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EXECUTIVE SUMMARY
The FEMME Project was implemented from April 2000 – December 2003. It strengthened the ability of four rural hospitals in two Tanzanian districts to effectively provide emergency obstetric care (EmOC). Its interventions included development of case management guidelines, training, provision of essential equipment and supplies, and strengthening of management and supervision systems including problem solving approaches to quality improvement. These interventions had the goal of improving both the quality and availability of essential services in order to increase utilization of facilities and the met need for management of obstetric complications.

The final evaluation took place from July 14 – 25, 2003. The methodology was participatory, involving representative stakeholders from the regional and district MOH, as well as project staff and staff from the targeted hospitals. These participants drew the conclusions and recommendations for this report during the final phase of the evaluation.

In summary, the evaluation found that this project had effectively improved both the availability and the quality of the emergency obstetric services in the four-targeted hospitals. The emergency response was improved, almost all of the necessary equipment and supplies, including blood, were reliably available, and staff confidence and competence in correct management of complications was increased. People indicated they now took complications more seriously, an EmOC team was active in each hospital, and hospital management teams were prioritizing EmOC services.

Several aspects of this project were particularly successful:

The Initial EmOC Training: By training ten people, representing different services such as lab, pharmacy, operating room and maternity from each hospital, this training provided the foundation for forming the EmOC team, provided a critical mass of people within each institution who had changed attitudes towards the seriousness of maternal complications, and gave people the necessary information to prioritize their activities as well as to train others in their institutions regarding EmOC. 

The EmOC Team:  This team was an excellent strategy for maintaining momentum, assuring training and support in EmOC among other hospital staff, advocating for maternal service needs, and providing a forum for identifying and implementing changes. It was made possible by the strong initial training and the ongoing support from the quality assurance supervisors. 

The Focus on EmOC:  By maintaining a clear focus on EmOC, the project efforts were narrow enough to improve services, even in the face of the considerable constraints faced by rural hospitals. This was enhanced by the provision of essential equipment and supplies in addition to the technical training, emphasis on management systems, and working on problem solving approaches with the EmOC team.

In addition to the standard challenges of maintaining the management systems and partnerships, and assuring competence in the face of understaffing and staff rotation, there are two larger challenges that were inherent in the project design:

Lack of Interventions at the Health Center and Community Level: The project focus was on improving the availability and quality of emergency obstetric services. However, the objectives reflect expected increases in utilization. This is based on the assumption that people will utilize the services if they are good quality. 

Community and client interviews indicated that people are generally satisfied with the services they receive, that the primary barriers to utilization are cost and transport, and that they were relatively unaware of the recent improvements in services. As a result, the increases in utilization apparent in the monitoring data, in spite of substantial improvements in quality, are limited and may be largely attributable to increased reporting. 

Short Project Duration: For a variety of reasons, this three-year project was slow in starting and had less than two years for full-scale intervention. While the accomplishments for this short time are significant, the function of the EmOC teams as problem-solving quality improvement teams, effective supervision of case management skills, coordination with the district councils to establish transport systems, and the ability to assure the effective use of magnesium sulfate and manual vacuum aspiration (MVA) all lack consolidation. With the potential to apply this project’s experience to other hospitals and/or to the implementation of interventions for the prevention of mother to child transmission, it would be unfortunate if limited ongoing support couldn’t be maintained for at least another year. 

PROJECT BACKGROUND AND OVERVIEW

The FEMME project began in April 2000, with the mandate to strengthen emergency obstetric services in four hospitals in Missungwi and Kwimba Districts. PVOs have traditionally been involved with strengthening awareness at the community level. However appropriate response at the facility is essential to minimize delays in receipt of appropriate medical care during management of an obstetric emergency. This project created an opportunity to address a significant need in the fight against maternal mortality that had not previously been met. In addition, the previous child survival project, which focused on maternal health, was seen as an asset that would hopefully have addressed some of the demand issues at the community level.

The project defined three objectives:

1. Increase met need for EmOC by 30%


2. Increase number of pregnancy related complications at the hospitals by 20%


3. Increase the number of women delivering with skilled providers from 53% to 65%

Additional intermediate indicators included:

· Establishment of blood banks in each hospital

· Establishment of functional EmOC teams and quality improvement efforts

· Provision of necessary supplies and equipment to assure comprehensive EmOC service delivery including full time water and power

· Regular collection and use of data

The project employed a variety of strategies to meet these objectives:

· Review and adapt protocols for emergency obstetric care including case management guidelines for the five most common obstetric emergencies at different levels of service delivery from health centers to hospitals.

· Improve staff competence through training, continuing education, and supervision by project and hospital staff

· Improve emergency response by establishing the EmOC team to identify constraints to an effective response and strategies for addressing those constraints.

· Provide of the necessary equipment and supplies to assure the hospitals’ capability to respond.

Finally, in order for these activities to be maintained, the project also needed to strengthen the management systems that support these different functions. Among the systems that were prioritized were:

· Data collection and management

· Storekeeping, maintenance and logistics

· Supervision and Quality Improvement

· Mobilization of resources

· Training and continuing education

EVALUATION METHODOLOGY

The final evaluation of this project depended on review of the quantitative data that are generated by the project monitoring system, and on qualitative data that were collected during the final evaluation activities. Review of project documents and reports also contributed to the general understanding of the project. The evaluation was very participatory, involving project staff, hospital staff, and district and regional MOH staff in reviewing project accomplishments and challenges, and developing recommendations based on their observations. Because everyone participated in each step up through the finalization of the recommendations, project implementation staff will hopefully support and implement the conclusions of this evaluation.

The quantitative phase of the evaluation depended on reviewing and cleaning up the hospital monitoring data. These numbers allowed calculation of met need for emergency obstetric care and assessment of the proportion of obstetric complications seen in the hospitals. Additional data from the district MCH offices were necessary to assess the proportion of deliveries taking place in facilities, since these include dispensaries and health centers in addition to the targeted hospitals.

The qualitative phase of the evaluation had three steps:

1. A preliminary, large group meeting involving a wide variety of stakeholders gave people the opportunity to identify the things they were proud of and the challenges they faced in implementing this project. They were also given the opportunity to formulate questions they would like the evaluation to address. Specifically, these discussions led to the addition of questions about community attitudes and barriers towards blood donation.

A list of the items mentioned during this discussion is included in Annex 8. 

2. Data Collection – This involved a smaller group of people that were divided into two teams. Each team visited two out of the four hospitals, spending two days at each hospital. They also did focus groups in one community from the hospital catchment area as part of these visits. The teams first finalized the question guides and clarified their understanding of the purpose for each. Teams subdivided within each hospital to cover all the necessary data collection. The team leader led one team, while a co-team leader from Bugando Medical Center (BMC) led the other.


3. Finally, data analysis took place in two steps. First, teams reviewed and synthesized the data they collected according to the different themes addressed in this report. They then worked in three mixed groups including members of both teams and additional stakeholders to review the findings and discuss the conclusions and lessons learned. Finally, these groups presented their conclusions to the full group where the conclusions were discussed, clarified, and refined. The results of this discussion form the basis for this report. 
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The evaluation team worked in small groups to collectively identify strengths, challenges, recommendations, and lessons learned.

The evaluation schedule, list of people contacted, question guides and list of documents reviewed are all included in Annexes 6, 7, and 9. The conclusions are also summarized in a list in Annex 1. 

PROJECT FINDINGS:

IMPACT ON AVAILABILITY AND QUALITY OF EMOC SERVICES

In general, this project successfully improved the ability of the four target hospitals to respond to obstetric emergencies.  For one hospital this meant starting at zero and upgrading the facility from a health center to one capable of providing full time surgery and blood donations. For others it meant addressing such issues as providing essential equipment, focusing staff on appropriate case management, and changing everyone’s attitude about managing maternal emergencies seriously and without delay.

The following sections outline strengths, challenges, and recommendations by the different elements that were addressed in order to improve EmOC. The lessons learned are drawn from the experience of this project, but can hopefully be useful when planning for the replication of EmOC strengthening (or even rural hospital service strengthening) in other projects or situations. The recommendations address areas for the project with its partners to focus on in the immediate future, particularly as the responsibility for these interventions shifts towards the partners. 

Emergency Response

Strengths

By focusing on the limited, but challenging, concern of emergency obstetric care and by disaggregating the different elements and constraints that were contributing to its difficulty, this project made significant progress in overall emergency obstetric management. This included both increased capability and decreased delays in getting women the appropriate care. 

In particular, both the strong initial training in emergency obstetric care and the establishment of effective EmOC teams drawn from the different hospital services (lab, pharmacy, theater, maternity, and management) contributed significantly. By training ten people from each hospital, the initial training was able to achieve a shift in attitudes, which led to increased recognition of the seriousness of maternal emergencies and increased staff willingness to put extra effort towards saving these women. It also gave staff, particularly nurses, the confidence to manage obstetric emergencies independently without waiting for the doctor. 

The training also established the foundation for the ten people from each hospital to form EmOC teams. They had the task of training other staff in the hospitals about EmOC, identifying EmOC problems and planning for their resolution, and reinforcing the change in attitude they had experienced. These teams are currently the foundation for sustaining the changes that have been achieved. 

In the case of the two government hospitals, neither was able to provide comprehensive EmOC full time at the beginning of the project. One of these was initially a health center that the regional government recognized needed to be upgraded to a hospital. The project provided the necessary equipment and renovations to make this upgrade possible. In both, significant equipment inputs, efforts to address water and power supply, and establishment of a blood bank were required to achieve comprehensive EmOC capability. While the two Catholic hospitals had this capability at the outset, they still faced significant constraints. 

Challenges

Continuous and reliable staffing continues to be one of the biggest challenges to provision of good quality and comprehensive EmOC. One hospital still has only two doctors, one of whom is also the District Medical Officer, making it difficult to assure full time coverage for surgery. Also, many of the emergency staff live far away from the hospital such that significant delays can occur in calling them, particularly at night. 

The effective function of the EmOC team also continues to be a challenge. While some teams tend to have more top down leadership and have difficulty with ownership at lower levels, others may have more involvement of staff from lower levels, but lack the leadership and authority to do their work. In all cases, they are not using their data, or implementing problem-solving approaches as effectively as they might. Specifically, there is a tendency to collect and report data without really using the data to consider trends in their services by comparing changes in deliveries, complications ratios, and C-section rates over time. There is also a tendency to create broad action plans and time frames without defining the specific actions and activities that need to be taken within a shorter time frame (such as a quarter) to achieve them.

Recommendations
· The EmOC teams should continue to develop their skills in using problem solving approaches such as total quality management to focus their work. This includes development of quarterly action plans that define specific focus and activities for their quality improvement interventions (e.g. strengthened partograph use through supervision, weekly case discussion, and assurance that all patients have them)

· Continuing to advocate for an additional doctor (Missungwi) and finding a solution to calling the call team (Ngudu) should be prioritized. 

Lessons Learned

· EmOC teams were an effective strategy to mobilize changes across services and to increase responsibility for EmOC

· Focusing on concrete and essential elements of EmOC led to significant changes in small steps.

	EmOC Team Management

The function of the EmOC team is fundamental to the changes this project has achieved. The initial EmOC training, with the participation of multiple and multi-sectoral staff from each hospital, established the foundation upon which the teams’ activities were built. Participants described the training as truly changing their attitudes towards emergency services. this attitude change was subsequently noted by evaluation participants as one of the project’s most significant accomplishments. 

Two models for the EmOC team were observed. One model had significant participation and ownership by implementing staff such as the maternity, pharmacy, and lab. While these staff didn’t have a lot of authority, they had the support of medical staff to make changes and they were enthusiastic about their work. The other model was more of a top-down model where the medical staff dominated the team. These teams had better participation, but may have had less ownership. 

It is unclear at this time which team is more effective or has better prognosis for sustainability. Particularly the first model still needs more strengthening to be sure its members have the capability to manage their problem solving process, and to replace members that may be leaving. The second model requires that the medical staff be cognizant of the maternal health challenges and committed to addressing them.


Project Objectives / Utilization

PROGRESS OF TANZANIA FEMME PROJECT – COMPILED DATA FOR 2 DISTRICTS

	 
	Baseline(2000)
	Year 1-2001
	Year 2-2002
	Year 3-2003 
	Year 3 - 2003

	 
	 
	 
	 
	(6 months only)
	estimated full year

	Calculation of Indicators
	 
	 
	 
	 
	

	 District Population 
	              588,340
	              605,806
	          622,162
	638,960
	638,960

	Expected # of deliveries (Live Births)
	             24,122 
	            24,838 
	            25,509 
	        13,099 
	          26,197 

	Expected number of complications
	               3,618 
	              3,726 
	              3,826 
	          1,965 
	            3,930 

	Total number of Deliveries 
	                      3,171 
	                     3,479 
	                    4,163 
	                      2,049 
	            4,098.00 

	Total Number of complications 
	                         331 
	                        518 
	                        855 
	                          377 
	754

	Number of C/Sections
	                         286 
	                        342 
	                        432 
	                          218 
	436

	Maternal Deaths 
	                            10 
	                           20 
	                          40 
	                              9 
	18

	 
	 
	 
	 
	 
	

	Prp. of all births in EmOC facilities
	13.1%
	14.0%
	16.3%
	15.6%
	15.6%

	Met Need for EmOC
	9.1%
	13.9%
	22.3%
	19.2%
	19.2%

	C/Section Rate
	1.2%
	1.4%
	1.7%
	1.7%
	1.7%

	Case Fatality Rate
	3.0%
	3.9%
	4.7%
	2.4%
	2.4%


Note: All of the above data draw on hospital data only. They do not include data from health centers or dispensaries. As a result, when considering the proportion of facility-based deliveries, they only reflect those that occurred in EmOC (e.g.) hospital) facilities. 

The quantitative data show improvements in the indicators for all three of the project’s objectives. However, looking at solely these numbers may not accurately reflect project impact.  For one thing, the variables that influence utilization are much broader than the scope of the project. It was quite clear qualitatively that the primary barriers to service utilization were cost of services and lack of transport. Community members had generally positive attitudes towards the services, did not mention quality issues as barriers, and were generally not very aware of some of the changes in the hospitals that were implemented by the project. As a result, while the utilization data do provide an indication of whether progress has been made on the process indicators suggested by the project objectives, they might not reflect the project’s accomplishments.

Secondly, the project significantly emphasized improved data reporting. As a result, it is quite possible, particularly given the community’s report that things hadn’t particularly changed, that the increases in the numbers are largely due to increased reporting. While this does positively reflect the project’s intervention on improved data management, it is not possible to identify actual improvements in utilization.

Other, intermediate indicators outlined in the Mwanza health program log frame were almost fully achieved by the project. While all of these are addressed in subsequent sections of this report, this is a summary of them:

1. Number of facilities with team data analysis  - all four hospitals

2. Number of facilities with active and documented TQM teams – all four hospitals had EmOC teams, although they may not have been effectively using the TQM approach

3. Number of facilities without less than three units of blood for not more than five days in a month – all four hospitals

4. Number of stakeholders fulfilling commitments according to MoU – Fulfillment of transport and radio obligations were the primary shortfall

5. Number of complications managed according to protocols – not measurable with current systems although the framework is there

6. Number of deliveries monitored accurately by partograph – no regular monitoring of partograph use. Spot checks indicate use is irregular and still needs improvement in analysis.

7. Number of hospitals maintaining minimum supplies for EmOC – all four hospitals with the exception of magnesium sulfate, hepatitis B reagent, and MVA tubes.

8. Number of facilities with full time water and electricity – all four hospitals, but with water improvements still needed.

The complete copy of the log frame is included in Annex 4. Disaggregated data for each district and each hospital are included in Annexes.

Equipment, Supplies, Infrastructure and Logistics

Strengths

A significant amount of equipment was provided to the hospitals. This was based on needs identified during the baseline health facilities assessment and early discussions with the facilities. It included surgical, sterilization, and resuscitation equipment for the delivery rooms and operating theaters, oxygen concentrators, water storage tanks, generators, and internal communication for Bukumbi. 

A complete list of equipment provided is included in Annex 2.
With respect to equipment and supplies, the most significant evaluation finding was that all four hospitals had essentially all the necessary equipment and supplies during the previous six months, including those for a blood bank, to provide comprehensive EmOC. The exception to this was the availability of Hepatitis B reagent, magnesium sulfate and the syringes and tubes for the Manual Vacuum Aspiration equipment. These will be discussed in the next section.

In addition the project brought these supplies closer to the patients. All four maternities had a cupboard with emergency medicines and supplies that were replenished regularly, thus addressing potential delays caused by needing to order emergency supplies.

Beyond this, storekeeping systems were strengthened through training in minimum/maximum stock and improved management of registers and bin cards. Pharmacists, using cost recovery money and with management team approval, were procuring essential supplies in the private market when the government store did not have them.

For equipment maintenance, the project facilitated consultation with Bugando Medical Center technicians. They were brought out to two of the hospitals to maintain equipment, and staff were aware of them as a resource.

The improvement of both water and power supply in all four hospitals was prioritized and significant progress was made. This included the provision of generators to three hospitals (although one wasn’t needed and was passed to a health center) and the provision of water storage tanks to two. Additional specific water system inputs were provided in two hospitals. Finally, the project advocated with the region for project hospitals to be connected to local government water and power supplies. Unfortunately, the job is not complete and plans need to be made to complete the effort, either within the remaining project resources or by seeking others.

The project emphasized the importance of infection prevention and provided chlorine as well as infection prevention equipment. The evaluation found that chlorine decontamination was being practiced throughout the hospitals and not just in the maternity services. 

Districts and hospitals have access to significant resources. These include government money allocated to the Districts as part of decentralization, cost recovery money, basket funds for special projects, other charges money for operating costs, and other outside funding (Catholic Hospitals). Money from these sources is also being spent on maternity services in all four hospitals. These include hospital inputs for water, efforts to solve the call and patient transport challenges, purchase of supplies, and infrastructure improvements. The EmOC team forum, with its problem solving and advocacy efforts, contributes to the allocation of these resources for obstetric care. 

Challenges
There is still a lack of both magnesium sulfate and some of the essential MVA equipment, which limits the practice of these interventions. The lack of availability for these supplies through the government department of medical supplies (MSD) is a significant constraint. However, lack of demand probably also contributes to the lack of supply. There seems to be continued resistance to use of these innovations on the part of some of the providers. In the case of magnesium sulfate, the project tried to address this through the provision of three different trainings. In the case of MVA, it seems training lacked adequate practice for people to feel comfortable, particularly since it was a completely new practice. 

The lack of Hepatitis B reagent as well as the occasional lack of reagent for syphilis testing is due to difficulties getting these through MSD and the subsequent high cost in the private market. Three out of four of the hospitals did not have hepatitis B reagent at the time of the evaluation. This is particularly significant since Sumve Hospital found that almost 15% of the blood they screened in June was positive for hepatitis B, while closer to 11% was positive for HIV. 

Progress is being made on getting relatives to donate blood in the case of emergencies. However, information from the community indicates there is still concern about the association between donating blood and being tested for HIV. There is also confusion in some catchment areas about whether it is possible to buy blood. This misconception has the potential to significantly undermine the donation program. Sumve Hospital has decided that it is better to target relatives for donation rather than to try to publicly get donors. They reinforce their buffer stock by requesting blood donation for all elective surgery. In addition to donor issues, hospital staff indicate they screen donors before taking blood, but tell patients their blood is incompatible with that of the patient rather than telling them the truth about their ineligibility when they are HIV positive.

A liaison with Bugando Medical Center was established for equipment maintenance, but there are still costs associated with their service that make its continuation questionable. Hospitals currently also use local technicians, and Sumve Hospital had one of their technicians trained in medical equipment maintenance.

While significant effort was made to assure full time water and power supplies to the maternity and operating theaters, service is still partially lacking in three of the hospitals. 

Awareness regarding infection has improved, but waste disposal for sharps and for incineration still needs to be improved. None of the incinerators was completely burned nor were they being cleaned. Sumve plans to construct a new one this year. Attention was being paid to placenta disposal. 

Finally, while there are significant government resources available to support health services, neither Bukumbi nor Missungwi are maximizing their access to them. For Missungwi, it does not yet have hospital designation, and therefore does not have the corresponding allocation of money or supplies. For Bukumbi, it has been designated as a private hospital, which should generate its own resources. This leaves it in the untenable position of trying to delivery free or low cost maternity services while needing to recover costs. In the case of Bukumbi, the government needs to decide whether it will subsidize primary care services. Based on this decision, Bukumbi can adjust its case mix. In both of these cases, the project might have been more involved with advocacy.

Recommendations
· The project should continue to work on the supply constraints for magnesium sulfate and MVA syringes while concurrently working with BMC to help address the confidence issues or other constraints limiting use.

· Hospitals / District Councils should prioritize the procurement of Hepatitis B reagent.

· Clear guidelines should be developed and posted regarding expectations for blood donation including costs, the expectation that every unit must be replaced and the policy for maintaining a buffer stock.

· Effort should be made to integrate blood donation with voluntary counseling and testing for HIV.

· Each hospital should develop specific guidelines for waste disposal including who should do it, how often, and what is involved. 

· All partners should continue to prioritize work on the water supply.

· The project should work with Missungwi and Bukumbi Hospitals to advocate for government support for the services they are providing.

Lessons Learned
· The significant material inputs of this project were essential to assure CemOC. They also contributed significantly to the good will of hospital partners.

· Significant changes in practice (MVA, MgSO4) require a strategic assessment of barriers to behavior change and ways to address them in addition to provision of supplies and training.

· People’s concern about HIV is closely related to their attitudes toward blood donation. 
Staff Competence

Strengths

One of the first activities undertaken by the project was the development of comprehensive obstetric care guidelines and protocols for management of pregnancy and maternal complications. These were produced through a collaborative effort between the Ministry of Health, Bugando Medical Center, Center for Disease Control (CDC), and CARE and provided direction for both health centers and hospitals in emergency case management. These have been adopted as standards of care for all four hospitals, and potentially provide a strong technical basis for reviewing the case management practice for all obstetric complications. 

Some hospitals indicated they found the protocols too complicated to use during actual management of emergencies. As a result, the project brought in criterion-based audits as an additional quality improvement tool. While this was meant to provide a mechanism for quality review and improvement in general, it was not used in this way. Instead, each hospital developed its own list of expected procedures for each complication, which were, used more as job aids. Staff indicate they use and appreciate this assistance and the development of the checklists by the hospital teams also improved their commitment to doing the behaviors. In conclusion, while this tool was not used as it was meant to be and while the benefits to its adoption could have been greater, it probably improved the quality of case management through its use as a job aid/algorithm. 

Consistent with national trends towards independent nursing practice, midwives in the project hospitals report increased confidence in managing obstetric complications. This includes improved skills in starting IVs, giving preliminary doses of Valium for eclampsia, and administering oxytocin for prolonged labor. It also includes use of partographs.

Hospitals have established forums for quality improvement activities in obstetric care. These include maternal death reviews and case review of complicated cases, as well as regular supervision. They also include the pre-existing forum of morning report where complicated cases from the previous night (or 24 hours) are reviewed. Some hospitals have expanded the maternal death review to include monthly review of all hospital deaths.

The close involvement of the CARE midwives in joint supervision as well as ongoing management of maternity services contributed significantly to the quality improvement. They focused staff on specific maternity improvements, provided follow up to assure implementation of changes, and even assisted with day-to-day services when the situation was acute. They were well appreciated by hospital staff, and acknowledged as partners in their efforts at the service delivery level.

Challenges
In spite of the availability of the guidelines and review forums, they are not effectively used to improve the quality of case management – either during case reviews or during supervision. While administrative supervision does  occur, supervision of provider skills using these guidelines is not being done. 

The evaluation identified some specific competence issues:

· Completion of the partograph in some hospitals is still inconsistent, and the analysis and taking of action based on the partograph is will weak in all hospitals.

·  Even in hospitals with the essential behaviors posted, not all nurses were able to list all the important behaviors in the management of complications. 

· As discussed in the previous section, the lack of use of magnesium sulfate and MVA may also have a confidence component that still needs to be addressed

In addition to the technical issues, the rotation and attrition of trained staff is a significant challenge to maintaining competence in obstetric services. This requires the dual effort of improved recruitment and retention, and improved orientation for new staff. Since the first is often beyond the scope of the individual hospital, the challenge becomes finding ongoing ways to update and orient new staff, including involving them with the ongoing EmOC team activities.

Finally, there is still discussion within the MOH on the appropriate partograph guidelines and format. This makes it difficult to consistently train and use the partograph across hospitals.

Recommendations
· Maximize forums such as morning report, case reviews, and maternal death audits to assess practice against the guidelines such as the criterion-based audit was meant to do.

· Use both guidelines and case management check lists during supervision as framework for assessing skills

· Develop/strengthen continuing education and new staff orientation activities to assure transmission of EmOC information (including bringing new people on to EmOC team)

· Prioritize the correct use of partographs in continuing education and supervision including identification of decision points and appropriate actions.
· Work with BMC and MOH to standardize partographs

Lessons Learned
· The criterion based audit tool should be employed as was originally intended to promote quality of clinical care and to assess decision making and effectiveness

· There are a variety of forums (such as maternal death reviews, morning report, and regular supervision) for quality improvement which a project such as this should strengthen

Training

Strengths

The initial training at Bugando Medical Center was clearly one of the strengths of this project. Several elements contributed to its success:

· Bringing ten people from each hospital representing different services provided a critical mass of trained people. This facilitated the attitude changes that occurred.

· The training strengthened the interpersonal relationships among the trainees of each hospital. This provided a strong foundation for the EmOC team and strengthened collaboration across services to improve the emergency response. 

·  The personal and practical experience included in the training highlighted the importance of an effective emergency response, particularly for staff who aren’t otherwise developed in direct service provision such as pharmacists and laboratory technicians.

· As mentioned previously, the training complemented the national tendency to strengthen independent nursing practice.

· CARE strongly advocated for the appropriate people as training participants to assure good representation from different services. This was in contrast to the tendency to sometimes select training participants by taking turns.

· The partnership between CARE and BMC provided CARE with the technical expertise and practical sites to implement training while providing BMC the opportunity to strengthen their outreach and to better understand the constraints in rural hospitals.

The MOH policy encouraging regular, facility-based, continuing education provided an excellent opportunity for the large group of staff trained at BMC to effectively bring their knowledge back to their hospital. Before leaving training they had a specific training plan for these sessions, and staff throughout the hospitals indicated they had appreciated the information. These sessions seem to be continuing, although the forum is shared with other topics such as immunizations and infection control. 

Subsequent project training and technical support were also concrete and pertinent. These included training in management and storekeeping, in data management using the UN process indicators, and criterion-based audits. 

Challenges

The need to develop the guidelines and training curriculum contributed to the delay in starting project implementation activities. 

It is difficult and expensive to free ten people per hospital to attend training. In particular, it was sometimes difficult to convince the medical officers to attend. This said, every hospital did so and there was at least one medical officer from three of the hospitals. 

Recommendations
· EmOC teams should continue to work on continuing education in order to train new staff and bring in new ideas. They will be depending on the region to provide them with new and updated maternal health information.

Lessons Learned
· The initial EmOC training was key in establishing effective EmOC teams in each facility. This provided the foundation for all subsequent project activities.

· Cascade training is possible when it is well organized and there is a commitment to regular continuing education sessions.

· The partnership with Bugando Medical Center strongly benefited both parties.

	Attitude Change / Initial EmOC Training

Throughout the project we heard that people’s attitudes towards obstetric emergencies had changed. The clearest example we have was the story in one hospital where the pharmacist indicated that his experiences in Bugando had changed his whole understanding of the situation regarding obstetric emergencies. The practical training gave him his first opportunity to witness both a normal delivery and a C-Section. Beyond that, by being part of a team of ten people, he felt responsibility for the problems he was learning about. He indicated he now comes running with the necessary supplies when there is an emergency.  

The maternity nurse corroborated this, indicating that previously, when supplies were requested, he would send back the message that the nurses needed to collect them themselves, even when they were in the middle of managing an emergency. Now she sees the difference.


A list of all the training completed by the project is included in Annex 3. 

Data Management

Strengths

Improved data management was prioritized by the project as a strategy for monitoring progress, identifying areas for intervention, and advocating for maternal health within the hospitals and districts. At the beginning of the project, what obstetric data there were, were spread throughout the hospital from reception, to maternity, children’s, and the operating theater services. They were not consolidated or analyzed. By introducing the admissions register in the maternity ward, the project helped consolidate all the relevant information in one place. It is then available for compilation and review by the Maternity-In-Charge and the EmOC team. Such data collection and compilation is now occurring in all four hospitals. Graphing and independent discussion of data were occurring in at least two hospitals.

While it was mentioned in the section on emergency response that the EmOC teams are not using the data as much as they could be to identify trends and priorities, data are being used to highlight maternal complications and deaths for review. Every hospital had a review process for maternal deaths, as well as some kind of identification and review for management of maternal complications. 

Challenges
The process for analyzing, interpreting, and using the data for decision making is not well developed. CARE staff still play an important role in making sure the EmOC team reviews the data, and most of the staff themselves have not internalized the last step of understanding why the data are important and how they should be used. 

Recommendations
· The CHMT and EmOC teams should develop graphs and discuss data as a basis for action plan development

· Where it exists, the community surveillance system complements hospital data and should be tapped.

Lessons Learned
· It is a challenge to keep data collection from becoming an end in itself.

Community Perspective

Strengths

In general, the communities’ perception of the hospital services is positive. They feel they are treated well and that services are good. Women give the impression that they would like to deliver at the hospital if it were easier, indicating that they recognize the benefits. They also recognize that while the TBAs might be able to recognize complications, they are not able to manage them. Pre-natal care is well attended, because people see it as a mechanism to determine how hard they should work to get to the hospital for their deliveries. 

There seems to be an increasing awareness or acceptance that relatives need to be prepared to donate blood if patients are going to receive it. People are concerned about learning their HIV status, and this serves as a deterrent to donating. In addition, there is still some kind of understanding that blood is life and fear about giving it up. However, as more people in the communities donate blood this may decrease.

Challenges

Cost and transport are the biggest challenges that people in the community face when accessing services. They are very aware of the cost and time required for each transport option (stretcher, ox cart, bicycle, hired car) to reach the hospital. Delays are often several hours or more, and may be even longer at night. Knowledge of danger signs was also inconsistent across communities and even within the same community. The awareness that complications are not predictable is either low, or not taken into account when deciding where to delivery. These probably reflect the content of the pre-natal programs where women were receiving services. 

Delays are also exacerbated by traditional beliefs. One of these is that if a women lets people know she is in labor she is vulnerable to bewitching, so she doesn’t even let her husband know until labor is well under way. Another is the idea that complications during pregnancy indicate a woman was unfaithful and that only traditional healers can help with this problem. Finally, traditional healers sometimes give herbs that precipitate labor – causing complications and raising women’s expectations for how fast things should go.

Community members are also concerned about how much they will be expected to pay once they reach the services. In some communities there is still the perception that without money you will not be served at the hospital. However, hospital patients indicated they paid little to nothing for the services they received, consistent with the MOH policy that maternity care should be free. While stories are not consistent, it seems that services at the dispensary level may actually be more expensive than at the hospital, perhaps because these are harder to supervise and control. 

Community members did not seem to be very aware of recent changes in the quality of delivery services. This is consistent with their general attitude that services were good and they were more concerned about cost and transport. Some people did mention that there were new sheets and that construction was happening at Ngudu Hospital (unrelated to FEMME) when they were probed.

Unfortunately, although communication and transport were included in the memorandum of understanding, the project did not successfully address this problem. District councils were supposed to work on the transport, while the project would provide radios. At this point, there is considerable frustration on both sides with the failings of the other, but the project money is spent and neither transport nor radios are in place.

Recommendations

· Communication and transport should still be a huge priority

· PHC outreach should include awareness raising on cost sharing, danger signs, and consequences to traditional beliefs.

· Costs should be posted in all services in the hospitals.

Lessons Learned

· In spite of improved service;, transport, costs, and lack of awareness of danger signs / that all pregnancies are at risk are the principle barriers to utilization.

PROJECT IMPLEMENTATION AND MANAGEMENT

In general, this project was quite well managed. Equipment and supplies were provided, staff were effective and appropriate, program support was in place, and the necessary partnerships were maintained. However, there were several areas where things might have been better. A couple of these are due to style, and others due to constraints in the systems.

CARE Capacity

Because of its nature, this project depended on technically oriented staff who could transfer the participatory and partnership strategies from the community level to work in the hospitals. This project was better prepared than most to meet this challenge because they had two competent nurse midwives who had been involved with the previous child survival project. In addition, the child survival project had already been working in a limited way with the hospital and health center level such that the transition was less sharp. Thus, the personnel and orientation were already in place to make the shift from the community to the hospital focus. 

The other element to a project such as this is management capacity and the ability to address the multiple different systems that support service delivery. Several of these are addressed below. 

Procurement

This project had a large and technically specific procurement burden. Ideally, most of this would have been procured through the government medical supply system. However, supplies were often not available, or of poor quality. To complement, CARE’s procurement depended on a procurement officer in Dar Es Salaam who did not have experience with medical equipment procurement or with procuring for projects where equipment provision was a significant part of implementation. As a result, the procurement was slow and did not always get the most effective equipment. Recognizing the constraint, the project manager assigned a midwife to assist. However, this help was a limited because she was a service provider rather than an equipment technician.

Technical Assistance

The technical assistance and support for this project were very strong and pertinent. AMDD provided a forum for international sharing of experience and lessons learned, while also providing consistent technical suggestions for best practices. Beyond that, particularly because this kind of project was somewhat new to CARE, staff indicated their assistance with developing the initial work plan was particularly helpful. There is a possibility that some of the initial implementation delays might have been avoided if it had come sooner.

Partnerships

Project implementation depended on relationships with several key partners. In addition to the staff at the four hospitals, these included the MOH at both the regional and district levels, the District Planning Councils, and Bugando Medical Center. The Project Advisory Council (PAC) provided the forum for people from these different organizations to contribute to the project, to have input in its direction, and to be implicated in its success. Participants in this group were well selected, and potentially had influence beyond that of the immediate project. Relations were clearly good between the project and these different representatives. 

At the hospital level, the project was clear that its partners were the key implementers, and they were well supported. The relationships between hospital staff and the project supporting staff were excellent. The quality assurance supervisors were seen as allies, people who could help out, and people who could help them implement the changes they wanted to. They were also competent.

However, as mentioned previously, neither the PAC nor the partners themselves had any real participation in the final outcome of project budget or design decisions and this negatively affected ownership. Neither were some of the key players in the PAC fully used to advocate for project innovations.  

Budget / Decision-Making Transparency

Any time a project is providing such a large quantity of material goods, it is likely that someone will feel they did not get their fair share. This seems to have been a significant problem in this project.  Several partners felt they had not received equipment they had been promised and that communication regarding these decisions had not adequately involved them. It is likely that the procurement priorities were based on the decision-makers’ ideas of how to best utilize limited resources. However, the partners and project staff did not have access to either the numbers or the decision making process in order to be able to draw the same conclusions. As a result, they still felt they should have had the equipment that was in the original project plan. 

This seemed to be related to an overall vertical management style maintained by the Project Manager and perhaps even his superiors. The Project Manager did not share the budget with anyone else working with the project - either the partners or other staff. This lack of transparency made it more difficult to give clear messages to partners about spending priorities or to have more than one person helping with budget management and interpretation. 

It is the experience of the evaluator that true budget transparency, including joint decision-making about allocation of resources, would go a long way towards resolving some of these misunderstandings. One of the additional benefits is that partners also tend to become more transparent about their other resources, thus allowing resource allocation decisions to also take these into account. Such transparency requires a commitment to more shared management on the part of CARE and a willingness to trust the outcome of the decision-making processes. 

Advocacy

While this project seemed to work effectively with its partners at the District level and in direct implementation, it probably underexploited its potential for advocacy. By identifying key technical or strategic shifts within project implementation relative to national practice, and by identifying significant partners who could promote these innovations, the project might have expanded its national profile in safe motherhood. 

Specifically, the project promoted the use of magnesium sulfate and MVA, both of which were significant changes in the actual Tanzanian health practice. Beyond that, it supported the strengthening of Bukumbi and Missungwi hospitals, which still don’t have government designation as rural PHC hospitals. Finally, its partnership with BMC offered opportunities for both BMC and CARE to have increased influence at the national level.

The timing of the project also coincided with national initiatives in safe motherhood as well as UNICEF efforts to strengthen safe motherhood and reproductive health at the health center and community levels. However, the project did not seem to have much influence or coordination with either of these initiatives. 

The recent filling of the national Health Sector Coordinator position should facilitate some of these activities in the future.

Lessons Learned
· Budget transparency and open communication might help with decisions about who gets what equipment. 

· Significant competence is required to procure medical equipment.

· This kind of a project provides significant opportunities for collaboration and advocacy on a scale larger than that of the implementation hospitals.

THE BIGGER PICTURE

Factors Outside the Influence of the Project

Lack of Community and Health Center Level Interventions

Repeated comments throughout the evaluation reflected people’s concern that the scope of the project with its hospital service focus was not broad enough to accomplish the utilization objectives that were proposed because the community awareness and service delivery at the peripheral level were not addressed. 

While the ability of this project to focus on a limited but challenging element of utilization was strength, the focus of others on the peripheral and community levels was inadequate. With this project in particular, it was hoped that the previous child survival project might have been able to make a difference at the community level. However, as the evaluation found out, the reach and sustained impact of those activities was somewhat limited, people were not uniformly aware of danger signs, and the constraints of cost and lack of transport were still primary.

It is unfortunate that changes in utilization were the main indicators adopted for this project because they do not fairly represent its accomplishments. It is fair to say that significant progress was made in the ability of the facilities to deliver quality EmOC services. However, actual changes in utilization are probably still limited, and may be attributable to reporting changes rather than actual changes.

Short Project Duration

Practically speaking, project implementation only really began with the initial training, which took place in October 2001. Beyond that, Missungwi has only been functioning as an EmOC center for about one year. Although it is a judgment call, the team felt the magnitude of the tasks including the development of the EmOC training, the groundwork with the government, and the multiple steps required to upgrade Missungwi take time and the delays were not unreasonable. However, because of the time it took, many of the project interventions are relatively new, and lack the consolidation that comes with longer duration and a more gradual phase- over. Of most concern will be the continued function of the EmOC teams, the ability to continue to reinforce EmOC information through on the job training and supervision of skills, and the ability to use the data for correcting activities. Actual use of magnesium sulfate and MVA will also be in question.

The effective function of the EmOC team in particular, will be essential for sustainability. It will be up to them to maintain the priority on maternal health, to advocate for procurement and resources as supplies run out or equipment breaks, and to provide a forum for analyzing trends in maternity data. There are significant resources coming in to the district health teams at this point and the potential for more. It will be the team’s ability to continue to follow the analysis and problem solving that will form the basis for continuation of quality EmOC services. This may be difficult without additional consolidation. 

Admittedly, the project was slow to get started, since it was almost a year and a half between initiation and starting training. However, the road map for implementing a project such as this was not clear, there was a lot of development work to do for both the practice guidelines and the training, and there was a lot of negotiation between different partners around project priorities. This did allow the project to be flexible and responsive to findings from baseline information, but it took more time. It is likely that start-up time could be greatly minimized next time, but it is unclear whether it should have taken less time for this first time.

	
EmOC Sustainability

Teams indicated they were prepared to sustain the activities because they had EmOC in their plans, they were prepared to continue to procure the necessary equipment, and they would continue to provide tea for the meetings. In making this comment, the participants saw the ability to continue procurement as the essential element of sustainability, while the evaluation team noted that their ability to identify problems and plan for procurement was the real basis for sustainability.


Relation with CARE Bigger Health Picture

CARE has several initiatives moving forward that significantly complement the gains made by this project. The biggest of these is the effort to strengthen both voluntary counseling and testing (VCT), and prevention of mother to child transmission of HIV (PMTCT). Both of these require considerable strength at the service delivery level, depending on many of the same systems (logistics and procurement, training, technical supervision of health facility staff, and continuing education) that were addressed in this project. In addition, these two activities need to be integrated with maternal health activities because pregnancy is such an important time for addressing HIV issues. As mentioned previously, screening for the blood bank is one such logical integration point. Beyond this, HIV screening, introduction of Nevirapine, and management of AIDS should all be integrated with routine maternal health activities to successfully prevent transmission to the babies. Finally, the community component of demand mobilization for these interventions is essential and is well under way. 

CARE is hoping to have the opportunity to continue to develop a program strategy for the integrated implementation of reproductive health and HIV activities in Mwanza. This could go in several directions ranging from adding services such as PMTCT to existing FEMME hospitals, replicating the hospital strengthening strategies in other hospitals, and/or moving towards strengthening health center or community entry points for maternal services. The integrated strategy would hopefully include all of these, but how they might be pieced together during the coming months remains to be seen.

Lessons Learned
· Improved quality of services at the health center level may be necessary to address maternal mortality. However, it is not adequate, nor is it the primary determinant in increasing utilization.

CONCLUSION

In conclusion, this project seems to have effectively improved the availability and quality of emergency obstetric services in these two districts. However, this was probably not the only variable influencing whether utilization increased. The short duration may challenge the continued effective function of the EmOC teams and which are a key to sustainability. 
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