardships, some women are likely to deliver at homes. Others get labour
pains on their way to the hospital. As a result, they deliver before reaching the hospital
due distance barriers and failure to manage transport costs. (Woman, Dumila).
Therefore, community members requested the government to offer services for free as per the
policy guidelines that prescribe that birth care should be offered for fee at both public and private
health facilities at all levels (Ministry of Health, 2003):
To help people with economic challenges; our government should provide for free all
delivery facilities/requirements or it should help in getting sponsors to assist them (women)
so that they can get all delivery facilities and services(Woman, Ngerengere).
(…) and medicines should be available at all times. There should be a formal strategy of
helping patients who prove under no doubt to have poor financial base unable for
accessing health services. (Woman, Ngerengere).
As described in another study in Tanzania (Mkoka et al., 2014), the participants reported that
medicine supply is commonly based on level of the health facility and that drugs are not delivered
on time. Therefore, this may contribute to unavailability of medicines in the health centres:
(…) because these health centres have not been included in the list of health facilities
supposed to perform caesarean section. The supply of medicine and medical supplies by
regulation is based on type and level of the health facility. For example, some types of
medication including general anaesthesia are not in the list for supply in the health centres.
Therefore, we are not getting them (…). There are no new guidelines, which consider
changes in the health centres capabilities that they are now performing caesarean sections,
which was not the case before. (Health care provider, Kibati).
(…) there is a challenge regarding the general anaesthesia, which is not available within
the health centres thereby necessitating us to look for other types of anaesthesia. This is
because the guidelines do not allow use of such medications at the level of health centres.
(Health care provider, Kibati).
There are some medicine that are not allowed to be used here [health centre], but we use
them. Sometimes we are forced to order directly to the suppliers but when you request them
through Medical Stores Department (MSD), they just cancel them, claiming that such
medicines can only be supplied to the hospital level. From the medicine distribution
guidelines, the health canters are categorized at the level of the dispensaries and when we
try to give suggestions, they just tell us that ‘according to the level of your health facility,
you fall under that category’. (HFMT member, Melela).
It [medicine] can take the whole month to be supplied because the procurement process
takes time. (CHMT member, Kilosa District Council).

Page 28 of 61

3.3.4. Lack of medical equipment for obstetric and new-born care
As reported in studies done elsewhere (Paula Tibandebage;Tausi Kida; Maureen Mackintosh and
Joyce Ikingura, 2016; Sumankuuro et al., 2018), this study revealed that health care providers lack
equipment critical in execution of their duties. Health care providers from the five project
implementing health centres reflected on lack of essential tools for them to effectively carry out
their obligations. They lacked essential equipment including vacuum extraction and suction
machines and thus, hindering their capacity to help women during delivery and care of the newborns:
(…) the challenges we experience in providing care to mothers and children is shortage of
medical equipment. For example, we have only one penguin suction device for
resuscitating new-born babies. Consequently, it becomes difficult when you have more
than one baby to resuscitate. Similarly, we have only one vacuum extractor (…). (Health
care provider, Gairo).
Equipment including those used for resuscitation should be available in abundance. We do
not need to rely on one thing (…). So I am suggesting that the project could possibly
address the aspect of equipment insufficiency, for instance, vacuum and other stuff. (Health
care provider, Dumila).
In the case of emergency obstetric services, we are struggling a bit. We have made some
improvements from where we have been until now, but we are struggling with some
equipment. We don’t have some equipment, for example, to manage the baby’s transverse
position. So there are some efforts as leaders we have made to get these devices used in
some health centres. (HFMT member, Kibati).
Inadequacy of medical equipment also concerned community members who suggested increase in
such equipment for provision of quality maternity care:
They should increase the number of medical equipment in different departments so as to
ensure provision of good quality health services. (Woman, Dumila).
(…) we should get these things [equipment] on time and ensure everything goes well, such
as medicines and other equipment needed during delivery. (Woman, Gairo).
But there is need to improve and increase the equipment as well as use advanced ones like
in other hospitals. Also, supplies should be provided for free during surgical operations
like in the regional hospitals. (Woman, Melela).
Sometimes, health care providers could not provide services because equipment is broken and not
repaired:
(…) some equipment broke. As a result, we sometimes fail to provide services because
available equipment is broken and not functioning. For example, now we do not have a
vacuum extraction, and we cannot carry out vacuum delivery in case there is need to do
so. (Health care provider, Melela).
(…) just the day before yesterday we had a case of a mother we wanted to perform vacuum
delivery. Unfortunately, we had one vacuum with loose rubbers, so when we were pumping,
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air leaked out, that was a challenge and sadly that mother missed her baby. (Health care
provider, Gairo).
Community members also reported lack of various services including laboratory tests and HIV
testing and counselling:
(…) but for other services like blood test, you are told to go do it at Umoja [a private
laboratory facility] to go for testing a pregnant mother blood sugar and come here with
results, because here there are no reagents. (Men, Ngerengere).
I have been at many places and in all, I have seen a separate HIV testing building but not
here at Kibati health centre (...). It doesn’t have an office to counsel and conduct HIV tests.
(Woman, Kibati).
Although managers are making efforts to ensure that emergency obstetric and new-born services
are offered effectively as well as efficiently, they acknowledged lack of sufficient funds that were
impairing their intention to make health centres provide adequate services:
Yes, there are challenges of equipment. You find there are some things that are needed but
the cost is higher than the budget. So you get stuck until we found solution on how we can
get those things needed. (HFMT member, Kibati).
(…) obviously, some activities normally delay to be implemented because of insufficient
finances. The centres may not be able to purchase requirements for emergence services.
(CHMT member, Morogoro District Council).
3.3.5. Shortage of delivery and regular hospital beds
As reported in other studies ( Sialubanje et al., 2015; Sumankuuro et al., 2018), during discussions,
participants reported shortage of delivery and regular hospital beds. Consequently, they were
compelled to keep more than one mother in a bed with their babies:
We have a shortage of beds, especially during delivery whereby after delivery, two mothers
are compelled to share abed. (Health care provider, Dumila).
There is a high rate of women coming for delivery at our centre. It is an aspect that forces
us to have one bed shared by two mothers. This is because beds are limited (…). (Health
care provider, Gairo).
Delivery beds are still a problem since they are few in number. (…). (CHMT member,
Morogoro DC).
(…) the challenge is on equipment, for example, patients’ beds are not enough. So you will
not get enough for babies and even mothers. There are some mothers giving birth but the
number of births is higher than available beds. It is a bit of challenge. (HFMT member,
Kibati).
There is shortage of beds after delivery. You may sometimes find two mothers with their
children sleeping on one bed. (Woman, Gairo).
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Priority for bed occupancy is commonly given to post-Caesarean section mothers:
(…) the available beds are insufficient to accommodate all postnatal mothers. So priority
is given to those who delivered by operation as they are required to stay in labour ward
for long time to get treatment (…). (Health care provider, Dumila).
3.3.6. Inadequate rooms to accommodate mothers and new-borns with complications
Participants were also concerned by the limited infrastructure, especially wards/rooms where
women could be accommodated based on their obstetric needs. Keeping together mothers and
babies with neonate complications is not the best practice:
Also, buildings are inadequate. We have only one ward accommodating mothers with
pregnancy complications, postnatal mothers and also serve as a labour ward, and all these
women are kept together in one ward (…). (Health care provider, Gairo).
(…) in short, we don’t have a separate labour ward or neonatal ward. New-borns with low
birth weight, pneumonia, below twenty-four days, post-Caesarean section mothers and
mothers who had normal deliveries, all stay in the same room which is really tragic. There
is no neonatal ward specific for keeping only the new born babies. (Health care provider,
Melela).
Neonate and premature babies need special care in an ICU even though they require
Kangaroo care (…).You can decide to retain a premature baby here with other mothers
but experience has shown that as soon as you discharge the baby, they will come back
again in very poor condition. (Health care provider, Ngerengere).
(…) and she once gave birth to a premature baby and they took great care of the premature
baby. Unfortunately, the baby (was) lost. Health care workers were competent but the
cause of death I think was lack of incubator machine for premature babies. (Men, Dumila).
(…) there are babies born prematurely and there is no special place to keep such babies,
for example, we do not have an incubator (...). Some people decide to stay with their babies
at home. However, because the environment at home is not conducive, such babies die
(Health care provider, Kibati).
Babies’ wards should be established. When babies are admitted, they should not be mixed
with adults in the same ward. (Woman, Melela).
The main challenge is a room to keep babies who are born prematurely. I mean machines,
which you can see when you reach Morogoro, and flasks. (…) Some babies are born within
six months of pregnancy and they are born safe. Even Though you can move a premature
baby from here to Morogoro, death will occur on the way. Also, it is a facility in where the
entire zone relies on. Therefore, we should have medical devices to take care of premature
babies. (Men, Dumila).
Infrastructure is still a challenge almost everywhere. For example, in some health centres
and dispensaries, the rooms are very small (…). (CHMT member, Mvomero District
Council).
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Participants were concerned about keeping mothers and babies with various conditions in the same
room for fear from possibility of spreading infections:
(…) we have a labour ward, which is not partitioned and we keep antenatal women, those
in labour and postnatal mothers. If one of them has an infection and is kept with postnatal
mothers in the same ward, there is possibility of cross-infection (Health care provider,
Melela).
3.3.7. Lacking ambulance to shuttle women for emergence obstetric care
Successful management of obstetric emergencies depends on how rapid the woman is able to get
promptly into health facility for adequate obstetric care. As reported in another study conducted
in the lake zone of Tanzania (Maswanya et al., 2018)and elsewhere (Sumankuuro et al., 2018),
participants in this study reported that due to lack of a hospital vehicle, it was not easy for women
to be brought quickly from lower level health facilities or transfer them to a higher level healthcare
facility for appropriate obstetric care:
It is sometimes difficult to attend emergencies in time due to lack of transportation. There
might be a case of foetal distress of which we might end missing the baby simply because
there might be no ambulance to bring that patient to the centre. So lack of the
ambulance/transport is the main challenge that might lead to the increase in recorded
maternal deaths. (Health care provider, Gairo).
The biggest challenge that faces Melela centre is transport. It happens that sometimes you
are required to wake up during night hours at around past mid night and because there is
no ambulance, you’ll have to spend a lot of money to hire a car to take a woman to the big
hospital in Morogoro town. It is a big challenge in Melela health centre. (Men, Melela).
(…) especially for those living far from the health centre, for example, from Melela it is
6,000/=Tshs [$ 3] by the motorcycle. Therefore, an ambulance is very necessary to be
provisioned at the health centre. (Woman, Melela)
Sometimes at midnight, we struggle a lot to get a car to transfer patients to another hospital
for care, especially when the woman is unable to pay for that extra transportation cost. It
becomes a challenge. (Health care provider, Melela).
Moreover, it was reported that availability of transport is crucial not only for ferrying women with
emergency complications to another adequate health facility but also to fetch blood for transfusion
when need arises:
(…) because of unavailability of blood in the centre, sometimes you are required to fetch
it from the regional hospital but you face the transport problem(…) If we had a vehicle, we
could collect blood from different places (in the community) but it becomes difficult to take
those samples for testing (…). Therefore, the means of transport pause a very big problem.
(HFMT member, Melela Health Centre).
Members of the District Council also highlighted the magnitude of transportation problem and
shared their sentiments as follows:
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To be honest, we have no reliable ambulance. There are three of them but only one is
working and hence, insufficient for the Centre’s needs. No, one ambulance is not enough
because we are in great need of another ambulance. (CHMT member, Kilosa District
Council).
(…) there is a huge transportation problem, especially at Melela health centre. The health
centre has no ambulance despite receiving a large number of pregnant mothers from
different health centres because it provides CEmOC services. There is a great challenge
of transferring patients to the regional hospital. (CHMT member, Mvomero District
Council).
The major challenge we face is absence of reliable transport in the health centres. It means
Mriringwa, Viguze and Kiwege health centres and we highly expect that they provide
referrals to Ngerengere. Transport remains the main challenge. We do not have reliable
transport such that when we get a pregnant woman about to deliver, one needs get means
of transport to take the woman to the health centre. There is an ambulance at Ngerengere.
Thus, when we have two emergencies at two different health centres that all require an
ambulance, it is a problem. (CHMT member, Mvomero District Council).
Due to challenges associated with cost of transport, community members suggested that health
facilities should have transport for them to get timely health management:
They should increase the number of transportation means to ensure movement of patients
from one health centre to another (…). Yes, an ambulance. (Woman, Dumila).
We request an increase in the number of ambulances so as to be able to handle multiple
cases. Currently, one has to take a taxi to bring the patient to the hospital. (Woman, Gairo).
The health centres should look for the best ways to overcome transport challenges because
it is very dangerous for a pregnant woman who is almost to deliver to hire a motorcycle.
In such situation, she can accidentally cause damage to the baby’s head, leading to death
of the baby. (Woman, Dumila).
The challenges of transport and cost associated with it were issues for community members to
access health facilities:
We normally use motorcycles and sometimes a car, depending on the amount of money
available at that particular time as the cost of taking a car is highly expensive. (Woman,
Dumila).
Transport cost is also a problem. This may cause people to deliver at home or bear
unhealthy babies as they rarely go to clinic for medical check-ups. (Woman, Melela).
3.3.8. Dwindling staff motivation
Staff motivation and solid health systems are associated with provision of better quality services
(Alimoglu & Donmez, 2005). Similar to findings from other studies in Tanzania (John et al.,
2018; Mkoka et al., 2015), it was reported that there was health care providers' demotivation due
to poor working environment including lack of equipment and supplies. Participants in this study
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reflected on loss of motivation at work due to lack of medicines, equipment plus limited support
from their superiors. Another aspect included failure to receive their entitled allowances,
something that contributed to their feelings of demoralization, which, in turn, affected their
enthusiasm to work effectively:
(…) staff members have been working throughout and most of time they work overtime.
But there are no remunerations given, despite extra duties they perform. Some even started
to lose hope at work. It hurts due to a lot work just like a machine without payment for
extra time spent. (Health care provider, Gairo).
Outstanding payment that results from accumulated delayed payments sometimes decrease
the spirit and commitment to attend emergency calls. Honestly speaking, outstanding
payments decreases the spirit of work. (Health care provider, Gairo).
(…) getting paid for extra duty as well as
allowances after one has worked extra time in
our facilities takes a while. Thus, motivation is
probably in private hospitals but in government
facilities, it is very difficult to get extra duty
allowance. (HFMT member, Kibati).

Providers work throughout and most of time
they work overtime but there are no
remunerations given despite extra duties.
Some even started losing hope at work. It hurts
due to a lot work just as a machine without
payment for extra time spent. (Health care
provider, Gairo).

The participants further reported receiving limited support and encouragement from their seniors
(HMTs):
The CHMT should stop discouraging staff because there are words they use that are highly
discouraging. They are commonly spoken by top leaders just because you are a
subordinate (in administration hierarchy) you have just to obey them. Under normal
circumstances, anybody can make mistakes. Thus, as a leader, one can just speak with
someone politely and instruct how things should have been done, and never discourage,
because if one does so, one may feel uncomfortable. Thus, it is important to encourage
others so that they can improve next time as well as promote harmonious working
environment. (Health care provider, Gairo).
The ultrasound was brought by the district itself to be used but sadly, no one is trained to
use it. It means that the machine is available but no one is capable of using it, despite the
fact that there are clients who need to be served, this is discouraging. (Health care provider,
Kibati).
3.3.9. Delaying health facility attendance by women
Women delay to present themselves to the healthcare facilities for adequate obstetric care was
attributed to many factors including undermining trust to the health care system, women’s low
decision-making power, presence of traditional birth attendants (TBAs), long distance to the
healthcare facilities and failure to meet transportation costs (Essendi et al., 2015; Mason et al.,
2015; Mselle et al., 2011). Participants in this study attributed women’s failure to timely reach to
the health centres for adequate obstetric care due to cultural beliefs, and women’s reliance on
traditional birth attendants who are present in the community:
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(…) majority of women like to give birth at home attended by the traditional birth
attendants. They commonly delay there and by the time they come to seek for care at health
care facility, they are already in trouble with complications. (Health care provider, Gairo).
There is a TBA who always deceives women that she has delivery skills and makes money
through that (…).She is very famous and she is well known even to the District Council.
(Health care provider, Dumila).
(…) you can just move to the TBA to check whether or not the baby is in appropriate
position. Therefore, sometimes the issue is only for check-ups. (Men, Gairo).
There is a challenge on the TBAs who carryout midwifery duties instead of focussing on
linking women to the health centres. We are educating them to link women with the health
centres. (CHMT member, Mvomero DC).
At Kilosa, we still have such a challenge, especially at Dumila in which there are many
TBAs who usually delay expectant women to go to the hospital. It is more of a businessoriented aspect because such TBAs are expecting incentives or any other kind of payment
from the expectant women. (CHMT member, Kilosa DC).
Although community members acknowledged that giving birth at homes is a common practice,
but they shared that primigravida should give birth in the health facility because they need close
monitoring as they are likely to develop complications:
But it is very important for a young lady who is giving birth for the first time to come to
deliver at hospital because there are the most services that can be offered. Even when she
fails to deliver a child in a normal way, pulling (vacuum) method can be used and when
situation is complex, an operation can be performed for child delivery. (Men, Dumila).
There are differences as she (prim) needs a very close care. She has to be taken to the
hospital for check-ups and during delivery as well as in big centres since she can get
complications during delivery that may require her to undergo an operation. (Men, Gairo).
Traditional birth attendants are alerted and they do not manage women who are giving
birth for the first time. They ask such kind of women to go and deliver at hospital only
because it is their first pregnancy (…). (Men, Dumila).
In addition, it was learned that many women lived far from the health centres and transportation
infrastructure was limited. Therefore, they were mandated to search for affordable transport,
whether tricycle, motorbike or pick-up car, all can often result in a delay in accessing the health
facility:
Many women stay far away from the health centre. Some women live in remote
mountainous areas like Mandege or further in remote areas from the centre. Therefore, by
the time they get here, one finds it is too late for immediate services and, in one way or
another, they come to the health centres in foetal distress or with the woman in bad
condition. (Health care provider, Gairo).
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(…) when you look at those fresh stillbirths, as I said before, it is a result of those coming
from far away from the health centre or mothers coming here too late to be attended (...).
(Health care provider, Dumila).
(…) there is a challenge of distance. Some women come from a far, many kilometres from
the health centre and some crossing through forest with dangerous animals. Thus, in order
to reach here in time, it becomes a challenge. (Health care provider, Melela)
Another aspect that bothers many mothers is the issue of transport infrastructure because
most of them are coming from a much forested environment and thus, if they get a problem
in their village, it takes them too long to get to this centre. Therefore, it is a challenge in
accessing health services. (HFMT member, Kibati).
Distance from the hospital to places where women live is very long. We make the service
for the mother to be very difficult because the mother has to wait until the exact time for
delivery to come to the health facility. This is because there are no maternity waiting
rooms. Therefore, if labour happens at night as well as it rains and water flood son the
way, all will add to the problem because until the woman gets to the facility, she will have
suffered a lot. Sometimes there are wild animals including elephants around (…) and thus,
pregnant mothers go through a lot of problems before they get here for maternal services.
(HFMT member, Melela).
Besides, community members reported that women give birth at homes assisted by traditional birth
assistants because most of them reside far from the health facilities:
(…) they go to give birth to the TBAs because the health centres are very far. Thus, if
someone is in critical condition and she is unable to ride on a motorcycle it becomes a big
problem. For those living nearer, they can move slowly to the centre but if the place is far,
taking a motorcycle while one has to travel for a long time due to distance, one is forced
to deliver on the way to the hospital. It is a shame and it is the reason they are sent to TBAs.
(Men, Gairo).
Some women delay to go to the health facilities because of their traditions and beliefs:
(…) there are many ethnic groups in at village and each has its own belief. Some ethnic
groups believe that local herbs are helpful to a pregnant woman while others believe that
taking a woman to the hospital will be helpful. Therefore, this is based on one’s belief and
cultural traditions. (Men, Melela).
The traditional herbs exist. Normally, they are provided by cousins when the woman is
about to give birth…most pregnant mothers are given herbs. (Men, Kibati).
Recommendations
With factors that have impaired success of ASDIT, we recommend the following:
 The ASDIT training should be scaled up to include all health care providers in the health
centres so as to ensure that the entire team can handle the obstetric emergencies.
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Districts (CHMTs) and facilities (HFMTs) should design minimum incentive packages
to be implemented with locally available resources for motivating and retaining their
staff.
Availability of equipment and supplies for CEmONC should be given priority at the
health centre and district level.
Ongoing efforts of improving facility infrastructure should be strengthened and once the
infrastructure is ready, the maintenance culture should be instituted.
Tailored to culture of the particular society, community education on importance of early
health facility attendance and outreach program should be instituted as well as supported.
Available community health workers can be empowered to act as starting focal points
for this education.

3.4. Improving the three-month CEmONC course
Trained health care providers from all the five project health care centres felt that the CEmONC
training package used to train health care providers was well designed and gave them ability to
conduct all obstetric as well as new-born emergencies competently and confidently. However, they
had some recommendations that would help in improving the obstetric and new-born care.
3.4.1. Strengthening training package to include management of women with complications
of anaesthesia
Participants reported that the 3-month anaesthesia training package should also consider
strengthening management of complications arising from administration of anaesthesia. As
reported by a participant during discussion that she was still uncomfortable to administer
anaesthesia. They had this to say,
(…) there are challenges. Sometimes when I give anaesthesia, for instance, what to do or
will happen if the patient collapses after resuscitation. Thus, there is a fear. (Health care
provider, Dumila).
(…) over the last three months I got training on anaesthesia, and started to practice it
although sometimes I feel like not very confident in managing complications. I need
additional practice on this but I am happy that I am managing. (Health care provider,
Gairo).
3.4.2. Including competencies of clinical leadership
The WHO, in its framework for strengthening health system, has recognised
leadership/stewardship as one of crucial building blocks in improving performance of the health
system (WHO, 2007). Health care providers reported the need for training on clinical leadership
skills and safety measures, especially when taking specimens for investigations:
I have learnt that there is a need to develop additional training to build our clinical
leadership skills from all levels, from the lowest to the highest levels of health centre
administration system. (Health care provider, Gairo).
(…) staff should also train on safety measures not only on care of mothers and babies with
complications but also on safety measures when collecting, transporting and testing
specimens (...). (Health care provider, Dumila).

Page 37 of 61

3.4.3. Using equipment that are available in the health centres for training
Participants reported challenges of performing some procedures using equipment that was not
trained on. They reported that during training, the equipment they used were different to those
they use in practice. While they were trained on highly advanced/sophisticated equipment, but
upon return to their respective health centres, they had to use old ones available:
(…) we encounter challenges because of shortage of appropriate equipment (...). For
example, when we went to train in Ifakara, we were trained on vacuum extraction that was
easier to use, it was labelled KIWI. But we have an old version of vacuum machine that is
not working properly. (Health care provider, Ngerengere).
We have an old version of vacuum machine, which needs extra force, but those we used for
training were simple to use and simplify work. We are asking if ASDIT would be able to
help us with this. (Health care provider, Ngerengere).
It was a challenge in supervising anaesthesia. Our health care providers face some
challenges because they were not capacitated to use the machine and the machine at
Ngerengere was not working. Therefore, providers dealing with anaesthesia could not
provide services to mothers in need. (CHMT member, Morogoro District Council).
There is also the issue of being familiarized with only one kind of medicine used to perform
anaesthesia. Trained health care providers reported that they are unable to use some types
of medicines or some medicines have complications to clients/patients. Thus, they
suggested alternative medicine. During training when they go to the operation room, they
found a different kind of medicine, which they were unfamiliar with. Therefore, they
eventually failed. These cases were often reported in maternal meetings where health care
providers were suggesting that centres should use some medicines similar to those used
during the training not those uncommonly used in our health centres. Here we use a lot of
medicines that have no complications rather than those experienced by providers in their
training. So it is better also to capacitate providers with medicines used at our health
centres so as to increase their awareness and improve their ability to work. So we must ask
ourselves, were these providers trained to use the available medicines at the centres?
(CHMT member, Morogoro District Council).
3.4.4. Including component of antenatal care
Participants had the opinion that for the 3-monthCEmONC to be effective, its scope should be
expanded to include issues of antenatal care. They thought that preventing problems of mothers
and new-born babies depends on operational continuum of care with accessible, high quality care
before and during pregnancy, childbirth, and the postnatal period. Therefore, for effective
management of women and prevention of obstetric complications, health care providers working
at antenatal clinic should also be competent:
(…) I think in the antenatal clinic, it is where most of preventive and promoter obstetric
complications are done. It is not only in the labour ward. (…) most pregnancy
complications can be prevented when the woman attends antenatal clinic, therefore
training should include essential care at RCH clinic. (Health care provider, Dumila).
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My request to this project is to train health care providers from other units like antenatal
clinic as well in order to reduce the forecasted gap at the District hospital. (Health care
provider, Gairo).
ASDIT trained us what to do with the partograph, but they should also train health care
workers who provide care to women during antenatal period because there are challenges
in this period (antenatal) as well (…). (Health care provider, Dumila).
We provide a wide range of services here but when ASDIT came, they only concentrated
on the mother and child, an aspect, which gives us really hard time during supervision.
They should consider other units as well. (CHMT member, Kilosa District Council).
Recommendations
For maximum yield of the ASDIT intervention, we recommend the following:
 Additional training should be included in the training package with a thorough
assessment to identify these areas. From such assessment, the following major areas are
reported:
(i) Management of complications due to anaesthesia,
(ii) Clinical leadership
 Emphasis as well as training on utilization of available equipment in the health centres
should be provided for effective provision of CEmONC services.

3.5. Met needs for emergency obstetrical and new-born services after the training
3.5.1. Increased number of deliveries in the health centres
Increasing the number of women giving birth in the health facilities where skilled personnel are
available is critical in reducing both perinatal and maternal mortality (Gabrysch & Campbell,
2009). Participants in this study reported that following availability of CEmONC services
including Caesarean section, and improved competency of health care providers in the health
centres, they are witnessing an influx of women delivering in healthcare centres:
(…) during the past we were capable of delivering about three mothers in a day, but due
to improvement in provision of CEmOC services, currently, we conduct 13 to 14 deliveries
per day. Thus, such pattern shows high acceptability of our service by the community.
(Health care provider-Gairo).
(…) when one looks at the number of mothers who come to deliver here, it has increased.
It is due to faith from community to the centre that when a mother comes to deliver here,
she is sure that she will come out safely. So they become good ambassadors of our services.
(Health care provider, Ngerengere).
One of the impacts of introducing Caesarean section is the increased number of women
coming to give birth here. If you look at the number of mothers who gave birth here before
this project (ASDIT), you will see that the rate was 35 to 30, but it has risen to 60. This is
one of the indications that we are providing good services. (HFMT member, Kibati).
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The monthly report shows an increase in delivery from 150 to 200 or 250 in a month.
(Health care provider, Gairo).
(...) This is true for the increasing number of women who visit the health centres for
delivery because during the past, we used to attend about 35 and recently, we mange60
deliveries per month (…). (Health care provider, Kibati).
District Council and Health Centre managers also acknowledged increased number of deliveries
by operation:
Yes, the statistics show the increase of operations held in the centres thereby reducing
deaths because many operations are done in the health centres (CHMT member, Morogoro
District Council).
(…) even the numbers of deliveries by operations have increased. In the past, Caesarean
section was not performed in this health centre. So women had to travel to a large hospital
but now they get all services right here and the number of referrals has greatly decreased.
(HFMT member, Kibati).
There is increased numbers of women delivering by Caesarean section now than before
especially at Kibati. (CHMT member, Mvomero District Council)
To emphasize that the health centres are now offering great services believed to be of good quality,
participants expressed that many women who gave birth in the centres were from big cities where
most of healthcare facilities provide CEmONC but had to go to rural centres for delivery:
(…) many women now come from Dar es Salam or Morogoro or elsewhere to give birth in
our centre. They decide to come and give birth at their home villages because there is a
health centre, which offers good quality services. This has become their safer place for
delivery. (Health care provider, Ngerengere).
(...) people believe that they will get good services. It means that women are now coming
from other regions to this centre for delivery. Some of them come from Dar es Salaam to
deliver at this centre since it’s their home place. (Health care provider, Kibati).
(…) the number of patients is also increasing because people from different areas tend to
move here for services despite existence of a hospital at Berega, people are willing to walk
long distances in search for better services at this health centre. (Woman, Dumila).
3.5.2. Improved maternal and new-born health (reduced MMRs, NMRs, referrals)
Studies show that effective, high-quality care to prevent and manage complications during this
critical period is likely to significantly reduce numbers of maternal deaths, stillbirths and early
neonatal deaths (Bhutta ZA, Das JK, Bahl R, Lawn JE, Salam RA, Paul VK, 2014). Participants
in this study reported that because of gained skills in managing obstetric complications and
opening of Caesarean section services, the maternal and new-born services greatly improved. They
observed significant reduction in maternal and neonate deaths:
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(...) the maternal death rate has decreased. During the past, maternal deaths were very
high. For instance, last year, there were more than ten but up this September, there are
only four of them. (Health care provider, Gairo).
We have become very competent, and we can easily perform their duties including
responsibilities that helped reduce maternal and child mortality rates (...). (Health care
provider, Kibati)
After being trained, I am now more confident. I now know and understand what I am doing
and this has resulted in a lot of improvements. We have no maternal deaths and if it
happens, it is not because we do not have skills (...). (Health care provider, Ngerengere).
Currently, we experience maternal deaths that often arise because women present late into
the health centres. All in all, the numbers of maternal deaths and referrals have been
reduced significantly compared to the past. (Health care provider, Gairo).
Death rate has decreased in number because during the past before the staff were trained
about use of oxygen, we used to experience a number of women dying but as for now, I can
say the rate has decreased because our staff can use oxygen to help patients’ breath. So
after the mentorship, staff know some of the measures to be taken for the purpose of saving
patients’ lives, especially mothers and new-borns. (CHMT member, Morogoro District
Council).
Furthermore, participants reported that before receiving CEmONC training, they used to refer
many women with obstetric complications because of their inability to handle them. .But now they
are competent and they rarely refer women with obstetric complications:
We compare our experience based on the milestone achieved and failures. We have
managed to save lives of many women with eclampsia and PPH. We no longer provide
referrals for such cases. (Health care provider, Gairo).
(…) the referral cases of pregnant women have decreased in number from the health
facility to the regional hospital. (HFMT member, Melela).
(…) moreover, numbers of referrals have been reduced because most cases are managed
here. Also, this is a big achievement and the product of trainings. (Health care provider,
Gairo).
We used to refer women with obstetric complications to other hospitals but now referrals
have decreased significantly. (Health care provider, Kibati).
(…) previously, when we encountered an emergency case, we rushed to find means of
transport to transfer women to the big hospital in town for care. But nowadays, if we
encounter such a case, we manage it or do the operation here. (HFMT member, Melela).
Community members acknowledged the improved maternal and child health services compared to
the past when there were a lot of shortcomings:
Page 41 of 61

I think now services have improved. For example, we did not have X-ray services before.
There was only a building with no x-ray machine and when you have fractured bone you
had to go to Morogoro for x-ray services, but now, we enjoy that service here. Also, as my
colleague said, ultra sound services are also important. Such services should be present
for services to be fine in general (…). Ultra sound services were also unavailable, but now
they are available. Another new service is operation. (Men, Dumila).
Based on maternal and new-born care services, there have been very good services
because during the past, we did not have an ambulance but now you can make a call
wherever you are and they come to pick a mother up and bring her to the centre. They can
carry out an operation if necessary to save the baby, which is a good progress in terms of
maternal and new-born care services. (Men, Gairo).
Services now are good. For instance, I had a chance to experience theatre services and I
was satisfied with the services (…). (Woman, Ngerengere).
In these current two years, we are in good situation. In the past, when a pregnant mother
was to deliver, she did that in Mororgoro regional hospital. But now pregnant mothers
deliver here. The environment of labour here has improved. (Men, Ngerengere).
Services provided are good. For instance, this week, my baby managed to get treatment at
this health centre. We were provided with medicines. In comparison to previous years,
there are some improvements in availability of medicines to the patients. (Woman, Melela).
(…) before there were no any operations taking place but now, the operation is being
carried out. Also, blood transfusion is done of which I am very grateful. (Men, Kibati).
The availability of medicines has also been improved [as opposed to the past], with all
medicines being available for mothers and their babies. (Men, Melela).
(…) also, operation is done here. In the past, we did not have these services. Services have
improved. (Women, Kibati).
3.5.3. Introduced emergency obstetric services
The participants of this study shared that before they had received the CEmONC training, most of
the emergency obstetric and new-born services were not offered in the health centres. As
documented by other studies (Maswanya et al., 2018; Mselle & Kohi, 2016; WHO, 2007),
effective implementation of emergency obstetric and new-born care requires availability of health
care providers with ability to perform caesarean section and manage women with abortion, and
availability of essential medicine including blood for transfusion. These services were lacking or
unavailable in all the five project healthcare centres. They were introduced after the CEmONC
training:
(...), before we had to refer emergency cases because we had no blood transfusion service.
But now all obstetric emergency services are carried out here. Management of abortion
was also a problem. Now I can give testimony, even a nurse can do it when the doctor is
absent. (Health care provider, Ngerengere).
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In general, the centre provides a lot of services now; women now receive all the necessary
services here including blood transfusion, and when complications occur during delivery
trained staff are available to carry out a caesarean section and ensure safe delivery.
(Health care provider, Ngerengere).
It took us so long to manage anaesthesia since 1994 but after this training, everything has
become very easy for us. We are grateful to the ASDIT project. Everything is now going
well with managing anaesthesia. (Health care provider, Dumila).
In the past, there was no provision of blood service in Kibati and Melela but after the health
care providers received CEmOC training, they managed to introduce such services.
(CHMT member, Mvomero District Council).
(…) now the medical personnel we have here can perform surgical procedures. Therefore,
now we have started to offer Caesarean section and blood transfusion services. We are
handling all types of emergencies we receive. (Health care provider, Ngerengere).
Also, we did not have an incubator in the labour ward but after the training, we got an
incubator, which is functioning very well. (Health care provider, Gairo).
New services include operation. Thus, surgery services and blood transfusion are what
changed. Blood transfusion service is done here. There is no need to go to Turiani
anymore. (Women, Kibati).
(…) In the past, if a patient needed blood she/he could not get the service. For now, blood
transfusion is done within the centre of which we are grateful. (Men, Gairo).
Furthermore, participants reported that availability of obstetric and newborn services have reduced
the costs of referral to both women and the health centre. Also, they have reduced home deliveries:
It has also reduced the cost of transporting patients to the regional hospital in case of an
emergency. (CHMT members, Morogoro District Council).
What I can say in short is that we have minimized transportation costs in referrals. We
have also minimized the cost to the centre but most importantly, we have managed to
minimize the number of deaths. (Health care provider, Ngerengere).
(…) home deliveries have now decreased, which is very different from the past. The
practice of going to TBAs has not completely faded away, but at least, now they have more
faith in hospital services. (Health care provider, Ngerengere).
(…) if a mother needed an operation to deliver, we were supposed to pay for fuel cost for
us to be transferred to Bwagala hospital. But now this service is available here. When a
mother fails to give birth in a normal way, she is directly taken to theater for further help.
(Woman, Kibati).
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(…) if she required an operation to deliver, it is done here. They look after the pregnant
mother well [except for lack of medication]. (Men, Ngerengere).
3.5.4. Established an emergency team
Effective management of obstetric emergencies requires team work. Because of shortage of staff
providing CEmONC, it was necessary to formulate a group of CEmONC trained staff to deal with
all obstetric emergencies. The staff in the emergency team is always ready and committed to work
with other staff at any time when need arises. Participants described the emergency team as
follows:
The emergency team was established that considers all professions. There are nurses,
medical doctors, anaesthesiologist and laboratory technicians. Together, we work as an
emergency team. (Health care provider, Gairo).
(…) when we say an emergency team it means staff from various departments, like nurses,
doctors and laboratory technicians. So it depends on the problem of a woman. Within the
group, someone who is competent will give directives to other staff in the group and the
rest of the team members will implement the directives. In situations where one is not
available, always the other one covers up. For example, when the laboratory technician is
not around, anyone from the team will obtain the sample from the patient and test it and
when the laboratory technician arrives, he/she will verify the results. It is fortunate that
most of our staff have similar foundation courses. It doesn’t mean that because I am the
medical doctor I cannot withdraw the sample from the patients. I have elementary courses
but not as deep as the laboratory technician. Thus, I cannot fail to undertake the sample in
absence of laboratory technician. It is an emergence and thus, one can’t wait for arrival
of someone for actions to be taken. (Health care provider, Gairo).
Recommendations
ASDIT has, to a great extent, achieved the proposed objectives. To ensure sustainability of
these outcomes, we recommend the following:
 Regular facility audit should be conducted and address areas of weakness(es);
 Strengthen community engagement to ensure that community education is tailored to
the local needs;
 Emphasis on ensuring that health centres own the intervention rather than seeing it as a
project; and
 In each Health Centre, there should be identification of champions to provide regular
training to staff.

3.6. Improving the quality and quantity of mentorship and continuing education
3.6.1. Updating staff knowledge and skills to manage obstetric complications
It was learnt from this study that the training packages including modules that were provided
through their mobile phones, direct and indirect coaching as well as mentorship by phone calls
have been very useful in updating CEmONC skills thereby providing quality and safe care:
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(…) they provided us with modems. So we keep on searching for learning materials through
mobile phones to improve our knowledge and revise what was taught in trainings. (Health
care provider, Gairo).
Although some staff went for special training at Ifakara, mentors from Ifakara came as a
team to provide supportive supervision and training for all staff available at the centre.
Such measure brought great improvement on maternal and new-born care. (Health care
provider, Kibati).
3.6.2. Conducting remedial courses to update skills
During discussions participants described challenges they face when providing care to mothers
and new-born. As mentioned earlier in this report health care providers had challenges with
management of a woman with anaesthesia complications and therefore they proposed remedial
training or seminars to update their knowledge and skills to manage such challenges:
I think ASDIT should organize refresher courses after at least six months post-training for
remedial purposes. (Health care provider, Gairo).
(…) if possible, this project should continue updating us regularly because on each day,
we encounter new complications, and new challenges. I suggest that they should continue
educating us (…). (Health care provider, Ngerengere).
As we receive the training, I would also ask ASDIT to continue to train even those who
have received training. They should continue to conduct seminars. This will be very helpful.
(Health care provider, Dumila).
Even after they have left, they should be asking for feedback to see how we are ongoing,
about challenges we faced and remind us on some issues so that we continue providing
quality obstetric and new-born care. (CHMT members, Kilosa DC).
We should keep on reminding one another on some issues since we still have a long way to
go. We still need further training on how to analyse information to improve services.
(CHMT members, Morogoro DC).
The need for continued mentoring and coaching health care providers was also reported during
discussion with community members:
You know many people now who are professionals are just young men (…) despite the fact
that they have been at colleges studying but they have inadequate experience to manage
some cases. (…)Even the government needs to focus on finding doctors who have extra
ability, even if they will be one or two who will be lecturing regularly and guide these
young care givers rather than leaving them behind alone despite the fact that they are
doing a good job (…). Thus, if there is a mature professional who will be training and
mentoring those young ones, this will be very helpful. (Men, Dumila).
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3.6.3. Sharing of gained CEmONC knowledge and skills with other health care providers
Furthermore, participants reported conducting mentorship and supportive supervision to staff that
were not trained to ensure that the services are sustained by increasing the pool of health care
providers capable of providing quality and safe care to mothers as well as new-born babies:
(…) those who got training also trained other health providers, a strategy, which increased
the number of providers with ability to provide CEmOC. For instance, very few providers
received skills on helping baby breathe but now in the labour ward, a large percent of
providers is capable of assisting a baby to breathe. (Health care provider, Gairo).
(…) Normally, we share the knowledge and skills we have acquired practically with other
staff who did not go for training. Sometimes we conduct procedures with them so that they
can learn how to use equipment as well. (Health care provider, Kibati).
3.6.4. Promoting community obstetric and new-born health
Skills in mentorship and coaching were also used by the health care providers to improve
community maternal and new-born health. Participants reported that they sometimes visited the
communities and provided mentorship including guidance about proper breastfeeding,
immunization, personal hygiene and use of medicines:
What we do here after delivery is to provide instructions on how a mother can breastfeed
her baby, how to position and hold a baby during breastfeeding to limit chances of allowing
the baby to swallow some air and how to position a baby during breast feeding. We also
tell them to frequently breastfeed their babies whenever the babies want. Besides, we make
sure that before the mother leaves here (at the centre), the baby is vaccinated with BCG
and POLIO. In addition, we insist on her personal and baby hygiene as well as how to
handle the umbilical cord, just because if you don’t provide them with these instructions
when they get home, they immediately return with cord infection, which is a serious
problem. We tell her to keep the baby warm by covering the baby with warm clothing
because Gairo is a cold area (…). (Health care provider, Gairo).
(…) we teach the mothers whenever they observe anything strange in the babies conditions
not to follow any advice from their neighbours, except advice given here [health centre].
Or they should not just go and buy medicines from a drug store for the baby before bringing
the baby to the health facility for consultations. (Health care provider, Dumila).
The health care providers commonly engage key stakeholders available in the community:
(…) in the community, there are leaders and religious leaders are involved as well. For
example, during community education, we involve local government leaders and we
enforce some minor by-laws. (Health care provider, Ngerengere).
3.7. Effective and feasible components of a resource package for scale up CEmONC services
3.7.1. Provision of CEmONC modules on phones/computers for making quick references
Having CEmONC educative modules installed in the computers and phones gave the health care
providers an opportunity to make quick references at any time and thus, they ensured safe
provision of care.
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(…) they provided us with learning modules to help update and refresh learning materials
through mobile phones for knowledge improvement and revision of what was taught during
training. (Health care provider, Gairo).
Provision of computers with CEmOC modules had been very educative. When you are
stack, you can easily log into the computer and update yourself. (HFMT member, Melela).
3.7.2. Supportive supervision and mentorship
The supportive supervision, is a process of promoting quality at all levels of the health system by
strengthening relationships within the system, focusing on identification and resolution of
problems, and helping to optimize allocation of resources as well as promoting high standards,
teamwork, and better two-way communication (Marquez and Kean, 2002). Participants of this
study were very positive with the supportive supervision and mentorship done by ASDIT. The
support supervision was commonly done by ASDIT in collaboration with the CHMT members
whereby the supervision team had also an opportunity to mentor health care providers.
They [supportive supervision team] came with two objectives, firstly, to check whether or
not the health care providers at the centre were doing work according to how they were
trained, and to check who is supposed to perform particular roles, whether or not
procedural guidelines are followed and review works done by leaders of the centre.
Secondly, they came as supportive supervisors, especially during the operation and they
provided training on how to manage a mother with PPH and eclampsia. (CHMT Member,
Morogoro District Council).
Facilitators from Ifakara came as a team to provide supportive supervision and provided
training for the health care providers available at the centre. They gave training to all staff
members, a measure, which brought about great improvements on maternal and child care
services. (Health care provider, Kibati).
(…) Moreover, they came as a team to support us in real practices but also doing theory
and practice, for example, they could come on quarterly supervision. When in the centre,
they mentor the health care provider when conducting Caesarean and offer new knowledge
as well. (HFMT member, Kibati).
During the discussion with the Council health management team, however, they registered some
of the challenges of supportive supervision conducted by ASDIT. It was reported that the
supportive supervision was not guided but depended on what the health care providers were found
doing:
(…) Maybe in doing supportive supervision in the presence of the mentors, we haven’t
received any support telling us where exactly we were required to do. There is no package
for that. We don’t have any supportive document that would guide from them requiring us
to perform certain activities and provide reports on what we have done. (CHMT Member,
Mvomero District Council).
Besides, the Council health management team was concerned by the approach/modalities that were
used to conduct supportive supervision. They felt that the supportive supervision should be a
continuous process and it has not to be done only when ASDIT mentors visit the health centres:
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I meant that, for instance, on the issue of supervision, there could be a budget that will
enable us to be aware so that we may sometimes provide supportive supervision in those
areas and bring back a report of what went on. In other words, they should enable us to
go there and not having us wait for them to come so that we go with them (CHMT Member,
Mvomero District Council).
In addition, it should consider elements of mentorship whereby information is provided to the
health centres about the visit beforehand for the health care providers and other stakeholders
to prepare rather than conduct as an inspection or auditing:
(…) Also, in mentorship, they are required to provide information in advance. They should
not be coming like inspectors, since as a mentor, one is required to do something not like
auditing. I don’t enjoy when a specialist comes, when I am busy with a patient and I don’t
have a scissor that requires me to explain. Therefore, it is important to inform so that
preparations can be done. (CHMT Member, Mvomero District Council).
Recommendation
For scale-up and sustainability, we recommend that the training should be converted to a
blended model with all theoretical sessions offered online (a mobile version introduced) and the
clinical skills should be acquired through the district hospitals. This will lower the cost of
training.
3.8. Processes and content to engage stakeholders and policies for scaling up CEmONC
3.8.1. Updating guidelines to allow health centres acquire adequate supply of medicine and
specialists
To ensure access of adequate essential medicine to offer emergency obstetric and new-born
services, there is a need for the Ministry of Health to recognise that health centres have been
capacitated to offer CEmONC services. Therefore, it should upgrade these health centres and thus,
ensure access as well as adequate supply of medicine, equipment and specialists to implement
CEmONC efficiently:
(…) The Ministry of Health has adequate information that the health centres offer CEmOC
services. However, according to the guidelines, these health facilities are getting less
supply of medicine based on their category in the health system where most of medicines
required for CEmOC services are not supplied to such kind of facilities. The ministry
should recognise these facilities and change the guidelines for them to access adequate as
well as essential medicine. (HFMT member, Melela).
(…) there is a challenge of the general anaesthesia, which is not supplied in the health
centres. Thus, it requires us to look for other types of anaesthesia. The guidelines do not
allow use of such medications at the health centres. Therefore, the Ministry of Health is
required to update their guidelines (...). (Health care provider, Kibati).
I think they should consider increasing number of specialists. (Health care provider,
Ngerengere).
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3.8.2. Training health care providers beyond those in the 5 project health centres
Considering substantial achievements of the healthcare centres brought about by CEmONC
training including increased access as well as service satisfaction by women and the community,
participants proposed that ASDIT should consider scaling up CEmONC training to other health
centres in the region:
I am aware that ASDIT selected only few health facilities in our region, Morogoro. So to
improve this, I propose that they should consider the remaining health centres like Dutumi
(...). (Health care provider, Ngerengere).
CEmOC training should be done, specifically in rural areas since most of the cases brought
at the centre are referrals from the rural areas. Besides, they lack transport facilities with
a lot of challenges, which cause delays in moving women with complications to the health
centres. Therefore, the development partners should also consider providing some skills to
those working in in rural dispensaries. (Health care provider, Gairo).
I highly encourage you [ASDIT] to make improvements on the training. There should be
training of staff in rural areas where cases of this nature commonly occur and after getting
skills, they can assist more women. (Health care provider, Gairo).
3.8.3. Using health care providers who received CEmONC trained to train other providers
Participants proposed that ASDIT should continue training other staff who were not trained. They
proposed that trained health care providers could be engaged to train other staff in other healthcare
facilities which would result in ultimately reducing maternal and neonate deaths:
Those of us who were trained and started offering services should proceed to train other
staff who were not trained without considering if they come from here. I think staff from
other dispensaries can be trained because when we say reducing mother and child
mortality, we are not speaking only for a single health facility. We can speak for a district,
for a region, and country. However, that goal would not be reached because only five
health facilities participated in the whole region, or only five health facilities in the whole
nation, they say it is for the whole Tanzania. What I know this ASDIT program covered
only five health facilities in this region, but there are many here in this region (...). (HCP,
Ngerengere).
(…) if possible, ASDIT should carry on with the training. They can even use those who
were trained in collaboration with CHMT to continue instructing staff from other areas
who were not trained at all in this project. (Health care provider, Ngerengere).
We wished it [CEmONC training] would be sustained so as to ensure more staff gain skills
since we are not sure whether or not we will be able to attain the set out goals. As my
colleague has spoken, the council is highly overloaded with a lot of health centres. It is like
one parent with a lot of kids to take care of because each one is demanding. (Health care
provider, Kibati).
However, participants were worried if Districts will be able to sustain such training programmes
because of having other competing responsibilities:
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We wish this training program should be sustained by ASDIT so that staff will gain skills
since we are not sure whether or not we will be able to attain the set out goals. As my
colleague has shared, the council is highly overloaded with lots of centres to manage. It is
like one parent with a lot of kids to take care of as each one is demanding. (Health care
provider, Kibati).
3.8.4. Motivating health care providers to sustain quality obstetric and new-born care
Participants in this study stressed that for the staff to be well motivated to provide quality and safe
obstetric and new-born care. They should get their entitled allowances, posted in the area where
they could contribute significantly, work in an environment that has adequate medical supplies
and equipment as well as the aspect that they should be provided with tea during night shifts:
Motivations have to be provided particularly to staff working at night. There could be, for
instance, even a cup of tea so as to keep them active in performing their duties. (Health
care provider, Gairo).
Also, they should increase sutures and other medical supplies as well as provide on call as
including night allowances that have not been provided for a long period of time. Maybe
we should seek for support from ASDIT in providing some form of motivations to the
service providers, while CHMT and management bodies at the centre are still making some
long-term plans despite the ASDIT group having supported a lot of things they can also
assist on the motivational issue. (Health care provider, Gairo).
I think tea should be served to those in labour ward so that when one leaves, the other
takes part but it becomes a challenge when an emergency occurs. There should also be
motivation for those working in labour wards, specifically in this centre because they face
a lot of challenges while assisting people during delivery. Motivation enables people to
work with patience and care in attending their duties rather than work in an unfriendly
environment, which makes majority loose hope easily. (Health care provider, Gairo).
It is important to retain staff in the relevant sections as it happens sometimes due to
adjustment one may be shifted from the labour ward and sent to another unit whereby after
sometime, one can easily forget the skills learnt due to lack of practice. (Health care
provider, Gairo).
3.8.5. Increasing budget allocation
To increase access and uptake of interventions, political commitment, adequate budgetary
allocation and funding into the optimal provision of facility based maternal care are significantly
required. Health facility managers and providers who participated in this study suggested an
increase of funds to ensure availability of adequate medical equipment and supplies necessary for
provision of CEmONC:
The CHMT budget should be increased and priority should be given to all missing
equipment and supplies like surgical sutures and other medical supplies. We should make
sure that a pregnant woman finds all supplies including gloves and others. (Health care
provider, Gairo).
(…) because of the limited budget, we fail to cascade the CEmOC training to other staff. If
we had adequate funds we could organise a day training that would bring nurses,
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laboratory technicians and other providers together as well as learn from each other. But
it needs funds. It is a challenge unless organizations like this (ASDIT) provides support.
(HFMT member, Kibati).
The members of the District Council reported that previously, they received funds from the
Government so they were able to plan for human resource development plus purchase of
equipment or rehabilitation of infrastructures. But now funds they receive are very little such that
they cannot do things that they planned to do. They only receive funds to conduct supervision,
which is not sufficient:
(…) the main problem is funding, which hinders centres’ development. In the past, money
used to be disbursed directly to CHMT. It was decided here about staff who should be taken
for skill development or rehabilitation of buildings all matters were decided at CHMT.
Currently, CHMT receives only money for supervision, which cannot be used for anything
beyond that. So even available funds are not enough for supervision (…). (CHMT member,
Morogoro District Council).
3.8.6. Establishing regulations to stop traditional birth attendants from practicing
midwifery
During discussion, participants thought that to stop TBAs from practicing midwifery and thus,
reduce the number of women delivering at homes, the government could set rules and
punishments:
So we educate them about bringing women to deliver in the hospital but they don’t adhere
to the advice. Usually, the TBA receives gifts like goat for the baby boy and chicken for the
baby girl from the mother’s family for helping her give birth. This culture of giving gifts
sustains the practice of TBAs and contributes to high rates of women delivering at homes.
If there were set of rules and punishments for TBAs who assist women give birth at homes,
these incidents would have actually decreased. (…). (Health care provider, Gairo).
While the health care providers thought of establishing regulation to stop the practice of TBAs,
the community members thought of educating the community and finding out why women deliver
at home assisted by TBAs:
There is a need for a very large public seminar. I have lived here for a long time. Thus,
90% of women deliver babies at homes. There are TBAs (…). There is need for a seminar
to discuss why mothers prefer to deliver at TBAs rather than at hospitals. Some mothers
die because they deliver babies at TBAs. If you see a pregnant woman comes here for
delivery that means it has been impossible there. It is a complicated case that require
operation delivery because they come here as a last option after going to other traditional
services. Here TBAs are more popular than the health facilities. (Men, Dumila).
People living in villages should be given education (…). Women include the primary group
for receiving education. (Men, Kibati).
(…) they would have given us education on what should be done for our wives in ensuring
safe delivery. We would have taken the responsibilities. Unfortunately, we do not have such
education on how to handle a pregnant mother until she delivers safely. (Men, Melela).
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Recommendations
For scaling-up, we further recommend the following:
 The training should include all staff at the facility and all those trained by the project
should cascade the training to their colleagues;
 The districts, in collaboration with ASDIT, should design a training of trainers’ package
that can be used to establish a pool of trainers in each district;
 Guidelines as well as policies that restrict use of some anaesthetic drugs should be
revised so as to allow facilities with established capacity to offer CEmONC to acquire
those drugs;
 By-laws targeting those counteracting on increasing facility deliveries should be
strengthened as well as be implemented
 The district, on the upper hand, should increase allocation of resources to address
maternal health care issues.

4. DISCUSSION
A useful approach to discussing the findings reported above are within the context of the WHO’s
Health Systems framework (WHO, 2010), which focuses on six core building blocks and provides
a structured framework in which to plan for and implement policies and programs. Each of the six
building blocks includes some desired attributes (what a health system should have the capacity to
do) that are applicable for every health system. In addition to the original six blocs set out by the
WHO, the Tanzania government has, in its first ‘One Plan’ set out a seventh building block Community Mobilization, Participation and Advocacy. As there is an inter-dependence of each
part of the health system, an integrated approach to strengthening the health system is required
(WHO, 2010).

An enhancement of the core building blocks to include a recognition of community-based health
initiatives has been proposed by Sacks et al (2019). In this enhanced framework the overall goal
is “healthy people, healthy communities”, encompassing both facility-based and community-based
health services, a recognition of the importance of household production of health and social
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determinants of health, societal partnerships and the role of community-based health workers
(CHWs) and community organizations. The community component is valid even in facility based
interventions, such as the ASDIT project, as they serve communities. The health centres have
Health Facility Governing Committees, with representatives from the communities and it is policy
to have suggestion boxes for community feedbacks, CHWs program, conduct community outreach
and mobile clinics, as well as engagement of stakeholders during planning. As part of the ongoing
monitoring of health centres, exit interviews are conducted to monitor implementation and client
satisfaction. Community ownership and participation is very important and therefore facility heads
are required to attend to routine community ward meetings and give reports. All in all the 3 Delays
in seeking care involve a community component, even if programs may focus on facility based
interventions.
In particular, the first objective of the project – ‘Determine the enabling and inhibiting factors in
the implementation of Comprehensive Emergency Obstetric and Newborn Care at individual,
community, institutional and system level’ has been explored in terms of the six building blocks.
However, the findings that relate to the other objectives can also shed light on factors that impact
the ability to address the building blocks.
ASDIT Research Question/Objective
Enabling and inhibiting factors in the implementation of
CEmONC at the community, institutional and systems level
Improving the three-month CEmONC course for effective
delivery of CEmONC

Associated Building Block
All seven building blocks

Changing unmet needs for emergency obstetrical and newborn services through implementation of new CEmONC in
health centres

Service delivery
Health workforce
Health Information Systems
Access to Essential Medicines
Health Workforce
Leadership/Governance

Impact of quality and quantity of post-training mentorship
and continuing education for effective CEmONC delivery
Effective and feasible components of a resource package
designed to help stakeholder scale up CEMONC in Tanzania
Processes and content that are necessary to ensure
stakeholders are engaged and policies for scaling up
CEMONC in Tanzania

Service delivery
Health workforce

Service Delivery
Health Workforce
Leadership/Governance
Health Information Systems
Financing
Leadership/Governance
Community Mobilization,
Participation and Advocacy

The findings from the focus groups indicate that there are key enablers that support the improved
access to safe deliveries and newborn care in the participating health facilities. However,
challenges continue to exist that, if unaddressed, will limit the ability of CEmONC capacitybuilding programs to have a sustained impact. The cost package for scaling up the program needs
to incorporate all of the health system building blocks, recognizing the interdependency of each
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building block. For example, in order to ensure that service delivery is improved, costs related to
the health workforce, health information systems and access to essential medicines need to be met
and all of these factors are impacted by overall financing and leadership/governance. The findings
from the focus groups are enhanced by information generated from quarterly meetings, field
observations and a project documentary film, all of which were conducted by the researchers
during the course of the project. In these activities, the participating stakeholders provided
important perspectives on their experiences, and in particular, input on the cost packages, content
and processes for scaling up.
The project found that there were areas for improvement related to leadership and managerial
capacity within the facilities and the CHMTs, including the need to improve the skills-set of leaders
(both clinical and administrative), improving the implementation and monitoring of policies and
activities, and improving the management of financial administration, chain-supply management,
staffing, and infrastructure maintenance/ improvement. Leadership across the system (including
clinical and administrative sectors) is required to inform evidence-informed decision- and policymaking, particularly with the decentralization of financial and material resources as well as key
services to the primary health facility level. The areas for improvement in leadership and
management need to be addressed through capacity building, with a national mandate for capacitybuilding programs to occur at the regional, district, council and facility levels. The “Big Results
Now” (BRN) – Star Rating System has been implemented by the government to ensure all health
care facilities can monitor their facility’s capacity using a set of core indicators. Capacity building
in the area of leadership/governance and management can be aligned with this mechanism as a
way of measuring progress. Leadership across the system is required to inform evidence-informed
decision- and policy-making and with the decentralized system. The ASDIT team is strongly
supportive of the BRN strategy and would recommend that it be strengthened in terms of frequency
and length of visits as well as face-to-face time with facilities staff to review core indicators,
evaluate changes since the last visit and plan future changes.
With the decentralization of financing, there are major challenges in terms of process of
expenditure authorizations. During the project, consultations with management teams highlighted
that currently, a facility manager/chair has to travel (often many kilometres) to get approvals for
changes or additional budgetary expenditures. If there is an issue with the request, then the person
is sent back to get clarifications and often, the person may not return to get the approval. There
needs to be a cascaded approval process for expenditure authorizations.
Another recommendation related to financing, health workforce and service delivery is for a
motivation package – for facilities with high quality ratings, they should have access to what is
needed. For those health centres with lower ratings, they need to be supported to improve the
quality of services so that they can reach the same level as those who are already doing well.
In terms of service delivery and health workforce, the findings clearly indicate that the health care
workers who participated in the CEmONC training program felt that their skills improved and that
their health centres were able to provide better access to these services. While there were advances
in service delivery and health workforce in terms of increased skills, regular mentoring and
ongoing training as well as increased use of eLearning strategies and technology, is needed for
sustained improvements. Access to essential medicines and supplies required to provide
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CEMONC services exist in part due to national inventory systems that do not correctly identify
these health centres as performing these services. Therefore, as facilities improve their capacity to
provide services, updates in national policy and protocols also need to be made. Finally, the
findings indicate that introduction of CEmONC services at a health centre results in increased
number of service users hence creating a high workload pressure. This requires use of workload
indicators for staff needs (WISN) method to enhance quality of care and an increase in funding for
the facilities providing CEmONC services.
The government policy calls for expansion of public health centres providing CEmNOC services
from 12% in 2015 to 50% by 2020. Until now, the government has already upgraded the CEmONC
infrastructure for over 350 publicly-funded health centres. These newly constructed health centres
require skilled staff for CEmONC and anaesthesia. The training programs used in the ASDIT
project can address this need now and can be altered to meet the needs of different settings in
Tanzania. In addition, producing and supplying CEmONC kits (all of the required core
supplies/equipment required to perform CEmONC services) as an all-in-one package would ensure
that supplies and equipment would always be available for these services.
In terms of the health workforce, utilizing an integrated needs-based health workforce planning
approach, aligned with health service delivery planning, which take into account the new policies
for increased services would provide opportunities to plan for health workforce teams that are
required to meet the health care needs of the population, and in this particular case, mothers and
newborns.
With respect to Health Information Systems, there is a need for better utilization of the health
information, including operational research, at all levels. Also, there needs to be more dashboard
indicators that are used to inform the higher levels in real-time for quicker intervention (i.e.,
seeking out cause and assisting with appropriate intervention such as supply chain management or
mentoring of health providers). The information system needs to be modified to include these vital
statistics so that clinical audits can be improved and policies can be implemented to improve
quality (e.g., mentorship policy which, with the improved data, could determine where and when
people need to be mentored to improve outcomes).
During the focus group discussions, community members expressed the need for additional or
enhanced community-level education about the needs of mothers (pre- and post-) & newborns to
ensure the appropriate support is available to mothers and newborns within their home and
community. The delivery of this enhanced education might be overseen by the CHMTs. Such
actitvities provide opportunity for increased community mobilization, participation and advocacy
for MNCH.
Within the context of the health system building blocks, the ASDIT project has gathered
information that can inform scale-up of a program that can be aligned with regional and national
programs, such as the BRN Star-Rating System, to continue to strengthen the system’s capacity
for providing access to safe CEmONC to all mothers and newborns.
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5. RECOMMENDATIONS
In summary, the following recommendations and examples of specific actions for each are
suggested:
5.1. Recommendations on strengthening leadership and governance
Strengthen leadership and management skills for health facility management teams at
the primary health facilities.
Justification
This study and our observations during the ASDIT project implementation revealed areas for
improvement in leadership and management capacityfor clinical and administrative leaders of
the primary health facilities and members of the CHMT. These areas include, but are not
limited to, strengthening leadership capacity and practice, implementing strategic plans,
succession planning, clarity on tasks, roles and responsibilities, regular SS visits, improved
supply chain mechanisms. On the positive side, the government has decentralized financial
and materials resources as well as key services to the primary health facility level.
Additionally, there is anecdotal evidence that the initial leadership training (Synergy project)
has led to improved teamwork in delivering care and improved awareness/ knowledge and
practice among those in leadershiop roles. To impact on improved health outcomes, the
resources should be well managed and this requires capacity building in this area.
Proposed actions that can be taken
1. Align leadership and management capacity building with the BRN star-rating system to
ensure that all facilities have access to this capacity building.
2. Scale up capacity building leadership and managerial programs to management and
provider staff within facilities.
3. Strengthen supply chain management.
4. Clarify tasks, roles and responsibilities among administration of health facilities and health
management teams.
5.2. Recommendations on strengthening workforce for health
5.2.1 Strengthen and scale up CEmONC and anaesthesia educational training programs
in order to bridge the existing critical shortage of skilled providers in Tanzania
Justification
The government policy calls for expansion of public health centres providing CEmNOC
services from 12% in 2015 to 50% by 2020. These newly constructed health centres require
skilled staff for CEmONC and anaesthesia. These educational training programs provide
scalable solution to achieve this goal while waiting for more production of more trained staff.
Skills of trained staff should be strengthened by regular mentorship program and use of
eLearning strategies including mobile technology.
Proposed Actions that can be taken
1. Scale-up in-service training programs for the next 5 years
2. Ensure curricula in training institutions include CEmONC and anaesthesia components
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5.2.2 Distribution of health care providers to the health centres should be based on the
patients workload
Justification
Findings indicate that introduction of CEmONC services at a health centres results in
increased number of service users hence creating a high workload pressure. This requires use
of health workforce planning and the consistent ongoing use of workload indicators for staff
needs (WISN) to enhance quality of care.
Proposed actions that can be taken
1. Update existing health workforce policies and action plans.
2. Apply integrated needs-based approaches to health workforce planning.
3. Ensure staff are trained to utilize WISN at district and facility levels.
4. Incorporate facility utilization into the BRN-Star rating assessments
5.3. Recommendations on health financing
Categorization of health centres and allocation of budget based on the needs of the
population and workload of the health workforce.
Justification
Findings indicate that introduction of CEmONC services at the health centres results in
increased number of service users hence creating a high workload pressure. This requires more
funds than non-CEmONC facilities.
Proposed actions that can be taken
1. Include estimates of the CEmONC costing package in budgeting.
2. Utilize the integrated needs-based planning tools (which looks at current capacity, needs
of the population, and based on those needs, what workforce is required to meet the
identified health care needs) and WISN reports to inform budget allocations for HRH.
3. Institute a Council level cascaded expenditure approval process.
4. Ensure availability and utilization (through enhanced capacity) of the health management
information system
5.4. Recommendation on services delivery
5.4.1 Strengthen clinical audits for maternal and perinatal deaths, caesarean section and
severe morbidities in order to improve the quality of care at the health centres.
Justification
Findings indicated that regular clinical audits can enhance the ability of health centres to
monitor and improve the quality of care.
1. Use findings from IMCHA projects to inform SOP updates.
2. Utilize reports from BRN star-rating assessments.
5.4.2 Strenghthen capacity of health centres to provide quality CEmONC services in
terms of ensuring adequate human and non-human resources
Justification
Many health centres have been expanded to include CEmONC services within their catchment
areas. However, while capacity has been built though enhanced training, such as the ASDIT
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program, there is still a need to ensure that capacity is sustained and that health centres are
prepared for providing CEmONC services at all times.
Proposed actions that can be taken
A. Clinical preparedness to improve quality
3. Deem CEmONC as an ‘essential’ service for all health centres within national policy.
4. Provide delivery supply packages directly at health centres (even if provided for point-ofcare purchase by patients).
5. Use findings from IMCHA projects to inform SOP updates.
B. Human resources
6. Improve availability of trained personnel and SOPs.
7. Use health data for determining extent of need .
8. Scale up mentorship programs.
9. Involve local teams (CHMTs / RHMT and HFMTs) in the implementation of mentorship
programs.
C. Community engagement
10. Enhance community mobilization and CHMT advocacy.
11. Utilize private/public partnerships.
12. Utilize national/ regional/ community networks for improving dissemination.
5.5. Recommendation on the infrastructure and supply chain
Strengthen the health infrastructure and supply chain for health facilities in Tanzania to
enhance availability of essential CEmONC drugs and supplies as well as medical
equipment.
Justification
Findings indicate regular stock out of essential drugs and supplies for CEmONC services
delivery at health centres.
Proposed actions that can be taken
1. Identify best practices for supply chain management.
2. Enhance supply chain management capacity across the health system.
6. CONCLUSION
Based on findings from this study, ASDIT intervention has contributed significantly in improving
the emergency obstetric and new-born services in the intervention facilities. The competencies
acquired by health care providers have enhanced increased staff commitment and team-work spirit.
As an outcome, there is increased number of deliveries in health centres and declining trend of
maternal and neonate deaths, and referral because the health care providers are capable of
competently and confidently providing emergency obstetric and neonatal care services.
Furthermore, three of the five health care facilities have established CEmONC services that never
existed before thereby reducing cost of referral to women as well as their families. Inadequate
medicine, especially those essential for CEmONC services and lack of neonatal units may have
negatively affected the impact of ASDIT interventions. Taking into account successes and
challenges noticed in this study, scaling-up of the ASDIT intervention activities to other health
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centres would yield additional benefits. Therefore, in order to scale-up, it is vital to have a blended
training that has an online version and hands on training. The training should start by building
capacity of local champions [training of trainers] who can provide regular support once the online
training has started. Finally, refresher training and community engagement should be conducted
to ensure all stakeholders are updated, while areas of weakness should be identified and addressed.
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