A STUDY ON FACTORS CONTRIBUTING TO HOME DELIVERY
PROJECT TO MATERNAL MORTALITY REDUCTION: A CASE OF MICHEWENI   DISTRICT IN NORTH PEMBA REGION








ISMAIL ALI JUMA







A DISSERTATION SUBMITTED IN PARTIAL FULFILLMENT FOR THE REQUIREMENTS FOR THE DEGREEE OF MASTER IN COMMUNITY ECONOMIC DEVELOPMENT IN THE OPEN UNIVERSITY OF TANZANIA             
2015
[bookmark: _Toc435529562]CERTIFICATION
The undersigned, certifies that has read and hereby recommends for the acceptance by the Open University of Tanzania (OUT) a project entitled ‘Factors Contributing to Home Delivery Project to Maternal Mortality Reduction: A Case of Micheweni   District in North Pemba Region in partial fulfilment of the requirements for the degree of Master of Community Economic Development (MCED) of the Open University of Tanzania. 



...............................................................
Dr. Felician Mutasa
(Supervisor)




.........................................................
Date

[bookmark: _Toc435529563]
COPYRIGHT
No part of this thesis may be reproduced, stored in any retrieval system or transmitted in any form by any means, electronic, mechanical, photocopying, recording or otherwise without the prior written permission of the author or The Open University of Tanzania in that behalf.
[bookmark: _Toc435529564]
DECLARATION
I, Lilian John Kapakala, do hereby declare that this CED project report is my own original work and that it has not been presented and will not be presented to any other university for similar or any other degree award.


……………………………………….
Signature


……………………………..
Date


[bookmark: _Toc435529565]
DEDICATION
I dedicate this dissertation to my lovely wife Mrs. Saumu Mohamed and Siti  Ali Salim for her sacrifices to care children and tolerance for the whole period of absence at my home for the study, also not forget my pretty children Moh’d Ismail Ali, Raya Ismail, ,Amina Ismail, Anuari  Ismail Ali, Ali Ismail Ali, Suleiman Ismail  and Mariam Ismail for their moral support for the whole periods 
[bookmark: _Toc435529567]
ACKNOWLEDGEMENT
My efforts to produce this report would not have succeeded without the help of many colleagues and friends with whom I worked with, during the two years of my study and especially during the field attachment. Some of these people generously set aside time in their busy schedule to come to my call and be with me for assistance, or provision of materials, information and advice. 

Very special mention must be made of Dr .Felician  Mutasa Director of CED program in The Open University of Tanzania who closely supervised this work during the initial process of nurturing the proposal and deign of this project to maturity. Also Mr. Said Ali Senior Statistician of the Static Burea who supervised the work during report writing, reading thoroughly and editing this manuscript. I am particularly grateful to Mr. Yusuf Salim Accountant and his executive Committee for accepting me to work with their NGO and Corporation they accorded me for the whole period of study. 

Although it is not possible to acknowledge all those people who in one way or another provided assistance, special thanks go to Mr. principal secretary Ministry of Health  for financing my study.

 I would also like to take this opportunity to express my gratitude to the people of Micheweni district who hosted me, especially families and individuals who take part during the data collection. 
[bookmark: _Toc435529568]
ABSTRACT
This study on maternal mortality reduction project in Micheweni district was conducted in 2015 as partial fulfilment for the completion of the Master studies in Community Economic Development. The study reveals the need for improving maternal health service delivery. The perceptions of the mothers are 70% of women who delivered at home are satisfied with delivery services provided at home and 30% not satisfied and about 60% said that hospital delivery is only important when there is a problem. Majority of the respondents 66% were aware of consequence of home delivery even though they use it, 38% mentioned severe bleeding, 13% retained placenta, 6% mentioned prolonged labor etc. This paper is divided into six chapters. Chapter one is presenting community needs assessment which includes community profile, demographic, social cultural factors, geographical features, administrative structure; community needs assessment methodology and results. Chapter two starts with problem identification and goes on to present the problem statement, the project goal and objectives as well as stakeholders analysis. Chapter three is about the literature reviews where theoretical literatures, empirical literatures and policy reviews are presented. Chapter four deals with the actual project plan, implementation, products and outputs. Chapter five is concerned with Monitoring and Evaluation plan adopted, definition, institutional arrangements and classification of both intermediate and final indicators as well as methodology for monitoring and evaluation and the results. Chapter six attempt to draws Conclusion and Recommendations as remedies for the community problems and achieve their needs.
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[bookmark: _Toc435529574]1.0 INTRODUCTION
[bookmark: _Toc435529575]1.1 Background Information
Pemba and its sister Island Unguja (Zanzibar), lies in the Indian Ocean 50 Degrees South of the Equator and just over 60 km from East Africa coast across from the town of Tanga. This Island has an area of approximately 864 square km with 406,848 people according to the 2012 Population and Housing Census with an annual growth rate of 3.1%. The women and children accounting for 65% of a total Population: The rapid urbanization of Pemba has led to difficulties in the provision of Social Services to the Community such as the provision of safe drinking water, Sanitation, Education, and health.

In these circumstances, it is essential to use the available resources efficiently, by improving the environmental conditions preventing and controlling disease. Pemba has been registering high infant Mortality and Malaria rates over the past decade. Morbidity and Mortality in adults and children due to Malaria has risen dramatically. Diarrhoea Disease (especially cholera), prenatal deaths complication of pregnancy and child Birth, Measles, acute respiratory Infections, Nutritional deficiencies, and injuries among a rapidly increasing population place a heavy burden on the Health System. 

It is for that the decentralization of Health System was introduce  in 1994 Underlying these reforms was the desire to build effective leadership, accountability and partnership in order to provide equity of  access to cost effective  quality Health care as close to the family  as  possible. In order to facilitate the attainment of this vision, the Government has adopted the Primary health care (PHC) Strategy as the most appropriate vehicle, for the provide delivery health  services. The Health infrastructure currently comprises of 60 Primary Health care Units. There are also 2 Primary Health care Centre (PHCCS).

There are three District Hospital Wete, ChakeChake, and Abdulla. Mzee Mkoani each with a bed capacity of between 80 and 110 Beds. To date there are 8 privates Clinics in Pemba Island provided Health Services for all official hours. These surrounding Health centres cater for the needs of patients from the referral district Hospitals and provide services which include clinical care, preventive disorder and neurosis. 

[bookmark: _Toc435529576]1.1.1 Economic Status
Major economic activity is Agriculture with a minimum livestock keeping. The main food crops are rice, cassava, Banana, Sweet potatoes, Beans fruits on Small scale basis and they are supported by clove cultivation as the main by Cash crops. Fishing activity is conducted are both for food and income earning .The available food variation includes both productivities is produce locally within .The island and those exported in Tanzania Mainland or abroad, example ,Rice ,Cassava and legumes.

[bookmark: _Toc435529577]1.1.2 Health Facilities
[bookmark: _Toc435529578]Pemba has three district Hospitals and two primary n  health care Centre. It also has sixty (60) Primary HealthCare Units and eight (8) privates dispensaries for non-profit, four private pharmacy. The distribution of health facilities is approximately five kilometres and Provides services of an average of about 5,000-7000 peoples 1.1.3 Epidemiology
The Maternal Mortality rates is 406/100,000 live birth while Infant Mortality rate is 73/1000 live birth according Tanzania health Demographic Survey 2010. Major Health Problems; The primary Health problem includes Diarrhoea, HIV/AIDS, Mellitus, Pneumonia and Malaria. The secondary health problems are poor Environmental sanitation, poor services Provisions and poor health Management Information System.

[bookmark: _Toc435529579]1.1.4 Communication
Pemba has two main ports, one in south region Mkoani and West situated in North Region Port (WETE).Most of the towns roads are in good condition but for the rural a few are off road (now the government is underway to solve the rural road accessibility).The poor road, this made difficult to each mainly rain seasons. Telephones services are available through the whole island, E-mail and Internet Services are centred in special working areas and private institutions.

[bookmark: _Toc435529580]1.1.5 Health Related Institutions
Pemba Island has a total of 63 Primary Schools available in both rural areas. It has a total of 66 NGOs. Water, pipes is said to be Limited Distributed in the whole Island. Either water from borehole and wells are also available in some areas. Electricity Current are available in the island no shortage of this services from June, 2010. (Except some time cut off a few minutes)

[bookmark: _Toc435529581]1.2 Micheweni District Profile
The Micheweni district which lies on the Northern side of Pemba. The area it is bordered to the North by Indian Ocean to the south by Wete district and Eastern and Western side bordered by Indian Ocean. It surrounding by sea at three parts of the land except south part of the district. The district is made up of four Constituencies’, ten wards and twenty eight Shehia’s. The Micheweni district is the poorest of the four district of Pemba and less developed. It comprises an area of 259sq.km.

[bookmark: _Toc435529582]1.2.1 Communication
The main road with tarmac, which runs from Micheweni Village Centre to Wete town, Konde one junction North part and one part passes through ChakeChake town south of the district. There is also a second – class road from Konde to Wete town, earth roads linking the chief towns of the various districts and quite a dense net-work of earth road between the villages. There are available of Mobile Net-works, (T.T.C.L, ZANTEL, CELTEL, TIGO and Vodacom).

1.2.2 Population
[bookmark: _Toc435529583]Table 1.1: Micheweni Population
	[bookmark: _Toc435529584]Men                                    50,874
	
	
	

	Female                                 52,942
	
	
	

	Infants  0 – 5 yrs  18994
	Male
	 9,307
	Female         9,687

	Children Under 1 yrs               
	Male
	  2,644
	Female          2,752

	Different Ages  19 – 65        50,938
	
	
	

	Women in Reproductive Ages(WRA)
	
	
	29,764


Source: Census (2012)

There are 103,816 inhabitants. The population is distributed over 28 Shehias. The principal population centres are Micheweni constituency (30,087) and Konde constituency. The district population was mainly living in dispersed settlement. The average size growth rate per year is 3.1% percentage; the population is very great about 324 sq. pr km.

[bookmark: _Toc435529585]1.2.3 Resources
About 80% of the population are engaged in fishing activities and few engaged in agriculture (food crops, sorghum and millets) the basic diet of the population.
Fishing certainly has some influence on the nutrition and economy of the area but its effect is difficult to assess livestock keeping is now practices for the entire district and more widespread especially cows and hens.

[bookmark: _Toc435529586]1.2.4 Administration
The Micheweni district is administered by a district commissioner who is directly responsible to the regional commissioner of the North Region. He is helped in his work by a Administrative officer and Shehia’s leader’s from all the district Shehias who appointed by Regional commissioner.

[bookmark: _Toc435529587]1.3 Social Services
[bookmark: _Toc435529588]1.3.1 Education
Pre Primary Education; Pre – primary Education improves performance and reduced dropout of pupils in primary education. Education Policy (EP2006), has asserts the need to formalize and integrate early childhood education into the formal education system as a component of basic education. According to Education Policy (EP 06), preprimary will be of 2 year for children age 4-5. 
[bookmark: _Toc435529589]1.3.2 Access Pre – Primary Education
In  2007  there  were 5 (of which  3  private) pre- primary Schools in Micheweni  district, about  2  percent of pre-primary  School  in Zanzibar. In Micheweni District, only 2.6 percent of children in 2003 were attending pre primary education. Participation shows an increasing trend between 2005 and 2007.  The  GER increased from  3.3  percent  (3.4 %  boys,  3.3 % girls)  in  2005  to  3.8 percent  (3.7 % boys, 3.9% girls) in 2007.

[bookmark: _Toc435529590]Table 1.2: Micheweni District Pre–Primary Gross Enrollment ratio, 2003 – 2007
	district
	2003
	2004
	2005
	2006
	2007

	
	Boys
	Girls
	Total
	Boys
	Girls
	Total
	Boys
	Girls
	Total
	Boys
	Girls
	Total
	Boys
	Girls
	Total

	Micheweni
	26
	2.6
	26
	1.1
	1.1
	1.1
	3.4
	3.3
	3.3
	3.8
	3.7
	3.7
	3.7
	3.9
	3.8

	Zanzibar 
	14.3
	14.8
	14.6
	13.6
	13.9
	13.8
	16.0
	15.7
	15.9
	14.8
	15.6
	15.2
	21.8
	22.7
	22.2


Source:  RGOZ, MoEVT.

The low level of participation is explained by the small number of institutions providing preprimary education in the district; and low effective demand due to low incomes of parents. The area has one Muslim Academy college, one Trading School, Three Secondary School and the remaining are Primary Medium School and Nursery School. No private School presents in the district except four Madras resources for early Childhood.

[bookmark: _Toc435529591]1.4 Environmental Health and Water Supply
Water is obtained from springs, stream and well. A good piped water supply is available nearly of the Shehias in the district. About 70% of the total population of the district provide supply of safe water. There are twelve sources of water scheme in the district. Neither supply is treated.  

[bookmark: _Toc435529592]Table 1.3: Water Scheme in the District
	Konde                    Schemes
	04

	Tumbe                   Schemes
	02

	Sizini                      Schemes
	01

	Kijichame              Schemes
	01

	Kilindini                Schemes
	03

	Finya                     Schemes
	01



Streams and wells are also used in the same area. During the dry season well they field clear water but in small amount. There may he several such well for each village and such – Villages much of the water available is of poor quality, discoloured and unsatisfactory hygiene. Only water pipes are the best and safety.

Latrines; Pit latrines are used through the Development house established by Government and some dwelling house has pit latrines. Also latrines are not found in many houses or community buildings at present people pass stools on the bush and thereby creating a very unsanitary and dangerous environmental situation. Almost 80% of rural electricity supply is covered in the district.

[bookmark: _Toc435529593]1.5 Health Infrastructure
The district has one health Centre (now used as a district Hospital) and thirteen Primary health care Units.
[bookmark: _Toc435529594]Table 1.4: District Health Facilities
	NAME  OF CONSTITUENCY
	NO,OF HOSPITAL
	NO,OF PHC-CENTRE
	NO, OF PRIMARY HEALTH CARE

	Micheweni
	-1
	0
	2
	PRIVATE

	Konde
	-
	2
	6
	1

	Tumbe
	-
	1
	3
	1

	Mgogoni
	-
	1
	2
	0

	Total
	01
	4
	14
	2



Only Micheweni Health Centre provides services throughout day and night, Primary Health care Unit are working official hours only. The common inpatient illness in Micheweni according to Health information Management System (HIMS) statistics are Malaria, Diarrhoea, Anaemia, Urinary Respiratory Infections, (URI), Bronchitis, Pneumonia Dentists, Scabies, open wound, Conjunctivitis and the highest  number of inpatients received at different referral Primary Health Unit are those with Chronic illness. The kind of patients needs of sustained follow-up and clinical care in the Hospital.

Currently, the admission facilities do not exist at any level. At present wards (such as maternity cot wards, Male and Female) are not enough every wards has got six Beds because the rooms is too small except maternity has 12 beds.  Sometimes patients are kept at floor, this is because for the problems of shortage space facing our Hospital for a long time.

[bookmark: _Toc435529595]1.5.1 Morbidity and Mortality
Micheweni district is one of the districts in Zanzibar which receive heavy rains. Diarrhoea, Dysentery and typhoid are the most common cases of morbidity relate to water borne diseases. Diarrhoea causes increase from  4,617  in  2006  to  4,918  in  2007while dysentery cases declined from  541  to  330  cases.  The district did not report any case of typhoid since 2006 (table 3.1)

[bookmark: _Toc435529596]Table 1.5: Reported Cases of Selected Water-Borne Diseases in Micheweni District, 2006 and 2007
	[bookmark: _Toc435529597]Cases 
	[bookmark: _Toc435529598]Diarrhoea
	[bookmark: _Toc435529599]Dysentery
	[bookmark: _Toc435529600]Typhoid

	Year 
	2006
	2007
	2006
	2007
	2006
	2007

	Number 
	4,617
	4,918
	541
	330
	0
	0


Source: RGZ 2007, MOHSW (Note: data include out-patients only)

Malaria was the leading causes of Morbidity in Micheweni district according for 27.2 percent of all cases reported in 2007. Followed by Pneumonia (15 percent) and Upper respiratory tract infection (URI), 10.7 percent (Table 3.2 and Figure   3.1).

[bookmark: _Toc435529601]Table 1.6: Top Ten diseases Causes of Morbidity in Micheweni district 2007
	[bookmark: _Toc435529602]Diagnoses 
	[bookmark: _Toc435529603]New  cases
	[bookmark: _Toc435529604]%

	Malaria 
	23,120
	27.2

	Pneumonia 
	12,735
	15.0

	Upper Respiratory tract Infection 
	9,103
	10.7

	Diarrhoea 
	4,918
	5.8

	Intestinal Worms 
	4,437
	5.2

	Anaemia 
	3,499
	4.1

	Eye  Disease 
	2,990
	3.5

	Trauma/Injuries 
	2,966
	3.5

	Skin  Diseases 
	2,775
	3.3

	ENT head  and neck 
	2,648
	3.1

	Other new  cases 
	29,943
	35.2

	Total new cases 
	85,134
	100.0



[bookmark: _Toc435529605]Figure 1.1:  Top Ten Causes of Morbidity in Micheweni District, 2007

[bookmark: _Toc435529606]Table 1.7: Most Common Diagnoses reported by Public Health Facilities, 2007, Micheweni District
	
	Micheweni

	Upper Respiratory Infect 
	9,103

	Pneumonia 
	12,735

	Diarrhea 
	4,918

	ENT, head & neck
	2,648

	Eye diseases 
	2,990

	Malaria 
	23,120

	Skin  diseases 
	2,775

	Anemia 
	3,499

	Intestinal  worms 
	4,437

	Chicken pox 
	2,296

	Trauma/Injuries
	2,966


Source: RGOZ (2007): MOH, Routine Data  

[bookmark: _Toc435529607]1.6 Causes of Mortality
Malaria was the main cause of deaths in Hospital in 2007, percent, followed by Anemia and Pneumonia. This situation is similar for Zanzibar as a whole where the same three diseases were the dealing causes of mortality in 2007.

[bookmark: _Toc435529608]Table 1.8: Reported Causes of Deaths in Micheweni District 2007.
	
	Micheweni
	Zanzibar

	Malaria 
	21
	248

	Pneumonia 
	7
	108

	Possible  Serious Bacteria 
Infection 
	0
	98

	Anemia 
	8
	94

	Hypertension 
	6
	82

	Gastro Enteritis 
	0
	76

	Diabetics 
	3
	56

	Observe. C/S
	0
	52

	Asphyxia
	0
	48

	CCF
	1
	44


Source: RGOZ (2007): MOHSW, Routine Data.

[bookmark: _Toc435529609]1.6.1 Health Facilities and Consult Ratio
Primary Health Care (PHCU) unity plays an important role in providing Health services. PHCUs are categorized as first and second line. In Micheweni District, there are eleven (14) first line PHCUs which provide Primary Health Services and three second line PHCUs that provide services which include dental services, laboratory services and delivery services. The district has one Primary Health Care Centre (PHCC).  A part from the services offered by 2nd line PHCUs, PHCC provides more services including in patients (admission). All these facilities are managed by the government. The district also has two private facilities and two Private facilities.

The majority of inhabitants of Micheweni District use  PHCUs and  PHCC (formally cottage Hospital)  main source of consultation (63.2 percent), similar to the general case for Zanzibar (46.0 percent).  According to HBS 2004/05, PHCUs are more preferable than PHCC. Few people prefer to consult Pharmacies (5.4 percent).  About 2.0 percent consulted a referral hospital and 1 percent consulted traditional healers (table 1.10)

[bookmark: _Toc435529610]Table 1.9: Distribution of Health Facilities in Micheweni District by Ownership 2004/05
	
	PHCU
1st
level
	PHCU
2nd
level
	PHCC

	District
Hospital
	Special
Hospital
	Tertiary
Hospital
	Private
Facilities
	Private

	
	11
	3
	1
	0
	0
	0
	2
	2


Source:  RGOZ   (2006), 2004/05 HBS, OCGS

[bookmark: _Toc435529611]Table  1.10:  Distribution  of  Persons  Reporting Illness or  Injury  by  Source  of  Consultation in  Micheweni  District   2004/05
	Source  of  Consultation 
	Micheweni
	Zanzibar

	Referral  Hospital
	          2.0
	         11.4

	District  Hospital/PHCC
	         23.6
	         19.6

	Special  Hospital 
	          0.9
	          1.9

	Primary  Health  Care  Unit
	         63.2
	         46.0

	Private  Hospital 
	          4.6
	         11.7

	Private Clinics 
	          2.2
	          4.7

	Pharmacy 
	          5.4
	          7.7

	Consulted  Private  Doctor 
	          0.5
	          1.6

	Consulted  Traditional  Healer 
	         1.0
	          1.6

	Missionary  Care  Centre 
	            -
	           0.3

	Consulted  others 
	
	           1.0

	Multiple Health  Care 
	          3.5
	           7.3

	Number  of  Individual
	     17,918
	    166,613


Source:  RGOZ (2006),   2004/05 Household Budget Survey, OCGS

[bookmark: _Toc435529612]1.7 Maternal and Child Health
Women in child bearing age group are at risk when they become pregnant and especially during child birth while a child is vulnerable during its pregnancy stage. Thus expecting mothers and children need attention of maternal and child Health services in order to reduce infant and maternal morbidity and mortality. Maternal and child Health services are provided in all Health Care Facilities. Almost all Primary Health Care Unity (PHCUs) provide integrated MCH services including antenatal care, delivery services are prevention and management of STI and family Planning services. These services are provided at the community level by either community service providers or by professional staff.

[bookmark: _Toc435529613]1.7.1 Antenatal Care Services
Pregnancy monitoring and detection of complication are main objectives of antenatal care. Obstetricians generally recommended that antenatal care start at early weeks of pregnancy and visits be made regularly. The number of mothers attending ANC  first visits in  Micheweni district increased from  3,771  in   2006  to  4,478  in  2007  a coverage of  85.7  and   97.6  percent  respectively.  

[bookmark: _Toc435529614]Table 1.11 :  Number  and  Percentage  of Mothers  Attending  ANC  first  visit  in  Micheweni  District  2006  and  2007
	
	2006
	2007

	
	Mothers attended ANC
first visits 
	ANC first visits coverage
	Mothers attended ANC first visits 
	ANC first 
visits 
coverage 

	Number/Coverage
	3,771
	85.7
	4,478
	97.6


Source:  RGOZ (2007): MOHSW, routine data Immunization.

Out  of  the  expecting others who attended antenatal first visits 3,173 and 4,214 respectively in  2006  and  2007  were  inoculated with  TT2 + (Table 1.11).  Tetanus toxin Injection is given to a mother to prevent neonatal tetanus, a common cause of deaths among infants.  A baby is considered protected if the mother receives two   (2) or more doses of tetanus toxic.

At the age of nine months a child starts to get immunization against childhood diseases of TB, Diphtheria, Peruses, Tetanus, Acute Flaccid Paralysis (AFP) and Measles. A child is fully immunized if she or she receives all antigens.  The immunization program aims at reducing morbidity and mortality due to vaccine-preventable diseases. Tables 1.12 and 1.13, show the number of children who received various types of antigens in 2006 and 2007 in Micheweni   district.

[bookmark: _Toc435529615]Table 1.12:  Micheweni District Child Immunization Status, 2006
	
	BCG dose 
under   1yr
	DPT – Hb3
doses < 1 yr
	Measles 
doses <  1 yr

	TT 2+
	Children fully
immunized <1 yr

	Number 
	4,570
	3,655
	3,180
	3,173
	2,095


Source:  RGOZ   (2007): MOHSW, Routine Data

[bookmark: _Toc435529616]Table 1.13:  Micheweni District Child Immunization Status, 2007
	District 
	BCG  dose
under 1 yr
	BCG
coverage
	DPT-Hb3
doses
1yr
	Measles
doses
< 1yr
	Measles coverage
	TT2+
	Children
fully
immunized
< 1yr
	Proportion of children <yr fully
immunized

	Micheweni
	
4,844
	
85.9
	
3,498
	
3,498
	
59.7
	
 4214
	
3,282
	
39.4

	Zanzibar
	
	107.9
	
	
	84.6
	
	
	62.2


Source: RGOZ (2007):  MOHSW, routine data.

Immunization coverage in Micheweni district was below national average for all antigens for children under 1 year of age.  BCG coverage was 85.9 percent in 2007, below the national average of 107.9% and   WHO standard of above 90 %.  Measles coverage was 59.7 % in 2007 against national coverage of 84.6 %.  Only about a third (39.4 percent) of children less than 1 year of age had been fully immunized compared to the national average of 62.2 percent.

[bookmark: _Toc435529617]1.8 Child Nutrition
Provision of proper Nutrition to child is important to their Health. Monitoring of children’s weight throughout their childhood is a fundamental aspect of mother and child Health. The Nutrition of status of Under-five children in Micheweni district in   2007 (weight for age) showed slight improvement (10.3 percent) compared to the previous year 2006 (11.8 percent). Despite  this improvement, the under - weight rate in Micheweni remained below the national average  at 8.6 percent  and  7.1  percent  in  2006  and  2007  respectively.      
      
[bookmark: _Toc435529618]Table 1.14: Micheweni District –Underweight for Age Rate of under 5 Years (Cases/100 Children Weight)
	District
	2006
	2007

	Micheweni
	11.8
	10.3

	Zanzibar
	8.6
	7.1


Source: RGOZ (2007):  MOHSW, Routine Data.

[bookmark: _Toc435529619]1.9 Basic Health Indicators
Infant and Under-five mortality rate:
Survival of children, from birth to the first 5 – 6 years is regarded as fundamental for a Health and longer life. The common indicators are infant Mortality Rate (IMR) and Under Five Mortality Rate (U5MR). As shown in Table 1.13, in Micheweni district, IMR decreased from 128 per 1,000 live births in 1988 to 107 in 2002. During the same period, U-5MR decreased from 216 to 175.5 per 1,000 live births. The child Mortality rate was 77.5 in 2002 census. Table 1.15 also shows urban – rural disparities in these indicators with generally higher rates in rural areas.

[bookmark: _Toc435529620]Table 1.15: Micheweni District – Death per 1,000 Live Births 1988 and 2002
	
	Child Mortality  rate
	Infant Mortality rate 
	Under-5 Mortality rate

	
	2002
	1988
	2002
	1988
	2002

	Area
name 
	Rural
	Total
	Urban
	Total
	Rural
	total
	Urban
	Total
	Rural
	Total
	Urban

	Micheweni
	80
	77.5
	47.5
	128
	108.5
	107
	75.5
	216
	179.5
	175.5
	119.5


Source : URT  (2002),  Population  and  Housing  Census,  National  Bureau  of  Statistics

[bookmark: _Toc435529621]1.9.1 Other Health Indicators
[bookmark: _Toc435529622]Table 1.16:  Micheweni District – Other Health Indicators   2004/05
	Indicator
	Micheweni
	Zanzibar

	Percentage of household within 5 km a Primary Health facility.
	  98.1
	95.5

	Percentage of ill individual who consulted any Health Provider.
	
80.7
	
83.7

	Percentage of Children Age 0-4WhoReported Illness.
	
34.0
	
27.2


Source:  2004/05 Household Budget Survey, Office of Chief Government Statistician, Zanzibar.

In  Micheweni district, more than  98.1  percent of  household were within  5  km of a Primary  Health facility during  2004/05, above the national average  of  95.5 percent. About 80.7percent consulted a Health provider while 34 percent of children age 0 – 4reported illness (34.0 %).
[bookmark: _Toc435529623]1.10 HIV/AIDS
Micheweni district is one of the least HIV/AIDS affected districts in Zanzibar. In 2003 the district recorded six positive cases.  The number increased  to  22  cases  in  2006  and 30 positive cases of HIV  were  recorded for the first nine months of  2007  (January – September)   2007  about  4.2  percent of all  HIV/AIDS  cases  reported  in  Zanzibar  (Table  1.17).

[bookmark: _Toc435529624]Table 1.17:  HIV/AIDS Positive Cases in Micheweni District   2003 – 2007
	District 
	2003
	2004
	2005
	2006
	2007

	Micheweni
	6
	9
	12
	22
	30

	Zanzibar
	598
	516
	859
	1208
	712


Source: RGOZ (2007):  ZACP, Ministry of Health Zanzibar

[bookmark: _Toc435529625]1.11 Demographic Characteristics 
According to 2012 population census, Micheweni district had 103,816 people of whom 52,942 are women who are the most affected by the prevailing problem which this research aim to address. Women in Micheweni district are in the majority compared to men and they are mostly involved in agricultural production and seaweed cultivation , While majority of men in the area engage in shifting type of fishing which take them away from their homes up to  one to six months, women remain the care takers of their families.

[bookmark: _Toc435529626]1.10.1 Socio-Cultural Factors 
In a  developing country  home deliveries and  maternal death is still challenge as current estimates of maternal mortality ratios in Tanzania current statistics indicate that maternal Mortality ratios has dropped  slightly in 2010 to 454 per 100,000 live births. Despite a high coverage (96%) in pregnant women who attend at least one antenatal clinic, only half of the women (51%) have access to skilled delivery (Tanzania Journal of Health Research, Home Vol. 13, No. 5 2011).

Fees reduces women’s Routine  use of Maternal health services and more importantly keep millions of women not seeking care even when complication arises. Even formal fees are low or non-existent; there may be informal or other cost that poses significant barriers to women to use of service. These may include, transportation costs, drugs and food or lodging for the women’s family members who help care for her in the hospital (Fauven V. Sheratt D and Bomis L. 2008).

Include reduced cost of institutional deliveries, allowing family members to present during institutional deliveries and to preterm cultural rituals whenever possible               (Mugweni E. Ehlers V. And Rooms J.2008). The research was conducted in an environment where the community is living in a crud system and the family living in kinship relations. The district   until now practices a cultural and traditional life.  The Village is about 100 percent inhabitants are Muslims and village elders are still respected through their traditional leadership system anybody has no say to the traditional leaders. The high Maternal Mortality ratios in rural Tanzania like Micheweni could be attributed to deliveries taking place without being attended by skilled health service providers either at. Likewise, the community believes that women should continue delivering babies up to end of their reproductive age and thus pregnancy at old age is the norm, since the community lacks both reproductive health education as well as family planning education. It is common    nowadays to transfer women   to Wete Hospital for delivery, which depicts the weaknesses of the maternal health service delivery in Micheweni hospital.

One of the proposed ways to address these issues is through incorporating religious leaders who are among the powerful and influential members of the community. While traditional community organization system has collapsed in many villages in Zanzibar, the system is still intact in Micheweni. The area has what they call a village head elected among the village elders and given powers, assisted by an important person but grown up man as a secretary. This elder works with the village council which is comprised of the elders and influential persons including religious leaders in the village. The village community organizations at household level are organized in groups where each pear group has a name and its own leader. Generally information are passed through local announcement to the general public, however if the type of information calls for follow up and taking action, heads of pear households are held responsible.

[bookmark: _Toc435529627]1.10.3 Survey Organizational Context
This survey has been managed by the researcher in close collaboration with Micheweni Constituency Development Organization (MICDO). Micheweni Development Organization is a registered local NGO working for the development of Micheweni Constituency. Its headquarters in Micheweni and sub office is located at Maziwango’mbe Village about 5 km East of District Office Headquarter.

1.10.4 The Targeting the Community 
The target of this project is women of reproductive ages in Micheweni district in particular but in general the project target extends to the Micheweni community as a whole due to the fact that, the specific target group belongs to the larger Micheweni community. 

[bookmark: _Toc435529628]1.11 Community Needs Assessment – Methodology
A community needs assessment is a way of gathering information about a community’s opinions, needs, challenges, and assets used to determine which project will meet the real needs of the community According to ( Mizoguchi  et al.2004), an assessment is a specific way to identify problems, needs, and  strengths in a community to make decisions, set priorities, set objectives,  and explore ways to take action. CNA gave people an opportunity to prioritise their needs, which leads to a more sustainable development project.

[bookmark: _Toc435529629]1.11.2 Objectives for Community Needs Assessment
[bookmark: _Toc435529630]1.11.2.1 Overall Objective
The overall goal of community needs assessment was to identify the asset of the community and determine potential concerns that it faces.

[bookmark: _Toc435529631]1.11.2.1 Specific Objectives
i. To identify Micheweni community pressing needs
ii. To identify strengths and asset that the community could use to address the problems
iii. To identify what a project community will focus on to solve the problems

[bookmark: _Toc435529632]1.11.2.3 Community Needs Assessment Questions
i. In order to execute this, the following research questions were used What are the community most pressing needs?
ii. What are the local resources available to meet the most community needs?
iii. What are the main opportunities for projects to meet the most community pressing needs?

[bookmark: _Toc435529633]1.11.2.4 Community Needs Assessment Methodology
[bookmark: _Toc435529634]1.11.2.5   Research Design
In conducting the assessment, the committee worked with community leaders and members at large. Factors used to influence the type of assessment selected include time, cost, target audience, and available manpower. The study project used both theoretical and empirical literature review, Site Visit, physical observation, data collection, especially when collecting information from large households, where standardization is important, meeting and discussion, Questionnaire Survey and interview were also conducted. Results revealed that all the respondents were facing health infrastructure in pregnant women problems and all of them were willing to voluntary contribution to undertaken projects.

Method to be used during the survey was based on the Participatory Rural Appraisal (PRA) approach which is a multi-disciplinary, cross- section approach to engaging Community members in development through an interactive and democratic participatory process. This method is based on interacting learning, the sharing knowledge and ensures a high level participation of local people in the research hence enriches the finding.  The PRA method was applied to quickly generate information. This involved relaxed rapport, open dialogue, brainstorming and mutual sharing of knowledge skills, and experiences, among others. 
Surveys are good   tools for obtaining information on a wide range of topics when in depth probing of responses is not necessary, and they are useful for both formative and summative purposes. In many cases the same survey is used at spaced intervals of time to measure progress along some dimension or change in behaviour. Considering the nature of the study sampling is considered as necessary undertaking to accomplish the exercise successfully.

1.11.2.6 Sampling Techniques
I) Purposive Sampling
Positive sampling was used to select study community whereby respondents from Micheweni community were selected purposively due to a reason that is the new settlement which is growing rapidly without necessary services in the area. This technique enables the researcher to select sample on the basis of his or her knowledge of the population, its elements and research aims. It is based on researcher judgements and purpose of the study (Bobbie, 1992)

Ii) Systematic Random Sampling
Households were the sampling unit in this study on assumption that it is a production and consumption unit (that is sharing the same kitchen, pool their income together and household members work together and share the output). From the Micheweni register, the names of household heads were sampled using a systematic random sampling technique, that is, every fifth person on the list was picked and included in the sample. Since the names were listed in a completely random manner, this type sampling minimized selection bias, Head of Household is mainly person recognized as such by the rest of the members of household to be their head. Often she/ he is responsible for financial support and welfare of household member (URT, 2003).

Iii) Sample Size
[bookmark: _Toc435529635]Sample size were selected from the entire population and was determined the proportion of targeted population. A total of 50 community members were selected to represent the total population due to homogeneity of community.

[bookmark: _Toc435529636]1.11.2.7 Sampling Procedure/ Methods
Probability and non-probability sampling technique both was used to select respondents. RCH coordinator, Administrator and Micheweni PHCC was incorporated in the study purposefully. Systematic sampling method was used where by researchers’ passed accounts every 5th house make interview till reach the required sampling. Random sampling was used to identify the four PHCUs that will be included in the study. Convenient sampling method was used where by Doctors, Clinicians, Nurses, Public health nurses, RCH, Hospital orderlies or any staff who concerned with delivery services in PHCC/PHCUs available on duty during the time of data collection were assessed by using self-administered questioner.

[bookmark: _Toc435529637]1.11.2.8 Types of and Sources of Data
 This study used both primary and secondary data. The primary data was obtained from interviews and participatory observations.

[bookmark: _Toc435529638]1.11.2.9 Data Collection Methods
A combination of data collection methods was used in this study. A reviews of secondary information and data from different project documents, published sources available in the library and on the internet  such as books, journals, research reports, conference proceedings and reports from different national and international organizations. Other existing literature from previous studies was carried out. 

Primary data which are primary sources as original sources from which the researcher directly collects data that have not been previously collected were obtained from the sample using a structured and standardized questionnaire as the main method which was supplemented with interview, listening, community mapping, focus group discussions and public forum. To ensure validity, quality and reliability of collected data a triangulation method was adapted which refers to the combination of two or more data sources, data collection methods, investigators or data analysis techniques to provide confirmation and validity and completeness (Mitchell. 1986, Babbie,1072). It involves the uses of multiple data gathering techniques to investigate the same phenomena (Berg, 2004). 

Before field work, the instruments were pre- tested on small sample of 30 respondents from Micheweni community in order to measure the clarity, consistency, validity and reliability of the instruments. Questions that did not yield useful answers related to the research problem were discarded or revised (cookery and Lokaji, 1995). Therefore, findings from the pre-test instruments formed the basis for reviewing the questions and improving the instruments.

a) Questionnaire
Questionnaire were used to collect data for this assessment because its advantages overwhelm  other data collection methods .It is advantages in terms of  economy, lack of interviewers bias, and possibility of anonymity ( Kidder, 1981). However some of the advantageous includes incomplete questionnaire, slow response and return rates (Kothari, 1999). Questionnaires were structured; standardized and included both open and close ended questions. Both structured; and unstructured questions were used in this project so as to increase reliability of the responses (Line, 1982). Questionnaire were administered to respondents and were completed by respondent themselves under the supervision of the researcher. It well designed Swahili language questionnaire constructed which contained closed and open ended questions were also used to assess 20 health providers who worked in delivery units. The advantage of self- administered questionnaire is that it is less time consuming and reduces interviewer bias (Krishnaswami, 2003) 

[bookmark: _Toc435529639]B) Interview Questionnaire 
 A guided interview questionnaire that contain close and open ended questions was designed in Kiswahili which was used to interview 50 women of reproductive age and 15 TBA’s who are not able to write/read. The questionnaire in getting adequate and reliable data related to community needs. It was conducted to sixty five selected to represent other member of community who are key persons in the area in order to discuss their, knowledge, experiences and understand the issues. When choosing persons to interviews, their views and opinions were likely to represent those of others in the community (Blackman, 2002). 

During the interviews process. the researcher  got the opportunity to probe on some leading issues that emerged and to clarify question for respondents.  Some of the advantages of interviews is to allow the researcher to establish rapport the purpose of the study and clarify issues and secondly allows for possible triangulation or the application of other validity enhancing instruments (Krishna swwami, 2003).This tool helps us to gain greater understanding of the issues. However it is subjected to researcher bias and consumes time.

b) [bookmark: _Toc435529640]Focus Group Discussion
[bookmark: _Toc435529641]A focus group discussion was another instrument used to gather primary information of this project. Focus group discussion (FGDs) was carried out in two shehia’s; Tumbeshehia consist of 10 female and 9 men from Sebudawa at Micheweni who meet criterion. A criterion was set for FGD considered as adult men in male group and women in reproductive age, had bared a child or pregnant. FGDs was carried out by Swahili version three research assistants moderate each of the FGD with one talking all notes during the discussion, one facilitator the discussion and another took picture together with recording all discussion movements for documentation. This instrument helped the researcher to determine perceptions, feelings and the manner of thinking of the community members regarding the community needs. The discussion gave the community member’s broader avenue to air their views and suggestions.

c) [bookmark: _Toc435529642]Public Forum for Community Dialogue
[bookmark: _Toc435529643]In order to bring a wide range of community members together at public meetings together information the public forum was also used. A common dialogue is a forum that draws participants from as many parts of the community as possible to exchange information face- to- face, share personal stories and experiences, honestly express perspectives, clarify viewpoints, and develop solutions to community concerns and opportunities.

d) [bookmark: _Toc435529644]Listening
[bookmark: _Toc435529645]By a listening to a variety of people, such as key community members for the issues about which people have the strongest feelings, it was possible to identify the issues that  they most want addressed and projects which they are most likely to participate in. It include asking a community and taking with people including women, men ,girls, boys, the elderly and people with disabilities to find what people were worried, and happy. It was important to have a clear idea about what we are looking for so we could make sense of the answers as well as the use of open- ended questions which allow the person replying to give more information (Blackman 2002).

e) [bookmark: _Toc435529646]Community Mapping and Transect Walk
[bookmark: _Toc435529647]Community mapping a process of identifying assets and accessibility issues Kerman and McKnight 1993). This tool involved community members drawing a map of heir community together information about existing community assets and resources. The map showered the natural and physical resources in the area- land forests, roads, houses, and activities. It showed also important people and organizations. To gain greater understanding of the issues facing different groups within the community, the groups worked separately. A map by young people showered very different information from that of older people. This methods draw out the views of many people in a short space of time. Transect walk was walking fairly straight line through the community companied of key information to observe, listen and asking various probing question and a careful note of every information needed.
[bookmark: _Toc435529648]1.11.2.9 Observation Check List
This method was used by researcher to observe the quality of delivery services and infection prevention procedure (IPP) provided by health workers in selected health.
 
[bookmark: _Toc435529649]1.11.2.10 Pilots Study
Pre-testing was done to check validity and reliability of the data collection tools, it carried out at Shumba ya  vyomboni  shehia by conducting interview to women in reproductive age and TBAs also self-administered questionnaire and check list were tested at Wete hospital. The data collected was analyzed and amendment of questionnaire done accordingly. 

[bookmark: _Toc435529650]1.11.2.11 Ethical Consideration                                                                                          
The study was approved by The Open University of Tanzania, permission from Ministry of Health Zanzibar prior to District commissionaire (DC), District Health Managements Team (DHMT) of Micheweni and letters of invitation were distributed to all community leaders (Shehas) whereby research conducted.  The rights of respondents was considered in deferent ways that were all participants were on voluntary bases, the purpose of the study was clearly presented to the respondents, confidentiality of the informants was preserved confidentially the code numbers of questionnaire was used instead of names to ensure confidentiality during the whole periods of the research.

[bookmark: _Toc435529651]1.11.2.12 Limitation of Study 
Financial constraints limited the efficiency of the study as it was involve small sample size, not able to by the important equipment’s which were used in during the study like tap-recorder and digital camera. During FGDs sessions were ended at evening time where there was no transport to come back home. 

[bookmark: _Toc435529652]1.11.2.13 Data Analysis and Presentation
The data collected from the field were analyzed both quantitatively Responses from the structured question were analyzed quantitatively and the results were presented in tables and figures in frequencies and percentages. Content analysis was used analyses qualitative data derived from the open ended questions. The content analysis method is the method which consists of establishing a number different content categories and counting up the number of times items relevant to each of them occurs in a particular set of data (Powell, 1991). 

The Statistical Package for Social Sciences (SPSS.16.0) was used to analyze the data collected because it had proved to be a powerful package frequently applied in data analysis in the Social Sciences. Therefore, Data was analyzed manually in Data master sheet with the aid of calculator in daily bases and presented in tables, pie charts, bar charts and graphs. Three trained research assistants were used in data collection processes.

[bookmark: _Toc435529653]1.11.2.14 Community Needs Assessment Finding
The information analyzed and compiled into a report and shared with all project partners, and community members that were particularly involved in providing information for the assessment. This based on summarizing and disseminating the needs of assessment survey results through tables and figures.
[bookmark: _Toc435529654]1.11.2.15 Dissemination of the Results 
After data analyses report will be prepared and submitted to:   
i. The Open University of Tanzania Centre Dar es Salaam
ii. Ministry of Health
iii. DHMT Micheweni.
iv. A copy would remain to researcher.

[bookmark: _Toc435529655]1.11.2.16 Survey Findings / Results 
This chapter analyses and presents research findings which were obtained from the respondents during the study. The presentation focuses on the objectives which are drawn during the preparation of the search work. 

[bookmark: _Toc435529656]1.11.2.17 The Declining Home Deliveries
In Zanzibar the home deliveries are lessening as time goes on, the data inform that home delivery has reduced from 60.3% (2008) to 50.6% (2012). Within a period of five years Home deliveries was mitigated by 9.7 percent, the achievement was mainly contributed by terrific performance of from 2011 to 2012 whereby the increment was almost 5 percent. Although the performance was great (in 2012) but extra effort is still needed. In 2012, Pemba still higher rate of Home deliveries (62.8%) compared to facility deliveries which is only 37.2%.In contrary Unguja has more facility deliveries (57.6%) while Home deliveries were 42.4 %, these Findings portrays that preference of health facility delivery is higher in Unguja. The following table below (Table 3) indicates the increasing health facilities deliveries and the consequent reduction of home deliveries
[bookmark: _Toc435529657]Table 1.18: Health Facility and Home Deliveries Trends from 2008-2012
	ZONES
	TYPE
	2008
	2009
	2010
	2011
	2012

	UNGUJA
	Facility
Home
	26.9
73.3
	26.8
73.2
	28.8
71.2
	32.4
67.6
	37.2
62.8

	PEMBA

	Facility
Home
	47.8
52.2
	48.0
52.0
	50.7
49.3
	40.3
50.7
	57.6
42.4


	ZANZIBAR
	Facility
Home
	39.7
60.3
	39.8
60.2
	42.2
57.8
	43.2
56.8
	49.4
50.6



Source: Health Management Information Bulletin 2012

[bookmark: _Toc435529658]Table 1.19: Demographic Data of the Participants (n=50)
	Characteristics
	Frequency
	Relative frequency %

	Age group
	
	

	15 = 25
	19
	38

	26 = 35
	18
	36

	36 = 45
	9
	18

	46 and over
	4
	8

	Marital status
	
	

	Marred
	45
	90

	Unmarried
	1
	2

	Widow
	2
	4

	Devoiced
	2
	4

	Education
	
	

	College/University  
	0
	0

	Secondary education
	7
	14

	Primary education
	12
	24

	Quran education
	27
	54

	No education
	4
	8

	Literacy 
	
	

	Unable to read easily
	17
	34

	Unable to read 
	26
	52

	Read with difficulty
	7
	14

	Occupation
	
	

	Government employee 
	1
	2

	House wife’s
	31
	62

	Small scale business
	8
	16

	Others employee
	10
	20




The table above shows that about 38% of respondents were aged between 15 – 25 years among them 90% were married, 54% head attended Quran. 
Education and 52% among them unable to read or write.  


[bookmark: _Toc435529659]Figure 1.2: Respondents on place of delivery (N=50)

The figure 1 above demonstrate that the most of respondents about 39 (78%) were delivered at home and only 11 (22 %) used hospital during their delivery and no one indicated to deliver in dispensary or to the TBA’s houses.

[bookmark: _Toc435529660]Figure 1.3: Persons who Manage Deliveries At Home (n =39)
                                     
The figure above indicate that high rate of respondents about 34 (87%) assisted by TBA’s during delivery while 5 (12%) assisted by skilled personal or health personal and no any respondents assisted by traditional healers.

[bookmark: _Toc435529661]Table: 1.20:	Respondents on Why Delivered at Home?
	(n =39=category
	Frequency
	Relative frequency%

	Delaying in decision making
	3
	4.8

	Transport problems
	7
	11

	No any problem lead to hospital delivery
	16
	25.4

	Sudden onset of labor
	14
	22.2

	Distance from home to health facility
	1
	1.6

	Needs family support
	5
	8

	Behaviors of home delivery
	9
	14.2

	Don’t afford cost of home delivery
	4
	6.3

	Availability of TBA’s
	2
	3.2

	Afraid hospital delivery
	2
	3.2

	Total
	63
	100


The table above indicate that respondents have several reasons that hinder them to have hospital delivery as 16 (25.4 %) no problems which lead to deliver in hospital, 14 (22.2%) have sudden onset of labor which not able to reach hospital before delivery, 9 (14.2%) just have behavior of home delivery without any reasons, 7 (11%) they have problem of transport not afford expenses of it, and 5 (8%) need family support during labor and 2 (3.2 %) afraid hospital deliveries like operation or to be attended by male staffs.

[bookmark: _Toc435529662]Table 1.21: Home Delivery Expenses (n=39)
	Amount
	Frequency
	Relative frequency %

	1000 – 2000
	8
	20.5

	3000 – 4000
	7
	18

	5000 – 6000
	18
	46.2

	7000 above
	6
	15.3

	Total
	39
	100



[bookmark: _Toc435529663]Table 1.22: Hospital Delivery Expenses (n=11)
	Amount
	Frequency
	Relative frequency %

	1000 – 5000
	6
	54.5

	6000 – 10,000
	1
	9.1

	11,000 – 15,000
	1
	9.1

	16,000 – 20,000
	3
	27.3

	Total
	11
	100



The majority of respondents usually pay between Tz.sh. 5000/= – 6000/= for TBAs or Health staff payment due to attending delivery at home as 18 (46.2%) and others 8 (20.5%) paid “between” 1000 – 2000 Tz.sh. per delivery. In hospital delivery almost paid between Tsh.1000/= – 5000/= without transport fee 6 (54.5%) and 3(27.3%) paid 16,000 – 20,000 Tz.sh. Including transport.

[bookmark: _Toc435529664]Figure 1.4: Knowledge for Problem of Home Delivery (n=50)

The figure above shows that respondent were aware with problems appears during home delivery as 33 (66%) knows and 17 (34%) they don’t know any problem occurs during home delivery.

[bookmark: _Toc435529665]Table 1.23: Problems Occurs During Home Delivery (n=50)
	Categories
	Frequency
	Relative frequency %

	Severe bleeding
	26
	38.8

	Prolonged labor
	4
	6

	General body pain
	9
	13.4

	Convulsion (fits)
	7
	10.4

	Retained placenta
	9
	13.4

	Lose consciousness
	5
	7.5

	Neonatal deaths
	2
	3

	Swelling of the body
	1
	1.5

	Death of the mother
	1
	1.5

	Loose of vaccination of the baby
	1
	1.5

	Assisted by unskilled personal
	2
	3

	Total
	67
	100



The 1.23 shows that many of the respondents about 26 (38%) knows severe bleeding is the one among the problems occur during the home delivery, 9 (13.4) general body pain, 9 (13.4%) retained placenta, 7 (10.4%) fits of the mother after delivery, 4 (6%) prolonged labor, 5 (7%) loose of consciousness also mentioned, 2(3%) neonatal death and 2 (3%) assisted by unskilled personal.

[bookmark: _Toc435529666]Figure 1.5: Satisfying for Home Delivery (n=39)
                             
The figure above show that the majority of respondents 35 (89.7%) had took birth while at home and satisfied with home delivery other 4 (10.3%) are not satisfied with home delivery.

[bookmark: _Toc435529667]Table 1.24: Reasons of Satisfying for Home Delivery (n=39)
	Category
	Frequency
	Relative frequency %

	Is more safe
	2
	5

	No any complication after delivery
	24
	60

	Good services provided
	3
	7.5

	No any reason
	2
	5

	No transport
	3
	7.5

	Like to be  with their family
	4
	10

	Low coast
	2
	5

	Total
	40
	100


The Table 1.23 identified that 24 (60%) of respondents satisfied because these are no any problem after delivery, 2(5%) are more safe than hospital, 3 (7.5%) have no transport to go hospital during delivery, 4 (10%) like to have delivery nearby her relatives or family and 2 (5%) said low cost. 

[bookmark: _Toc435529668]Table 1.25:  Frequency   distribution on who make Decision of Delivery’s Place
(n=50)
	Responses
	frequency
	Relative frequency %

	Your husband
	2
	4

	Your self
	35
	70

	Health personal
	7
	14

	TBA’s
	3
	6

	Friends
	0
	0

	Others
	3
	6

	Total
	50
	100



The Table 1.24 shows that the 35 (70%) they decide them self the place of delivery not advised by anyone, 7(14%) advised by health personal, 3(6%)  TBA’s  and 2 (4%) their husbands.

[bookmark: _Toc435529669]Table 1.26: Desirable places for delivery (n = 50)
	Responses
	Frequency
	Relative frequency %

	Home
	24
	48

	Hospital
	26
	52

	Total
	50
	100



The Table 1.25 shows that many respondents 26 (52%) prefer hospital delivery and 24 (48%) enjoy home delivery.
[bookmark: _Toc435529670]Table 1.27: Reasons to choose Hospital is a Good Place for Delivery (n = 26)
	Category
	Frequency
	Relative frequency %

	Good services provided
	4
	12.9

	Skilled personal attended delivery
	5
	16.1

	Problem solved
	16
	51

	Avoid home delivery problems
	2
	6.5

	Instructed by health personal
	4
	12.9

	Total
	31
	100



The Table 1.26 shows that about 16 (51%) they chose hospital delivery because if they get problem it solved early, 5 (16.1%) hospital their skilled personals, 4 (12.9%) good services provided, 4 (12.9%) instructed by health personal and 2 (6.5%) avoid complications of home delivery.

[bookmark: _Toc435529671]Table 1.28: Enjoyment in Home Delivery (n=24) 
	Category
	Frequency
	Relative frequency %

	No problem needs hospital delivery
	16
	55.2

	No reasons
	5
	17.2

	Like to be with their family
	3
	10.4

	Afraid hospital delivery
	1
	3.4

	Long distance
	3
	10.4

	Low cost
	1
	3.4

	Total
	29
	100



The Table 1.26 shows that 16 (55.2%) they have no problem during home delivery, 5 (17.2%) no reasons just deliver at home, 3 (10.4%) like to be with their family during delivery, 1(3.4%) afraid hospital delivery, 3 (10.4%) long distance to health centers which conduct delivery, 1 (3.4%) low cost according to their ability.
[bookmark: _Toc435529672]Table 1.29: Reason of Home Delivery (n =39)
	Category
	Frequency
	Relative frequency %

	No delivery complication
	9
	10.7

	Poverty
	20
	23.8

	Bad language of health staff
	19
	22.6

	Shortage of equipment’s
	9
	10.7

	Poor services
	7
	8.3

	Usually deliver at home
	5
	6

	Transport problems
	6
	7.1

	In adequate staff
	4
	4.8

	Low knowledge of community
	2
	2.4

	Availability of TBAs
	2
	2.4

	Low knowledge of health worker
	1
	2.3

	Total
	84
	100



The Table 1.27 shows that 20 (23.8%) they deliver home due to poverty no able to afford many expenses for hospital delivery, 19 (22.6%) bad language of hospital staff, 9(10.7%) no complication during home delivery, 9(10.7%) shortage of equipments, 7(8.3%) poor services provided, 6(7.1%) transport problems and 2(2.4%) availability of TBAs in the community. 

[bookmark: _Toc435529673] Tba’s Responses;
[bookmark: _Toc435529674]Table: 1.30: Reasons for Increased Home Deliveries (n=15)
	Category
	Frequency
	Relative Frequency %

	Sudden onset of labor
	7
	28

	Transport problems
	5
	20

	No delivery complication
	8
	32

	Poverty
	1
	4

	Refuse hospital delivery
	3
	12

	Multi gravid
	1
	4

	Total
	25
	100



The Table 1.28 shows that 7(28%) said that sudden onset of labor lead to home delivery, 5(20%) they complained transport problems, 8(32%) no complication require hospital delivery, 1(4%) poverty problems, 3(12%) refuse hospital delivery and 1(4%) said multi gravid.

[bookmark: _Toc435529675]Table 1.31:	TBA’s Training (n=15)
	Responses
	Frequency
	Relative frequency%

	Yes
	15
	100

	No
	0
	0

	Total
	15
	100



Table 1.28 mentioned that all TBAs 15(100%) has trained no one doesn’t trained.

[bookmark: _Toc435529676]Table 1.32: Nature of Trainings to TBA’s (n=15)
	Responses
	Frequency
	Relative frequency%

	Seniors’ TBA’s
	7
	46.7

	NGOs
	0
	0

	Health providers
	8
	53.3

	Total
	15
	100



Table above indicate that many TBA’s 8(53.3%) trained by health providers and others had only trained by seniors’ TBA’s.

[bookmark: _Toc435529677]Table 1.33: Equipment’s Used by TBA’s during Conducting Delivery (n=15) 
	Equipment’s
	Frequency
	Relative Frequency%

	Gloves
	14
	36.8

	Mackintosh
	3
	7.9

	Blade
	5
	13.2

	Scissors
	4
	10.5

	Threads
	7
	18.4

	Apron
	3
	7.9

	Lamp
	2
	5.3

	Total
	38
	100



The Table 1.30 confirm that 14(36.8%) have gloves, 3(7.9%) mackintosh, 5(13.2%) blades 4(10.5%) scissors, 7(18.4%) threads, 3(7.9%) apron and 2(5.3%) have lamp these are equipment’s used during conducting delivery at home.

[bookmark: _Toc435529678]Figure 1.6: Ways Used by TBA’s to Prevent Spread of HIV Infections (n=15)

The table above illustrate that the most of TBA’s 14(60.9%) use gloves during conducting delivery as ways of preventing HIV spreading, others said have looked on antenatal card which indicate HIV status of the pregnant mother, 5(21.8%) uses boiling methods of instruments before used for conducting delivery.

[bookmark: _Toc435529679]Table 1.34: Danger signs which Leads TBA’s offer Urgent Referrals Delivery Mother to Health Facility (n=15) 
	Categories
	Frequency
	Relative Frequency%

	Severe bleeding
	12
	23.1

	Prime gravid
	1
	2

	Abnormal lie
	7
	13.5

	Retained placenta
	8
	15.4

	Prolonged labor
	6
	11.5

	Eclampsia
	11
	21.2

	Body swelling
	3
	5.8

	Abnormal presentation
	4
	7.7

	Total
	52
	100



 The Table beyond indicate the danger signs which lead TBA’s to send the delivery mothers agent to hospital as fallows 12(23.1%) with severe bleeding before or after delivery, 1(2%) prime gravid, 7(13.5%) abnormal lie, retained placenta 8(15.4%), 6(11.5%) prolonged labour, 11(21.2%) fits, 3(5.8%)general body swelling and 4(7.7%) abnormal presentation. 

[bookmark: _Toc435529680] Health Workers Respondents;

[bookmark: _Toc435529681]Table 1.35: Health Workers Designations (n=15)
	Designation
	Frequency
	Relative frequency %

	C/O
	1
	5

	CHN
	2
	10

	Nurse Psychiatrist
	1
	5

	NMW
	2
	10

	PHN”B”
	9
	45

	Hospital orderly
	5
	25

	Total
	20
	100



KEY:
C/O – Clinical Officer, CHN – Community Health Nurse, NMW – Nurse Midwife, PHN”B” – Public Health Nurse ”B”. Table above show that C/O 1(5%), CHN 2(5%), Psychiatric nurse 1(5%), NM 11(55%) and Hospital orderly 5(5%).

The table 1.33 demonstrate that 13(65%) of respondents provided delivery services in their health facilities while only seven 7(35%) does not provided delivery services in their health facilities. The reasons why they not provide delivery in their health facilities are no equipments used for conducting delivery 5(), no enough staff 6(), the unit does not provide 24 hours services and others said that no rooms arranged for delivery services.  
[bookmark: _Toc435529682] Figure 1.7: In Service Training of Workers

The figure above shows that only 3(15%) who get delivery training within the period of one year and 17(85%) not yet got any delivery training since one year. The training provided Basic Emergency Obstetric and New born Care (BEMONC) and CPAC these training took almost 1- 2 weeks. Usually Micheweni cottage hospital they conduct 1- 5 cases of delivery per a day and other health facilities conduct 1-5 cases per a month.         
 
Table 1.33 shows that many things are not sufficient in health facilities as no suction machine in all units, autoclave 1(20%) available, 4(80%) not available, B/P machine 6(60%) available and 4(40%) mot available. Maternal mortality and home deliveries was found as the major problem in Micheweni district. The problem is fuelled by a number of factors including lack of reliable maternal health facilities, tradition norms among the community skilled personnel, costs and conducive environment
[bookmark: _Toc435529683]Table 1.36: Equipments and Medical Supplies in Labour ward(N=5)
	Equipments
	Available
	%
	Required
	Deficit
	%

	Delivery kits
	19
	73
	26
	7
	27

	Suction machine
	0
	0
	5
	5
	100

	Jick
	24lt
	66.7
	36lt
	12lt
	33.3

	Decontamination buckets
	15
	100
	15
	0
	0

	Baby weight scale
	5
	100
	5
	0
	0

	Paint measure
	3
	30
	10
	7
	46.7

	Drip stand
	8
	53.3
	15
	7
	70

	Safety box
	9
	100
	9
	0
	0

	B/P machine
	6
	60
	10
	4
	40

	Table
	10
	90.9
	11
	1
	9.1

	Chair
	20
	83.3
	24
	4
	16.7

	Oxytocin injection
	43
	71.7
	60
	17
	28.3

	I/V fluids
	66lt
	84.6
	78
	12
	15.4

	Syringes with needle
	800pcs
	88.9
	900pcs
	100pcs
	11.1

	Delivery bed
	6
	100
	6
	0
	0

	Mackintosh
	12
	85.7
	14
	2
	14.3

	Autoclave
	1
	20
	5
	4
	80

	Labeled pantograph
	0
	0
	90
	90
	100

	Staff
	16
	44.4
	36
	20
	55.5



The problem has therefore raised the needs for having reliable maternal health services in the area. From this survey conducted it was noticed that, out of 104 women interviewed from households 4 had experienced maternal mortality problem. This reflects an average of 44.4 percent of total mortality in the village.

[bookmark: _Toc435529684]1.12 Discussion
The aim of this discussion is the results of study comparable with objectives, variables, literature review and experience of the researcher during the whole period of the study. The study detect that 78% of respondents delivered their last child at home and 22% delivered in health facilities, this contributed by several factors that increase high number of home delivery among women in reproductive age regardless of health facility deliveries, although intensive efforts taken by Government and non government sectors to overcome this fatal problem that contribute high rate of maternal mortality rate in Micheweni district but also problem persist. This presented during both group of FGDs conducted at Maziwango’mbe and Sebudawa this consist adult male and female group each of them agreed that consequences of home delivery at their area is among neonatal and maternal deaths. 

As supported by Miller J, (2007) in adequate maternal care lead to increase maternal and infant mortality rate, every year more than 133 million babies are born 90% in low- and middle-income countries. When their mother died the chance of their surviving is meager. Lack of maternal care is causing a large burden of babies’ deaths and disability among infants. Also in India one major reason for very high levels of maternal mortality levels is lake of medical attention birth only one third deliveries take place in health facilities/institution while the remaining are home deliveries. PRA technique was applied during group discussions. Despite identifying the needs, the groups were also able to rank and prioritize the community needs. Members of the group were asked to list the most pressing needs in their community. The needs in the form of problems were arranged in a kind of shopping list. Pair wise ranking (PRA techniques) was then used to present the list of the community problems matching and ranking them according to priority accorded by the community members themselves. 

[bookmark: _Toc435529685]1.12.1 Results 
The results of the group discussion were given in two main pieces. First, list of community needs were presented and placed in the order of the priority. Second, major courses of maternal mortality in Micheweni were identified and ranked to know the leading cause of the maternal deaths in the district

[bookmark: _Toc435529686]1.12.2 List of Community Needs 
Four major needs were identified and later place in the priority. The highest score and the first priority need placed by the community was double doctor houses building including training under the health sector, followed by seaweeds, road, and nursery school was the least in this order. See table:-

[bookmark: _Toc435529687]Table 1.37: List of Community Needs by Priority (Pair Wise Ranking) 
	COMM.NEEDS/
PROBLEMS
	Doctor Houses
	Seaweed
	Road
	Nursery
	Points
	Position

	Houses
	
	Doctor Houses
	Doctor Houses
	Doctor Houses
	6
	1

	Seaweed
	Doctor Houses
	
	Seaweed
	Seaweed
	4
	2

	Road
	Doctor Houses
	Seaweed
	
	Nursery School
	1
	3

	Nursery school
	Doctor Houses
	Seaweed
	Road
	
	1
	3


 Source: Field data, 2015

At the end of prioritization of the problems, it was realized that   Doctor Houses for staff accommodation and Seaweed was the Critical issues that need urgent attention in Micheweni district Hospital.

[bookmark: _Toc435529688]1.12.3 Factors Contributing Home Deliveries in Micheweni District
[bookmark: _Toc435529689]I) Poor Quality Care
A large number of maternal deaths are preventable when the quality care provided in many delivery centre or hospital. Every year same eight million women suffer pregnancy-related complication and half a million died due to delivering of health care provision and provided in delivery centre. Most in developing country that is one woman in 11 may die of pregnancy-related complications compare to one in 5000 in developed countries. (WHO, 2005)

[bookmark: _Toc299104993][bookmark: _Toc299105876][bookmark: _Toc299110399]Ii) Lack of Decision Making
Maternal death analysis indicates that there are no simple answers for maternal deaths. Many interrelated factors contributing to maternal mortality. These include women’s low status, and lack of decision-making power, lack of information among women and their families on the signs of complication, inability to access care when complications arise, lack of resources to reach an appropriate care facility in time and medical service factors such as delaying treatment, lack of blood and errors of judgments. (WHO, 2005)

[bookmark: _Toc299104994][bookmark: _Toc299105877][bookmark: _Toc299110400][bookmark: _Toc435529690]Iii) In adequate Knowledge
Most delivery cases in remote area were conducted at home and managed with unskilled personals also wild wide 84% of deliveries have no skilled attendant. This means 45 million births occurring at home without skilled personal each year. In developing countries skilled personal attendants assist more the 62% of births and in five countries the percentage is less than 20%. (WHO, 2008) The study by Miller (2009) reported that more than half of the deliveries were attended by unskilled people/midwives as about 53% of deliveries in Tanzania are attended by unskilled peoples. While 47% are attended by health care professionals at a dispensary, health centre or hospital more of them in urban area.   

The shortage of skilled staff who attended delivery is not only in rural area it is a worldwide, the current number of skilled attendants is critically insufficient. An estimated 700 000 Midwives are needed worldwide to ensure universal coverage with maternity care, but there is currently a 50% shortfall. In addition, 47,000 doctors with obstetric skills are required, particularly in rural areas worldwide 4.3 million health workers are lacking. (WHO, 2006)

i) [bookmark: _Toc299104995][bookmark: _Toc299105878][bookmark: _Toc299110401][bookmark: _Toc435529691]Consequences of Unskilled Personnel
Utilization of unskilled personal e.g. TBAs in delivering services can increase the new HIV infection of the mother, every year a million women in the world infected with HIV deliver babies without professional help. (Decoct KM, 2002)  According to Demographic and health survey (DHS) data from 40 countries documented that 50% of neonatal deaths occur after home birth without skilled care attendance also three times higher prenatal mortality then those in a health facility with trained attendants in rural Tanzania, obstetric complication also increased. (Lawn J.Cousess and Zupan 2007).

 Health care workers should strongly encourage all women to give birth at facilities where skilled health care workers can address potential complications and provide care that will reduce the risk or MTCT. Despite efforts to encourage women to give birth in a health care facility, many will deliver outside health institutions under the assistance of a home birth attendant. In the interest of women who choose to give birth at home, pregnant women and home birth attendants can be trained to deliver basic PMTCT interventions. The goal of safer delivery practices for HIV exposed infants in to minimize trauma to the newborn and reduce the time that the newborn exposed to the mother’s blood and body secretions. (Tanzania National PMTCT guidelines, 2007).
ii) [bookmark: _Toc299104996][bookmark: _Toc299105879][bookmark: _Toc299110402]In Adequate Health Care Services
In adequate maternal care lead to increase maternal death also increases infant mortality rate, every year more than 133 million babies are born 90% in low- and middle-income countries. When their mother died the chance of their surviving is meager. Lack of maternal care is causing a large burden of babies’ deaths and disability among infants. (Miller J, 2007) In proper management of detected cases during maternal care can increase maternal mortality rate as estimated in Latin America and the Caribbean 330,000 pregnant women who tested positive for syphilis are not treated when they go for antenatal care. Two thirds of maternal syphilis during pregnancy results is abortion, neonatal death or live births with congenital syphilis. (Schwartz R., Diaz G., Fascinate R., Diaz J., Martell M., Tenzur S. and Ressella. 2010)  

iii) [bookmark: _Toc299104997][bookmark: _Toc299105880][bookmark: _Toc299110403][bookmark: _Toc435529692]Socio-Economic Status
In a developing country maternal death is still challenge as current estimates of maternal mortality ratios in Kenya are at least as high as 560 deaths per 100,000 live births. Given the pervasive poverty and lack of qualify health services in Slum area; the maternal mortality situation in this setting can only be worse. (Abdhala, Ziraba K., Madise N., Mills S., Kyobutungi C. and Ezel A. 2009).

Fees reduces women’s routine use of maternal health services and more importantly keep millions of women not seeking care even when complication arises. Even though formal fees are low or non- existent, there may be informal or other cost that poses significant barriers to women to use of services. These may include transportation costs, drugs and food or lodging for the women’s family members who help care for her in the hospital (Fauven V., Sheratt D. and Bornis L. 2008). Include reduced cost of institutional deliveries, allowing family members to present during institutional deliveries and to preterm cultural rituals whenever possible.(Mugweni E., Ehlers V. and Roos J. 2008). 

iv) [bookmark: _Toc299104998][bookmark: _Toc299105881][bookmark: _Toc299110404][bookmark: _Toc435529693]In Adequate Health Facility
Almost pregnant women attended in antenatal clinic but many of them deliver their baby at home with assisted by unskilled personnel as study shown 80 women attended ante-natal clinics 40 delivered at home. The research result indicate that factors that contributed to the low number of institutional deliveries include institutional deliveries costs including expenses, losing family support and in ability to meet cultural expectations, women’s lack of knowledge about danger signs of pregnancy perceptions of nurses working at the institutions (Abdhala, Ziraba K., Madise N., Mills S., Kyobutungi C. and Ezel A. 2009).

The study conducted in 2008 in Tanzania, 94% of women makes at least one antenatal visit, but only 47% give birth with a skilled attendant. Since 2002 the Tanzania Ministry of Health and Social Welfare (MoHSW) has promoted the four-visit focused ANC approach. Although pregnant women are advised to start attending ANC before the 16th week of gestation, and services are free, more than 80% of pregnant women initiate ANC later than 17 weeks of gestation (Mrisho, 2009)

Micheweni district hospital is the one among the health facility that provides the antenatal services but is the only public health facility that conducts deliveries for the pregnant women in the district. It has been observed that, a total number of 1900 pregnant mothers were attended in antenatal clinic but only 900 were attended in the hospital for the delivery of their babies (MTUHA, 2008).

v) [bookmark: _Toc299104999][bookmark: _Toc299105882][bookmark: _Toc299110405][bookmark: _Toc435529694]Long Distances
The risk of the mother will be increased according low accessibility of health services in term of distances, in Wayai hospital in Bagamoyo just have dispensaries. If (pregnant women) are hemorrhaging they are transferred here but sometimes they died before they leave, sometimes along the way it happens. In rural area it is an average of 5 to 10 kilometers for someone to walk to the nearest health facility. (Genia R, 2009).

The scarcity of vehicles especially in remote areas and poor road conditions can make it extremely difficult for women to reach the health facility. Walking is primarily mode of transportation even when the women are in labour (Felso J., Alex E. and Hider H, 2009). Many obstetric and neonatal emergencies are directly linked care. While most Tanzania live within walking distance to a health facility, many peripheral facility are not equipped to handle even normal childbirth, or do not have staff available 24 hours per day as most hospitals do. 

Women in labour are typically transported to a health facility by means of bicycle, or Motorcycles, as very few families are able to afford a hire car. When complications occur at a lower level health facility, prompt referral to higher level facility is required just 40% of facilities have a system of emergency transportation, to refer mothers and babies with complications (United Republic of Tanzania 2009).
Many obstetric and neonatal emergencies are directly linked care. While most Tanzania live within walking distance to a health facility, many peripheral facility are not equipped to handle even normal childbirth, or do not have staff available 24 hours per day as most hospitals do. Women in labour are typically transported to a health facility by means of bicycle, or Motorcycles, as very few families are able to afford a hire car. When complications occur at a lower level health facility, prompt referral to higher level facility is required just 40% of facilities have a system of emergency transportation, to refer mothers and babies with complications. (Mbuyita S. 2009).

vi) [bookmark: _Toc299105000][bookmark: _Toc299105883][bookmark: _Toc299110406][bookmark: _Toc435529695] Negative Attitudes Towards Of Hospital Delivery
Regarding ethical issues most women would agree that they give birth. Just as every woman is unique, every baby is unique and every birth experiences is unique. Some feel the comfortable giving birth in a hospital with an OB some feel comfortable birthing with a family practitioner or midwife in a birthing centre. All of these are option are safe choices. (AMA, 2008). 

Traditional birth attendants still conduct delivery at home in many area of Tanzania as shown: 81% of pregnant mothers in the Bariadi District, exercises home delivery from the assistance of TBAs. Study done by one of the women Dignity an NGO in Shinyanga Region “Utu mwanamke” collaboration with Journalists expresses that only 19% of pregnant mothers within Bariadi Districts were being delivering in the hospital and PHCUs. This contributed with long distance to the hospitals and PHCUs, lack of PHCUs, absolute poverty as well as negative attitude to the community. 
According to the reproductive health district centre is that in that district these 68 Traditional birth attendants (TBA’s) who attending home delivery services. (Bahari S, 2010). More than half Zanzibar’s mothers deliver their children at home without access to medical help at health facilities. Maternal mortality was estimated at 377 per 100,000 live births. According to the UN Population Fund (UNFPA), about half of a million women died every year in childbirth worldwide. 

In Tanzania, approximately 8,000 women died every year due to pregnancy and childbirth and 57 percent deliver at home.Maternal mortality in Zanzibar was mainly a result of severe bleeding during and after delivery and eclampsia, exaggerated by inadequate skilled attendants, negative attitude among staff and lack of facilities in primary healthcare units (Waziri H, 2009). 

[bookmark: _Toc435529696]1.12.4 Constrains and Challenges
Both Zanzibar and Mainland have enacted policies concerning gender equity and women’s Development (2001 and 2000). The main objectives of the policies are guidance on gender mainstreaming through all sectors with special attention being given to women’s ownership of Property and participation in decision making. Constitutionally, women should make up no less than 50 percent of members of the Tanzanian Parliament and the Zanzibar House of Representatives. There have been successes in this regard, in Local Government have a special seats reserved for women representatives. These factors and the lack of decision-making regarding reproductive health as well as the lack of adequate facilities contribute to high levels of home based deliveries.
a) The health system in area remains weak and cannot adequately respond to the health needs of its people in particular that of mothers and newborns. The health system is characterized10by inadequate number of skilled health workers, lack of needed equipment, dilapidated facilities and a poor referral system due to lack of transportation and communication system  .In Zanzibar 6 of the 16 second line dispensaries don’t have adequate facilities to provide MCH services. It is also estimated that 25 of the 126 posts for clinical officers and 700 of the 1,128 of core medical posts at the primary level in Zanzibar is filled.

Challenges in Accessing Quality Care; Data from TDHS (2004/05) revealed that the major barriers perceived by women in accessing deliveryhealth services include lack of money (40%), long distance to health facility (38%), lack of transport (37%), and unfriendly services (14%). The high rate of home deliveries is also attributable to a malfunctioning referral system, inadequate capacity of health facilities in terms of available space, skilled attendants and commodities, and other socio-cultural aspects affecting the pregnant women. Additional factors include gender inequalities in decision-making and access to resources at household-level. 

b) In conclusion, the direct causes and problems associated with maternal death have already been identified and solutions have been proposed. However, the main issue is how to apply the solutions taking into account the socio-cultural, political and economic realities and inherent constraints. The majority of women in Tanzania still deliver at home with no skilled attendant, but even with those who deliver in the health care facilities, the quality of care is questionable. 
Scaling up of effective initiatives aimed at reducing maternal death is the key to achieving Millennium Development Goals. However, insufficient resources, and other associated socio-economic and cultural factors preventing an effective scale-up of the interventions are major causes for concern. Upgrading health workers skills especially staff of lower cadre who are the most common service providers at lower level facilities in the rural areas. 

c) This will involve supporting more training to assistant medical officers and clinical officers to provide EmOC services in rural areas were medical doctors are unavailable. There is need to ensure skilled delivery especially in lower level facilities in rural areas by providing adequate supplies. Evenly distribution of skilled health workers among districts and provision of motivation packages to attract and retain health worker to stay and continue working in rural areas is equally important.

d)Women empowerment and community participation despite various efforts done in the country by the government and development partners, maternal mortality ratio in Tanzania has remained very high in the past 10 years and is beyond halfway to reach the MDG target of 133. A number of challenges still prevail as follows.

e) Accessibility to maternal health care services is still inadequate particularly in rural and underserved areas. Available reports show that only 51 per cent of pregnant women are attended by skilled providers during delivery. Furthermore, emergency obstetric care (EMOC) service is available in 64.5 per cent of health facilities. Poor utilization of Post-natal check-up of less than 30 per cent increases the risk of maternal death since most of these deaths are happening during the first 24 hours to seven days. 

f) Inadequate infrastructure, poor communication and transport between health facilities and district hospital, inadequate number of skilled personnel and irregular supplies of essential drugs and equipment make the accessibility of this important intervention not possible to a greater number of women. Despite a high knowledge of family planning among women of reproductive age, only 27 per cent of them use family planning method (TDHS, 2010). Use of family planning has shown to significantly reduce maternal mortality (UNFPA & PATH 2008), since it minimizes the chances of getting unplanned pregnancy which increases risk of unsafe abortion.

More than 94 per cent of women attend antenatal care (ANC) in health facilities at least once but only 47 per cent deliver in these facilities. Even those delivering in health facilities not all receive skilled attendance at birth. Of the 53 per cent of births that occur outside the health facilities 31 per cent are attended by relatives, 19 per cent by traditional births attendants (TBA) while 3 per cent have no assistance at all (TDHS, 2005). This indicates that there are factors that impede these women delivering in the health facilities. It is now agreed that skilled attendance at delivery and timely access to quality EmOC when a complication occurs, are the best ways to avoid deaths and morbidities in women.

Some authors support to continue using trained TBAs in areas where home births are common, maternal and neonatal mortality remains high and the shift to skilled attendance at delivery is a distant reality. Low awareness of danger signs of obstetric complication may be one of the contributing factors for delay or not seeking care when a complication occur thus contributing to the high maternal mortality. Studies in Tanzania show that most women are not aware of danger signs of obstetric complications 

g) inadequate quality of health services provided by the health care system in Tanzania has been cited as among the reasons for maternal deaths in a study carried out in Dar es Salaam city. Surprisingly, the majority of the deaths occurred among women who had contacted modern health care system and spent reasonable time receiving treatment.

[bookmark: _Toc435529697]1.12.4.1What should be done to Mitigate the Problem?
Maternal health care services should focus on ensuring there is continuum of care through strengthening the health system and provision of good quality of health care in a well organized referral health system from community level to high facility levels. Addressing the rural–urban differences should be a priority in order to ensure EmOC services are available up to the peripheral health facility levels. It is important to ensure that health facilities are well equipped with required mix of skilled personnel, essential drugs and simple standard equipment with availability of reliable transport to attend emergency services in case there is a need for referral to high level facilities. 

Specific strategies should be in place to empower women, men and community members at large which are complemented with adequate health information for them to make informed decision of issues affecting health and family. The government budget allocation cannot meet the need of the health system; therefore there is a need for resource mobilization within the country, to fill in the gaps rather than depending largely on donor funding support which are not sustainable. Government support and leadership commitment, strong public-private partnership in health service delivery, sharing of best practices experiences, and an organized monitoring and evaluation system backed up with a well functioning health information system can help to facilitate improvement of delivery of quality maternal health care services.

In addition, linkages, from the communities, local dispensaries and health centers to first referral hospitals that are adequately equipped, need to be developed and sustained. In early 20th century, developed countries decreased their maternal mortality through increasing professional midwifery care at delivery and access to effective hospital treatments. There is need for the government to support socio-economic women empowerment programmed so that women can take decision affecting their health and the family at large including decision to access to quality health care. 

This can be done by proving women with education, entrepreneur skills and facilitate access to financial capital and assistance for self-reliance activities. Community participation and involvement in health care services should be encouraged and strengthened. This can be done by capacitating village health committees to play their role to monitoring health indicators in their communities and demand for government and other health actor’s support towards health issues facing the particular community. Advocacy should focus to male partner involvement in reproductive health services.  
1.13 [bookmark: _Toc435529698]Chapter Conclusion
Maternal Health Services in Micheweni district are provided mainly by government health facility. The nearest health Centre is more about Five kilometers (5Km) away from the village. Almost all women in Micheweni know about Traditional Birth Attendants .More than 60% of deliveries that take place at home are conducted by TBA’s followed by mothers and grandmother. Taboo and traditional practices exist among women in the area and cause women diverge from the road to maternal health. This study has shown that majority of women continue to delivery outside the hospital setting without skilled births attendants. Such home deliveries take these women on the road to maternal death. Therefore appropriate interventions have to be initiated to counteract these factors, which contribute to home delivery and its consequences in Micheweni district

The factors contributing to increase high rate of home delivery among women in reproductive age at Micheweni district Pemba are many and need to be taken into consideration. The most critical ones that complaints to main people during the study are low economic status lead to unaffordable of hospital expenses together with transportation of delivery mother from community level to referral hospital/health facilities, poor quality of care especially in delivery services including shortage of staffs and equipments concerning with delivery, these among mother key factors leading to low utilization of health facility delivery.          

Even though most of women deliver at home but also more preferable place is hospital, but they perceived that some barrier provided by other health staffs who provides delivery services like bad language and poor approach to delivery mothers also highly discussed to reduce utilization of health facility’s delivery.  Availability of TBA’s at community area provide a big contribution of home delivery they are very experienced, accepted, active, cheap, easily reached and  worked more than five years each. They prohibited conducting delivery at home still stay alive.

On a side of administration on job training, supportive supervision, community sensitization, equipments distribution, and staffing are not well arranged it make low quality of care to health facility delivery. There for in order to minimize or eliminate this problem possible and immediate measures should be taken by authorities and community itself to undertake the problem.






[bookmark: _Toc435529699]
CHAPTER TWO
[bookmark: _Toc435529700]2.0 PROBLEM IDENTIFICATION
[bookmark: _Toc435529701]2.1 Background to Research Problem
Participatory assessments as discussed in chapter one gave an overview of Micheweni community health workers   building problem. Health care has been a priority concern for every human being, family, society and Government, worldwide from time immemorial. Health care issues have even   been used for political coverage be regimes at the hellion of authority. It is therefore a common practice for every government to come up with its own health policy guided by its party value/ principles. Health care delivery is fundamental for life and education.

The community based stakeholders include the different committees that exist in the village such as the Sheha’s committee, the health committee, fishing’ committee, etc. Each of the communities also selected a group of elders and a group of young /students to take part in the planning exercise. Overall women were well represented in the different committees ensuring gender equality in the planning process. In Micheweni there is an NGO called Micheweni Constituency Development Organization (MICDO) that has been very active in the villages in this area, assisting with seaweed planting projects etc and they have established committees in both villages. All of these groups/ committees contributed to the planning process by identifying issues / weakness, opportunities and alternative livelihood options.

[bookmark: _Toc435529702]2.2 The Problem Statement
[bookmark: _Toc435529703]2.2.1 Maternal Mortality
World Health Organization (WHO) through the International Classification of Diseases (ICD)  defined Maternal  death as the  “Death  of woman occurring during pregnancy, child birth  or within 42 days  of termination of the pregnancy from any cause related  to or  aggravated  by the pregnancy or its management, irrespective the gestational age site of the pregnancy, but not from incidental  or incidental  causes.

The Ministry of Health through its Reproductive and Child Health (RCH) in Zanzibar has been long striving to reduce the persistently high maternal mortality. To address this problem the RCH program can  up with  a focused strategic  plan commonly known  as “ The Roadmap – to accelerate the Reduction  of Maternal Mortality’’ Through the implementation  of the roadmap, one amongst the target  was to reduce home deliveries which are thought to be the leading causes of maternal death since the delivering mothers are under the support of unskilled  local persons with  no equipment to support  any type of delivery that will face complications. Under its auspices, UNFPA, WHO, UNICEF, EU provided a number of supports including training of doctors, supply of drugs and equipment and construction   and renovation of health facilities to conduct delivery services at district level.

Another important intervention was an intensive obstetric course offered as a crush program to clinicians and nurse midwives working in Maternity wards which was conducted in December 2011 under the support of USAID. The course had objectives of building competency and confidence to staff of the maternity to manage complications and be confident to save lives of delivering mothers. The first group of ALSO instructors for the region was trained in Zanzibar. Since then, over 11 courses have been conducted, teaching over 334 maternity care professionals.( ALSO stands for ‘Advanced  Life Support in Obstetrics’

[bookmark: _Toc435529704]2.2.2 Project Proposal Goal and its Main Objectives 
The project goal is to improve the health and well-being of Community and the project main objective is to proposed to construct a new houses and incinerator building at Micheweni district Hospital and thereby accelerate the reduction of maternal deaths and improve the health status of the community especially the pregnancy mothers and Children in  Micheweni area.

[bookmark: _Toc435529705]2.2.3 Specific Objectives 
After the successful construction of the houses and incinerator to the scale- up of the maternal and child health services will have the following specific objectives:
i. To ensure safe  motherhood  and thereby reduce maternal and child mortality
ii. To provide antenatal and postnatal care
iii. To disseminate family planning education to the local population
iv. To educate and improve the nutritional status of mothers and children
v. To encourage circumcision of children by certified personnel 
vi. To check the spread of HIV/AIDS.

[bookmark: _Toc435529706]2.3 Project Stakeholders 
Stakeholders are individuals or organization s who, directly, stands to gain or lose from the project. Ministry of Health operates and maintenance services. Other actors, such as the Micheweni    district council and Micheweni Constituency Development Organization (MICDO), Community Base Organizations play a role in decision making and providing access to health services delivery for Micheweni villagers.  According to the project for improvement of maternal health services in Micheweni district, the project stakeholders are defined as any person, group or institution that has interest in the project activities. This definition includes intended beneficiaries and intermediaries, winners and losers, and those involved or excluded from decision-making processes. The project stakeholders are thus divided into two very broad groups: 
i. Primary stakeholders: those who are ultimately affected favourably or are adversely affected by the project intervention; 
ii. Secondary stakeholders: those with some intermediary role. In our project these might include local Government, pharmacies and health service providers. 

Participation of primary stakeholders is essential in these projects which are expected to have a direct positive impact on defined groups of people. Stakeholder participation is a process whereby stakeholders - those with rights (and therefore responsibilities) and/or interests - play an active role in decision-making and in the consequent activities which affect them. 

[bookmark: _Toc435529707]2.3.1 Stakeholders Analysis 
Stakeholder Analysis is a vital tool for identifying those people, groups and organizations that have significant and legitimate interests in specific project issues. Clear understanding of the potential roles and contributions of the many different stakeholders is a fundamental prerequisite for a successful participatory project planning and implementation. To ensure a balanced representation, the analysis should examine and identify stakeholders across a number of different dimensions. For example, the analysis should separately identify relevant groups and interests within the public sector, within the private sector, and within social and community organizations. 

In addition, the analysis can seek out potential stakeholders to ensure proper representation in relation to gender, ethnicity, poverty, or other locally relevant criterion. Cutting across these categories, the analysis can also look at stakeholders in terms of their information, expertise and resources applicable to the issue. However, stakeholder analysis by itself only identifies potentially relevant stakeholders - it does not ensure that they will become active and meaningful participants. Other measures to generate interest and sustain commitment will therefore be necessary as well.

[bookmark: _Toc435529708]2.3.2 Why do we Conduct Stakeholder's Analysis? 
i. Identifying and defining the characteristics of key project stakeholders; 
ii. Assessing the manner in which they might affect or be affected by the program/project outcome.
iii. Understanding the relations between the project stakeholders, including an assessment of the real or potential conflicts of interest and expectation between stakeholders; 
iv. Assessing the capacity of different stakeholders to participate.

[bookmark: _Toc435529709]2.3.3 Primary and Secondary Stakeholders in Micheweni Constituency Development Organization (MICDO)
MICDO is one of the largest NGOs in Micheweni.  Its objectives are: 
i. Structural poverty alleviation; 
ii. Improvement in women's status; 
iii. Increasing people's participation in development activities, 
iv.  Increasing   people’s capacity to gain and exercise democratic and human rights and improvement in education. 

These objectives are to be achieved through a broad range of programmes in education and training leading to income and employment generation, health education, building of health and education infrastructure. Micheweni Constituency Development Organization is a Primary Stakeholders are poor people in the village who are already members or potential members. People vary in the level and type of their poverty. 

MICDO members are drawn from the ranks of marginal peasant households and urban slum dwellers, as well as from landless households. In all these categories, women's poverty is greater. MICDO addresses this heterogeneity (and therefore possible conflicts of interest) among the primary stakeholders by establishing separate groups, based on gender, occupation and economic status. Managed through project design. This analysis has contributed to the process of deciding how the key stakeholders were included in the project Below is the matrix for classification of stakeholders identified according to their relative influence and important.

[bookmark: _Toc435529710]2.4 Responsible Authority for Activities
The Micheweni Constituency Development Organization (MICDO) will directly be responsible for the Management, operation, and maintenance of health services delivery. This project is useful for the community, and the Operating Team of the project will be composed all members of planning and Finance Committee of the MICDO.

[bookmark: _Toc435529711]Table 2.1: Project Stakeholders Analysis
	Stake Holder’
	Participation
	Evaluation/ 
	Impact Of Participation
	Rate
	Plan

	NG’O LEADERS
	Participate in problem design, planning for monitoring and Evaluation
	High
	Positive impact led to writing problem statement
	-

1
	Plan to involve them actively throughout the project period

	Local Government officers
	Participate in mobilizing people in the community
	Medium
	Positive impact community were high encourage and they are willing to participate in the project
	


2
	Share responsibility with NGO leaders to mobilize and raise awareness of the Community 

	NGO- members
	Participate in Need assessment and define the Community problem. Participate in planning  of the project
	

High
	Positive impact, identify list of needs and prioritize major problem for action
	



1
	Encourage to provide self help and support the project

	Community members 
	Assist in the identification of needs and information and major problems. Also participating in contraction of the facilities
	

Medium
	Positive impact
	2
	To involve them at all level of project 

	Central Government
	Collaborating partners in the Management of the Health Service Building
	Medium
	Positive
	2
	To involve in the authorization and official  approval participate

	Local Government
	Bureaucratic Coordinating agency to the Government
	Medium
	Positive
	2
	To link with NGO  and Central Gov’t provide support Conduct awareness training

	The Women
	Despite being major beneficiaries, participate in training
	High
	Positive
	1
	Arrange a special training on maternal health

	Traditional Birth attendant
	Participate in training change agent to the Community
	Low 
	Negative
	3
	Training on better health delivery

	Contractor
	Building to the proposed Health Service Building
	Medium
	Positive
	2
	Enhance collaboration

	Collaborating NGOs
	Assist in Mobilizing community in the Village
	Low
	Positive
	3
	Contract with them to take part  in mobilizing Community

	Health
	Participate in service provision
	 High
	Positive
	1
	Training for better  service delivery



[bookmark: _Toc435529712]
2.5 Organization Structure
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[bookmark: _Toc435529713]Figure 2.1: Organisation Structure of Michweweni Constituency Development Organisation (MICDO)

The Figure 2.1 shows Organizational structure of Micheweni Constituency Development Organization. The overarching purpose of the Executive Committee is providing leadership and vision of the overall management of the health care. The management   team (which consists of an of Operation Manager, Accountant, Cashier, Civil Engineer, Health Planner, and technicians) is hired by the Executive Committee for day to day operations of the project. This includes operating and maintaining the infrastructure as well as keeping accurate financial record.

[bookmark: _Toc435529714]2.5.1 SWOT analysis
SWOT analysis (Strength, weaknesses, Opportunities and Threats) is used to analyze the internal strengths and weakness of an organization and the external opportunities and threats that it faces. It can be used either as a tool for general analysis, or to look at how an organization   might address a specific problem or challenge. The quality of information derived from using this tool depends on who is involved and how the process is managed.

[bookmark: _Toc435529715]Table 2.2: SWOT Analyses
	STRENGTH
	WEAKNESS

	The  availability of committed and professional  management
	Currently inadequate enough health service delivery due to the increased population

	Health regulation  used to provide better health in the village
	Due  to lack of health education  awareness
In the village  is one obstacle for provide health care

	The organization educates the community on the value of health  as precious resource and maintenance
	Communities still practice the traditional cultural   norms.

	Opportunities 
	Threats

	Introduction of  improving the  health Services Delivery project
	Most people are not being aware to use the hospital health care services. We need health education to know important of health in your life.



[bookmark: _Toc435529716]2.5.2 The role of Micheweni Constituency Development Organization (MICDO)
i. To work closely with the residents in order to assist in the dialogue and training activities in identification of their priority problems, and thus enhance their planning, implementation, and monitoring capacities, in relation to social and environmental services and infrastructure provision.
ii. To promote the use of demand driven participatory design procedures and affordable standards for infrastructure so as to strength the sense of ownership of project activities.

[bookmark: _Toc435529717]2.6 Summary 
The   participatory approach was used in the design and implementation of the health service project so as to permit better social service development of the community in general,. The project will provide health care services delivery for all resident living around the project area


[bookmark: _Toc299110396]


[bookmark: _Toc435529718]CHAPTER   THREE     
[bookmark: _Toc435529719]3.0 LITERATURE REVIEW
[bookmark: _Toc435529720]3.1 Introduction
[bookmark: _Toc435529721]The   Literature review is intended to increase the likelihood that the study enhances the knowledge base to allow the researcher to acquire a thorough knowledge of the area and thus better design the study. In addition, literature review places the study in its context within the field. Participatory assessment done in Micheweni, identified that among of problems is inadequate of health service facilities is the critical problem and in order to overcome the problem of heath service facilities to the villagers.

3.2 [bookmark: _Toc435529722]Theoretical  Literature
[bookmark: _Toc435529723]This section review how the problem was identified, the existence of the problem, the magnitude of the problem and benefits of the solving the problem. Maternal deaths are defined as deaths that occurred during pregnancy, childbirth, or within two months after the birth or termination of a pregnancy. The estimations of maternal mortality are therefore based solely on the timing of death in relationship to pregnancy. This time-dependent definition includes all death occurred during pregnancy and two months after pregnancy, even if the death was due to non-maternal cause. 

[bookmark: _Toc435529724]However, this definition is unlikely to results in over reporting of maternal deaths because most deaths to women during the two months period are due to maternal causes, and maternal deaths are more likely to be under reported than over reported.
The Maternal Mortality Ratio is a measure of the risk of death once a woman has become pregnant. A more dramatic assessment of risk that takes into account both the probability of becoming pregnant and the probability of dying as a result of that pregnancy cumulated across a woman's reproductive years is the lifetime risk of maternal death. (WHO 2003) To estimates maternal mortality two Research methods are generally used in developing countries, the sisterhood method (Graham at al., 1989) and a direct variant of the sisterhood method (Rotenberg and Sullivan, 1991). 

Age - specific mortality rates are calculated by dividing the number of maternal deaths by women interviewed in the Research. The estimates of age specific mortality rate normally display a reasonable pattern, being generally higher during the peak childbearing ages than at the younger and older age households although sometimes there might be a slight fluctuation at the old ages especially for the rural community where child bearing ages are extended. Thus, the age specific pattern should be interpreted with caution. 

Maternal mortality is a problem in developing countries especially Sub Saharan Africa. A woman dies from complications during childbirth every minute - about 529,000 each year, the vast majority of them in developing countries. A woman in sub-Saharan Africa has a 1 in 16 chance of dying in pregnancy or childbirth, compared to a 1 in 4,000 risk in a developing country - the largest difference between poor and rich countries of any health indicator. (WHO, UNICEF and UNFPA 2001)

The direct causes of maternal deaths are haemorrhage, infection, obstructed labour, hypertension disorders in pregnancy, and complications of unsafe abortion. There are birth-related disabilities that affect many more women and go untreated like injuries to the pelvic muscles, organs or the spinal cord. At least 20% of the burden of disease in children below the age of 5 is related to poor maternal health and nutrition, as well as quality of care at delivery and during the newborn period. And yearly 8 million babies die before or during delivery or in the first week of life. Further, many children are tragically left motherless each year. These children are 10 times more likely to die within two years of their mothers' death. (WHO, UNICEF and UNFPA 2001).

Malaria is mentioned by UNICEF to be another risk to expectant women, which can lead to anaemia and so increase the risk for maternal and infant mortality and developmental problems for babies. Nutritional deficiencies contribute to low birth weight and birth defects as well. HIV infection is an increasing threat. Mother-to-child transmission of HIV in low-resource settings, especially in those countries where infection in adults is continuing to grow or has stabilized at very high levels, continues to be a major problem, with up to 45 per cent of HIV-infected mothers transmitting infection to their children. Further, HIV is becoming a major cause of maternal mortality in highly affected countries in Southern Africa. (WHO, UNICEF and UNFPA 2001).

Also WHO, UNICEF and UNFPA, in Maternal Mortality report in 2004 says that poor pre- natal and ante- natal care in developing countries are among the sources of high maternal mortality. Out of 100 women aged 15-40, on the average 30 do not have antenatal care - but regional disparities range from 46 in South Asia to 34 in sub-Saharan Africa. The results of this deficiency include untreated hypertensive disorders leading to death and disability, or unmarked mal- or sub-nutrition. Iron deficiency anaemia among pregnant women is associated with some 111,000 maternal deaths each year. Some 17 per cent of infants in developing countries had low birth weight in 2003, and these babies are 20 times more likely to die in infancy.

 Malaria, tetanus, a bacterial disease that's a result of unhygienic and unsafe childbirth delivery practices, killed 200,000 newborns and 30,000 mothers in 2001 alone. Majority of these deaths and disabilities are preventable, but they occur because there is insufficient care during pregnancy and delivery. About 15 per cent of pregnancies and childbirths need emergency obstetric care because of complications that are difficult to predict. 

On the basis of the present exercise, the estimated number of maternal deaths in 2000 for the world was 529,000 (Table 3). These deaths were almost equally divided between Africa (251,000) and Asia (253,000), with about 4 per cent (22,000) occurring in Latin America and the Caribbean, and less than one per cent (2,500) in the more developed regions of the world. In terms of the Maternal Mortality Ratio (MMR), the world figure is estimated to be 400 per 100,000 live births. By region, the MMR was highest in Africa (830), followed by Asia (330), Oceania (240), Latin America and the Caribbean (190), and the developed countries (20). 

The country with the highest estimated number of maternal deaths is India (136,000), followed by Nigeria (37,000), Pakistan (26,000), Democratic Republic of Congo and Ethiopia (24,000 each), the United Republic of Tanzania (21,000), Afghanistan (20,000), Angola, China, Kenya (11,000 each), Indonesia and Uganda (10,000 each). These 13 countries account for 67 per cent of all maternal deaths. However, the number of maternal deaths is the product of the total number of births and obstetric risk per birth, described by the MMR. On a risk per birth basis, the list looks rather different. With the sole exception of Afghanistan, the countries with the highest MMRs are in Africa. The highest MMRs of 1,000 or greater are, in rank order, Sierra Leone (2,000), Afghanistan (1,900), Malawi (1,800), Angola (1,700), Niger (1,600), the United Republic of Tanzania (1,500), Rwanda (1,400), Mali (1,200), Somalia, Zimbabwe, Chad, Central African  Republic, Guinea Bissau (1,100 each), Kenya, Mozambique, Burkina Faso, Burundi, and Mauritania (1,000 each). 

[bookmark: _Toc435529725]Table 3.1: Maternal Mortality Estimates by United Nations MDG Regions 2000
	[bookmark: _Toc435529726]Region
	[bookmark: _Toc435529727]Maternal Mortality(Maternal
[bookmark: _Toc435529728]Death Per 100,000
[bookmark: _Toc435529729]Live Births)
	[bookmark: _Toc435529730]Number Of Maternal
[bookmark: _Toc435529731]Deaths
	[bookmark: _Toc435529732]Life Time Risk Of Maternal Death,1in,

	[bookmark: _Toc435529733]WORLD TOTAL
[bookmark: _Toc435529734]DEVELOPED REGIONS
	[bookmark: _Toc435529735]                                         400
[bookmark: _Toc435529736]                                           20

	[bookmark: _Toc435529737]          529,000
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A proper recording of maternal services from peripheral bases can provide a real picture of activity done either formally or informally and provide wide range of detecting problem relating with maternal morbidity and mortality issues, however the use of data and information for programming and decision making at the local level still remains a challenge. In our country still is a problem to get information from both side formal and informal report as many countries face that problem but working hard to improve their routine and non-routine health information systems including the information related to maternal and new born will lead to proper management of these problems.

Health information is the starting point of any intervention to reduce maternal mortality.  (Dr. Islam Q, 2010). Many women died in Tanzania due to pregnancy-related causes each year it is estimated that between 8,000 and 13,000 women died due to the use of different methodologies. It is difficult to accurately determine trends in maternal mortality. However, Tanzania clearly remains among the ten countries with the highest number of maternal deaths in Africa. (Law J. & Ker berk.  2009).

[bookmark: _Toc435529788]3.3 Empirical Literature 
UNICEF had set a goal to reduce Maternal Mortality Rate (MMR) by half between 1990 and the year 2000. When the assessment was done in the year 2001, the result revealed the facts that skilled care at delivery has increased across all developing regions. However, in some countries, especially in sub-Saharan Africa as a whole, where Maternal Mortality is highest, delivery care has not improved significantly. (UNICEF 2001) In the assessment done for the United Nation Development Assistance Framework (UNDAF) on achievement under the MDGs declared that, income poverty remain significantly high particularly in rural Tanzania, livelihood opportunities for young people’s are seriously constrained 'there is no indication of improvements of maternal mortality over the last decade and enrolment in secondary education remains one of the lowest in sub Sahara Africa. (UN system in Tanzania March, 2006) 

Research shows the single most important intervention for safe motherhood is to make sure that a trained provider with midwifery skills is present at every birth that transport, UNICEF works with the United Nations Population Fund (UNFPA), the World Health Organization (WHO) and other partners in countries with high maternal mortality in a well-defined supporting role as part of an emerging global partnership for maternal, newborn and child health. (WHO, UNICEF, UNFPA 2001) 

Also AMMP surveillance Research was conducted in a low-income and in a middle-income section of the city of Dar es Salaam, which is part of a region ranked by the Tanzanian government among the 50% most deprived in Tanzania (i.e., Morogoro Rural District in Morogoro Region), and in part of a region ranked as one of the 15% least deprived (i.e., Hai District in Kilimanjaro Region) to asses this problem. These areas were selected to compare urban with rural conditions and high-income with low-income conditions. 

Population denominators were determined by semi-annual census rounds in Dar es Salaam and annual census rounds in Morogoro Rural and Hai. Mortality monitoring was conducted by trained volunteers who reported deaths to a team of supervisors. Supervisors then conducted "verbal autopsy" interviews with the decedents1 relatives and caretakers to determine the cause of death. Family and caretakers were used as sources to determine cause of death because up to 80% of deaths occur outside health facilities and most deaths are not medically certified. 

The interviews usually occurred within a month of a supervisor's receipt of the death report. The high mortality reported from these three areas highlights the need to establish a health services as a priority in Tanzania. For many of the important causes of death, and Inexpensive preventive or treatment measures are available, including condoms, insecticide-treated bed nets, and oral dehydration therapy for acute diarrhoea, treatment for hypertension, directly observed therapy for TB, improved nutrition, and access to clean water. MOH has used these data to design a National Essential Health Package, a minimum standard of care that all districts in Tanzania were expected to provide by 2010. (Poverty and welfare monitoring indicators 1999) 

As per Adult Morbidity and Mortality Research, 1997, in 1995 the study of Maternal Mortality in East Africa: Magnitude, Causes, Risk Factors, and preventability were conducted. The main purpose of this study was to prevent maternal deaths by adding to the knowledge and visibility of reproductive and women's health issues in East Africa; assisting aid agencies to determine the need for resources for reproductive health programs; and guiding programs for reproductive health in these countries. This study was conducted in all three countries with various urban to rural settings. 

Findings indicate that maternal mortality overall was very high (1600-2200 per 100,000 live births)-one of the highest in the world. In addition, the highest ever recorded risks of maternal mortality were found in most remote rural site. Access to appropriate health care was very difficult and most maternal deaths (80%) were determined to be preventable. Also in 2001, an Assessment of Reproductive Health Issues among DRC, Burundi and Rwanda Refugees Living in Tanzania was done. Five hundred forty-nine women of reproductive age were interviewed from three refugee camps Kigoma in 2001. 

The findings from this Research are intended to inform health managers who are making reproductive health program decisions. The Research covered the unmet need for family planning; knowledge, attitudes, and practices regarding HIV/AIDS; and estimated of the prevalence and magnitude of physical and sexual violence. The preliminary findings from this study indicated that 13% of refugee women have an unmet need for family planning; 87% of the women had knowledge of HIV/AIDS; and 30% of them have experienced violence 20% domestic violence and 10% violence by another perpetrator. (Outlook for survivors of childhood in sub-Saharan Africa, 2003) 

CDC and Relief International, Azerbaijan conducted a study among the refugee population in 2001 to document the association between abortion and subsequent pelvic inflammatory disease; estimate the proportion of women who receive abortions with no prior pregnancy testing; estimate the proportion of women with unintended pregnancy; estimate the proportion of women with bacterial and viral sexually-transmitted diseases (STDs); evaluate the current syndromes management approach, rapid and standard lab tests for STDs among women; evaluate the acceptability of pregnancy testing; and recommend measures for improving reproductive health. More than 700 interviews were conducted and preliminary results were presented at the first ever reproductive health conference in Baku, Azerbaijan on October 10, 1999. 

Findings suggest that the proportion of women with bacterial virgins (BV) and trichinous high (88.2% and 27.5%) respectively). Thirty-six percent of the women thought that they could get AIDS from a public bathroom, indicating an urgent need for HIV education. Abortion is common in Azerbaijan, with more than 67% of women aged 15-44 reporting at least one. (Azerbaijan Reproductive Health Study, 2001) An Evaluation of Poor Pregnancy Outcomes among Burundian Refugees in Tanzania of 1997-98 revealed that Poor pregnancy outcomes are common in refugee and IDP mortality rates. 

This study is one of the first reports that describes pregnancy outcomes among refugee women and documents the contribution of reproductive health-related mortality to overall mortality in a refugee camp. Neonatal and maternal deaths accounted for 16% of all deaths during the period studied. In the assessment done for the United Nation Development Assistance Framework (UNDAF) on achievement under the MDGs declared that, income poverty remain significantly high particularly in rural Tanzania, livelihood opportunities for young people’s are seriously constrained 'there is no indication of improvements of maternal mortality over the last decade and enrolment in secondary education remains one of the lowest in sub Saharan Africa. (UN system in Tanzania March, 2006) 

Greater policy attention needs to place on 'Goal number 5' improving maternal health. Promoting maternal health and reducing maternal mortality seems to be the MDG most resistant to change as Tanzania has one of the highest mortality rates in the world. Recent demographic health Research (DHS) data puts country maternal mortality ratio at 578 per 100,000 live births a nominal increase over the rate registered in 1996 and a long way to MDG target of a three quarter reduced rate by 2015. Current trend indicate that in contrast. 

MDG 5 will not be achieved until year 2150. (UN System in Tanzania March 2006) Participatory Rural Appraisal Research report conducted by TASAF in June 2006 provided a resourceful literature that revealed the fact on the status of the maternal mortality as the leading problem in the village. It indicates that the problem is the concern of majority of the village population since over 70 percent of the villagers who are 18 years of age and over attended the exercise and raised that particular problem. The Research revealed that the major causes of maternal mortality is distance to the maternal health facilities, this was mentioned during the analysis of the factors fuelling maternal mortality in the village (TASAF 2006 PRA Report) 

The evidence we do have shown that, apart from Sub-Saharan Africa, delivery care has improved significantly in all regions, though not all countries have shared equally in improvements. Only 17 per cent of countries are on track to meet their Goals. In developing countries as a whole, the per cent of births attended by a skilled health professional has increased by more than a quarter - that is, from 42 per cent to 53 per cent over the decade. From 1990 to 2000, the percentage of births attended by a medical professional in Asia rose 35 per cent. Unfortunately, in Sub-Saharan Africa where maternal mortality is highest, the levels have improved only 5 per cent. (WHO, UNICEF and UNFPA Report 2001) is close relationship between poverty and level of education with mortality rate? For example in the case of Tanzania, the highly educated region and the well-off are experienced low mortality rate and vice versa. Kilimanjaro region which is considered to be advanced in terms of education and well being of their people, infant mortality rate is 45%. Whereas Lindi and Mtwara region with low education status infant mortality rate is 131, the highest than any other region in Tanzania (Tanzania Socioeconomic Database 2004). 

Maternal mortality in Zanzibar is high. The available data show that maternal mortality in 1998 was 377 per 100,000 live births. The proportion of births attended by skilled personnel increased from 37 percent in 1996 to 51 percent in 2004/2005. This is an indication of the potential for reducing maternal mortality (RGOZ 2007, Zanzibar Strategy for Growth and Reduction of Poverty) See table below: 

[bookmark: _Toc435529789]Table 3.2: Infant, Child and Maternal Mortality
	
	ZANZIBAR
	
	MAINLAND
	

	
	 1996
	 2004/2005
	 1996
	 004/2005

	Infant mortality(per  1000)
	 75.3
	61
	95.7
	 83

	Child mortality(per 1,000)
	34.8
	42
	56.6
	42

	Under 5 Mortality(1,000)
	 07.5(114.3)
	101
	146
	133

	Maternal Mortality (100,000)
	377
	Not available
	529
	578

	Percentage of births attended by health personnel
	 37
	 51
	 36
	 46




[bookmark: _Toc435529790]3.4 Policy Reviews
With regard to the international commitments, regional policies, national policies and programs, reduction of maternal mortality is commitment with the global commitments. This glaring disparity is reflected in a number of global declarations and resolutions. In September 2001, 147 heads of states collectively endorsed Millennium Development Goals. Goal number 4 and 5: To reduce child mortality rate by 2/3 and maternal mortality ratio by .3/4 between 1990 and 2015. Strongly linked to these is Goal 6: To halt or begin to reverse the spread of HIV/AIDS, malaria and other diseases. 

Specific targets details under these two goals includes, reduce by two-thirds, between 1990 and 2015, the under-five mortality rate, access for all individuals of appropriate age to required reproductive health services and reduce by three-quarters, between 1990 and 2015, the maternal mortality ratio and increased proportion of births attended by skilled health personnel. Greater policy attention needs to be placed on 'Goal number 5' improving maternal health. Promoting maternal health and reducing maternal mortality seems to be the MDG most resistant to change as Tanzania has one of the highest mortality rates in the world. (Tanzania Demographic Health Research 2005) 

The health sector policy issued by the Ministry of Health and Social Welfare in Zanzibar provided priority to deal with the diseases that causes majority of deaths among the children of below the age of five years and pregnant women. The policy further directed to initiate special program with activities focusing on the child and maternal mortality, (Ministry of Health and Social welfare Zanzibar, Health Sector Policy, 2000.) Among the major policy objectives is to improve health service delivery and reproductive health education to all. 

Through reproductive health program it is expected that the availability of reproductive health services to both man, women and youths shall have an impacts on reduction of maternal mortality. The vision of the Health Policy (2003) is to improve the health and well being of all Tanzanians with a focus on those most at risk, and encourage the health system to be more responsive to the needs of the people. The Health Sector Strategic Plan (HSSP) for Mainland Tanzania (2003/08) is a broad strategic plan intended to provide an enabling environment for implementing the national health policy. It focuses on the provision of quality health services by devolving direct day-to-day management control to the district and regional authorities. The Mainland HSSP places more emphasis on district health services where most of the essential services are provided close to the communities. 

The Zanzibar Health Sector Reforms Strategic Plan (2002/3-2006/7) aims at improving the health and well-being of the people of Zanzibar with particular attention to women, children and vulnerable groups. The Strategic Plan is designed to ensure provision of preventive, curative and rehabilitative services, with a focus on the reduction of morbidity and mortality from all major causes of ill-health and the disparities therein (URT 2006, Support to maternal mortality reduction project). 
Maternal mortality is a problem exacerbating in developing countries especially sub Sahara Africa. 

Many Researches and reports explained the magnitude of the problem and its causes, in different ways, this Research also looked into them and the result of this Research featured the matching results. All literatures reviewed at the regional and national levels shows that the parameter for maternal mortality is a problem and the magnitude of the problem is huge in sub Sahara Africa, in Tanzania according to the literatures southern regions of Mtwara and Lindi are the culprits of the problem. Down into the island the poorest areas seem to suffer very much despite the fact that parameters are only established by the sample Researches in these areas the maternal rate might be even worse than the national average. 

More and more literatures revealed the facts that maternal mortality is a problem in many developing countries. In Tanzania the problem is even worse and according to the recent Demographic and health Research it is unlikely to meet the millennium development goal on maternal morality. This situation justifies the importance of having significant programs to fight against maternal mortality. The problem was also revealed in many literatures, talking about the situation in Zanzibar. In a small of Micheweni where the study is being undertaken, its physical location and structures are obstruction toward achieving better maternal health and as such it locate the population more at risk of maternal deaths. But a Researcher really felt that most of literatures and measurements on the frequencies and the rate of maternal deaths are taken at the national level this in fact leaves the marginalized population in the villages suffer with this problem but remain concealed since they are not able to attend to the hospitals. 



[bookmark: _Toc435529791]
CHAPTER FOUR
[bookmark: _Toc435529792]4.0 PROJECT IMPLEMENTATION
[bookmark: _Toc435529793]4.1 Introduction	
This section provides both original plan and the actual implementation   and reports what was accomplished. The project was expected to start on, September 2015 an d completed, on August 2016. The community involves from the identification of problem through participatory assessment and through the project cycle. The  need of 	double house Project was the priority of all community members required intervention   “Participation is when communication   process are used  to inform  people, enable them to contribute  their points of view, reach consensus and carry out an agreed change  ‘’ ( Fraser and Rest repo- Estrada,1998)   

[bookmark: _Toc435529794]4.2 Institution Arrangement
4.2.1 Micheweni Constituency Development Organization are responsible for overall oversight for the project management will rest in an Organization Planning and Finance Committee, which is headed by the Secretary, of Micheweni Constituency Development Organization and, comprising Chairman of the Organization; Health Planner, District Medical Officer, District Health Officer, Health Clinic In charge, Civil Engineer, One Village Health Member and Four members of MICDO.

The Committee will meet quarterly to coordinate the committee’s   activities and monitor progress. Similarly at district level a committee chaired by the District Council. The MICDO will play a major role through by involving the community during the whole process of planning, monitoring and evaluation of construction and provision of MCH activities
4.2.1 [bookmark: _Toc435529795]Products  and Outputs
Improving provision of essential health services facilities within the community. It is expected by the end of the project period Doctor Houses Building will constructed and capacity of health worker, traditional birth attendants, child bearing age mothers and the community at large will be enhanced through capacity building program.

[bookmark: _Toc435529796]4.2.2 Health
The World Health Organization (WHO) defined health as “A state of complete physical, mental and social well-being and not merely the absence of disease or infirmity,” Health care has been a priority concern for every human being, family, society and Government worldwide from time immemorial. Health care issues have even been used for political coverage by regimes at the helm of authority. In its therefore a common practice for every government to come up with its own health policy value/and principles.

4.2.3 [bookmark: _Toc435529797]Project Planning
The done before starting the project and includes three steps as follows: Setting objective, planning and organization of action and establishment of controls.

i) Setting Objective
Objective set by defining and agree what is to be accomplished and ensure objectives are specific clear to everybody, measurable, achievable (can be attained), realistic (not too far-fetched), and time- based (attainable within agreed time). Also we agree who will play what role, establishing a shared project vision and agree about time lines (scheduling). Finally as term, we specify how we will know when we are succeeding or failing stage by stage so we can confront failure in a constructive manner.

ii) Plan and Organize Action
This was done by determining the strategies that will be used by the team in order to tackle the job. Tasks and activities that were supposed to be done were analyzed and we agreed on the required resources such as people, time, materials, equipment and authority. People were responsible to allocate the tasks according to skill, capability and experience. This known as staffing plan which included match position to program responsibility, prepare staff job description, define supervisory roles and identify  staff training needs.

iii) Establish Control
We put clear to every member the standards of performance expected and measures to ensure compliance with agreed standards put in place by the community. We agreed to controls milestones and exist points that will be used to keep in touch with progress (time checks, formal reporting, informal reporting, observation, systems, etc.)and risk analysis.                

4.2.4 Implementation Plan
The community was involved from the planning stage through the project cycle, The community made a detailed plan on how they would go from where they are before the start of the project to where they wanted to be at the completion of the project. This generally included list of several tasks, which will be responsible for doing these tasks, resource required, a schedule for each task, and indicators to verify that each task had been accomplished.
[bookmark: _Toc435529798]Table 4.1: Implementation Plan
	activities
	Year 2015
	Resources
needed
	Person responsible

	
	Project  month
	
	

	
	1
	2
	3
	4
	5
	6
	7
	
	

	Conducting CNA
	
	
	
	
	
	
	
	researcher
	MCED Student

	Establishing  Community Health Committee
	
	
	
	
	
	
	
	Meeting and workshop
	Community 

	Training on Midwives and  TBA’s
	
	
	
	
	
	
	
	Training workshop and manual
	Consultant 

	Documentation and awareness creation 
	
	
	
	
	
	
	
	Brochures 
	Distributor 

	Construction of  double house staff
	
	
	
	
	
	
	
	Skill, labor, material and cash
	Consultant 

	Monitoring 
	
	
	
	
	
	
	
	Monitoring team
	Management team 

	Evaluation 
	
	
	
	
	
	
	
	Evaluation team
	Management team




Also the logic framework (Table 8) used to design since it is a highly effective planning tool for defining inputs, outputs, time tables, success assumptions and performance indicators. It was developed in the 1960s by USAID AND today is use is widespread throughout the development community. It provides a structure for specifying the components of an activity and for relating them to one another. It also helps to identify the place of a project within an overall program. One of its principal strengths is its relevance to several stages of the project cycle. Not only guide project preparation but it is also used as a basis for project monitoring and evaluation (Commission of the European Union 1993).

Project Rationale: This project aims to address the high maternal mortality reduction that exists in Micheweni district. Although Micheweni as a whole has both decreased maternal mortality and increased the number of trained birth attendants over the past 15years, these gains have not been equally distributed to the other villages. If this geographic disparity is not addressed. Micheweni is at risk of failing to meet the MDG of reducing maternal mortality by 75% by 2015

[bookmark: _Toc435529799]Table 4.2: Logical Frameworks for Maternal Mortality
	Summary of Objectives/Activities
	Objectively Verifiable Indicators 
	Means of Verification
	Assumption

	Overall Goal
To achieve health and wellness  for Micheweni women in reproductive ages and Child bearing
	% reduction of maternal mortality
	Ministry of Health
Health Information Management system
Census Data

	Low awareness of use health services among the community

	Purpose
To ensure healthy pregnancy and labor outcomes for in the Micheweni villagers







	% of births attended by trained birth  attendants
% of women who receive pre/ante natal care from health  care professionals
% increase in new health care coverage.
% Increase in women with access/reach to affordable health care ( within 3years) live birth rate
	


Ministry of Health
DHS
Census Data
HIMS
	Maternal health remains a  high priority for the Ministry of Health

( Ministry of Health continues to provide adequate funding for training of midwifes)

	Outputs
Network of trained and traveling midwive
	Decrease ratio of number Micheweni women per midwife per year to X 1 
	Mobile Phone 
Service Records
	Communication infrastructure remain reliable

	Reliable and efficient texting emergency services
	Increase by X% the number of maternal health- related texts exchanged per month
	Media reception surveys
	

	National strategy for achieving MDG
	70 appropriately equipped midwives in project area
	Community surveys
	

	Social marketing and birth spacing campaign ( Health promotion)
	Increase by X%  the number of certified midwives registered in the network monthly
Number of media materials disseminated  (radio ads, posters, billboards)
%  increase in the number  of women seeking midwife services per month

	Midwife Survey
	

	Activities 

Recruit local trained midwives into traveling & text-messaging program,
Provide midwifery medical kits;
Establish a pregnancy – related Q-A text – message service; 
Launch social marketing campaign for text service  and with info re , birth spacing ;
Launch local leader outreach campaign;
Partner with national Ministry of Health to recruit midwives, and distribute midwife kits 
Establish Monitoring and Evaluation System
	Budget
Midwife spends:  US 84,000(a year)
Medical Kits US  100,000
Motorcycle 28,000
Vehicle maintenance
Fuel: 60,000
Uniforms: 3000
Cell phones: 800
Mobile Minutes:6000
Radio ads: 3000
Outreach travel costs: 5000
Texting network setup: 10,000
Staff (Program Monitor) 10,000

	Receipts

Invoice
	The local  currency is not devalued



[bookmark: _Toc435529800]4.2.2 Inputs
[bookmark: _Toc435529801]Table 4.3: Resource Plan
	Activities
	Resource Plan
	
	

	
	Input
	Cost (Tz.shs.)
	Budget (Tz.shs)

	Conducting CNA
	Research activities (30days)
	Research assistants 4
Local travel
Stationeries 
Communication cost
Miscellaneous
	600,000
400,000
300,000
 200,000                              
400,000

	Sub Total
	
	
	1,900,000

	Establish Village Health Committee
	Training on leadership skill and financial management
	Facilitator: 100,000per days
Photocopies:  25x100x10x2
Soft drinks
	200,000
 50,000                   
25,000



	
	Meetings and workshops
	Facilitator:100,00per days (2)
Photocopies: 25x100x10x2
Soft drinks
	200,000
50,000
25,000

	Sub Total
	
	
	550,000

	Training on  double house staff





Sub Total
	Double  house staff construction training manuals
12 training workshop for 300
People at  DHMT 
Office
	Edition of material and printing 
Photocopies: 300x100x10
Binding:  1000x300
Consultant: 100,000per  days 
Material: 2000per person
Launch 300x3,000
	1500,000
300,000
300,000
1,200,000
600,000
900,000


3,450,000

	Documentation 
And awareness 
Creation 
Sub total
	Distribution of 800 brochures’
	Printing : 50,000
Photocopies 800x100x10
Distributor: 800x100
	50,000
1,200,000
200,000
1,450,000

	Monitoring and Evaluation (M&E)
	Field Visit 
	M&E  terms, local travel and Stationeries’
	600,000

	Sub Total 
	
	
	600,000

	Total  Budget
	
	
	8,000,000


Source: Micheweni Health Community Committee 2015

4.2.5 [bookmark: _Toc435529802]Staffing  Pattern
The Organization   Community Health Committee will hire a consultant in Civil Engineer to provide training and capacity building. He/ She must have good skills and experience in Health Services Construction Project. The community also will require three key positions for the project, Project Coordinator, Chairman of Community health Committee, Secretary, Project Engineer, Accountant, Planning Officer, and Treasurer of Community health Villages)

[bookmark: _Toc435529803]Table 4.4: Team Composition and Task Assignments
	Key Professional personnel 
	Organization
	Task Assignment

	Project technical 
Advisor(MCED Student)
	Micheweni  CHC
	Assist in the in identification of their priority problems, and thus enhance their planning, implementation and monitoring capacities including training activities in relation to affordable infrastructure in order to strengthen the sense of ownership                                    

	Project coordinator                 ( Secretary MICDO)
	Micheweni  CHC
	Coordinate the logistics of the program and organize local community members

	Project Manager  (Secretary of VCHC)
	Micheweni CHC
	Managing the Project

	Accountant ( Treasurer of Community Health Committee)
	Micheweni CHC 
	Financial management

	Consultant in  double  house construction
	Resident engineer
	Conduct training of Construction committee based on the training manual


Source: Micheweni Community Health Committee 2015

[bookmark: _Toc435529804]4.3.1 Project Budget
Developing a budget for a double house building construction may be as simple as adding up the prices for each of the components and deciding what one can afford. The installation cost of a construction structure depends on which technique is applied. The technology is flexible. The systems can be built to meet almost any requirements. Poor households can start with a single small tank and add more when they can afford then.

Project Budget; 
[bookmark: _Toc435529805]Table 4.5: Tentative Budget Summary for Micheweni Hospital Houses Staff, incinerator and Capacity building Project
	S/NO
	BUDGET DESCRIPTION
	 TOTAL COSTS

	1.
	Site Clearing 
	                20,000,000.00

	2.
	Preliminary works
	                15,855,000.00

	3.
	Brickworks concrete works
	                46,487,671.00

	4.
	Roofing and ceiling works
	                16,544,000.00

	5.
	Finishing works
	                20,000,000.00

	6..
	Electrical Installation  and Drainage  works
	17,811,135.00

	7
	Doors and windows  works
	                20,590,000.00

	8
	Erected incinerators for waste management
	                14,790,000.00

	
	TOTAL TZ.SHS:
	              186,686,780.00

	
	ADD 10% CONTIGENCY
	                18,686,780.00

	
	TOTAL GRAND PROJECT TZ.SHS.
	             205,354, 586.00


Budgets are cost projections. They are also showing the stakeholders how the project will be implemented and managed. Good budgets reflect carefully planned projects. This project is estimated to cost about Tz.shs.205,354, 586.00 for construction and 46,259,000.00 Tanzanian Shillings will be for capacity building.  The works summary of the budget is presented in cluster of activities as in table 4.5.

[bookmark: _Toc435529806]4.3.2 Project Implementation   
Project implementation involves a number of activities described as follows:
 
[bookmark: _Toc435529807]4.3.3 Project Implementation Plan
An overview of proposed implementation of the different steps to complete the project centre is seen in Table 4.6 These will all be initiated in the first year, during the project establishment and are hence described more in detailed.

[bookmark: _Toc435529808]Table 4.6: Overview of the Steps to be Undertaken to Implement the Proposed   Project
	Activity 
	Implement Agent 
	 Duration

	Securing land and permits
	The planning committees and Sheha’s of each village with the support of  development partners
	The committees have already started this process, but it is foresees that 2-3 weeks will be needed to finalise the paperwork. Only where the detailed drawings are completed and the construction permits for the department of land and survey be obtained. This will take 1week and can be done parallel to cost estimate investigation 

	Producing the detailed Construction drawing 
	Ministry of Health, MICDO and Arithmetical
	
1 month for both sites  (2weeks each)


	Construction cost estimates and material  sourcing investigation for production of a BOQ ( bill of Quantities) 
	Ministry of Health, MICDO and Contractors.
	2 weeks in total. This process can only be initiated once the detailed drawings  are completed

	Production and approval of a total construction Budget, using local construction workers from respectively villages
	Ministry of health, MICDO and Development partners
	2 weeks in total 

	Undertaking of a baseline  socio- economic and health survey in the targeted  communities
	Ministry of health, MICDO and Development partners 
	1-2 month. This study should be undertaken before construction is initiated 

	Construction of the Double  Houses building
And erected medical waste Manage and disease prevention  and medical waste
	Construction workers from the communities, and local construction   contractor for overseeing in collaboration with development partners. Expat input needed from the Ministry of Health  
	
6 months

	Training of   Health workers and TBA’s



Running of the double house / Project Management
	Ministry of Health. MICDO, and Development 

The community committees with support from Development partners and other relevant agency
	Can start already before construction  is finalised and will continue for the entire implementation phase

Once the construction is  finished  and the Centre are officially open ,will continue for the entire implementation phase






[bookmark: _Toc435529809]4.3.4 Activities
The activities performed under this project have been categorized into phases based on the nature of the project. At the beginning the activities are mainly concerned with the Construction of works.

[bookmark: _Toc435529810]4.3.4 Project Management
The Ministry of Health and Micheweni Constituency   Development Organization   will oversee and manage the implementation of the project, by acting as development facilitators, for this task it is estimated that 20 days full time work will be needed.

[bookmark: _Toc435529811]Table 4.7: Plan of Action of the Project
Plan of Action for Implementaion of Construction of House and Incinerator Site: Micheweni District Hospital Region North – Pemba
	NO
	                    DURATION

ACTIVITIES
	
JAN – MAR
	
APRIL - JUNE
	
JULY - SEPT
	
OCT - DEC

	
	
	1
	2
	3
	1
	2
	3
	1
	2
	3
	1
	2
	3

	1
	Securing land papers and construction permits
	
	
	
	
	
	
	
	
	
	
	
	

	2
	Finalize Architectural plans and prepare a BOQ
	
	
	
	
	
	
	
	
	
	
	
	

	3
	Training in- services  three year in health institution
	
	
	
	
	
	
	
	
	
	
	
	

	4
	Training and capacity building with community construction team
	
	
	
	
	
	
	
	
	
	
	
	

	5
	Construction of Foundation 
	
	
	
	
	
	
	
	
	
	
	
	

	6
	Substructure
	
	
	
	
	
	
	
	
	
	
	
	

	7
	Superstructure
	
	
	
	
	
	
	
	
	
	
	
	

	8
	 Roofing construction
	
	
	
	
	
	
	
	
	
	
	
	

	9
	Doors and Windows
	
	
	
	
	
	
	
	
	
	
	
	

	10
	Finishing and Decoration
	
	
	
	
	
	
	
	
	
	
	
	

	11
	Electrical Installation
	
	
	
	
	
	
	
	
	
	
	
	

	12
	Plumbing and Drainage
	
	
	
	
	
	
	
	
	
	
	
	

	13
	Procure furniture
	
	
	
	
	
	
	
	
	
	
	
	

	14
	Procure hospital equipment and drugs
	
	
	
	
	
	
	
	
	
	
	
	



[bookmark: _Toc435529812]
4.8: Project Action Plan for Staff Houses, Incinerator and Capacity Buildings
	NO
	ACTIVITY
	PERIOD
	CONTRIBUTION
	

	

	
	
	Q1
	Q2
	Q3
	04
	RESPONSIBLE PERSONS

	CDF
	COMMUNITY CONTRIBUTION
	DEVELOPMENT PARTNERS
	Total  cost

	1
	Site clearing 

	
	
	
	
	
	10,000,000
	10,000,000
	      0	
	20.000,000.00

	2
	Preliminary works
	
	
	
	
	
	
	
	15,655,000,000
	 15,855,000.00

	3
	Blocks walls, concrete
	
	
	
	
	
	
	
	46,487.671
	46.487,671.00

	4
	Roofing and ceiling works
	
	
	
	
	
	
	
	16,544,000
	 16,544,000.00

	5
	Finishing,  ,Plumbing and drainage
	
	
	
	

	
	
	
	20,000,000
	 37,811,135.00

	6
	ELECTRICAL INSTALLA
	
	
	
	
	
	
	
	17,811,135.00
	17,811.135.00

	7
	Doors and windows
	
	
	
	
	
	
	
	20,590,000
	20,590,000.00

	8
	Erect hospital  incinerator
	
	
	
	
	
	
	
	14,790,000
	14,790,000.00

	
	TOTAL
	
	
	
	

	
	
	
	186,867,806
	186,867,806.00

	



	 ADD 10% CONTIGENCY
TOTAL GRAND TZ.SHS
	
	
	
	
	
	
	
	18,686,780

205,554,586
	18,686,780.00

205,554,586.00



[bookmark: _Toc435529813]4.3.5 Project Implementation Report 
The implementation report of this project shall be provided on timely basis as indicated in the monitoring and evaluation plan. The report shall be a part of the output of the monitoring and evaluation of the project which according to the plan shall be available on quarterly basis. There will be also annual implementation report and completion report which will be produced by the time the project has come to an end. 

[bookmark: _Toc435529814]4.3.6 Reporting Plan 	
This will include a schedule of activities planned for implementation of the project. In this schedule the implementation status of each activity shall be reported and the remarks explained as to reasons or challenges for success or failure of implementation of a given activity in the plan. A simple reporting format shall include major achievement, which includes progress made during the reporting period, major challenges and constraints realized as well as the way forward. 

[bookmark: _Toc435529815]4.3.7 Establish Community   Health Committee
Committee members were democratically elected at a mass community meeting.
The Micheweni Community health Committee consists of Chairperson, Vice- person, Secretary ,Deputy secretary, treasurer, Cashier,  Engineer and Four additional members, The committee consists of men, women, youth and elders. The committee undergoes training on the roles and responsibilities of each person on the committee, as well as how to conduct meetings, take minutes, leadership skills and financial management. It was emphasis to the committee that they are representatives of the community at large, and they must act in the community’s best interest, and keep them informed of the project progress

 Training of Health Workers Especially Midwife;
i. A systematic process of changing the behaviour, knowledge and motivation of present employees to improve the match between employee characteristics and employment requirements’ (Milkovich and Baudreau, 1991:407).
ii. ‘The process of acquiring the knowledge, skills, and attitude that are needed to fill the gap between what people want to do, and what they are able to do now’(ILO,2002:1).
iii. ‘Is a systematic process whereby an individual learns skills, abilities and knowledge to further both organizational and personal goals’ (Rosenfeld& Wilson, 1999:3).
iv. Any learning activity which is directed towards acquisition of specific knowledge and skills for the purpose of occupation or task. e.g. need for efficiency and safety in the operation of a particular machine (Cole, 1993:362).

Since the village experienced shortage of skilled workers and midwifery, it is recommended to train midwifery especially from the community members who will work and live in the project area. This will facilitate his / her availability at any time especially during the emergencies. 

[bookmark: _Toc435529816]4.3.8 Project Implementation Gantt Chart
A Gantt chart is a horizontal bar chart developed as a production control tool in 1917 by Henry L. Gantt, an American engineer and social scientist. Frequently used in project management, a Gantt chart provides a graphical illustration of a schedule that helps to plan, coordinate, and   track   specific tasks in a project. The main objective of a Gantt chart is to assess how long a project should take and to establish the order in which task need to be carried out by the ending of the project. 

Gantt charts are useful tools for planning and scheduling projects. They allow assessing how long a project should take, determine the resources needed, and   lay out the order in which tasks need to be carried out. They useful in managing the dependencies between tasks. When a project is under way, Gantt chart is useful for monitoring its progress. You can immediately see what should have been achieved at a point in time, and can therefore take remedial action to bring the project back on course. This can be essential for the successful and profitable implementation of the project.

[bookmark: _Toc435529817]
CHAPTER   FIVE
[bookmark: _Toc435529818]5.0 PROJECT PARTICIPATORY MONITORING, EVALUATION AND SUSTAINABILTY
[bookmark: _Toc435529819]5.1 Introduction
Monitoring can be defined as a continuing function that uses systematic collection of data on specified indicators to provide management and the main stakeholders of an ongoing development intervention with indications of the extent of progress and achievement of objectives and progress in the use of allocated funds. Monitoring is the measurement through time that indicates the movement toward the objective or away from it. Monitoring will provide information about the status and trends of resources or projects, but it should not be used to determine cause and effect. 

Monitoring is a type of evaluation performed while a project is being implemented, with the aim of improving the project design and functioning while in action. Thus monitoring embodies the regular tracking of inputs, activities, outputs, outcomes and impacts of development activities at the project, program, sector and national levels. 

Monitoring and evaluation are synergistic. Monitoring information is a necessary but not sufficient input to the conduct of rigorous evaluations. While monitoring information can be collected and used for ongoing management purposes, reliance on such information on its own can introduce distortions because it typically covers only certain dimensions of a project or program activities, and careful use of this information is needed to avoid unintended behavioural incentives. In contrast, evaluation has the potential to provide a more balanced interpretation of performance. But evaluation is a more detailed and time-consuming activity, and because of its greater cost it needs to be conducted more sparingly. One approach is to rely on monitoring information to identify potential problem issues requiring more detailed investigation. 

M&E can be conducted using a wide array of tools, methods and approaches. These include, for example: performance monitoring indicators; the logical framework; theory-based evaluation; formal Researches such as service delivery Researches, citizen report cards, living standards measurement Researches (LSMS) and core welfare indicators questionnaires (CWIQ); rapid appraisal methods such as key informant interviews, participatory methods such as participatory M&E; public expenditure tracking Researches; rigorous impact evaluation; and cost-benefit and cost-effectiveness analysis.

This   section shows how routinely the information   gathered to keep rainwater. Harvesting   project   on schedule, anticipate problems and formulate solutions, measure progress, and evaluates   program success. Participation in monitoring  and evaluation,  activities, developed  community skills in analyzing situations and identifying solution, strengthen their accountability and commitment to a project, and act as a two-way  flow of communication. 

In short there is a power  of measuring results due  to the fact that , if you cannot   see success, you cannot  measure results, you cannot tell success from failure and if you  cannot see success , you cannot reward it, If you cannot see success, you  cannot learn from it. If you cannot recognize failure, you cannot correct it.  If you can demonstrate results, you can win public support (Osborne and Gabbler, 1992).
[bookmark: _Toc435529820]5.1 Participatory Monitoring
Participatory monitoring (OECD 2002) define monitoring as a continuous function that uses the systemic collection of data on specified indicators to provide management and the main stakeholders of an ongoing development intervention with indication s of the extent of progress and achievement of objectives and progress in the use of allocated. It involves collection, analysis and communication concerning the progress of the project and outputs achieved. Since monitoring provides information on whether outputs are used and owned by the target groups, on the changes that the project is producing on the context and on any other aspects related to the project’s objectives. Therefore participation of stakeholders was, given that they responsible for the outputs.

Its purpose is to alert management to any problems that arise during implementation. Monitoring works within the existing project design, focusing on the transformation of inputs and activities to outputs. Monitoring provides management team with information needed to analyze the current situation, identify problems and find solutions, discover trends and patterns keep project activities on schedule, measure progress towards objectives, formulate/revise future goals and objectives, and make decisions about human, financial, and material resources. It ensures that input are made available on time and are properly utilized. If any unexpected results are observed, their causes are n noted and corrective action identified in order to bring a project bank onto target. 

Actual and potential successes or failures as early as possible, and facilitates timely adjustments to what is being done. It enables the stakeholders to review progress and to propose action to achieve the objectives. Compare implementation efforts with original goals and  targets, determine  whether  sufficient  progresses  being  made  towards  achieving  expected  result  and  if  adhering  to the  project time  schedule .Monitoring  is continuous  and  undertaken as frequency as needed .A monitoring  system was  in place before  project  start-up and activities  schedule  on  the project work plan.

A  system designed  to collect and report information  on a project  and project  activities to enable  a manager to plan ,monitor, and evaluate the operation  and  performance of  the project .This include  examination of indicator of change identified  for  the  project  ;categories  of  information needed  to the plan, monitor, and evaluate  the  project;  determination  the  frequency  of  information  collection  and  parsons  who will use each type  of information. Type of information  a project  monitored  were on  the  use of  time, people, money, and other material resources,  as  well as result and  impact; staff/ supervision; budget expenditures; materials and work plan  activities.

[bookmark: _Toc435529821]5.1.3 Participatory Monitoring Plan
Monitoring is an essential part of the entire life cycle of a project. This include element that will be monitored such as when and who will do it and what successes or problems will be identified. Finally suggestions will be put forward in order to solve the identified problem as well as the means and resources that will be required for problem solving. The monitoring plan is summarized in Table 5.1

Monitoring is an essential part of the entire life cycle of a project. This include element that will be monitored such as when and who will do it and what successes or problems will be identified. Finally suggestions will be put forward in order to solve the identified problem as well as the means and resource that will be required for problem solving. The monitoring plan is summarized in Table 5.1

[bookmark: _Toc435529822]Table 5.1: Information for Monitoring Project Progress
	category
	What to monitor
	What records to keep
	Who to collects data
	Who uses data
	How to use information
	What decision can be made

	Work plan activities
	Timing of activities   A availability of  personnel, resources
	Monthly
Quarterly 
Work plan
Work schedules
	Project manager
Supervisor
	Project manager
	Ensure staff and other resources are available
	Reschedule activities and deployment of resources as needed 

	Cost and  expenditure
	Budget amounts, funds on hand and expenditures, Balance in budget by approved cost categories
	Ledger of expenditure by budget category 
Receipts 

bank
	Financial officer/ accountant
	Project  manager  Auditor
	Ensure funds are available to executive
activities

	Make budget and project revisions
Determine   need for  other funding sources

	Staff and supervision
	Knowledge, attitudes and skills of staff  Education   level  of staff   salaries  and  benefits job performance
	Performance reviews job description
Resumes of staff
Feedback  from training attended  
	Coordinator 
Project 
Manager
Trainers
	Coordinator 
Project 
Manager
Trainers
	Motivate
Staff and 
Resolve
Employment problems
Advise staff on career

	Placement Training needs
Promotions
Disciplinary action


	Materials
	Stork  ordering and shipment status procurement regulations
	Stock registers
Invoices
Field worker
report
	Logistics
manager
	 Project manager 
	 Ensure availability of commodities in stock and g
\  condition of material  
	Quantity to order
When to order  Amount to keep in reserve for  emergency 

	Result
	No. And type of services provided/commodities dispensed characteristics of persons served/ educated 
	   Field worker reports
	Management team
	Management team 
	Ensure objectives are Realistic Assess quality of services provided
	Revise objective Retrain 
staff 
Revise project strategy and approach


Source: Micheweni Double House Project, 2015

[bookmark: _Toc435529823]5.2 Participatory Evaluation
The OECD (2002) defined evaluation as the systemic and objective assessment of ongoing or completed project, or policy, including its design, implementation, and results. Evaluation is essentially a reality test to assess the significance of the project. Evaluation will be undertaken monthly to assess the effectiveness and impact of activities undertaken in the course of the project and to use the results to improve in effectiveness. Evaluation has two specific purpose accountability and learning. Accountability refers to the obligation of the project to demonstrate to the donor, stakeholders, beneficiaries and others that it was implemented in compliance with its original design, agreed contracts and plans. This include to find out how effective the project is and to see whether objectives have been achieved.

Moreover, evaluation officer’s opportunities to learn about the achievement of results and performance of the project team. Lessoned from experiences so future activities can be improved. Evaluation was conducted  at the midterm  (formative evaluation)  and at the  end  (summative evaluation) of the project period to assess the relevance of  the achievement of the objectives, the efficiency, the effectiveness, the impact and  the sustainability of the project as well as its contributions towards the goal of satisfying health services delivery provider of Micheweni community.  Internal evaluation was carried out by the management team to evaluated progress in work plan, establishment of systems, implementation of planned activities, and achievement of objectives, effectiveness of project, impact of project and efficiency cost- effectiveness of project.

[bookmark: _Toc435529824]5.2.1 Performance Indicator 
Indicators are measurable factors or evidence that show the extent of the project’s progress, success or achievements.
[bookmark: _Toc435529825]Table 5.2: Information for Participatory Evaluation
	
	Indicators
	Data Source
	Research Tools
	Person Responsible
	Time Frame

	Conducting
CNA
	
	Field Survey
	Questioner FGD interview Public Forum
	MCED STUDENTS
	July2014

	Establishment of Village Health Committee
	
	
	Community meeting 
	Community
	August 2014

	Training on maternal mortality reduction
	8 training workshops  to be held
	Training report
	Structured direct observation
	Consultant  MCED  student
	September 2014 to December

	
	200 participants  to trained on TBA’s 
	Training report attendance book
	Key Information 
interviews
	Consultant MCED  student
	September to December 2014

	Documentation
And awareness1
Campaign
Construction of  double House building
	1200 brochure to be distributed
200 One health  staff house to be  constructed 
Construction 
Complete a one years
	Field report



Field report


Survey 
	Key information interviews 
Focus group interviews community interviews
	Project Manager

Project manager
Project Manager
	September to December 2014
January 2015
 February to February 2015


Source: Micheweni Community Health Committee 2015

[bookmark: _Toc435529826]5.2.2 Rapid Appraisal  
Methodology used since it is highly relevant to the timely production of management, focused evaluation information. Rapid appraisal is a multi method evaluation approach that uses a number of data collection methods in the context of the goal of applied research that is to provide timely, relevant information to decision makers on pressing issues they face in the project and program setting. The aim of applied research is to facilitate a more national decision – making process in real- life circumstances (Kumar, 1993).

Rapid appraisals produce   needed information on quick and timely basis   and are relatively low cost, especially in imprisons with more format, structure d evaluation methods .  Such appraisals can provide a quick turnaround to see whether projects, programs, and policies are basically on track.

Five major appraisal data collection methods were used:   key informant interviews, focus group interviews, community interviews, structured direct observation and surveys. Both formal and informal ways of gathering information were used as shown in Table 5.3. Formal evaluation tools include focus groups, interviews and survey questionnaire, Informal evaluation tools include observation, informal conservations and site visits.

[bookmark: _Toc435529827]Table 5.3: Evaluation Tools
	Evaluation Tool
	Description
	Formal
	Informal

	Survey 
	Either a written document or interview with a select group of people
	
	

	Interview
	A set of questions about the project that are asked of a target group. 
	
	

	Focus group 
	Group   discussions  about the project 
	
	

	Evaluation form 
	A set of questions for a target group at the end of an activity. For  example you would  give out an evaluation form at the end of a work
	
	

	Observation
	Notes taken during the project
	
	

	Conversation
	Talking to participants about the project
	
	

	An introductory information

Site visit
	Stories about the project described by staff or participants
Field Visits to project sites were conducted to view the activities and assess the outcomes and impact of the project.
	
	




Source: Micheweni Community Health Committee 2015

Evaluation of the Doctor Houses Project was done through analysis of design considerations, field observation, and case studies and through interviewing people of Micheweni area various technician   and social aspects of Health service project as implemented during the study period. Interview w taken of 106 household for evaluation health service project. The evaluation team also had close interactions with the various stakeholders involved in project implementation which facilitated direct discussions with them for independent views on the project performances. The project evaluation questionnaire is shown in Appendix 7 were distributed for formative evaluation and administered to them all.

[bookmark: _Toc435529828]5.2 Project Monitoring 
The project for improvement of the maternal health in Micheweni district, since this is a community project, all major steps involved from the identification stage; implementation and also monitoring and evaluation were done in a 'participatory way'. Thus the project is planning to employ participatory monitoring and evaluation methodologies to track the project result or impact chain. The general project" intervention logic" or 'impact chain The general project" intervention logic" or 'impact chain" that the project planned to adopt is presented schematically as in figure 5.1

[bookmark: _Toc435529829]5.3 Financial Reporting and Auditing
In order to ensure efficient monitoring of project expenditures, the Planning and Finance \committee on Micheweni Constituency Development Organization will maintain project accounting records corresponding to the appraised budget and List of Goods and Services. Detailed accounts on Bank and Government expenditures should facilitate the identification of expenditure by component, category of expenditure and source of finance. The accounts should clearly document Bank and Government disbursements by category of expenditure and the status of any revolving funds. The accounts and ledgers will be kept separately from any other project. External auditors will audit the project accounts annually, and at the end of the project. An Audit Report will be presented annually, to the Bank, within six (6) months following the end of each financial year. A budget has been included for the recruitment of auditors to prepare the required reports on time.
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[bookmark: _Toc435529830]Figure 5.1: The Project M & E chain 

5.4   Project    Sustainability and Risks
5.4.1project Sustainability
Capacity building is a key component of the project, which is expected to significantly enhance the sustainability of project benefits in a number of ways. Regular professional upgrading of skills for health personnel and improving the working environment will enhance productivity and improve staff retention. This would enhance the sustainability of the health facilities and ensure the provision of quality health services for the target population. In addition, cost sharing of training fees as well as post training bonding measures will be applied. Provision of housing at Micheweni Cottage Hospital will be done in order to attract appropriate staff to manage the facilities. A direct spin-off of this intervention is that the PHC facilities in Village will have somebody who can attend to emergencies 24 hours round the clock.

[bookmark: _Toc435529831]5.4. 3 Project Assumptions, Risks and Mitigating Measures
i. GOT fails to deploy all the trained staff;
ii. Communities are not committed to participating in training;
iii. Regions do not meet their commitments to implement new policies, protocols and guide lines;
iv. Regions do not ensure participation of their representatives in all the project processes; and
v. GOT’s lack of commitment to implement the HSSP and the Road Map.
 
Concerning the first risk, the mitigation measure is that they GOT will ensure that positions in the establishment are created according to staffing norms. These positions will then be budgeted for in advance in line with the MTEF. Some of these positions are already existing but currently vacant or held by people who do not have the required qualifications. Thus as the newly qualified staff become available they should be deployed immediately.

As for the second risk, it is part of the project design to involve the relevant local authorities in the design and management of the project in order to ensure their support. This is in line with the principles of District Health Services in Tanzania where authority over health facilities is devolved to the Districts. Thus district authorities are involved in planning of all interventions in their areas. With regard to the third risk the mitigation measure to be taken include the involvement of the Local Governments both at regional and district levels in project design, planning and implementation.

Regarding the fourth risk, the project includes community mobilization activities that will ensure that communities are informed and consulted about project activities and that propriate IEC is developed to respond to community needs. Concerning the fifth risk, Development Partners supporting the health sector endorsed the draft Road Map Action Plan to Accelerate the Reduction of Maternal and Newborn Deaths; and the MTEF which is used to implement the HSSP.

[bookmark: _Toc435529832]5.5.1 Project Benefits
[bookmark: _Toc435529833]5.5.2 Socio-Economic Impact
This project is designed to reduce MMR through increased attention to provision of quality emergency obstetric care, and strengthened linkages between the community and the health facility. This will entail having skilled attendance during pregnancy and care childbirth, essential equipment and supplies as well as client focused service delivery that will save the lives of women and newborns at all levels. Given the fact that there are about 9,000 maternal deaths annually on the Mainland and the population in the project area is 12.5% of the total population. It can be assumed that about 1,125 deaths will be averted each year. Furthermore, since there are 20   disabilities for each maternal death, this means that about 22,500 disabilities will be averted in country. This will have a significant social impact since most of the averted   deaths and disabilities will be among young women. Averted maternal deaths and maternal disabilities will enable women to make effective contributions to their families and the community in general. By providing improved maternal health care services in underserved areas the project will enhance equity and access to quality health services for the poorer segment of the population.

 Strengthening the interface between household and health facility through community participation will bring public awareness to the majority of the population in the project area whose exposure to maternal health is currently limited. This will also empower families and communities to make birth plans, to prepare for emergencies and to understand the importance of facility based deliveries for the well-being of women, children and thus the whole community. A special emphasis on involving husbands and community leaders in making sure that their wives deliver in health facilities will make it easier for women to make their own choices and to have a more powerful say in matters related to their health. Emphasis on client orientation and quality assurance at facility level and a greater interaction of health staff with communities as well as the better equipped and staffed facilities will also increase the trust communities place in the public health sector to provide them with appropriate care.

Maternal deaths also constrain economic development because of its negative impact on the family, the community and future generations. Based on a continent wide WHO/AFRO study (2000), the productivity losses of one case of maternal mortality are about USD 8,880 over one decade. Moreover, maternal disabilities which occur in the ratio of twenty disabilities for each maternal death result in productivity losses of USD 470 over one decade. For the social sector, it might be difficult to isolate the economic impact of reductions in maternal mortalities or morbidities that result from the project in the beneficiary areas. 

However, reaching the Government’s target of reducing maternal mortality from 578 to 265 per 100,000 live births in the project areas should lead to annual productivity gains of about USD 5.4 million (excluding other any productivity gains from maternal disabilities or neonatal deaths averted). as a result of improved access to care and treatment. In addition, socio-economic impacts include: savings for rural people who will not have to travel far in search of better health care and gains in productivity as a result of averted maternal deaths and disabilities. The Project is expected to benefit women to a large extent and will contribute to addressing gender disparities in health and access to opportunities 

[bookmark: _Toc435529834]5.5.3 Social Economic Status                                                                                                                                                      
According to the findings affordability of respondents on health facilities delivery’s expenses is a big problem for them because 62% of all respondents are not employed any where just they are house wife, 2% Government employee, 16% they industrialized  themselves by small scale business and 20% they employed in rubber farms. It contributed by increased transport fee it range about 20,000/=sh. Tanzanian shillings, as confirm by (Fauves V., Sheratt D. and Bornis L. 2008), presented that fees reduces women’s routine use of maternal health services and more importantly keep millions of women not seeking care even when complication arises. Even though formal fees are low or non- existent, there may be informal or other cost that poses significant barriers to women to use of services. These may include transportation costs, drugs and food or lodging for the women’s family members who help care for her in the hospital. 

[bookmark: _Toc299105031][bookmark: _Toc299105914][bookmark: _Toc299110438][bookmark: _Toc435529835]5.5.4 Complication Resulting in Home Delivery
 As indicated in table 4.11 participant are aware on the complication that might occurs during home delivery about 66% and 34% are not aware, the main complication mentioned by respondents are 38% said severe bleeding, 6% prolonged labour, 13% retained placenta, 7% fit, 3% neonatal death, and 1.5% death of the mother as coated apart from mentioned complication above still mothers admire to deliver their baby at home,  from (Miller J,  2007), in adequate maternal care lead to increase maternal death also increases infant mortality rate, every year more than 133 million babies are born 90% in low- and middle-income countries. When their mother died the chance of their surviving is meagre. Lack of maternal care is causing a large burden of babies’ deaths and disability among infants.

[bookmark: _Toc299105032][bookmark: _Toc299105915][bookmark: _Toc299110439][bookmark: _Toc435529836]5.5.5 Focus Group Discussion
Most of the pregnancy mothers attended antenatal care (ANC) clinic according to respondents they said that most of the pregnancy mother attended clinic on the first visit when their reached seven months of pregnancy without any significant reason just said is there habits but they know what they want to do. The male group responded that, we are not satisfied with that services because our wives examined in private parts (genitalia) by using torch when visit antenatal clinics and assisted by male health providers during delivery in health centres, this is not good for us is beta to die at home for deliver rather than health facility delivery. This is one among attitudes of community members that facilitate home delivery to be increased.                                                                                                                         The usual place of delivery of pregnancy mothers is home was presented by both groups during FGDs, this are more contributing by male of the head of house hold because is one who is responsible in decision making of the place of delivery and provide all expenses which needed during delivery like haring car, food of the mother, buy gloves, medicines etc. 

As supported by Chandrasekhar T. at el.  (2006)There may be many cultural constraints for use of maternity services e.g. decision of the husband or mother-in-law which often over-rides that of the mother. The reasons for low uptake of maternity services in the urban population may be due to socioeconomic and cultural factors  There are many contributing factors that respondents perceived against hospital delivery as said one respondent during FGDs in female group I sent my sister to deliver at hospital x when kept in labour room left alone when call staff nurse to assist just tall hem you are not ready to deliver till reached to deliver alone by the good luck arise one subordinate without expected assist him when the staff come nothing to say. As supported by observational study done in Tanzania, the author was dissatisfied with the child birth experience, as women in labour lay in bed in complete isolation, in pain, without support.

Other factors contributing to home delivery is poor attitude and behaviours of health providers which pregnancy mothers faced during health facility delivery this makes to increase numbers of home delivery as said when we are in hospital other health workers use bed language even abusive some times, negligence, poor quality of care given is not satisfactory and no any reassurance if complaints any problem. This contradicts with other hospital as in FGD at Mtakuja village conducted by Marino M., at el. (2007). I decided to deliver in that private health facility (X) because they provide good services. They are empathetic and can solve any problem; they have a car and can probably take you to the next level of services if need arises.
  
Un accessibility of health facilities which conduct delivery in rural areas and delivery expenses also contribute to increase pregnancy mother to deliver at home as said we have no health facility in our area which conduct delivery so should be hair car to reached at Micheweni hospital it cost about 20,000 to 25,000/= per one trip and reached hospital should pay 1,000/= for bed fee, and mackintosh 2,000/= and any drugs which are not available should buy. This is supported by in depth-interview by Mrisho M. at el. (2007).Women who go to deliver at health facilities usually should have money to buy gloves, food and transport while those who deliver at home need thread and a razor only, and said there was no reason for me to pay for a bed at a health facility while I could give birth for free at home. 
	








[bookmark: _Toc435529837]CHAPTER SIX
[bookmark: _Toc435529838]6.0 CONCLUSION, IMPLICATION AND RECOMENDATIONS
[bookmark: _Toc435529839]6.1 Conclusion
The factors contributing to increase high rate of home delivery among women in reproductive age at Micheweni district in North Region Pemba are many and need to be taken into consideration. The most critical ones that complaints to main people during the study are low economic status lead to unaffordable of hospital expenses together with transportation of delivery mother from community level to referral hospital/health facilities, poor quality of care especially in delivery services including shortage of staffs and equipment’s concerning with delivery, these among mother key factors leading to low utilization of health facility delivery. 

Even though most of women deliver at home but also more preferable place is hospital, but they perceived that some barrier provided by other health staffs who provides delivery services like bad language and poor approach to delivery mothers also highly discussed to reduce utilization of health facility’s delivery.  Availability of TBA’s  at community area provide a big contribution of home delivery they are very experienced, accepted, active, cheap, easily reached and  worked more than five years each. They prohibited conducting delivery at home still stay alive.

On a side of administration on job training, supportive supervision, community sensitization, equipments distribution, and staffing are not well arranged it make low quality of care to health facility delivery. There for in order to minimize or eliminate this problem possible and immediate measures should be taken by authorities and community itself to undertake the problem.
[bookmark: _Toc435529840]6.2 Implications
As many factors have been identified in this study which contribute to increasing home delivery, the results and recommendations provided will be informed to responsible authorities like ministry of health and social well faire Zanzibar, international and local organizations to plan the strategies and possible solution to reduce the problem which eventually will decrease the neonatal and maternal mortality in Pemba and similar study can be done in other districts and globally. 

[bookmark: _Toc435529841]6.3 Recommendations
In order to increase facility deliveries at MicheweniI do recommend the following:-
i. Ministry of health Zanzibar should train and employ enough staff in community and allowed to provide safe delivery at home to minimize maternal and infant mortality rate. As a pilot study and to be support with the policy.
ii. Community awareness needs to be raised on maternal health seeking behavior and families and community in general need to be prepared for means of transport or transport costs.
iii. Community based health education should continue to focus on discouraging some  of the non- beneficial, traditional practices, and promote modern  evidence bases                                                              
iv. Ministry of health Zanzibar should be organized to provide delivery services for 24 hours in all health facilities 
v. District Health Management team ensure availability of transport in all delivery units.
vi. District Health Managements team    established a system and used in supportive supervision at community level/for reduced home delivery.
vii. District Health Management Team (DHMT) should conduct regular on job training of all midwives who worked in labor ward with appropriate rotation.
viii. Village health committees arrange specially norms that governed TBA’s on conduct home delivery to reduce risk of the delivery mothers.
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APPENDICES
APPENDIX 1: APPENDIX QUESTIONNAIRE FOR WOMEN OF REPRODUCTIVE AGE IN SELECTED HEALTH FACILITIES	
Introduction	
Dear respondent
I am a student from The open University of Tanzania  at  Dar es Salaam Centre, I aspire to graduate as Master in Community Economics Development upon completion of my dissertation. One of the requirements of my study is to conduct a research and come up with a dissertation. The purpose of the study is to assess what the factors are contributing to increases numbers of home deliveries at Maziwango’mbe. I would like your helpful supports to complete this questionnaire.       
The information that you provided will be kept strictly confidentiality. Do not mention respondent name, use code number only.
  Personal particulars’	
Questionnaire No...................... Shehia.................................... District...................
Village........................................             Date..............................
Sex :                             Male	                Female                  
Age.................            Address...................................
Health Facility.......................................................
Name of interviewer.....................................................

Instructions
Answer all questions who asked.
Put a tick (√) on the box provided.
Open ended question fill on the blanks provide

1. Marital status:           
           Married                                         Single		
           Widowed                                     Devoiced 		
2.  Educational level
University education 		
Secondary school education (Form Four)	
Primary school education        			
Madras/Quran school       				
None educated        				Literacy level:
Can read easily				Read with difficult		
Unable to read					
4. What is your occupation?
Government employee	
House wife						
Small scale business				
Other employee..................................................
5. Have you ever given birth to a child?                                                                                      Yes                                                No                                                                                                                                     
6. If yes where did you deliver your last child? 
Health facilities/hospital                        Home                 7. If home who assist you during delivery your baby? 
Health provider                              TBAs            
Others specify......................................................... 
8 .If home deliveries what are the reasons intended home delivery? 
...................................................................
9. Did you pay for that service you obtained?     
               Yes                           No                
 If yes how much do you pay about?      
T.  Sh/=.........................................                                                            
10.Are there any problem that occurs due to home delivery?
        Yes                                          No       	
       If yes please mention:  
..........................................................................................    
11.  Are you satisfied with home delivery? 
Yes                            No                                                                                         If yes gives reason for your satisfaction
............................................................................................
............................................................................................
12. Who make a decision on place of delivery?
Health provider                         Your husband                Your family        
Friends                         TBAs                  Yourself        
Others    ...................................................................................................................
13. Where do you prefer to give birth?
Home                                       Hospital 			
Please give reason.........................................................................................
...........................................................................................................................
14. What are the importance’s of Hospital delivery?
        .......................................................................................
        .......................................................................................
15.  Why pregnant mothers give birth at home instead of hospital deliveries?
       List reasons
  ........................................................................................................
  ........................................................................................................  
   .......................................................................................................
               Thanks for your attentive participation  

APPENDIX 2:	QUESTIONNAIRE FOR HEALTH PROVIDERS AT MICHEWENI DISTRICT
Introduction                                                                                                                Dear Respondent                                                                                                                   I am a student from The open University  of Tanzania at Dar-es Salaam Centre, I am going to take advanced study in public health. One of the requirements of my study is to conduct a research and come up with a dissertation. The purpose of the study is to assess what the factors are contributing to increases numbers of home deliveries at Maziwango’mbe Village in Micheweni district. I would like your helpful supports to complete this questionnaire.       
The information that you provided will be kept strictly confidentiality. Do not mention respondent name, use code number only.
Questionnaire Number................................
Name of institute     ............................................................  District.....................................
Title of interviewee..........................................................                                               Date........................................
1. Are the delivery services available all time?
Yes                     No 		
  If no please mention reason
 .......................................................................................................                                                                                                     ......................................................................................................
2. How do you rank the delivery service provided in your health facility/ hospital?
ry good    	Good		
Bad			Poor		
Give reason behind    .......................................................................................................
3. Are there enough equipment to provide better services on women bearing their child?
           Yes              No      
If the answer no, please mention the most equipments missed.
       .....................................................................................................
4.   Do you provide refer to complicated cases of delivery?
           Yes                               No  	
	If yes where?  Mention                                  5.    How long did it take to reach referral hospital? 
Less than five kilometres             Within five kilometres 	
More than ten kilometres  	Who provide transport?	
	Relatives                          	       Health facility   		
	Village leaders     	Others specify		
6.  Are there any working problems that facing you during conducting deliveries?
              Yes             	                                No			
If yes please mention;
      .........................................................................................
7.    In your opinion and experience do pregnant mothers utilize your health facility?
        Highly utilized     		
        Moderate utilize		
        Has very low utilization	Under utilization 		
8.       Do you get any training concerning with delivery within period of one year?  
           Yes                                No		       If yes please mention periods of training:
          ....................................................................................
9. How many deliveries usually do you conducted per a month?
         Mention number            .........................................
10.  What contribution does mother supposed to provide during hospital delivery?
	Mention........................................................................................................
11.  What reasons contributes home delivery rather than health facility/hospital delivery?
Mention...........................................................................................................
12. What are your advices on how to improve hospital deliveries rather than home deliveries?
       List.......................................................................................................     
    Thanks for your attentive participation.


APPENDIX 3:	QUESTIONNAIRE FOR RCH CO-ORDINATOR/ADMINISTRATORS
Dear respondent
I am a student from The open university of Tanzania I am going to take Masters in  Community Economic Development. One of the requirements of my study is to conduct a research and come up with a dissertation. The purpose of the study is to assess what the factors are contributing to increases numbers of home deliveries at MaziwangombeinMicheweni district. I would like your helpful supports to complete this questionnaire.       
The information that you provided will be kept strictly confidentiality. Do not mention respondent name, use code number only. 
1. Respondent particular:
Code number …………………..
Sex………………..        Age……………….     Position………………………..
Duration of working experience……………….      Qualification……………….
2. How many facilities in the district provide 24 hours delivery services? Justify the answer……………………………………………………………………………………………………………………………………………………………………………………… How many trained personal in each delivery unit? Mention …………………………
4. Are there any gap in staffing?
Yes				
No				
5. If yes in question number 4, Give the reasons
……………………………………………………………………………………….
6. Why many deliveries conducted at home rather than hospital? Give reasons
…………………………………………………………………………………………

7. Are there any fees paid where mother sick delivery service at health service?
Yes		
No		
8. If yes, in question number 7.How much charged mention 
………………………………………………………………………………………………….
. How are referral systems in these units?  
…………………………………………………………………………………………………
10. How many times sensitization of safe delivery done in this district? Mention
………………………………………………………………………………………………….
11. How could you rate the quality of services provided in delivery unit according to your supervision done
Very good 	
Relatively good
Poor	
Very poor
12. Give reasons in the answer in question number 11
…………………………………………………………………………………………………..
13. Do you face any challenges when offering services in the delivery unit?
Yes
No
14. If yes, in question number 11, what are those challenges Mention 
…………………………………………………………………………………………
Thanks for your attentive participation

APPENDIX 4:	QUESTIONNAIRE FOR TBAS
Dear respondent
I am a student from The open university of Tanzania I am going to take Master of Community Economic Development. One of the requirements of my study is to conduct a research and come up with a dissertation. The purpose of the study is to assess what the factors are contributing to increases numbers of home deliveries at Maziwangombe in Micheweni district. I would like your helpful supports to complete this questionnaire.       
     The information that you provided will be kept strictly confidentiality. Do not mention respondent name, use code number only.
Number of questionnaire......................................
District...................................................        Shehia.....................................................
Village....................................................   Age..................                                                         
 1. Where pregnant mothers are usually taking birth?
Hospital                                                          Home		
If answer is home please give reasons 
         ........................................................................................................
2.  For how long do you provide delivery services? 
Two years                    Three years	
More than five years  	
3. Do you have had any training concerning with delivery services?
Yes                                                   No		
If yes where    
From TBAs         	                  NGOs			
Government                           Health providers    	
4. How many deliveries do you conducted per month?
Five                                               Ten			
More than ten	
5. Do you have equipments that are used for delivery?
Yes                                               No		
Please mention.............................................................................
.	......................................................................................................
6. Which method do you use to prevent HIV transmission?
Mention....................................................................................
.................................................................................................
7. Are there cultural or be leaves which make the mother to take birth at home?
Yes                                                 No             
If yes please mention............................................................................................
............................................................................................................................
8. What danger signs which guide you to refer mother to hospital?
...............................................................................................................................
...............................................................................................................................
9. How many shillings does mother contribute to your services provided?
     Mention sh/=..........................................................................
10. What is your advice to the mother on hospital delivery?
...........................................................................................................................
...........................................................................................................................
Thanks for your attentive participation.

APPENDIX 5:	FOCUS GROUP DISCUSSION FOR MALE/FEMALE OF REPRODUCTIVE AGE
1. 	Are pregnant mothers attending antenatal clinic?
Are they satisfied with services provided?  
Describe....................................................
2.   	Is there any delivery unit in your area?
Identify in terms of distance.......................................................
3.  	Where are pregnancy mother mostly had take birth?
Give reasons   ..............................................................................
4.  	Are they satisfied with the services provided either in hospital or home during delivery?
Discus...................................................... 
5.  	What are the consequences might occur if mother deliver at home?  
6. 	What cost do you get if the mother delivers at health facility/hospital?
Is it affordable?  ...............................................................................
7. 	Who decide the place of delivery?
8. 	Are there any problems that occur in hospital/health facility which leads pregnant mother to deliver at home?


Thanks for your attentive participation

APPENDIX 6:	OBSERVATION CHECKLIST FORMS
Name of the health facility       	........................................................
	NO.
	SCORES
	1
	2
	3
	4

	1
	State of infrastructure  
	
	
	
	

	2
	Environmental hygiene  
	
	
	
	

	3
	Staff available in labour ward
	
	
	
	

	4
	Staff protection 
	
	
	
	

	5
	What is the condition of room in labour ward?
	
	
	
	

	6
	What is the condition of equipments in labour ward?
	
	
	
	

	7
	How infection prevention is implemented in labour ward?
	
	
	
	

	8
	What is the attitude of staff in labour ward?
	
	
	
	

	9
	What is the approach of staff in labour ward?
	
	
	
	


Scores:
1.   Point -    poor.
2.   Point   -    Satisfactory.
3.   Point   -    Good
4.   Point   -    Very good. 

Equipments and supplies available for conducting deliveries in labour ward
	NO.
	ITEM
	AVAILABLE 
	REQUIRED
	DEFICITY

	1
	Delivery kits
	
	
	

	2
	Section machine
	
	
	

	3
	Jick
	
	
	

	4
	Decontamination buckets
	
	
	

	5
	Baby weight scale 
	
	
	

	6
	Paint measure 
	
	
	

	7
	Drip stand
	
	
	

	8
	Safety boxes
	
	
	

	9
	B/P machine
	
	
	

	10
	Table
	
	
	

	11
	Chair 
	
	
	

	12
	Oxytocin injection
	
	
	

	13
	I.V fluids
	
	
	

	14
	Syringes with needle 
	
	
	

	15
	Delivery beds
	
	
	

	16
	Mackintosh 
	
	
	

	17
	Autoclave 
	
	
	

	18
	Labelled  pantograph
	
	
	

	19
	Staffs
	
	
	



APPENDIX 7:	DODOSO LA WANAWAKE WENYE UMRI WA KUZAA KATIKA ENEO LA VITUO VYA AFYA VILIVYO CHAGULIWA
UTANGULIZI
Mshirikimpendwa.
Mimi niMwanafunzikutokaChuoKikuuHuria  cha Tanzania Kituo cha Dar es Salaam. NikokatikamafunzoyaShahadayaPiliyaUchumii, mojayamatakwayamafunzoyangunikufanyautafitinakuandaaripoti.
Madhumuniyautafitihuunikuchunguzasababuzinazopelekeakuongezekakwaakinamamakujifunguliamajumbaniweyeumriwakuzaakatikakijiji cha Maziwango’mbeWilayayaMicheweni.Napondeleamsaadwakokwakukamilishautafitihuu.
Habariutakayoitoaitahifadhiwakwasiri.
Usiandikejina la Msailiwa.
Jina la mkusanyajitaarifa           ................................
Tumianambaritu.
Nabariyadodoso..................................               Shehi.................................................
Wilaya...............................................                 Kijiji...................................................
Tarehe...................................................
Jinsia:                    
mme		
mke				
Umri/miaka.....................................................
Unapoishi.........................................................
Jina la Kituo cha afya........................................

Maelekezo
Jibumasualiyoteyaliyoulizwa.
Wekaalamayavyema (√) katikakisandukukilichopo.
Masualayakujielezajazakatikasehemuzilizowekwa.
1 Haliyandoa.
Ameoa	
Hajaoa		
Mjane		
Ameachika		
2  Kiwango cha elimu.
Elimuyachuookikuu			
Elimuyasekondari (kidato cha nne)	
Elimuyamsingi	
Elimuya madras				
Hakusoma
3.    Kiwango cha uelewa,
	Ana soma kwaurahisi			
	Hawezikusomakabisa		
	Anasomakwatabu			
4.  Unafanyakazigani?
	AjiraSerikalini		
	Mama wanyumbani	
	Biasharandogondogo		
	Ajiranyenginezoainisha....................................
5.  Umeshawahikuzaa motto?
	Ndio				
	Hapana				
6.   Ikiwajibunindio, wapiulijifunguliamtotowakowamwisho?
	Vituovyaafya/hospitali		
	Nyumbani				
7.  Ikiwajawabuninyumbanininanialiyekuzalisha?
	Mhudumuwaafya	
	Mkungawajadi			
	Wengineoainisha......................................................
8.  Ikiwasababuninyumbaninisababuganizimekufanyaujifungulienyumbani?
    ...............................................................................................

9.  Unalipiahudumahiyouliyoipata?
	Ndio			
	Hapana				
	Ikiwanindioulilipiakiasigani?
	T. Sh /=...............................................
10.  Kuna matatizoyeyoteyanayojitokezakwakujifungulianyumbani?
	Ndio				
	Hapana				
Ikiwajibunindioainisha:
	......................................................................................
11.  Umeridhikakwakujifungulianyumbani?
	Ndio			
	Hapana			
Ikiwajawabunindiotoasababuzakuridhikakwako
    ..................................................................................
12. Ninanianaekushaurisehemuyakujifungulia?
	Mumewako		
	Wewemwenyewe		
Marafiki			
	Mkungawajadi		
Wengineoainisha   ..............................................................................................
13. Wapiunapendakujifungulia motto wako?
	Nyumbani		
	Hospitali			
	Tafadhatoa sababu......................................................................................
    ...........................................................................................................................
14. Niniumuhimuwakujifungulihospitali?
...............................................................................................................................
...............................................................................................................................
...............................................................................................................................
15.  Kwasababuzipiakinamamawajawazitowanajifunguliamajumbanikuliko hospitalini?...........................................................................................................................................................................................................................................................................................................................................................................
Ahsantekwamashirikianoyakomakini




APPENDIX 8: DODOSO KWA WAKUNGA WA JADI
Mimi niMwanafunzikutokachuoKikuuHuria cha Tanzania ,NikokatikamafunzoyaShahadayaPiliyaUchumi, mojayamatakwayamafunzoyangunikufanyautafitinakuandaaripoti.   
Madhumuniyautafitihuunikuchunguzasababuzinazopelekeakuongezekakwaakinamamaweyeumriwakuzaakujifunguliamajumbanikatikakijiji cha Maziwango’mbe, WilayayaMicheweni.Napendeleamsaadawakokwakukamilishautafitihuu.
Habarimutakazozitoazitahifadhiwakwasiri.
Wilaya.......................................................
Shehia......................................................
Kijiji...........................................................
Umri.........................................................
Dini   ...........................................................
Jina la muulizaji......................................................
1. Ni pahalaganiakinamamawanajifungulia?
Hospitali				
nyumbani			
Tafadhalitoasababukutokananajawabu lako.................................................................................
2. Nimudaganiunatoahudumayakuzalisha?
	Ndaniyamiakamiwili		
miakamitatu				
Miakamitanonazaidi	
3. Jeeumepatamafunzoyeyoteyanayohusiananauzalishaji?
ndio			
hapna		
Ikiwandiowapi?
Kutokakwawakungawajadi
Mashirikayasioyakiserekali
Wahudumuwaafya
4. Ni wazaziwangapiunazalishakwamwezi?
tano			Kumi		
Zaidiyakumi		
5. Unavifaavyovyoteunavyotumiakwakuzalishia?
Ndio			Hapana			
Ikiwandiotafadhalivitaje .................................................................................................................................. Unatumianjiaganikuzuiauwenezajiwavirusivya HIV?
Zitaje...........................................................................................................................................................................................................................................
6. Kuna milanadesturizezoteambazozinamfanya mama azalienyumbani?
Ikiwandiotafadhali zitaje..........................................................................................
7. Dali zipizahatarizinakufanyaumpeleke mama hospitaliharaka?
Zitaje  ............................................................................................................... Ni shilingingapi kina mama wanachangiakulingananahudumaunayotoa?
Ainisha............................................................
10. Unaushauriganikwakinamamakujifunguliahospitali?

Ahsantekwamashirikianoyako
APPENDIX 9:	DODOSO LA MAJADILIANO YA KIKUNDI                                                                                         
1. 	Kinamamawajawazitowanahudhuriacliniki?
Wanaridhikanahudumawanayoipata?
Elezea..................................................................
2. 	Kuna kituo cha kuzaliakatikaeneolenu?
Ainishakwa umbali..............................................................
3.   Kinamamamaranyingiwanajifunguliawapi?
Toa sababu.............................................................
4. 	Wanaridhikanahudumawanazozipatahospitali/ majumbani?
Elezea............................................................
5. 	Matatizoganiyanatokea mama anapojifungulianyumbani?
6. 	Jeegharamazipimtuanazipataanapojifunguliakatikavituovyaafya/hospitali?
Watuwanamudugharamahizo?
7. 	Nimilagani au desturizinazowafanyaakinamamawasijifunguliekatikavituovyaafya/hospitali?
8. 	Jeemamboganiyanapelekeaakinamamakujifunguliamajumbani?
9. 	Nanianaatoamaamuziyapohalipakujifunguli
10. 	Jeematatizoyepikatikahospitali/ vituovyaafyayanajitokezanakusababishaakina mama kujifunguliamajum
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