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INTRODUCTION

The World Health Orgamzatlon (WHO) estImates that approxImately 600,000 women dIe from
obstetnc complIcatIOns each year (WHOIUNICEF, 1996) Between 10 and 29 percent of all
deaths of women m theIr reproductIve years m developmg countrIes are due to obstetnc
complIcaTIons or dIseases aggravated by pregnancy In Latm Amenca, one m ten women
between the ages of 15 and 44 dIe from maternal causes, m ASIa, where most of the reproductIve
women lIve, the rate IS nearly one m four m thIS age group (excludmg ChIna), and m sub-Saharan
AfrIca nearly one In every three UTOOl€n wIll dIe from chIldbeanng (WHO, 1997)

At the Global Safe Motherhood Conference, NarrobI, 1987, WHO advocated the use of EssentIal
Obstetnc Care (EOC) to reduce these deaths PolIcy makers from 39 countrIes attendmg thIS
conference rallIed behmd thIs recommendatIOn m an attempt to reduce maternal mortalItIes and
morbIdItIes m theIr countrIes Over the last ten years, governments and polIcy makers m the
developmg world have put safe motherhood on theIr natIOnal agenda, mvestmg country and
donor resources to tackle the problems related to maternal and neonatal mortalIty and morbIdIty
Now, 11 years later, we see lIttle dlscernable dIfference m the mCIdence of maternal mortalItIes
and morbIdItIes

Accordmg to Dr MarJone Koblmsky, I safe motherhood IS a complex Issue WIth no eVIdence that
a smgle mterventIOn can "solve" maternal mortalIty Rather, as shown m developed countnes,
the compleXIty demands a health-systems approach mvolvmg all levels-from the communIty to
the dIStnCt to the regIOn Is thIS system too costly to Implement? Not when consIdenng the
enormous benefit gamed m savmg and Improvmg the lIves of mothers and babIes PrelImmary
results from a cost study of the publIc sector m BolIvIa2show that the greatest expense IS the cost
of Improvmg servIces for normal pregnancy and bIrthmg Results also show that the tIme needed
for trammg m EOC-a step whIch cannot be bypassed-IS only a fractIOn of the cost needed for
the prOVlSlon of qualIty care for normal bIrthmg

To further explore thIs debate, the AfrIca Bureau of USAID funded MotherCare to explore what
was happenmg m select AfrIcan countIes where there has been a strong polItICal wIll, artIculated
m natIonal polICIes and translated mto actIVItIes that mclude both the commumty and medIcal
health care systems To that end, MotherCare asked health representatIves from Ghana, MalaWi
and Uganda to (1) descnbe, wIthm theIr polItIcal enVIronment, the actIVitIes and mterventIOns
whIch have been self-generated by communItIes to overcome the bamers of access to quahty
maternIty care, (2) assess the capaCIty ofhealth centers and hOSpItalS to prOVIde qualIty Essential
ObstetrIc Care for those who demand these servIces, and (3) descnbe lInkages and partnershIps
between the commumty and prOVIders

ISafe Motherhood Ten Years Later, 1997

2MotherCare BohvIa, 1997



The country teams accepted tIns challenge WIth a spmt of pnde and a determmed WIll All three
country teams (typIcally mcludmg an obstetncIan, a mIdwIfe, a SOCIal servIce expert, a health
economIst or someone WIth relevant SkIlls, and a member of an NGO/Women's group)
conducted both communIty and faCIlIty assessments WhIle no country can descnbe a "fully
successful dIStnCt model" wInch encompasses strong mterventlons m the communIty and the
facIlIty, they have each found mterventIOns along the "Pathway to Maternal SurvIVal" whIch
appear to make a dIfference

The country assessment reports descnbed m tins document are descnptive and qualItatIve, the
tIme was too short to do a quantItatIve study The teams have descnbed mterventlOns which
appear to be promIsmg but w111 need to be studIed further Even so, these early descnptlOns are
hopeful and helpful-and worthy of expanSIOn to other areas and other countnes

MotherCare and the Country Teams have also been collaboratmg WIth the PartnershIps for
Health Reform Project (PHR) m conductmg EOC cost studIes m each of the countrIes These
reports are not mcluded In thIS document but WIll be dIstnbuted under separate cover
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Map of Ghana ShoWIng LocatIon of the Eastern RegIOn and the Study Area
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EXECUTIVE SUMMARY

Ghana IS one of the countrIes that partIcIpated m the conference whIch WItnessed the launchmg
of Global Safe Motherhood ImtIatIve, an ImtIatIve auned at reducmg-by sIgmficant margms­
complIcatIOns and death due to problems assocIated WIth pregnancy and ChIldbIrth Ten years
after the launchIng of thIs global ImtIatIve, another conference, held m Columbo, Sn Lanka,
revIewed progress The outcome of the Sn Lanka conference revealed that sIgmficant progress
has been made m expandmg and Improvmg maternal health servIces at the global level

ThIS assessment IS a follow-up to the Colombo conference Efforts were made m the Eastern
RegIOn of Ghana to assess the Impact of mtensIfied actIvItIes aImed at Improvmg maternal health
through collaboratIve research work The study set out to assess and descnbe the Safe
Motherhood Programme m Ghana m order to IdentIfy methods for provIdmg essentIal obstetrIc
care m health-care faCIlItIes WIthm VarIOUS communItIes

The key methods of data collectIOn were (1) an extensIve lIterature reVIew ofpohcy and research
documents and servIce records, (2) mtervIews WIth servIce prOVIders (doctors, mIdWIves, nurses,
TBAs), (3) focus group dIScussIons WIth communIty groups, and (4) an mventory of health
servIces and eqUIpment

Data was gathered m selected hOSpItals, health centers and chmcs and from mdIvIduals and
communIty groups The study found that the country model for enSUrIng safe motherhood IS
largely mcorporated m the Maternal and ChIld Health Programme, famIly planmng servIces, and
chIld survIval strategIes, VIa a three-tIer system, that IS, at the communIty, sub-dIStrIct and dIstnct
levels The regIOnal and natIOnal levels proVIde technIcal resources and supervISOry and
momtonng support

TradItIOnal BIrth Attendants (TBAs) form the WIdest network of communIty-based health
workers, WIth unIform traInmg and supervISIOn prOVIded by the MImstry of Health The study
shows that the TBAs playa useful role as Important lInks between the communIty and the formal
health system and serve as the first pomt of contact between the two

The result of the study also shows that mIdWIves m publIc health centers and pnvate maternIty
homes proVIde maternIty care They exert a powerful and pOSItIve mfluence m the communIty
They proVIde the first supervISOry and momtonng support for TBAs, as well as the first referral
pomt on matermty, ImmunIzatIOn and famIly planmng servIces

DIstrIct hOspItals are the focus of chmcal care WIthm the dIStrIct These are staffed WIth general
practltloners, nurses and other paramedIcal staff whose actIVItIes, preparatIOns and trammg make
them serve as the final referral pomt m the dIStrIct and who also supervIse matermty, chIld
SurvIVal and famIly planmng servIces 10 theIr respectIve catchment areas
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Key findIngs from the study Include the folloWIng

Maternal newborn and neonatal statIstIcs IndICate a steady Increase In coverage over the
past few years

InformatIon, educatIOn and commumcatIOn on safe motherhood actIVItIes have led to
Increased knowledge and pOSItIve attItudes that are condUCIve to unprOVIng maternal
health

The Involvement and actlve partlclpatlOn of commumtles In safe motherhood actlvltles
have led to successful cooperatlOn and collaboratIOn With the formal health system Tills
has resulted In InnovatIve communIty InItIatives and commumty-owned projects The
PMM project IS a claSSIC example

The decentrallzatIOn of health system care takes place through the delegatIon of
responsibillties (e g , tralmng In safe motherhood cllmcal skIlls)

Results of the Inventory carned out In selected health system faCIlIties IndICate that the
essential eqUipment and supplIes for emergency obstetrIc care do eXIst

1 The eXIstence of clear pollcy documents serve as useful gUides

2 OperatIOns research and regular tralmng of servIce proVIders are Important elements of the
InItIatIVes

3 Clearly defined referral systems and the actIve Involvement of clIent commumties are pre­
reqUiSItes of any successful safe motherhood program

Ten years after It was launched, the Safe Motherhood ImtiatIve has made steady progress and
sIgmficant galns, but It IS not hkely to acilleve ItS glamorous objective ofhalvmg the 1987
maternal mortalIty ratIO by the year 2000 The urgency In addreSSIng the Issues of accessabilIty
to maternal health servIces, Improvement of qualIty of care, and the need to generate demand
remaIn key strategIes that should be pursued further
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COUNTRY PROFILE

On the West Coast ofAfrIca lIes the RepublIc of Ghana, With a land area of238,537 square
kIlometers The country IS bounded on the west by Cote d'lvoue, on the north by Burkma Faso,
on the east by the RepublIc of Togo, and on the south by the AtlantIc Ocean, which washes a
560-kI1ometer stretch of coastlme Ghana can be roughly dIvIded mto three vegetatIOn zones

(1) coastal savannah charactenzed by shrubs and mangrove swamps,

(2) a forest belt that gradually thIns out as one moves northwards, and

(3) a dry savannah

Ghana has ten admmistrative regIOns, which are further dIVIded Into 110 dIstncts, the basIc UnIts
of polItICal admInIstratIOn

EVIdence from the thIrd Ghana LIvmg Standards Survey (GLSS-3) mdicates that nearly two­
thIrds (64 percent) ofthe heads ofhousehold are Chnstians, the rest are Muslnns, practItIOners of
tradItIOnal relIgIOn, or adherents ofvanous smaller relIgIOUS entItIes

Ghana's economy IS mIxed, conSIstIng maInly ofa small, capItal-IntensIve, modem sector
InvolVIng mmIng and a few manufacturIng establIshments, a grOWing mformal sector of small
bUSInessmen, artIsans and techmcians, and a large, tradItIOnal agncultural sector made Up mostly
of small-scale peasant farmers The agncultural sector alone absorbs three-fifths of the country's
labor force and accounts for more than half(51 percent) of the Gross DomestIC Product (GDP)

The country's mId-year populatIOn for 1997 IS estImated at over 17 mIllIon, With a populatIOn
growth rate estImated to he WIthin the 2 8 to 3 0 percent range per annum Reflectmg thIs hIgh
rate of growth IS the populatIOn's age structure 48 percent IS less than 15 years old, and only 3 5
percent 65 years old or older The total fertIlIty rate has decreased from 6 4 In the mId-1980s to
55 m the 1990s

POPULATION POLICY

Ghana's populatIOn polIcy, enunCIated In 1969 and reVIsed m the mId-1990s, seeks to

... Ensure systematIC mtegratIOn of populatIOn and farml} planmng Issues m all aspects of
development plannmg and programmmg

... ProVIde InfOrmatIOn and educatIOn on the value of small famIly SIze and responSIble
parenthood
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T ProvIde accessIbIlIty to, and ensure affordabillty of, farmly planmng servIces for all
couples and mdlvlduals wantmg to regulate theIr fertIlIty

T Reduce further the hIgh rates of morbIdIty and mortalIty and promote the health and
welfare ofmothers and chIldren

T Improve demographIc data collectIOn, processmg, analysIs, dissemmatIOn and research on
populatIOn and development on a regular baSIS

~ AchIeve a more balanced dIstrIbutIOn of the populatIon between rural and urban areas, as
well as between regIOns

T Promote sound envIronmental management

T Address the needs of women, youth, the aged, and persons With disabIlItIes

HEALTH POLICY AND PROGRAMS

The developmental goals of Ghana are geared towards Improvmg the of qualIty of lIfe of the
populace However, the welfare of the populatIOn contmues to be threatened by a number of
factors Among them are the hIgh fertIlIty rate and hIgh maternal and mfant morbIdIty and
mortalIty rates, WhIch have made the attaInment of these natIOnal development goals more
dIfficult

To address thIs problem, NatIOnal PolIcy Gmdelmes, Standards and Protocols for reproductIve
health servIce delIvery have been formulated The polIcy gUIdelmes and standards presented m
the document reflect the current natIOnal goals and pnontles as stIpulated by the Mlmstry of
Health wlthm the framework of the natIOnal populatIOn polIcy The gmdelmes and standards
also address the gaps and mconslstencles currently mterfenng With the prOVISIOn of reproductIve
health servIces and trammg for servIce Improvement They prOVIde a set of baSIC expectatIOns
and mInImum acceptable levels of servIce prOVISIOn and trammg

Health servIces m Ghana are proVIded by the government, non-governmental organIZatIOns, and
the pnvate sector These servIces are organIzed at the commumty, sub-dIStrICt, dIStrICt, regIOnal
and natIOnal levels m such a way that servIces prOVIded at the communIty, sub-dlstnct and
dlstnct levels adequately meet the baSIC health needs of the maJonty of people, thus constItutmg
the pnmary health care dehvery system ThIS arrangement ensures unIversal access to baSIC
reproductIve health care and makes health care more commumty- or consumer-onented and less
prOVIder dependent

The government of Ghana IS commItted to the goal of provIdmg health care for all ItS CItIzens by
the year 2001 through thIs decentralIzed Pnmary Health Care (PHC) delIvery system The
strategy m attammg the goals of the PHC IS to concentrate efforts m the follOWing pnonty areas
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o Maternal and ChIld Care

o FamIly Plannmg

o NutntIOn

o Control ofDIarrheal DIseases

o MalarIal Control

o ImmumzatIOn Programs

o Health EducatIOn

o Sexually TransmItted DIseases and HIV/AIDS

Some of the MInIStry ofHealth's ObjectIves relatmg dIrectly to maternal and chIld health to be
realIzed by the year 2001 mclude

.... Increasmg the prevalence of famIly planmng methods by 25 percent

.... Increasmg coverage of antenatal care to 90 percent

.... IntensIfymg the breastfeedmg campaIgn

MATERNAL MORTALITY IN GHANA

The annual MInIstry of Health reports mdIcate the maternal mortalIty ratIO, based on mstItutIOnal
data, IS 2 14 per 1000 lIve bIrths m 1995 InformatIOn on maternal morbIdIty IS not relIable
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InstItutIOnal-based data reported from the regIOns show regIOnal vanations The hIghest
mortalIty ratIO of480 per 100,000 was recorded by Upper East RegIOn and the lowest, 90 per
100,000, by the Greater Accra RegIOn Smce these ratIOS are still unacceptably hIgh, all efforts
are bemg made to lower them

The major causes of matemal deaths are hemorrhage, sepsIs, obstructed labor, pregnancy­
Induced hypertensIOn, and unsafe abortIOn Recent studIes carned out In Ghana show that
women dIe because delays m reCeIVIng emergency obstetnc care occur at cntIcal pomts

(1) at home, In delayIng the deCISIon to seek emergency treatment,

(2) m reachIng an InstItutIOn that can prOVIde emergency obstetncal care, and/or

(3) In reCeIVIng effectIve emergency obstetrIcal care at the referral InstitutIOn

13



THE SAFE MOTHERHOOD INITIATIVE

OVERVIEW

The Global Safe Motherhood ImtmtIve was launched m 1987 m NaIrobI, Kenya, and Ghana was
one of the countrIes represented at the conference The once senously neglected problem of
deaths from complIcatIOns of pregnancy and childbIrth was dIscussed, and an actIOn plan
developed for ImplementatIon by all countnes-with partIcular focus on the developmg
countrIes In 1997, an mternatIOnal reVIew meetmg held m Colombo, Sn Lanka, portrayed the
sIgmficant progress made m expandmg and Improvmg maternal health servIces

The mam target set by the Safe Motherhood Imtmtive was a reductIOn m maternal deaths by 50
percent by the year 2000 Three-quarters of maternal deaths result from the dIrect obstetncal
complIcatIOns ofhemorrhage, sepSIS, obstructed labor, hypertensIve dIsorders ofpregnancy, and
mduced abortIOn An Ideal safe motherhood program aims first to prevent or reduce these five
causes ofmortalIty (see Box 1)

14



BOX 1 Elements of a Safe Motherhood Program

InformatIOn, EducatIOn and CommuRlcatlOn strategy aimed at

o mcreasmg appropnate and timely use of servIces for famIly planmng prenatal dehvery and postpartum care

o mcreasmg awareness of danger sIgns durmg the maternal penod

o enhancmg the counseltng skJlls of provIders to address women's concerns and needs

o mobllIzmg commumtles for transport of women with obstetncal complIcations

o commumty-based famIly plannmg and obstetncs wIth tratned staff (nurse/mIdwIVes) or outreach by such staff to prOVIde
famIly plannmg and management of unwanted pregnancIes

o case detectIon of comphcatlOns

o prenatal screemng based on prevIous obstetnc history and present medIcal problems

o normal deltvery

o post-abortIon care

o obstetnc first aId (e g sedatIves for early eclampSIa, skIlls for manual removal ofthe placenta)

First referral-level facilities with 24 or more beds to prOVide

o surgIcal obstetncs

o anaesthesIa

o medIcal treatment for sepsIs shock eclampSIa, etc

o blood replacement

o manual procedures and momtonng labor (e g vacuum aspIratIon) partograph

o management of women at hIgh nsk speCIfically those who have had prevIous operative dehvery and those at nsk of
obstructed labor

o famIly plannmg support mcludmg surgIcal methods for men and women

o neonatal speCial care

Effective referral With

o a means of commumcatmg between staff at the penpherallevel

o a means of transportmg compltcated obstetrIcal cases to referral services

o a means of coordmatmg care among the levels of health prOVISIOn

o a means of ensurmg qualtty of care at all levels (e g a confidential mqUlry of all maternal and prenatal deaths to determme
aVOIdable problems IdentIfied from the commumty through to the referral facIltty level)
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InterventIOns to reduce maternal mortalIty and morbIdIty fall mto three mam categones

1 PreventIOn of unwanted pregnancIes
2 AvoIdance of obstetnc complIcatIOns
3 ReductIOn m case-fatalIty once senous complIcatIOns have ansen

These mterventIOns are ImplIcIt m the so-called "five pIllars" of safe motherhood (1 e , antenatal
care, supervIsed delIvenes, postnatal care, famIly planmng, and preventIOn and management of
abortIOn complIcatIOns), the foundanons of whIch are pnmary health care and greater eqUIty for
women

REPRODUCTIVE HEALTH

Ghana's ReproductIve Health PolIcy states that reproductIve health care IS a constellatlOn of
preventIve, curatlve andpromotlOnal serVIces for the lmprovement ofthe health and well-bemg
ofthe populatlOn and, especzally, mothers, chIldren and adolescents

Box 2 Components of ReproductIve Health Care ServIces

o Safe motherhood, mcludmg antenatal, safe dehvery and postnatal care

o FamIly plannmg

o PreventIOn and management of unsafe abortIOn and post-abortIOn care

o PreventIOn and treatment ofReproductIve Tract InfectIOns (RTI), mcludmg sexually transmItted
dIseases (STDs), HIV/AIDS

o PreventIOn and treatment of mfertIhty

o Management of cancers of the reproductIve system, mcludmg breast, testIcular and prostatIc cancers

o PreventIOn and management of cervIcal cancers

o Respondmg to concerns about menopause

o Discouragement ofharrnfuI tradItIOnal practices that affect the reproductIve health of men and women,
such as female gemtal mutIlatIOn

o InformatIOn and counselIng on human sexualIty, responSIble sexual behaVIOr, responSIble parenthood,
pre-conceptIOnal and sexual health
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Withm the context ofpnmary health care, reproductive health servIces are bemg mtegrated and
made accessIble to all women and chIldren m Ghana The natIOnal objectives of reproductIve
health care are to

(1) decrease the maternal mortalIty ratio by 50 percent from the present 214 per 100,000 lIve
bIrths by the year 2001,

(2) mcrease bIrth mtervals to an average of3 years by the year 2001,

(3) decrease mfant mortalIty rates from 66 per 1,000 hve bIrths to 50 per 1,000 lIve bIrths by
the year 2001, and

(4) mcrease the modem contraceptIve prevalence rate by 25 percent

The strategy for acmevmg these ObjectIves IS based on the pnncipies of pnmary health care,
mcludmg commumty-based activIties With full communIty partIcIpatIOn, health educatIOn,
appropnate and affordable technology, mter- and mtra-sectoral coordmatIOn, and outreach
actIvIties

THE SAFE MOTHERHOOD INITIATIVE

The Safe Motherhood Imtmtive Conference m NaIrobI m 1987 resulted m a dramatic mcrease m
attentIOn to the problem of maternal mortalIty m Ghana For example, m 1987 a safe
motherhood operatIons research project m 12 dIstrICts was started Also started that year was an
operatIOns research project on TBAs Smce 1988, the PreventIOn ofMaternal MortalIty Network
Programme (PMM) has been operatmg m Ghana, conductmg research m two dIstrIcts mto
hemorrhage and obstructed labor as causes ofmaternal death Numerous other Imtiatives by the
pubhc and pnvate sectors were started allover the country m an attempt to address maternal
mortalIty

Program ofActIOn

SpecIfic actIOns carned out at the country level mclude the follOWing

... The LIfe-Savmg SkIlls (LSS) Programme mstituted m 1990 to eqmp mIdWives
WIth the knowledge and skIlls to manage obstetnc emergenCIes

... The formatIOn of the NatIOnal Safe Motherhood Task Force m 1993,
charged With the responSIbIlIty of producmg clImcal and management protocols
and health educatIOn gmdelmes
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... The tra1ll1ng of publIc health practItIOners and opiIDon leaders In the use of the health
educatIOn gUIdelInes

... Two natIOnal consultatlVe meetmgs on safe motherhood held m 1993 and 1995
to address the Issue of maternal health

... The extensIOn to other dIstrIcts of the PreventIon ofMaternal MortalIty
Network Programme, whIch focuses on research Into hemorrhage and obstructed
labor as causes of maternal deaths

... On-goIng traIIDng and refresher traIling of TBAs at the commumty level In all
ten regIOns of the country

... The decentralIzatIOn of emergency obstetrIc care to dIstrIcts and subdIstrIcts

... On-goIng traInIng of non-physIcIans In post-abortIOn care

... A MIIDstry of Health system to ensure that health faCIlItIes have the supplIes
and eqUIpment they need

... The development by the Mmistry ofHealth of standards, bemg dlssemmated
natIonWide, to Improve and support health delIvery

NOTE The MInIStry'S health pohey also alms at enSUrIng that women receIve the approprIate services they need,
for example, all women are entitled to free antenatal care at government health faclhtles

COUNTRY MODEL FOR ENSURING SAFE MOTHERHOOD

The Government of Ghana defines Its maternal and chIld health polIcy as follows

Maternal and Chzld Health represents the sum total ofservzces reqwred to
promote and mamtam the health ofwomen and chzldren m Ghana Maternal and
Chzld Health Servzces therefore mcorporate all Safe Motherhood, Chzld Survzval
and Famzly Plannmg Strategzes

Thus, safe motherhood IS seen as an Integral part of the natIOnal maternal and chIld health/famIly
planmng servIce, WhIch IS, In tum an Integral part of the natIOnal health servIce Therefore, the
country model adopted by Ghana for preventmg maternal mortalIty and morbIdIty follows the
three-tIer system of Pnmary Health Care, WIth speCIfic servIces prOVIded at the communIty, sub­
dlstnct and dIStnCt levels, WIth regIOnal and natIOnal supportmg systems
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Commumty Level

Hlstoncally, TBAs have proVided servIces to a large percentage of women and cmldren m Ghana
and are valuable lInks between the communItIes and the health system The Mlmstry ofHealth
has mcluded them m the delIvery of maternal and cmld health servIces

To prOVIde a unIform traImng program, a NatIOnal TradItIOnal BIrth Attendant (NTBA) program,
based on the findmgs ofan operatIOns research project m twelve dlstncts, was establIshed m
1987 The program's purpose was to establIsh an effectIve trmmng and supervIsIon structure

lmkmg the health system and the TBAs To establIsh rapport and good workmg relatIOns and to
faCIlItate team work, mIdWIves from the dIStnctS and sub-dIStnCtS were mvolved m the selectIOn
of TBAs for traIling and m the trailing Itself

A qualItatIVe study of the program after ImplementatIOn shows the usefulness oftrammg TBAs
However, supervIsIOn, communIty mobIlIzatIOn, and refresher trailing courses are needed If
there IS to be lInkage With the health care delIvery system

Sub-dlstnct Level

The key servIce prOVIder m matermty care at the sub-dlstnct level or health center IS the mIdWife
She exerts a powerful and pOSItIve mfluence on the commumty, m order to create an
enVIronment wmch IS supportIve ofwomen and to educate women to enhance theIr status As
the first pomt of referral m some communItIes, she trams and supervIses TBAs and prOVides
essentIal obstetrIC and neonatal care MIdWIves educate the commumty on the preventIOn of
unwanted pregnanCIes and ofSTDs (mcludmg HIV/AIDS), as well as on the dangers of unsafe
abortIOn They adVIse on the need for ImmumzatIOn and appropnate nutrITIOn to mcrease chIld
SurVIval rates FamIly planmng counselmg and servIces also form an mtegral part of the servIces
mIdWives prOVIde

Dlstnct Level

The focus of clImcal care at the dlstnct level IS the dIStnCt hOSpItal It serves as the referral pomt
for the health centers WIthm the dlstnct The phySICIan has a cruCIal role at the dlstnct hospItal
m provldmg essentIal obstetnc care So that phySICIans can fulfill tms role, pre-servIce tralmng
and rotatIon of young phySICIans are deSIgned In such a way as to enable them to acqUIre the
knowledge and skills relevant to theIr practice before bemg posted to the dIStnCt hospItal

ReglonaL1VanonalLevel

ObstetrICIans are mvolved m advocacy, planmng and ImplementatIOn of natIOnal programs m
order to Improve women's health and well-bemg In regIOnal and teachmg hOSpItalS,
obstetnclan-gynecologlsts prOVIde speCIalIst care, supervISIon, and support to the dIStnCt
hospItals They are mvolved m the m-servlce, pre-servIce and post-graduate traImng of
mIdWIVes and phySICians and m research In the field of reproductive health
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ASSESSMENT METHODOLOGY

To assess the current situatIOn m Ghana, two diStrictS were selected from the Eastern Region
These dlstncts were selected because they were accessIble, they mcluded a good mIX of
governmental, non-governmental and pnvate service provIders, and some safe motherhood
activities had been carned out m them (See Ghana Assessment Tool m Appendix I )

RATIONlUETOR THE ASSESSMENT

The year 1997 marked the tenth anniversary of the launchIng of the Safe Motherhood Imtlatlve,
so partlclpatmg countrIes are now at a stage where they are asseSSIng the Situation and decldmg
the way forward Such an assessment contributes to the body of knowledge for the reductIOn of
maternal mortality and morbidity and helps formulate strategies for the next decade of the Safe
Motherhood Imtlatlve, particularly WIth respect to models for prOVidIng essential obstetnc care
III health system facIlities and WIthIn the commurnty

SpeCific Objectives of thIs assessment were to

o descnbe the current state of the Safe Motherhood Imtlatlve In Ghana

o assess maternal services at the dlstnct, sub-dlstnct and community level

o Identify safe motherhood strategies which have been effective

o share thIs body ofknowledge WIth the InternatIOnal commurnty

METHODOLOGY

The methods used to collect data for the assessment were (l) lIterature reVIews, (2) Interviews
and (3) mventones

ReVIews were made of

~ polIcy documents on safe motherhood
~ research findmgs on safe motherhood and related Issues, e g , the Ghana DemographIc

and Health Survey
~ records
~ reports on maternal and child health and family plannmg at natlOnal, reglOnal, dIstnct

and faCIlIty levels
other reperts on faCilitieS proVidmgmaterrllty ~ervices, e g , nOSpltal and maternIty
home records
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Interviews were conducted with

supervIsors
tramers
service providers (mIdwIves, doctors, TBAs, commumty members)
pollcy makers
focus groups composed of commumty members

Inventories were taken of

~ facIlitIes
~ services
~ eqUIpment
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ASSESSMENT FINDINGS

PROFILES OF ASSESSMENT SITES

Kwahu South DlStrlct

Kwahu South DIstnct covers an area of 1,544 square kIlometers and shares boundarIes With East
AkIm DIStnct to the south, the Volta Lake, the Kwahu North (Afram Plams) and Fanteakwa
DIstrIcts to the east, the Asante AkIm DIstrIct to the north, and Bmm North DIstrIct to the west
TopographIcally, the Kwahu South DIstrIct IS dIvIded mto two dIstmct parts the Kwahu Scarp
nsmg up to 2,580 feet above sea level, and the low-Iymg portIOn

WIth a populatIOn ofabout 288,511 and a populatIOn growth rate of2 9 percent, Kwahu South IS
the most populous dIStnct m the Eastern RegIOn It has three hOSpItalS (mIssIon, pnvate and
government) and five publIc health centers, eIght pnvate maternIty homes, and tradItIOnal bIrth
attendants Kwahu South's maternal, newborn and neonatal statIstics covenng 1994 to 1997 are
shown m Tables 1 and 2

Table 1 Maternal Health StatIstIcs (1994 to 1997) - Percentages of Coverage, Kwahu
South DIstrIct (Source Kwahu South District AnnualReport, 1997)

INDICATOR COVERAGE COVERAGE COVERAGE COVERAGE
1997 1996 1995 1994

Antenatal 84 86 81 3* 922

SupervIsed 46 424 439 478
DelIvenes

Postnatal 44 44 484 578

FamIly Planmng 243 292 176 7 1

Maternal 340/1 00,000 220/1 00,000 104/100,000 196/1 00,000
MortalIty RatIO

NOTE PopulatlOn figures are not relIable smce they are estunates from the 1984 census

*The excluslOn of double regIstratlOn In calculatIOn of antenatal coverage may account for the apparent decrease
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Table 2 Newborn and Neonatal StatistIcs (1995-1997) - Kwahu South DIstrIct

INDICATOR 1997 1996 1995

% stIll bIrth 33 42 1 8

% low bIrth weIght 114 122 60

Akwaplm South Dlstnct

ThIS dIStrIct covers an area of 41 0 square kIlometers and shares boundarIes WIth the Akwapim
North DIstrIct In the north, West AkIm and Suhum Kraboa DIstrIcts In the west, and Ga DIstnct
(Greater Accra RegIOn) In the south and east The dIstrIct has a populatIOn of about 132,093
Relevant statIstIcs for Akwapim South DIStrlct are shown In Tables 3 and 4

Table 3 Levels of Safe Motherhood IndIcators - Akwaplm South DIstrIct (Source
Akwaplm South Dlstnct Annual Report, 1997)

INDICATORS COVERAGE COVERAGE COVERAGE COVERAGE
1997 1996 1995 1994

SupervIsed 38% 39% 38% 36%
DelIvery

Maternal 900/1 00,000 630/100,000 1000/100,000 1000/100,000
MortalIty RatIO
(lnst!tutIOnal
Based)

FamIly Planmng 1,394 5,238 2,524
Acceptors

Postnatal 22% 28% 26% 38%
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Table 4 Newborn and Neonatal StatIstIcs 1994 -1997) - Akwaplm, South DIstrIct

INDICATORS 1997 1996 1995 1994

% stIll bIrth 3 36 4 5

% low bIrth rate 7 82 44 54

SAFE MOTHERHOOD ACTIVITIES

Kwahu South District

In 1992-93, a commul1lty-deslgned pIlot project on famIly planmng InformatIOn, EducatIOn, and
CommumcatIOn was carned out In 1994 the safe motherhood clmlcal management protocols
and health educatIOn gUldelmes were field-tested In 1996, mIdWIVes and doctors partICIpated In
the MotherCare operatIOns research project on post-abortIOn care With a communIty educatIOn
component The Impact of these programs WIll be dIscussed later m the report

Akwaplm South Dlstnct

The most sIgmficant safe motherhood actIVItIes m thIs dIStnct were carned out by the PMM
network, an operatIOnal research program set up With finanCIal and techmcal asSIstance from
CarnegIe CorporatIOn ofNew York and ColumbIa Umverslty The purpose ofPMM IS to help
reduce the unacceptably hIgh rate ofmatemal mortalIty m three West AfrIcan countnes Ghana,
Nlgena and SIerra Leone Two teams made up of gynecologIsts, SOCIal SCIentIsts, publIc health
phySICIans, and nurse/mIdWives operated In Accra and KumasI, the two major CItIes of Ghana

A pre- and post-InterventIOn study carned out In thIS dIStnct revealed the follOWIng

"'In 1988, the PMM team and the Nsawam DIStnCt Health Management Team (DHMT)
Introduced the Idea of a health post to the chIef and people ofPakro The follOWIng year,
the PMM team, With permISSIOn from the chIefof the town and aSSIstance from the
MInIStry ofHealth, Identified an abandoned cocoa warehouse, whIch then was renovated
to accommodate the proposed health post

"'The entIre rehabIlItatIOn was left In the hands of the communIty ThIS strategy was
adopted to ensure actIve commumty partICIpatIOn, a sense of communIty ownershIp, and
sustamabilIty

A seven-member VIllage commIttee was set up for the rehabIlItatIOn, WIth the PMM team
facilItatmg The commIttee's mam task was to mobIlIze local resources (1 e , cash, labor and
matenals) To support these commumty efforts, the PMM team and the DHMT solICIted
aSSIstance from other sources, mcludmg UNICEF, Overseas Development Agency, UNFPA,
AdventIst Development RelIef Agency, and ChIld Help Work
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In January 1991, the health post was completed and started functIOnmg as a maternal, chIld
health and famIly plannmg clImc It also began to see cases and to promptly refer more serIOUS
ones to the dIStrIct hOSpItal For mstance, between 1992 and 1995, the health post receIved 194
major and mmor obstetrIC complIcatIOns Out of thIs, It managed 174 and referred 20

Other mterventIOns were as follows

.... An allIance was forged between the health post staff, the TBAs, and the local transport
umon to faclhtate the transfer of patIents WIth obstetnc complIcatIOns

T The commumty set up Its own commIttee to oversee the smooth runnmg of the clImc

.... A power generator and two addItIOnal laparotomy sets were gIven to the district
hospItal

.... Trammg of relevant staff m record-keepmg, coupled WIth a refresher course for the
nursmg staff m emergency obstetrIc care, was begun

.... An addItIOnal female ward for materruty cases was created at the hOSpItal

.... The renovated maternIty waItmg home was set up However, for sOCIo-cultural
reasons, the materruty waItmg home was a faIlure

TBA INTERVIEWS

Srx. TBAs (three each from the Akwapim South and Kwahu South DIstrICtS) were VISited Each
of them serve a catchment area of an average of SiX VIllages, the hIghest served 21 Villages and
the lowest, I VIllage Each has practIced as a TBA for an average of 17 Yz years, WIth the hIghest
penod of practIce at 31 years and the lowest at 8 years

FIve attended TBA traImng SIX years ago and one mne years ago Three learned the trade from
theIr mothers, one from hIS grandmother, one from her father and the other claIms It was a gIft
from God On average, each sees 29 antenatal clIents (old and new) and conducts an average of
three delIverIes m a month

The descnptIons by the TBAs of cases they referred could, m medIcal terms, mean the followmg
condItIOns

o retamed placenta

o mecomum-staIned lIquor

o prImIpara

o preVIous caesarIan sectIOn

o prevIOus caesarIan sectIOn
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o cord prolapse

o ann presentatIOn

o hemorrhage

o placenta preVIa

o hypertomc uterus

o offensIve lIquor

o short mother

o breech and other malpresentatlOns

o grandmultlpara

o anaemIa

o oedema

o prolonged labor

The TBAs all keep records of servIces rendered (a record book has been provIded by Mlmstry of
Health)

None of the TBAs had had any maternal death dunng the last SIX months, and only one had a stIll
bIrth, whIch was an mtrautenne death The TBA trmmng has Improved the servIces they offer
They now feel more confident, as they are able to examme theIr clIents to detect abnormalItIes
and refer them when necessary The trmmng has also Improved theIr hygIene practIces and, most
of all, they now enJoy good relatIOnshIps WIth the MCH staff (They are vIsIted at least once
every month by the MCH staff)

FOCUS GROUP DISCUSSIONS

Focus group dISCUSSIOns were held WIth the follOWIng four groups

o Women 15 - 34 years
o Women 35 and above
OMen 18-40 years)
OMen 45 and above

Focus Group Fmdmgs

The partIcIpants m these dISCUSSIOns seemed to be knowledgeable about key health changes that
take place In women dunng pregnancy and delIvery For Instance, they knew an appreCIable
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amount about the health benefits of delaymg a first pregnancy, but they often saw no lmk
between staymg healthy dunng pregnancy and attendmg an antenatal chmc

In all the SItes, pregnancy was identIfied and recogmzed as a speCIal penod m a woman's hfe due
to the phYSICal and emotIOnal changes that women go through Focus group partiCIpants also
acknowledged that pregnant women respond to therr enVIronment emotIOnally because of
pregnancy DespIte thIs knowledge, men have not developed correspondmg approaches for
handlIng the emotIOnal stress that pregnant women go through

There IS a general mIsconceptIon that antenatal clIme attendance begms after the first tnmester

Most partICIpants thought It Important to dISCUSS famIly planmng Wlth theIr spouses, but only a
few had ever dIscussed the number of chIldren they WIsh to have WIth therr spouses Both men
and women expressed skeptICIsm about the reactIOns of theIr spouses to any dIScussIon of famIly
planmng

There was a general sense of InhIbItIOn among partICIpants about the use of famIly plannmg
methods While most partICIpants clmmed to have heard about famIly plannIng, very few had
knowledge of the vanous methods and deVices It seemed, though, that most female partICIpants
were usmg varIOUS herbs and concoctions to prevent pregnancy

Decldmg the Number ofChIldren

Male focus group partICIpants agreed that men have a greater say In deCIdIng the number of
chIldren to have However, If such men are not finanCIally SUpportIve of theIr famIlIes, they may
lose such nghts to therr Wives' famIlIes

Delivery

Most partICIpants delIvered at home for finanCIal reasons Almost all partICIpants, however,
agreed that It IS safer to delIver at health faCIlIties

Postnatal

Postnatal servIces were perceIved to be for women who have problems dunng dehvery and for
those who fall SIck durIng the early days after dehvery Once you are healthy there 1S no need to
V1S1t hosp1tal or cl1mc

AbortIOn

AbortIOn IS smd to occur m all the communIties, and most partICIpants agreed that when abortIOn
runs mto complIcatIOns, the only good thIng to do IS to rush the VIctim to the hospItal They
IdentIfied the consequences of Induced abortIOn as death, the mabIhty to be pregnant at a future
date, and the mabIhty to carry pregnancy to term

WhIle partICIpants were sympathetiC towards VIctIms of spontaneous abortIOn, they were less
Inclmed to be sympathetic towards those who Induce abortIOn
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INTERVIEWS WITH SERVICE PROVIDERS

In-depth mtervlews were held WIth dlstnct publIc health nurses Accordmg to these servIce
provIders, there IS a hIgh degree of InformatIOn, EducatIOn and CommUnICatIOn (lEC) actIVItIes
takmg place m theIr dlstncts In Akwaplm South Dlstnct, these actIvItIes are concentrated m the
Pakro area (a PMM mterventIOn area), whIle In the Kwahu South DIStnct, actIvItIes are
generalIzed and take place m all the subdlstncts The target groups for both dIStnCtS remam the
same, namely, women of reproductIve age and men

The IEC messages and strategIes are based on local research findmgs In both dlstncts, there are
momtonng tools mcorporated mto the general dIstrICt momtorIng plan

Commumty mobIlIzatIOn/partIcIpatIOn has taken place m both dIstrICts, though to dIfferent
degrees Those Involved m the commumty mobIlIzatIOn actIvItIes mclude health workers, school
health coordmators, natIOnal mobIlIzatIOn staff, assembly members, mIdWIves, church leaders,
SOCIal welfare staff, and TBAs These personnel are mvolved In mobIlIzatIOn methods and
actIvItIes that are the same m both dIstrICts Kwahu South, however, also orgamzes focus group
dISCUSSIOns and carnes out m-depth studIes

In undertakmg commumty actIVItIes, the first step IS to contact OpInIOn leaders and then fix a
date and venue for programs The commumtIes also partICIpate m safe motherhood programs by
paymg a "token" for the servIces rendered for them ThIS Include "tokens" paId durmg antenatal
clImcs and postnatal cllmcs

Selected staff m both dIStnCtS have receIved some sort of trammg Two commumty health
workers from each of the SIX sub-dlstncts of the Kwahu South Dlstnct were tramed m the use of
the health educatIOn gUIdelmes Trammg at the dIstnct level IS more extenSIve doctors and
nurses have been gIven trammg on safe motherhood clInIcal protocols, post-abortIon care and
long-term and permanent contraceptIOn, TBAs have been gIven refresher courses

Sub-dlstnct Level

The pnvate matermty home model - RadIant Matermty Home IS a servIce-proVIsIOn pomt located
In a town called NkwatIa, about 10 kilometers from the dlstnct hospItal m AtIbie The maternIty
home IS run by one mIdWIfe, who has been traIned In lIfe-savmg skills and post-abortIOn care
The mIdWIfe prOVIdes the follOWIng servIces In her faCIlIty antenatal care, delIverIes, postnatal
care, famIly plannIng and post-abortIOn care In addItIOn, she IS also mvolved In commumty
InfonnatIOn, EducatIon and CommumcatIOn campaIgns

SpeCIal procedures carned out III her faCIlIty are vacuum extractIOn, manual removal of placenta,
epISIOtomy and laceratIOn repan, mfant reSUSCItatIOn, and evacuatIOn of uterus usmg manual
vacuum aspIratIOn for mcomplete abortIOn

An assessment carned out at the maternIty home showed that the mIdWIfe uses the partograph
effectIvely and observes mfectIOn-control measures (hand-washIng decontammatIOn, hIgh-level
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dIsmfectIOn and waste dISPOSal) SupervIsIOn IS carned out by the regIOnal representatIve of the
Ghana RegIstered MIdWIves ASSOCIatIOn

Dlstnct Level

The HOSpItal Model - The Nsawam Government HospItal IS a typICal referral center m Akwapim
South DIStnCt It has the personnel, eqUipment and phySIcal structures for provIdmg essentIal
obstetrIC care for cases referred from penpheral faCIlItIes, health centers, pnvate maternIty

homes, and TBAs

The hOSpItal IS manned by 4 doctors and 30 mIdWIves and IS supported by 27 commuruty health
nurses workmg m maternal and cluld health servIces m the communItIes One ofthe measures
taken to Improve obstetnc care ill the hOSpItal IS an m-service trammg program for doctors and
mIdWIves m the areas of management ofobstetnc emergenCIes, use of the partograph, mfectIOn
control, blood transfuSIOn, and record keepmg The hOSpItal has a stand-by electrIC generator
proVIded by the PMM network and autoclaves donated by Overseas Development
AdmimstratIOn (now DFID)

The hospItal offers antenatal care, delIvery, postnatal care, famIly plannmg, post-abortIon care
and commumty InformatIOn, EducatIOn and CommunICatIOn actIVItIes MIdWIves perform
manual removal of the placenta, vacuum extractIOn, epISIOtomy, and laceratIOn repan, among
other procedures Other procedures performed m the hospItal are laparotomy for caesarean
sectIOns, ectopIC pregnancy, evacuatIOn of the uterus usmg manual vacuum aSpIratIOn, breech
delIvery, mfant and adult reSUSCItatIOn, and permanent and long-term contraceptIOn

Partographs and safe motherhood clImcal protocols are aVailable and bemg used Although the
hospItal does not have an ambulance, the Nsawam communIty IS mvolved m the proVISIOn of
safe motherhood servIces, partIcularly m mobilIzmg transport for referred cases and organIzmg
people to donate blood

PublIc health nurses and communIty health nurses workmg m the hospItal supervIse TBAs who
refer cases to the hospItal

The Akwapim South DIStnCt Health Management Team (DHMT) momtors safe motherhood
actIVIties usmg a momtormg checklIst Maternal deaths, contraceptIve prevalence rate, number
of still bIrths, antenatal and postnatal coverage, percentage of lIve bIrthS WIth low bIrth
weIght-all are the mdicators used for momtonng (See Tables 3 and 4 )

Regular momtormg of mIdWIves and doctors IS carned out by a regIOnal safe motherhood
resource team Health proVIders m the dIstnct have been mvolved m collaboratIVe research WIth
the PMM Network on safe motherhood These efforts mclude research mto the causes of
maternal mortahty m the dIStrICt and an mterventIOn study to reduce maternal mortalIty
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INVENTORY OF HEALTH FACILITIES

The results of an Inventory In the two dIstrIcts studIed IndIcate that health facIlIties have essentIal
eqUipment and supplIes In stock for emergency obstetrIc care but that there IS no oxygen In the
centers and maternIty homes, nor are there facIlItIes for testIng malana parasItes (Refer to
Tables 5, 6, 7 and 8 In the Ghana AppendIx)

Figure 2 Trend of Safe Motherhood Indicators, 1994-97, Kwahu South District
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Figure 3 Trend of Safe Motherhood Indicators, 1994-97, Akwamplm South District
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RECOMMENDATIONS

In makmg motherhood safe, we have learned some useful lessons

1 DecentralIzatIOn of servIces IS faCIlItated by the eXIstence of a natIOnal reproductIve
health polIcy, standards and protocols With clearly defined roles and responsibIlItles at
each level

2 OperatIOns research IS a strategy that can be used to mcorporate the perspective of
polIcy makers, service providers and commumty members mto new polIcIes, protocols
and programs Certam safe motherhood mitlatlves-namely, lIfe-savmg skills, TBA
trammg, and post-abortIOn care-had operatIOns research components, the findmgs of
whIch were mcorporated mto the safe motherhood polIcy

3 Health servIce provIders mvolved m the proVISIOn ofmatermty care should be tramed
m the detectIOn and management of obstetnc emergenCIes

4 There should be well-defmed referral systems, With actIve partIcipatIOn of
commumtIes

5 Commumty members, especIally women, should be empowered to become mvolved m
makmg appropnate declSlons that affect theIr lIves and well-bemg Every effort should
be made at Improvmg the SOCIal, educatIOnal, and economIC status of women and the
famIly

Our assessment reveals that the Safe Motherhood ImtIatlve, launched about ten years ago, has
been transformed mto concrete mterventIOns m Ghana Health mstltutIOns have been eqUIpped
to prOVIde emergency obstetriC care, and health personnel at varIOUS levels have been tramed m
order to Improve the quahty of servIces m these mstitutIOns
Although the downward trend of the maternal mortalIty ratlo natIOnally mdicates that some
success has been achIeved through the Safe Motherhood ImtlatIve, the goal ofhalvmg the 1987
maternal mortality ratIO by the year 2000 IS not yet m SIght
To achIeve thIS goal, the way forward m safe motherhood IS to address the so-called three delays
(see page 13), as has been demonstrated by the PMM programme In domg so, our efforts should
be geared towards three key, mterhnked Issues

o accessIbIlIty of maternal health servIces
o Improved qUalIty of care
o demand generatIOn

Access to servIces can be addressed through the decentralIzatIOn of health servIces-partIcularly
m rural areas, where most of the women resIde Improved qUalIty of care can be achIeved
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through mfrastructural and human resource development To mcrease demand for the servIces of
the health facIlttIes, well-targeted commumty mformatlon and educatIon campaIgns should be
used These mformatIOn and educatIOn campaIgns should be planned and Implemented wIth the
full partIcIpatIOn of members of the target commumty The contmuous momtonng and
evaluatIOn of servIce provIders and refresher traImng for them are elements essentIal to the
success of the program
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COUNTRY PROFILE

CLIMATE AND GEOGRAPHY

MalaWI, located m the Great RIft Valley south of the Equator, has dIstmct wet and dry seasons
In the southern half of the country, the wet season IS from November to Apnl, WIth the heavIest
ramfall between December and March In the northern part of the country, the wet season begms
about a month later, and m some places the rams contmue untIl May

The topography of the country dIffers from regIOn to regIOn The Northern RegIOn, consIstmg of
hIgh plateaus WIth an average temperature of 16 degrees centIgrade, IS the least densely
populated area WIth 24 people per square mIle The Central RegIOn has an annual temperature
rangmg between 15 to 18 degrees centIgrade and a populatIOn densIty of 60 per square mIle
The Southern RegIOn IS dIstmgUIshed by a vanety of clImatIc and topologIcal areas, such as the
extremely hot ShIre Valley (annual average temperature about 27 degrees centIgrade), the hIghest
mountams m the country, and the cool, fertIle ShIre HIghlands ThIS regIon has a populatIOn
densIty of 37 per square mIle

MalawI IS dIVIded mto three admimstratIve regIOns Northern, Central and Southern The
Northern RegIon has five admimstratIve dIstncts, whIle the Central and Southern RegIons have
mne and twelve dIStnCtS, respectIvely

MalaWI extends 900 lalometers from Tanzama m the north to MozambIque m the south Its
WIdth vanes from 80 to 160 kIlometers, from MozambIque m the east and ZambIa on the west,
covenng a surface area of 118,484 square lalometers, ofwhIch 24,208 square kIlometers (20
percent) consIsts of fresh water The fresh water IS from Lake MalawI, the thIrd largest lake m
AfrIca Its SIze IS estImated to be 365 lalometers long and 52 lalometers WIde Another 23
percent of the country consIsts of forests and game reserves, leavmg 57 percent for settlement
and agncultur_e_

DEMOGRAPHICS

Culturally, MalawI consIsts ofmne major ethnIC groups who have enough m common to allow
comfortable and productIve mteractIOn In addItIOn to the languages spoken by the dIfferent
ethnIC groups, EnglIsh, as the officIal language, IS used m all schools as the medIum of
mstructIOn The mam relIgIOns are Chnstianity (75 percent) and Islam (20 percent)

The mId-l 994 populatIOn, estImated at 10 mIlhonpeople based on the 1987 populatIOn census,
makes MalaWI one of the most densely settled countrIes In the regIOn-WIth an average of 166
people per square kIlometer of arable land The populatIon dIstributIon vanes In the three
admimstratIve regIOns, WIth the Northern RegIOn the least densely settled (11 percent of the
populatIOn) whIle the Southern RegIOn IS the most densely settled (almost half of the
populatIOn) Selected demographIC and health statIstIcs are presented below
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PopulatIon and Housing Data, 1992, DHS

Total populatIOn (estimates - mIllIons)

Urban populatIOn
Annual natural mcrease

PopulatIOn doublmg time

Crude birth rate

Crude death rate

Life expectancy at birth - male

Life expectancy at birth - female

PopulatIOn density

110
11%
32%

21 7 years

41 2 per 1,000 population

14 1 per 1,000 populatIOn

414 years

446 years

166 0 per square bIometer

MalaWI Demographic and Health Survey 1992

Children 0-4 years (estimates - mIllIon)

Cillidren 5-19 years (estImates - mIllIon)

Women ofreproductlVe age (15-44 years)

Women 15-49 currently mamed

Median age at first marriage among women age 15-49

Median duratIOn of breast feedmg

Median duratIOn of postpartum amenorrhoea

Total fertilIty rate

Dehvenes conducted by a trained health person

DelIvenes conducted by TBAs

Mean number of cillidren ever born to women age 15-49

Mean Ideal number of children among women 15-49

Infant mortalIty rate

Under-five mortalIty rate

Contraceptive prevalence rate (per 1,000)

Literacy rate

Maternal Mortality RatIO

Doctor PopulatIOn ratiO

Registered Nurse Population ratIO

Enrolled Nurse PopulatIOn ratIO

MedICal ASSistant PopulatIOn ratIO

37

17(175%)

37 (38 1 %)

21 %

72%

177 years

212 months

119 months

67

57%

18%

73

5 1

134 per 1,000

234 per 1,000

70%

42%

620 per 100,000 hve births

1 39,140

1 15,940

1 4,456

1 9,876



SOCIO-ECONOMIC CONDITIONS

MalaWI's clImatIc varIabIlIty and generally fertIle soIl support a WIde range of tropIcal and sub­
tropIcal crops Agnculture accounts for 37 percent of gross domestIc profit and over 8 percent of
export earmngs and total employment A stnkmg feature of the economy IS the mtense pressure
on land Most of the arable land IS already under cultIvatIOn MaIze IS the staple crop,
occupymg nearly 80 percent of the cultIvated area Export earmngs maInly accrue from three
other crops tobacco, tea and sugar Together, they account for 88 percent of total export
earnmgs Agnculture IS almost entIrely raIn-fed, WIth only a few ImgatIOn schemes

Data on the employment sItuatIon mdICates that 1 8 mIllIon women form part of the 3 5 mIllIon
ofMalaWI's actIve labor force, however, most ofthe women are employed m small-holder
agnculture sectors and are, therefore, very unlIkely to be reached by health educatIOn messages

Smce MalawI gamed mdependence from the Bntish Government m 1964, sIgmficant
development has taken place Agnculture IS the maInstay of the economy, and a sIgnIficant part
of that agnculture IS In the small-holder farmmg sector However, economIC growth has been
greatly stunted by populatIOn growth and a hIgh rate of IllIteracy (58 percent) It has, therefore,
not been possIble for the economy to satIsfy the demand for SOCial servIces, such as educatIOn,
housmg and health care, nor to create enough Jobs In addItIon, the effects of drought and the
rapId mcrease of the InflatIon rate has added to the generally low econOmIC status of MalaWI

Selected econOmIC IndIcators (SItuatIOn AnalySIS ofPoverty In MalaWI, 1994) are presented
below

GDPGrowth Per-Capita Budget InflatiOn Fonnal Change m
GDP Growth DefiCit as % Rate SectorEmp Real Average

ofGDP(FY) Growth Earnmgs

1982 28 -05 125 88 -03 80

1983 35 02 102 134 187 -192

1984 43 I 2 88 11 0 -I 7 -103

1985 45 12 87 149 78 -1 0

1986 I 1 -22 139 148 42 -54

1987 05 -2 8 87 268 -4 8 -83

1988 33 00 90 314 53 -232

1989 4 I 08 80 157 I 5 -14

1990 48 I 5 65 1I 5 72 13

1991 78 45 68 119 45 22

1992 -79 -1 I 2 138 227 N/A N/A

1993 N/A N/A N/A N/A N/A N/A
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The Government ofMalawI has recognIzed the relatIOnshIp between economIC development,
maternal and chIld health, and fertIlIty rates, and thus has mstItuted a number of strategIes to
address the problems of poverty, maternal and chIld morbIdIty and mortalIty through reductIOn
offertillty These strategIes have mcluded (1) establIshIng a PopulatIOn and Human Resources
Development UnIt to create capacIty for populatIOn planmng, (2) formulatmg and adoptmg a
populatIOn polIcy m 1994, and (3) strengthenIng famIly planmng servIces m prImary health care

MATERNAL MORTALITY AND MORBIDITY

The MDHS 1992 revealed that the maternal mortalIty ratIO m MalawI-620 deaths per 100,000
hve bIrthS-IS much hIgher than prevIOusly thought The hfetime nsk of a MalaWian woman
dymg of pregnancy-related causes IS 1 m 29 By comparIson, the nsk m Northern Europe m I m
9,850 (Mame 1991)

Although there are no local data on maternal morbIdIty, It IS estImated that for every woman who
dIes, 15 survIve With chromc problems such as anaemIa, pelVIC mflammatory dIsease, and
veslco-vagmal vlstulae, any of WhICh reduces theIr qualIty of lIfe and theIr capaCIty to care for
theIr famIly Thus, about 93 out of every 1,000 women who delIver a lIve baby m
MalaWi-almost one m ten-are affected

The MDHS noted that 51 percent of all bIrths m MalaWI are conducted m modem health
faCIlItieS, and that 50 percent of all delIverIes were attended by a trained nurse-mIdWIfe (MDHS
1992) Only 18 percent of all bIrthS are attended by TradItIOnal BIrth Attendants (TBAs) In a
communIty study m Thyolo, 55 percent of the maternal deaths m the prevIOUS five years had
occurred m health faCIlItIes (ChIphangWI, et aI, 1990)

Accordmg to thIS study, the main causes of maternal deaths m Thyolo were

~ The complIcatIOns ofmcomplete abortIOn (6-18%)

~ Antepartum and postpartum hemorrhage (16-24%)

~ Puerperal sepSIS (12-24%)

Obstructed labor/ruptured uterus (13-20%)

HEALTH SERVICES ORGANIZATION AND HEALTH POLICY

Accordmg to the Health PolIcy Framework of 1995, the goal of MalawI's health polIcy IS to raIse
the level of health of all MalaWians by reducmg the InCIdence of Illness and occurrence of death
In the populatIOn To achIeve thIS goal, the government ofMalawI proVIdes a comprehensIve
system utilIzmg the prImary health care (PHC) approach, by WhICh health care IS delIvered at
four levels VIllage, health center, dIStrICt hOSPItal, and central hOSpItal
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At the first level, the vIllage level, vIllage health comrmttees, volunteers, TBAs, and tradItIOnal
healers are entrusted WIth delIvery of health care VIllage health commIttees, volunteers, and
TBAs are taught skIlls to deal WIth specIfic problems, such as

o mamtenance of hygIene and SanItatIOn m the vIllage,

o growth momtormg of under-five chIldren,

o dIstrIbution of oral rehydratIOn salts, contraceptIves, and antimalanals,

o provlSlon ofhealth educatIOn, and

o non-complIcated matermty care

Health centers, the second level of the health care delIvery system, are meant to serve a
populatIOn of 50,000 WIthIn a radIUS of ten kIlometers ServIces provIded at thIs level mclude
dIagnosIs and treatment of non-complIcated dIseases on an outpatient basIS, and a full range of
maternal and chIld health and famIly planmng servIces, mcludmg delIvery servIces for all
uncomplIcated pregnancIes Health centers also serve as referral centers for TBAs The
personnel responsIble for provIdmg care at thIS level mclude medIcal asSIstants, enrolled
nurse/mIdWIves, enrolled communIty health nurses, health aSSIstants, and health surveIllance
aSSIstants In addItIOn to provIdmg servIces at the health center, these personnel conduct
outreach clImcs for underserved areas and supervIse and momtor the work of the VIllage health
workers There are currently 700 health centers managed by the government, non-governmental
orgamzatIOns (NGOs), and the pnvate sector A few ofthese centers have the capaCIty to admIt
patients m addItIOn to pregnant mothers

The third level of the health care system, the dIStrICt hOSPItal, prOVIdes a full range ofhealth
servIces and serves as a referral center for health center cases Personnel at thIs level mclude
medIcal doctors, clImcal officers, regIstered nurse/mIdWIves, publIc health nurses, enrolled
nurse/mIdwIves, medIcal aSSIstants, publIc health mspectors, radIOgraphy and laboratory
technIcIans, and pharmacy aSSIstants DIStrIct hospItal personnel momtor and supervIse the
actIVItIes of the health center personnel There are 21 government dIstnct hOSpItalS and another
20 hospItals belongmg to missionanes

At the fourth and last level of the health care delIvery system are the central hospItals, WhICh
proVIde tertIary care by specIalIzed personnel and serve as teachmg hospItals Currently, there
are four such hOSpItalS SupervIsIon and momtonng of central hospItals IS done by Health
Headquarters, whIle that of dIstnct hospItal personnel IS done by regIOnal health officers The
dIstnct health personnel, m turn supervIse health center and communIty-level workers

The country has now been dIVIded mto health delIvery areas, whIch Will eventually be
admIillstered by eIther the MlillStry ofHealth or the ChrIstIan HOSpItal ASSOCiatIOn ofMalawI
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Maternal and Child Care and Family Plannmg Services

Maternal and chIld health servIces have been provIded by the Government and NGOs for many
years The maternal care servIces mclude antenatal care, supervIsed delIvery servIces, pennatal
and postnatal care, health educatIOn, nutntIOn educatIOn, ImmUnIZatIOn agamst tetanus, and
emergency obstetnc care RealIzmg the dIsastrous consequences of closely spaced pregnanCIes
on the health of mothers and chIldren, the MInIstry of Health, With support from volunteer
CItIzens, Introduced famIly planmng servIces m 1982

ChIld care servIces start With neonatal care soon after dehvery and contmue In under-five chmcs
The under-five chmcs proVIde such servIces as health educatIOn of the mother on baby/chIld
care, growth mOnItorIng, ImmumzatIOn, and nutrItIOn adVIce to the mother, mcludmg promotIOn
and protectmg of breast feedmg

WIth donor support, the chIld health care component has become mtensified, partIcularly through
the Expanded Programme on ImmunIzatIOn (EPI) and Growth MOnItonng The famIly plannIng
servIces have also expande<l as a result of donor sU]3i}ert But the growth of these two servIces
has, untIl recently, occurred at the expense of maternal health care servIces However, the
NairobI Safe Motherhood Conference of 1987 has Increased Interest m maternal health care
servIces and the Safe Motherhood InterventIOn Program has gamed a firm base m MalaWI

TBAs have been recognIzed by the Government as an Important lInk between the conventIOnal
health servIces and the commumtles Smce 1978, some 2,000 TBAs have been tramed, and m
1994, a new TBA traInIng currIculum and traIners gUIde was developed to ensure that TBAs
conduct safe and clean delIvenes

FamIly plannmg servIces are prOVIded m 326 of the 759 health faCIlItIes In MalaWI In some
health faCIlItIes, famIly planmng servIces are prOVIded daily and m others, on several days a
week In 56 percent of health faCIlItieS, maternal and chIld health and famIly plannmg servIces
are prOVIded m an mtegrated manner MobIle outreach teams proVIde these servIces from 43
percent of the health faCIlItIes

Although nurse/mIdWives, medICal aSSIstants, clilueat-officers and medIcal students are tramed
durmg the pre-servIce courses m maternal and chIld health and m famIly planmng, medIcal
aSSIstants and clImcal officers contmue to have very lImIted trainIng m maternal health care
servIces To make up for thIS madequacy, clInIcal officers undergo speCIalIzed trainIng to enable
them to perform opera1:J.ve delIvenes
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MIlestone of the MCH/FP Programme

1974 Launchmg of Maternal and ChIld Health Programme

1978 IntroductIOn of the TradItIOnal BIrth Attendant Programme

1984 IntroductIOn of the ChIld Spacmg Programme as an mtegral part ofMCH

1989 The Grand AllIance for the ChIldren of MalaWl under wluch EPI and,
specIfically, ChIld SurvIval Programmes were to be strengthened

1990 NatIOnal FamIly Welfare CouncIl of MalawI becomes operatIOnal

1992 ChIld Spacmg PolIcy and ContraceptIve Gmdelmes developed

1993 ChIld Spacmg renamed FamIly Plannmg
Safe Motherhood IrntIative started
ExclUSIve Breast-feedmg Concept mtroduced

1994 Mothers Day dedIcated to safe motherhood
New TBA and FamIly Planmng cUrrIculum developed
TBA trainers gmde developed
NatIOnal FamIly PlannIng strategy publIshed by NFWCM publIshed
NatIOnal PopulatIon PolIcy adopted

1996 Officiallaunchmg of the MalawI Safe Motherhood ImtiatIve

1997 MCH/FP Umt of the Mirnstry ofHealth and PopulatIOn renamed
ReproductIve Health Urnt

Management of MCH/FP Programme

The Mmistry of Health IS dIvIded mto five technIcal sectIOns

T ClImcal ServIces

T Nursmg ServIces

T PreventIve Health ServIces, mcludmg Maternal and ChIld Health and FamIly Planmng

T Health Techmcal Support ServIces

T Health Planmng ServIces

Each IS headed by a Controller, who reports dIrectly to the ChIef of Health ServIces
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Although Maternal and ChIld CarelFamIly Plannmg (MCH/FP) servIces are the responsIbIlIty of
PreventIve Health ServIces, the maJonty ofthe coordmators and provIders of these servIces are
nurse/mIdWIves from Nursmg ServIces Consequently, the DIStrIct Nursmg Officer IS
responsIble for supervlSlng MCH/FP provIders at the dIStrIct and health-center level

In 1990, the Government of MalaWI establIshed the NatIOnal FamIly Welfare CouncIl of MalaWI,
a statutory body to advocate for, and coordmate dehvery of, famIly plannmg servIces m the
country The CouncIl sets gUldelmes for trammg famIly planmng provIders and communIty­
based dIstnbutmg agencIes To better reflect Its mandate, the CouncIl has now changed Its name
from FamIly Welfare CouncIl to FamIly Planmng CouncIl As MalaWI IS SIgnatory to a number
ofmternatIOnal conventIOns, the Mlrnstry ofHealth and PopulatIOn has renamed ItS MCH/FP
Urnt to ReproductIve Health (RR) Umt to enable ImplementatIOn ofrecommendatIOns made at
the 1994 InternatIOnal Conference on PopulatIOn and Development Nevertheless, the
Government has yet to develop a ReproductIve Health Pohcy
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ASSESSMENT METHODOLOGY

PURPOSE

As the Safe Motherhood InItiatIve launched III 1987 In NaIrobI had a specIfied target to achIeve
by the year 2000, It IS Important for countnes to assess the progress made In ImplementIng the
safe motherhood concept Such an assessment WIll also aId countnes III desIgnIng remedIal
measures If target goals are not beIng achIeved Therefore, the purpose of thIS study was two­
fold

(1) to determIne the extent to whIch the safe motherhood concept has been
operatIOnalIzed In MalaWI and

(2) to determIne If any levels of success have been achIeved In the ImplementatIOn of the
Safe Motherhood InItiative

The study was a collaborative effort among the governments ofMalaWI, Ghana, Uganda and
MotherCare/JSI, a USAID-funded CooperatIng Agency (CA) The MalawI team was compnsed
of an obstetncIan, two mIdWIves, an economIst, and a SOCIal SCIentIst

DESIGN

The study used a sImple descnptIve cross-sectIOnal desIgn, whereby data were collected at one
tIme from a sample compnsed of natIOnal health pohcy makers, Safe Motherhood program
coordInators, Maternal Health ServIce dIrectors, commumty-based health workers, VIllage health
commIttees, TBAs, and reCIpIents ofMaternal and ChIld Health servIces Data were collected
through IntervIews, observatIOns, dISCUSSIOn, and reVIew of eXIstIng pohcy documents and
reports from the MInIStry ofHealth and PopulatIOn (See MalaWI Assessment Instruments In
AppendIx)

INSTRUMENTS

QuestlOnnazres

QuestIOnnaIreS were deSIgned to collect data from natIOnal, dIstnct or local Safe
Motherhood Program dIrectors, DIStnCt Safe Motherhood traIners, VIllage health
workers, chaIrpersons ofVIllage health commIttees, and women The
questIOnnaIre for the program dIrectors elICIted mformatIOn on

T OperatIOnahzallon of the safe motherhood concept

T StrategIes deSIgned to Implement the Safe Motherhood ImtIatIve

T AVaIlabIlIty of essentIal obstetrIC care and acceSSIbIlIty of these servIces
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T AvaIlabIhty of chmcal gUIdehnes or protocols for management of obstetrIcal
emergencIes

T PopulatIOn covered

T Partners or coahtions In the ImplementatIOn of the safe motherhood InterventIOns

T Involvement of pohticalleaders and commumtIes, IncludIng men, In the
ImplementatIOn of the safe motherhood strategIes

T IntegratIon ofmaternal and newborn servIces With famIly plannmg and
STD/HIV/AIDS servIces

T MIsconceptIOns or rumors that may affect ImplementatIon of safe motherhood
strategIes

T PosItIve outcomes observed as a result ofthe safe motherhood InterventIOns

T MechanIsms for sustamabIhty of those InterventIOns that are donor funded

Other questIOnnaIreS were admimstered to groups of commumty-based health workers (e g ,
TBAs, chaIrpersons of vIllage health commIttees, commumty-based Safe Motherhood advIsors,
commumty-based dIstnbutIng agencIes for contraceptIves [CBDAs]) These questIOnnaIreS
ehcIted InfOrmatIOn on specIfic roles played by the commumty In the ImplementatIOn of the
NatIOnal Safe Motherhood program, as well as specIfic traInmg, SupportIve supervIsIon and
mcentives prOVIded by the government to enable vIllage health workers to play an effectIve role

ReVIew ofEXlstmg Documents

To determme the extent to whIch the country had mstitutIOnalIzed the safe motherhood concepts
the natIOnal health pohcy, dIStrIct operatIOnal plans, and reports of the Mimstry of Health and
PopulatIOn (mcludmg annual reports from regIOnal and dIStnCt health offices) were revIewed In
addItIOn to these documents, three reports of surveys on maternal health servIces conducted m
1994 and 1997 were also reVIewed

D,scuss,on wIth ChIefofHealth ServIces and MCH Officers m the Mlmstry ofHealth and
PopulatIOn (MOHP)

Supplementmg mformatIOn obtamed through the reVIew of the documents CIted above were
dISCUSSIOns held wIth the ChIef ofHealth ServIces and officers workmg m the MCH/FP unIt of
the MOHP In this way, the study obtamed m-depth mformatIOn on the ImplementatIOn of the
Safe Motherhood ImtIatIve, speCIfic strategIes IdentIfied by government to address the problem
of maternal mortalIty, and mdicators IdentIfied to momtor progress and success of
ImplementatIon
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Observations

ObservatiOns were made on the dehvery of safe motherhood mterventiOns by eIther formal health
workers or vIllage-based health workers

Focus Group D,scussIOns

DISCUSSiOns were held WIth a group ofwomen who had attended one-day safe motherhood
workshops conducted by dIStnCt Safe Motherhood trainers and women who had been tramed to
serve as CommunIty-based Safe Motherhood AdvIsors (CBSMAs)
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ASSESSMENT FINDINGS

The results of the study are orgamzed by the themes whIch emerged dunng the data collectIOn,
mcludmg mstitutIOnahzatIOn of the Safe Motherhood ImtIatlve concept, operatlOnalIzatIOn of
Safe Motherhood Imtlatlve strategIes, and mvolvement of communItIes m the ImplementatIOn of
the Safe Motherhood Imtlative

INSTITUTIONALIZATION OF THE SAFE MOTHERHOOD CONCEPT

The reVIew of polley documents and the mtervIews wIth health polley makers showed that
MalaWI adopted the recommendatIons made at the 1987 NaIrobI Conference on Safe
Motherhood However, development of a strategIC plan to Implement a comprehenSIve package
of Safe Motherhood InterventIOn was not done untIl 1993 PrIor to the development of the
strategIc plan, a number of studIes had been done to IdentIfy the major causes ofmaternal
mortalIty, both at the hospItal and commumty level (Dnessen, 1989, CmphangWl et al, 1990,
Phoya et al, 1990, Sangala, 1992, Wiebenga, 1993, Nyaphisl et aI, 1993) The Immediate causes
of maternal mortalIty establIshed through these studIes are sImIlar to those IdentIfied mother
least-developed countrIes They mclude (1) hemorrhage, (2) puerperal mfectIOn, (3) prolonged
or obstructed labor mcludmg rupture of the uterus, (4) complIcatIOns ofmcomplete abortIOn, and
(5) pregnancy-mduced hypertensIOn (see below)

D Ante or Postpartum Hemorrhage

Prolonged or Obstructed Labour

IIPuerperal Infection

Complications of Incomplete Abortion

D Pregnancy Induced HypertentlOn

III Others (anaemia malaria AIDS related complex etc)
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The Demograplnc Health Survey of 1992, wlnch placed MalaWI's maternal mortalIty at 620
deaths per 100,000 lIve bIrths, also Identified major causes of death sImIlar to those cIted above
Another study carned out by the Mmistry ofHealth and PopulatIOn m 1994 on the performance
of maternal and child health servIces, mcludmg famIly planmng, showed that most health
facIlItIes m the country were provIdmg substandard care to meet the needs of women who
develop complIcatIOns dunng pregnancy, labor, delIvery and puerpenum The major factors
contnbutmg to the poor qualIty are lIsted m Box 1

BOX 1 SAFE MOTHERHOOD NEEDS ASSESSMENT STUDY (1994)

FACTORS CONTRIBUTING TO POOR QUALITY OF MATERNAL CARE

... Inadequate health personnel

... Low level of skIlls among mIdWIfery personnel

-+ Poor health mfrastructure

-+ Lack of transport and commUnIcatIOn system for emergency referral

-+ Poor attItude of health personnel

-+ Inadequate essentIal drugs, eqUIpment and supplIes, mcludmg InformatIOn, EducatIOn
and CommUnIcatIOn matenals and treatment gUIdelmes

-+ Inadequate momtoring and supervlSlon of mIdwifery and TBA serVices

In addItIOn to the servIce-related factors, the study also determmed that most women delay m
seekmg care for both antenatal care and delIvery, and almost never use postnatal clImcs

RealIzmg that reductIOn of maternal mortalIty reqUIres mput from all sectors of the economy,
MalawI establIshed a NatIOnal Safe Motherhood Task Force m 1993 The Task Force was
composed of a multIdIscIplmary team wIth members from the follOWIng orgamzatIOns

• The MmIstrIeS ofHealth and EducatIOn

• Women Youth and CommunIty Development

• Chnstian HOSpItal ASSOCIatIOn ofMalaWI

• Health Trammg InstItutIOns

+ Nurses and MIdWIves CouncIl

• MedIcal CounCIl of MalaWI
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• NatIOnal AIDS Control Program

• Health-related NGOs and Donor AgencIes

The Task Force was assIgned the role of developmg the NatIonal Safe Motherhood StrategIc Plan
and overseemg ItS ImplementatIOn and dId so usmg the results of the Safe Motherhood Needs
Assessment Survey The purpose of the plan, WhICh became operatIOnal m 1996, IS to reduce
MalaWi's maternal mortahty from 620 to 310 deaths per 100,000 hve bIrthS by the year 2001

The reVIew of the background document further showed that ImplementatIOn of the strategIc plan
was started m 1995 by varIOUS stakeholders Due to financIal constramts, the Proposed Safe
Motherhood ImtIatIve strategIes were Implemented as a whole package m selected dIStnCtS that
have receIved financial donor support, wlule other dIstncts are Implementmg some of the
strategIes as part of theIr dIStnCt health annual actIOn plans financed through the recurrent
government budget

OPERATIONALIZATION OF SAFE MOTHERHOOD STRATEGIES

The survey noted that the follOWing actIVItIes have been carned out to Implement the Safe
Motherhood InItIatIve strategIc plan

Creatmg general awareness among the generalpublzc ofthe problem ofhigh maternal
mortalzty and the needs ofpregnant women

To ensure that the general publIc apprecIates the problem of hIgh maternal mortalIty and to
generate support for pregnant women, the MInIStry of Health and PopulatIOn, MilliStry of
Women, Youth and CommunIty Development, Mmistry of InformatIon, College ofMedIcme
(Department of ObstetrIcs) and the NatIOnal FamIly Plannmg CouncIl conducted a number of
senSItIzatIOn meetmgs for tradItIOnal authontIes, chIefs, and church leaders from all 25 dIstncts
of the country In addItIon to these meetmgs, advocacy meetmgs on the Safe Motherhood
InItIatIve were also held m seven dIStnCtS (two from the Southern RegIOn, three from the Central
RegIOn, and two from the Northern RegIOn) for dIstnct development commIttees and VIllage
health commIttees The speCIfic ObjectIves of the advocacy meetmgs were to

... create an m-depth awareness and knowledge among pohtical and commumty leaders
about the maternal health status m MalaWI,

... senSItIze leaders on the safe motherhood concept,

... determme the roles of the communIty leaders m Implementmg ofthe Safe Motherhood
InItiatIve at communIty level, and

... SOhClt the support of the leaders and theIr cOmmItment to the ImplementatIOn of safe
motherhood m theIr areas
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To achIeve these obJectIves, a number of Issues (some ofwmch are presented m Box 2) were
dIscussed extensIvely

BOX 2 SOME ISSUES DISCUSSED DURING ADVOCACY MEETINGS
(SOURCE. REPORT ONSAFE MOTHERHOOD INITIATIVE ADVOCACYMEETINGS,

1997)

V' DIstnct data on the number of maternal and mfant mortalIty and morbIdIty

V' Common causes of maternal and mfant mortalIty

V' Antenatal care and famIly planmng coverage rates

V' Number of delIvenes assIsted by health workers and TBAs

II' Number of unsupervIsed delIvenes

V' OrganIZatIOn of commumty emergency transport

V' Role of maternIty waItmg homes

V' Proposed mterventIOns for reducmg maternal mortalIty, e g , clean and safe delIvery
and emergency obstetnc care m Safe Motherhood ImttatIve

V' Importance ofhealth facIlIty delIvery

V' Role of communIty leaders m Improvmg access to essentIal obstetrIc care

V' Scope ofpractIce for the TBAs

A total of 300 tradItIOnal authontIes (chIefs), 100 DIStrICt Development COmmIttee members,
and 135 VIllage Health commIttees partIcIpated m the advocacy meetmgs RecommendatIOns
made by these commumty leaders mcluded

o mobilIzmg VIllage transport systems for emergency referral from the communIty TBA
birthmg centers to the dIstnct hOSpItal level,

o encouragmg women to seek antenatal and delIvery care from TBAs or health centers,
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o mstItutmg discIplmary measures (e g , paymg chIcken or goat to the chief) to the
famIlIes of women that delIver at home Without supervIsIon, or penalIzmg untrained
TBAs who conduct delIvenes, and

o requestmg dIStrIct development funds for bmldmg bndges, roads or health centers
where access IS a problem

After these meetmgs, the leaders were asked to dissemmate thIs mformatIon to other areas and
Implement the recommendatIOns

To complement these senSItIzatIon actIvItIes, drama groups and groups of women were traIned to
dIssemmate safe motherhood messages at the VIllage level Each dIstnct now has more than five
drama groups, whIle two dIstncts (MangochI m the Southern RegIOn and LIlongwe m the Central
RegIOn) have groups of women who have been tramed to serve as CommunIty-Based Safe
Motherhood AdVIsors (CBSMAs) Currently, there are 80 CBSMAs who have dissemmated
Safe Motherhood ImtIatIve messages to a total populatIOn of22,OOO men, women and youths
from the two dIstncts Both the drama groups and the CBSMAs dissemmate these messages
through songs and plays m a varIety of settmgs, such as schools, church gathenngs, funeral
ceremomes, clImcs, and VIllage and agncultural club meetmgs Durmg the survey, three drama
groups and ten CBSMAs were observed, the common messages dIssemmated by both groups are
shown mBox3
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BOX 3 SMI MESSAGES DISSEMINATED BY DRAMA GROUPS AND CBSMAs

MESSAGE MODE OF TARGET AUDIENCE
DISSEMINATION

Dangers of abortIOn Song and dIScussIon 200 school youths

Who should not delIver at Play 80 women
home

Dangers of unsupervIsed Play 30 men and 50 women
delIvenes

Dangers of teenage Song and dIScussIon 150 school youths
pregnancy

Causes of maternal death Play and song 20 men and 40 women

PreventIOn ofmaternal death Song 50 women, 20 youth, 30 men

PreventIOn of Song and play 300 youths
STDIHIV/AIDS

PreventIOn and management Play 100 women and 5 TBAs
ofpostpartum hemorrhage

PreventIOn ofneonatal Role play 150 women and 2 TBAs
tetanus

Benefits of famIly plannmg Play 150 men and 200 women

Investmg m gIrlS' educahon Play and dISCUSSIon 150 men and 20 cmefs

As the drama groups and the CBSMAs dlssemmate safe motherhood messages m theIr own
localItIes, the populatIOn at large receIve the same messages from electrOnIc and pnnt merna
personnel, who also attended the advocacy meetmgs The natIOnal radIO has a dally hme slot for
health Issues each mornmg before the news bulletm, when aspects of the messages are aired to
the natIOn There are also radIO soap operas, which feature health Issues such as the problems of
too many pregnanCIes, the role of men m famIly plannmg Issues, the dangers of child bearmg m
the adolescent years and the proper use ofhealth faCIlItIes durmg pregnancy, labor and delIvery

AddItIOnally, two popillar newspapers m the country (Dally TImes and The NatIOn) have a health
corner whIch mostly focuses on the health problems of the vu1nerable groups, such as women
and chIldren For women's health Issues, the artIcles that frequently appear address controverSIal
Issues, such as the ment of legalIzmg abortIOn as a means of reducmg levels of unsafe abortIOn
(WhICh contnbute to 18 percent of all maternal deaths m the country)
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In late October 1997, a number of artIcles appeared covenng the Safe Motherhood ImtIatIve 10th
AnnIversary ConsultatIve meetmg In fact, these artIcles questIOned health prOVIders and polIcy
makers about what MalaWi IS currently domg to address the Issue of maternal mortalIty The
advocacy meetmgs have, therefore, stImulated mterest and awareness m the general publIc on the
problems of maternal death, and government IS bemg asked by the publIc to do somethmg about
thIs problem

Generating Polztlcal, Government and Donor CommItmentfor FinanCing Safe Motherhood
Interventions

Although the MalaWI 1985-1996 NatIOnal Health Plan Identified maternal and chIld health care
as a pnonty area requmng more financIal resources, the NatIOnal Safe Motherhood Task Force
noted that, With the exceptIOn of the famIly planmng program, more fundmg was aSSIgned to
cillid health programs than to maternal health programs For thIs reason, the Safe Motherhood
ImtIative StrategIC Plan recommended Implementmg advocacy meetmgs for pohttcalleaders,
chIef executIves of pubhc and prIvate organIzatIOns, and representatIves of donor agenCIes As a
result, two-day advocacy meetmgs were held m 1996-one for parlIamentarIans and
representatIves of donor agenCIes, the other for the chIef executIves

The first meetmg was attended by 143 members ofparhament and 21 mmisters responsIble for
government mlmstnes and departments, as well as representatIves of health-onented donor
agenCIes The meetmg of the chIef executIves was attended by 57 partICIpants 28 pnnclpal
secretarIes for government mlmstrles, town clerks from the three CItIes of the country, and 24
executIve dIrectors from pnvate orgamzatIOns In addItIon to tOPICS on populatIOn and
sustamable development, the meetmg prOVIded mformatIOn on trends m maternal mortahty, the
Safe Motherhood ImtiatIve as a global strategy for reducmg maternal mortahty, proposed
strategIes for Implementmg the Safe Motherhood ImtIatlVe m MalaWI, and the finanCial
resources reqUIred to do so

The major achIevement of these advocacy meetmgs was the development of a strong alhance
between Government, NGOs and donors for the ImplementatIOn of the Safe Motherhood
ImtIatIve As a result of thIS alhance, government on ItS part has estabhshed a speCIfic budget
hne for safe motherhood mterventIOns, and donors have pledged to proVIde funds speCIfically for
the mterventIOns The survey noted that four donor agencles-Umted NatIOns Fund for
PopulatIOn ActIVItIes (UNFPA), Umted NatIOn's ChIldren's Fund (UNICEF), BrItish Department
for InternatIOnal Development (DFID) and the European Umon (EU)-have proVIded fundmg
for Implementmg Safe Motherhood ImtiatIve actIVItIes m 18 dIStrICts of the country, and the
Government ofMalawI IS financmg mterventIOns m the remammg eIght dlstncts

In addItIon to mobIlIzmg resources, the advocacy meetmgs for the parlIamentarIans and chIef
executIves made useful recommendatIOns, whIch are contnbutmg to the successful
ImplementatIon of the Safe Motherhood ImtiatIve m the country Some of these
recommendatIOns are presented m Box 4
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BOX 4 RECOMMENDATIONS AFFECTING IMPLEMENTATION OF SAFE
MOTHERHOOD INITIATIVE IN MALAWI

(SOURCE POST CAIRO AND ADVOCACY TAKES OFF - REPORT OFA WORKSHOP
FOR PARLIAMENTARIANS, PRINCIPAL SECRETARIES AND CHIEF EXECUTIVES

ONPOPULATIONAND SUSTAINABLE DEVELOPMENT, 1996)

V' The Farrnly Planmng Urnt ofthe Mlrnstry ofHealth and PopulatIOn should be retItled
to ReproductIve Health Urnt m order to emphasIze the expanded focus on reproductIve
health, mcludmg Safe Motherhood InterventIOn Issues

V' Government should strIve to change the attItudes of servIce provIders by Improvmg
theIr workmg enVIronment m order that famIly plannmg servIces are prOVIded to those
who need them, IrrespectIve of mantal status

V' CIVIl regIstratIOn should be mtroduced, as It IS Important to morntor trends m
populatIon

V' PartICIpatIOn ofNGOs and the pnvate sector m populatIOn, partIcularly m the
proVISIon of reproductIve health servIces, should be coordmated and encouraged

V' ParlIamentarIans should aSSIst m the mobIlIzatIOn of resources, mcludmg manpower
and finance for reproductIve servIces

V' All members of parlIament should faCIlItate utIlIzatIon of aVailable health servIces,
such as those of famIly planmg, antenatal and nutrItIOn educatIOn

Reducmg Delay m Obtalmng Emergency ObstetriC Care

As the 1994 Safe Motherhood Needs Assessment IdentIfied delay m obtaInmg emergency
obstetrIc care as one of the underlymg factors contrlbutmg to hIgh maternal mortalIty, the Safe
Motherhood StrategIc Plan recommended a number of actIVItIes to reduce thIS delay The
actIVItIes address three types or levels of delays

1 delay at the famIly level m makmg the declSlon to seek care durmg pregnancy, labor
and delIvery

2 delay m reachmg a health facIlIty due to lack of transport

3 delay m receIvmg appropnate care due to health faCIlIty problems

ActIVItIes to reduce delay III deCISIon makIng - VIllage headmen and VIllage health commIttees
have been trained and assIgned responsIbIlIty to adVIse expectmg famIlIes to report to health
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facIlIties m a tlITlely manner for care dunng the antepartum, mtrapartum, and postpartum penod
Followmg thIS tralmng, vIllage health commIttees call regular monthly meetmgs to dISCUSS
health Issues, mcludmg safe motherhood Durmg the survey, ten chaIrpersons of vIllage health
commIttees were asked to venfy theIr trammg m Safe Motherhood ImtIatlve Issues and what IS
expected of them The responses mdIcate that they had been taught by health center personnel on
the need for proper utIlIzatIon of health faCIlItIes, espeCIally durmg pregnancy and delIvery, and
the need for organlzmg ox-carts or bIcycles to transport women to health faCIlItIes or TBA
bIrthmg centers when necessary The chaIrpersons had a leaflet prepared by the NatIonal Safe
Motherhood Program on the SItuatIOn of maternal mortalIty m MalaWI, the causes of maternal

death, and the roles of mdividuals, famIlIes, chIefs and government m the preventIOn of maternal
mortalIty The leaflet aSSIsts members of the health commIttee to dissemmate mformatIOn on
safe motherhood Issues to members of the VIllages

Smce husbands and mother-m-Iaws are the major deCISIOn makers m the famIly, the VIllage
health commIttees target these people durmg theIr IEC actiVIties As a result, there has been an
mcrease m the number of women who report to health faCIlItIes for antenatal, labor and delIvery
and of women who easIly accept referral from health centers to delIver at a dIstnct hOSpItal

ActIVItIes to reduce delay due to transport - In most rural areas of MalaWI, the road and
telephone mfrastructure IS very poor-makmg referral of obstetnc complIcatIOns a mghtmare
The use of bIcycle ambulances and radIo commumcatIOn and of matermty waItmg homes were
IdentIfied as solutIOns to thIS problem

BIcycle Ambulances - Four dIStrICtS (MangochI, Kasungu, Thyolo and MZImba) were
VISIted dunng the study to observe how the bIcycle ambulances were functIOmng and If
they had made any dIfference The bIcycle ambulances m these dlstncts were supplIed
by UNICEF and the World Health OrganIzatIOn and were eIther communIty property
kept by a VIllage headman or the property of the TBA The study found that It was
effectIve to keep the bIcycle ambulance WIth the TBA, as most referrals are from the
TBA to the health center Smce the TBA blrthmg centers are part of the VIllage settmg,
women dId not need transportatIOn from theIr homes to the TBA

In the areas where the chIef kept the bIcycle, It took more time to get the bIcycle from
him to the TBA and from there to the health center However, It was eaSIer for the
communIty to maIntaIn a bIcycle kept by the chIef than one kept by the TBA The TBAs
were VIewed as busmess people who could afford to maIntam the bIcycle WIthout
aSSIstance from the commumtles The study also found that bIcycles ambulances were
not as useful durmg the ramy season and m sandy areas Other problems reported by
some chIefs were aSSOCIated WIth cultural belIefs For example, two chIefs SaId

People are afrazd to be taken on the bIcycle ambulance hke a dead body
and the feelmg IS that the sltuatlOn IS too serlOus and hopeless to warrant a
trzp to the hospItal
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Pregnant women do not want to be seen lymg on the bIcycle ambulance as
thIS would announce that labor has started and may attract wItches

Another problem cIted when usmg bIcycle ambulances was the poor supply of spare parts
as most spare parts are not manufactured Within the country When spare parts do
become avaIlable, they are sold at a mgh pnce and are only avmlable m CIties or dlstnct
headquarters-not m local grocery stores operatmg m rural areas

RadIO CommunIcatIOn System - To supplement the bIcycle ambulances, radIo
commumcatIOn systems have been set up m selected health centers The survey showed
that smce the mstallatIOn of a radio telephone system, there has been a reductIOn m the
time between Identification of a complIcatIOn by health center personnel and admIssIon to
the dlstnct referral center (from SIX hours to three hours) The district referral centers
are now trymg to reduce the current three-hour time to at least one and half hours
by provldmg specific ambulances for obstetriC emergencies Although cultural belIefs
threaten the use of the bIcycle ambulance, the general feelmgs of the TBAs and chIefs
were that the ambulances are helpful, as women do not have to Wait for a whole day to
find an ox cart or to make a stretcher

Matermty WaItmg Homes - Data on the use ofmatermty waItmg homes mdIcate that they
are not very common, probably because they are supposed to be constructed through self­
help projects The few that have been constructed have proVIded posItIve results For
example, Ekwendem MaternIty WaItmg Home keeps an average of20 antenatal mothers
per month, who come from a dIstance of 10 to 60 kilometers Within and outsIde the
catchment area of the hospItal The hospItal also mdICated that smce the mtroductIOn of
the Home, admIssIOns ofcomplIcated cases has been reduced from 100 per month m 1986
to 10 per month m 1997 The Home's success m reducmg the number of complIcatIOns IS
attnbuted to the value that the mothers themselves place on ItS benefits
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Box 5 provIdes some of the benefits cIted by 20 mothers mterviewed dunng the survey at
Ekwendem MIssIOn HospItal

BOX 5 PERCEPTION OF PREGNANT WOMEN ON THE BENEFITS
OF A WAITING HOME

It helps us to be near the hospItalfor delzvery

It may reduce the rzsk ofdymg ifyou develop complzcatlOns durmg labor as you are
near andyou WIll be attended to qUlckly

You do not need money to hIre a vehzcle to rush to hospltal when problems arzse SInce
you are already at the hospztal

Blood IS checked on arrzval to find ifyou have enough blood or ifyou need to get a

donor to gzve you blood In a good tIme

Reducmg delay 10 recelvmg emergency obstetnc care - As thIS type of delay can occur at the
health-facIlIty level even If the mother reported m good tIme, the Safe Motherhood InterventIOn
program IS addressmg thIS delay by Implementmg measures aImed at Improvmg the qualIty of
care avaIlable m matermty umts, as well as m other ambulatory maternal health servIces

Improvmg the Quallty ofMaternal Health Care, mcludmg FamIly Planmng and Neonatal
Care

Because the other strategIes aIm at creatmg demand for maternal health servIces, provIdmg
qUalIty care IS VIewed as cntical to achIevmg the Safe Motherhood InterventIOn goals m MalaWI
To ensure that the servIces meet the needs of women and theIr famIlIes, the Safe Motherhood
InterventIOn strategIc plan IdentIfied a number of actIVItIes to be Implemented by both publIc and
pnvate maternIty umts

ProvIsion of essential eqUipment, drugs and supplIes - The 1994 Safe Motherhood ImtIatIVe
Needs Assessment survey showed that most health facIlItIes lacked proper eqUIpment and
supplIes for essentIal obstetnc care Therefore, a standard lIst of eqUIpment, supplIes and drugs
was developed usmg the WHO Mother-Baby Package InterventIOns ThIs lIst has now been
adopted and IS used to purchase eqUIpment for dIStnCt and health-center levels Health facIlItieS
sItuated m seven dIstrICtS supported by UNFPA and UNICEF have now started to receIve thIS
eqUIpment
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TraInIng ofnurse-mldwlVes In obstetric life-savIng skills - LIfe-Savmg SkIlls Trmmng (LSS)
IS targetmg mIdwIVes as they make up the maJonty of health workers provIdmg maternal health
care (1 e , antenatal, labor/dehvery, postpartum, famIly planmng and neonatal care) The trmmng
has two components

(1) Trammg of Trmners for LSS conducted for semor regIstered nurse-mIdWives and
(2) LSS ProvIders Course for both regIstered and enrolled nurse mIdwIves

The Trammg of Trmners course IS aImed at provIdmg each dIStrIct or pnvate hospItal WIth one to
three semor mIdWives who Will be responSIble for provIdmg mIdWifery contmumg educatIOn
serVIces for dIstnct hospItal and health center personnel The trmmng, therefore, focuses on
teachmg methodology and advanced mIdwIfery skIlls The LSS ProvIders Course trams both
regIstered and enrolled nurse mIdwIves currently workmg m antenatal clImcs, famIly plannmg
clImcs, labor and dehvery umts, and postnatal and neonatal care umts It IS mterestmg to note
that LSS traImng was started m MalawI, usmg the WHO LSS currIculum, whIch focuses on
preventIon and management ofpostpartum hemorrhage, puerperal mfectlOn, obstructed labor,
and pre-eclampSIa MalawI has now developed ItS own two-week-Iong course (Box 6)

BOX 6 CONTENT FOR LIFE-SAVING SKILLS TRAINING IN MALAWI

V IntroductIOn to Safe Motherhood Imtiative

V Interpersonal CommumcatIOn and CounselIng

V Maternal and Pennatal ServIce Data and Record Keepmg

V Care durmg Antenatal Penod

V PreventIon and Management of AnemIa m Pregnancy

V Prevention and Management of Postpartum Hemorrhage

V Prevention and Management of Complications of AbortIOn

V PreventIOn and Management of Obstructed Labor

V Prevention and Management of Puerperal InfectIOn

V Role ofPartograph m the Management of Labor

V Care of Women durmg 1st, 2nd, and 3rd Stage of Labor

V Management of Breech and Vacuum DelIvery

V Care of the Newborn, mcludmg ReSUSCItatIOn

V LactatIOn Management and ExclusIve Breast Feedmg

V Care of a Woman durmg the Postpartum Penod
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ClImcal competenCIes stressed durmg the traImng mclude

• counselmg

• phySICal assessment

• momtonng of fetal and maternal condItIOn

• plottmg on the partograph

• pelVIC assessment

• mtravenous hydratIOn

• blood transfuSIOn

• bladder care

The survey found that smce the mceptIOn of the course, 52 regIstered nurse mIdwIves have been
tramed as DIstnct Safe Motherhood Tramers and 600 nurse mIdWIves have partICIpated In the
LSS traInmg FIve traIners and 15 mIdWIves who partICIpated In the LSS traImng were
IntervIewed durIng the survey, all of them Inmcated that the course IS helpful because It has
assIsted them to better manage pregnant women who develop complIcatIons DIstnct health
management teams also IndIcated that after the course, nurse mIdWIves are provImng
comprehensIve care (e g , nursIng notes are more complete, care dunng labor and use of the
partograph has Improved, at-nsk mothers are referred In a tImely manner, and women express
satIsfactIOn WIth the care gIven) The dIstnct Safe Motherhood traIners IntervIewed durIng the
study also IndIcated that In addItIOn to teachIng fellow mIdWIves, they have extended theIr
teachIng actIVItIes to women groups, TBAs, and adolescents WIthm reach of the dIStnCt hospItal
catchment area Tills InItiatIve has Improved the relatIOnshIp between the communIty and the
hOSpItal, as well as Improved the proper use of the health faCIlIty for antenatal, labor and
delIvery Dunng the survey, a few women (38) who had partICIpated m thIS traInIng were asked
how the course had benefited them In response, the women IndIcated that the mformatIOn was
useful as It had assIsted them to take care of themselves and also to prOVIde constructIve adVIce
to others Some of theIr responses are shown In Box 7
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BOX 7 USEFULNESS OF INFORMATION DISSEMINATED TO WOMEN WHO
PARTICIPATED IN TRAINING BY DISTRICT SAFE MOTHERHOOD TRAINERS

1 now know that maternal deaths are not caused by wztchcraft but byfrequent
pregnanczes, havmg too Zzttle blood, losmg too much blood at deZzvery, mduced abortzon
andprolonged labor (30 women)

After the tramer gave us the talk, 1 have started to use modern famzly plannzng methods,
and 1 am not afrazd anymore ofcontraceptzve pzlls (20 women)

1 am now trymg to eat well to avozd malnutrztzon (38 women)

I'll never take herbal medzcmes anymore to hasten labor, and we have agreed wzth my
frzends to start antenatal early next tzme we are pregnant (35 women)

1 shared the znformatzon wzth myfrzend and nezghbors at a water pump (15 women)

My frzend and 1 are now gomgfor tuballzgatzon (5 women)

UtilIzatIOn of Manual Vacuum Aspiration for the Management of Incomplete Abortlon­
Manual Vacuum AspIratIon (MVA) was recommended by the Safe Motherhood StrategIc Plan as
a better and more cost-effectIve way ofreducmg morbIdIty and mortalIty related to post-abortal
sepSIS Use of the MVA started at one teachmg hOSpItal by the Department of Gynecology of the
College of MedIcme m 1994 but now has spread to eIght dIstnct hospItals At first, only medIcal
doctors were tramed to carry out the procedure, but now It has been extended to regIstered nurse
mIdwIves As most women who seek care for mcomplete abortIOn mdIcate that the pregnancy
was unmtended, MVA IS now coupled WIth post-abortal famIly plannmg counselmg Data from
the teachmg hospItal where MVA was ImtIated shows that the number of abortIOn cases managed
through MVA technology IS steadIly decreasmg, probably due to the prOVISIOn of famIly
planmng servIces as part of the abortIOn care
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The most common methods of famIly planmng used by the post-abortal clIents mclude
lofemenol, depoprovera and condoms Apart from motIvatmg women to use famIly plannmg
methods to prevent unwanted pregnancIes, the mtroductIOn of the MVA has also managed to
reduce the admIssIon rate to the gynecologIcal urnt of the hospItal as patients are managed on an
out-patIent basIs and post-abortal sepsIs has been reduced The dIStnCt hospItals that are now
usmg MVA have also observed a drastIc change m the admIssIon rate m the gynecologIcal ward,
as well as a reductIOn m the use ofgeneral anaesthetIc agents and of the operatmg room

PrOVISIon of treatment gUIdelInes/protocols for the management of obstetrIC emergencIes ­
To ensure that women who develop complIcatIOns receIve appropnate care, the Safe Motherhood
program has attempted to deSIgn treatment gUIdelmes for the management of common obstetrIcal
emergencIes The gwdelmes are diVIded mto two categones to depIct management at the health
center and dIstnct hospItal levels The condItIOns bemg addressed m the treatment gUIdelmes are
reflected m Box 8

BOX 8 COMMON EMERGENCIES INCLUDED IN THE MALAWI OBSTETRICAL
TREATMENT PROTOCOLS

Antepartum hemorrhage due to abruptIO placenta

2 Antepartum hemorrhage due to placenta praevIa

3 Obstructed labor

4 Ruptured uterus

5 Pregnancy-mduced hypertensIOn and eclampSIa

6 GenItal sepSIS

7 Pnmary and secondary postpartum hemorrhage

8 Post-abortal hemorrhage

9 AnaemIa m pregnancy

10 MalpresentatIonlrnalpositIOns

11 Intrauterine- death

12 InductIon of labor

13 Premature rupture of membranes

14 PreVIOUS uterme caesarean sectIOn

15 Twm delIvery
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Box 8 shows the gUIdelInes have Included condItIOns that may not be termed obstetncal
emergencIes to accommodate nurse-mIdWives who functIOn In health centers where servIces of
an obstetncian or a phySICIan are not aVailable However, recommendatIOns are for the health
center nurse-mIdWIfe to refer all comphcatIOns to the dIStnCt hOSpItal and to only provIde
resuscItatIve care under certam condItIOns The Safe Motherhood program manager reported that
InformatIOn on the treatment flow charts WIll be made Into a pocket book With detailed
InformatIOn to serve as a reference a health worker can easIly carry In hIS or her pocket The
treatment gUIdelInes, for use In both pnvate and pubhc InstItutIOns, also serve as teachIng
matenals durIng the hfe-savIng skIlls traIrnng for mIdWives

Use of confidential maternal death audit - To aSSIst dIstnct health management teams evaluate
the quahty of theIr own care, a confidentIal maternal death InqUIry has been Introduced In the
country At the tIme of the study, four dIStnCt hospItals commIttees (MangochI, Mwanza,
Kasungu and MZImba) had been trained to conduct the audIt ServIng on each commIttee are a
dIstnct health officer (a medIcal doctor), a dIStrICt nursIng officer, a dIstrIct Safe Motherhood
traIner, a chrncal officer, and other two mIdWives from the MaternIty Urnt

Reports from these hOSpItalS show that the maternal death mqUIry IS an Important tool m
addressmg some of the preventable causes of maternal death For example, one maternal death
mqUIry conducted In Mangochl hOSpItal resulted In both chrncal and admirnstratIve staff takIng
actIve measures to address Issues of InfectIOn, lack of blood for emergency transfusIon, and an
emergency transport system Box 9 proVIdes InfOrmatIOn on the actual actIVItIes recommended
durIng an audIt of maternal deaths that resulted from puerperal sepSIS and postpartum
hemorrhage
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BOX 9 RECOMMENDATIONS MADE FOLLOWING A MATERNAL DEATH AUDIT
(SOURCE MONKEYBAYSAFE MOTHERHOOD PROJECTPROGRESS REPORT,

FEBRUARY 1997

RECOMMENDATIONS PERSON RESPONSIBLE

OrganIze fund-raIsmg campaIgn among DIstnct health officer and dIstrIct
commercIal farmers to buy a frIdge for blood commISSIoner
bankmg

Tram maternIty and theater staff on mfectIOn- DIStrIct Safe Motherhood traIner
control measures

Conduct regular mIcrobIal testmg of labor Laboratory technICIan and dIstnct nursmg
ward beds and floor officer

Autoclave all delIvery packs and gloves Labor ward SIster and matron

Introduce emergency antIbIotIC therapy for DIStrICt health officer and Safe Motherhood
mothers and prolonged labor or early rupture tramer
of membranes

Ensure safety ofambulances that transfer DIstnct health officers and dIStnCt polIce
patIents from health centers at mght commISSIOner

As some of maternal deaths occurred due to late utIhzatIOn of health faCIlItIes as well as use of
herbs for speedmg the process of labor, ImplementatIOn of these recommendatIOns was
accompanIed by commumty meetmgs The hospItal has now secured a frIdge for ItS blood­
bankmg system, epIsodes of puerperal mfectIOn have been reduced, and commumtIes are
respondmg pOSItIvely to IEC messages on the tImely use of health faclhtIes and aVOldmg the use
of local pltocm to speed the labor process The polIce have also heIghtened securIty at mght to
ensure that ambulances from penpheral umts to the dIStrIct hospItal are not attacked

Reducmg High-Risk Pregnancies

MalaWI's total fertIlIty rate (TFR) IS estImated to be at 6 7 (MDHS, 1992) ThIS mgh fertIhty rate
places the lIfe-time nsk of maternal death for a MalaWIan woman at 1 m 29 The Safe
Motherhood ImttatIve strategIC plan, therefore, endorsed the mterventIOn proposed m the MalaWI
FamIly Plannmg Pohcy and GUldelInes, whose target IS to reduce TFR to 5 and mcrease the
current contraceptIve prevalence rate (CPR) to 28 percent from 14 percent by the year 2000
InterventIOns bemg Implemented to achIeve these targets mclude
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o prOVISIOn of fanllly plannmg servIces m all StatIC and outreach clImcs,

o lIberalIzatIOn of famIly planrung servIces to all women of chIld-beanng age, mcludmg
adolescents,

o operatlng work-based famIly plannmg clImcs and man-to-man famIly plannmg clImcs,
and

o conductlng famIly planrung advocacy and IEC campaIgns

The survey noted that hospItal-based famIly plannmg servIces are mtegrated With antenatal,
postnatal and under-five clImcs At the health center level, servIce delIvery IS not mtegrated, and
shortages of health personnel and space were cIted as the mam obstacles Permanent
contraceptIve methods, mcludmg Norplant, are bemg offered at the dIStrICt hospItal level as well,
but are not as popular as mJectables and oral contraceptlves

PREVENTION OF STDIHIV/AIDS

ServIces for the management of sexually transmItted dIseases (STDs), mcludmg preventIOn of
STDs/HIV/AIDS, are not mtegrated With other reproductIve health servIces Instead, they are
offered on a dally baSIS m out-patlent departments Pregnant women or famIly plannmg clIents
With STDs are therefore referred by mIdWIves to the out-patIent department to receIve treatment
However, the NatIOnal AIDS Control Program IS embarkmg on a trammg program for health
workers on the syndromlc approach to STD management, and mIdWIves who have partICIpated m
tills course are now allowed to keep STD medIcatIons at the antenatal or famIly plannmg cllmcs
to ensure that clIents are served at one pomt As part of HIVIAIDS-preventIOn efforts, all
hospItal faCIlItIes have the capaCIty to screen blood before transfuSIOn, but the survey observed
that reagents are not adequate-nskmg the danger of transfusmg unscreened blood

INVOLVEMENT OF COMMUNITIES IN THE IMPLEMENTATION OF
THE SAFE MOTHERHOOD INITIATIVE

A reVIew of background mformatIOn on the ImplementatlOn of the Safe Motherhood ImtlatIve m
MalaWI showed that communItIes are domg much more than Just dlssemmatmg mformatlOn on
safe practIces for maternal and neonatal care The reVIew showed that TBAs have been mvolved
m provldmg antenatal and delIvery servIces smce the early 1980s and that theIr contrIbutIon to
provldmg clean and safe delIvenes IS estImated at 18 percent Another category of vIllage-based
health workers who are asslstmg m the provlSlon of maternal health care are communIty-based
dlstnbutmg agenCIes (CBDAs) who motIvate and dIstrIbute contraceptIves at the VIllage level
To IdentIfy the exact roles played by the VIllage-based maternal health workers, 30 TBAs (10
from each regIOn) were purposely selected from three of the country's dIstncts (LIlongwe In the
Central RegIOn, Mangochl the Southern RegIOn and Nkhatabay In the Northern RegIOn) to be
mterviewed on the nature of theIr work
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Role of the TBA m the Safe Motherhood ImtIatIve - The analysIs showed that TBAs are very
active and busy, as then dehvery regIsters showed a monthly average of20 dehvenes The
regIsters also showed few negatIve maternal and fetal outcomes of these dehvenes For example,
of4,540 dehvenes recorded m 1996 among the 30 TBAs, there were only two epIsodes of
maternal deaths and four fresh still bIrthS Regardmg preparatIOn for theIr roles, all 30 TBAs
mdicated that they were formally tramed by theIr respective dIStrIct hospItals, and they had now
been practIcmg for over SIX years In adilltIOn to thIs formal trmmng, the TBAs mdicated that
they had also attended a one-week refresher course m late 1996 and are vISIted by dIStnct
mIdWIves (TBA coordmators) who provIde them WIth adVIce on theIr performance and supplIes
To assess the level of knowledge and practIce among the TBAs, the survey asked them about
care of the cord and the complIcatIOns of pregnancy that would cause them to refer a mother to a
health center or hospItal for delIvery Boxes 10 and 11 show theIr responses

BOX 10 CARE OF THE CORD BY TBA (N=30)

METHOD OF TREATMENT FREQUENCY

METHOD OF TREATMENT FREQUENCY

Nothmg 19 (62%)

Ash 0(0%)

Herbs/flower 0(0%)

Dung 0(0%)

Pestle dust 0(0%)

Spmt 7 (24%)

Powder 1 (3%)

Soap aIld urater - Ll r"o!.., f--.. \..,.J /V}

Other 2 (6%)

N = 30 (100%)
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BOX 11 RECALL BY TBA OF PREGNANCY COMPLICATIONS NEEDING
PROMPT REFERRAL (N=30)

COMPLICATIONS FREQUENCY

Abdommal scars 20 (68%)

PersIstent headache 13 (42%)

Swelhng 15 (51%)

Anaemia (pallor) 7 (12%)

CessatIOn of fetal movement 13 (43%)

Abnormal he 3 (10%)

SepSIS 14 (46%)

Heavy bleedmg 14 (47%)

Obstructed labor 13 (43%)

Pnmigravidity 15 (48%)

The data m the two boxes mdicate that TBAs are adoptmg the practices lffiparted to them durmg
the formal tralmng, as well as durmg the supervIsory VISIt As most of the populatIOn m thIS
country hves about 15 kIlometers from a health facIhty, TBAs stIll have a VItal role to play m the
ImplementatIOn of the Safe Motherhood Imtiative Yet, there IS stIll a need to regularly provIde
them WIth supphes, as the survey showed that some TBAs dId not have all the necessary
supplIes, espeCIally spmt IdentIficatIOn ofnsks also needs to be stressed durmg tralmng, as
anaemIa, obstructed labor and hemorrhage were only CIted by half of the sample as reasons for
refemng a mother to a health faCIlIty for further management

Role ofthe CBDA In the Safe Motherhood Imtlatlve

To Identify the role played by the VIllage-based famIly planmng proVIders and how they are
prepared for such a role, the survey mterviewed 12 CBDAs from Dedza DIstnct m the Central
RegIOn The study observed that mtroductIOn ofthe CBDA program has contnbuted to ralsmg
the contraceptIve prevalence rate (CPR) from 7 m 1992 to 144m 1996 The 12 CBDAs
mterviewed durmg the survey mdICated that they dIstnbute contraceptIves by visItmg homes of
elIgIble clIents, visItmg publIc places lIke markets or tradmg centers, or attendmg to motIvated
clIents who VISIt their homes for contraceptives SImIlar to the TBAs, CBDAs mentIOned that
before startmg their voluntary work, they were selected by chIefs and were gIven two weeks'
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trammg by the dIStnCt hOspItal famIly plannmg personnel SupervIsIon IS provIded by a health
surveIllance assIstant (a salaned multIpurpose commumty-based health worker) and sometImes
the CBDAs report to the nearest health centers to receIve m-servIce educatIOn and collect more
supplIes Smce one of the major aIms of the Safe Motherhood InterventIon program IS to reduce
the hIgh number of pregnancIes, It IS hoped that aVaIlabIlIty of contraceptIves at the vIllage level
wIll assIst famIlIes, as well as smgle persons, aVOId umntended pregnancIes
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STRENGTHS, WEAKNESSES, RECOMMENDATIONS

STRENGTHS

The results of the survey mdlcate that MalaWi has made a commItment to Improvmg the health
status ofwomen by provldmg essentIal obstetnc and neonatal care An mdlcator of thIS
commItment IS the mclusIOn of safe motherhood as a pnonty program m the NatIOnal Health
PolIcy Framework (1995), as well as the IdentIficatIOn of Safe Motherhood ImtmtIve
mterventIOns m the proposed NatIonal Health StrategIc Plan (1997) as part of the essentIal health
package to be made aVailable to all Malawlans-especlally women of chIld-beanng age
Although the finanCIal allocatIOn made for Safe Motherhood ImtIatIve mterventIOns m the 1998­
99 budget IS madequate, It mdlcates the general economIC SItuatIOn of the country rather than a
lack of commItment by the law makers On ItS part, the Mlmstry of Health and PopulatIOn has
trIed to popularIze ItS Safe Motherhood ImtIative program With potentIal donors, and the survey
noted a pOSItIve response from donors such as UNICEF, UNFPA, and ED

As ImplementatIOn of the Safe Motherhood Imtlatlve IS In ItS Infancy, It IS dIfficult to detect If
any Impact has been made on the InCIdences of maternal mortalIty Because hospItal figures are
not representatIve of deaths that take place In the communIty, no attempt has been made to
determme If there IS any reductIOn In maternal mortalIty from the 1992 level of 620 deaths per
100,000 lIve bIrths On the other hand, process IndIcators seem to mdICate that some progress IS
beIng made For example, data collected at two health faCIlItIes VISIted dunng the survey show
an mcrease m health-facIlIty utIlIzatIOn

Although the table above shows that more women are now usmg health faCIlItIes dunng
pregnancy and delIvery, there IS a dIscrepancy between the number of women who attend
antenatal cllmcs and those who are delIvered by the health personnel This may mdlcate eIther
that women value antenatal care servIces more or that the health faCIlItIes are too far away for the
women to walk to when In labor so that they opt to delIver at TBA blrthmg centers or to be
assIsted by a famIly member In theIr own homes The data supports the latter VIew, as FIgure 1
shows that the proportIOn ofTBA-supervised delIvenes mcreases as the dIstance from the health
center mcreases

68



Figure 1 Percent of Deliveries by TBAs as Proportion
of He Deliveries Based on Distance
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It IS worth notmg that the women who opted to delIver outSIde the formal health sector chose to
be delIvered by tramed TBAs, consequently, a number ofdIStnctS have notIced a decrease In
delIvenes supervIsed by untraIned TBAs FIgure 2 shows that the number of delIvenes by
untraIned TBAs are lower than the natIOnal figures from the 1992 DemographIc Health Survey

Figure 2 Comparison of Place of Delivery Between Monkey-Bay and National Figures

Monkey Bay Figures National Figures
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ThIS preference to be delIvered by tramed TBAs shows that the Safe Motherhood Program has
reached a wIder audIence WIth ItS message on the Importance of clean and safe delIvery m the
preventIOn of maternal mortalIty To ensure that traIned TBAs provIde servIces wlthm theIr
scope of practIce, SupportIve supervIsIon should be strengthened ConstructIOn of health centers
for underserved rural areas, as well as traIrung of more mIdWIves, should also contmue to ensure
that TBAs have adequate referral facIlItIes Trammg of more mIdWIves WIll not only provIde
adequate referral for TBAs, but also the personnel reqUIred for mtegratmg health servIces
Currently, only dIStrIct hOSpItalS have mtegrated antenatal, postnatal, famIly planrnng and under­
five care, whIle health centers proVIde these sefVlces on separate days, whIch mconveruences a
lot of women

Another strength m the ImplementatIOn of the Safe Motherhood lrutlatlve IS the WIde scope of
practIce for mIdWIves The study noted that the Nurses and MIdWIves Act of MalaWI 1966,
amended m 1995, allows the mIdWIfe to carry out a number of procedures, such as msertmg an
mtrautenne devIce, conductmg manual vacuum aspIratIOn for abortIOn complIcatIons, and
performmg comphcated delIvenes, mcludmg twm delIvenes The mIdWIfe can also prescnbe a
number of drugs, mcludmg antIbIOtIcs and antI-hypertenSIve for pre-eclampsIa or eclamptIc
mothers Plans to tram mIdWIves m usmg the rapId plasma reagent (RPR) for testmg as well as
m testmg for hemoglobm by usmg WHO Hemacules wIll certaInly ensure that servIces are
aVaIlable to women even m remote health centers

As aVaIlabIlIty and acceSSIbIlIty of qualIty and comprehensIve essential obstetrIc care IS the
ultImate strategy for reducmg MalaWI'S maternal mortalIty, It IS hoped that efforts WIll also be
focused on mterventIOns that WIll empower women to take charge of theIr own health Such
mterventIOns mclude mvestmg m gIrlS' educatIOn, sensltlzmg famIlIes on gender eqUIty, and
provldmg opportunItIes for women to take part m the country's SOCIO-economiC development
actIvItIes

WEAKNESSES

The safe motherhood advocacy meetmgs and lEC campaIgns have raIsed demand for health
faCIlIty obstetrIc care or delIvery by a tramed TBA, but the health care system IS not adequately
eqUIpped to meet thIs demand For example, there are communIties that reSIde m rural,
underserved areas where health facIlItIes are more than 20 kIlometers away, makmg It dIfficult
for pregnant women to walk durmg labor Iftramed TBAs are not WIthm reach to prOVIde clean
and safe delIvery servIces

Other weaknesses mclude the madequately traIned mIdWIfery personnel m maternIty uruts Most
health centers are manned by one mIdWIfe who works 24 hours WIthout rest, and It IS doubtful
how thIS one person can functIOn effectIvely under those condItIons Therefore, It IS pOSSIble that
some women may not receIve adequate care even m a hOSpItal or health center settmg It was
also noted that the standard eqUIpment lIst adopted from the mother-and-baby package of
mterventIOns IS not aVaIlable m some health facIlItIes because dIStnct health management teams
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do not receIve adequate fundmg to purchase the recommended eqUIpment, drugs and supplIes
As a result, qualIty ofcare IS bemg compromIsed

Another weakness regardmg the government's commItment IS the lack of vItal regIstratIOn to
enable easy collectIon of maternal death statIStiCS It IS hoped that recommendations made
dunng the advocacy meetmgs for parlIamentanans, chief and dIstnct development commIttees to
mtroduce a vItal regIstratIOn law Will be effected very soon

RECOMMENDATIONS

Government should try to mcrease the safe motherhood budget lme to ensure that essentIal
supplIes, eqwpment, drugs and supplIes are aVaIlable at all tImes

MidwIfery schools should tram more mIdWives to Improve the staffing sItuatIOn m rural health
centers

Improvement of staffing levels should be accompamed by the mtroductIOn of better workmg
condItions for personnel that have sacnficed to work m the remote areas of the country

To improve accessIbIlIty of servIces, faCIlIty managers should be gIven technical advice on
mtegratIOn of services so that women can come and receive care on any day of theIr chOice
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COUNTRY PROFILE

Uganda, lymg astnde the equator and north of Lake Vlctona, IS dIVIded mto 45 achmmstratIve
dIstncts and over twenty language groups Its projected populatIOn at the end of 1997 was close
to 19 nnllIon, 90 percent ofwhom are largely rural and peasant farmers

Although Uganda was granted mdependence from Bntam m October 1962, the post­
mdependence penod has been marred by CIvIl wars, mIlItary government rule from 1971 to 1979,
and major SOCIO-economiC upheavals from 1971 to the late 1980s Dunng those years, the health
serVIces senously detenorated at all levels Currently, up to 40 percent of health care servIces are
provIded by non-governmental orgamzatIOns

MATERNAL MORTALITY AND MORBIDITY

Smce modem medIcal practIce was mtroduced m Uganda about 100 years ago, many advances
have taken place For example, there have been substantIal gams m allevIatmg chIldhood
mortalItIes by nutrItIOnal mterventIOn and ImmumzatIOn programs Although maternIty servIces
were among the first to be mtroduced mto the country by church mISSIon groups, the first study
on maternal mortalIty was not done untIl the late 1950s by Rendle Short, C W

NOTE A detaIled reVIew ofthe lIterature on maternal mortahty and morbIdIty In Uganda can be found In the
Uganda AppendIx

Maternal mortalIty was neglected largely because ItS Importance was not apprecIated, data was
dIfficult to collect, and there were other dIseases (such as malana and tuberculosIs) that were of
more ImmedIate concern to the colomal admimstrators and theIr local elIte counterparts In that
era, spendmg money to collect mformatIOn on deaths of "natIve" women as a result of pregnancy
complIcatIOns and chIldbIrth was not even conSIdered

After the 1987 Safe Motherhood meetmg m NairobI, the Government of Uganda adopted the
Safe Motherhood ImtIative conceptual framework to address the plIght of women dunng the
reproductIve penod m theIr lIves A women's non-governmental organIzatIOn (NGO) ImtIated
some ofthe early safe motherhood actIVItIes m the country as early as 1990 ThIs NGO was
actIve m over ten dIStrICts, mainly sensitIzmg the commumty to safe motherhood practIces
CommunIty-based health workers, called Safe Motherhood ASSIStantS, were recruIted and tramed
to carry out communIty educatIOn and advocacy for reproductIve health

At about the same tIme, the Nurse MIdWives CounCIl mitIated a MotherCare project to prOVIde
contmumg educatIOn to mIdWives m the country, WIth technIcal aSSIstance from the Amencan
Nurse MIdWives College Amencan Llfe-Savmg Skills modules were adapted to the local needs
by a natIOnal team conslstmg of profeSSIOnals from the Mlmstry of Health, the Makerere
Umversity MedIcal School, the Nurse MIdWives CounCIl, profeSSIOnal asSOCiatIOns, and
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Important stakeholders Imtlally, traImng of mIdwIves was carned out m two centers for four
dlstncts between 1991 and 1993 By the end ofthIs tralmng, over 200 mIdwIves had been
tramed m ten dIstrIcts

DespIte these efforts and Uganda's embracement of the concept of safe motherhood, there has
been lIttle dlscernable lIDprovement m maternal and neonatal health over the past decade WhIle
much effort and many resources have been applIed towards the re-establIshment and
rehabIlItatIOn of the extenSIvely war-ravaged natIOnal health mfrastructure, the baSIC mdlcators of
maternal and chIld health remam among the poorest m the regIon

Maternal mortalIty m Uganda stIll remaIns lugh, WIth a natiOnal average figure of 506 per
100,000 lIve bIrthS (1995 UDHS) DIfferent studIes done at the communIty level reveal figures
rangmg between 300 per 100,000 lIve bIrths to 650 per 100,000 lIve bIrthS 10 some d1stncts
However, WHOIUNICEF estImates maternal mortalIty ratIOS m Uganda to be on the order of
1,200 per 100,000 lIve bIrths Mulago HospItal figures for 1997 reveal a maternal mortalIty of
771 9 per 100,000 lIve bIrths The prevaIlmg hIgh rates of fertIlIty 10 an enVIronment of
restncted access to qualIty maternal and neonatal care have contmued to expose Ugandan
mothers and 10fants to the hIghest lIfetIme nsks of dY10g from pregnancy and delIvery-related
causes

Uganda's goal, gIven Its peculIar pOSItIOn and enVironmental factors, IS to reduce the present
levels of maternal mortalIty by 30 percent by the year 2000

The MIillStry of Health has been address10g safe motherhood through

T Antenatal care

T Clean/safe delIvery

T EssentIal obstetrIC care, 1Oclud1Og strengthemng of the referral system

T Advocacy and commumty mobIlIzatIOn-from the grassroots to the hIghest polItIcal
level-for safe motherhood

T A Safe Motherhood Steenng CommIttee (already m place)

T Human resource development at VarIOUS levels to buIld capaCIty for clImcal and
communIty SkIlls

T External and 10ternal resource mobIlIzatIOn

T Strengthemng of famIly plann10g servIces
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T PrOVISIon ofobstetnc/midWIfery eqUIpment

T Strengthemng of health management InfOrmatIOn system for maternal and newborn
care

T Increased access to maternal and newborn care, IncludIng tryIng InnovatIve means of
transport and commumcatIOn and ImprovIng/upgradIng health facIlItIes

As wIth the rest of the regIOn, firm data on neonatal mortalIty for Uganda IS dIfficult to come by,
but what InfOrmatIOn there IS POInts towards a sItuatIOn whereIn most of the gaInS In Infant
mortalIty reductIOn achIeved over the past five years are attrIbuted to reductIOns In post-neonatal
deaths Thus, whIle the Infant mortalIty rate has declIned from 122 per 1,000 In 1989 to 97 per
1,000 lIve bIrthS In 1995 (UDHS 1989 and 1995), a much greater level of reductIOn could have
been achIeved had there been a concomItant reductIOn In the neonatal deaths component

JudgIng by data from the NatIOnal Referral HospItal Mulago, the neonatal death rate, estImated at
41 per 1,000 lIve bIrths (1989 UDHS), has hardly Improved SInce the early seventIes Needless
to say, there IS not much statIstIcal data In the area of pennataI health natIOnally Much remaInS
to be done

In 1994 and 1995, Uganda undertook a natIOnal assessment of the burden of dIsease, but because
of the Inadequacy ofmorbIdIty data avaIlable, the study was lImIted to the more absolute
parameter ofdeaths ThIS natIOnal assessment found maternal and pennatal deaths as among the
hIghest contnbutors to Uganda's burden-of-death profile

The magmtude of thIS natIOnal tragedy becomes even more VIVId when one conSIders that for
every mother who dIes as a result of pregnancy or chIld bIrth, at least 30 others are left severely
IncapacItated by one or another ofthe sequelae, such as vesico-vagInal fistulae, urInary
IncontInence, utero-vagInal prolapse, chromc pelVIC Inflammatory dIsease, and InfertIlIty (WHO)
SImIlarly, sub-lethal bIrth asphyxIa IS belIeved to result In SIgnIficant numbers of severely bram­
damaged chIldren, as well as an even larger number ofchIldren left permanently Intellectually
compromIsed

The maIn causes of maternal and neonatal morbIdIty and mortalIty In Uganda are IdentIcal to
these of countnes In a SImIlar state of development, namely (1) abortIOn, (2) hemorrhage, (3)
obstructed labor, (4) sepSIS (neonatal septIcaemIa, pneumoma and other ARIs, neonatal tetanus,
memngitIs, local skIn mfectIOns), (5) eclampSIa, and (6) anaemIa

Factors Underlymg HIgh MorbIdIty and Mortabty m Uganda

The mam underlymg factors are dIverse and complex but related prImarIly to poverty and the
generally dIsadvantaged status of Ugandan women Deep-rooted socIO-cultural factors,
diSCrImmatory tradItIOnal practIces and low levels of educatIOn among females condemn them
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from a very early age, the vast maJonty ofUgandan women expenence too frequent and
uncontrolled clnldbeanng

Although the contraceptIve prevalence rate (CPR) has recently shown a sIgmficant mcrease­
from 5 percent m 1988 to 15 percent m 1995-Uganda's total fertIlIty rate (TFR) of6 9 chIldren
per woman remams exceptIOnally hIgh

ChIld-bearmg begms early m Uganda Two m five teenage women (age 15-19) have begun
chl1dbeanng, WIth 34 percent havmg had a chl1d and 9 percent carrymg theIr first chIld By the
tIme they reach the age of 19, over 70 percent ofUgandan women have eIther gIven bIrth or are
pregnant WIth theIr first cluld (UDHS 1995) Adolescent pregnancy IS assocIated WIth a number
of obstetrIc complIcatIOns, mcreased operatIve delIvery, and lngh maternal morbIdIty and
mortalIty

HIV~4IDS and lJlaternal Health

It IS becommg mcreasmgly clear from research and observatIOns m the hospItals that HIVIAIDS­
related complIcatIOns are contnbutmg a great deal to morbIdIty and mortalIty HIV-pOSItIve
pregnant mothers arnve at health umts WIth some of the follOWIng complIcatIOns

T Pneumoma and tuberculosIs
T MemngitIs, both pyogemc and cryptococcal
TWastmg
T Severe puerperal mfectIOn

It IS estImated that one chIld m three born to an HIV-pOSItIve mother may become mfected WIth
the VIrUS (26 percent at Mulago hOSpItal) The nsk of transmISSIOn varIes m dIfferent SItuatIOns
and locatIOns but can be sIgmficantly reduced In a number of ways Vanous InterventIOns are
under way to reduce vertIcal transmISSIon For Instance, the mother and baby can receIve antI­
retroviral drugs before, dunng and after delIvery (Uganda IS one ofthe countnes In wlnch antI­
retrovual drugs are bemg used to reduce vertIcal transmIssIon on trIal basIs) Unfortunately, thIS
InterventIOn IS stIll expenSIve

Malarza

StudIes and observatIOns from Kenya (KISumU) and Uganda show Increased morbIdIty and
mortalIty among pregnant women WIth malarIa Reports from Mulago NatIOnal Referral
HospItal mdicate that pennatal morbIdIty and mortalIty IS mcreased In women presentIng WIth
malarIa SImIlarly, It IS now common that the hIgh fevers and anaemia due to malana cause
conSIderable morbIdIty, espeCIally In women who are HIV-positIve
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The followmg have been observed m HIV-posItive mothers who present wIth malarIa

• Increased severe attacks of malana With reduced response to the standard dose of antI-
malarIals

• Increased pennatal wastage
• Increased mCIdence of low bIrth weIght
• Reduced mean haemoglobm

Some causes ofneonatal mortalIty are

• BIrth asphyxIa
• SepSIS
• Prematunty
• BIrth mJury
• HypothermIa
• Congemtal abnormalIty

Blood DonatIOn

Culturally, there are not many people WIllmg to donate blood, the exceptIOn IS young people
attendmg school Therefore, Ugandan health unItS expenence seasonal shortages of blood when
students are on holIday This IS unfortunate m an enVIronment m which many women (about 17
percent) expenence obstetnc haemorrhages and dIe and where anaemIa contrIbutes to 9 3 percent
of all maternal deaths Unfortunately, some blood donated by adults IS found to be HIV-pOSItive
and therefore unswtable for transfuSIOn

HEALTH SERVICES

Where the fee-for-service concept has been mtroduced, health servIces tend to be unfrIendly to
rural women-a low-mcome group--thereby hmdenng theIr abIlIty to access health servIces m
some cases

Although CIvIl servIce reforms have affected men and women, women have been
dIsproportIOnately affected because of the added responsIbIlItIes that women have to undertake
once they become the sole breadwmners m a famIly Not only do they have to ensure that the
famIly eats and the children go to school, but also that the medIcal bIlls are covered ThIS IS not
always pOSSIble
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THE SAFE MOTHERHOOD INITIATIVE

As part of the natIOnal poverty eradIcatIOn actIon plan, the Government of Uganda has recently,
through the constItutIon and natIOnal polIcy statements, explICItly reaffirmed Its total
commItment to Improvmg the health and welfare of all Ugandans, With speCIal emphaSIS on the
health ofwomen and young chIldren The NatIOnal Safe Motherhood Programme constItutes the
baSIC foundatIOn of Uganda's strategy to achieve an accelerated and sIgmficant reductIOn m
maternal and mfant morbIdIty and mortahty

ThIs program IS executed by the Mother and Child Health and FamIly Plannmg DIVISIOn of the
Mirnstry of Health, and ItS coordmator IS supported by the World Health OrganIzatIOn Country
Programme Smce 1995, safe motherhood actIVItIes m Uganda have been Irntiated and

- -ceordmated L1iough t1:11S office However, VdIlOUS s-rakehotders sponsor different actIVIties, such
as the renovatIOn of health urnts, tralillng of mIdWives and doctors m lIfe-savmg SkIlls, and
eqUIppmg of health faCIlItIes The goals of the program are to

..... reduce maternal mortalIty by 30 percent of the 1995 levels by the year 2000 through
the prOVISIon of a comprehensIve range of high qUalIty reproductIve health servIces and

..... contnbute towards the reductIOn ofthe mfant mortalIty rate (IMR) by 30 percent of the
1995 level by the year 2001, through an accelerated reductIOn m the neonatal component
of the IMR

StrategIes to achieve these goals are

o ensurmg sustamed polItIcal and communIty commItment to safe motherhood

o Improvmg the qualIty and acceSSIbIlIty of maternal health and obstetrIC care

o developmg human resources for safe motherhood

o ensunng access to famIly planrnng

o strengthernng morntorIng and evaluatIon research for safe motherhood

o strengthenmg IEC and advocacy for safe motherhood

o strengthernng health management mformatlOn systems

o redressmg SOCIal meqUItIes confrontmg the status of women
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Major activItIes Will focus on the folloWing areas

T Advocacy/IEC to mobIlIze and sensItIze the communIty for safe motherhood at the
natIOnal, dIStrIct, sub-county, and VIllage levels

T TraInmg of phySICIans, mIdWives, medIcal aSSIstants, nursIng aIdes, and TBAs

T EqUIpment, IncludIng MCH KItS A&B, Neonatal ReSUSCItatIOn KItS, Caesarean
SectIOn Sets, MYA, Vacuum Extractors

T Transport and commumcatIOn systems, such as 3-wheelers, bIcycle ambulances, local
stretchers at the commumty level, ambulances In the most appropnate form at the health
center level, and tradItional ambulances at the hospItal level

T Appropnate research

ObjectIVes of the Interventions

*

*

*

*

*

*

*

*

*

*

*

Promote famIly planmng and reduce the InCIdence ofmIs-tImed and unwanted
pregnanCIes

Reduce maternal deaths due to complIcatIOns of abortIOn

PrOVIde baSIC maternal care to all pregnant women

Promote, protect and support early and exclUSIve breast-feedIng

Reduce anaemIa m pregnant women

Reduce sexually transmItted dIseases In pregnant women

Reduce maternal deaths due to eclampSia

Reduce maternal deaths due to haemorrhage

Reduce maternal deaths due to prolonged/obstructed labor

Reduce maternal deaths due to puerperal or post-abortIOn sepSIS

ElImmate neonatal tetanus
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Requirementsfor Successful ImplementatIOn

Because they are expenSIve and tIme-consummg actIvItIes, advocacy and commumty
mobIlIzatIOn need to be systematIc, and those carryIng them out need to be commItted
TraInIng matenals need to be standardIzed and adequate supplIes avaIlable In addItIOn, natIOnal
traInIng sItes should be developed and regIOnal teams formed to supervIse the traImng Once thIS
IS done, the courses need to be InstItutIOnalIzed and follow-up traImng and/or supervIsIOn
scheduled

EqUIpment should be systematIcally handled, mcludmg Its mamtenance and management Care
should be taken that those handlIng the eqUIpment have the skIlls necessary to do so HospItals
need to pay specIal attentIOn to these Issues

There needs to be commumty commItment and ownershIp of transport and commumcatIOn
Much needs to be done m the area of InformatIOn, EducatIOn and CommumcatIOn

Fmally, the Mama KIt needs to be developed to ensure clean, safe delIvenes

Service Delivery Factors

Between June 1995 and February 1996, as part or the preparatory actIVItIes for the
ImplementatIOn of the Mother-Baby Package, the Mimstry of Health-In collaboratIOn With
GTZ, UNFPA, UNICEF and WHO-conducted an extensIve and m-depth Safe Motherhood
Needs Assessment Survey In 14 of the 39 dIstncts of Uganda The full detaIls of the survey
findIngs and recommendatIOns are obtaInable from the MInIstry of Health In the document The
Safe Motherhood Needs Assessment Survey 1995/1996 Among the maIn findmgs were

Access to Care

• WhIle natIOnal polIcy on maternal and newborn health had been comprehensIvely revIewed
and updated, It was stIll not Widely known to the maJonty of stakeholders

• Access to maternal and chIld servIces was found to be patchy and restncted, m that some 24
percent of health centers offered antenatal care and only 67 percent offered normal delIvery
servIces

• Only one thIrd of health centers prOVIded any form of care for complIcatIOns of abortIOn and
one thIrd could not manage sexually transmItted dIseases

Quallty ofCare

• Only 60 percent of the staff who normally conduct delIvenes at health centers had mIdWIfery
qualIficatIOns
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• Most staff at most health facIlItIes had no Idea about theIr respectIve target populatIOns,
servIce coverage rates, bIrths or mortalIty rates

• Over half of the delIvery records were found madequate, and only 18 percent ofhealth
facIlItIes used the partograph to momtor labor

• Adequate basIc MCH/FP qualIty care mdIcators were found lackmg m most health centers

• One tlurd and two tlurds of health personnel and tradItIOnal mIdWIves (TBAs), respectIvely,
receIved no supervIsIon m the SIX months precedmg the survey

• Less than 30 percent of mIdWIves had receIVed any form ofm-servlce trammg durmg the five
years pnor to the survey

• FamIly plannmg supplIes and baSIC eqUIpment were aVaIlable m only 51 percent ofhealth
centers and 77 percent of hOSpItalS

• Only 57 percent of hospItals had eqUIpment for general anaesthesIa, and over 40 percent of
hOSpItalS dId not have traIned anaesthetIc manpower

• Over 50 percent of health centers and 17 percent ofhOSpItalS had no ergometnne m stock at
the tIme of the survey

• 75 percent of health centers had no mucus extractors and only 9 percent had a bag and mask
for reSUSCItatIOn

• Lack of transport and commUnIcatIOn were unIversal problems m all the dIStrIctS

Commumty Awareness ofRisk Factors

• Other than for bleedmg dunng the antenatal penod, knowledge by mothers of the mam
danger SIgns dunng pregnancy and labor was very low, at between 16 percent and 18 percent
for most of the common danger SIgns and symptoms

• AVaIlabIlIty of relevant health educatIOn matenals was very low-m quantIty and
qualIty-both at health centers and hOSpItalS

UTILIZATION OF MCH/FP SERVICES

Antenatal Care

The 1995 Uganda Demograpluc and Health Survey showed contmUIng lugh levels ofutIhzatlOn
of prenatal care servIces However, the medIan tIme at whIch mothers start antenatal VISItS IS 5 9
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months, and the medIan number ofantenatal care VISItS was 4 1 Therefore, pregnancy
momtonng and detectIOn ofcomplIcatIOns IS late and lImIted

Supervised Dellvery by Tramed Personnel

InstItutIOnal delIvery and delIvenes supervIsed by trained health personnel have remamed
stubbornly low, With only 48 percent ofall delIvenes bemg conducted by trained staff (mcludmg
TBAs) m 1995 In comparIson, the figure for 1989 was 45 percent (1989 UDHS)
Smce 1987, there has been a global effort to focus on safe motherhood, baSIcally through
advocacy By 1994, WHO, UNFPA, UNICEF, World Bank and others realIzed that there had
been no Impact made m reducmg maternal mortahty and morbIdIty WHO recommended the
Mother-Baby Package gmdelmes for Implementmg safe motherhood m developmg countnes
ThIs package, whIch IS currently bemg Implemented m Uganda, focuses on proven mterventIOns
at the communIty, health center and dIstrIct hOSpItal levels

The mIdWife IS a key person for the smooth ImplementatIOn of the Mother-Baby Package It has,
therefore, been necessary to expand the skIlls of the mIdWIfe to mclude the follOWing

• Commumty mobIlIzatIOn, sensitIsatIOn and counsellIng

• SCIentIfic momtormg of labor usmg a partograph

• AbilIty/authonty to set up IV dnps

• AbilIty/authonty to preSCrIbe antIbIOtIcs

• Manual removal ofplacenta

• Repair of permeal tears and laceratIOns

• ImtIatIOn of treatment ofhypertensIve dIsease of pregnancy

• Management of abortIOn, With emphaSIS on the use of Manual Vacuum AspIratIOn

HItherto, these responsIbIlItIes belonged only to the medIcal doctor But smce doctors are few
and are based mostly m hospItals, mcreasmg access to servIces entaIls Impartmg these skills to
mIdWIves

Furthermore, there IS a scarCIty of anaesthestic officers m hospItals, whereas medIcal officers are
aVailable As a stop-gap measure, medIcal officers are bemg offered m-servIce traImng m baSIC
emergency obstetnc anaesthetIc skIlls so that obstetrIC emergencIes can be handled In the long
term, It Will be necessary to tram and post anaesthetIc officers m all faCIlItIes handlIng obstetnc
emergencIes
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ImmunizatlOn Coverage

More than 50 percent of pregnant women receIve two or more doses of Tetanus TOXOId SIX
percent receIve one dose, whIle 20 percent of bIrths do not benefit from any tetanus toxOId
(UDHS 1995) SImIlarly, whIle uptake of the TB vaccme (BCG) and the first dose of the Oral
PolIo Vaccme (OPV), both gIven to mfants at or soon after bIrth, has remamed consIstently hIgh
(836 percent), only 47 percent ofmfants are fully Immumzed, that IS, they have receIved the full
complement of doses of the SIX antIgens at the appropnate tIme mtervals

SAFE MOTHERHOOD INTERVENTIONS

To further safe motherhood, the MInIStry ofHealth completed a needs assessment and IdentIfied
gaps Followmg thIs assessment, It developed a strategIc plan, With safe motherhood
mterventIOns takmg place m four broad areas, namely

At the commumty level through mobilIZIng commuDltIes USIng InformatIOn, education and
commumcatlOn VarIous categones of commumty reproductIve health workers (tradItIonal
mIdWives, safe motherhood asSIStants, etc) have been empowered through trammg, provISIOn of
eqUIpment, and support supervIsIOn to offer Improved mIdWifery care and mformatIOn as well as
tImely referrals

CommunItIes are bemg senSItIzed to strengthen the vanous tradItIOnal means of transport for
women With pregnancy-related complIcatIOns Modes of transport mcludes the NgOZI group's
"helIcopter" Furthermore, commumties are bemg mobIlIzed to collect and pool funds so they
can access modem means of transport and maternIty care to enhance speedy referral Smce
maternal mortalIty affects the whole famIly and commumty, It IS ImperatIve to emphaSIze the
role of men m reducmg maternal mortalIty and morbIdIty

At the health center level, the first level of contact between the formal health services and
the commuDlty The Mother-Baby Package recommends a mIdWife as a cntIcal member of the
health personnel at thIS level Many health centers m rural areas are bemg manned by nursmg
aides The challege to the dIStnCt leadershIp IS to recruIt mIdWIves m thIs Important area,
otherwIse, there may be no reductIOn m maternal mortahty and morbIdIty

Another need at thIS level IS for a means of commumcatlOn and transport to the hIgher level of
health care Failure to proVIde thIS may mean condemmng mothers to death smce they cannot
access emergency obstetrIC care The Mmistry has a polIcy of upgradmg at least one health
center per county to offer emergency obstetrIC (and other emergency) care

At the district hospital level, which In most dlstnets has been the only level where
emergency obstetnc care was available As a result, rural women have problems because they
do not have tImely access to emergency obstetnc care The upgradmg of at least one health
center per county Will amelIorate thIS problem

83



At the health sub-dlstlct level, whereby hospitals take charge of primary health care
services and mteventlOns wIthm their catchment area They conduct outreach programs and
take servIces to the people m order to promote preventIve servIces WIthm any gIven communIty

Thus, the overall strategy of the safe motherhood mtervennons IS to strengthen the health system
from the communIty level to the dIStrIct referral hOSpItal level ThIs IS by no means an
IneXpenSIve undertakmg It calls for some mInlmum InterventIOns, Includmg

• Trammg and retmmng health workers to be able to offer approprIate care

• EqUIppmg all levels of health care, mcludmg the commumty

• ProvIdmg means of transport and commUnICatIOn

• UndertakIng advocacy, mcludmg mformatIOn, educatIOn and communIcatIOn at all
levels of the commumty

ConsIdenng that maternal health IS a mu1tI-sectoralIssue, there IS a need for acnve collaboratIOn
With other mInIstrIes--e g, Gender, EducatIOn, JUdICIary, Works, Transport and
CommunIcatIOn, Fmance-to strengthen the health system at all these levels In addItIOn, other
collaboratIve efforts-umversal pnmary educatIOn, affIrmanve actIOn for women, bftmg ofthe
debt burden for Uganda, poverty alleVIatIon programs, commumty economIC empowerment, and
creatIOn of awareness on women's nghts-are also needed to enhance the status ofwomen, thus
contnbutmg to safer motherhood m the long run
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THE IGANGA DISTRICT EXPERIENCE
Improving Access to Quality Service by Strengthening

Referrals and Access to Emergency Obstetric Care

LocatIon

SIZe

PopulatIon

Eastern part ofUganda

13114 sq km, 6 countIes, 43 sub counties and 288 parIshes

1,094,000 (1991 census)

Clnldren under 1 year

Clnldren under 5 years

Pregnant women

Other women

~aternal~ortahty

RatIo (1988/97 Survey) 80011000

Survey

NatIOnal

Infant mortahty rate

NatIOnal

ChIld mortalIty rate

BACKGROUND

68,633 (47%)

292,056 (19%)

83,236 (5 7%)

252,629 (173%)

273 5 (1996/97)

50011000

120/1000

10111000

20811000

In 1988/89, the UNFPA started to help Uganda strengthen MCH/FP servIces ActIVIties
mcluded

~ SensItIzatIOn of dlstnct health teams and communIty leaders

~ Tralmng of mldWIVeS m hfe-savmg sla.lls, Safe Motherhood aSSIstants, male
counsellors, and TBAs (85)

~ Tralmng oftramers for commumcatIOn health workers/commumty-based
dIstrIbutors agents for famIly plannmg
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~ RehabIlItatIOn of health umts for famIly planmng delIvery pomts and mcrease of
famIly planmng servIce delIvery pomts

~ ExtensIOn and mtegratIOn ofhealth servIces m the eXIstmg health UnIts and servIces

~ PrOVIsIon ofeqUIpment

DelIvery beds
Beds and beddmg
ExammatIOn coaches
FamIly plannmg eqUIpment
DelIvery lats
ResUscItatIOn therapy
Oxygen and oxygen cylmder
Mucus extractor
Mask bag
SanctIOn pump
Intravenous flUId/sets

~ Constant supply of contraceptIves from center down to the benefiCIarIes

~ Strengthemng of referral system to

Improve the health of mothers m reproductIve health
Reduce maternal mortalIty and morbIdIty
PrOVIde a very good network of commumcatIOn m the dIstnct

THE RESCUER (Rural Extended Service Care for Ultimate Emergency

Rehef) PROJECT

The rescuer project was first pIloted m 12 health UnItS (10 of whIch were rural health umts,
mciudmg Islands) and two referral hOSpItalS The system consIsted of transport and
commUnIcatIOn eqUIpment The process IS from the patIent's home to the TBA's home then to
the health UnIt and eventually to the hospItal UntIl thIS project was Implemented, the referral
and transport ofpatIents to the next level of care had been entIrely the responsIbIlIty of relatIves
or of the patIents themselves, eIther by usmg arm chaIrS or bIcycles or travellmg on foot

The ObjectIves ofthe Rescuer Project was to

.... strengthen referral systems,

.... reduce maternal mortalIty and morbIdIty,
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... Improve the health of mothers and babIes, and

... provIde a very good network of commumcatIOn and transport In the dIStrIct

TRANSPORT AND COMMUNICATION

.. Seven tncycles at the health umts for collectIng patIent from the TBAs

.. Two ambulances, one In each referral hospItal, to collect patIents from the health umts to the
hospItals

.. 85 bIcycles for TBAs for takIng the walkie-talkIes for chargIng and as a means of transport
where commumcatIOn fails

.. Two radIos at the referral hOSpItalS

.. Ten radIOs put at the sub centers at the rural health umts

.. 85 walkIe-talkIes placed In the communIty WIth the TBAs (2 In every sub-county pansh
level)

.. Three radIOS placed In vehIcles (two In the ambulances of the hospItal) and one In the DMOs
vehicle for momtonng

.. 38 walkIe talkies In health umts provIdIng MeR servIces but With fixed sub-centers of radIO
calls

Although there were ambulances In the dIStrIct, other ways of referrals contInued to be used
because the two ambulances were Inadequate to cover the whole dIstnct

EFFECTS OF THE REFERRAL SYSTEM

.. Increased awareness and acceptance of the commumty toward the project

.. Good commumcatIOn network WIthIn the dIStrIct

.. Increased service-seekmg behavIOur

.. Good workIng relatIOnshIp between mIdWives and TBAs

.. Increased recogmtIOn ofthe TBA In the communIty
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~ Good workIng envIronment In the health unIts, Ie, eqUIpment, Improved health servIces,
delIvery

~ ReductIOn of maternal mortalIty and morbIdIty

~ SystematIc way of reportIng of referral cases, hence chance for InterventIOn

~ CapacIty-buIldIng ofhealth worker and Improved accessIbIlIty ofqUalIty servIces

CONSTRAINTS

Smce the system has not been adapted by the commumty and the dIStnct admlmstratlon, there IS
madequate allocatIOn of funds for the tricycles and ambulances Other constramts mclude a lack
of support supervIsIOn, madequate blood supply to the referral hospItal, untramed TBAs who stIll
delay m referrmg mothers, and a shortage of tramed personnel to work m the Islands' rural health
unItS

EFFECTS OF THE RESCUER PROJECT

TBA STATISTICS

YEAR 1995 1996 UP TO JUNE 1997

Antenatal care 1,331 3,465 1,221

DelIveries 3,314 5,494 1,009

Maternal death - 2 -

Referral case 121 146 71

MCH STATISTICS FOR IGANGA DISTRICT (HEALTH FACILITY)

YEAR 1995 1996 JAN-MAR 1997

DelIveries (Normal) 5,410 6,094 1,356

Caesarian sectIOn 4,683 6,403 151

Birth Before 2,038 182 40
Arrival (BBA)

Referred cases 342 1,028 335

Maternal death 48 33 13

Peri-natal death 28 10 19
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RECOMMENDATIONS

• More trammg IS needed, especIally of nursmg assIstants, to solve the problem of personnel to
work m the Islands

• The untramed TBAs should be tramed to reduce the delays m referrals ThIS would also help
m reducmg the number ofpatients a tramed TBA has to handle

• More mIdWIves should be tramed m lIfe-savmg skills to empower them to manage obstetnc
cases

• The number of walkIe-talkies should be mcreased as the present ratIO of one walkie-talkIe to
four TBAs IS not adequate

• CommunIty leaders need to be sensItized about the project at all levels

• Because the tncycle cannot move on bad terram, roads should be Improved

• Four-wheel ambulances should be proVIded to replace the three-wheeler

• Health workers need to be motIvated to boost then morale

• Solar panels should be mstalled to replace electncIty-charge battenes to reduce power faIlure

• A revolvmg funds among women should be prOVIded to alleVIate poverty--one of the reason
for delay m reportmg to health umts

• The allocatIOn of fund for support supervlSlon and fuel for ambulances should be mcreased

• A study ofknowledge, attItude and practIce should be carned out on the subject of blood
coHecnon and use

• In the long run, health centers at the country level should be manned by doctors and be
eqUIpped WIth emergency obstetnc care

• The dIstrICt authontIes need to deVIse ways to make the project sustamable
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ASSESSMENT METHODOLOGY

The objectives of the assessment were to determme (1) the qualIty of servIces provIded and the
trammg of health provIders at all levels, (2) the avaI1ablIty of eqUIpment and supplIes, and (3)
how contammated eqUIpment IS managed and waste dIsposed (sepsIs, control) To achIeve these
obJectIves, the followmg methodologIes were used

o LIterature reVIew, mcludmg an analysIs of past documents on safe motherhood

o VIdeo documentatIOn

o IntervIews WIth health workers

o QuestIOnnaIres (See AppendIx I )

o ObservatIOn

o EqUIpment checklIst

o Focus group dISCUSSIOns With youth, women and local councIl leaders

Throughout the assessment, the focus was on the communIty's abIlIty to dIstmgUIsh common and
uncommon cases and, therefore, the decIsIon to seek care The field assessment covered the
followmg areas

o Means of communIcatIOn m the communIty

o Means of transport to and from the VIllage to the nearest health centers and hospItals

o CommunIty socral/cultural practIces related to schoolmg for boys and girls and
marrrage and how thIS could Impact matermty health for women

o CommunIty perceptIOns of health emergenCIes

o InformatIon, educatIon and communIcatIOn on health, espeCIally related to maternIty
care, aVailable to the commumty

o CommunIty pharmacy and other support servIces

o CommunIty resources/mcome-generatmg actIVItIes m relatIOn to maternIty care
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ASSESSMENT FINDINGS

Background InformatIOn (UDHS 1995)

IGANGA MASAKA SOROTI

Total populatIOn 1,094,000 969,400 570,300

Rural populatIOn 953% 908% 892%

PopulatIon growth 350 271 -09
rate

Total area 12,792/4,803 7,010/5,416 10,016/8,300
km2/Land (1/3rd land) (3/4 land) (4/5th land)

Females 15-49 yrs 4489% 4082% 4639%

Literacy rate 47% 623% 47%

Female lIteracy 38 3% 592% 335%
rate (1991)

Total fertIlIty rate 702 751 635
(1991)

IMR/I000 LB 125 107 116
(1991)

COMMUNICATION AND TRANSPORT

The prevalent means for signalmg the need for emergency obstetrIc care IS by word ofmouth and
of receIvmg It by travellmg on foot, bIcycle, or another form of publIc transport In all three
dIstncts VISIted (Iganga, Masaka and Sorab), the avaIlabIlIty of transport was saId to greatly
mfluence the deCISIon to seek care for emergencIes Two other Important factors were the
finanCIal state of the famIly and the aVailabIlIty of TBAs

The Iganga DIstrICt IS better off than the other two dIStnctS because of Its radIO commUlllcatlOll
network and Its tncycles Some tramed TBAs servmg WIde areas possess radIO sets and walkIe­
talkIes, whose base IS at the health center and the dIstnct hOSpItal Each health center m Iganga
has one or two tncycles to collect patIents from the community-makmg referrals a bIt eaSIer
ThIS strategy could be tned mother dIstncts In Uganda and elsewhere In other countnes
However, the tncycle ambulance technology needs to be Improved to render It relIable In all
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seasons These tncycle-ambulances cannot be used for very long dIstances on rough roads
Several have overturned under these condItions

In most cases, the delay In deCISIon-makIng was found to depend on consultatIOns With the
household member who controls the finances, normally the male At the same tIme, these
declSlon-makers were descnbed In the focus group dISCUSSIons as lackIng Interest and haVIng no
tIme to attend health meetIngs Therefore, they mISS the mformatIon gIven on health Issues
ThIS SItuatIOn could be Improved by fOCUSIng on ImproVIng IEC strategIes to raIse the level of
awareness of the entIre commumty about seeking tImely care In obstetnc emergencIes
Furthermore, women ofreproductIve age need to be empowered to make qUlck deCISIOns
concerning theIr health through acqUlsition of essentIal obstetnc care (EOC) knowledge and
other skIlls

The challenge IS whether the above strategy can be adopted by other dIStrICtS In Uganda and In
Afnca at large If so, how can the shortcommgs CIted above be overcome? One way IS to elICIt
the full partICIpatIOn of the commumtIes VISIted In makIng recommendatIOns

SOCIAL AND CULTURAL PRACTICES

Several SOCIal and cultural practices ImpInge on the reproductIve health status of women In the
dlstncts VISIted For example, early mamage was IdentIfied as one of the factors contnbutIng to
hIgh-nsk pregnanCIes

There IS a need for concrete measures to reduce poverty m the commumtles, especially among
the women One result of thIs poverty IS the hIgh number of those droppIng out of hIgh school m
antICIpatIOn of receIvmg a dowry and then marrymg early Records at the health unItS showed
13- to 14-year-old pregnant gIrlS The commumty expressed awareness of both the dangers
Involved In thiS practIce and of the legIslatIOn on the legal age for consent and sex m Uganda (18
years) Customary marriages may be arranged for much younger adolescents, espeCIally gIrlS
Men may WaIt untIl after SchoolIng or until they are settled In a]ob that can support a famIly
(mId to late twentIes) GIrlS, however, get mamed m theIr late teens to early twentIes, clearly
IllustratIng the gap between knowledge and practIce

The communIty expressed knowledge of the dangers of teenage mamages and consequent
pregnanCIes, but health care records showed a hIgh level of the latter Data from an adolescent
fertIlIty study (1988-1989) showed that among 15 to 19 year olds, 75 percent of males and 68
percent of females were sexually actIve (Agyel and Epema, 1992) In the same age group, 25
percent had expenenced at least one pregnancy, WIth more rural adolescents pregnant than those
lIVIng In urban areas The mam contrIbutIng factors CIted m dIStrICt dISCUSSIOns were lack of sex
educatIOn, together With unprotected and unmformed sexual expenmentatIOn by adolescents,
early mamage, and droppmg out of school
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COMMUNITY RESOURCES FOR SAFE MOTHERHOODIINCOME­
GENERATING ACTIVITIES

Can the commumty help Itself? Yes The whIte paper on Health PolIcy notes that the local
councIl structures have created a favourable enVIronment In whIch to empower communItIes to
partIcIpate In theIr own development, whIch IS conducIve to IntensIfied ImplementatIOn of PHC

There IS hIgh level of communIty mobIlIzatIOn In some dIStrICtS DependIng on the strength and
ImtIatIve of the partIes Involved In a partIcular program, thIS mobIlIzatIon vaned from one
localIty to another and even WIthIn the same dIStrICtS In Iganga DIStrICt, the commumty was at a
hIgh level of empowennent, as demonstrated by theIr turmng a commumty center In
WaItambugwe mto a health clImc to meet theIr needs SImIlarly, the people ofthe Butenga
communIty In Masaka DIStrIct met theIr health needs by constructIng a clInIC The assessment
team observed a hIgh sense of ownershIp of thIs clImc among the communItIes The women In
Butenga have also engaged In several lUcome-generatIng actIVItIes-such as goat rearIng and
zero grazIng-to boost the famIly finanCIal resources, especIally for health care

By contrast, the government-constructed Kmom Health ClImc In the same dIStrICt had a very low
level of mobIlIzatIOn Among other problems, there was poor management The challenge IS
how to raIse the level ofawareness at Kmom to reach that ofButenga

The OtUbOl and Gwen health clImcs each had a faCIlIty but lacked the personnel to prOVIde
emergency obstetnc care

INFORMATION, EDUCATION AND COMMUNICATION

The Government of Uganda has recogmzed radIO as the most cost-effectIve medIum for reachIng
the publIc, and therefore has gIVen pnonty to rehabIlItatIng regIOnal radIO transmItters Pnvate
newspapers and radIO statIOns have become IncreasIngly Important In InfonnIng, educatmg and
entertaInIng the publIc The MInIStry of Health has also been workIng VIgIlantly through the
mass medIa to help communItIes recogmse when qUlck deCISIons to seek medIcal attentIOn need
to be made

The most common practIce found was for women to get InfOnnatIOn from the clImcs through
talks, posters and personal adVIce from a mIdWIfe ThIS InfOrmatIOn-maInly about antenatal
care, ImmumzatIOn, HIV/AIDS, STDs, hygIene, and nutntIOn-iS gIVen by TBAs, health
aSSIstants, nurses, polItICIans, LCs and OpInIOn leaders Tills fact ImplIes that people who rarely
VISIt these piaces---especially men-eannot access thIS InfOrmatIOn It was found that the males,
who control the finances, never attend health educatIOn seSSIOns In Masaka DIStrICt, men were
SaId to be too busy to attend and also to have a bIas about health educatIOn Much has to be done
to ensure that communItIes appreCIate the need to support blood transfuSIOn servIces and to know
the lImItatIOns of tradItIOnal healers and TBAs
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Another problem affectmg dIStnCt planners, program managers and lmplementers all over
Uganda IS the poor qualIty and meagre quantItIes of mformatIOn WhIle a wealth of mformatlOn
IS routmely collected on VISItS to health umts, there are many madequacles m how that
mformatIOn IS managed Much of the data collected IS not analysed or does not proVIde relIable
or senSItIve mdlCators of program effects There IS a tendency to concentrate on measures of
mput (for example, money spent on numbers ofposters produced) rather than on mdicatIOns of
outcome or Impact, such as behaviOur change (World Bank, Growzng out ofPoverty 1993)
Furthermore, data gathered at the-dlstnct level IS rarely used mdlstnct plannmg

COMMUNITY PHARMACIES

These eXIst m varIOUS forms, rangmg from hawkers to shops dealmg m vanous drugs The
assessment showed a faIlure to dIfferentiate between those who are qualIfied to dIspense drugs
and those who are not There IS a danger of both under- and over-dosmg (due to self-medIcatIOn)
and from usmg expIred and vandalised drugs, all of whIch represents a challenge to the
government, especially now that the publIc has been encouraged to carry out self-medIcatIOn for
malaria

In conclusIOn, on the path to safe motherhood, there needs to be a concerted effort to focus much
attentIOn on tills first step-recogmzmg the problem and seekmg care The health polIcy needs
to prOVIde a strong component of IEe strategy and messages that are based on research findmgs
ThIS calls for the mvolvement of the commumtIes m desIgnmg of servIces (from plannmg to
ImplementatIon)

SUMMARY OF FINDINGS FROM FOCUS GROUP DISCUSSIONS

CommUnlcatlon and Transport

Apart from Iganga, whIch has a radIO communlCatIOn network, other dIStnCtS commumcate
by word of mouth or a person IS sent phYSIcally (on foot) to the health center

Transport IS still a problem m the dIstncts Even Iganga, WhICh seems better offwIth
tncycles, stIll faces a problem of terram and mamtenance of thIS faCIlIty In general, the
communIties do not have commumty transport

SoclO-cultural PractIces

Although the legal age for consent and sex m Uganda IS 18 years, many people say the youth
who do not go to school should marry early smce they have no other commItment m lIfe
Records m the health facIlltIes confirmed that thIS perceptIOn IS a realIty
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Community Perception ofMedical Emergencies

Fever WIth changed mental behavIOur, exceSSIve bleedmg, labor lastmg more than a day and
many other condItIOns were consIdered emergencIes by communIty members Treatment IS
sought ImmedIately but at tImes It depends on the spouse's opImon, aVaIlabIlIty of transport,
and the finanCIal state of the famIly

InformatIOn, EducatIOn and CommunicatIOn

There IS some degree of health educatIOn but It IS rarely done m groups Mothers attendIng
antenatal care are educated from the clImc talks and posters, whIle many people are mformed
through radIo, newspapers, gOSSIp and school concerts Some NGOs also educate
communItIes on STDs, HIV/AIDS and nutntIOn More IEC IS needed

Income-generating Activities

More than 90 percent of the people m these dIstncts are peasant farmers Therr mcome
comes from the sale of cash crops Apart from cultlvatmg food crops, women do petty trade
to make money The men, too, do some work to earn some mcome The problem IS that the
men have control ofall these momes and deCIde ItS usage or even spend It WIthOut the
consent of therr partners

Medical Services

The VIew commonly held about usmg the servIces ofa mIdWIfe IS that the mIdWIves are far
away and that VIsItmg a mIdWIfe IS "demandmg a lot," lIke dressIng well, whIch IS the same
case If one VISIted a TBA

CommunItIes partICIpate m management of the health faCIlIty and have accepted some degree
of cost recovery, but thIS IS not yet establIshed behaVIOr Although the men have control of
the money, the women secretly save a lIttle money to use m SItuatIOns such as the onset of
labor

Self-medIcatIon IS a problem m many communItIes, as IS madequate mspectIOn and
regulatIOn of drug sales Support for the blood bank IS poor, WIth madequate publIc
educatIOn and mobIlIzatIOn for encouragmg blood donatIons, and WIth many superstItIOns
hmdenng the donatIOn of blood Because some drugs are readIly aVaIlable, there IS a
problem of self-medIcatIOn Also, there IS a problem of drug InSpectIOn and regulatIOn of
drug sales

Programs and NGO ActiVities

Although the Importance of local programs IS recogmzed, there IS lImIted commumty
Involvement, whIch makes sustaInabIlIty of these programs very dIfficult
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HEALTH FACILITIES AND PERSONNEL

Households and Health Facillties Characterzstlcs

IGANGA MASAKA SOROTI

% households WIth 6778 8734 2263
latrmes

% households WIth 1648 1040 2783
safe water

Total beds 680 1179 507

HospItal beds 207 580 270

Total ANC events 80,824 47, 159 2,112

Total delIvenes 9,651 5,978 3,619
(1994)

% uruts offenng 31 53 12
famIly planrung

% uruts offenng 34 79 32
ANC

% umts offenng 30 60 24
delIvery care

% umts offenng 9 22
lab servIces (not
hospItal)
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Health Facliities and Personnel DistributIOns

IGANGA MASAKA SOROTI

HOSpItalS Govt 2 1 1
NGO 1 2 1

Health Centers G 7 3 7
NGO 0 7 3

Doctors(MO) 11 12 6

SpeCIalIsts DOC 2 7 2

MIdwIves Hosp 48 52 41
HC 49 67 49

Nurses Hosp 147 165 113

Nurse AIdes 341 209 182

AnaesthetIc 2 3 2
ASSISt

Blood bank 1 1 1

TBAs Total -? 525 -?

TraIned 255 292 _?

Staffing

There was a general understaffing compared to workload at all health unItS, and a severe shortage
of staff (skIlled and trained health servIce provIders) In labor wards and at health centers

Trammg

Masaka and Soroh hOSpItalS are the only SItes In the country With schools offenng a
comprehensIve nursIng course aImed at trainIng communIty pubhc health nurses and mIdWIves
LIfe-saVIng SkIlls traInIng has been conducted for mIdWives In the traInIng schools and
respectIve hospItals, IncludIng pnvate mIdWIVes at the communIty level

Seventy-sIx percent of the mIdWives had receIved some fonn ofm-service trammg Two out of
the three TBAs had receIVed trammg
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Masaka hospItal IS also a trammg SIte for reproductIve health for mIdWives from Masaka and
nelghbourmg dlstncts Intern doctors undergo trammg as well, to enable them to provIde quahty
servIces at the penphery

Qualzty ofServices m RelatIOn to EXlStmg Personnel

It IS encouragmg that at least four hospitals-Iganga, SorotI, Masaka, and KItovu-offer
emergency obstetrIC care full tune Lwala offers care only some of the tIme, willIe Buluba does
not offer It at all

Management protocols for condItIons such as pre-eclampSIa, eclampSIa, antepartum and
postpartum hemorrhage eXIst m all hOSpItalS

IntergratlOn ofReproductive Health Services

There are varymg degrees of mtergratlOn of health servIces The highest level was observed m
Masaka hOSPItal, where antenatal chmcs take place dally for both first attendance and report
VISItS In the same chmc, other servIces offered at the same tIme were

o Counsellmg and treatment

o HIVIAIDS counsellmg

o FamIly planmng counsellmg

o ImmunIzatIOn ofwomen and children

In Iganga, SorotI, and Kitovu hospItals, antenatal chmcs rarely treat STDs, and no other servIces
are mtergrated FamIly planmng and ImmunIzatIons are conducted m the hOSpItalS on separate
days and occaSIOns, mcreasmg the chances ofpoor qualIty health servIces Intrapartum care IS
usually conducted as such, and postpartum care IS very rudImentary

ImmunIzatIOns of chIldren are regulary carned out, tills servIce was also observed m Mayuge
Health Center but at Kmom, the number of ImmunIzatIOns was very low Severe health center
was trymg to mtergrate servIces, though It means that clIents have to spend the whole day
waItmg

Role ofMidWives at Health Umts

Most of the subdIspensanes VISIted had Just been upgraded to conduct maternIty care SO there
was a low clIent turn-out

The mIdWives m health centers were often more lIkely to be mvolved m communIty out-reach
actIVItIes than were those m hospItals Only mIdWIves at Kitovu and Lwala hOSpItals were
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mvolved m such out-reach actIvItIes, mcludmg supervlSlon and trammg ofTBAs, health
educatIOn, unmumzatIOn and adVIce on nutntIon and samtatlon

At Buluba hOSpItal (a TB and Leprosy hOSPItal), routme maternIty care IS not offered because
there are no doctors aVailable to provIde emergency obstretrlc care However, mIdWIves at
Iganga, SorotI, Lwala, Masaka and KItovu hospItals are clearly the backbone of matermty
servIces They proVIde basIc matermty care and partICIpate m the management of obstenc
emergencIes

Doctors and Emergency Obsterzc Care

Only one hOSPItal, Masaka, has an obstetrICIan and also trains mtern doctors Emergency
obstetnc care IS under the supervIsIon of thIs obstetrICIan whereas m Iganga, SorotI and Kitovu,
emergency obstetnc care IS proVIded by doctors (medIcal officers) who have done an obstetncs
rotatIOn durmg mternshIp These doctors perform emergency and electIve caesenan sectIOns,
laparatomy for ruptured uterus, vacuum extractIOn, and assIsted vagmal dellvenes They also
manage other obstetrIcal emergencIes (such as pre-eclampSia, antepartum and postpartum
hemorrhage), perform evacuatIOn of uterus m cases of mcomplete abortIOn, and ImtIate blood
transfuSIOns

Smce there are no anaesthesIOlogists, anaesthesIa IS prOVIded by anaesthetIc aSSIstants (nurses or
mIdWIves or clImcal officers tramed m admmlstenng anaesthesIa up to dIploma level) and
sometImes by the doctor operatmg The forms of anaesthesIa used are eIther mhalatIOn by mask
(EMO), ketamme or spmal

Equzpment and Supplzes

All the hospItals (Masaka, Iganga, KitOVU, Lwala, SorotI and Buluba) had well-eqUIped operatmg
theatres, although Buluba could not proVIde for surgIcal obstetrICS At Lwala, doctors were not
always aVailable, but cases could be transferred to Sorotl hOSpItal

AnaestheSIa and blood-replacement eqUIpment was aVailable m the hospItals EqUIpment for
performmg eplSlotomy and laceratIOn repair was madequate m hospItals and health centers
Kitovu hospItal was the only hospItal whIch was eqUIpped, and It had ten complete normal
delIvery packs and five stenle suturmg packs The OtubO! and Gwen subdispensaries were well
eqUIpped but lacked space and a mIdWIfe, so the eqUIpment was stIll not used by the communIty

Blood pressure apparatus and urme-testmg eqUIpment was also a problem m all the health umts
surveyed Only Kltovu hospItal had enough blood pressure machmes EqUipment for
reSUSCItatIOn of newborns was mcomplete m almost all the hOSpItalS Mayuge Health Centre
lacked oxygen and cylmders but had most of the eqUIpment
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All umts had a good supply of OXytOCIC drugs, catguts, lIgnocaIne and antIbIOtIcs But a major
problem was observed In the supply of gloves (both stenle and clean) and synnges In most
cases, patIents had to supply these Items themselves

A fetostethoscope and weIghIng scales were aVaIlable In all the hospItals There was eVIdence of
the use ofpartographs In Masaka, Iganga, SorotI, Lwala and KItovu hOSpItals as a tool for labour
momtonng-though mIdwIves stIll lacked standard skills In theIr use

Mama KIt

The Mama KIt IS a small package consIstIng of local matenals essentIal for conductIng a safe and
clean dehvery, whether at home or In an mstitutIOn The kIt can be used by anyone assIstmg a
woman dunng dehvery The Mama KIt contams

./ PlastIc polythene papers (at least a meter)

./ A razor blade

./ Four clean stnngs of threads of about 10 to 12 cms m length

./ A small roll of cotton wool and two penneal swabs

The SoratI dIStnct was to pIlot dissemmatIOn of the Mama KIt At the tIme of the assessment, all
health umts had Mama KIts, and women at those mstItutIons had at least accepted the fact that It
IS Important The Iganga and Masaka dIstncts, however, were not as yet aware ofthe Mama KIt

Facility Set-up (Labor Wards)

KitOVU and Iganga are the only hOSpItals that have a clean and well-orgamzed labor wards,
though the place to resuscItate babIes was unsatIsfactory Masaka was dIsorganIsed, the room for
1st stage labor was very small, and the dehvery room had only four beds With no pnvacy There
was no place to resuscItate babIes, so babIes have to be rushed to the operatmg theater for
resuscItatIOn

Sorotl hOSpItal also had a very small labor ward WIth no Ist stage room and only two dehvery
beds WIth no pnvacy LIke Masaka hOSpItal, there was no place to reSUSCItate babIes

Two health centers had poorly set delIvery rooms With only two beds and no pnvacy and no
place deSIgned for reSUSCItatIOn of babIes Mayuge had a well-set delIvery room With two good
delIvery beds separated by curtams

OtUbOl and Gwen had space problems, so dehvery rooms were congested WIth eqUIpment whIch
could not be used

At the tIme of the assessment, Butenga had a very poor settmg
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The pnvate mIdwIVes had orgamzed and arranged the dehvery rooms well and had set up a place
to morutor labor progress Only one TBA had a well-orgamzed house, where she conducts
dehvenes, one was conductmg dehvenes at the chents' homes

SepsIs Control

StenhzatIOn techruques, that IS, autoclavmg of eqUIpment, were observed only m hOSpItalS
As far the other health umts, the prIvate mIdWIves at maternIty centers, and the TBAs were
concerned, only hIgh-level decontammatIOn was used, eIther by bOlhng, usmg chemIcals or a
combmatIOn of the two Dehvery rooms were bemg scrubbed WIth plenty of soap and water on a
daIly baSIS

Generally, decontammatIOn methods were mappropnately done and were meffectIve due to
madequate eqUIpment

Other Observations

Today, tramed LSS mIdWIves are more competent than prevIously, that IS, they are able to

... Conduct antenatal nsk assessment and IdentIfy nsk factors

... Commumcate WIth and counsel hIgh-nsk chents on LAM as a faml1y planrung method

... ExerCIse mfectIOn control and preventIOn at all levels

... Manage pregnancy-related comphcatIOns (e g, manual removal ofplacenta)

... Identlfy causes of post-partum hemorrhage and manage It

... Detect comphcatIOns durmg labor, such as prolonged labor and obstructed labor, by
use of a partograph

Nevertheless, staff are poorly motIvIated and morale IS low, at least partly because the frequent
shortage of supphes and eqUIpment hmders them from usmg theIr skIlls to prOVIde baSIC
maternIty care

AudIts, espeCIally of maternal and pennatal mortahty, are not regularly carrIed out m health
unItS There IS, as yet, no research on reproductIve health m these dIstncts

The mtergratlOn of reproductIve health servIces IS not yet up to date, espeCIally m hospItals
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RECOMMENDATIONS

GENERAL RECOMMENDATIONS

BuIld capacIty at the dlstnct level for health management

Focus health educatIOn advocacy on emergency obstetriC care

Eqillp health facilIties adequately for management of obstetrIc care, mamtam that
eqillpment m good workmg condItIOn

Tram all health workers m IIfe-savmg SkIlls

Inform, educate and cornmumcate to sensItIze and mobIlIze cornmumTIes for health
through medIa, semmars, workshops, drama groups, film/vIdeo, etc

Improve commumcatIOn (radIo calls, telephone) and transportatIOn for emergency
referrals

Help the commumTIes to dIalogue and debate gender Issues, as these often hmder
women's access to safe health care

Momtor and evaluate safe motherhood aCTIVItIes at commumty- and health-facIlIty levels

Encourage and mcrease accountabIlIty of dIstance management and the health workers to
commumtles

OTHER RECOMMENDATIONS

Tram (VIa m-service and refresher courses) mIdWIves and nurses, etc

Tram TBAs

Upgrade all health facIlItIes to proVIde baSIC matermty care

PrOVIde obstetrIc care m all health faCIlItIes

Intergrate maternal health servIces mto the eXlstmg servIces to mcrease access and
mlmmlze mIssed OpportunItIes
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ProvIde supplIes and eqUIpment to all health fachtles provIdmg maternal care servIces

Renovate eXIstmg health UnIts

Improve maternal and chIld health audIts at all levels

Encourage research on reproductIve health servIces to provIde qualIty care
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Table 5 EqUIpment, essentIal drugs and structures for provIdmg essentIal obstetnc care found
m health faCIlItIes m Kwahu South DIstnct

TYPE OF NKWATIA aBO RADIANT NYAKOMA HOLYFAM ATABIE
EQUIPMENT HEALTH HEALTH MATERNITY MATERNITY ILYMISSION GOVERN-

CENTRE CENTRE HOME HOME HOSPITAL MENTHOSP

Complete IUD - - + + - - +
kit

Neonatal
resUSCitatIOn
kit

• mucus
catheter --- + + + +
• oxygen set --- --- --- --- ----+ -
• mouth suc-
tIOn device + --- + + + +

Local + + + + + +
anaethesls

General -- - --- --- + +
anaethesls

Lab tests

• for malaria
parasites

• hameo -- --- --- --- + +
globm

• unne + --- + + + + +
glucose

• unne + + --- -- + +
ketones
.urme -- --- - - + +
protem + + + + + +

Complete
mini
laparotomy set --- --- -- --- + +

Maternity
ward + + + + + +

Treatment
room + + + + + +

Labor sUite
(I st stage) - --- - --- + +

Delivery sUite
(2nd stage) + + + + + +

Operatmg
theater -- -- -- --- -- ---



Table 6 LIst of essentIal drugs aVaIlable m the health facIlItIes for provIdmg essentIal obstetnc
care m Kwahu South DIstrICt

ESSENTIAL NKWATIA OBO RADIANT NYAKOMA HOLYFAM ATABIE
DRUG HEALTH HEALTH MATERNITY MATERNITY ILYMISSION GOVERN

CENTRE CENTRE HOME HOME HOSPITAL MENTHOSP

AnalgesIc + + + + + +

Anti-allergIc + + + + + +

Antlcoagulant --- --- --- --- + --
Anti-diabetIc --- --- -- --- + +

Anti-
hypertensIve --- --- --- -- + +

AntIbIotIcs + + + + + +

Antimalanals + + + + + +

Volume
expanders --- --- --- + + +

Dlsmfectant &
antIseptIc + + + + + +

DIUretIc + + + -- + +

Intravenous
flUid + + + + + +

OXytocIC + + + -- + +

DIazepam + + + - + +

Tetanus
antItoxm -- + + --- + +

Tetanus tOXOId --- + + --- + +

ContraceptIves + + + --- + +



Table 7 LIst ofeqUIpment, essentIal drugs and structures found m the health facIlITIes for
provldmg essentIal obstetnc care m Akwaptm South Dlstnct

TYPE OF PAKRO FLORENCE EMILIA S NSAWAM
EQUIPMENT HEALTH MATERNITY MATERNITY HOSPITAL

CENTRE HOME HOME

Complete IUD --- -- --- --
kit

Neonatal
resUscitatIOn
kit

• mucus
catheter - - + + +
• oxygen set -- -- --- +
• mouth suc-
tIOn deVice + + + +

Local -- + + +
anaethesls

General --- -- --- +
anaethesls

Lab tests

• for malaria
parasites - -- -- +

• hameo
globm -- + + +

• urme
glucose -- --- - +

• urme
ketones --- - - - ---
.urme -- - -- ---
protem

+ + + +

Complete
mml-
laparotomy set --- - - - +

MaterOity
ward + + + +

Treatment
room + + + +

Labor sUlte
(1st stage) --- - -- +

Delivery sUite
(2nd stage) + + + +

Operatmg
theater - - - --- +



Table 8 LIst of essentIal drugs aVaIlable m the health facIlItIes for provIdmg essential obstetrIc
care m Akwapim South DIstnct

ESSENTIAL PAKRO FLORENCE EMELIA S NSAWAM
DRUG HEALTH MATERNITY MATERNITY HOSPITAL

CENTRE HOME HOME

AnalgesIC + + + +

Anti-allergic + + + +

AntIcoagulant -- _. -- ---

Anti-diabetIc - -- -- +

Anti-
hypertensive -- -- -- +

AntibIOtIcs + + + +

Antimalarials + + + +

Volume
expanders --- -- - - +

Dlsmfectant &
antIseptIc + + + +

DIUretiC + + --- +

Intravenous
flUId + + + +

OxytocIc + + + +

DIazepam + - + +

Tetanus
antltoxm -- --- - - --
Tetanus toxoid + --- +

Contraceptives + + - +

Key for Tables 5 to 8
+ =avaIlable
=not avaIlable
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MATERNAL MORTALITY IN UGANDA

A REVIEW OF THE LITERATURE

The number and avaIlabIlIty of the sources of mformatIOn on maternal mortalIty m Uganda IS, m
Itself, revealmg As mentIOned earlier, the first study on maternal mortality was m the late 1950s
by Rendle Short The 21 studIes and reports on maternal mortality m Uganda publIshed up to
1997 are listed below

AUTHOR(S) YEAR OF PUBLICATION REFERENCE NUMBER

Rendle Short, C W 1961 1

Grech, E S 1969 2

Zake, EZ 1982 3

Kamplkaho, A 1990 4

Turyasmgura, G 1985 5

Wasswa, GW 1991 6

Mukwaya,J 1991 7

Agel, Y A 1994 8

Orach, C 1994 9

Namagembe, I 1996 10

Makerere Umversity 1968-69 11

Makarere Umverslty 1970-72 12

Mlmstry of Health 1992-94 13

Mmlstry of Health 1992-94 14

NyaphIsI, et al, Common- 1991-92 15
wealth RegIOnal Health
Commuruty Secretanat

Dept OB/GYN, Makarere 1993 16
Umverslty WHO Study on
AbortIOns, MlIembe and
Okong

ODA-CARE and MOH, 1995 17
Enckson, et al



UDHS, Ssekamatte- 1995 18
SsebulIba, Jr , et al

Nsambya Hosp , Okong, P 1996 19

Survey of FInal report to come 20
UNFPA/SMI/CUAMM
CollaboratIOn

ChIld Health and 21
Development Center, 1st
reVIew ofmaternal mortalIty

Out of 21 studIes and reports on maternal mortalIty up to 1997, only 4 are publIshed In
searchable Journals (1), (2), (3),and (4) The rest can only be accessed WIth dIfficulty by
contactIng the IndIVIdual authors or InstItutIOns Seven of these studIes were post-graduate
dIssertatIOns [for Masters ofMedICIne In ObstetrIcs and Gynaecology (five), or Master of Pubhe
Health(two) (4), (5),(6), (7), (8),(9), and(10) Departmental reports ranged from Makerere
UnIVerSIty 1968-69 (11), 1970-72 (12) to MInIStry of Health, DIVIsIOn ofMCHIP 1992-94
(13,14), and Nsambya Hospital- Okong P 1996 (19) The others are reports of varIOUS studIes
(15), (16), (17) and (18)

DIfficultIes In obtaInIng these materIals pose major hurdles for the study of tros Important Issue
and for gUIdIng polIcy makers A major mtlestone In the dIsSemtnatIOn of thIS InfOrmatIOn to
researchers, polIcy makers, the publIc and other stake holders was orgamzed on October 24, 1996
by ChIld Health and Development Centre, Makerere Umversity In collaboratIOn WIth the
MInIStry ofHealth and WIth the support of the Commonwealth RegIOnal Health CommunIty
SecretarIat for East Central and Southern AfrIca

Methodology

The maJonty of these studIes (13) were descnptIve and retrospectIve records analySIS In one or
more InstItutIOns (1,2,3,5,6,7,8,10,11,12, 13,14,19) The strength of these studIes depends on the
accuracy of records and conSIstency of record storage and avaIlabIlIty These studIes are
InstItutIOn based and useful In establIshIng obstetrIc and medIcal causes of maternal deaths
However, there were only three InstItutIOn reports where perhaps a maternal audIt was earned
out Postmortem eXamInatIOn IS not routInely done on maternal deaths, except occasIOnally at
the UnIVerSIty teachIng hospItal

Remarkable developments In maternal mortalIty research In the last decade were the "nsk
approach to maternal mortahty" and survey studIes whIch added to the knowledge of maternal
mortahty In Uganda There were four case control studIes deSIgned to IdentIfy nsk factors for
maternal death (4,8,15,16) One of these was entIrely devoted to abortIOns (16) By the tIme of
thIS reVIew, three surveys were completed, two USIng the SIsterhood method (9,17) and one
household survey (18) The prelImInary report of the fourth survey (20) IS now aVaIlable Survey
methods gIve a better estImate of maternal mortahty at the commumty level However, they are
expenSIve and do not necessarIly accurately IdentIfy the causes of maternal deaths



Magmtude ofthe problem

Maternal mortahty rate or ratIO have been used mterchangeably m these studIes by error or by
deSIgn The two terms ObVIously have dIfferent meanmgs, and the dlstmctIOn between them IS
Important for polIcy makers as well as for the ImplementatIOn and evaluatIOn of mterventIOns
Nearly all the studIes revIewed estimated the magmtude of the problem by calculatmg the
maternal mortalIty ratio but reported theIr findIngs as maternal mortalIty rates

Maternal mortalIty rate IS the number ofmaternal deaths per 100,000 women of reproductIve age
(15-49 years) The rate measures both the lIkelIhood ofbecommg pregnant and the nsk of dymg
once pregnant Maternal mortalIty ratio IS the number of maternal deaths per 100,000 lIve bIrths
and wIll therefore undereStimate the graVIty of the problem when the total fertIlIty rate IS hIgh
The ratIO measures a woman's chances of dymg from a gIven pregnancy and should theoretIcally
relate to the number ofmaternal deaths (as the numerator) to the total number of pregnanCIes (as
the denommator) NeIther of these IS easy to measure because some abortIOns are not recorded,
are delIberately concealed, or are not even recogmzed EstimatIng the maternal mortalIty ratIO m
health InstItutIOns yIelds a hIgh ratIO because lIve bIrths In the commurnty (catchment area of the
health faCIlIty) are not Included m the denommator ThIS problem aSIde, InstitutIOn records are
Incomplete and In some mstances 10 to 25 percent of maternal deaths are not recorded In thIS
reVIew, all maternal mortalIty reported With a denomInator of hve bIrthS or bIrthS or dehvenes IS
referred to as a ratIO

The InstItutIOn maternal mortalIty ratIO m Mulago hospItal from 1952 to 1959 was 1,370 per
100,000 bIrths (1) at a time when the communIty obstetrIC coverage was less than 30 percent
Subsequent maternal mortalIty ratIOS m Mulago were

o 249 per 100,000 lIve bIrths 1968-9 (11),

0150 per 100,000 hve bIrthS 1970-72 (12),

0397 per 100,000 hve bIrths 1982-84 (5),

0400 per 100,000 hve bIrthS In 1985-90 (6),

0529 per 100,000 hve bIrths 1991 (7), and

o 569 per 100,000 hve bIrths 1994 (8)

The trend ImtIally showed a steady declme from the late 1950s, WIth the lowest recorded
mortalIty ratIo m 1970 to 1972, then a steady nse up to the 1990s In a regIOnal referral hOSPItal,
the maternal mortalIty ratIO for the penod 1971 to 1980 was 377 per 100,000 bIrths (3) A five­
hospItal study (1980-86) found a non-abortIOn maternal mortalIty ratIO of 265 per 100,000
delIvenes (463 deaths and 174,915 delIvenes) and an abortIOn-related maternal mortalIty rate of
358 per 100,000 abortIOns (117 deaths and 32,728 abortIOns) (4)

An InstitutIOnal-based survey of all health mstitutIOns m the country offenng maternIty servIces
In 1966 found a maternal mortalIty ratIO of 397 per 100,000 bIrths (2) when these mstItutIOns
accounted for only 32 percent of all bIrthS (twelve-month penod 420 maternal deaths and



105,835 bIrthS) A sImIlar mstltutIOn survey (13) by the Mlmstry ofHealth m 1992 of 20
hOSpItalS and 54 health umts m 12 dIStrIctS found the average maternal mortalIty ratIO of 557 per
100,000 lIve bIrthS (418 maternal deaths and 75,007 lIve bIrths) EstImates by the Health
InformatIOn System (14) m 1992 of the maternal mortalIty ratIO m 23 dlstncts found a maternal
mortalIty ratIO of 600 per 1000,000 lIve bIrthS These three mstItutIOn surveys show an mcrease
m the maternal mortalIty ratIO from the 1960s to the 1990s The maternal mortalIty ratIO was
much hIgher m hOSpItalS 1,0781100,000 lIve bIrths (13),800 per 100,000 hve bIrthS (14) than m
health centers/matermty umts, 149 per 100,000 lIve bIrthS (13)

In the last decade, a slgmficant deVIatIOn III maternal mortalIty research was the estImatIOn of
maternal mortalIty rate/ratIO In the commumty by household surveys or the SIsterhood method
(7,9,18,20) and nsk assessment studIes (4,8,15,16) CommunIty surveys showed dIfferent levels
of maternal mortalIty ratIOS, whIch were slIghtly lower than IllstltutIOn estImates CommunIty
maternal mortalIty ratIOS were

0286 per 100,000 bIrths m Eastern Uganda (17),

0662 per 100,000 delIvenes III Northern Uganda (1993-94),

0506 per 100,000 hve bIrths as a NatIOnal average by Uganda DemographIc Health
Survey 1995 (18), and

o UNFPAlSafe Motherhood ImttatIve/CUAMM collaboratIOn m three dtstncts surveyed,
Arua 373 per 100,000 lIve bIrths, Iganga 219 per 100,000 lIve bIrthS, and Torero 315 per
100,000 lIve bIrths (20)

Causes ofMaternal Deaths

The chmcal causes of maternal mortahty In Uganda have remamed largely preventable problems
aggravated by SOclo-culturallssues, poverty and maccesslbIlIty of appropnate care The leadmg
causes are ruptured uterus, hemorrhage, sepSIS, complIcatIOns of abortIOns, anaemIa, pre­
eclampSIa/eclampsIa and medIcal dIseases In 1952-59 and 1966-68 ruptured uterus was the
leadmg cause followed by haemorrhage and sepSIS (1,2), and between 1968-72, hemorrhage was
the leadmg cause followed by ruptured uterus and sepSIS (11,12) ThIS order was reversed by
1971-80 when sepSIS was the leadmg cause followed by hemorrhage and ruptured uterus (3) All
through the 1980s and mto the 1990s, sepSIS mamtamed the first pOSItIOn, followed by eIther
hemorrhage or abortIOn comphcatIOns (4,5,6,8) However, HIV-related medIcal Illnesses and the
proportIon of women dymg antepartum from these complIcatIOns have steadIly mcreased m the
last ten years (7,19)

DlScusslOn

The maJonty of maternal mortalIty research was performed by clImclans or postgraduate students
for chmcal purposes (1,2,3,4,5,6,7,10,11,12,19) through health-faCIlIty records reVIew The use
of thIS mformatIOn was hmlted to evaluatIon and change of chmcal management protocols
Whereas all these studIes and reports were done by lone mdlvlduals one SIte at a tIme, multI­
center and collaboratIve studIes were mtroduced m the 1990s (15,16,17,18,20) It IS only In the
late 1980s and m the 1990s that there was a major effort to Introduce other research



methodologIes, namely, case control studIes (8,15,16), the sIsterhood method (9,17) and
household surveys (18,20) These had many Important ImplIcatIOns for polIcy makers and health
planners at the MInlstry of Health From the 1960s through to 1990s, maternal mortalIty research
results were known only to the IndIVIdual InstItutIOns or peer reVIewers Not untIl the 1990s was
there a delIberate effort to dISSemInate maternal mortalIty research findIngs to SCIentIsts, polIcy
makers and polItICIans, first regIOnally at the Commonwealth MIIDsters MeetIng In LIlongwe,
MalaWI, In 1993, and later In Uganda on October 24, 1994

Nearly all the researchers were obstetnclans and gynaecologIsts untIl In the 1990s, when publIc
health doctors and statIstIcIans also became Involved (17,18,20) MIdWIves, who form the
maJonty ofhealth workers In matermty care, were not researchers except In one study (15) In a
few other studIes, mIdWIves were Involved as data collectors

Total fertIlIty rates have remaIned hIgh (73-69), and It WIll be a long tIme before theIr reductIOn
wIll Impact maternal mortalIty (18) The appearance of the HIV/AIDS epIdemIc In the 1980s IS
begmnIng to show an Impact on maternal mortalIty (7,19) Although most of the studIes are not
publIshed In searchable Journals, these studIes are Important because they have eIther been
locally peer-revIewed or accepted at VarIOUS umversltIes for postgraduate degree exammatIOns or
are Important departmental reports or mstltutIOn publIcatIOns The first reVIew of maternal
mortalIty was by the ChIld Health and Development Centre (21)

ConclusLOn

Not only has maternal mortalIty been madequately researched In Uganda, the results of the
lImIted number of studIes have been poorly dlssemmated A multIdISCIplInary team conslstmg of
obstetnclans, publIc health workers, SOCIal SCIentIsts, statIstIcIans and mIdWIves IS essentIal for
m-depth research of thIS very Important health Issue
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Backglound
Many .ldvances In modem m\-dlcal pra<..tlce h..lVe t..lk.en place m Ugand..l In the list 100 years
SII1(,.C It W.l:' ll1tlUduL\-d tll tlll~ <-ountry Som\- ot t[II..M. mdutk. :'Ub::.tll1tl II g 1111'> III dllldhooJ
mortahtles by nutlltlOnal 111terventlon ..lnd ImmUniSatIOn programmes Althou~h m..ltemlty
servIces were among the tirst to be mtroduced mto the country by church 1111::.::.1011 groups that
first lI1trotluced we~tl..111 mcdl\..lI1e 111 thIS \..ountrv 11\.. lily 100 VI.. Ir" Igo thl. fll .... t .... tul!\ nn III Itc.rt1.l!
mortahty was 111 tll\.. l.ltt. 1950::. by Rendle Short CW (1) Maternal mort.lhly ""..ts neglected
largely because Its Jlnpolt.lncc was not ..Ipprecl..lted, dJ.ta W..lS difficult to colkt.l ..tIHl there were
other dlsea::.es such I::' m II \II 1 and tubel culosls th It were of Immedl..lte conc\..1 n::. to the colomal
administrators and their local dlte countCrpdrts In tl115 era, It was umm.lgmable to ::.pend money
to collect mfonnatton on de Iths of "native" women as a result of pregnJl1CV compilcdtlOns and
m the (,.ourse of cluldbll th

SOUlC es ofmtormJtlon on m,lternal mOltahty
ThiS IS very reveahng Out of 21 studies and reports on mJtemal mortdhty up to 1997 only four
are publl::.hed 111 selrchabkJourn..lb VIL Rendle Short 1961(1) Gr\-ch ES 1969(2) Z..lk.e EZ
1982(3),J.nd KJ.I11Plk.dho A 1990(-+) The rest C..ln only be sourced wllh ..l lot 0 f dltficultles
throL.gh the mdn Idu,11 authors or mstltut!ons and there are lImited opportunitIes for pubhcatlOn
SevLll of these StudH...S were post gradu Ite thSsert..ltlOns [for Masters of Mt.dlcmt. In Obstetncs
and Gynaecology(flv\-) or MolSter of Pubhc He..llth(two)] n..lmely K..ll11plkolho A(4)
Turv J::.ll1gur..l G 1986(5) Was::.wa GW 1991(6) Mukwaya J 1991(7), Agel YA 1\)94(8), Orach
C 1994(9), and N..ll11.lgembe 1 199G(10) Depdrtmental reports ranged flom Mak.el el (,. UniversIty
1968-69(11), 1970-72(12) to Ministry of Health diVISion of MCHIP 1992-94( 13,14), and
Nsambya Hospltal- Ok.ong P 1996(19) The others are reports of varIOUS studies VIZ

Commonwe..llth RegIOnal HeJlth Commumty Secretmat, Nyapiusl et al 1991-92( 15), Makerere
umverslty, Dept Obs/Gyn WHO Study on Abortions Mlrembe and Okong 1993(16), ODA­
CARE .lnd MOH !;tlstem Ugand..l Bel::.elme survey, ErIck.son et al 1995(17) <lnd UDHS,
Ssel\.:1l11atte-S::.t.bultba J et 11 1995(18)
DiffIculties in SOUlCll1g these ll1cltenals pose m.lJor hL rdles for the study of this Important Issue
and fOI gUldmg poltcy melhlS A melJor mllestone m dl::.semmatton of thiS 1I1tormatlon 1.0

researchers, pohcy makers the pubhc ..Ind other stake holders WdS orgamsed by ChIld Health
and Development Centre Mdkcrere Umverslty m Collelboratlon with the MlI1lstry ot Health and
the support of the Commonwealth RegIOnal Health Commumty Secretanat for East Central and
Southern AfrIca on 24th October 1996

Methodology
The l11.lJonty of these SlLlUleS 13 were ues<-nptlve .lnd retrospectIve records elll 11ySlS m one or
more m~tltutlOns( [ 2 3 5 6 7 S 10 II 12 13 14 19) The strength ot these stuule::. depends on
aCcur.lc...y ot (CCOltlS and COll::'lstency of record storage and avatlabllttv Thcs\.. studies are
mstitutlon based ltH.1 useful 111 estelbhshll1g obstetrIC and medIcal C..luses ot m,Hern..tl deaths
Ho\'vever there weI e onlv thlCC were ll1::.tltutlon reports where perhaps m..ltern.ll ,mult was carned
out Post-mortem e\.tIl1111.ltlOll IS not routll1ely done on all maternal deaths excL.pt occasIOnally
at the Umverslty tCJclllng ho::,pltal
Remark.lble developments 111 matern.ll mortality research 1Il the last decade were the "nsk
approach to maternal mort lilty " and survey studies whIch added new dimenSIOns to our
knowledge ofm.ltemal mort,tIlty m Ug mda There were four case control studJt.s deSIgned to
Idt.Ptlfy r sl< fclctors for m1t\..rnal de.llh(48 15,16) One of these wa::. t..l1tlrdy devoted to

IlA



abortlOn<;(l6) By till. tlllll. of till'> rCVIl.W lhrl.l. ~llrvl,.y~ \"1.11.. compktc.d two lI"'IIl!:-lhl..l>l~tl..rhood

method(9 17) Jl1d onl.. hou::'l.llold survey( 18) The pre!lmlllJry report ot the tOlllth ::.urvey IS now
avatl,lblc(20) Survey method::. give a bdter estimate of mJternal mortaltty ,ll thl. commUnItv

level However tlKv lle l;,.\pl.l1SIVe till! don't nl.cl.::'::'Jnly Jl.l.ll1.ttdy Itkntllv till.. t.Ju::.e::. ot
matemal deJ.ths

Magnitude of the problem

M:l.tern .11 PlOrt :J.ltty I :J.tL orr lllO h:15 been llsed ll1terclnngeably In these studLes by error or by
deSign They obvlOuslv mean \.iIfferent things and the dlstmctlOn between them IS Important for
polIcy n1<lkers as well ,1S 11l1plt.mentatlo11 and evaluation of interventions Neatly 111 the studies
reviewed estlm,lled tile m Igl1Itude of the problem by c..l[culatmg the mJ.tern II mort,lIlty ratIO
but reported thell tindll1gs a::. maternal mortalIty rates'
Matemal mortalIty nte IS the number ot m'lternal deaths per 100000 women of reproductive
age,b-..J.9 vears The r..lte n1l.1SUreS both the III"ehhood ofbecommg pregnant and the nsk of
dymg OnLl. pregn lI1t
Maternal mortahty latlo IS the number of maternal deaths per 100,000 live bllths and Will
therefore underestimate the gravity of the problem when the total fertlhtv rate IS high The ratio
measures a woman s chances 0 f dying from a given pregnancy and should theOl etlcally relate to
the number ot I11Jtetl1al de lths{as the numerator) to the total number of pregn.mcles(as the
denominator) Nenht.r ofthesl. IS easy to measure because some abortions an... not Iccorded, or
are dellbcntelY conLe 1kd 01 ,Ire not e\l..,n recogmsed E~tlmatmgmaternJI mOl taltty rauo In

health lIlStltutlOns gIYt.::. ..l high ratio bec.luse lIve births In the commumty (catchment area of the
heJ.lth t..lCllttY)Jre not Il1cluded 111 the denominator ThiS problem aside, mstltutlon records are
mcomplete and 111 some mstances 10-25 % of maternal deaths are not recorded In thiS review
all mJternal mortallty reported With J. denommator of !lve births or births or de!lvenes IS referred
to as..l ntlo r

Institution n1J.tern 11 1110rta!lty latlo In Mulago hospital 1952 -1959 was 1370/100000 blrths(l)
at a time"" hen the l.olllmumty obstetllc coverage was less than 30% Subsequent maternal
mortality ratios 111 Mul160 \\ el e 24911 00 000 lIve births 1968-9( 11) 15011 00 000 lIve births
1970-72(12), 397/1000UO lIve bIrths 1982-84(5),400/100,000 lIve births 111 1985-90(6'),
529/100000 lIve bltth::. 1991(7), and 569/100,000 lIve births 1994(8) The tn...nd Imtlally
showt.d a steJ.dy declll1e flom the l..lte 1950s With the lowest recorded mortalIty IJ.tlO 111 1970-72,
then a steady rise up to the 1990s In a regional referral hospital, maternal mort..l!lty ratio for the
penod 1971- 1980 WJ:' 377/100000 blrths(3) A five hospital study 1980-86 found a non­
abortIon maternal mortallty ratio of26511 00000 delIvenes(463 deaths and 17..J. 915 delIvenes)
and abOltlon relatt.d maternal morta!lty rate of358/100 000 abortlOns(117 de..lths and 32 728
abortlOns)(4)
Instltutlot1.11 based survey of all health I11stltutlons m the country otfermg m.ltl.lmty services m
1966 found a matci noll mort'lhty ratio 01 3971100,000 births(2) when these mstltutlons accounted
for only 32% of III bllths(twelve months period 420 maternal deaths and 10) 835 bIrths) A
slmllJ.f InStitution SUlYl.Y (13)by the mllmtry ofheaith Il1 1992 m 12 dlstncts 20 hOspItals and
5..J. health umts found the average 111 ltern..ll mortaltty ratio of 557/100000 h\e blrths(418
matern..ll deaths J.nd 75007 hye bIrths) Estimates by Health InfonnJ.tlOn Svstl.m( 1'+) 111 1992 of
matern..ll mortalIty l..ltlO 111 23 dlstncts tound a maternal mortality ratIO of 60011000 000 hve
bIrths These thlee mstltutlOn surveys show an mcrease m maternal mortahty 1"1tlO fonn the
1960s to the 199 lOS Maternal mortalIty r..ltlo was much Ingher 111 hosplt..lls 1078/100000 bve
btrth::.(13) 800/100000 hye bllths(14) than 111 health centres/m.lternlty umts ].+9/100000 hve



btrths(13)
In tht. II::.t <.kLol<.k I ::'1~1l1[IL IIH Jt:VIIlIOI1 III l1l..ltt.nl.l1 l11olt.lhty n::::.t:..lrLh \Vol::' tht. t.::.tllll.ltIOI1 01

matem l! mortahty 1,ltl../1 ttlO 111 the commumty by household survevs 01 the sisterhood
method(7 9,18,20) ,1I1d mk J::'::'I..::'::'Il1Lnt ::.tudlt.. ::.( -+ 8 I ~ 16) COllllllUlll{V ::.lll \ \.}::' ::.howLJ
different kvels ot m Itl..l Il tl mort Iltty r ttlos which were sltghtly lower thJn IOstltlitlOn estimates
C0l11P1Ul1Ity mJtl..I1111 l11olt..lhty r..ll!o::. Wl..re 2861100000 bllth::. III [l::.tl..ll1 Ugllld..l(17)
662/100000 dehvt.lll..::' III NOlthem Ug mu t(1993-94) 5061100000 live Imth... 1'> t NltlOl1 11
J.verage by Ug,mdJ. DI..t11ogrJphlc He,llth Survt:y 199)(1~) Jnd uNrp.v~,I1t. MOlhedlood
ImtlJtlve/CUAMM collaboratIon ll1 three dIstncts survey, Arua 373/1 00,000 hve births, 19anga
219/100,000 hve bll ths and T01oro 315/1 00,000 bye blrths(20)

Causes of Matemal de tths
The clil1lcal CJlIses olm Hennl mortality III Uganda h.lve rem.lmed l.lfgely prevent tble problems
aggr,lvatcd by SOLlo-cultulal Issues pOvlrty .lnd Illclccesslbl!tty of appropn He c III The leadmg
c..tuses are ruptured utelus, haemorrh..tge, sepsIs complicatIOns of abortions maemla, pre­
eclampsIJleclampsn dnd medical diseases In 1952-59 and 1966-68 ruptured uterus was the
leadll1g C.luse followcd by h.lemorrh.lge and SCpSIS( 1,2), and between 1968-72 h.lcl11orrhage was
the leadlllg cause followed by ruptured uterus and sepSlS( 11 12) ThiS order was reversed by
1971-80 vv hen sepsIs was the lecldmg C.luse followed by haemorrhage and ruptlll ed uterus(3) All
through the 1980s ,md II1tO the 1990s sepsIs mamtamed the first position followed by either
haemorrh tge or abortIon compllcatlons(-l- 5,6,,8) However HIV related medlc.lllllncsses and the
proportIOn of womell dVlIlg antepartum trom these complIcatIons has steadtly Increased m the
last tcn years(7, 19)

DIS<..USSIOl1S
The l11clJonty ot m.ltCI11,tl mortJllty resc lleh was performed by c1ullclans or postgraduate students
for c1t11lcal purposes( [ 2 3 4 5 6 7 10,11 12 19) through health faclhtv records review The use
of tillS ll1fOrmatlOn was lImited to evaluatIOn and change of chmcdl management protocols
Wh"reas all t1lese Studlc.S tI1d Icports were done by lone mdlvlduals at one Sltl Jt a time,
multlcentre and collibol Itlve studIes were II1troduced In the 1990s( 15 16,17 18 20) It IS only m
the lite 1980::. ,md In till.. 19~Os th,tt thlle was a major etfort to Introduce other resear~h

methodologies Il IJ11c1v l lSI.. control studll..s(8, 15 16) the SIsterhood method(9 17) ,1l1d household
sllrvey~( 18,20) Thl.se hud many Impol t tnt Implications tor polLey LUclkers dnd ht...llth planners
at the mtnlstry of hI.. tlth From the 1960s through to 1990s maternal mortality rese.lfch results
were known only to the lIldlvldualmstltuttons or peer review It was only 111 the 1990s that there
was .l delLberate ellort to dlsseLUll1.lte maternal mort..tllty research fim.hngs both to SCientists,
polI<..y mclkels and polItKlans hrst reglOn.llly at the commonwealth 1111nIsters meetmg In

Ll1ongwe, MalaWI Il1 1993 and m Uganda on 24th October 1994
Nearly all tile resecllcl1els were Obstetncl..tns and Gynaecologists unttlll1 the 1990s when Pubhc
He.llth Doctors ami 5t 1tl~tlclans were .llso mvolved( 17, 1820) MIdWIves "" ho .lIe the maJonty
hecllth workers III m lklill ty Coli e were IlOt researchers except In one stud,,( 15) In cl few otl1l..r
studies l111dWIVlS well.. Involv"d as d tt I collectors Tot"!l fertility rdtes have ren1<llll"d hlgh(7 3
-69) clnd It will bL I long tlmc betole ItS leductlon wtll Impact matemal mOlt IlLty(l8) The
appearance ot HIV/ \IDS epldelTIlC 111 the 19805 IS begmnmg to show ItS Impdct on maternal
mortallty(7 19) Althou~h 1110St of the studies are not published m searchable Journals, these
::.tudles '11 e Import lI1t bel luse thev h.lvC l..t1.her been loc.llly peer reViewed 01 ..llclpted dt vanous
UniVerSities tor po:.tgl<1Ull.lte degree eXJITIlllatlOns or are ImportJnt depJrtmental reports or
ll1Sl.ltutwn pllbllL ltlllll::' fl11.. til st rt:.Vlt.W of mcltem..ll 1110rtJ.llty W.lS by Chtld Hl..cllth and



Developl11l.l1t (\.11tl L(21 )
Conclusions
Matemal mortality ho;; bu..n madequate1y researched 10 Uganda Results of the IUnlted number
of studIes which have bl..l..n done have been poorly dl~~cml11Jtl..d A mUllldl~l..lpltnary teJlll
conslstmg ofobstetncIalls publtc health wor'<:ers SOCIal SCientIsts statlstlCtanS and lllcreased
particIpation ofmldwlve~ .Ill. essentIal m m-depth resealch oftlus very ImpoltJnt health Issue
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Causes of maternal mortality in Mu'lago Hospital • 1997
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TABLE 1 SITUATION OF ESSENTIAL EQUIPMENT & SUPPLIES IN HEALTH
FACILITIES (SOURCE SMI NEEDS ASSESSMENTREPORT, 1995)

FACILITIES WITH ADEQUATE ESSENTIAL SUPPLIES (N=75)

SUPPLIES HEALTH CENTER HOSPITAL ALL FACILITIES
NUMBER % NUMBER % (N=6) NUMBER %
(N=69) (N=75)

Gloves (at least a 47 (71%) 5 (100%) 52 = 71%
paIr)

Disposable synnges 58 (84%) 6 (100%) 64= 85%
and needles

Intravenous sets 61 (88%) 6 (100%) 67 = 89%

Blank partographs 48 (69%) 3 (50%) 51 = 68%

Blank ANC cards 34 (49%) 1 (16%) 35 = 18%

Cord lIgatures 34 (49%) 2 (33%) 7=8%

Blood-givIng sets 0% 6 (100%)
and blood

SypmlIs test kIts 3 (4%) 6 (100%) 9= 12%

Gauze 53 (77%) 5 (83%) 60=77%

Cotton wool 60 (87%) 5 (83%) 65 (88%)

Soap 53 (77%) 6 (100%) 61 = 78%

Javel or dISInfectants 53 (77%) 5 (83%) 59= 78%

DRUGS

Iron/folIc aCid 58 (84%) 6 (100%) 62 (81 %)

DIazepam InjectIOn 44 (64%) 6 (100%) 48 (64%)

Pethedme 5 (7%) 6 (100%) 13 (17%)

Panadol/Aspmn 58 (84%) 6 (100%) 64 (85%)

Ampicillm 11 (16%) 3 (50%) 14 (19%)

BenzylypemCIllIn 59 (85%) 6 (100%) 65 (87%)
InjectIOn



Cefnazone InjectIOn 6 (9%) 0(0%)

GentamycIn InjectIOn 58 (84%) 6 (100%) 64 (85%)

KanamyCIn InjectIOn 3 (4%) 6 (100%) 8 (19%)

Cotnmoxazo1e 59 (85%) 6 (100%) 65 (87%)

TetracyclIne 57 (83%) 6 (100%) 63 (84%)

Eye omtment

Fansldar 58 (84%) 6 (100%) 64 (85%)

Qumme mJectIOn 57 (83%) 6 (100%)

Methyldopa 331 (45%) 6 (100%) 37 (54%)

Hydralazme mJectIOn 3 (4%) 6 (100%) 9 (12%)

MagneSIUm sulphate 38 (55%) 6 (100%)
mJectIOn

Ergometnne 59 (85%) 6 (100%) 16 (81%)

Tetanus tOXOId 56 (81 %) 6 (100%) 61 (81 %)

BCG 56 (81 %) 6 (100%) 61 (81%)

EQUIPMENT HEALTH CENTER HOSPITAL ALL FACILITIES
NUMBER % NUMBER % (N=6) NUMBER %
(N=69) (N=75)

Sphygmomamometer 6 (8%) 58 (78%) 10 (14%)

Baby-weIghmg scale 4 (5%) 64 (88%) 1 (1%)

Fetal stethoscope 3 (4%) 69 (95%) 1 (7%)

Instrument stenlIzer 14 (19%) 53 (72%) 7 (9%)

Spnng forceps 26 (36%) 39 (54%) 7 (9%)

KIdneybasm 3 (4%) 65 (89%) 5 (7%)

Sponge bowl 5 (7%) 62 (85%) 6 (8%)

ClImcaloral 19 (26%) 55 (74%) 0(0%)
thermometer

Low-readmg 58 (82%) 13 (18%) 0(0%)
thermometer



Surgeon's hand brush 44 (61%) 27 (38%) 1 (1%)

Heat source 28 (38%) 43 (59%) (5%)

Syrmge and needles 8 (12%) 61 (82%) 2 (3%)

Unnary catheter 35 (49%) 3 (46%) 4 (6%)

Adult ventilators 16 (92%) (8%) 0(0%)

Mouth gag 61 (84%) 12 (16%) 0(0%)

SurgICal gloves 14 (19%) 58 (78%) 2 (3%)

SCIssors 5 (7%) 57 (83%) 7 (10%)

TABLE 2 NUMBER OF ABORTION PATIENTS TREATED WITH MVA
TECHNOLOGY AND FAMILY PLANNING COUNSELING (SOURCE QUEEN
ELIZABETH CENTRAL HOSPITAL ANNUAL REPORT)

YEAR NUMBER OF MVA NUMBER OF MVA
CLIENTS CLIENTS WHO ACCEPT

FAMILY PLANNING

1995 (December) 27 18

1996 423 270

1997 357 220

1998 (January-February) 39 26

TOTAL 851 534



TABLE 3 UTILIZATION OF MATERNAL HEALTH SERVICES AND OUTCOMES
OF CARE (SOURCE CHIWAMBA HEALTH CENTER 1997ANNUAL REPORT)

CLIENT 1995 1996 1997
ATTENDANCE

ANC 780 840 850

DelIvenes 416 453 500

Live bIrths 405 427 490

Fresh SB 5 3 2

Macerated SB 13 17 8

Referred cases 11 25 34

FamIly planmng 216 356 371
chents

Postnatal chents 1 4 1

Waltmg mothers 9 15 24

Maternal death* 3 3 1

Neonatal death 1 2 1

* Causes ofmatemal deaths antepartum hemorrhage, eclampsia and obstructed labor, WIth
delayed transport for referral as an underlymg factor
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RESEARCH IHSTRUHEHT 1:
Gu~d~1;j.~e_s for ~.tt~rat;~e Revie~:

Actiyi~y:

1 RevIew of pollcy documents on Safe Hothprhood

2 ReVIew of research fIndIngs on Safe Motherhood and other related Issues eg
demography etc

REPRODUCTIVE HEALTH POLICY AND PLMfS
e Has data been pooled towards determInl.ng maternal, morbIdIty and

mortalIty sItuatIon?
~ Does the country have a strategy for ImprOVIng maternal health?
e Is there a POlICY on maternal health?
e Is there a group/secretarIal co-ordlnatlng polICIes and ImplementatIon

of Safe motherhood actIVItIes'
e Does the country have an actIon plan?
e Does the health budget contaIn funds for safe motherhood acllvItle~?

e What percpntagp of the health budget I~ for 8M actlV]tlP~?

(Ij Whi'lt hpi'llth )i'lw<;, hpi'llth c;pctor po]]('"lP<; rmd Ml<;tOm.<; i'lffp<"t mi'ltprn('l]
mortnllty'"

e Is abortIon lpgi'll?

POPUI.!tTION AND_ fERTILITY
e I~ there a PopulatIon POlICY?
e Who IS the populatIon at rIsk?
4Zl No of Pl e9nant WC')ffInJ) ( 1 n I)-yen i'l1Jf\ -gl Oup<;)
~ "nt n1 populatIon Slze
e Nu~r of women of reproductIve age
e Number of marrIed women of reproouctlve age
e Crude bIrth rate
e The general fertIlIty rate
e AgP-SpeClflC fertl]lty ratps
e ~17P of adolescpntc;
e Does the fertIlIty pattern contrIbutE" to unsafe motherhood
e Total fertIlIty rate (surveys, census or calculated from age-specIfIC

rates)
e What If anythIng, l5 belng done to reduce fertIlIty and prevent

unwanted pregnancy
e Data on contraceptIve prevalence rate
e The mIX of methods used
e Demand for contraceptIon-percentage of fecund women who wanted not more

chIldren but who or not contraceptlng, the percentage of women wJ.th
\IDplanned pregnancIes

e Are compllcatJ.ons of unsafe Induced abortIon cOl1'llOOn

lI1L1'EIiNAL MOg;r.ALITY_~ATI...~.cs
e Haw hlgh 15 maternal mortallty?
e Maternal mortalIty ratIO
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(9 What are the mam causes of maternal death? Do these Include IndlIect
causes?

(9 (Look for studIes and quote the fIgures)

(9 What are the maJor causes of maternal morbIdIty (levels of acute
compllcatlon~ and chronIc complIcatIons - from studIes)

e What 1S the level of maternal undernutrltlon
e Prevalence of anemla and 1ts causes, lodlne deflc1ency, (lndlcates

mIcronutrIent deflClency)
(9 WeIght gaIn, arm clrcumference
e Food taboos and preferences durlng pregnancy
e WhRt arp other pos~lble lndlcators of maternal mortallty and morbldlty
l!I Prevalence of STD
e Prevalence and forms of female Cl.rCtD1lCl.SIOn, Violence agal.nst women
e Over medlcallzatlon - cesarlan seetlon rate,

(9 % l.nl.tlatlng excluslve breastfeedlng, duratlon, hospItal practIces,
tImIng of supplementatIon

l!I What aspects of women's soclal and economIC ~talus adversely affect
safe motherhOCKl?

!l pprcpntnQP of wOmPn who nre llteratp
e Perrpntagp of w~n who arp enrolled In prImary and ~eC"on~ary school
!l Wo~n'~ acres~ to rpsourcps
e What arp the SOCla] and ec..onomlC consequences of a mothpr's Illnpss or

death
e Intestate law?
e State of women and chl.ldren In Ghana (UNICEF)
e What happens to her chIldren (case studIes)
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Format for lntervlew wIth pollCY makers

Moth~T CnTP AfrI~a lnltlatlve Researc~ ProJPct Qtlalltatl vP as~nssment of
Essentlal ObstetrIc Care In Ghana - Febru~ry, 19Q5

r.====================== -=-..... _=----=- -:.

INTERVIEW WITH CHAIRMAN/MEMBERS OF SAFE HOTHEHHOOI> TASK ponce

INSTRUCTIONS TO INTERVIEWER:

Q~S~!OHS:

= II

II
"
"

.,

( I, I

'I • 1 11
!',.
"
I'
"
I

II

" ~

/I

jl
II
'I ~
II

WI l~ c,t ,...

1 I c;t 11JPon

Ye'S I

It

{'

T I~ there ~ pelle} on maternal healt~? Yes / No

* I~ th~re n grollp/s~cretarlal co-ordlnatlng polIcIes and ImplementatJon
of Safe MothprhOCKl actIVItIes (eg a SM Task force/co-ordInatIon
comlllIttee ) If yes, what 15 theIr role?

* Wht'\t 15 ~lng done l n ImplementIng the pollcles on 8M

* What problems/barrIers eXIst In the ImplementatIon of PolICIes

* Does the country have an actIon plan for Safe Motherhood Yes / No

4
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Mothf'f (";:Ire Afnca ImllatIve Research

QualItatIve Assessment of essentIal ObstetrIc Care In Ghana,
- February, 1998

- IntervIew WIth SERVICE ~V~DERS and faCIlIty lnVe~t~;;-at F~-;;;'--~J
LEVEL - HOSPITAL

•: ::s:==:

SOme of the questIons could be answered by IntervIewIng provlders (doctors,
mIdwIfe, mIdwlfe superVIsor) or through observatIon Intervl.ew the person who can
offer the mo~t acurate InformatIon

[country
- - - -

Ghana

Name of Respondent ------ ----- -
POSItlon of Rf'~pondf'nt

- - -
Grade of Fespondent---- ----- - - - ---- ---- ----- - - -
Que~tlonnaue NumlY=>r---- - - - - - - - - ---- -- -
HOspItal Name -- -- --
Dlstrict-- ---- - - - - ---------- ---- ---- - ---- - - - --- -
Language of IntervIew ---
Date of IntervIew---- - ----- -- -- ------ - --- - - - - --
Interv1ewer Name

TTME INTm~VIFW BEGIN~ (Cucle AM/PM)

My narne IS and I am work1ng wIth the MInIstry of

health on a Safe Motherhood Progranme, almed at ImprovIng servIces for pregnant

women I am speakIng wIth many health personnel In the regIon and would lIke to

ask you some questIons about the servIces the hospItal provldes for pregnant

women

I assure you that all of your responses wlll be kept In the strJ.ctest confIdence
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OJ} •
~

1 Are there protocols on the management of obstetrIc complIcatIons at
each level of health care delIver (Ask about 8M clInIcal protocols)
Yes / No --- --- - -

2 Are provIders traIned In the use of thes protocols? Yes / No

3 Is there co-ordInatIon In the IdentIfIcatIon and management of
complIcatIons among the levels of provIders? Yes I No

A h'hat 5~~rv~Sory systems eXIst dally conferences, ward rounds":t -

-~-

5 Are supervIsors dOIng then Job? Yes / No

6 What InformatIon/data eXIsts on Safe Motherhood?

7 ChecklIst of supplIes and equIpment (REF 34)

8 Is there a SIte where women wIth obstetrIcal complIcatIons can be
managed by traIned medIcal personnel-maternIty homes, health centres
wlth staff tralned In lIfe saVIng skIll~, TBA, protocol~, what system
of communIcatIon I~ avallabale

-- --...-- - - - -- -- - - - -- --- - ---
9 Howat e women Lr clllSPOl Led Lo the faclllty.... ------- ---- ---
10 What health laws, health sector polICIes, and customs affect maternal

mortallty?
- - -- -- - - =--=--= -=

6
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1 What servIces does the Instltution offer

2 Category of Staff-

Antenatal care
SupervISed DelIverIes
Postm'ltal care
FamIly PlannIng
Poc;t abortIon care
CommunIty IE & C

Category of staff NlD1lber Role/FunctIon

.

!:.=- - - =--- -- - .. -- -
WhICh category of henlth personnel provld~ the followlnq serVl~~~

Antem~ta] Care
De] lv~n.~c;
Poc:;t ni'3t n] ~;:U-~

Neon",tal C"are
Br~PC"h dp]lvery
~",nllC'll r~moval of Plncenta
I'fVA
Vt=lr\lum ~vtri'l~tlnn

3 Ar~ thp~p c:;~rvlC~C:; provIded by MedIcal Offlcers~

n [,npi'3rotomy for CIS, ECtOPIC pregnancles
h EOU uSIng MVA
('" Vacutun
n Anae~thesI~

f' Infant ReSUscltatlon
f Uc:;p of partograph
9 Manual Removal of placenta
h Breach delIvery
1 Permanent and long contraceptIon
J Normal delIverIes
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k Ep~s~tomy and lacerat~on Repau
1 Others - Spec~fy

4 How many mIdwIves have benehtted from traInIng In the use of Safe
Motherhood Cl~n1cal protocols

5 Are safe Motherhood manuals be~ng used effectIvely? Yes / No

6 ArE> there any dlfhcult~es be~ng faced In Implementlng aSPE"C'ts
of the protocols by servIce prov~ders? Yes / No

7 Is the partograph beIng used? Yes / No

B How IMny ppop1E> 1n t he [,abour ward can uc;e the partograph

f?ffectlvely

q Are InfectIon control measures beIng practIced

hand washIng
decontaJunatlon
sten llzatlon/Hr.D
wac::tp dIc;poc;al

If Yec; - how
Tf No - why

10 Je:; thpre any serVIce the faCIlIty cannot offE>r ne:; n lesull of lack of n

11

YE>S / No

YE>S / No

17 How far IS your HeaJth Cf?ntre?

1, How much doe~ It ~oc;t to transport a clIent to the referral centre?

J4 WhRt problem do you encounter WIth referrals~

1~ Ie:; thE>re any form of male partICIpatIon In m~ternlty care? Yes/No

16 Are there CommunIty based prOVIder eg TBA prIvate sector mIdWIves
Yes / No

17 Are the TBAs SUpervIsed by MIdWIves? Yes I No

18 Are Inservlce traInIng programmes orgam.sed for staff on Safe Motherhood?

1q Is there any form of aSSIstance from any organIsatIon?

If Yee;
20 In what way doee; thp organIzatIon aSSIst the faCIlIty?
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3 2 What 1S the la1d down referral system?

Any referral form ava1lable?

How IS the refE'rral system funct10nIng

3 3 How are these servIce workIng

AP I IP I PP, PA

How close are these servlce to cll~nts

3 4 Are males Involved In the prOVlSlon of maternal servlces

Are th~s~ serv]c~~ Integrated In 8M

Famlly Plannlng

STD/HJV

NutrItIon Serv1ces

3 5 Is the commum.ty Involved In the prOVISIon of SM servIce

THee; dISCUSS SM lssue Y~s / No

Hav~ FIP counsellOl ~ undQrgone any tra] mna In rounc;p]]] ng'" y~~ / NCl

~ 6 Do communIty based 8M models eVIe;t?

])pc;rrl hP t hp I1lC>OP1..-

3 7 What traInIng programme are planned In the Dlstrlct

,8 Is there any superVIsory actIVItIes on SM

])1 c;tTl rt

RE'glonal

NatIonal

What loglstlCS/supplIes are avallable

9
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4 0 MONITORING 1\ND EVALUATION AT FACILITY/SERVICE LEVEL

Is thls done

4 1 How.,.

*
*
How
*
*
*
*
~

*
*

15 mon1tor1ng done What checkl1st!lndlcator5 are used?
Local checkl1st
Reg10nal "
Nat10nal tl

l~ evaluat10n done What checkl1st!lndlcators are used?
Maternal MortalIty rat10
Maternal MortalIty rate
C Y P
F!F Acc~ptor Rate
No of stIll bIrths
Antpnatal ~overagp

Postnatal coverage

4 7 Ie; t heH~ ~ system whereby maternal % pennatal death~ an" audIted'"

4 3 How do you mon1tor &evaluate your servIces optums

4 4 Any Dat~ avaIlable on servlce~ offered 8r on monltorlng &f"Vnl\lrltlon

VflC; I No

5 1 HFlIO "'ny rf'SP~l dl/Stll"VE"Y on SM been carrlE'd out?

\.Jll~ n wh It <;l\IC1J ('><, do you know alx>tJt

Wh('lt ~re the maJ.n fJnd1ngs

Yes / No

5 2 HFlvf' these flnOJng had an Impact on polley, If so gIve example(s)

5 3 Arp mldwlves, Involved In research at local level

CollectIng data

Informed about fIndIngs or research

Co-1nvestlgators

Prlnc1pal InvestIgators

5 4 Has the research hn(hng5 been d1ssenu.nated?
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RESEARCH INSTRUMENT 5:---- -- - - -- ------- ---- -

Hother Care Africa Initiative Research__P~oject:
•

~!l!~tativ~ _~s~es~ll~t__Q! Essential
Care:

~ Inventory LISt

~~KLIST FOR EQUI~~!t~

F IlID K1t Complete

Obstetric

Eqw.pment

Metal sterll1zatlon tray, wlth cover
BJvalve sppculum
Small
Mf"dJUm
I,argp
Sponge forceps
Vu] Sf'1] urn forcpps
Dlf'~~Jng f01Cf'PS
MptrJl howl
Vulva pad~

Quant1ty

[ ]

[ ]
[ )
I )
[ j

G Mml laparotomy k1t Complete

T]~~ue forcep~ (AlllS, 19 em [ ]
Towe] cJ lPS (backhrtuc:;) [ ]
Syrlnge, anaesthetlc (control) 10 ml [ ]
Hy~lerrnlc syrlnges, 10 rnl [ ]
?O-gauge hypodermlc needlf's, 4 crn [ ]
J)rf'~C:;mg fOTC'eps, 14 em l ]
Tlssue forceps, standard, 14 em [ ]
Stralght trlangular pC)lnt suture needles, 5 5 em []
Taper polnt needles (Mayo), S1ze 6 [ ]
Urethral catheters {French gauge} [ ]

Slze 14 [ ]
SJZf' 16 [ ]
Slze 18 [ ]

Tenaculum forceps [ )
Uterl.ne elevator (Ramathlbodl) ( ]
Tubal hook (Ramathlbodl) [ ]
Proctoscope [ ]
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Stalnless steel sponge bowl [ ]
Retractors (Rlchardson-Eastman) [ ]
Abdomlnal retractor [ ]
Instrument tray, covered, 22 5 x 12 5 x 5 ern [ ]

Towel cll.ps (Backhaus) [ ]
Forceps, haemostatlc

stralght, 14 ern [ ]

curved, 12 5 ern [ ]
Tlssue forceps (AlllS), 15 ern [ J
SUrglcal knlfe handle, No 3 [ J
SUrglcal blades, Slze 10 [ ]
Hypodermlc needles, 22-gauge [ ]
Hypodennlc needles (Luer), 25-gauge [ ]
Needles, suture, stralght [ ]
Needles, suture, for catgut (Mayo) 1/2 clrcle [ ]
SClssors, suture, angled on flat, 14 em [ ]
Syrlnges, anaesthetlc (control) (Luer), 5ml [ ]
Syrlnges, hypodermlc, 5 ml [ ]
StPTlllzer, lnqtrtment, 20 x 10 x 6 ern [ ]
Forceps (Cheatle), 26 5 em [ ]

I P.qlupment for neonatal reSUSCl.tatl.on

Mucus catheter (sterlle), rubber, open-ended [ J
15 French gauge

Naqal rathptpT (qtPT1}P), rubbE:>r, oppn-endE"d
8 Frf"nch gauge L J

Endotracheal tubes, sterlle [ ]
17 French gauge [ ]

Curved stylet, sterl]e (for stlffenlng endotracheal [ ]
tube when lntubatlon lS dlfflcult)

SHetlon crlthetf"TC5, stf"Tllf",
6 French gaugp r ]

Tllfnn1 Inryngoe;roJ ~ (MagIll), wlth spare bulb and
hattf"rl.es [ ]

Ventllatory bag [ ]
Oxygf"n cyllnder, el'ther wlth 40-em water mano-

mf"ter and flowmPter or wlth safely valve
and rubber bag (C51mple resUscltator) [ ]

Infant face maske; [ ]
lnrwayC5 [ ]
Umblilcal veln cathf"tf"rs, sterlle [ J
Hf"at source [ ]
Thermometer, low-readlng [ ]
Mouth suctl.on deVIce (Delee) [ ]
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.1 Bqw.pment for Anaesthesl.a

Anaesthetl.c face
masks
Oropharyngeal

al.rways

Laryngoscopes

Endotracheal tubes

Urethral boug1es

IntubatIng for~eps

(Mag1ll )

Endortra~heal tube
cormectors

Ci'tth~ter mountc;;
(sometImes 1=I.1so
~a]l~ fOnootra("hE'nl
tube connectors)

Brei'tthlng hoc;;e i'tnn
ronnfO("tm c:;

Breathlng valvfOc;

BreathIng c;;ystE'm~

{for ("on11n\]0\1C:;­
flow anafOsthesld)

self-InflatIng
bellowc; or hag

AnaE'e;thetIc vapor­
Izers (draw-over
type)

EqUl.pment for
lIltravenous use

SpInal needles
SUctl.on apparatus

2 of each SIze (Infant to large adults) total
14
2 of each SIze 00 to 5, total 12

2 handles + 3 paIrs of bladec;, or 2 adult + 2
peadIatlc plastIC laryngoscopes

SIzes 2 5-10 mm (Internal dIameter) 1n ~ 5 rom
steps, Oxford or Magl1 or SImIlar, wIth cuffs
only on SIzes over 6mm

for use as IntubatIng c;tyles

In an emergency, ovum forceps can be
used Instead

15 nun plastIC (can be cormected dIrectly
to the breathIng valve), 3 for each tube SIze

antIstatIC rubber, 4

") lengthc; of 1 metre antIstatl("' tuhmq
4 lengthc; of ,0 em for eonnE'~tlon of V;'II'0Tl"'fOrs

T-plece for o'tygen enrl.chment

unIversal non-rebreathlng vi't1ves
(6 adultc;; + 2 p~edlatrlc»

T-plece syst~m (Ayre)
hreathlng c;;yc;;tem (MagIll)

1 for adults + 1 for chIldren

for ether, halothance and trIchloroethylene

needles and cannulas. IncludIng paedIat­
rIC SIzes and an umbIlIcal veIn catheter
l.nfUSIOn sete;

range of Sl.zes, 18-gauge to 25-gauge
foot-operated or electrIcally operated
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HaterJ.als for sl.d~ard laboratory tests and
blood transfusl.on

I.aboratory

a Pr€"paratl.on and
staInmg of thm
hlood fl]mc;

b ThICk blood fl.1m
for mnlnrIa
pRrac;ltes

c TotRl and
<hff€"r€"ntlal
JeuKocyte
(""Ol1nt

d Fxarnlnatlon of
haemoglobl.n

P F'rythrocyte
voluIIIP
fr;;jctJon
(hAQrnAtor-nt)

f Detec-tl0n of
glucose In urIne

9 Detf:>ctlon of
k~tonf:>s 10
urIne

h Detectlon of
prote1n In
ur1ne

I DetectIon of blle
p1gments l.n
urIne

J Detectl.on of
urobl.!l.nogen
l.n urlne
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f,ssentl.al materl.alJLf.9r the provl.Sl.on of donor bloodJor_transfusl.on

COllectl.OD of blood

Cotton wool and ethanol
Sphygmomanometer cuff
Al.rway needle for collectl.ng bottle
Blood collectl.ng set contal.nl.ng 120 ml of aCl.d-cl.trate-glucose solutl.on
An obJect for donor to squeeze
Artery forcE"ps
SCJssors
Ar1heC:;lve tapes
Pllot bottle conta1n1ng 1 ml of aC1d-cltrate-g1ucose solutl.on

attached to the collectl.ng bottle
A refrl.gerator (temperature 4-6oC) lS needed for storage of donor
blood A domestlc refrlgerator operated on el.ther gas or electr1clty can
be used, but the refr1gerator nnJSt not be opened too often A refrlgerator that
opens at the top l.S preferable to a cab1net refrl.gerator
Note a kerosene-operated refr1gerator lS not sU1tabie for blood storage

Anaesthet1cs, oxygen, nuscle relaxants and
prf'OPerat1VE" mp<hcat1on

n AtlOJ,)Hlf'
h nln7ppnm
r Pt hpl
<1 T1Clori'U TIE'

t-> N'ltlouS oY1(le
f Oxygpn
(1 C\UXnlll(->thr'\nlum

ThloPf>nt"'l.l

n ArE"tylc:;al1cY]JC aClo
b Mortphlne
c Pararetarnol
d Pe-thldlne

Antlallerg1C:S

a Eplnephrlne
b Hydr~rtlsone

c PromethaZl.ne

a Ferrous sulfate
b Fo11c aCid
c Iron dextran
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a HeparIn
b ProtamIne sulfate (as antIdote to heparIn)

a InsulIn
b TolbutamIde

AntIhypertensIve and other cardIovascular_dIuQs

a Aldomet
b HydralazIne
c D1goxIn
d Propranolol

A!ltI-Infectlve QnNSlantM.l-otlcs

a Amoxyl
h Ren7ylpeom{ J 111 n
C ProcaIne benzylpenICIllln
d ChloramphenIcol
e GPntamIcln
f Metronldazole
9 ~lfarnethxazole + trlmethoprlme
h Tetra~ycilne

AntlJnalarla drugs

~ ChJoroqulne
b Proguaml
c PyrlmPthamIne + sulfado~lne

d Qlnnlne

a Dned human plac;ma

DlsInfectants and antlseptlcs

a ChlorIne Sol
b ChlorheXldlne
clodIne
d SurgIcal spIrIt

a FurosemIde
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a Water for InJectIon
b Compound solutIon of sochum lactate
c Glucose 5%, 5%
d Glucose wIth SodIum chlorIde
e PotasSllDII chlorIde
f Sochum chlorIde
9 8cxhum bIcarbonate

a Oral C"ontraceptlves
b InJectables
c Iun
d Emmer & EpermICIdE>'5
e Norplant
f SterIlIzatIon

OXytocacs

a ErgometrIne
h OxytOCIn

Pc;ychotheJ:a~utIc drugs

a DIazepam

~r~ and lJll'Ilunnqlobulln.c;

;;. Antl-D Immunoglobulln (human)
h Tptanuc:: antItoxIn (cmtltetanus ImmunoglobulIn (human)
c Tetanus toxoId

SPACE REQQlREHENTS

Hat prnlly Ward

Overbed tables (optIonal)
Wash-baSIns
MobIle screens
Alr-conditloner or fans (optIonal)
TOIlets

BPds should be standardIzed - a convenIent SIze IS 200 x 100 em
SprIng bedc;, Inltially comfortable, sag In the mIddle later For
thIc; reason, the preference IS for hoop Iron mesh rIveted to
frames, such beds ventllatp well and do not sag WIth age The
mattress should be about 10 em thlck--
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TreatmenUOQIII

CUpboard unlt and work top
Wall cupboards
Shelves, hooks
Exanunatl0n couch
stool
Troll-ey
Blns
Paper-towel dlspenser or equIvalent
Wash-basIn wIth elbow-operated t~s

Autoclave or sterlllzer (optIonal)
stands for Intravenous flUId drIPS
Sphygmomanometers + bInaural stethoscopes

Thenoometers
SuC"'tlon machlne

Shower room

same as bathroom, except that shower replaces bath

Nursec;' statIon

Nurc;ec;' bay

rleanJng SInk, domestIC SInk, dralnlng board, locker,
c;toragp for brushes and brooms, bIns duster rack,
C"'lIpho,-t, 0 for c 1pam no 10,'1 ~J 1 n1c:;

Staff clOC"kroom and tOIlets

Pantry or ward Intchen

Labour delIvery S\ute

Nurses' bay

LabourIdpl1very room

[ ]
[ ]
[ J
[ ]
[ ]
[ ]
[ ]
( ]
[ ]
[ ]
[ ]
[ ]

[ ]

~llvpry beds wlth rods and stlrrups for lIthotomy
POSItl0n [ ]

Surgeon's stool [ ]
Wash-baslns WIt h elbow-operated raps [ ]
Trolleys [ ]

18



CUpboard for storage of sterlle packs for
varlOUS forms of vagInal dellvery
BIns
Wall clock wlth seconds hand
Thermometers
Sphygmomanometers + bInaural stethoscopec;
Fetal stethoscopes
MobIle adJustable angled lamps
Neonatal resuscltatlon trolley or shelf
Oxygen cylInders
Cupboard for reSUSCItatIon equIpment
Au-condltl0ner or fan (optIonal)
SuctIon maclune (If not avaIlable Jll separate
ecl ampsla room)

EclampsIa room (optIonal)

Sterll1Z1Dg facIl1ty

Small autoclave or sterlllzer (In labour room
or other area)

ShowE'T room, cleaners I room, slUl.ce room

lie; descnbed for rnaterm ty ward

gH'Ip-wrlrd laboratory

Store for conc;umables

Sh~]v~~, r~ckc;, cupboards

~l Of p for non-consumabl pc:;

~hplve~, rack~, hookc;

OprnATING SUITF

[ ]
[ ]
[ )
[ ]
[ ]
[ ]
[ ]
[ ]
[ ]
[ )
[ ]

[ ]

[ )

OpPr"tlng tablp [ ]
Operatlng stoolg [ ]
Cel1J.ng-mounted shadowless lamp, W1.th 5 lamps or
ro~ [ ]
Pedestal-mounted shadowless lamp, run off storage
batter1.es 1.n emergenCIes ( ]
Trolleys for mstl1lments ( ]
Stand for Intravenous flUId drIPS [ ]
Alr-condItIoner (optIonal) [ ]
Cupboards, shelves, drums for I1nen [ ]
D1Rthermy apparatus [ ]

19



Swab rack [ ]
COntal.ners for used swab'5 and l.nstruments [ ]
Suctl.on apparatus [ ]
Sterl.ll.zer (35 x 38 em, 139 lItre), fuel-operated []
Sterl.llZer drum (20 x 10 x 6 cm) [ ]
Kerosene stovP [ ]
Forceps (Cheatle) 26 5 em [ ]
SterI11zer forceps 20 em [ ]
Neonatal resusc1tat1on trolley (optIonal) [ ]

Sterl]IZJ.Dg room and store

Small autoclaves, cupboards and shelves for sterIle store, large
tables for sortmg and packag1ng, drums, and chang1ng and tOIlet
fac11ltl.es

The Inc;tnunents to be autoclaved should have fIrst been cleaned In thel.!'
respectlve wards The same appl1es to llnen, WhlCh should be laundered
before be1ng sterl.llZed On the whole, l.n a d1strl.ct hosp1tal sett1ng
sm~ll-capaclty autoclaves are preferable They take a shorter tl~ to
run than large-capacIty ~utoclaves, and are therefore less damagIng to
soft ltems l1kp lInen and dresslngs For thls teason, It 1S more
effH"'lPnt to uc:;p a smi'lll autoclavp spveral tunes a day than to use a
largp mR~hlne once dally Proper maIntenance of autoclaves IS ImperatIve

StRf f rhangl ng rooms

TIlOT,r,FY B1\Y

VTllh-up 1"00;1

~1Tlk llTlltc:; Wl t}l plhow-OPPI "ted ti'lP'5
t .... )('lp

Bowls cont;um.ng ant1septIc solutIon
SCrub-up hand brushes

Anapsthetlc room

Recovery room

Trolley(s)
Sphygmomanometer
stethoscopes

OffIce

Wrl.t1ng desk w1th cupboards underneath
ChaIrs
Low table
NotIce board
Crockery and cutlery for l1ght refreshment
Small refr1gerator

20
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RESEARCH INSTRUMENT 6:------ --- - -- -----
Mother care Afr1ca Imt1ative (Copy as on Instrument 4)

INTERVIm.l WITH PROVIDERS AND

FaCIlIty Inventory for Health centre/Hatermty Homes

ICountry IGhana I-

Name of Respondent

Posltion of Respondent

- -- -- -- ----

Grade of Respondent

---- -

~IPstlonnalre Number

- --- - -

HOspItal Name

---- - - --- -- --- - ------- -- -- -- --- - -

Dlstn.ct

----- ------- ----

Date of IntervIew

IntervIewer Name

21



TlJIIe Interv1ew Begl.DS

Introduct1on format

( am/PIl)

My name IS and I am
worJung wIth the M.lIl1stry of Health on a safe Motherhood progranune
aImed at 1mprovlng servIces for pregnant women

I am speaJung wIth many people :m the regIon and would llke to
ask you some questIons about the serv1ces the hoSPItal prov1des for
pregnant women

I assure you that all your responses WIll be kept In the
strIctest confIdence

* Is there any IE & C actIvIty 90lng on Jon the COJIIIIlUUty? Yes/No
If yes, who IS the target auchence?

* Is IEC/C strategy/messages based on research fJ.ndlngs?

* Are there any monItorIng and evaluat10n tools to measure effectIveness
of the IEC/C strategy? Have evaluatIons been carrIed out? If so,
have any changes 1n knowledge and changes 1n behavIor trends occurred?
If so descrIbe (If no monltor1ng/evaluatlon 1n place, ask for anecdotal
ImpreSS10ns

COImInuty Mobl1uat1on/Part1clpatl0n

* DescrIbe communIty mobIlIzatIon methods and actlvlt1es,(for example, are
the commun1tles Involved 1n dIalogues wlth health facll1ty staff for
de~lgn of serv1ces from plannIng to ImplementatIon?)

* Who are Involved In the communIty mobll1zatlon act1vIt1es?
* Are there cost-shar1ng mechanISms In place?
* If yes, have these mecharu.sms affected servIce utlll.zatl0n?

TraImng

* Has there been any tra1nlng of communIty workers? If yes, descrIbe

Honltormg and BvaluatlOD

* Have key ll'lchcators been defIned measurlng lncrease In knowledge,
changes In been?

* How are referrals made In the commun1ty
* Who supervIses your faCIlIty
* When was the last tIme she/he came on SupervISOry V1S1t
* How often does your supervIsor VlS1t you

22



RESEARCH INSTRUMENT 7:

Community Assessment

- Location of Community

- EconoffilC activities and job avaIlability (gender balance in the
economic activities).

Income and expenditure patterns;

- Formal instItutions and structures

- Traditlonal Instltutlons;

Education institutIons

- Watel SOUlces and utilIzatIon;

- Communlcatlon Infrastlucture

Sarutatlon

"



Guide~il]eS £o~ Focus Group Discussion witll Tio61en

in Co..unity

~AF~ }:IOTHERlfPDD (~d 6lSterna~ health)Q 8.
=-=-:====-==--- -=== --:-- --~ -

~ Care taken durIng pregnancy and after delIvery

l' Tradltlonal methods to cope WIth pregnancy

* ClInIc/HospItal attendance durIng pregnancy and how long

* Where do you delIver and by who

* Cost of care durIng pregnancy and after delIvery

* BIrth spaCIng Is It Important to women

* Problems/DIseases affectIng chIldren

~ MaIn health problems/sIcknesses common WIth women now

* What do they sef> R'3 the most effect1ve step'3 that can l'\(> tr1kpn by
famIlIes, communJtles as well as IndIVIduals dIstrIct asc;f>nd)!y,
government agencu'c; and other Inc;tJ tut ]ons to addres~ t hpc;p ~'l ol'l~m

* DpCIC;Ion m~kIng 1n houc;ehoJd In relatIon to ChIld bIrth, s~rlng f>t~

1" Per~(o'ptlon/attltude towardc; fem~le gem tal mutIlatIon

l' Att] tud'" of "5f>rvI~e Pl-0VIder'3 (set the1r comment by mf>ntlonlng
speCIfIC provJders

UtIlIzatIon of TBA servIces (contrast wlth utIlIzatIon of orthcKloY
serVIces) - WhIch servIces do they use after

* Knowledge of STDs and mY/AIDS

24



Focus Group for Hen

Q9. FAMILY PLANNING ~_

* Knowledge of women 1n FP (mclud1ng Lactat10nal AmenorrhE'a
Contracept1ves)

* Knowledge 1n trad1t10nal methods of FamIly Plann1ng

* PerceptIon~ and attItudes of each group towards FP

* Knowledge of long term contraceptIves and attItudes towards such
methods

* Method of FP known hy them (modern/tradItlC'netl/naturetl)

'Ie Current for uS1ng a part1cular method

* Reasons for USIng a partIcular method

* Reasons for not usIng a part1cular method aga1n

* Inst1tutions and people prOVIdIng FP servIces 1n the COmmunIty

* Type of servIces prov1ded by these InstItutIons and people

* Wh~t ~teps can bP taken to promote U~~ of FP serVlce~

* How are decIsIOns In the famIly and household made In rplettlon to
chIldbIrth, ~pac]ng and u~e of FP servJces 1 e when and If It must be

\I~el'1 at "11 Who hns th~ flnal say and authorIty

* }dpal farnlly SlZP, SPX preferprl("PS (pr()bP for V]Pw~ of mpn and women)

~ Number of chIldren per woman/man

* Whether the number of WIves a man has IS consIdered as a famIly
plannIng method

* How afford~ble are the famIly plannIng serVIces recelvPd

* QualIty of care and servIces

'Ie How do people get Informatl.on about famIly plannl.ng

* Comrmxll.catl.on between couples on FP reproductl.ve health l.ssues

* What do you see as the rost effectIve steps that can be taken by
famIlIes, communItIes as well as l.ndl.vIduals, dIstrIct assemblIes,
government agencl.es and other InstItutIons to addrpss these problems
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MALAWI



!Vlq' a:.lA) I

ASSESSING SUCCESS OF SAFE
MOTHERHOOD ACTIVITIES

1 ORGANIZATIONAL OR INSTITUTIONAL PROJECT DATA

2 NAME OF ORGANIZATIONIINSTITUTION

3 CATCHMENT POPULATION ----------------

4 TOTAL POPULATION SERVED -------------

5 WOMEN OF CHILD BEARING AGE -------------

6

7

CHILDREN UNDER FIVE

MATERNAL DEATH FOR (1996)

8 CAUSES OF MATERNAL DEATH

9 NEONATAL DEATHS FOR (1996)

10 CAUSES OF NEONATAL DEATHS
--------------------------------------------------------------------------------------

11 NUMBER OF ANC (1996)

12 NUMBER OF LIVE BIRTHS (1996) -------------

13 NIDABER OF HOSPITAL DELIVEIES (1996) ---------

14 NUMBER OF TBA DELIVERIES (1996) ------------

PROJECT OR PROGRAM DATA



15 What IS the specIfic name of your pro]ect----------------------------

16 What are the goals or objectIves ofyour program
______n- • ---

----------------------------------------------------------------------------------------------
-------- . - ---------- -----------------------------------------------------------------
--------- .... --..-----------------------------------------------------------------------_.-

17 What are the strategtes for achIeving these goals or obJectlves?----------
--------- ------------- -------------------------------
--------------------------------------------------------------------------------------
--------------------------------------------------------------------------------------
-------------------------_ ------------------------------------------------------
----------------------------------------------------------------

18

19

-17- -

18

What IS the budget and time span for your project or program

Who are your key partners In the lInplementatron of tillS proJect?

What Rnl~ro +,.. ",~l. ",.f: +l. 1 " -
... Vlv,;) LV vav" Vol UI"'i:)~ ~a.LUlwli:) Inay ,

What maternal and newborn servtces does your program/project
proVIde?



]9 What Categones ofhealth workers are Involved In the prOVISIOn of
these services?

20 What IS the exact role of each of these categones?

21 In your Opinion do you have adequate staff for ImplementatIOn of
these sernces?

22 Are these servIces mtegrated With FP, STD, and HIV/AIDS servtces?
yes------ No--------

23 Ifyes explain how the integratIOn IS bemg Implemented

24 How accessIble are these seTVlces to the rural commumtles of thIs
area?



- 25 How are men IIlvolved In the services of this program?

26 Do you have protocols or gUldehnes for the health workers to use
when proVldmg these sernces?

27 If yes what IS the content of these protocols?

28 Are there specIfic lEe actIVities In tlus proJect?

29 Ifyes what are the targets and content of the IEC messages?

30 Does your project use the medIa as part ofyour IEC channel
yes---------- NOl-------

3) How long has your project been In operation? -----Yrs/Mons ---------

32 What IS the current status of ImplementatIon for your proJect?



33 Are there any rumors or mIsconceptIOns at commumty level that are
affectmg successful Implementatton of your proJect?

Yes--No--

34 If Yes what are these rumors or IntSCOnceptlOns and what are you
domg to dIspel them?

______aa. _

---------- _.. --- ---------------------------------------------------------------------------
---------..---------------_.--------_._--------------------- . -------------------------------------------------------
---------------------------------------------------------------------------------------------

35 In your opmIon, do you thmk your project has made any positive
unpact? Yes------- No-----

36 IfYes, what Impact have you observed?
----------------------------------------------------------------------------------------------
---------------- ------------- -- ----------------------------------------------------------
---------------------- . -------------------.--... -------------------------------------------
__________aa a_a • ••••••• ._. __

37 How was this Impact measured?-------------------------------------
----------------------------------------------------------------------------------------------

38 Are there any specIfic strategtes for mobllIzmg commumty
particIpation In the proJect? Yes ------ NO-------------

39 If yes, what are they and what has been the outcome?



40 What are the future plans of this proJect/program?

41 What mechanIsms have you put In place to sustam actlVltles of the
proJect/program?

42 Are there any research actIVItIes budt mto the tmplementatlOn of thIs
proJect? Yes .- .- No--

43 (fyes - What research has been/or will be done? And how would the
results be utilIzed?

Any Other comments



QUESTIONAIRE USED TO INTERVIEW THE TBA

1 Have you ever been tramed or gone for refresher course?

2 What dId you learn at the course?

3 Were you Involved m the plannmg of the Safe motherhood
programme?

4 What kmd of servIces do you gIVe?

5 Do you gIve messages on AIds and STDs?

6 Can you read and wnte?

7 How many womens do you see per year /week?

8 WIucll cluld-spacmg methods do you recommend to the women ?

9 What advantages of cluld-spacmg do you tell the women?

10 Do Nurses VISIt and adVIse/supervIse you?

I J Do you have problems refemng patIents to Chmes /hospItal?
If so what problems?

12 Why do women dehver at home although most of them attend ante­
natal?

13 How do women eome to your place?

14 Who pays for transport and services!

15 Who makes the dlClSlon In commumtIes as to whether or not the
women should go and dehver at the hospItal or health centre or TBA?



SAFE MOTHERHOOD AFRICA INITIATIVE

QestJonnaire used to mterview the Chairperson of the CommuDlty
Health Committee

1 How IS the communIty mobdlsed?

2 Who are mvolvrd m the commumty moblhsatlOn actiVItIes?

3 Is there dialogue with health facilities staff regardmg the planmng and
ImplementatIon of safe mother-hood?

4 Are there cost-shanng mechamsm tn place?

5 How are women transported to referral health facllltles?

6 Who pays for transport?

7 Has there been trammg of commumty workers? If yes, descnbe

8 How can you tell that the project has had the Impact (measure of
success?)

9 Are there commumty maternal new-born seTVIces? Who prOVIdes these
seTVIces?

10 What IS the role of the commumty m the project and other efforts?



UGANDA

,



ASSESSMENT OF SAFE MOIHERHOOD IN UGANDA

INTERVIEWS
MS OR llC HEALTH CENTRE(NAMES)
OR
REPRESENTATIVE:____ _ _ DISTRICT
HOSPITAL(HC) ~-:--~DATE __
MATERNITY BEDS DELIVERIES/YEAR
MATERNAL DEATHS ANTENATAL CASES/YEAR
SOURCE OF DATA ABORTIONS/YEAR
INSTITUTION MMR MIDWIVES
OTHERS WORKERS
SUPERVISORY VISITS BY

EVER HEARD OF SAFE MOTHERHOOD?

MIDWIVES RESPONSIBILITIES IN HOSP/HEALTH CENTRE

MW RESPONSIBILITIES OUTSIDE HC OR HOSP

SPECIAL SAFE MOTHERHOOD ACTIVITIES IN HC OR HOSP
-TRAINING

-ADVOCAY

-SERVICES

-COMMUNITY

-CLINICAL PROTOCOLS EG TREATMENT OF PET?

-MEDICAL AUDIT AND BY WHOM

-HOW ARE WOMEN AND NEW BORNS REFFERED?

-DIFFICULTIES OF REFFERAL?

Famlly PlannIng
STD/HIV
NutrItIon
EPI

who?

What is ~ntergrated w~th what?
Antepartum
Intrapartum
Postpartum
Post abortlon

How IS mon~tor~ng done and by
IndIcators?

Local use of data?

What research and by whom?

OTHER COMENTS?



ASSESSMENT OF SAFE lIOTHERHOOD IN UGANDA

OR I/C HEALTH CENTRE(NAMES)
------- DATE·

DELIVERIES7YEA~
ANTENATAL CASES/YEAR
ABORTIONS/YEAR
MIDWIVES

INTERVIEWS
NURSING OFFICER
DISTRICT
HOSPITAL~(=H~C~)-----
MATERNITY BEDS
MATERNAL DEATHS.
SOURCE OF DATA:
INSTITUTION MMR
OTHERS WORKERS
SUPERVISORY VISITS BY

EVER HEARD OF SAFE MOTHERHOOD?

MIDWIVES RESPONSIBILITIES IN HOSP/HEALTH CENTRE'

MW RESPONSIBILITIES OUTSIDE HC OR HOSP

SPECIAL SAFE MOTHERHOOD ACTIVITIES IN HC OR HOSP
-TRAINING.

-ADVOCAY:

-SERVICES'

-COMMUNITY'

-CLINICAL PROTOCOLS EG TREATMENT OF PET?

-MEDICAL AUDIT AND BY WHOM

-HOW ARE WOMEN AND NEW BORNS REFFERED?

-DIFFlCULTIES OF REFFERAL?

Fam~ly Plann1.ng
STD/HIV
Nutr~t~on
EPI

who?

What ~s ~ntergrated w~th what?
Antepartum
Intrapartum
Postpartum
Post abort~on

How ~s mon~tor~ng done and by
Ind~cators?

Local use of data?

What research and by whom?

OTHER COMENTS?



ASSESSMENT OF SAFE MOTHERHOOD IN UGANDA
t

INTERVIEWS
DMO(NAMES) : _

o R
REPRESENTATIVE·
DISTRICT: ---------~D:-.:A~T~E::-:-------------

POPULATION: WOMEN REPRODUCTIVE AGE
MATERNAL DEATHS MATERNAL MORTALITY RATE:
SOURCE OF DATA
NUMBER OF HOSPITALS· (GOV) (NGO)
NUMBER OF DOCTORS IN DISTRICT: NO.WITH EOC:
NO.OF DOCTORS COMPETENT IN EMERGENCY OBS CARE EG. CS:
NO OF MIDWIVES MIDWIVES NOT IN HOSPITAL:
SPECIAL SAFE MOTHERHOOD ACTIVITIES IN DISTRICT:
-TRAINING:

-ADVOCAY:

-SERVICES

-COMMUNITY:

-CLINICAL PROTOCOLS EG TREATMENT OF PET?

-REFFERAL SYSTEM IN DISTRICT

-SERVICES IN DISTRICT
SERVICE TYPE COMMUNITY
Antepartum
Intrapartum

mama k1t:
vacuum ext:
cs
blood trans:

Postpartum
Post abortion

HC HOSPITAL

Family Planning
STD/HIV
Nutrition
EPI

with providers?

What is intergrated with what?
Antepartum
Intrapartum
Postpartum
Post abortion

Examples of community l1nkages
Commun1ty
Private Midwife
Health Centre

,HospJ.tal
Polic1es at d1str1ct that promote Safe Motherhood?
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SEPSIS I
C.ONTROL

CONDITIONACCESS

NA.l1E _
DATE _ _ _
FA.CILITY _
DIS'rRICT _

1 EQUIPMEnT
i11;EI~ --~=====-'--=P=O===S=S=E""S"""S=IoZ:r-~

11'=;'==-- SP m~chlner Fetoscope
II 3 Apron...;....--.-=------- 1-------4-----I~-----I·-----II

4 Gloves

6

5 Artery
Forcepc;

11----

EP1S
SClssors

-+----1------- --. ---II..

7 Cord
SCissors

8 needle
holder

9 DlssectJ.ng
Forceps

10 Suture
needles

.,;;;l.,;;;l__S_u..;"tu.;;;.;;.,re,;;..s I -4- • t- 1

12 Syringes

13 Bulb
c;yrlnges

14 Rec.tal
r'dlheLpr
Wl th funne 1

II-----.;..-----~------+-----J------.J-----
I 15 SafeI 'Ii\ter/lea

I
16 Frgometrine
~;""'-""'::~"";;"''';--';'''--I-------4-----+----'---4-----1
~ A..C'PtLc Ac.1(l J L...-- "'-- .--L •



"'CCESS CONDITIONPOSSESSIONtTrtt
I

SEPSIS 'I
_ CONTROr.I; --;; machlne 1

2 Fetoscope J

, 3 Apron

'

-4~---f-__f---+--~--I
Gloves

1I~----------1------+-----+-----I----

18 L lClocalne

--------il------II-----f------f------

7 FACILITY SET
UP

1 Apgar chart

2 TIme piece

3 Place to
resuscltate
baby

I 4 Water I
I storage
!-5---.-,;;;L...;1.;;.;9;;.;h;;.;t~s.;:,.o-u-r-c-e-f-------f----+------J.-----

6 Soap and
water/towel

I 7 Wro.y to bOll J
wro.ter, ---.L--__"-------"-_---'---_

•



(~TEM
-

POSSESSION ,&.1... CESS COfIDITION UEPSIS
conTROL

I 1
BP OIitchtne - ,

I 2 Fetoscope
- jI ---

3 Apron-
4 Gloves

3 PRACTICE
OBSERVATION

I

I



COMMUNITY ASSESSMENT (UGANDA)

A VIDEO DOCUMENTATION

• Heath facilities of VIllage (community fevel)
• SeMces proVIded at this fevel of health care
• equipment at community care facility
• InteMew With health care proVIders
• (midWives and traditional birth attendants)
• InteMews With community leaders, women and mothers
• InteMew With community moblhsers

B FOCUS GROUP DISCUSSIONS

• community leaders and administrators
• women groups
• youth

1 What means of communication IS available In the community for passIng Informatron
and for transport or transfer of an III person

2 What does the community conSIder to be a medlcaf emergency (condItions needing
urgent attention)

3 When do you deCIde to take action on emergency or look for assIstance?
I

4 What IS the fegal age for menlwomen to get mamed? What age does the commumty
conSIder to be nght

5 lEe Does the communIty get any form of health education?

6 I E C What InformatIon does the commumty regularly get?

7 Who carnes out thIS health educatIon?

8 Where do members of the communrty usually go for health care

9 Who pays for medIcal treatment

10 What actiVIties does the community or ItS members carry out to generate Income?

11 Do focal drug stores eXIst In the VIllage and who runs them? What are the other
sources of medications?



- 2 -

12 Are the drug shops lIcensed?

13 Have you ever donated blood?

14 Where dId you donate blood?

15 When your reJabve or immedIate family member needs blook, what do you do?

16 How would you know that your relabve needs blood?


