
 

 

 University of Groningen

Improving access to quality maternal and newborn care in low-resource settings: the case of
Tanzania
Bishanga, Dunstan Raphael

IMPORTANT NOTE: You are advised to consult the publisher's version (publisher's PDF) if you wish to cite from
it. Please check the document version below.

Document Version
Publisher's PDF, also known as Version of record

Publication date:
2019

Link to publication in University of Groningen/UMCG research database

Citation for published version (APA):
Bishanga, D. R. (2019). Improving access to quality maternal and newborn care in low-resource settings:
the case of Tanzania. [Thesis fully internal (DIV), University of Groningen]. University of Groningen.

Copyright
Other than for strictly personal use, it is not permitted to download or to forward/distribute the text or part of it without the consent of the
author(s) and/or copyright holder(s), unless the work is under an open content license (like Creative Commons).

The publication may also be distributed here under the terms of Article 25fa of the Dutch Copyright Act, indicated by the “Taverne” license.
More information can be found on the University of Groningen website: https://www.rug.nl/library/open-access/self-archiving-pure/taverne-
amendment.

Take-down policy
If you believe that this document breaches copyright please contact us providing details, and we will remove access to the work immediately
and investigate your claim.

Downloaded from the University of Groningen/UMCG research database (Pure): http://www.rug.nl/research/portal. For technical reasons the
number of authors shown on this cover page is limited to 10 maximum.

Download date: 25-05-2023

https://research.rug.nl/en/publications/9bd716bc-fb9f-4c0d-9305-4933bf0a737d


121

8
Chapter 8: General 
Discussion



G
EN

ERA
L D

ISC
U

SSIO
N

C
H

A
P

T
E

R
 8

122

Chapter 8: General Discussion
This thesis aims to explore how access to quality maternal and newborn care can be improved in Tanzania, 
recommending approaches and strategies that can be adopted in similar low-resource settings. Improving 
access to quality maternal and newborn care is a critical strategy towards ending preventable maternal and 
newborn deaths by 2030 (1-4). Low-resource countries carry the highest burden of maternal and newborn 
mortality; hence, they should not continue doing business as usual if they aspire to be a better place for 
women and newborns to survive and thrive (5,6). It is in these same countries where quality of care contin-
ues to pose a major bottleneck, contributing to higher rates of maternal and newborn mortality and morbid-
ity (1,7,8). For countries to be able to meet their SDG commitments, experts recommend that each country 
prioritizes strategies that are context specific and respond to local challenges in maternal and newborn 
health care (1,9). Countries in low-resource settings encounter similar challenges in achieving quality care; 
hence they can learn from each other about what works best in their own context.

The studies included in this thesis do just that: they were carried out as part of projects aiming to improve 
quality of care for mothers and newborns in Tanzania and were tailored to the local context. In line with the 
conceptual framework presented in Figure 1.2 (Chapter 1, page 9), the papers in this thesis demonstrate 
that it takes multifaceted strategies to improve the quality of maternal and newborn care in low-resource 
settings. Responding to the three research questions of the thesis, the findings are presented in three main 
prongs, all of which must be considered in making quality maternal and newborn care a reality: 

• First, health workers’ performance of evidence-based practices contributes directly to the quality of 
maternal and newborn care. Their performance can be enhanced through competency-based training, 
ongoing supervision and mentorship, structured continuous learning and monitoring, and adherence 
to clinical protocols and guidelines (Chapters 2, 3 ,4, and 7). This prong covers two domains of 
quality of care: evidence-based practices for routine care and management of complications; and 
competent and motivated human resources. 

• Second, tools, resources, and systems must be available at the health facility to facilitate provision of 
quality maternal and newborn care. These go beyond supplies, equipment, and infrastructure and 
also include clinical protocols and systems for data use and measurement (Chapters 2, 3, 4, 6, and 7). 
The two domains of quality of care addressed with the second prong include: actionable information 
system and essential physical resources available. 

• Third, women’s interactions with the health care system influence actual and perceived quality of 
care received by both mother and baby along the continuum of care (Chapters 5, 6, and 7). The third 
prong covers three domains of quality of care, namely; respect and dignity; emotional support; and 
effective communication. 

The studies in this thesis demonstrate how all three of these areas can be strengthened; this section provides 
a consolidated discussion of the findings from all six papers. Figure 8.1 below illustrates identified strategies 
across the three prongs, together with links to the seven dimensions of quality of care from the conceptual 
framework. 

Fig. 8.1: Framework for strategies to improve quality of care for mothers and newborns in low-resource settings
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S T R A T E G I E S  T O  I M P R O V E  
Q U A L I T Y  O F  C A R E  

F O R  M O T H E R S  A N D  N E W B O R N S

D O M A I N S  O F  
Q U A L I T Y  O F  C A R E  

A D D R E S S E D

• COMPETENCY-BASED TRAINING, 
INCLUDING USE OF SIMULATION AND 
ON THE-JOB-TRAINING WITH WHOLE 
SITE APPROACH;

• STRUCTURED POST-TRAINING 
FOLLOW-UP ACTIVITIES, INCLUDING 
SUPERVISION AND MENTORSHIP

• ADHERENCE TO CLINICAL PROTOCOLS 
AND STANDARDS OF CARE

• ROUTINE MEASUREMENT OF 
CORRECT PRACTICE OF EVIDENCE-
BASED ACTIONS AND CHANGE OF 
CAPACITY BUILDING STRATEGY AS 
NEEDED

1. HEALTH CARE 
WORKER‘S 
PERFORMANCE

• EVIDENCE-BASED 
PRACTICES FOR 
ROUTINE CARE 
AND 
MANAGEMENT OF 
COMPLICATIONS

• COMPETENT, 
MOTIVATED 
HUMAN 
RESOURCES

I N T E R V E N T I O N S  
F O C U S  A R E A S  

( P R O N G S )

• MAKE EQUIPMENT AND SUPPLIES 
INCLUDING LIFE-SAVING 
COMMODITIES AVAILABLE AT HEALTH 
FACILITY

• DISSEMINATE GUIDELINES AND/OR 
JOB AIDS TO HEALTH FACILITIES

• ENGAGE HEALTH MANAGERS AT ALL 
LEVELS OF HEALTH CARE SYSTEM FOR 
ACCOUNTABILITY AND SUPPORT

• INSTITUTE A CULTURE OF LEARNING 
FOR IMPROVEMENT IN HEALTH 
FACILITIES

• ESTABLISH QUALITY INDICATORS FOR 
ROUTINE USE

• BUILD A CULTURE OF DATA USE FOR 
QUALITY IMPROVEMENT AND BUILD 
LOCAL CAPACITY

2. RESOURCES, 
TOOLS AND 
SYSTEMS IN 
HEALTH 
FACILITIES

• ESSENTIAL 
PHYSICAL 
RESOURCES 
AVAILABLE

• ACTIONABLE 
INFORMATION 
SYSTEMS

• CREATE A WELL-INFORMED 
COMMUNITY ON MATERNAL AND 
NEWBORN HEALTH

• STRENGTHEN BOTH QUANTITY AND 
QUALITY OF INTERACTION BETWEEN 
HEALTH WORKERS AND WOMEN, 
THEIR MALE PARTNERS, AND 
COMMUNITIES

• POLICIES AND SERVICE SET UP 
ENCOURAGE PARTICIPATION OF MALE 
PARTNERS IN MATERNAL CARE, 
INCLUDING BIRTH COMPANIONSHIP

• IMPLEMENT QUALITY IMPROVEMENT 
INITIATIVES ALONG THE CONTINUUM 
OF CARE, FROM ANTENATAL CARE TO 
LABOR AND DELIVERY AND 
POSTNATAL CARE

3. CLIENT’S 
INTERACTION 
WITH THE 
HEALTH CARE 
SYSTEM

• EFFECTIVE 
COMMUNICATION

• RESPECT AND 
DIGNITY

• EMOTIONAL 
SUPPORT

Fig. 8.1: Framework for strategies to improve quality of care for mothers and newborns in low-resource settings
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Enhancing health worker performance 
Health workers’ performance has been correlated with better quality of maternal and newborn care and 
improved health outcomes (10,11). LMICs continue to face a big challenge in this area as the overall per-
formance of health care workers at facilities is poor: evidence from LMICs suggest that health workers may 
undertake less than half of recommended clinical actions (1,4,12,13). Preventable maternal and newborn 
deaths, which are unacceptably high in LMICs, have been attributed to these deficiencies in health workers’ 
performance (14). This calls for deliberate efforts to equip health workers with the knowledge and skills 
needed to provide evidence-based practices for routine care and management of complications for mothers 
and newborns. In-service capacity building is now a common practice in LMICs following observed deficien-
cies in midwifery competencies among graduates from pre-service training as well as practicing providers 
(15-18). The studies in this thesis have identified various strategies that can enhance health providers’ per-
formance of maternal and newborn care, including competency-based training, ongoing supervision, and 
mentorship; structured post-training follow up activities; use of clinical protocols and job aids; and continu-
ous monitoring of health worker performance with remedial actions as needed. 

Chapter 2 shows that the quality of PPH prevention increased significantly in facilities that implemented 
competency-based training and mentorship. Chapters 3 and 7 demonstrate that there was a significant 
increase in providers’ knowledge and skills on use of the Doppler for fetal heart rate assessment follow-
ing a one-day structured training. These findings are in agreement with other studies that have reported 
improvement in providers’ knowledge and skills, and consequently quality of care and health outcomes, 
following competency-based trainings (19-23). The Lancet Global Health Commission on High Quality 
Health systems has recommended competency-based training to improve quality of care and health out-
comes for countries to realize SDG targets (1). However, a review of surveys from seven sub-Saharan Africa 
countries has questioned the role of in-service training and supervision in improving the quality of care; the 
authors concluded that training and supervision – in the form in which they were delivered – were not able 
to improve quality of care in these low-resource countries (13). A health care provider performance review in 
2018 also concluded that training alone did not improve health worker performance in LMICs (24). This is 
an important reminder that not every training will lead to improved quality and health outcomes. Evidence 
from the literature suggests that settings, media, technique, and frequency constitute key elements for effec-
tive in-service training (25). Studies in this thesis reflect on how these elements were successfully accommo-
dated in a low-resource setting, for example, by conducting training and mentorship through a whole site 
approach at the workplace, using simulators for skills practice, and providing ongoing mentorship for spe-
cific competencies. Accordingly, providers demonstrated improved performance of evidence-based actions in 
saving lives of women and newborns. Findings from these studies demonstrate some practical and effective 
capacity-building approaches that can be scaled up in Tanzania and other low-resource countries. 

One drawback to in-service training is a potential drop-off in skills among health workers following train-
ing, particularly for less used skills such as those involved in managing rare events from intrapartum com-
plications. While trained providers usually demonstrate improved skills immediately after training, a drop 
in provider skills in the weeks to months after training has been observed in various settings (20,26-28). 
Chapter 4 provides evidence that well-designed follow-on activities after initial training can reduce deteri-
oration in trainees’ skills. In this study, retention of HBB skills was significantly greater at 4-6 weeks after 
training following the introduction of a structured on-the-job (OJT) training tool. This approach provided 
health workers with an opportunity for repetitive exposure to training, using simulators and in their own 
work environment. A number of studies have recommended similar strategies for effective in-service train-
ing (20,25,29). 

The OJT tool was introduced after a skills drop was observed among trained providers (Chapter 4). This 
was possible because the program continued to monitor providers’ performance after training as part of a 
quality improvement scheme. Rowe and colleagues have recommended this kind of continuous monitoring 
of provider performance, with changes made to the strategy as needed (11). A study from Nepal exemplifies 
this approach; HBB skills were retained six months after training due to ongoing practice of skills, use of a 
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self-evaluation checklist after each delivery, and weekly participation in review meetings (30). Studies from 
Ethiopia and Tanzania found that health care workers were likely to be more motivated when they received 
structured supervision and management, including evaluations of their performance (31,32). Although the 
studies in this thesis did not assess maternal and newborn outcomes after capacity building efforts, various 
studies have documented positive health outcomes associated with similar capacity building initiatives for 
health care workers (10,21,22,33). Thus, our findings, together with existing evidence discussed above, 
suggest that trainings in low-resource settings should include follow-on activities to heighten their effective-
ness. Training designs should include plans to monitor the performance of trainees after the initial training 
and change strategies as needed as well as to provide health workers with the support needed for optimum 
performance of intended competencies. 

Adherence to established standards of care has been identified as one of the strategies to improve care for 
women and newborns (34). However, possessing knowledge and skills does not guarantee that providers 
will give required care following standards. For example, the PPH study presented in Chapter 2 found that 
some women giving birth in hospitals did not receive oxytocin within three minutes as per national guide-
lines even though oxytocin was universally available in these facilities. To improve adherence to clinical 
protocols, quality improvement interventions also should include process quality indicators to be monitored 
on a regular basis. However, low-resource countries face challenges with quality of care indicators as well 
as the quality of routine data (35,36). Direct observation of service provision during routine supervision is 
likely to provide more reliable information on quality indicators. This will require putting in place quality 
improvement tools based on recommended standards of care, as well as ensuring that local supervisors are 
capable of assessing key competencies during implementation. Various studies, including from Zanzibar in 
Tanzania and Bangladesh, have demonstrated that guidelines adapted to the local context have the potential 
to improve the quality of maternal and newborn care (37,38). Findings in chapters 2 and 4 demonstrate 
how building the capacity of local health teams can facilitate adherence to routine protocols of care. The two 
programs trained mentors and champions at both facility and district levels to serve as resources in monitor-
ing health care workers’ performance and providing technical support as needed. Programs working to im-
prove the quality of maternal and newborn care should consider adapting quality standards and tools based 
on local context and building local capacity to oversee compliance during implementation.

Equipping facilities with essential resources, tools, and systems
Provision of quality care depends, in part, on the presence of essential physical resources and systems gov-
erning processes at the facility level. For example, Chapter 7 reported that efforts to introduce a Doppler for 
assessment of fetal heart rates were hindered at about one-quarter of facilities by a lack of the gel needed for 
its use. In the absence of essential supplies, it is challenging for health workers to implement evidence-based 
practices, no matter what policies are in place (39). Making supplies available can increase use of evi-
dence-based practices, as was discussed in studies from India and Ethiopia (40,41). For example, the PPH 
study presented in Chapter 2 reported that the availability of oxytocin significantly increased following a 
quality improvement intervention for PPH prevention. Similar findings were reported from the same project 
(MAISHA) for newborn supplies (28). Despite the program not giving out supplies, sensitization of health 
care workers and engagement of health managers at various levels led to an improved supply chain. This 
improvement in the availability of supplies was accompanied by improvements in the quality of care. Inter-
ventions in four of the studies included in this thesis (Chapters 2, 3, 4, and 7) involved supplying equipment 
to supported service delivery sites for provision of care and health workers’ learning. Project efforts to supply 
equipment proved to be critical both for the provision of quality care and also for cultivating a culture of 
learning among health workers, facilitating retention of skills. In Tanzania, a number of health facilities have 
established and equipped “learning corners” for midwifery skills with support from Jhpiego-led projects and 
other partners; this has required additional space to store and set up learning materials. To scale up this kind 
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of initiative, costing studies should be conducted to establish what resources are needed per site, district, 
region, and across the entire country based on this small-scale implementation.

A lack of written care guidelines and/or job aids in health facilities could be one reason for low adherence 
to standards of care observed in LMICs, despite the fact that most countries have policies in place (1,39). 
For example, the experience of care study presented in Chapter 6 found that almost half of mothers who 
gave birth at health facilities and their newborns were discharged without receiving a postnatal check, even 
though national guidelines clearly state that postnatal care for mothers and newborns should be provided 
within two days. Obviously, this guidance was not well operationalized at the health facilities where child-
births take place. Interventions to facilitate adherence to protocols described in this thesis included orien-
tations of health workers and facility staff on clinical guidelines and making guidelines available at service 
areas (Chapters 2, 3, 4, and 7). Various studies have demonstrated that clinical guidelines cannot only be 
used as job aids for health workers, but they may also serve as quality improvement and accountability tools 
to improve adherence to standards of care (30,42). Findings in Chapter 2 suggest that availability of mater-
nal and newborn care guidelines in health facilities contributed to the observed improvement in quality of 
care. A study from Ethiopia found an association between the availability of guidelines and the competence 
of midwives in providing intrapartum care (17). Our findings build on existing evidence to recommend that 
countries place a greater focus on disseminating global and national guidelines to the service delivery points 
where care actually happens. Health care workers and facility staff should be well oriented and able to oper-
ationalize guidelines in their routine work.

Quality of care cannot be assessed and improved without measurement. Collecting and using timely, rele-
vant data is a key element in providing quality care for positive health outcomes (43,44). However, use of 
data for quality improvement remains a major bottleneck in LMICs due to a variety of factors, including 
lack of quality indicators, poor information systems, insufficient and poor data, and the absence of a culture 
of data use (1,35,45). A study from one rural hospital in Tanzania that assessed patients with eclampsia/
severe pre-eclampsia suggested that timely use of clinical information would lead to better treatment of 
maternal complications (46). The two studies in Chapters 3 and 7 demonstrated the validity and described 
the use of a facility perinatal mortality (FPM) indicator, which is an important health outcome measure that 
enables facilities to monitor levels of perinatal deaths occurring at their site. This is in line with recommen-
dations for low-resource countries to identify quality of care indicators that can be easily tracked and use 
timely information for quality improvement (1,7,35,36). Implementation of formal maternal and perinatal 
death audits remains a challenge in most LMICs, including Tanzania, and the process is not necessarily used 
to improve quality of care (47,48). While it is important to strengthen perinatal death reviews, use of rou-
tine data to calculate the FPM indicator offers health facilities an opportunity to monitor levels of perinatal 
deaths on a timely basis and implement corrective actions accordingly. However, this approach requires 
countries to improve the quality of routine data by including the right variables in health information sys-
tems, making data collection tools available, training health workers, and conducting regular data quality 
checks. 

Adequate resources, tools, and systems at the facility level – including infrastructure, supplies, equipment, 
information systems, use of data, and feedback – are critical in efforts to reduce maternal and newborn mor-
tality (1,10). Most of the time, however, ensuring their availability is out of the control of health workers. It 
is a responsibility of health management teams at the facility, district, regional, and higher levels. Strength-
ening quality improvement teams (QITs), as demonstrated in chapter 2, is a useful strategy in promoting 
local ownership and accountability. These teams are expected to conduct regular assessments of quality of 
care, including health systems, and to develop and follow up on action plans to address identified gaps. In 
addition, the interventions evaluated in the studies presented in this thesis took the approach of working 
collaboratively with health gatekeepers at all levels, including the MoHCDGE and PO-RALG and their 
departments. This is in line with WHO recommendations for implementing quality improvement interven-
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tions with a focus on multiple levels of the healthcare system (49). Even when an initiative is implemented 
at service delivery points, mobilization for support should engage higher levels for it to succeed. Thus, our 
findings support the recommendation that quality improvement interventions should build local leadership 
and engage key players at all levels of the health system to ensure that needed supplies, equipment, infra-
structure and other resources are available at the point of care.

Clients’ interaction with the health system along the continuum of care
Now more than ever before, we recognize that quality improvement should be people-centered to achieve 
standards that encompass users’ experience of care as well as the provision of care (4,50). The conceptual 
framework of this thesis indicates that women should be treated with respect and dignity, receive emotional 
support during care, and be engaged in effective communication in order to achieve positive experience of 
care. Findings in chapter 6 of this thesis, however, show that women still experience poor treatment when 
interacting with the health care system in Tanzania: almost three-quarters of women in this study reported 
disrespect and abuse, and less than one-third were offered flexibility in choosing a birth position. These 
findings are similar to earlier reports in Tanzania and other LMICs (51-53). Unsurprisingly, health facilities 
providing services of poor quality are also likely to have poor coverage of evidence-based practices (1). Chap-
ter 6 further demonstrates that mothers giving birth at a facility were less likely to receive an early postnatal 
check if they experienced poor care during childbirth, including disrespect and abuse, no choice of birth 
position, and lack of facility cleanliness. 

Improving the quality of maternal and newborn care services may increase utilization of those services, 
allowing health systems to reap the positive health outcomes that come with improved coverage. Various 
studies have established that negative experiences during one stage of maternity care may deter women 
from utilizing services in the future (54-56). Studies from Kenya and Tanzania found that users’ perception 
of the quality of care are based on the actions of health care workers as well as on facility resources and 
infrastructure, including cleanliness (12,56,57). Based on their perceptions of the quality of care provided, 
women and other community members tend to vote with their feet; that is, they opt not to return to health 
facilities when they are unhappy with the quality of care. Thus, to increase service utilization and the posi-
tive health outcomes associated with greater coverage, countries should invest in improving patients’ experi-
ence of care along with the provision of care at all stages of the continuum. 

The quality of care provided to women at one stage influences maternal and newborn care at other stages 
along the continuum of care. For example, the study of institutional delivery in Chapter 5 found that giving 
birth in a health facility was associated with making four or more ANC visits. ANC is considered a strategic 
platform for engaging women and their families for safe motherhood (58). However, the extent and quality 
of women’s interactions with the health system during pregnancy is reported to be poor in most LMICs 
(59-61). Consequently, women may go through pregnancy with little information regarding pregnancy care, 
childbearing, and the postnatal period. The bivariate analysis in Chapter 5 suggests that women were less 
likely to give birth at a health facility if they reported poor interactions during ANC visits, as indicated by 
receiving fewer services and counselling on fewer topics during those visits. In Chapter 6, the study indicat-
ed suboptimal coverage of early postnatal checks for the mother and her newborn for births that took place 
in a health facility. This implies that simply getting women to health facilities is not enough; improving 
the quantity and quality of interaction with health care workers is also required. Recent WHO guidelines 
for ANC state that the health system is expected to use the opportunity provided by the ANC platform to 
address important domains of health care for mother and baby related to both preventive and curative care 
(58). For Tanzania and other LMICs to successfully implement such guidelines may require re-examining the 
organization of the ANC system in order to achieve more ANC visits by women while also ensuring mean-
ingful interactions with health care workers. 
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Emotional support to women is a key component of quality of maternal and newborn care. In promoting 
person-centered care, all women should be allowed to have a companion of their choice when receiving 
health care (50). The study of institutional delivery presented in Chapter 5 found an association between 
giving birth in a health facility and a male partner accompanying the woman to at least one ANC visit. 
Involvement of a male partner in maternal care has been reported by other studies in low-resource settings 
to positively influence utilization of maternity services and health outcomes (62-64). Tanzania, like most 
LMICs, has included male involvement in maternal health policies and strategies, indicating progress in 
the right direction (65). For example, findings in Chapter 6 of this thesis showed that over 60% of women 
in the Kagera and Mara regions of Tanzania were given the opportunity to choose a birth companion. At 
face value, this sounds impressive. However, this study did not establish whether those women actually did 
have a birth companion physically present during child birth or not. The chosen companion would likely 
not be physically present in the labor room due to privacy concerns, which negates the expected impact 
of continuous one-on-one support throughout childbirth for improved maternal and newborn health out-
comes (66-68). In Tanzania, majority of women going into labour get escorted by a spouse and/or a relative 
to the door of the labour ward but the family member usually plays no role during the actual process of 
child birth. Hence, birth companionship may not perfectly fit into what the 60% of women reported in the 
context of this study. Accordingly, policy and structural limitations of the health system could explain why 
high rates of offered opportunity for birth companionship in this study were not associated with receiving 
an early postnatal check, contrary to other elements of experience of care in the study. The findings suggest 
that countries like Tanzania need a transformation of the health care system that involves changes in infra-
structure as well as policies and expectations in order to accommodate male partners or other companions in 
maternity services and ensure that women receive much deserved emotional support.

Effective communication with women and their families is key to their experience of care. When women 
are well informed, they are more likely both to access maternity services and to receive quality care (69-71). 
Unfortunately, women are not always aware of what they should do during pregnancy, labor and delivery, 
and the postnatal period, nor are they aware of what services they should be receiving during that time. A 
study in Malawi found that women were not critical of the services they received because they did not know 
what to expect from the health system (72). When clients are aware of the extent and quality of care they 
deserve, they are more likely to demand it and thus increase the level of accountability in the health care 
system. Findings in this thesis demonstrate the effect of an informed constituency of women and commu-
nities on the uptake of high-impact maternal interventions. Chapter 5 shows that women were more likely 
to give birth in a health facility if they knew at least three pregnancy danger signs or practiced components 
of birth preparedness for the last child. The same factors were reported to predict place of delivery in other 
low-resource settings in Africa and Asia (73-75). Recognizing clients’ right to information, one of the rec-
ommendations for promoting person-centered care is to educate women about their health, including preg-
nancy-related complications (10,76). However, the global health strategy for women’s, children’s and ado-
lescent’s health (2016-2030) also calls for “strengthening community action” and “inclusive participation” 
(77). Evidence suggests that involving communities – including, but not limited to women – and empow-
ering them with information is associated with better health care seeking and improved home-based care 
(7,34). Our findings suggest the need to strengthen community-based programming for a better-informed 
constituency, especially for countries like Tanzania where utilization of facility-based maternity services is far 
below recommended targets. 

Thus, findings from multiple studies included in this thesis demonstrate that each phase of maternity care 
along the continuum is connected, so that experience of care at one stage can predict what to expect in 
following stages. To ensure that both the provision and the experience of care are satisfactory, quality im-
provement policies and programs should address the continuum as a whole. Even though most maternal 
and newborn deaths occur around the time of birth, evidence shows that maternity care at all stages of the 
continuum is equally important in ending preventable maternal and newborn deaths (9,78,79). Interaction 
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with the healthcare system for women and their families should therefore promote effective communication, 
emotional support, and respect and dignity to ensure that women have positive experience throughout 
pregnancy, childbirth, and the postpartum period. Shortages of health care workers and high workloads, 
however, may place an obstacle to optimal interaction during service provision at health facilities. Hence, 
countries should look into alternative models to engage and educate women and their families on maternal 
and newborn health issues, such as engaging community health workers, group antenatal care sessions, and 
use of m-health platforms. 

Conclusion 
This thesis identifies a series of operational strategies that can improve timely access to good quality mater-
nal and newborn care in low-resource settings like Tanzania. These multifaceted strategies operate across 
seven of the eight domains in the WHO Quality of Care Framework and relate both to the provision and 
experience of care. 

Research and programmatic experience in Tanzania show that interventions to build the capacity of health 
care workers and improve processes of care can improve the quality of maternal and newborn care in health 
facilities. The performance of health care workers was enhanced through a structured and ongoing capac-
ity building initiative characterized by competency-based training, continuous monitoring of providers’ 
performance, and on-the-job training and mentorship. However, providers’ skills eroded substantially after 
training in the absence of follow-on activities, suggesting that continuous monitoring and capacity building 
models are needed for optimum performance. 

Making care protocols available at service delivery sites and encouraging their use facilitated adherence to 
standards and hence the provision of quality care. While creating and disseminating job aids and/or check-
lists can make it easier for health care workers to apply care standards, it is also important to engage the 
whole facility in creating a culture that reinforces the use of standards, for example, by developing mentors 
and/or champions for specific competencies. 

The environment where services are provided also influences the quality of care that mothers and newborns 
receive. The availability of infrastructure, supplies, equipment, and information systems were found to play 
a significant role in ensuring quality of care. Mounting an intervention that acts only at one level, for ex-
ample, training health care workers without considering the environment in which they work, is not likely 
to succeed. Thus, quality improvement initiatives should act at various levels of the health system to ensure 
that facilities and providers are equipped and supported with required resources and tools. Facilitating ongo-
ing quality improvement activities requires building local capacity at various levels of the health system.

Women’s interactions with the health care system across the continuum of antenatal, labor and delivery, 
and postnatal care influences their experience of care as well as their utilization of maternal and newborn 
health services. Good experiences encourage women to return for maternal and newborn health services at 
subsequent stages, while perceptions of poor care may deter them. This implies that for improving both 
dimensions of quality – provision and experience of care – interventions should comprehensively address the 
continuum at both community and facility levels.

Recommendations
Implications of findings from this thesis call for multiple stakeholders working collaboratively to improve 
the quality of care for mothers and newborns in low-resource settings. Everyone has a role to play. Based on 
the findings of this thesis and his experience in the field, the author makes the following recommendations:
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Policy level
1. Ensure maternal and newborn health policies and programs address quality along the continuum 

of care, including at the community level. Interventions and measurement strategies should focus 
on both the provision and experience of care. 

2. Ensure that national policies and strategies are costed and disseminated in a timely manner to 
improve the quality of services at the point of care. 

3. Develop capacity-building models for health care workers that are competency-based, encourage 
training at the workplace, and include structured, ongoing monitoring of providers’ performance 
to ensure skills retention and adherence to care standards.

4. Develop frameworks and guidelines to support timely scale up of maternal and newborn health 
interventions that have been tested and proven to be effective locally or in similar settings.

 

Local government authorities
5. Create a pool of qualified mentors and supervisors at the district and/or regional levels to provide 

support and build the capacity of health care workers at the facility level.
6. Support the availability of resources and systems needed to provide quality maternal and newborn 

care at health facilities; these include qualified and competent human resources, equipment, sup-
plies, and functioning health information system and tools. This will require use of data to develop 
costed plans to meet the needs.

7. Institute a culture of using routine data to improve quality of care. This should also include capac-
ity building in data analysis and use at all levels of the healthcare system.

8. Adopt maternal and newborn health interventions that are proven effective to be included into 
costed health plans to facilitate implementation at scale and sustainability.

Health facility level
9. Promote use of up-to-date guidelines and protocols for maternal and newborn care. This should 

include standards for respectful care during pregnancy, childbirth, and postpartum care.
10. Interact and treat women with respect and dignity. Ensure that women and their families are well- 

informed about the care they receive, participate in making decision, and enjoy a positive experi-
ence throughout pregnancy, childbirth, and the postpartum period.

11. Ensure regular training and mentoring of health care workers to support evidence-based practices 
and good quality of care.

12. Designate and equip a space in the maternity ward to serve as a “learning corner” to facilitate 
ongoing learning and practice of key midwifery competencies. Other techniques, such as digital 
learning, can also be instituted to facilitate self-directed learning.

13. Identify key performance indicators (KPIs), including quality indicators and facility-based health 
outcome indicators, to continuously monitor performance of the facility in maternal and newborn 
care. Ensure the quality of data, analysis, and use of routine information for quality improvement.

14. Establish and/or strengthen quality improvement teams that are responsible for coordinating 
ongoing quality improvement efforts in the maternity unit and facility as a whole.
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Community participation
15. Implement programs that encourage community participation in promoting maternal and new-

born care. A community score card and involvement of community health workers are among 
the strategies that have been implemented in parts of Tanzania and other LMICs which could be 
scaled up.

16. Build community awareness that maternal and newborn care is the responsibility of everyone. 
Male partners and families should be sensitized on their roles in maternal and newborn care and in 
efforts to end preventable maternal and newborn deaths.

17. Educate women and communities on reproductive health rights and the quality of care they de-
serve. Community leaders should create awareness on the client service charter during community 
meetings and gatherings. Use of mHealth is another strategy that can efficiently disseminate in-
formation to women and communities.

Non-state actors, such as non-governmental organizations (NGOs), donor 
agencies, UN agencies, professional associations, and research institutions

18. Identify and synthesize globally generated evidence and provide timely support to host govern-
ments in creating evidence-based policies and strategies for quality maternal and newborn care.

19. Design, fund, and implement quality improvement programs that are multi-faceted and address 
the continuum of care.

20. Create and/or participate in national scientific platforms for sharing and synthesizing evidence 
from program implementation and research to inform national policies and strategies for quality 
maternal and newborn care. 

21. Develop and/or operationalize the continuous professional development (CPD) system across 
midwifery cadres (clinicians and nurse/midwifes) to encourage continuous learning for practicing 
health workers.

22. Focus on building local capacity (at national, regional and district levels) in designing, implement-
ing, and evaluating interventions that can improve quality of care and end preventable maternal 
and newborn deaths.

23. Support and implement studies that could answer some additional questions that complement the 
findings of this thesis: 

a. Costs and resources needed to implement recommended interventions at a national 
scale, 

b. Role and contributions of health leaders at various levels and competencies needed for 
them to support provision of quality care, 

c. Effective model(s) to facilitate timely dissemination of new clinical evidence and proto-
cols at scale, 

d. Feasibility of providing community-based maternal, newborn and child health services
e. Optimal models for conducting country-wide refresher trainings in maternal and new-

born care, including: timing and frequency, financing, and training management, and
f. Effective strategies to enhance accountability for both communities and the health care 

system so as to enable timely access to quality care for mothers and newborns. 
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