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Preface

The findings and recommendations contained in this report are based on the review of the
Gimbie Integrated Maternal Health Project, funded by the Big Lottery Fund and implemented by
Maternity Worldwide from October 2006. The review of Year 1 of the project was undertaken by
external consultant, Sally Monkman. From January 2008 to early February 2008 contact was
made with key stakeholders, including Maternity Worldwide personnel, its partner organisation
Gimbie Adventist Hospital and its personnel and key partners and beneficiaries in Gimbie,
Ethiopia. A visit was undertaken to Gimbie during late January 2008.

Purpose of the review

The overall objective of the review was ‘to review the activities and accomplishments of the
Gimbie Maternal Health Programme to date (against the agreed outcomes as outlined in the
project proposal'. Terms of Reference are attached at Annex 1. It should be noted that
reviewing Outcome 3: Influencing Opinion did not form part of this review.

Methodology

The consultancy period was 14 days and involved the following:

o The review of available documentation, including:

Original Proposal to the Big Lottery Fund

Gimbie Maternal Health Programme Annual Report 2006/7
Year 1 report to the Big Lottery Fund

Outcomes Tracking Form

O O O O

(@]
o Meeting with the UK Director of Maternity Worldwide

o A visit to partner organisation Adventist Health International at the Gimbie Adventist Hospital
(GAH), Ethiopia including:
o meetings with Maternity Worldwide expatriate personnel
o meetings with GAH personnel
o meetings with Government officials and other partners
o Visits to specific activity sites (GAH maternity unit and project office) and community
based programmes
focus group discussions with a range of beneficiaries
o attendance at the Project Steering Group meeting at GAH.
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Executive Summary

Maternity Worldwide is supporting Gimbie Adventist Hospital (GAH) in Ethiopia to implement an
integrated maternal health project, funded by the Big Lottery Fund (BLF). The project
commenced in October 2006 and is funded for a two-year period. The project aims to work in
partnership with GAH in 40 kebeles in West Wollega through the following activities:

» Improved maternal and neonatal health care services at GAH and its four affiliated clinics
through the training of health care staff and provision of equipment and supplies.

» Establishment of women’s groups for income generating initiatives.

» Establishment of a community based health education programme.

In addition, an existing Safe Birth Fund (SBF) has been expanded to provide subsidised medical
treatment for all women in the participating kebeles, funded separately to the BLF grant.
Additional funding was also provided by Maternity Worldwide in order to treat obstetric fistula
and utero-vaginal prolapse, conditions arising most commonly following complications during
childbirth. Maternity Worldwide has also funded the construction of two houses for project staff.

The project experienced a slow start, mainly due to the low levels of existing capacity within
GAH, difficulties in ensuring recruitment and retention of national obstetricians for the Maternity
Worldwide project team, bureaucracy surrounding the ordering and clearing of equipment and
supplies and the lengthy process involved in establishing the Project Steering Group. The
scheduling of the project was very ambitious. Two years is a very short time in which to
establish a maternal health project and achieve specific results. However despite these
shortcomings the project is now making progress and available evidence suggests that the
project is working to address the goal of reducing maternal mortality and morbidity. The three
pronged approach, clinical services, income generation and health education, is also
contributing towards improvements in the health, well-being and economic stability of families
and children.

The project has proved extremely successful to date in terms of its promotion of and support for
stakeholder and community commitment and participation. Despite the length of time and level
of diplomacy required, the project team has worked to ensure the establishment of a Project
Steering Group which is now responsible for advising Maternity Worldwide on project
implementation, monitoring and future sustainability. Strong commitment to and ownership of
the project by stakeholders is evident and there are grounds to believe that this may become a
model for future co-ordination of other activities in the Gimbie area. There is excellent
representation and participation by all partners: government, non-government, faith based
organisations and local communities and their leaders. Effective committees have also been
established for the women’s groups and health education components.

By the end of Year 1 income generating women’s groups had been established in the first 15
kabeles. Training was provided and by the end of the year all women had received their seed
money. Following the grace period, the period for regular repayments is now commencing. It is
therefore too early to assess how many will repay and on time. Discussions reflect a number of
positive examples to date of women who have gained both knowledge and influence within their
communities and increased their financial resources as a result of the women’s groups’ income
generation initiatives. However there are also some women who have faced difficulties, for



example livestock dying and concerns regarding repayment. Year 2 will see the extension of
women’s groups to the remaining 25 kebeles.

A community health education programme has been developed and implemented in the 15
kebeles during Year 1 covering a wide range of issues. Attendance at sessions is high by both
men and women, although attendance is lower in Gimbie town than in the villages. Available
evidence would suggest that the programme has resulted in changes in knowledge, attitude and
behaviour with examples being provided; for example ways in which women have improved
hygiene and health status for themselves and their families. There is a strong understanding of
all the activities of the project, including the range of maternal health services available at GAH
and access to the SBF for subsidised treatment.

The number of women accessing appropriate maternal health services at GAH is increasing
year on year, assisted by the SBF and general subsidy for delivery by women living outside the
project kebeles. It can therefore be assumed that this is contributing to reduced pregnancy
related deaths and long-term iliness. It is difficult to know the actual extent of unmet need in the
project area due to a lack of verifiable current population statistics. However anecdotal
information would point to the difficulty women have in accessing affordable maternal health
services and increasing knowledge amongst women of the services now on offer at GAH. The
guality of services has improved during Year 1 due to the development and implementation of a
training programme for a number of GAH clinical staff and the appointment of obstetricians by
the project based at GAH. However there have been difficulties in both training the numbers of
staff originally planned and the recruitment and retention of obstetricians. There have been
periods with no obstetrician cover at the maternity unit and clinical leadership has suffered as a
result. Clinical protocols and guidelines have been developed but some require updating and
they are not always followed as a matter of course. There is need for more engagement with
local communities in terms of patient feedback regarding services. The GAH four affiliated
clinics have not yet been brought into the project. It is anticipated that GAH will close one of the
four clinics. The remaining three will receive equipment and supplies once cleared from
customs and a nurse from each clinic will participate in Year 2 training.

Recommendations

Project Design

i) Future project design should take into account the lessons learned from the Gimbie project
in terms of the time required for setting up projects and addressing issues of low capacity. A
realistic timeframe both for establishment and for moving towards sustainability should be
considered and agreed at the design phase of the project and reviewed during
implementation.

ii) Project coverage is a key issue. Current experience has shown that levels of funding
available can often only cover a small target area, leaving many of those in need unable to
access project supported services and activities. Consideration should be given to
developing a long-term plan for West Wollega, extending the reach of the current project
and outlining plans for which on-going fundraising initiatives can be developed.

iii) Lessons learned from the current project in terms of salaries, working conditions,
accommodation and issues relating to working in a remote area should inform any future
project design.

iv) Future project design should include administrative support.



Project Structure

)

v)

vi)

The project is now progressing well and there should be a review of the roles and
responsibilities of the Maternity Worldwide Country Director and Project Manager. It is
important that the Country Director now moves towards a more strategic focus of the work of
Maternity Worldwide and reduces the need for her regular inputs to the implementation of
the project. The Project Manager should be responsible for the management and
implementation of the project, focusing particularly on managing and coordinating the
clinical service inputs whilst also continuing to oversee the outreach community based
programme.

Where possible decision making on behalf of the project should be expedited given the short
timeframe of the project.

Maternity Worldwide in both the UK and Ethiopia should continue to work together closely in
terms of ensuring appropriate obstetrician cover for the project. The use of short-term
expatriate inputs is working well. However there is a need to ensure cover in terms of the
appointment of national obstetricians. Efforts should continue to be made to find ways and
means of recruiting and retaining national obstetricians.

Members of the project team, with the exception of the Community Co-ordinator, should
ensure that they spend adequate time working in the maternity unit at GAH. In particular the
midwife specialists should be working and liaising with the obstetricians and GAH staff to
ensure improved standards and skills. The Project Manager should be responsible for
ensuring this happens and should herself spend time in the unit each week.

Additional office space is required for the project team. It is understood that this has now
been addressed.

Consideration should be given to the appointment of a project secretary/administrator, funds
permitting.

vii) A vehicle should be purchased for the project as soon as proves possible.
viii) Registration with the appropriate authority, the Ministry of Justice, should now be

addressed.

Clinical Services

)

There is recognition that a number of small scale initiatives could result in better quality of
care and improve team morale within the maternity unit at GAH. Discussions should be held
within the project team to determine what practical improvements could be made to and
within the maternity unit, funds permitting. Decisions should be made as soon as proves
possible given that the project is now in Year 2 of funding.

The review and updating of protocols and guidelines should be completed by May 2008 and
project team members should ensure that they are implemented consistently by all staff.
The Project Manager should coordinate discussions and agreement amongst the project
team regarding the consistent recording of data, included the clarification of what is termed
a ‘near miss’.

Work should be undertaken to assess the full costs of providing the different maternal health
services at GAH and its associated clinics. This is critical in terms of understanding the
actual costs patients may be required to pay in the future and hence future sustainability.
Given the focus of GAH on covering costs, this is of vital importance. It is therefore
recommended that if possible funding should be sought for an external consultant to
undertake a review focusing on costings, pricing and implications for the long-term
sustainability and self sufficiency of maternal health services at GAH.

The SBF should continue to be reviewed on a regular basis. The SBF should be included in
the above review given that the Fund relies on external funding in order for the subsidy to be
provided.



vi) The process of issuing SBF vouchers directly at GAH should be urgently reviewed and
clarified with project team members and appropriate GAH staff. This should include
consideration of the issuing of SBF vouchers ‘out of hours’.

vii) Screening patients at the point of admission should be supported and a pilot undertaken as
soon as proves possible.

viii) A needs assessment should be undertaken to assess whether or not additional capacity will
be required in the maternity unit in the near future. This should also take into account the
costing/pricing review.

Women’s Groups and Community Education

i) Consideration should be given to increasing the amount of the resource, currently ETB 325
per woman, for future groups - funds permitting. Given the current economic situation this
would provide valuable additional spending power in terms of buying livestock or goods for
petty trading.

i) A review of livestock rearing should be conducted to ascertain the level of deaths among
livestock and whether or not there are any key factors contributing to deaths.

iii) A standard policy should be developed and agreed relating to repayments for those who
have lost livestock.

iv) Once repayments are underway by the first cadre of women’s groups a review is required to
identify any difficulties with repayments and how these might be addressed.

v) Attendance at community education sessions in kebeles in Gimbie town, particularly by
men, is much lower than in the villages. This situation should be reviewed and appropriate
action taken.

vi) Visual aids should be used during community education sessions where possible and
appropriate.

Monitoring and Evaluation

i) Efforts should continue to improve the collection and analysis of population based data in
order to inform project design, implementation and future planning.

ii) Consistency in clinical reporting and documentation within the maternity unit should be
ensured, overseen by project team members and ultimately the Project Manager.

iii) Consideration should be given to methods of monitoring the impact of project activities on
the intended beneficiaries. Of particular importance is the change in knowledge, attitude,
practice and socio-economic status of women. More qualitative monitoring should be
undertaken using methods such as focus group discussions and individual interviews.

iv) Project team members have limited capacity and it is recommended that partners are
trained by the project team to collect and record the above information.

v) At the clinical level there should be qualitative feedback from patients, reflecting their views
on service provision including quality, cost and improvements that could be made.
Information could be collected through exit interviews, questionnaires or focus group
discussions.

Future Sustainability

i) It is recommended that the project continue for an additional year after the original two year
period is completed, funding permitting. This will allow time to complete activities, delayed
due to difficulties during the establishment of the project, and address the issue of future
sustainability.



i)

During the one year extension it is recommended that the project retain the following staff:
e 1 Maternity Worldwide Country Director (one-third time as at present)

1 Project Manager (full-time)

1 National Obstetrician (full-time)

1 Expatriate/National Obstetrician (short-term revolving)

1 Midwife Specialist

1 Community Development Worker

1 Driver

iif) A phase out plan/exit strategy for the project should be developed in consultation with all

iv)

key stakeholders by the end of Year 2.

It is unlikely that GAH will be able to sustain maternal health services at the current level
once the Maternity Worldwide project is completed. It is therefore recommended that GAH
and Maternity Worldwide consider their positions and, as appropriate, develop a longer-term
plan regarding the potential delivery of maternal health services upon completion of the
project.



1. Introduction

1.1  The Wider Context’

It is estimated that approximately 180 to 200 million women become pregnant each year and of
these an estimated 529,000 women die from pregnancy related causes (more than one
maternal death a minute). The majority of these deaths, over 99%, occur in the developing
world. In addition, for every woman who dies in childbirth around 20 more suffer injury, infection
or disease — approximately 10 million women each year. Worldwide there are an estimated 3
million stillbirths and 3 million early neonatal deaths (death in the first week of life) each year.
These are largely due to inadequate or inappropriate care during pregnancy, childbirth and the
first few critical hours after birth®. Additionally, maternal death carries a high risk for the lives of
existing children. Every year, an estimated one million young children die as a result of the
death of their mothers®.

The impact of maternal death or illness extends beyond the immediate family. The World Health
Organisation and World Bank both emphasize the importance of healthy mothers and of the
family unit to long-term economic prosperity and development. Hence activities to improve
maternal health will have a positive impact on the lives of women themselves, but also on the
health and well-being of their children and the economic prosperity of their communities. It is
widely recognised that a reduction in deaths during pregnancy and childbirth can only be
achieved by access to skilled health professionals during pregnancy, childbirth and the post
childbirth period. Deaths occur because women do not receive skilled care when needed. The
factors contributing to these deaths are well recognised. International research and the findings
of a situation analysis in West Wollega, Ethiopia, highlight the following contributing factors to
maternal deaths:

» Delay in deciding to seek care when problems arise due to
e Low status of women
e Financial barriers
e Poor understanding of maternal health problems

» Delay in reaching health care once the decision to seek treatment has been made due to
e Poorroads
e Mountains, rivers and difficult terrain

» Delay in receiving effective, good quality treatment when the health facility is reached
due to
e Poorly equipped facilities
e Lack of skilled professionals
e Shortage of essential drugs

In order to save lives during pregnancy and childbirth maternal health projects must adopt a co-
ordinated approach to address all of the above barriers.

! Gimbie Integrated Maternal Health Project Annual Report November 2007 Maternity Worldwide
Reduction of Maternal Mortality. A Joint WHO/ UNFPA/UNICEF/World Bank Statement. WHO, Geneva 1999.
3 WHO (2003). The World Health Report 2003: Shaping the Future. Geneva, World Health Organization.
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1.2  Situation Analysis in West Wollega*

A detailed situation analysis was carried out by Maternity Worldwide in 2004/05 utilising a
‘bottom up’ approach and participatory community methodologies. The situation analysis
revealed that Ethiopia is one of the least developed countries in the world, with 45% of the
population living in poverty. Women’s status is low with high levels of violence against women
and female genital mutilation is widespread. Life expectancy is low and there is high maternal
and child mortality. HIV prevalence is approximately 6.6%. Women have many pregnancies,
starting at an early age, and access to family planning is low. Health service coverage is limited
with severe shortages of facilities and trained staff.

Compared to Ethiopia as a whole, Oromia Region is particularly disadvantaged with higher
levels of poverty, higher fertility rates and poorer access to services. Maternal health care
services in West Wollega are woefully inadequate when assessed against World Health
Organisation standards with insufficient facilities, low utilisation rates and high case fatality rates
of pregnant women who access health care:

Assessment of maternal healthcare services in West Wollega against UNICEF/WHO/UNFPA
standards:

» For a population of 2.03 million there are 3 comprehensive Emergency Obstetric Care
(EmOC) facilities compared to the recommended level of 4 comprehensive EmOC facilities.
There are no additional basic EmOC facilities, compared to the recommended level of 16
basic EmOC centres.

> In 2003, 7.8% of births took place in healthcare facilities. However since many of these
facilities are lacking in trained staff and equipment, only 2.1% of births took place in facilities
that can be classified as providing EmOC. This compares to the WHO standard of 15% of all
births taking place in EmOC facilities.

> In 2003, the proportion of women with obstetric complications who were treated at any
healthcare facility was an estimated 15%, compared to the standard of 100% of women with
obstetric complications receiving care at EmOC facilities.

» In 2003, the Caesarean section rate for West Wollega was 0.4% of all births, compared to
the standard of between 5 to 15%.

» The case fatality rate of women with obstetric complications treated in healthcare facilities
was 2.2%, compared to the standard of <1%.

The situational analysis identified the following problems:

limited access to health care, with substandard facilities and dissatisfaction with the quality
of care provided

rural women particularly disadvantaged by having no control over resources and limited
authority

avoidable maternal deaths impacting on child health and development

poor education

limited access to contraceptives

unsafe water and sanitation

difficulties with transport and poor roads

VVVVY VYV VYV

4 Gimbie Integrated Maternal Health Project Annual Report November 2007 Maternity W orldwide
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1.3 Pilot Activities of the Maternal Health Project

In January 2005 a conference was held in Gimbie with representation from 18 villages, local
government, social workers, and healthcare providers at which the findings of the situation
analysis were presented and discussed, and priorities for tackling identified issues agreed.
Subsequent to the situation analysis and stakeholder meeting, Maternity Worldwide established
a partnership with Gimbie Adventist Hospital (GAH), managed by Adventist Health International,
and a number of pilot activities were launched as a foundation for developing a comprehensive
safe motherhood programme. Pilot activities included:

Support for small scale income generating women’s groups.

Deployment of skilled volunteer midwives and obstetricians at Gimbie Adventist Hospital.
Community health education programme.

The provision of equipment and supplies for Gimbie Hospital and clinics and provision of
delivery kits for government health facilities.

Education and training for health professionals

Establishment of the ‘Safe Birth Fund’ (SBF) — subsidised medical treatment for women
in greatest need who develop complications during pregnancy and childbirth.

VV VVVV

In January/February 2006, Maternity Worldwide evaluated the community education programme
and SBF pilot. The evaluation revealed widespread support for the programme and showed that
the proportion of women who received skilled healthcare for pregnancy related problems had
increased in those villages that had received community education and that had participated in
the SBF.

1.4 Background to the Big Lottery Fund Grant

Following the situation analysis and evaluation of pilot activities, Maternity Worldwide sought to
scale up the project in West Wollega in order to reach a wider population. An application was
made to the BLF and a two year project grant was awarded, which commenced in October
2006.

The project proposed to work in partnership with GAH in 40 kebeles in West Wollega through
the following activities:

» Improved maternal and neonatal health care services at GAH and its four affiliated clinics
through the training of health care staff and provision of equipment and supplies.

» Establishment of women’s groups for income generating initiatives.

» Establishment of a community based health education programme.

In addition, the SBF would be expanded to provide subsidised medical treatment for all women
in the participating kebeles, funded separately to the BLF grant. Additional funding was also
provided by Maternity Worldwide in order to treat obstetric fistula and utero-vaginal prolapse,
conditions arising most commonly following complications during childbirth.  Maternity
Worldwide also funded the construction of two houses for project staff.

The Maternity Worldwide project team at GAH as at January 2008 consists of:
e Maternity Worldwide Country Director — also the CEO of GAH, the division of time
envisaged as 1/3 to Maternity Worldwide and 2/3 to GAH.
o Expatriate Project Manager
o 1 National Obstetrician

12



1 short-term Expatriate Obstetrician (rotating cover)

2 Expatriate Midwife Specialists/Trainers

1 National Community Development Worker/Women'’s Group Co-ordinator
1 National Driver

2. Project Goal and Objectives

2.1 Project Goal

The goal of the West Wollega Maternal Health Project (as set out in the original application to
the BLF) is:

‘Reduced maternal mortality and morbidity among all ethnic groups and consequent
improvements in the health, well-being and economic stability of families and children’.

The goal is also referred to as:

‘To reduce maternal deaths and morbidity among women in West Wollega and consequently
improve the health, well-being and economic stability of vulnerable women, their children
families and communities’.

2.2  Project Objectives

» To ensure stakeholder commitment and participation in all aspects of programme
development and implementation through the establishment of programme steering groups
with widespread representation from stakeholders and communities.

» To establish income generating women's groups through which women gain knowledge and
influence within their communities, and increase their financial resources.

» To establish a community education programme addressing women's status and rights,
preventative health measures, and in particular education around reproductive and maternal
health issues.

» To improve access to high quality maternal health services, that are locally appropriate and
informed by community engagement, contributing to reduced pregnancy related deaths and
long-term illness.

13



3. Progress Towards Project Goal and Objectives
3.1 Progress Towards Project Goal

» Reduced maternal mortality and morbidity among all ethnic groups and consequent
improvements in the health, well-being and economic stability of families and children.

The project experienced a slow start, mainly due to the low levels of existing capacity within
GAH, difficulties in ensuring recruitment and retention of national obstetricians for the Maternity
Worldwide project team, bureaucracy surrounding the ordering and clearing of equipment and
supplies and the lengthy process involved in establishing the Project Steering Group. See below
for full details. The scheduling of the project was very ambitious. Two years is a very short time
in which to establish a maternal health project and achieve specific results. However despite
these shortcomings the project is now making progress and available evidence suggests that
the project is working to address the issue of reducing maternal mortality and morbidity. The
three pronged approach, clinical services, income generation and health education, is also
contributing towards improvements in the health, well-being and economic stability of families
and children.

3.2 Progress Towards Project Objectives

» To ensure stakeholder commitment and participation in all aspects of programme
development and implementation through the establishment of programme steering groups
with widespread representation from stakeholders and communities.

The project has proved extremely successful to date in terms of its promotion of and support for
stakeholder and community commitment and participation. Despite the length of time and level
of diplomacy required, the project team has worked to ensure the establishment of a Project
Steering Group which is now responsible for advising Maternity Worldwide on project
implementation, monitoring and future sustainability. Strong commitment to and ownership of
the project by stakeholders is evident and there are grounds to believe that this may become a
model for future co-ordination of other activities in the Gimbie area. There is excellent
representation and participation by all partners: government, non-government, faith based
organisations and local communities and their leaders. Effective committees have also been
established for the women’s groups and health education components.

» To establish income generating women's groups through which women gain knowledge and
influence within their communities, and increase their financial resources.

By the end of Year 1 income generating women’s groups had been established in the first 15
kebeles. Training was provided and by the end of the year all women had received their seed
money. Following the grace period, the period for regular repayments is now commencing. It is
therefore too early to assess how many will repay and on time. Discussions reflect a number of
positive examples to date of women who have gained both knowledge and influence within their
communities and increased their financial resources as a result of the women’s groups’ income
generation initiatives. However there are also some women who have faced difficulties, for
example livestock dying and concerns regarding repayment. Year 2 will see the extension of
women’s groups to the remaining 25 kebeles.

14



» To establish community education programme addressing women's status and rights,
preventative health measures, and in particular education around reproductive and maternal
health issues.

A community health education programme has been developed and implemented in the 15
kebeles during Year 1 covering a wide range of issues. Attendance at sessions is high by both
men and women, although attendance is lower in Gimbie town than in the villages. Available
evidence would suggest that the programme has resulted in changes in knowledge, attitude and
behaviour with examples being provided; for example ways in which women have improved
hygiene and health status for themselves and their families. There is a strong understanding of
all the activities of the project, including the range of maternal health services available at GAH
and access to the SBF for subsidised treatment.

» To improve access to high quality maternal health services, that are locally appropriate and
informed by community engagement, contributing to reduced pregnancy related deaths and
long-term illness.

The number of women accessing appropriate maternal health services at GAH is increasing
year on year, assisted by the SBF and general subsidy for delivery by women living outside the
project kebeles. It can therefore be assumed that this is contributing to reduced pregnancy
related deaths and long-term iliness. It is difficult to know the actual extent of unmet need in the
project area due to a lack of verifiable current population statistics. However anecdotal
information would point to the difficulty women have in accessing affordable maternal health
services and increasing knowledge amongst women of the services now on offer at GAH. The
guality of services has improved during Year 1 due to the development and implementation of a
training programme for a number of GAH clinical staff and the appointment of obstetricians by
the project based at GAH. However there have been difficulties in both training the numbers of
staff originally planned and the recruitment and retention of obstetricians. There have been
periods with no obstetrician cover at the maternity unit and clinical leadership has suffered as a
result. Clinical protocols and guidelines have been developed but some require updating and
they are not always followed as a matter of course. There is need for more engagement with
local communities in terms of patient feedback regarding services. The GAH four affiliated
clinics have not yet been brought into the project. It is anticipated that GAH will close one of the
four clinics. The remaining three will receive equipment and supplies once cleared from
customs and a nurse from each clinic will participate in Year 2 training.

Full details are available in Section 4: Progress Towards Project Outcomes below.

15



4. Progress Towards Project Outcomes

4.1 Outcome 1

A reduction in deaths during pregnancy and childbirth among women living in West Wollega

Indicators:

i) Increase in number of women attending GAH and clinics for childbirth to 1,200 in the period
Oct 07 to Sept 08

i) A maternal death audit performed for all pregnancy related deaths which occur in women
attending Gimbie Adventist Hospital and associated clinics supported by BLF

Findings:
Indicator i): From the beginning of the project in October 2006 to 31 December 2007 GAH has
seen a steady increase in the number of women attending for childbirth. The total for January to
December 2006 was 784, rising to 965 in 2007. The figures from October — December 2007 are
as follows:

Month Deliveries at GAH
(excluding
clinics)
October 2007 102
November 2007 89
December 2007 100
Total 291

The current target of reaching 1,200 deliveries in the period October 07 to September 08 would
seem appropriate, dependent on a small increase in monthly numbers seen. Although the
number of deliveries at GAH has increased in recent years, the majority of women still deliver at
home without the assistance of a skilled birth attendant. Total numbers attending GAH appear
relatively low given available population data. It is therefore anticipated that the number of
women receiving skilled care at GAH and its affiliated clinics during childbirth will increase
further, as additional kebeles participate in the project and additional clinic staff receive training
and equipment to provide basic emergency obstetric care. Increased numbers may be a result
of both increased community education and therefore awareness regarding maternal health but
also the reduced price of services via the SBF subsidy (see below). It would therefore be
expected that numbers would continue to increase.

The pricing structure for maternal health services will however need to be kept under review.
At present delivery services are subsidised and any changes to this may result in fewer women
attending GAH for delivery. The costing of services is of vital importance to women and their
families. Any increase in the cost of maternal health services is likely to adversely affect
numbers attending GAH. Conversely, anecdotal feedback would suggest that any reduction in
costs is likely to result in increased attendance.

16




Capacity at GAH is also a consideration.

Any significant increase in numbers (above

approximately 2000 per annum) would require a larger maternity unit.

In recent years the number of women attending Gimbie Adventist Hospital for antenatal,
postnatal and intrapartum care has also risen as shown in the tables below.

Antenatal attendance at Gimbie Adventist Hospital,
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In addition to obstetric care, the Maternity Worldwide obstetricians provide general gynaecology
services and it can be seen that the total number of women accessing obstetric/gynaecology
services at GAH has more than doubled in the past two years.
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Total number of obstetric/gynaecology admissions to GAH
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Emergency Obstetric Care

A total of 145 women were treated for emergency obstetric care at GAH between January 2007
and October 2007. The highest of the emergency obstetric complications is abortion followed by
obstructed labour. Indications for emergency obstetric care are shown below:

CAUSES OF

OBSTETRIC

EMERGENCIES

Jan - Dec 2007 Totals

PPH 8 / u pPH

Retained Placenta 3 = Rborton
B Ruptured Uterus

Abortion 47 = oo

Obstructed labour

Ruptured Uterus 15

APH 14

Sepsis 6

Obstructed labour 40

Pre-

Eclampsia/Eclampsia 10

Others causes 2

The Safe Birth Fund

User fees are one of the main barriers to receiving skilled obstetric care in West Wollega. All
health facilities charge a fee for delivery, and for the treatment of any antenatal or postnatal
complications, although this fee may be waved in government health facilities for the most
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needy. Through the SBF Maternity Worldwide seeks to remove the financial barrier to obstetric
care, especially for the poorest women and for those with obstetric complications.

The SBF was established as a pilot project in 2005. A voucher scheme was established in
collaboration with 16 selected villages and GAH. Maternity Worldwide staff visited all 16 villages
to discuss the administration of the voucher scheme with village leaders and to provide
community education and information about the voucher scheme to all participating
communities. The vouchers were held by the community leaders and they had authority to issue
a voucher, on request, to any woman requiring obstetric care, who they deemed to be ‘poor’ and
unable to afford health care. A woman with a voucher is requested to pay a total of ETB 20 for
her medical treatment at Gimbie Hospital. The outstanding treatment costs are paid directly by
the SBF.

In 2006 the SBF voucher scheme was evaluated. Overall, the scheme was found to increase
access to skilled obstetric care and was perceived by communities to be of great benefit. A
number of problems with the scheme were identified in the evaluation. As a result some
modification in the organisation and administration of the scheme has been made such that
access to the vouchers is controlled through the women’s group network in addition to the
village leaders, and the community education programme has been further strengthened to
reinforce community understanding of the voucher scheme. The SBF voucher scheme has now
been extended to the 15 villages participating in the Maternity Worldwide project and is currently
being extended to the final 25 villages.

In July 2007, after much discussion within communities and following recommendations from
the project steering group, Maternity Worldwide implemented a subsidy for all births taking place
at Gimbie Hospital, in addition to the SBF voucher scheme. The fee charged to a woman is ETB
50 for any antenatal or postnatal complication and for any type of delivery other than Caesarean
section. A fee of ETB 400 is charged for Caesarean section. The SBF pays for any additional
treatment costs. The fees paid by women were agreed within the Project Steering Group
following the advice of community leaders and women themselves. It should be emphasised
that this subsidy for all births has been implemented as a pilot project over the next six months
and will be evaluated to assess its effectiveness. The voucher scheme (and payment of ETB
20) continues to run alongside the overall subsidy.

Numbers accessing the SBF have increased dramatically year on year:

2005 84
2006 255
2007 732

The general subsidy began on 1 July 2007. Between 1 July and 31 December 2007 a total of
520 women benefitted from the SBF. Of these, 264 (51%) benefitted from the SBF voucher
scheme, and the remaining 256 (49%) benefitted from the general subsidy offered to all
maternity patients.

The SBF scheme operates smoothly at the community level and is understood by community
leaders, women’s leaders and the women themselves. Access to vouchers at the community
level works well. At GAH the process is not always so clear. Women sometimes arrive at the
hospital without a voucher and there is not always a standardised approach to dealing with this
between the Maternity Worldwide project staff and GAH staff. At present women may wait for a
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voucher or pay. Given the urgency of admission this is a difficult situation and the process is
especially difficult out of hours. From the GAH perspective there is also a need to ensure that
staff in the maternity unit do not issue vouchers to those who are not in real need of financial
support. There is a recognised need to strengthen the screening process at GAH at the point of
admission. There are plans to pilot this however this is not possible at present due to a lack of
capacity.

Ideally stakeholders would like to see the SBF including all women with complications being
given a free service. This however has large cost and sustainability implications for GAH.

Indicator ii): The project has established a comprehensive obstetric database and details of all
admissions to GAH have been recorded since August 2007. A maternal death audit tool has
been devised and all nine maternal deaths which took place in GAH in the first year of the
project have been audited. Seven deaths were due to direct obstetric causes and two were due
to indirect causes. All seven direct deaths could have been avoided by earlier medical
intervention and the time taken to reach health care facilities was also the major contributing
factor. Maternal death audits will also be undertaken at GAH’s four clinics, located outside of
Gimbie town, as appropriate.

Ideally a maternal death audit should be conducted very shortly after the death occurs.
However due to difficulties in the first year in retaining obstetricians at the hospital maternal
deaths were not audited until a later date. It was then difficult to identify members of staff who
had been involved in the case for which to seek additional information about the death and to
instruct when substandard care was identified. Obstetrician cover has now improved and
maternal death audits will be undertaken immediately after the death, with the resident
obstetrician responsible for co-ordinating prompt reviews. Additional difficulties were
encountered as two case files were missing and could not be audited. This situation has been
addressed and now no cards (files) are sent to the card room until they have been entered on
the obstetric database.

Lessons have been learned from the maternal death audits and following feedback and
discussion with hospital management and staff the following changes have been introduced:

» Improved access to operating theatres, with the hospital now providing ‘on-site’ theatre
assistants.

» The development and implementation of a protocol for the management of seizures using
the most appropriate drug.

» Consistent and regular observation of patients.

» Improved documentation.

It was initially hoped that maternal deaths could be reviewed with the communities involved,
providing important information about how to avoid maternal deaths for the community.
However this is now seen as over ambitious due to a lack of capacity within the project team.
The team does possess the necessary skills and experience but is currently overstretched with
existing project activities. There is the possibility that a small scale pilot activity could be
implemented. However any reviews of maternal deaths at the community level would involve
orientation, training, documentation, supervision and follow-up and would be very demanding on
the small project team.
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4.2 Outcome 2: Capacity Building

Year 1
Four national doctors and 12 national nurses employed at Gimbie Hospital complete
‘competence based’ knowledge and skills programme

Year 2
Eight additional national nurses employed at clinics supported by BLF complete ‘competence
based’ knowledge and skills programme

Indicators:

Year 1

1. Twice monthly maternal healthcare training seminars provided at Gimbie Hospital with
attendance rate of >90% by four physicians and 12 nurses

2. Practical Skills Workshop (3 days duration) attended by four physicians and 12 nurses

3. Completion of competence based log book by four physicians and 12 nurses

4. Four physicians and 12 nurses achieve score of >70% in evaluation examination

Year 2

1. Twice monthly maternal healthcare training seminars provided at Gimbie Hospital with
attendance rate of >90% by 8 nurses

2. Practical Skills Workshop (3 days duration) attended by 8 nurses

3. Completion of competence based log book by 8 nurses

4. Eight nurses achieve score of >70% in evaluation examination

Findings:

The project aims to build capacity at GAH and affiliated clinics through a training programme for
physicians, midwives and nurses that will train them to be skilled birth attendants. In order to
boost capacity at GAH to provide obstetric services and develop and implement the training
programme, the project has at present one full-time national obstetrician, a rota of visiting
expatriate short-term obstetricians (one at a time), two expatriate midwife specialists, a project
manager (midwife) and Maternity Worldwide’'s Ethiopia Director (obstetrician). There is
therefore good cover at present in terms of skilled, experienced personnel. Previously the
maternity unit at GAH was staffed by only two midwives and six nurses and obstetric
complications were managed by the hospital surgeon or physicians. There have been difficulties
in retaining obstetricians as many nationals prefer to work in the cities. However the current
obstetrician has been in post for five months, with a one year contract, and the rota of visiting
obstetricians is working well.

The obstetrician and two midwife specialists have three main functions:
» To directly provide patient care.
» To train local health care staff as skilled birth attendants.

» To raise standards in GAH and clinics through the introduction of evidence based protocols
and guidelines for the management of pregnant women and the newborn.
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Provision of Patient Care

The population accessing health services at GAH and affiliated clinics is thought to be larger
than anticipated in the original project proposal due to a lack of health facilities in the region, in
particular a shortage of skilled maternal health care providers at other facilities. Maternity
patients attend from a much wider area in reality, with some even travelling from as far as
200km away. GAH is becoming known for its improved facilities and provision of specialist
obstetric and skilled birth attendant staff and thus the catchment area has expanded. The
number of women attending GAH for pregnancy and childbirth is increasing year on year.

A major difficulty during the first half of the project has been the issue of securing and retaining
health service workers, both at GAH and within the Maternity Worldwide project team. This has
impacted on the ability to develop sustained capacity. It was originally envisaged that the project
would appoint two national obstetricians however applications were low, reflecting the general
shortage of trained obstetricians in the country. Four obstetricians have been recruited since
the project’s inception, one performed poorly and was asked to leave, two were unable to adapt
to the rural environment and one recruited in September 2007 remains at GAH. It appears that
obstetricians have high expectations of good facilities and competent junior doctor, midwifery
and nursing staff. Comparing Gimbie with Addis Ababa they are very critical of local facilities
and local staff competence, failing to appreciate that the aim of the project is to address these
difficulties and to raise standards. This has led to tensions between the existing staff and new
recruits and has required a high level of input from the Project Manager and Country Director of
Maternity Worldwide. In order to try to motivate and retain national obstetricians Maternity
Worldwide is looking to develop opportunities for short-term work/training experience overseas
for those who remain in post for a minimum of one-year.

Ideally two obstetricians are needed at GAH and Maternity Worldwide has developed a system
of rotating short term ‘voluntary’ expatriate obstetricians to work with the national obstetrician.
This strategy is proving successful and eight visiting obstetricians have now served at GAH.
Two have returned for a second attachment and a third is planning to do so also. Interest has
been expressed in returning on an annual basis in the years ahead.

However the initial lack of a consistent resident obstetrician resulted in poor clinical leadership
during Year 1 and placed a strain upon the project team. The Project Manager and Country
Director, particularly the latter, have had to take a more active role in the development of clinical
services and developing data systems for audit and evaluations than anticipated. In addition the
midwife specialists have sometimes lacked senior medical staff to advise them on complicated
cases.

This is now being addressed. The current obstetrician has been in post for five months and has
a good understanding of the aims of the project and is working with local staff to develop
capacity. Working with and learning from the visiting obstetricians appears to work well.
However due to the recent, necessary focus of the Project Manager and Midwifery Specialists
on revising the training curriculum the national obstetrician is somewhat isolated from the
project team. The obstetrician is often the only member of the project team working in the
maternity unit at present and there is an urgent need for the Midwifery Specialists to be present
on the wards and in the unit when possible, supporting and motivating local staff and
encouraging team morale in what are difficult working conditions. The maternity unit is not
always working in an organised manner and additional team inputs are required. It is also
important that the Project Manager makes regular visits to the unit to assess, support and
motivate project staff, liaise with GAH staff and patients and ensure that clinical standards are
being raised and sustained.
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The obstetrician undertakes training rounds on Tuesday and Thursday mornings and is
currently working to establish a regular Monday morning meeting for maternity unit staff. This is
to be encouraged and project team members should attend when possible. There are both
trained (from Year 1) and untrained GAH staff working at the maternity unit. An annual rotation
of staff between departments has affected the number of trained staff retained at the unit this
year. Working with untrained staff requires more capacity and inputs and this is where support
from the project team is key. Ideally all nurses should be trained by the project. Sharing of
experience between GAH staff, trained and untrained, is also essential however this is often
difficult due to the shortage of manpower and shift patterns. Clinical best practice by all project
and GAH staff must continue to be focused on by the project.

There is on-going low GAH staff morale within the maternity unit due to a variety of issues
including problems of non-standardised pay and conditions (which are now being addressed)
and lack of facilities. Difficulties in accessing equipment and supplies also add to the situation.
The current obstetrician is not aware of what equipment and supplies are pending as part of the
project’s inputs or when they will be received. Some small improvements could make a big
difference, for example purchasing gowns for patients. The project team have also
recommended that monthly drugs for the project are organised and managed in a separate
room to the GAH pharmacy. However this has yet to be resolved.

Decision making relating to the project and maternal health service provision tends to be
somewhat slow and it is sometimes felt that decisions made are not necessarily in the best
interests of the maternal health patients. The difficulty here is the need to balance the
perspective of GAH (particularly the need to be self-sufficient in terms of raising income to cover
service provision and human resource difficulties) with the needs of the Maternity Worldwide
project. The Maternity Worldwide Country Director is often in a difficult position given her joint
role with both GAH and Maternity Worldwide. She manages this role well however the position
of CEO at GAH would seem to require full-time inputs and yet due to recruitment and retention
difficulties for the Maternity Worldwide project a lot of additional time has been necessarily
devoted to the project. Given these demands it is important that the Project Manager be more
involved in clinical leadership of the project and that roles and responsibilities between the
Country Director and Project Manager are reviewed and revised as appropriate now that the
project is moving ahead well. The Project Manager must continue to co-ordinate the needs of
the project and should be responsible for all reporting, including clinical reporting. The Country
Director must be released from some of the on-going management of the project in order that
she may focus on higher level strategic issues for Maternity Worldwide and the relationship with
GAH.

Data recording is not always consistent by staff and this needs to be followed up and ensured
by the project team working with and supporting GAH staff. In addition the project team needs
to discuss and agree on specific ways of recording data. For example, there is confusion
amongst the team as to how to classify a ‘near miss’.

Training Local Health Care Staff as Skilled Birth Attendants

During the first year of the project a curriculum and bespoke training schedule was developed
by the Project Manager and the two Midwife Specialists to train nursing staff at GAH as skilled
birth attendants. A total of six nurses completed the training programme and worked in the
obstetrics department, although some nurses have now been rotated to other departments.
This is lower than the original target of 12 nurses. Training included a range of seminars and

24



‘on the job’ training, with staff released from ward duties to attend theoretical and practical
sessions. Each participant was provided with a logbook in which they recorded their practical
experience and evaluation under the supervision of the midwife trainers and obstetricians.
Documentation is well designed and the training programme was effectively developed and
implemented. Feedback from midwife trainers records a definite improvement in skills,
judgement and abilities. Returning obstetricians (on the rotating system) have also reported
improved capacity as part of their post-contract evaluation.

The original plan was to train 4 Ethiopian physicians at GAH, as well as the 12 nurses. This did
not prove possible due to the gaps in obstetric cover limiting the ability to train junior doctors
and the turnover of physicians employed by GAH being very high. Normally GAH is staffed by 3
junior physicians but in the past two years there has been a turnover of 17 physicians and at
times there has only been one junior doctor to provide services across all hospital departments.
This again reflects the difficulty in securing and retaining medical staff. Physicians are also
frequently called away to attend Government training. Thus GAH was not able to release
physicians from their regular duties to participate in the planned training. It is unlikely that
physicians will be included in Year 2 training for the same reasons.

Lessons learned from Year 1 have informed the review and development of the training
curriculum for Year 2 of the project. It was found that Year 1 training was rather high level and
therefore training for Year 2 has taken a new WHO document, ‘ Essential Competencies of
Skilled Attendants in the Africa Region’ and used this as the basis for the training ensuring all
the competencies are addressed. The adaptation for Maternity Worldwide has taken rather a
long time and has diverted the Midwife Specialists from their practical clinical work in the
maternity unit. The training materials have now been completed, including logbooks and
checklists. It is now anticipated that training will start during February 2008 once numbers of
trainees have been agreed. The training will be completed by 30 September 2008.

If all those currently requiring training are provided with a place then this would be 13 nurses
from GAH and 4 nurses from the affiliate clinics (one per clinic). During Year 1 it was found to
be hard to motivate staff to attend the training, due to issues of capacity and payment. Year 2
training therefore plans to remove trainees from duty two days per week every second week.
Other staff will be paid overtime to provide cover on these days. There may be two groups of
trainees and so each week two days would be for training.

The Midwife Specialists will implement the training and will also support the trainees whilst
working in the maternity unit. On the job supervision will be provided and this should be
extended to all staff working in the unit as appropriate.

A need for refresher and update training may also need to be considered.

To raise standards in GAH and clinics through the introduction of evidence based protocols and
guidelines for the management of pregnant women and the newborn

A number of protocols and guidelines were introduced during the early stages of the project,
including the pilot phase, and standards are being raised. However some of these require
reviewing and updating, for example relating to the Ethiopian context. The Project Manager
should co-ordinate this among the project team and the team must then ensure that they are
implemented consistently by all staff. At present adherence to protocols and guidelines is not
always prioritised by all GAH staff and this must be addressed by the project team.
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4.3 Outcome 3: Influencing Opinion

Local, national and international policy makers (including the Ethiopian Government
Departments of Health and Social Affairs, the Safe Motherhood Alliance, other international
NGOs and the World Health Organisation) receive information about the West Wollega Safe
Motherhood Project and hence increase their understanding of ‘what works’ to reduce maternal
deaths in resource poor settings.

This Outcome was not included in this review.

4.4  Outcome 4: Participation

Year 1

o Community participation initiated through the establishment of steering committees which
include representatives from the communities, in particular women from rural locations

¢ Communities have participated in end of year Dissemination Forum to give feedback and
influence project development

Year 2

e Community members, in particular women from rural locations are key members of steering
groups where they participate in decision making processes in relation to the Safe
Motherhood Programme

¢ Community members have attended end of project Dissemination and have shared their
views on the project

Indicators:

Year 1

1. Health Education Committee established, Women’s Group Steering Committee established,
Health Service Development Steering Committee established and Project Management
Steering Committee established. In total, at least 20 community representatives are members of
these steering committees

2. Three meetings held of each steering committee

3. Attendance rate of >80% for community representatives at steering committee meetings

4. End of year Dissemination Forum attended by at least 50 participants including community
members, local government, health care providers and local NGOs

Year 2

1. Community membership of steering groups increases to a minimum of 30 community
participants

2. Three meetings held of each steering committee

Attendance rate of >80% for community representatives at steering committee meetings

3. End of project Dissemination Forum attended by at least 50 participants including community
members, local government, health care providers and local NGOs
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Findings:

The main aim behind this outcome is to increase the involvement of communities in decision
making. In order to ensure stakeholder and community participation in all aspects of project
design, implementation and monitoring a humber steering groups were proposed:

» Project Steering Group (PSG)

» Women’s Group Steering Committee

» Health Education Committee (HEC)

» Health Service Development Steering Committee

The first three have been established and are working well. They meet every six to eight
weeks, more than 20 community representatives are members and the meetings are regularly
attended by more than 80% of members. An end of year 1 dissemination forum has been
postponed, to be held after the publication of this report in order that it can be shared with all
stakeholders. It was decided that a Health Service Development Steering Committee was not
required as:

» Relevant members already participated in the main project steering group.

» Funding is not available for the improvement of health facilities beyond GAH and its affiliated
clinics and therefore there could be no discussion of improvement for other facilities and
other health professional capacity building.

Project Steering Group

A PSG was established in January 2007 to oversee all project activities, chaired by the
Maternity Worldwide Country Director. Membership includes relevant government departments,
partner NGOs and faith based leaders:

Zonal and woreda health

Zonal and woreda social affairs

Zonal and woreda Women's Affairs

Dept of food security and disaster prevention and preparedness committee (DPPC)

Gimbie Adventist Hospital

Family Guidance Association of Ethiopia

Red Cross Society of Ethiopia

Zonal Agricultural Department

Woreda Health department

Woreda Women's Affairs

Woreda Social Affairs

Woreda Administration

Aira Hospital

Denbidollo hospital

Representatives from religious organizations (Orthodox, Catholic, Adventist, Lutheran,
Muslim)

VVVVVVVVVVVVVVY

Terms of Reference for the PSG were drawn up and agreed and adopted by members. All
decisions regarding project implementation, including the selection of participating kebeles, are
discussed and decided by the steering group. The group has provided invaluable advice and
oversight for the project and participation and motivation are high. The PSG delegated
responsibility to a small task force to identify the first fifteen kebeles to participate in the project.
The task force comprised of Gimbie Woreda Women’s Affairs, Gimbie Town Council and
Maternity Worldwide. The criteria developed by the steering group to select kebeles were:

» kebeles that were not benefiting from any other project
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» kebeles with greatest poverty
» willingness of the kebele and kebele leadership to be involved in the project.

A particular strength of the PSG is that it has brought together, for the first time in West
Wollega, a range of stakeholders with a role to play in maternal health, including non traditional
sectors such as agriculture and religious organizations. Steering group members have
demonstrated their ability to implement project activities into the regular working practice of their
departments and their subordinates and have shown commitment to the sustainability of the
project by discussing ways in which they can continue activities beyond the support of Maternity
Worldwide.

Direct feedback from members of the PSG reflects a strong commitment to the project and a
desire to support and participate in leading the project and ensure the sustainability of benefits.
It has recently been agreed to have women from the women’s groups represented on the PSG.
The formation of the PSG took longer than anticipated but has proved to be an extremely
effective body with high engagement and ownership by stakeholders. This may well provide a
model for others to follow.

Women’s Group Steering Committee

A committee to oversee the women’s group network was established in February 2007 and
provides a direct link between women in the communities and government departments.
Members were nominated by the PSG after consideration of the relevance of the various
sectors on women’s activities. The committee is chaired by the Maternity Worldwide Project
Manager and members are drawn from:

Woreda Women’s Affairs

Woreda Socials Affairs

Gimbie Town Council

Gimbie Woreda Agricultural Office

Gimbie Woreda Health Department

Catholic Mission

Women’s Association

Women’s Group Leaders/Secretaries

YVVVYVYYVYY

At a meeting of the PSG in January 2008 it was agreed that there should be representation from
the women’s groups/committee on the main project steering group. This is now being
addressed.

Health Education Committee

The Health Education Committee (HEC) was established to define the core content of the
community education programme, and to oversee implementation and evaluation of the
education programme in the selected kebeles. Members of the HEC were selected by the PSG.
The HEC is chaired by the Maternity Worldwide Project Manager and membership is comprised
of representatives from:

Woreda Women’s Affairs

Family Guidance Association of Ethiopia

Gimbie Health centre

Woreda Socials Affairs

Gimbie Town Council

Gimbie Woreda Agricultural Office

Gimbie Woreda Health Department

Catholic Mission

YVVVVYVYYVYYVYY
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The initial selection and establishment of the PSG and two committees took longer than
envisaged but has proved extremely successful in terms of participation, promoting ownership
of the project and discussion of key issues to do with future sustainability.

45 Outcome 5: Gender and Diversity

Year 1

e Approximately 450 women learn income generating skills through membership of a woman’s
group

o Women’s rights promoted, and community health improved in 15 villages through
participation in a community education programme

Year 2

e An additional 750 women learn income generating skills through membership of a woman’s
group

o Women’s rights promoted, and community health improved in a further 25 villages through
participation in a community education programme

Indicators:

Year 1

1. Fifteen women’s groups established with membership of approximately 30 participants
each

2. Chairwomen of 15 women’s groups receive training in animal husbandry or equivalent

3. Increase in knowledge, confidence and financial independence of women’s group
participants as compared to baseline (measured by an interviewer-administered
guantitative survey supplemented by focus groups)

4. Health education programme delivered to 15 villages. 10 community health educators
identified and trained

Year 2

1. Additional 25 women’s groups established with membership of approximately 30
participants each
Chairwomen of 25 women’s groups receive training in animal husbandry or equivalent
Increase in knowledge, confidence and financial independence of women’s group
participants as compared to baseline ( measured by qualitative survey)
4. Health education programme delivered to additional 25 villages

w N

Establishment of Women’s Groups

The main aim of this outcome is to impact positively on women’s status and financial security
and to promote women'’s rights. The primary mechanism for achieving this is the establishment
of a network of women’s groups and income generating activities for participants. Year 1
targets have been achieved in full and additional groups have now been established for Year 2.
Activities have been targeted at the most needy and criteria used to select the participating
kabeles were:
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» Kebeles that were not benefitting from any other project
» Kebeles with greatest poverty
» Willingness of the kebele and kebele leadership to be involved in the project.

Partners involved in the implementation of women’s group activities include:

» Gimbie Woreda Administration: This department has the overall administrative responsibility
for the Woreda and for ensuring co-ordination between community projects. The Woreda
Women’s Affairs and Social Affairs are under the Woreda Administration.

» Gimbie Woreda Women'’s Affairs: This sector is responsible for all matters relating to women
including issues of gender equality. The Department assists Maternity Worldwide to
organize and train women’s groups, and to oversee the credit facility.

» Gimbie Woreda Social Affairs: This sector is mainly responsible for public mobilization. The
Department has been a key partner in terms of organizing community meetings through the
kebele leadership.

» Gimbie Town Council: The Town Council administers four kebeles within the Maternal
Health Programme and is responsible for overseeing the women’s groups and for
recovering and re-distributing the financial loans given to women within these kebeles.

» Gimbie Woreda Agriculture Department: The agriculture department has assisted with the
training of women about various income generating activities. Community Agriculture Agents
work under the supervision of the Agriculture Department. Each agent is responsible for a
specified number of kebeles and provides ongoing support to women in relation to animal
husbandry and agriculture activities.

Selection of women to participate in the women’s groups

Each kebele has an elected kebele leader and women’s leader. The Project Manager, Women'’s
Group Co-ordinator and representatives from the women’s group committee met with the kebele
leader and women’s leader for each participating kebele and briefed them on the purpose of the
project and the establishment of a woman’s group in their kebele. The two leaders for each
kebele were given the responsibility to select the thirty women to participate in the first women’s
group in their kebele. The agreed criteria for selection were:

» Poor women

» Those that are not benefiting from another project

» Willingness to participate in the project

A women’s group comprising 30 members was established in each kebele and a leader for each
group was elected by group members.

Training for women’s group and women’s group Leaders:

Women’s group leaders received training from the Departments of Social Affairs, Women’s
Affairs, Gimbie Town Council and Maternity Worldwide. Topics covered included:

Overall objective of Maternity Worldwide and Women’s group

Leadership responsibilities

Loan repayment

Saving economy

Group meetings — conduct and frequency

YVVVY

Following the training of the group leaders, training was also provided for all group members
regarding the objectives of Maternity Worldwide and on different types of income generating
activities. The Department of Agriculture assisted to provide training on petty trading, gardening,
animal rearing, animal fattening and other topics.
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Selection of income generating activities

Following training, women were asked to select the type of income generating activity in which
they wished to participate. After the selection of activities each woman received resources
equivalent to ETB 325 (£18.05). Activities selected were as follows:

Animal rearing/fattening 61%
Petty Trading 32%
Gardening 7%

Management of the loan agreement

A loan agreement form was signed between each recipient and the Department of Women'’s

Affairs or Town Council. The terms of the loan are as follows:

» Interest free loan to the total sum of ETB 325

» Grace period of six months before loan repayments begin

» Full repayment of the loan, by monthly instalments, over a maximum period of one year after
the end of the grace period

The first repayments started with one village during January 2008. Out of the 30 women by 24
January 2008 12 had paid the first instalment. This will require close monitoring.

The Department of Women’s Affairs and Town Council will oversee the collection of loan
repayments and will save this money in a separate account. When sufficient funds have been
collected a new women’s group will be established in the same kebele and funds will be
distributed to new participants. There will therefore be a revolving fund managed by the
Department of Women’s Affairs. A bank account will be established and there will be three
signatories: women’s group leader, a department of women’s affairs representative and a
treasurer. No funds will therefore return to the Maternity Worldwide project.

Sustainability of the women’s group network

The Department of Women’s Affairs has played a key role in the establishment and monitoring
of the women’s groups. The Department’s involvement is crucial for the sustainability of the
programme. It is anticipated that when Maternity Worldwide withdraws from the programme and
the women’s group activities and revolving fund are completely handed over to Women’s Affairs
it will be just a matter of continuity as the sector is currently running activities very closely with
Maternity Worldwide staff.

Monitoring and evaluation of the women’s group activities

The Women’s Group Co-ordinator is responsible for the day to day supervision of the women’s
groups, working in collaboration with the sectors outlined above. The main indicators of success
are the empowerment of participants and improvements in their financial well-being which will
be measured both gquantitatively and qualitatively. The majority of women’s groups began
income generating activities in August/September 2007 and as such it is too early to evaluate
fully the impact of the women’s financial status and decision making skills. Few groups have
started repayments due to the six month grace period.

Difficulties Encountered
» Some women have experienced problems with livestock and a number of sheep have died
whilst being looked after by the women. There is currently no clear policy as to how this
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affects repayments. It appears that this might be more of a problem for those women in
Gimbie town than those in the villages.

» In the current economic climate it has been found that the amount of resource/cash per
woman is low at ETB325 and this limits the type of income generation activities the women
can become involved in.

» The project has access to one vehicle only. This is insufficient as the community
programme requires regular visits and support. Motorbikes could be considered as an
alternative where appropriate.

» Repayments have not yet started with all of the initial 15 groups. However there are early
indications that there may be some difficulties in repaying within the set time of one year.
This has been raised a number of times as an issue and the project team need to discuss
and review the repayment period as appropriate.

» At present the monitoring of the women’s groups is quantitative. For example, how many
groups, how many meetings, how many attend meetings. Qualitative methods of monitoring
and impact assessment need to be devised and implemented, in particular to allow the
women themselves to reflect changes in their lives resulting from this initiative.

Community Health Education

In addition to income generation and support for the women’s groups, the community education
initiative has made a significant contribution to achieving the overall outcome. This initiative is
not specifically targeted at women as men and children are encouraged to attend also, however
women do make up the majority audience. It is overseen by a steering group which agreed that
the health education sessions would be provided by a range of workers drawn from partner
NGOs and government sectors, each person covering their area of expertise. Health education
sessions have been led by social workers, traffic police, employees of the Family Guidance
Association, health workers employed by Gimbie Adventist Hospital, community agriculture
agents and government employed health extension workers.

A manual was prepared to outline the specific information to be covered in each health
education session in order to ensure that the information given to communities is evidence
based and consistent between education providers. All individuals providing health education
have been trained and supervised by the Project Manager

Through discussion with the PSG it was agreed that the health education programme should be
expanded to cover a wider range of topics than initially planned. The PSG recognised the
impact of the wider determinants of health (such as sanitation and hygiene) on maternal and
neonatal mortality and morbidity. Additionally, evaluation of the pilot health education
programme showed that communities themselves wished for greater information about the
health problems they face and that affect all members of society and not just women and
children. The establishment of the HEC and the training and support for community educators
provided by Maternity Worldwide has provided an ideal forum for the establishment of a
comprehensive community education programme.

The final list of health education topics established by the HEC is as follows:
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Maternal and Neonatal Health Related Topics

Reproduction

Family planning

Normal pregnancy

Minor disorders of pregnancy

Bleeding during pregnancy

Toxemia of pregnancy

Prolonged and Obstructed labour
Multiple pregnancy

Abnormal lie of the fetus

Infection: before and after delivery

Birth preparedness and complication recognition and readiness
Nutrition during pregnancy labour and after delivery
Anaemia

Malaria and effects on mother and baby
Antenatal care

Sanitation, housekeeping

HIV, PMTCT

Abnormalities of the newborn baby
Newborn complications

Breastfeeding

Sexually transmitted diseases

Other General Topics

Saving economy

Harmful traditional practices

Gender and development

Importance of education for women

Home economics/management
Appropriate technology

Dietary needs of family, food groups, crops
Education for females

Road safety

Topics for schools

The development and training phase of the community education programme took some
months to complete and the community education sessions began in June 2007. Attendance at
each session has been high, with an average of 62 participants at each session. The sessions
are interactive with opportunity given for questions and discussion among attendees. This is
reflected in the duration of each education session, with some sessions lasting up to two hours
as participants raise questions and discuss the issues among themselves.

Gender gap

Hygiene and sanitation

Diarrhoea

Skin Infections

Prevention of Sexually Transmitted Infections (STI)
Family planning- (Selected grades)
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Summary of community education sessions Year 1

No of | Men Women <12 Years Total
Sessions Participants
225 3,868 9,203 1,016 14,087

This is significantly higher than expectations. However it should be noted that attendance in the
villages, particularly by men, is much higher than attendance in kebeles in Gimbie Town. The
Community Development Worker keeps comprehensive records of attendance, duration,
guestions and subjects discussed. This information is used to plan future sessions and will also
provide a basis for future evaluation of the effectiveness of the community education component
in helping to address the cross cutting and overarching objectives of this project. The
community education programme in the initial 15 kebeles is ongoing and will continue in the
months ahead until each kebele has received information on all agreed topics.

Sustainability of the health education programme

By establishing a content manual, and by training and supervising partner organisations to
provide health education, the foundation has been laid for the continuation of health education
activities beyond the completion of the Maternity Worldwide project. Partners have shown great
enthusiasm to participate in community education and many now see this as one of their key
roles. In particular, social workers and health extension workers have learned key information
about maternal and neonatal health which will continue to influence their normal working
practice and which they will continue to use as they come into contact with women and
communities.

The establishment of the community education committee and the training and support for

community educators provided by Maternity Worldwide has provided an ideal forum for the
establishment of a comprehensive community education programme.

4.6 Outcome 6: Other (provision of services, facilities etc)

Year 1 and Year 2
Gimbie Hospital and 4 associated clinics fully equipped to provide basic (clinics) and
comprehensive (hospital) emergency obstetric care

Indicators:

Year 1 and Year 2

1. Inventory of equipment and supplies at Gimbie Hospital and clinics shows that the health
facilities hold all the necessary items, in good working order, for the provision of emergency
obstetric care (as specified by WHO).

Findings:
An audit was undertaken to determine the equipment needs of GAH and its associated clinics
and efforts were initially made to purchase both equipment and supplies from Ethiopian
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sources. However the quality of the items was poor and many items were unavailable. A
decision was therefore made to purchase abroad through UNICEF and import the items. This
has been a very unsatisfactory process and a large part of the consignment has still not been
received by GAH. Rather than all equipment and supplies arriving together in one consignment
it has been sent in numerous small shipments, all requiring travel to Addis Ababa by the
Country Director to clear. An additional problem has been the unforeseen increasing customs
fees. Initially Maternity Worldwide was informed by Customs Authorities that a fee of 5% of cost
price would be charged for each item. However this had steadily risen to between 9 to 14% of
the purchase price and at the end of Year 1 a large container of items held in Dijibouti has a
clearance fee of 41% of the purchase price. This is currently being challenged. However costs
are also being incurred for storage.

Registration of Maternity Worldwide with the Ministry of Justice may have helped with importing
equipment and supplies. Registration as an NGO can result in tax free imports. Initial
registration was refused, due to the initial small budget of the project, and therefore Maternity
Worldwide is working under its partners (GAH) registration. This is acceptable but it would be
appropriate for Maternity Worldwide to consider registration again now that the budget has
increased and the project is established.

The receipt of all the equipment and supplies will enable GAH to improve the quality of care
provided to maternity patients and minimise avoidable maternity injury or death. Lessons
learned regarding the ordering and clearing of equipment and supplies will be critical for any
further initiatives.

5.  Strengths and Opportunities

Unmet Need

Despite the difficulties in obtaining verifiable data as to the level of unmet need in the target
areas of West Wollega and hence demand for maternal health services, the project would
appear to be responding to a high level of need and is providing essential maternal health
services. Progress is how being made, especially taking into consideration the low base from
which the project started. Increasing service delivery statistics year on year reflect the need and
demand for services and, from anecdotal evidence, it would seem that these are set to continue.
However overall numbers do remain relatively low given the population base.

Capacity Building at GAH

The focus on capacity building at GAH is key to the success and future sustainability of the
project in terms of service delivery and improved skills and technical capacity. Activities are well
placed to address the problem of low capacity through both training and the presence of project
obstetricians and midwife trainers. The project team has excellent clinical skills and experience
and this is a critical factor in improving capacity at GAH.

Participation and Community Ownership

The project is proving extremely successful in terms of participation by all stakeholders, from
direct beneficiaries to partner organisations and their representatives. There is a strong sense
of ownership within the local community and strong support from government officials. This will
be key in terms of future sustainability.
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Project Management

The core project team is well qualified to implement the project and brings a range of essential
skills and experiences for the benefit of GAH and its partners. The team work well together and
project management skills are strong. The Maternity Worldwide Country Director and the
Project Manager work well together and provide strong project management.

Project Reach

The project has developed a strong focus in the kebeles in which it works. The activities of the
project are understood by the local communities in the kebeles and there is a strong relationship
between project team members, particularly the Project Manager and the Community
Development Worker, local partners and beneficiaries. Good working relationships have been
established and there is excellent continuity of inputs and implementation of activities.

Project Steering Group

The PSG has proved to be an extremely successful initiative. This took time to establish but the
diplomacy and patience of the project staff has paid dividends in the longer term. The PSG is a
very effective mechanism for ensuring community participation in and ownership of the project.
There is strong representation from a wide range of partners, including government officials,
non-governmental organisations, community leaders and beneficiaries themselves. The PSG
has decision making powers regarding project implementation and is also actively involved in
feedback, monitoring and follow-up. There is a strong commitment to the future sustainability of
the project and its benefits and active support for involvement in any exit strategy by Maternity
Worldwide. The PSG may well act as a future model for other co-ordinating mechanisms
required in West Wollega.

Women’s Groups

The formation of women’s groups and income generating activities has started well and there
are early signs of success in terms of improving the position of women in the target areas. The
method for selecting members of the groups has proved very effective and management of the
groups is working well. The project team has succeeded in ensuring that responsibility for the
groups lies with the women themselves, the local community leaders and partners, with the
project team providing support and advice as needed. The idea of a revolving fund will
hopefully ensure that the benefits can be spread more widely to a larger number of women and
that the fund can be locally managed and maintained.

Community Health Education

The provision of health education sessions has proved very popular, especially in the more rural
areas. A wide range of subject matters has been covered and there has already been an
improvement in knowledge, attitude and practice by beneficiaries resulting, for example, in
improved hygiene and prevention of disease.

Safe Birth Fund

The SBF has proved extremely effective in enabling women to access services at GAH who
otherwise, due to lack of financial resources, would have found it difficult to do so.
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6. Challenges and Constraints

Project Design

The design of the project was very ambitious, assuming that the project could be implemented,
results achieved and sustainability addressed within the period of two years. In practice
initiation of the project took longer than expected due to a range of difficulties including the
extremely low capacity at GAH and among partners. The PSG took time to establish which
although contributing to delays has ultimately proved an extremely successful and hopefully
sustainable initiative.

The project design has limited scope in terms of coverage, covering only four out of 21 districts
in West Wollega. This has caused some difficulties, for example women arriving at the hospital
for maternal health services believing they can access the SBF. However if they live outside the
project target area this is not possible.

The placement of obstetricians at GAH has also proved more difficult than envisaged and
therefore service delivery and improved capacity has taken longer than foreseen.

Project Structure

The project team is well qualified and experienced in the provision of maternal health services.
However the demands of the project are high and the clinical aspects have received rather less
support than the community outreach programme (women’s groups and community education
sessions). This is partly due to the difficulties in securing obstetric cover and the resultant gaps
in clinical leadership. There is a need for more representation by the project team in the
maternity unit, working and liaising with the obstetrician(s) and GAH staff to ensure improved
standards and skills. The Project Manager must ensure that the Midwife Specialists are working
in the unit as a matter of course, alongside the training programme.

Senior management of the project perform well. The demands made on the Maternity
Worldwide Country Director are however high and it is important that the Country Director and
Project Manager review their roles and responsibilities to ensure that the Project Manager is
overseeing day-to-day management and implementation of all aspects of the project. In addition
the difficulties of working in partnership with GAH are evident, particularly in terms of the limited
capacity of GAH and the need to cover costs. Decision making within the project can tend to be
somewhat slow, as there is often the need to consider GAH'’s perspective also and consult with
a wider range of people. However this can affect morale and it is important that where possible
decision making on behalf of the project is prioritised, given the short time frame of project
implementation.

The project team operate out of very small office space and there is an urgent need for an
additional office and, should funds permit, administrative support. Transport is also a problem,
particularly for the outreach community programme. GAH has one hired vehicle available for
the project and there is a need for the project to purchase its own vehicle. In order to do so,
registration with the Ministry of Justice must be actively pursued. This may also help in terms of
future purchase of equipment and supplies.

Clinical Services

Retention of staff both within the project in terms of obstetricians, and at GAH has been a major
constraint and an on-going challenge. The issue of obstetric cover appears to have been
addressed for the present with the recruitment of a national obstetrician on a one-year contract
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and a rota of short-term expatriate obstetricians. However issues of salaries, accommodation
and working in a remote area continue to prove problematic. Clinical leadership has suffered as
a result of the difficulties in retention and there is a real need to ensure the full project team are
well managed, motivated and working together well on clinical aspects of the project.

GAH is dependent on charging for services as income generated is used to fund service
provision. GAH receives no funding from its parent organisation for the actual day to day
running of the hospital. The development of sustainable funding is therefore a major concern
and can cause difficulties between GAH and the Maternity Worldwide project in terms of
prioritising accessible services for women. Pricing structures are not standardised and at
present there is no clear way of assessing the full costs of service provision for maternal health
services. The SBF is enabling greater access to services but makes this service difficult to
sustain in the future if external funding is not found for the subsidy.

Capacity Building

GAH has difficulties in recruiting and retaining staff and this has impacted upon the ability of the
project to train local staff and increase capacity and skills. Removing staff for training has
implications for GAH in terms of cover and this has resulted in a review of the way in which any
training can be conducted. Staff report difficulties in sharing experience in the maternity unit
due to staff shortages and regular changes in staff cover. The result being that some nurses on
the ward have received training whilst others have not.

It should also be noted that any significant increase in numbers would require a new maternity
unit for the hospital as the current unit could not accommodate this change. The layout of the
current unit is not ideal but is manageable for the numbers currently seen.

Safe Birth Fund

The SBF has proved extremely successful and the process of obtaining a voucher is understood
well in all the target communities. The system at GAH if someone arrives without a SBF
voucher is not so clearly understood by all those involved — the potential beneficiary, GAH staff
and project staff - and this needs to be clarified and agreed. There are also difficulties within the
maternity unit in terms of those women covered by the SBF ie in the project target area, and
those who do not qualify.

Women’s Groups

The main constraints facing the members of the women’s groups appears to be the small
amount of the initial seed money (ETB 325) which in the current economic climate does not
stretch very far in terms of purchases of livestock or goods for petty trading. There are also
concerns regarding the repayment period, both in terms of the time of year repayments start
and the amount of time available to repay the total loan. Some livestock have died during the
early stages of the group’s activities and policy needs to be agreed by the project team
regarding what to do regarding repayment of loans in the case of the death of livestock. A
challenge for the future will be to ensure the smooth running of the groups and repayments and
to ensure that local partners are able to manage and continue the revolving fund.

Monitoring and Evaluation

It has been difficult to establish the baseline for the project in terms of unmet need due to the
lack of verifiable population based data. Anecdotal evidence and increasing service delivery
statistics point to levels of unmet need but there is no accurate reflection of potential demand for
clinical services. This makes future planning difficult, especially in terms of the possible need
for additional hospital based facilities. It also makes monitoring difficult in terms of the collection
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of statistics and data. It is possible to measure year on year increases but less easy to assess
the impact of services on unmet need. The Maternity Worldwide Country Director worked to
motivate kebele leaders to obtain data on the numbers of pregnant women in each kebele. The
data was to be submitted to the local woreda health department and GAH would then collect
from there. However this has not been effective and there is no reliable data on the numbers of
pregnant women.

Clinical reporting is improving but is not always consistent and there needs to be increased
emphasis on correct reporting and documentation within the maternity unit.

There is no qualitative feedback or monitoring at present. It is important to assess the impact of
the activities of the project on the intended beneficiaries and of particular importance is the
change in knowledge, attitude, practice and socio-economic status of women. At the clinical
level there should be qualitative feedback from patients, reflecting their views on service
provision including quality, cost and improvements that could be made. Information could be
collected through exit interviews, questionnaires or focus group discussions.

It is also important to record feedback from women’s groups and community education sessions
in terms of impact. Given the limited capacity of the project team it would be advisable to train
partners to collect and record this type of information.

Future Sustainability

The project period of two years is too short in which to ensure a project with sustainable
benefits. Good progress is being made but there is an urgent need to consider an extension to
the project period. A minimum of one additional year is required to ensure that activities are
completed and local stakeholders participate in the development of an exit strategy, focusing on
sustainability at the local level.

Staffing required by the project during an extension would be as follows:
1 Maternity Worldwide Country Director (one-third time as at present)
1 Project Manager (full-time)

1 National Obstetrician (full-time)

1 Expatriate/National Obstetrician (short-term revolving)

1 Midwife Specialist

1 Community Development Worker

1 Driver

YVVVVYVYVYY

It is anticipated that the community based activities could be implemented by the end of an
additional year and that key partners would then be in a position to take this forward and ensure
the sustainability of benefits and the continuation of the revolving fund.

Of more concern is the ability of GAH to sustain the provision of maternal health services
without support from Maternity Worldwide. This would not seem possible, even with a one-year
extension. Key to the emergency obstetric care and maternal health service provision is well
trained and sufficient numbers of staff, access to appropriate facilities, equipment and supplies
and funding for service provision. Having a permanent qualified obstetrician at GAH is also
necessary but costly.

For the first time in 2007/8 GAH received a direct grant from the Government of Ethiopia of 7%
of its annual operating expenses. It is hoped that this can be increased year on year. To
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sustain an obstetrics service in the future would depend on on-going government support. As
this is unlikely to be sufficient in the near future GAH will continue to be dependent upon
Maternity Worldwide or other donors to support the provision of maternal health services for at
least the next 3-5 years.

7. Recommendations
Project Design

i) Future project design should take into account the lessons learned from the Gimbie project
in terms of the time required for setting up projects and addressing issues of low capacity. A
realistic timeframe both for establishment and for moving towards sustainability should be
considered and agreed at the design phase of the project and reviewed during
implementation.

i) Project coverage is a key issue. Current experience has shown that levels of funding
available can often only cover a small target area, leaving many of those in need unable to
access project supported services and activities. Consideration should be given to
developing a long-term plan for West Wollega, extending the reach of the current project
and outlining plans for which on-going fundraising initiatives can be developed.

i) Lessons learned from the current project in terms of salaries, working conditions,
accommodation and issues relating to working in a remote area should inform any future
project design.

iv) Future project design should include administrative support.

Project Structure

i) The project is now progressing well and there should be a review of the roles and
responsibilities of the Maternity Worldwide Country Director and Project Manager. It is
important that the Country Director now moves towards a more strategic focus of the work of
Maternity Worldwide and reduces the need for her regular inputs to the implementation of
the project. The Project Manager should be responsible for the management and
implementation of the project, focusing particularly on managing and coordinating the
clinical service inputs whilst also continuing to oversee the outreach community based
programme.

i) Where possible decision making on behalf of the project should be expedited given the short
timeframe of the project.

iii) Maternity Worldwide in both the UK and Ethiopia should continue to work together closely in
terms of ensuring appropriate obstetrician cover for the project. The use of short-term
expatriate inputs is working well. However there is a need to ensure cover in terms of the
appointment of national obstetricians. Efforts should continue to be made to find ways and
means of recruiting and retaining national obstetricians.

iv) Members of the project team, with the exception of the Community Co-ordinator, should
ensure that they spend adequate time working in the maternity unit at GAH. In particular the
midwife specialists should be working and liaising with the obstetricians and GAH staff to
ensure improved standards and skills. The Project Manager should be responsible for
ensuring this happens and should herself spend time in the unit each week.
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v) Additional office space is required for the project team. It is understood that this has now
been addressed.

vi) Consideration should be given to the appointment of a project secretary/administrator, funds
permitting.

vii) A vehicle should be purchased for the project as soon as proves possible.

viii) Registration with the appropriate authority, the Ministry of Justice, should now be
addressed.

Clinical Services

i) There is recognition that a number of small scale initiatives could result in better quality of
care and improve team morale within the maternity unit at GAH. Discussions should be held
within the project team to determine what practical improvements could be made to and
within the maternity unit, funds permitting. Decisions should be made as soon as proves
possible given that the project is now in Year 2 of funding.

ii) The review and updating of protocols and guidelines should be completed by May 2008 and
project team members should ensure that they are implemented consistently by all staff.

iiiy The Project Manager should coordinate discussions and agreement amongst the project
team regarding the consistent recording of data, included the clarification of what is termed
a ‘near miss’.

iv) Work should be undertaken to assess the full costs of providing the different maternal health
services at GAH and its associated clinics. This is critical in terms of understanding the
actual costs patients may be required to pay in the future and hence future sustainability.
Given the focus of GAH on covering costs, this is of vital importance. It is therefore
recommended that if possible funding should be sought for an external consultant to
undertake a review focusing on costings, pricing and implications for the long-term
sustainability and self sufficiency of maternal health services at GAH.

v) The SBF should continue to be reviewed on a regular basis. The SBF should be included in
the above review given that the Fund relies on external funding in order for the subsidy to be
provided.

vi) The process of issuing SBF vouchers directly at GAH should be urgently reviewed and
clarified with project team members and appropriate GAH staff. This should include
consideration of the issuing of SBF vouchers ‘out of hours’.

vii) Screening patients at the point of admission should be supported and a pilot undertaken as
soon as proves possible.

viii) A needs assessment should be undertaken to assess whether or not additional capacity will
be required in the maternity unit in the near future. This should also take into account the
costing/pricing review.

Women’s Groups and Community Education

i) Consideration should be given to increasing the amount of the resource, currently ETB 325
per woman, for future groups. Given the current economic situation this would provide
valuable additional spending power in terms of buying livestock or goods for petty trading.

i) A review of livestock rearing should be conducted to ascertain the level of deaths among
livestock and whether or not there are any key factors contributing to deaths.

iii) A standard policy should be developed and agreed relating to repayments for those who
have lost livestock.
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iv)

Once repayments are underway by the first cadre of women’s groups a review is required to
identify any difficulties with repayments and how these might be addressed.

v) Attendance at community education sessions in kebeles in Gimbie town, particularly by

Vi)

men, is much lower than in the villages. This situation should be reviewed and appropriate
action taken.
Visual aids should be used during community education sessions where possible and
appropriate.

Monitoring and Evaluation

Efforts should continue to improve the collection and analysis of population based data in
order to inform project design, implementation and future planning.

Consistency in clinical reporting and documentation within the maternity unit should be
ensured, overseen by project team members and ultimately the Project Manager.
Consideration should be given to methods of monitoring the impact of project activities on
the intended beneficiaries. Of particular importance is the change in knowledge, attitude,
practice and socio-economic status of women. More qualitative monitoring should be
undertaken using methods such as focus group discussions and individual interviews.
Project team members have limited capacity and it is recommended that partners are
trained by the project team to collect and record the above information.

At the clinical level there should be qualitative feedback from patients, reflecting their views
on service provision including quality, cost and improvements that could be made.
Information could be collected through exit interviews, questionnaires or focus group
discussions.

Future Sustainability

)

ii)

iv)

It is recommended that the project continue for an additional year after the original two year
period is completed, funding permitting. This will allow time to complete activities, delayed
due to difficulties during the establishment of the project, and address the issue of future
sustainability.

During the one year extension it is recommended that the project retain the following staff:

1 Maternity Worldwide Country Director (one-third time as at present)

1 Project Manager (full-time)

1 National Obstetrician (full-time)

1 Expatriate/National Obstetrician (short-term revolving)

1 x Midwife Specialist

1 Community Development Worker

1 Driver

YVVVVYVYVY

A phase out plan/exit strategy for the project should be developed in consultation with all
key stakeholders by the end of Year 2.

It is unlikely that GAH will be able to sustain maternal health services at the current level
once the Maternity Worldwide project is completed. It is therefore recommended that GAH
and Maternity Worldwide consider their positions and, as appropriate, develop a longer-term
plan regarding the potential delivery of maternal health services upon completion of the
project.
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ANNEX 1

Terms of Reference for the Evaluation of the Gimbie Maternal Health Programme.

The overall objective of the evaluation is to review the activities and accomplishments of the
Gimbie Maternal Health Programme to date (against the agreed outcomes as outlined in the
project proposal). The programme is designed around the 3 delays model and comprises of
both community based and facility based elements. The aim of the project is to reduce
maternal health through increasing the quality and uptake of emergency obstetrics services in
Gimbie hospital and associated clinics. A number of the activities are cross cutting (as outlined
in the project proposal and annual report). The project is funded for a period of 2 years.

The programme formally started in October 2006 on the receipt of funding. The first 3 months
were dedicated to developing the steering group and to refining the project design. Activities
started in January 2007. The community based education and micro-finance programmes were
commenced in July 2007. Although originally envisaged as a mid term review, it has been
agreed with the funder that this evaluation be deferred until early 2008. A final evaluation will be
undertaken at the end of the funded period, this will include an assessment of the strategies for
the longer term sustainability of the programme beyond this funded period.

This initial evaluation will seek to achieve the overall objective (as above) and is also an
opportunity to identify any lessons learned and early-stage challenges and opportunities. It is
anticipated that the evaluator will comment on the overall design and efficacy of the programme
in meeting the stated objectives. The following terms of reference have been compiled with
reference to the key documents listed below (the year one report and annual report in
particular).

Key outcomes of the evaluation will be

: to test the stated assumptions around demand for and uptake of services and the safe birth
fund

: to comment on the data collection methodologies in place to ensure that the team are well
placed to monitor and analyse any trends in both volume and
level of need (ie women with complications and/or at risk).

: to test the assumption that the project is having a positive impact on
women’s empowerment through a more structured collection and analysis of
anecdotal data

: to review the relevant data collection systems and comment on their
efficacy in underpinning ongoing monitoring and the future evaluation.

. to test that the capacity building programme is resulting in appropriate and applied increased
skills and knowledge in the project areas. (That the training has consistently followed the
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agreed curriculum and to test knowledge, attitudes and practices against the curriculum.
Evaluate user perceptions.)

Useful outcomes of the evaluation will be

. to review the methodologies in place to track and analyse the relationship between
preventable maternal death and the community education programme.
to review the changes made to clinical and operational practice as a result of the maternal
death audits.

. to review the tools/data collection methodologies in place for future analysis of the efficacy of
the capacity building programme in impacting on the overall goal of reduced maternal death.

Key documents:

Year 1 report to the funder (including outcome tracking form and financial forecast)
Gimbie Maternal Health Programme Annual Report 2006/7

Original proposal (hard copy)

Maternity Worldwide Annual report 2006/7

Terms and conditions:

The evaluation will be undertaken in January 2008 by an external evaluator. It is not anticipated
or required that the evaluator will comment on the clinical quality of the programme (although
any relevant observations will be welcomed).

Maternity Worldwide will pay the agreed daily rate of £450 and cover additional reasonable
expenses (to a daily limit to be agreed) on the production of receipts. Domestic and
international travel can be booked in advance by Maternity Worldwide if required. All travel will
be reimbursed at economy rates. Travel within Ethiopia will be organised by the local office, as
will any accommaodation.

If required the accommodation in Addis Ababa is usually of a 3* standard. = Accommodation in
Gimbie will be either hotel accommodation (options are limited) or on-compound staff
accommodation of a suitable standard.

The local team will ensure that appropriate transport is available to facilitate the evaluation and
will provide translators as required. The evaluator will provide an overview of their
methodology and of any required meetings in advance to allow the local team to make the
appropriate plans in advance.

Maternity Worldwide can arrange for comprehensive insurance, including repatriation, if this is
required. Please ask for further details if you require this.

The West Wollega region is generally stable however the Country Director and Programme
Manager in Ethiopia are empowered to use their judgement to ensure the security of the staff
and all visitors. In such instances all visitors must adhere to directions given by the Country
Director, Programme Manager or an individual nominated by them. Further information
regarding the environment in Gimbie will be provided. Please note that the region is remote and
communications can be interrupted on occasion.

In accordance with the Health & Safety at Work Act (UK), 1974, you have a duty to take
reasonable care to avoid injury to yourself and to others by your work activities. Specific Health
and Safety requirements may vary according to your place of work; you are expected to adhere
to these. The team in Gimbie will make you aware of these. If you are involved in any accident
whilst undertaking this work it should be reported to the Country Director. Details of the
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accident must be submitted in writing and also recorded in the accident book, which is held
locally.

During the course of your contract you may see, hear or have access to information on matters
of a confidential nature relating to the work of the Maternity Worldwide and our partners, or to
health and personal affairs of patients and staff. All data should be treated as confidential.
Some data may be especially sensitive and is the subject of specific organisational policy,
including information relating to the diagnosis, treatment and/or care of patients, individual staff
records and details of contract prices and terms. Under no circumstances should any data be
divulged or passed on to any third party who is not specifically authorised to receive such data.
All consultants and staff are expected to treat all information, including the final report and
recommendations as confidential. Due to the importance of confidentiality, legal action may be
taken for any breach of confidentiality. All consultants are expected to comply with national
legislation and local policy in respect of confidentiality and data protection.

The evaluator will work to the above ToRs and will allow 5 days® for the evaluation along with 4
days for travel and 5 additional days to cover preparation and report writing. Payment will be
made on presentation of an invoice after the evaluation. A verbal briefing with the CEO and/or
the Country Director can be arranged.

The evaluator will produce a report by 18 Feb 2008. This will address the above ToRs, provide
an overview and explanation of methodologies selected and make recommendations as
appropriate. It is anticipated that you will respond to any queries or requests for clarification
after submission of the report without further charge, unless these are of a substantial nature.
These ToRs form part of the contract between Maternity Worldwide and the consultant as
outlined in the Letter of Agreement.

Signed and dated

® Or equivalent. “Day” is defined as an 8 hour period.
2 days preparation in the UK

2 days travel (Home to Addis and Addis to Gimbie)
5 days in Gimbie

2 days travel (Gimbie to Addis and Addis to Home)
3 days report writing
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