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Summary

Each year an estimated 125 million pregnant women are at risk of getting infected with
malaria in areas with P. falciparum and P. vivax transmission. In Tanzania, approximately 1.7
million pregnant women contract malaria each year leading to a high prevalence of maternal

morbidity, maternal mortality and adverse birth outcomes.

The World Health Organization (WHO) recommends for sub-Saharan Africa a package of
prompt and effective case-management combined with the delivery of insecticide-treated
nets (ITN) and intermittent preventive treatment during pregnancy (IPTp) with sulphadoxine-
pyrimethamine (SP) through the national antenatal care (ANC) programs. Implemented in
Tanzania around 2001, uptake of IPTp has been particularly low after changing the first line
treatment for malaria from SP to Artemether Lumefantrine (ALu) in 2006. However, coverage
levels have continued to be poor up to date with less then 30% of pregnant women receiving
a full course of two SP doses.

The aim of this thesis was to contribute to a better understanding of women’s access to and
use of IPTp and other ANC services in the Kilombero Valley, Tanzania. In order to explain
low IPTp coverage levels, factors influencing ANC utilization on the demand side and the
guality of ANC on the supply side were investigated. Drawing on conceptualizations of
scholars from the “New Institutionalism” this thesis sought to provide a more in-depth
understanding of 1) how rules, regulations and guidelines at the health system level influence
health providers’ implementation of health policies and guidelines concerning IPTp and ANC
and 2) how old and new norms and values at the household level and beyond influence

women'’s access to and use of ANC and IPTp services.

The study was conducted in close collaboration with the ACCESS Programme and was
carried out in the Demographic and Surveillance System (DSS) area of the Kilombero and
Ulanga district in south-eastern Tanzania. Research was conducted in three phases between
April 2007 and June 2009 and combined a set of qualitative and quantitative methods for
data collection.

Our findings revealed a high coverage level of the first IPTp dose (79%) but confirmed a low
uptake of the second one with only 27% of pregnant women having received two SP doses.
Although 71% of all women started ANC after the four gestational months recommended by
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guidelines, their late attendance was not found to be the main constraint for IPTp delivery
since 81% of the women had attended the ANC clinic at the time of the first IPTp delivery and
60% had attended both during the first and the second IPTp delivery period. The observation
that among these women only 73% actually received one dose and only 29% received two
doses of IPTp, pointed to the high number of missed opportunities. Low coverage levels for
the second IPTp dose could be explained by health workers delivering IPTp to significantly
less women during the second IPTp delivery period than the first one (55% vs. 73%) despite

their high knowledge about the IPTp policy.

Apart from women’s late ANC initiation, it appeared that the majority of pregnant women
respected the ANC schedule. However, it seemed that women'’s attendance was rather
based on norms and rituals than on their awareness of the benefits of ANC services for their
own and their child’s health. Late ANC initiation was associated with belonging to the
Sukuma ethnic group, multiparity, and late recognition of pregnancy. Early ANC attendance,
on the other hand, was triggered by primiparity, experience of a previous reproductive loss
and feeling supported by the partner or husband. Male’s support during pregnancy appeared
to be facilitated and constrained by a broad range of institutions working along the lines of
gender, family and kinship. On the other hand new norms and values imposed by the legal
system or the ‘modern’ health system were identified as being influential on men’s support

during the prenatal period.

Case studies in four health facilities revealed that the quality of ANC care was generally poor.
Among a sample of 36 observed ANC consultations, 12 of the services recommended by the
FANC guidelines were not given to any women, a further 18 services were given to 3%-58%
and eight services were given to over 80% of women. Performance during return visits was
found to be particularly poor. Instead of ANC guidelines, health workers rather complied to
ANC cards; analysis showed that health services for which information was required on the
ANC card were delivered far better than services not listed on the ANC card but
recommended by the FANC guidelines. Moreover, dichotomous IPTp schedules in the
guidelines for ANC and malaria resulted in health workers’ continued delivery of IPTp
according to restrictive IPTp schedules despite the existence of a more simplified IPTp
schedule recommended by WHO. Calculations showed that the effective implementation of
the latter guidelines could potentially increase IPTp coverage by up to 20 percentage points,
which urgently calls for a revision of the national IPTp guidelines. Besides health policy

factors, health care practices were found to be clearly shaped by health providers’ difficult
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working conditions. In order to cope with constraints caused by lack of trained staff, resource
shortages and a high demand for their services, health workers appeared to adopt informal
rules and routines such as attendance and diagnostics schedules and routines that allowed

for mass treatment such as health education and counselling in groups.

In order to better understand how the availability of material and human resources and health
workers’ access to them influence health service delivery and its quality, this thesis proposed
and applied the concept of “workhood” as a new analytical device. By introducing an actors-
perspective to the health system, the concept allowed light to be shed on the limitations and
potentials of health workers’ capabilities. While the availability of many items such as drugs,
supplies and infrastructure were found to be determined by forces that went beyond health
workers’ control, health workers appeared to be able to mobilize social, cultural and symbolic

resources to bridge structural holes and foster positive health outcomes in communities.

More research is needed in order to validate and strengthen some of these findings. In
conclusion, this thesis stressed the need for a comprehensive approach to improve pregnant
women'’s access to and use of IPTp and other ANC services. On the health policy level, the
simplified IPTp schedule recommended by WHO should be fully implemented and
disseminated through clear messages to health workers in order to benefit quickly from
higher IPTp coverage levels. At the health system level, pregnant women’s access to IPTp
and other ANC services should be improved through the use of updated ANC cards as job
aids and through efforts to improve quality of care, outreach services and health education
messages. Additionally, experienced auxiliary nurses should receive training to compensate
for the low output of new well-trained personal. At the community level, established
communication channels such as the media and male and female community volunteers
should be used — but also potential new communication strategies such as the use of mobile
phones for health promotion should be tested — to reach not only women but also men with
information about the benefits of early and frequent ANC attendance, health facility delivery
and postnatal care in order to enhance their awareness about the services offered within

these components and their ability to actively demand them.
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Zusammenfassung

Schatzungsweise 125 Millionen Frauen, die in Regionen mit P. falciparum und P. vivax
Transmission leben, sind jedes Jahr dem Risiko ausgesetzt, sich mit Malaria zu infizieren. In
Tansania, erkranken jedes Jahr rund 1.7 Millionen schwangere Frauen an Malaria. Dies fuhrt
zu einer hohen Krankheits- und Sterblichkeitsrate unter den Frauen wie auch unter den

Neugeborenen.

Die Weltgesundheitsorganisation (WHO) empfiehlt in afrikanischen Landern sudlich der
Sahara eine Kombination von drei Interventionen: die umgehende und effektive Behandlung
von Malariafallen, die Abgabe von behandelten Moskitonetzen und die Einnahme von
Sulphadoxine-Pyrimethamine (SP) als Malariaprophylaxe. All diese Interventionen sollten
innerhalb der Schwangerschaftsvorsorge abgegeben werden. Die Malariaprophylaxe wurde
in Tansania bereits im Jahr 2001 eingeftihrt. Im Jahr 2006, wurde deren Abgabe jedoch vom
Wechsel des nationalen Malariamedikaments von SP zu Artemether Lumefantrine (Alu)
beeintrachtigt. Seitdem liegt der Anteil der Frauen, die, wie vorgesehen, zwei SP Dosen

erhalten unter 30%.

Diese Dissertation zielt darauf ab, besser zu verstehen, wie Frauen im Kilombero Tal in
Tansania Zugang zur Malariaprophylaxe und zur Schwangerschaftsvorsorge haben, und wie
sie diese Gesundheitsleistungen nutzen. Um die niedere Rate der Einnahme von zwei
Malariaprophylaxen-Dosen zu erklaren, wurden Faktoren untersucht, die einerseits die
Nutzung der Schwangerschaftsvorsorge auf der Nachfrageseite und andererseits die
Dienstleistungsqualitat auf der Angebotsseite beeinflussen. Konzeptionell beziehen wir uns
auf ldeen des ,Neuen Institutionalismus®. Wir versuchen damit zu erklaren, wie 1) Regeln,
Regulationen und Richtlinien des Gesundheitssystems sich auf die Umsetzung der
Gesundheitspolitik und der Richtlinien durch das Gesundheitspersonal auswirken, und 2) wie
alte und neue Normen und Regeln auf der Haushaltsebene und anderen gesellschaftlichen
Ebenen den Zugang und die Nutzung der Frauen von Malariaprophylaxe und der

Schwangerschaftsvorsorge beeinflussen.

Durchgefihrt wurde die Studie im Gebiet des Demografischen Kontrollsystems des
Kilombero und Ulanga Distrikts im stddstlichen Tansania, in enger Zusammenarbeit mit dem

Access Programm. Fur die Datenerhebung, die in drei Phasen zwischen April 2007 und Juni
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2009 stattfand, wurde eine Kombination von qualitativen und quantitativen Methoden

verwendet.

Unsere Resultate weisen darauf hin, dass 79% aller Frauen eine erste Dosis der
Malariaprophylaxe erhielten, aber nur 27% aller Frauen von einer zweiten SP Dosis
profitierten. 71% aller Frauen begannen ihre Schwangerschaftsvorsorge nach dem
empfohlenen vierten Schwangerschaftsmonat. Der spate Beginn der Geburtsvorsorge stellte
jedoch nicht den Hauptgrund fur die niedere Malariaprophylaxenrate unter Schwangeren dar.
81% aller Frauen hatten die Schwangerschaftsvorsorge wahrend des ersten Zeitfensters der
Malariaprophylaxen-Abgabe besucht; und 60% besuchten die Klinik sowohl wahrend der
ersten als auch der zweiten Abgabe-Periode. Die Erkenntnis, dass nur 73% dieser Frauen
eine erste Dosis und nur 29% eine zweite Dosis erhielten, zeigt auf, dass die Méglichkeiten
zur Abgabe der Malariaprophylaxe zuwenig genutzt wurden. Die geringe Zahl an Frauen, die
eine zweite Dosis erhielten, konnten damit erklart werden, dass das Gesundheitspersonal
trotzt guter Kenntnisse der Richtlinien, die Malariaprophylaxe vor allem wahrend der zweiten
Abgabe-Periode an sehr viel weniger Frauen verabreichte als wahrend der ersten Periode
(55% vs. 73%).

Wenige Frauen schienen sich des Nutzens der Geburtsvorsorge fur die eigene Gesundheit
und die des Kindes bewusst zu sein. Stattdessen schien die Mehrheit der Frauen der
Geburtsvorsorge aufgrund von Normen und Routinen nachzukommen. Ein spéater Beginn mit
der Geburtsvorsorge war mit der Zugehorigkeit zur ethnischen Gruppe der Sukuma, mit
Multiparitat, mit der Einschatzung, dass die Servicequalitat schlecht sei, und mit der spaten
Erkennung der Schwangerschaft assoziiert. Eine friilhe Nutzung der Geburtsvorsorge war mit
Primiparitat, mit einer friiheren Fehlgeburt, und mit dem Geflhl, von dem eigenen Partner
oder Ehemann unterstitzt zu werden, verbunden. Ob Méanner ihre Partnerinnen wahrend der
Schwangerschaft unterstitzten, wurde einerseits von verschiedene Institutionen, die entlang
von Geschlechterrollen, Familie und Verwandtschaft wirken, beeinflusst, anderseits aber
auch von ,neue” Normen und Werten des Rechtssystem und des ,modernen”

Gesundheitssystems.

Fallstudien, die in vier Gesundheitszentren durchgefuhrt wurden, deuteten auf eine schlechte
Qualitat der Schwangerschaftsvorsorge hin. Innerhalb von 36 Schwangerschafts-
Konsultationen wurde beobachtetet, welche der 38 Gesundheitsdienstleistungen, die von den

Richtlinien der Schwangerschaftsvorsorge vorgeschrieben werden, den Frauen angeboten
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wurden. Die Resultate zeigten, dass 12 Dienstleistungen tberhaupt nicht verabreicht wurden,
18 Dienstleistungen wurden an 3%-58% der Frauen abgegeben, und nur gerade acht
Dienstleistungen wurden tber 80% der Frauen angeboten. Nachfolge-Untersuchungen der
Schwangerschaftsvorsorge zeichneten sich durch besonders schlechte Qualitat aus. Anstatt
sich an die nationalen Richtlinien zu halten, befolgte das Gesundheitspersonal die
Instruktionen der Registrierungskarten, die wahrend der Schwangerschaftsvorsorge
verwendet werden. Eine Analyse zeigt auf, dass diejenigen Gesundheitsdienstleistungen, die
auf den Karten verzeichnet sind, besser abgegeben wurden als diejenigen, die zwar in den
Richtlinien vorgegeben sind, aber nicht auf den Karten aufgefiihrt werden. Instruktionen fir
die Abgabe der Malariaprophylaxe innerhalb der Schwangerschaftsvorsorge- und Malaria-
Richtlinien sind unklar und veraltet. Dies fiihrte dazu, dass das Gesundheitspersonal die
Malariaprophylaxe weiterhin in alter Weise abgab, obwohl die WHO inzwischen neue
Instruktionen empfiehlt. Berechnungen zeigten auf, dass eine effiziente Implementierung der
neuen Richtlinien dazu fuhren wirde, dass bis zu 20% mehr Frauen eine zweite
Malariaprophylaxen Dosis erhalten kdnnten. Dieses Resultat weist klar auf die Dringlichkeit
des Policy-Wechsels hin. Neben gesundheitspolitischen Aspekten hatten jedoch auch
schwierige Arbeitsbedingungen einen Einfluss auf die Praktiken des Gesundheitspersonals.
Um mit Engpassen an ausgebildetem Personal und materiellen Ressourcen und einer
gleichzeitig hohen Zahl an Klientinnen und Patienten umzugehen, schien das
Gesundheitspersonal informelle Regeln und Routinen zu entwickeln. Diese beinhalteten
beispielsweise, dass Schwangere nur an spezifischen Tagen zur ersten Untersuchung der
Schwangerschaftsvorsorge kommen durften, oder Diagnosetests erhielten, aber auch, dass
gesundheitliche Aufklarung, Bildung und Beratung in Gruppen stattfanden anstatt in

individuellen Gesprachen.

Es ist ein Anliegen dieser Dissertation, besser zu verstehen, wie sich die Verfiigbarkeit von
materiellen und personellen Mitteln und der Zugang des Gesundheitspersonals zu diesen auf
die Dienstleistungserbringung und ihre Qualitat auswirken. Dazu wurde das Konzept
~Workhood*" als neues analytisches Werkzeug vorgeschlagen und getestet. Mit seiner
akteurszentrierten Perspektive auf das Gesundheitssystem erlaubt das Konzept, die Grenzen
und Potentiale des Gesundheitspersonals zu untersuchen. Es zeigte auf, dass Engpéasse
bezuglich Medikamente, Instrumente und anderer Infrastruktur oft ausserhalb der
Mdglichkeiten des Gesundheitspersonals lagen. Andererseits schien das
Gesundheitspersonal in gewissen Fallen fahig zu sein, soziale, kulturelle und symbolische
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Ressourcen zu mobilisieren, um Engpésse zu Uberbriicken, und so eine positive Wirkung fur

die Gesundheit in den Gemeinden zu erzielen.

Mehr Forschung ist nétig, um einige der Resultate dieser Forschung zu bestéatigen und zu
bestarken. Zusammenfassend kann gesagt werden, dass diese Dissertation aufgezeigt hat,
dass ein ganzheitlicher Ansatz notwendig ist, um den Zugang zu Malariaprophylaxe und zur
Schwangerschaftsvorsorge und deren Nutzung unter schwangeren Frauen zu verbessern. Im
gesundheitspolitischen Bereich sollten die vereinfachten Richtlinien der Malariaprophylaxe,
die von der WHO empfohlen werden, klar kommuniziert und umgesetzt werden. Auf der
Ebene des Gesundheitssystems sollte die Qualitat der Schwangerschaftsvorsorge und
Malariaprophylaxe verbessert werden. Dafir sind mehrere Massnahmen nétig: die
Uberarbeitung der Registrierungskarten und deren Verwendung als Hilfsmittel innerhalb der
Schwangerschaftsvorsorge, die regelméssige Durchfiihrung der Dorfbesuche zur
medizinischen Versorgung (outreach services) und die Verbesserung der gesundheitlichen
Aufklarung und Beratung in den Gesundheitsposten. Ausserdem sollte erfahrenes
Hilfspersonal geschult werden, um die Engpasse in der Ausbildung von neuem gut
ausgebildetem Personal zu kompensieren. Auf Gemeindeebene, sollten etablierte
Kommunikationskanale wie Medien und Gemeindearbeiter — weibliche wie auch ménnliche —
genutzt werden. Potentielle neue Strategien wie die Verwendung von Mobiltelefonen zur
Gesundheitsférderung sollten ebenfalls getestet werden, um Frauen wie auch Mannern
Informationen tber den Nutzen einer frihzeitigen und haufigen Schwangerschaftsvorsorge,
einer Geburt im Gesundheitszentrum und einer Nachsorge nach der Geburt zukommen zu
lassen. Nur so kann das Bewusstsein von Frauen und Mannern fir den Nutzen der
Gesundheitsleistungen, die innerhalb dieser Komponenten angebotenen werden, erhéht und

ihre Fahigkeit verbessert werden, diese Dienstleistungen aktiv nachzufragen.
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Muhtasari

Kila mwaka wanawake wajawazito milioni 125 wanakadiriwa kuwa katika hatari ya
kuambukizwa ugonjwa wa malaria katika maeneo yenye maambukizi ya vimelea vya P.
falciparum na P. vivax. Nchini Tanzania, takriban wanawake wajawazito milioni 1.7
wanaugua malaria kila mwaka, hali inayosababisha idadi kubwa ya wagonjwa na vifo vya

akina mama wajawazito na matokeo ya uzazi yasiyoridhisha.

Shirika la Afya Duniani (WHO) limependekeza kwa nchi zilizo chini ya jangwa la sahara
kupitia mpango wa kitaifa wa huduma kwa wajawazito kifurushi cha huduma
kinachojumuisha tiba sahihi ya malaria inayotolewa kwa wakati, utoaji wa vyandarua vyenye
viuatilifu pamoja na utoaji wa dawa aina ya SP kwa ajili ya kinga ya malaria wakati wa
ujauzito (IPTp). Ingawa utekelezaji wa mpango huu ulianza mwaka 2001, utumiaji wa kinga
hii umeendelea kuwa chini hasa baada ya kubadilisha tiba ya mwanzo ya ugonjwa wa
malaria kutoka SP na kuanza kutumia Artemether Lumefantrine (ALu) mnamo mwaka 2006.
Hata hivyo, kiwango cha utumiaji wa kinga hiyo umeendelea kuwa hafifu hadi leo, ambapo

asilimia chini ya 30 ya wanawake wajawazito wanapata kinga kamili ya dozi mbili za SP.

Madhumuni ya utafiti huu yalikuwa kuchangia na kuongeza uelewa wa upatikanaji na utumiaji
wa IPTp na huduma nyingine za kliniki ya wanawake wajawazito katika Bonde la Kilombero,
Tanzania. lli kuweza kuelezea kiwango cha chini cha utumiaji wa IPTp, uchunguzi ulifanyika
kuangalia mambo yanayochangia utumiaji wa kliniki ya wajawazito (ANC) kwa upande wa
mahitaji na ubora wa huduma za ANC kwa upande wa utoaji huduma. Kwa kutumia mawazo
ya maudhui ya wataalam kutoka kwenye “New Institutionalism”, tasnifu ya utafiti huu ni kutoa
uelewa wa kina kuhusu 1) jinsi taratibu, kanuni na miongozo katika mfumo wa afya
inavyosababisha watoa huduma kutekeleza sera na miongozo ya afya inayohusu IPTp na
ANC, na 2) jinsi ambavyo taratibu za zamani na mpya na mambo yanayothaminiwa katika

ngazi ya kaya yanavyopelekea utumiaji wa huduma za ANC na IPTp.

Utafiti huu ulifanyika kwa ushirikiano wa karibu na programu ya ACCESS na kutekelezwa
katika eneo lenye mfumo wa kufuatilia taarifa za maisha ya kila siku ya wakazi wa eneo hilo
(DSS) la Wilaya za Kilombero na Ulanga kusini mashariki mwa Tanzania. Utafiti ulifanyika
kwa awamu tatu kati ya mwezi Aprili 2007 na Juni 2009 na ulijumuisha mbinu mbalimbali

(mahojiano ya maelezo na tarakimu) za ukusanyaji wa taarifa.
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Matokeo ya utafiti yalibaini kiwango cha juu cha utumiaji wa dozi ya kwanza ya IPTp (79%)
lakini yamethibitisha kuwepo kwa kiwango cha chini cha utumiaji wa dozi ya pili, ambapo
27% tu ya wanawake wajawazito ndiyo waliokuwa wamepata dozi zote mbili za SP. Ingawa
71% ya wanawake walianza kliniki baada ya miezi minne ya mimba/ujauzito
inayopendekezwa kwenye mwongozo, kuchelewa kwao kuanza kliniki hakikuwa kikwazo cha
kupata IPTp kwa kuwa 81% ya wanawake walikuwa wamehudhuria kliniki kipindi cha utoaji
wa dozi ya kwanza, na 60% walikuwa wamehudhuria vipindi vyote vya utoaji wa dozi ya
kwanza na ya pili. Hali hii inayoonesha kwamba kati ya wanawake hawa ni 73% walipata
dozi moja na 29% tu walipata dozi mbili za IPTp, inaashiria upoteaji wa fursa nyingi kwa
akina mama. Kiwango cha chini cha upatikanaji wa dozi ya pili ya IPTp inaelekea
kusababishwa na wafanyakazi wa afya kutoa dawa kwa wajawazito wachache zaidi kipindi
cha utoaji wa dozi ya pili ukilinganisha na kipindi cha dozi ya kwanza (55% vs. 73%), licha ya

kuwa na ufahamu wa kutosha kuhusu sera ya IPTp.

Pamoja na wanawake kuchelewa kuanza kliniki, ilionekana kwamba wengi wao walikuwa
wanafuata ratiba ya kliniki. Hata hivyo, ilionekana kuwa kuhudhuria kwa wanawake Kliniki
kulitokana na taratibu na mazoea ya kawaida kuliko uelewa wa manufaa ya huduma za ANC
kwa afya zao na watoto wao. Kuchelewa kuanza Kliniki ilihusishwa na kutokea katika kabila
la wasukuma, kuzaa mara nyingi, fikra za huduma duni za afya na kuchelewa kutambua
ujauzito. Kwa upande mwingine, wanawake kuwahi kuhudhuria kliniki ilisababishwa na kuwa
mjamzito mara ya kwanza, kuwahi kupoteza mimba/mtoto na kujisikia kuungwa mkono na
wenza wao. Kuungwa mkono na wanaume wakati wa ujauzito ilionekana kuchangiwa na
mambo mengi tofauti yanayojikita katika masuala ya jinsia, familia na ukoo. Kwa upande
mwingine, taratibu mpya zinazowekwa na mfumo wa kisheria au mfumo wa kisasa wa afya

ziligundulika kusababisha wanaume kuwaunga mkono wenza wao katika kipindi cha ujauzito.

Utafiti uliofanyika katika vituo vinne vya afya ulionyesha kwamba huduma za kliniki kwa
wajawazito zilikuwa ni duni kwa ujumla. Kati ya mahojiano ya kliniki 36 yaliyofuatiliwa,
huduma 12 zinazopendekezwa kwenye mwongozo hazikutolewa kwa mtu yoyote, huduma
nyingine 18 zilitolewa kwa asilimia 3 — 58 ya wanawake na huduma 8 zilitolewa kwa
wanawake zaidi ya asilimia 80. Utoaji wa huduma wakati wa mahudhurio ya marudio ulikuwa
ni mbaya. Badala ya kufuata mwongozo wa ANC, watoa huduma walikuwa wanafuata kadi
za kliniki; uchambuzi ulionyesha kuwa huduma za afya ambazo taarifa zake zinahitajika

kwenye kadi ya kliniki zilikuwa zinatolewa vizuri zaidi kuliko huduma ambazo hazipo katika
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kadi lakini zinatajwa katika mwongozo wa FANC. Pamoja na hayo, kuwepo na ratiba za IPTp
zinazotofautiana katika miongozo ya ANC na malaria ilipelekea wafanyakazi wa afya
kuendelea kutoa IPTp kwa kutumia ratiba ya mwanzo inayowabana kwenye muda wa kutoa
dawa ya SP, licha ya kuwepo kwa ratiba mpya iliyorahisishwa zaidi inayopendekezwa na
WHO. Uchambuzi umeonyesha kwamba utekelezaji sahihi wa ratiba hii ya pili unaweza
kuongeza kiwango cha utumiaji wa IPTp kwa asilimia 20, kitu ambacho kinaonyesha
kuhitajika kufanyika kwa mapitio ya haraka ya mwongozo wa kitaifa wa IPTp. Mbali na sera
za afya, desturi ya utoaji wa huduma za afya zilionekana kusababishwa na mazingira
magumu ya kazi ya watoa huduma. Ili kukabiliana na vikwazo vya ukosefu wa watumishi wa
afya wenye ujuzi, uhaba wa rasilimali na mahitaji makubwa ya huduma za afya, watumishi
wa afya walionekana kujiwekea taratibu za kazi nje ya mfumo rasmi, kama vile ratiba za
mahudhurio na vipimo na utaratibu wa kutoa huduma kwa watu wengi kwa pamoja kama

utoaji wa elimu ya afya na ushauri nasaha kwa makundi.

lli kuelewa vizuri zaidi jinsi upatikanaji wa vifaa na rasilimali watu zinavyochangia utoaji wa
huduma za afya na ubora wake, utafiti huu ulipendekeza na kutumia mtazamo wa
“workhood” kama nyenzo mpya ya kufanyia uchambuzi. Kwa kutumia mtazamo wa
wanaofanya kazi katika mfumo wa utoaji wa huduma za afya, iliweza kutoa mwanga kuhusu
mipaka na uwezo wa watumishi wa afya. Ingawa upatikanaji wa vitu vingi kama dawa, vifaa
na miundombinu ulikuwa unasababishwa na mambo yaliyokuwa nje ya uwezo wa watumishi,
hata hivyo watumishi wa afya waliweza kuhamasisha rasilimali za kijamii, kiutamaduni na
nafasi walizonazo kuziba mapengo yaliyopo na kuleta matokeo ya afya mazuri yanayohitajika

kwenye jamii.

Utafiti zaidi unatakiwa kufanyika ili kuthibitisha na kuhalalisha baadhi ya matokeo haya. Kwa
kuhitimisha, utafiti huu unasisitiza haja ya kuwa na mkakati kabambe wa kuboresha
upatikanaji na utumiaji wa IPTp na huduma nyingine za ANC kwa wanawake wajawazito.
Kwa upande wa kisera, ratiba ya IPTp iliyo rahisishwa na kupendekezwa na WHO inapaswa
kutekelezwa na kusambazwa kwa watumishi wa afya kupitia ujumbe unaoeleweka kwa ajili
ya kunufaika haraka kwa kuongezeka kwa kasi ya utumiaji wa IPTp. Kwa upande wa mfumo
wa afya, upatikanaji wa huduma ya IPTp na nyinginezo kwa wajawazito unatakiwa
kuboreshwa katika muda mfupi kwa kuhakikisha upatikanaji wa dawa na vifaa kwenye vituo
vya afya, matumizi ya kadi za kliniki zilizoboreshwa kama nyenzo za kazi, na kupitia juhudi
za kuboresha huduma za mkoba na elimu ya afya. Katika kipindi cha muda mrefu,

wahudumu wa afya wenye uzoefu wapatiwe mafunzo ya kujiendeleza ili wazibe pengo la
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upungufu wa watumishi wapya wenye ujuzi. Katika ngazi ya jamii njia mbalimbali za
mawasiliano zilizopo zitumike kama vile vyombo vya habari na wanajamii wa kuijitolea.
Aidha, mbinu mpya za mawasiliano kama matumizi ya simu za mkononi katika kuboresha
huduma za afya zinaweza kufanyiwa majaribio, ili kuwafikia wanawake na wanaume pia na
ujumbe kuhusu faida za kuhudhuria kliniki mapema na kwa wakati, umuhimu wa kujifungua
kwenye vituo vya afya na huduma baada ya kujifungua, kwa ajili ya kuongeza ufahamu wao
juu ya huduma zinazotolewa katika maeneo hayo na uwezo wao wa kuzipata pale

wanapohitaji huduma hizo.



1. Introduction 1

1. Introduction

This thesis aims to contribute to a better understanding of women’s access to and use of
intermittent preventive treatment during pregnancy (IPTp) and other antenatal care (ANC)
services by looking at factors influencing ANC utilization on the demand side and the quality
of care on the supply side. The first chapter provides an overview on the burden of malaria
during pregnancy, interventions to control it and the role of antenatal care as the main
delivery point for interventions to prevent malaria during pregnancy. Subsequently, an
overview on the maternal health situation in Tanzania is given and, finally, factors identified in
the literature are discussed that influence pregnant women'’s access to and use of ANC and

IPTp in Tanzania.

1.1. The burden of malaria during pregnancy
Malaria in pregnancy is a common though preventable cause for adverse birth and maternal

health outcomes. A recent overview article by Dellicour and colleagues (2010) revealed that
each year an estimated 125 million women living in malaria-endemic areas with P. falciparum
and/or P. vivax transmission become pregnant. The authors confirmed earlier estimates of
the World Health Organization (WHO) that in Africa 32 million pregnant women are at risk of
malaria in areas of stable P. falciparum transmission (Dellicour et al., 2010, WHO, 2003b).
Infection rates tend to be particularly high and malaria more severe for women in their first
and second pregnancies probably because of a combination of immunological and hormonal
changes associated with pregnancy and the lack of antibodies important for protection
against malaria in the first pregnancy (Rogerson et al., 2007, Steketee et al., 2001).
Moreover, adolescent women have been identified as a particular vulnerable group as young
maternal age is an additional risk factor for malaria in pregnancy due to lack of a protective
semi-immunity (Desai et al., 2007, Granja et al., 2001, Walker-Abbey et al., 2005). As a
complicating factor, HIV infection is likely to increase malaria susceptibility and the risk of
adverse effects in the 1.25 million pregnant women estimated to be HIV positive in Sub-
Saharan Africa in 2009 (ter Kuile et al., 2007, WHO, 2010). The consequences of adverse
pregnancy outcomes due to P. falciparum infections in stable endemic transmission regions
in sub-Saharan Africa, including peripheral or placental malaria, maternal anaemia and low
birth weight, are well known (Desai et al., 2007, Steketee et al., 2001, Umbers et al., 2011).
Although few infections result in fever symptoms, one in four women living in stable
transmission area has evidence of placental infection at the time of delivery and 5-10% of

pregnant women may develop severe anaemia (Desai et al., 2007, Guyatt and Snow, 2004).
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Up to 20% of low birth weight deliveries can be attributed to malaria in pregnancy (Desai et
al., 2007) with proportions of up to 60% found among primiparious women (Uddenfeldt Wort
et al., 2008). Malarial infections have been found to peak during the early second trimester
and researchers believe that such early infections have a stronger association with low birth
weight than infections during later pregnancy (Desai et al., 2007, Umbers et al., 2011). Due
to the strong inverse association between low birth weight and child survival, malaria in
pregnancy has been estimated to cause 100,000 infant deaths annually in Africa (Guyatt and
Snow, 2004).

Providing for the first time global estimates of the annual number of pregnant women at risk
including those outside Africa, Dellicour and colleagues called attention to the almost 4-fold
higher estimated number of pregnant women at risk in areas with unstable P.falciparum and
P.vivax transmission outside Africa (Dellicour et al., 2010). Despite the fact that infections in
areas of low, unstable or seasonal malaria transmission are more likely to result in symptoms
and to cause acute maternal illness, low birth weight and maternal or foetal death due to
women'’s low acquired immunity by the time they become pregnant (Lagerberg, 2008),
malaria in pregnancy in low and unstable transmission settings has received much less
attention (Desai et al., 2007, Steketee et al., 2001).

1.2. Global action to control malaria in pregnancy
Efforts to control malaria in pregnancy have greatly increased in the last couple of years

within the context of concerted global efforts to achieve Millennium Development Goal (MDG)
4, which aims to reduce maternal mortality rates by three quarters and MDG 5, which aims to
reduce child mortality by two thirds (UN, 2000), as well as unprecedented international

commitment and action to reduce the burden of malaria.

Since 2000, WHO recommends for sub-Saharan Africa a package of interventions to control
and prevent malaria in pregnancy. It includes prompt and effective case management of
malaria illness, the use of insecticide-treated nets (ITN) and IPTp and is commonly delivered
through a combination of malaria and reproductive health programs (WHO, 2004). IPTp
consists of an antimalarial treatment given at regular intervals during pregnancy, regardless
of the existence of malarial infection and symptoms. Sulphadoxine-pyrimethamine (SP) is the
currently recommended drug for IPTp as it has been shown to be a cheap, safe and effective
single-dose treatment. In areas with stable P. falciparum malaria transmission WHO currently
recommends the administration of at least two doses of SP after quickening (first noted

movements of the foetus) at least one month apart during ANC visits (WHO, 2004). This
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provides a simplification of an earlier delivery schedule that had been restricted to the
administration of two doses during two narrow windows at the beginning of the second and
third trimester. By no longer limiting IPTp doses to the defined narrow gestational periods, the
simplified recommendation assures that even women who attend ANC outside these periods
receive IPTp and takes into account the difficulty of assessing gestational age in busy
peripheral ANC (Gies et al., 2008). Moreover, it recommends administration of more than two
doses in regions where HIV prevalence is higher than 10% (WHO, 2004) acknowledging
recent research findings from Kenya, Malawi and Zambia on improved protective health
outcomes of three doses for HIV-positive women and their infants (Filler et al., 2006, Gill et
al., 2007, Parise et al., 1998, Ter Kuile and Steketee, 2007).

In 2000 in Abuja, Nigeria, African governments pledged to ensure that 60% of pregnant
women in malaria-endemic areas have access to effective malaria prevention interventions
by 2005 (RBM and WHO, 2003). More ambitious targets have recently been formulated by
the Roll Back Malaria (RBM) initiative to reach all pregnant women with IPTp and supply 80%
of the general population, including pregnant women, with ITNs by 2010 (RBM, 2008). ANC
provides an important distribution channel for ITNs and IPTp since ANC attendance in sub-
Saharan Africa has been found to be high (Abou-Zahr and Wardlaw, 2003). Based on
national household survey data, van Eijk and colleagues (2011) confirmed in a recent report
on the progress of coverage with malaria control interventions among pregnant women from
47 sub-Saharan countries that most pregnant women in these countries visited an ANC clinic
at least once during their pregnancy, with a median of 88.4%. However, despite this
encouraging finding of high ANC attendance, none of the countries succeeded in achieving
the RBM targets. Overall coverage of ITN and IPTp is still inadequate. According to van Eijk
et al. 45 of the 47 African countries had implemented an ITN policy and 39 had a policy to
promote IPTp for pregnant women by 2007. Despite using a very broad definition of IPTp as
“at least one SP dose from any source”, overall coverage for IPTp was estimated to be only
18%. This indicates that an estimated 19 million women did not receive any dose of SP as
IPTp despite the fact that many of them had attended the ANC clinic. Exceptions were
provided by five countries (The Gambia, Malawi, Zambia, Senegal and Zanzibar) reaching
coverage levels close to or over 80%. Overall coverage of treated nets among pregnant
women was 17% leaving an estimated 23 million women unprotected by an ITN (van Eijk et
al., 2011). It is, however, noteworthy that these numbers might not accurately reflect recent

increases in coverage levels and use achieved in many countries through numerous mass-
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distribution campaigns of free nets (Beer et al., 2010, Gerstl et al., 2010, Terlouw et al.,
2010).

The findings of van Eijk et al. (2011) suggest a high number of missed opportunities among
women who attended ANC clinics but were not given IPTp or ITNs. Studies that have
recently been published identified constraining factors such as unclear IPTp messages
especially with regard to timing of the doses, drug stock-outs, limited understanding of the
benefits of the IPTp policy, late and infrequent ANC attendance among women and nurses’
low performance (Abou-Zahr and Wardlaw, 2003, Anders et al., 2008, Launiala and
Honkasalo, 2007, Marchant et al., 2008b, Mubyazi et al., 2008a, Ndyomugyenyi and
Katamanywa, 2010).

The increasing resistance of parasites to SP in Africa has raised concerns about its use for
IPTp (Menendez et al., 2007). Not long ago IPTp with SP was still be found to be effective
among semi-immune pregnant women in areas where SP treatment failure rates were
between 20%-40% among symptomatic young children by day 14 (Ter Kuile et al., 2007).
However, no data was available on its efficacy in areas with higher resistance rates. In the
meantime, parasite resistance rates as high as 95% have been reported from eastern and
southern Africa. Recent reports from northern Tanzania suggested that under such
conditions IPTp could even have harmful effects since highly resistant parasites seem to
function better in the presence of SP (Kelly, 2011, Chico and Chandramohan, 2011). The
identification of new safe drugs for IPTp or alternative interventions is therefore urgently
needed. Mefloquine and azithromycin-based combinations (ABCs), two leading drug options
to replace SP in IPTp, are currently being tested for efficacy and safety during pregnancy
(Chico and Chandramohan, 2011). Intermittent screening and treatment of malaria in
pregnancy (ISTp) using rapid diagnostic tests to identify and treat positive cases has been
found to provide a viable alternative for IPTp in moderately high malaria transmission areas
but needs to be further evaluated (Smith et al., 2010, Tagbor et al., 2010). Because new IPTp
drugs might require different dosing regimens, improvements in implementation measures at
ANC clinics where the responsibility for the delivery of IPTp and malaria case management to
pregnant women lies, are crucially important (Crawley et al., 2007, Gutman and Slutsker,
2011).
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1.3. Antenatal care
Although first embryonic forms of health programs for mothers and children had already been

established at the end of the 19" century in Europe, first principles for antenatal care were
only outlined in the 1930s in the UK and Northern Ireland (Bergsjo, 2001, WHO, 2005). In the
context of substantially declined maternal mortality due to sepsis, haemorrhage and
obstructed labour, the persistently high number of deaths due to eclampsia required an early
identification and treatment of women at risk with high blood pressure (Abou-Zahr and
Wardlaw, 2003). However, what antenatal care entailed varied widely within and across
countries in Europe (Bergsjo, 2001). Adopted and transferred to developing countries,
antenatal care in these countries strongly resembled the Western concept in terms of timing
and services (Bergsjo, 2001, Villar and Bergsjo, 2002). In many developing countries, ANC
has long been regarded as a core component of routine maternal and child health services
receiving larger allocations of budgetary resources than delivery care (Abou-Zahr and
Wardlaw, 2003, Campbell and Graham, 2006). Only in the 1990s, when a number of
randomized trials assessed a new antenatal care model promoting a reduced number of
antenatal care visits, did its effectiveness start to be challenged (see f.e. Carroli et al., 2001,
Munjanja et al., 1996, Villar and Bergsjo, 2002, Villar et al., 2001). Multi-country trials
conducted by WHO lead to the establishment of a new Focused Antenatal Care (FANC)
model promoting four antenatal care visits for women with uncomplicated pregnancies, thus
emphasizing the quality instead of the quantity of visits. New evidence about effectiveness or
ineffectiveness of interventions in reducing maternal mortality revealed that fatal
complications occurring during pregnancy, child birth and the postnatal period can not be
prevented by antenatal care but require timely access to emergency obstetric care (Bergsjo,
2001, Jaddoe, 2009, McDonagh, 1996). Such an improved understanding of the limited role
of antenatal care led to a refocusing of maternal health programs towards ensuring that
women have access to care during the critical period around labour and delivery coupled with
referral for the management of obstetric emergencies (Abou-Zahr and Wardlaw, 2003,
Campbell and Graham, 2006, Kerber et al., 2007).

Yet, there is a broad agreement about the potential of antenatal care for improving maternal
and neonatal health (Abou-Zahr and Wardlaw, 2003, Bergsjo, 2001). Stressing the need for
continued care during all lifecycles, ANC was recognized to provide an important interface
between three levels of the health system: clinical care, primary health care for the family and
the community and the clients (Kerber et al., 2007). Due to its relatively high coverage, ANC

provides excellent opportunities for the early detection and treatment of pregnancy
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anomalies, for the provision of preventive health services and health education on risk factors
as well as for the promotion of a health facility delivery with skilled attendance (Campbell and
Graham, 2006, Villar and Bergsjo, 2002). Proven effective antenatal interventions include
screening for syphilis, provision of preventive malaria-prophylaxis and ITNs, anti-tetanus
immunization and prevention of mother-to-child-transmission of HIV and antiretroviral therapy
of maternal HIV/AIDS (Bergsjo and Villar, 1997, Villar and Bergsjo, 1997). Provision of advice
on potential pregnancy complications, danger signs and information on how to seek medical
care during antenatal care are key strategies of ANC to reduce delays in obstetric care
(Bergsjo, 2001, Nikiema et al., 2009). Moreover, it provides an opportunity to serve as a
contact point to increase demand for services with low coverage such as skilled attendance
during childbirth and postnatal care (Campbell and Graham, 2006, Kerber et al., 2007). In
fact, strong positive correlations have been reported between the number of ANC visits and
the use of skilled birth attendance and postnatal care (Rockers et al., 2009, Wang et al.,
2011).
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Figure 1: Antenatal care coverage of 4+ visits, 200 0 - 2010 (WHO, 2011a)

Coverage levels of antenatal care have notably increased in all developing regions during the
1990s (WHO, 2005). A recent analysis of Demographic Health Survey (DHS) data from 38
developing countries showed fairly high levels of ANC coverage (Wang et al., 2011). Twenty
four countries reported coverage levels of over 80% (see also Figure 1). With the exception

of some countries with very low ANC coverage levels such as Ethiopia, Chad or Niger,
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antenatal care coverage in other sub-Saharan Africa countries varied between 55% and 87%
for one visit and between 12% and 78% for four and more visits (Wang et al., 2011). The high
coverage of ANC compared to other maternal health services can be partly explained by
multiple points for provision and the long time frame for seeking care (Campbell and Graham,
2006). Additionally, costs for ANC are fairly low compared to other health care provisions.
Accordingly, there is a high overall level of attendance even among the poorest women and
differences in use between the poorest and the least poor have been observed to be lower

for ANC than for example for skilled attendance at delivery (Gwatkin, 2004).

Unfortunately, worrying gaps in the provision and the quality of care in terms of prevention,
diagnosis or treatment of complications have been reported (Campbell and Graham, 2006,
Koblinsky et al., 2006). Evidence has shown that the most common elements of ANC are
those of rather ritualistic nature such as measurements of weight and height whereas
elements that have proven to be beneficial such as blood and urine tests and information
about danger signs have been found to be often inadequately provided (Abou-Zahr and
Wardlaw, 2003).

1.4. Malaria during pregnancy and maternal healthi  n Tanzania
There is evidence for decreasing malaria transmission and prevalence in Tanzania due to a

range of complementary malaria control measures implemented since the late 1990s (Killeen
et al., 2007, O'Meara et al., 2010, Russell et al., 2010, Smithson, 2009). These trends are
reflected in an overall decline in severe anaemia, fever incidence, malaria inpatient
admission and the proportion of positive fever cases for malaria (Smithson, 2009, Alba et al.,
2011, D'Acremont et al., 2010). Despite this fact, malaria is still highly endemic in most
regions of the country and continues to be the most significant disease affecting especially
young children and pregnant women (NMCP, 2007, WHO, 2009). Furthermore, there is no
evidence globally for a reduced risk of malaria during pregnancy without preventive

measures in the same areas (Chico and Chandramohan, 2011).

It has been estimated that about 1.7 million pregnant women contract malaria each year in
Tanzania (Lynch et al., 2006) leading to a high prevalence of maternal morbidity — such as
anaemia and placental malaria infection (Marchant et al., 2002a, Marchant et al., 2004,
Menendez et al., 2000) — and mortality (Olsen et al., 2002) as well as adverse birth outcomes
such as spontaneous abortion, preterm delivery, congenital infection, still birth and low-birth

weight (Hinderaker, 2003, Menendez et al., 2000, Wort et al., 2006a). Prevalence of anaemia
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in pregnant women ranges from 23% in low transmission areas (Hinderaker, 2003) to 82% in
high transmission areas (Marchant et al., 2002). Placental malaria was found to be strongly
associated with a high risk of low birth weight and premature birth even amongst women
living in highly endemic areas: nearly one in five children had a low birth weight and 20% of
these children were born prematurely (Menendez et al., 2000).

Although Tanzania has made impressive progress in reducing the all-case mortality among
children under five — presumably partially the effect of improved malaria control (Masanja et
al., 2008) — maternal mortality rates have only slightly decreased after a long period of
stagnation at high levels. In 2010, the maternal mortality ratio was estimated to be 454
maternal deaths per 100,000 live births in Tanzania (NBS and ICF Macro, 2011).
Haemorrhage, obstructed labour, sepsis and induced abortion — the latter being illegal in
Tanzania — have been identified as the main direct causes of maternal death in Tanzania
(MacLeod and Rhode, 1998, Mswia et al., 2003, Olsen et al., 2002). Many of these deaths
could have been averted with prompt and adequate diagnosis and care. However, 49% of all
women in Tanzania still deliver at home without any skilled attendant (NBS and ICF Macro,
2011). Although the numbers of maternal deaths due to HIV/AIDS are difficult to estimate
(Mswia et al., 2003), it has been assumed that a considerable number of maternal deaths in
Tanzania can be accounted to indirect causes such as HIV/AIDS and also malaria (MacLeod
and Rhode, 1998, Mswia et al., 2003, Olsen et al., 2002). HIV prevalence among 15 to 49-
year-old women has been found to be 7% but levels vary considerably between regions and
between urban and rural settings (NBS, 2008). A study assessing causes of maternal
mortality in the Arusha region suggested that malaria contributed to a much higher number of
maternal deaths than had previously been assumed (Olsen et al., 2002). According to WHO
definition a quarter of all women in Tanzania start childbearing as adolescents — before
reaching the age of 20 (WHO, 2006) — with an even higher proportion in rural areas (NBS
and ICF Macro, 2011). Adolescent pregnant women have not only been identified as being
more at risk from malarial infection (Wort et al., 2006b) and anaemia (Massawe et al., 2002)
but also for obstetric complications (Zeck et al., 2010) and are more likely to have children of
low birth weight (Wort et al., 2006b). In addition, evidence from Dar es Salaam suggested
that unplanned pregnancies and subsequent induced abortions were particularly high among

unmarried adolescents still at school (Rasch et al., 2000a, Rasch et al., 2000b).
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1.5. Access to IPTp and ANC services in Tanzania
In 2002, the Tanzanian Ministry of Health and Social Welfare introduced “Focused Antenatal

Care” (MoH and JHPIEGO, 2004) following the recommendations of WHO (Villar and
Bergsjo, 2002). This new model of ANC propagates a reduced number of four visits during
the course of pregnancy for women without complications. Activities during each visit include
1) screening for conditions likely to increase adverse outcomes, 2) providing therapeutic
interventions known to be beneficial and 3) educating pregnant women about planning for a
safe birth, emergencies during pregnancy and how to deal with them (MoH and JHPIEGO,
2004). Due to the high risk of malarial infection during pregnancy in Tanzania, special focus
has been given to malaria prevention and treatment within the new national FANC model.
Early recognition and case-management of anaemia and febrile illness thus forms an integral
part of antenatal care (MoH and JHPIEGO, 2004, NMCP, 2007). Moreover, social marketing
of ITN on a national scale began around 2002 and subsidized ITNs have been provided
through the “Hati Punguzo” voucher for pregnant women at ANC clinics since 2004 (Hanson
et al., 2008). Tanzania adopted the IPTp policy at national level in 2000/01 forming together
with Malawi, Kenya, Uganda and Zambia the “IPTp forefront” in sub-Saharan Africa (Crawley
et al., 2007, Hill and Kazembe, 2006).

Antenatal care attendance in Tanzania is high but women attend irregularly and start late.
According to the Tanzanian Demographic and Health Survey 2010, almost all women (98%)
attended the ANC clinic at least once during their last pregnancy. However, only 43% of
pregnant women (declining sharply from 63% in 2004/05) reported having made four and
more visits as recommended in 2010 (NBS and ICF Macro, 2011, NBS and MEASURE DHS,
2005). With an average of 5.4 gestational months, the majority (85%) of all pregnant women
initiated ANC significantly later than the recommended first visit within the first four months of
pregnancy (MoH and JHPIEGO, 2004, NBS and ICF Macro, 2011). Hence, women’s
attendance was far from achieving the target set by the National Malaria Control Program
(NMCP) to increase early ANC attendance among pregnant women to 80% by 2012 (NMCP,
2007). Similar late ANC enrolment after more than five months of gestation has been
reported by small-scale studies in Tanzania (Marchant et al., 2009, Mpembeni et al., 2007,
Mrisho et al., 2009) and elsewhere in sub-Saharan Africa (Kiwuwa and Mufubenga, 2008,
Magadi et al., 2000, Ndidi and Oseremen, 2010, Okunlola et al., 2006).

There has been an impressive increase in the use of mosquito nets among pregnant women
in Mainland Tanzania from 15% in 2004/05 to 26% in 2008 and 68% in 2010 due to public-
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private partnerships providing subsidized mosquito nets to pregnant women and children
under 5 years of age and recent mass-distribution campaigns of free nets (NBS and ICF
Macro, 2011). A study from the southern zone of Tanzania on preliminary results of a recent
“universal coverage campaign” that involved the national distribution of free long-lasting
insecticidal nets (LLIN) to every household shows that coverage levels can be assumed to be
even higher reaching levels of over 80% (Nathan and Sedekia, 2011). Despite the success of
the ITN intervention, IPTp uptake is still poor. While the change of the first line treatment for
malaria from SP to Artemether Lumefantrine (ALu) resulted in very low IPTp coverage levels
in 2006, they have continued to be poor up to date, particularly for the second IPTp dose.
According to the Tanzanian Demographic and Health Survey 2010 60% of all pregnant
women in Mainland Tanzania reported having received one dose of SP during an ANC visit
but only 27% of them got two or more doses of SP (NBS and ICF Macro, 2011). Similar
disappointing second dose coverage levels of below 40% have been reported by other recent
studies from Tanzania (Anders et al., 2008, Marchant et al., 2009, Marchant et al., 2008b)
and other East-African countries (Gikandi et al., 2008, Kiwuwa and Mufubenga, 2008, Ouma
et al., 2007, Sangare et al., 2010). These recent data show that the Abuja targets of
supplying 60% of pregnant women with preventive interventions by 2005 (RBM and WHO,
2003) as well as Tanzania’s political ambitions to increase the ownership and use of LLINs
and the uptake of IPTp to 80% by 2012 is well within reach regarding ITN and LLIN usage
(NMCP, 2007). However, coverage levels for IPTp are still far from achieving these targets
and are even further away from the more recent target of the RBM initiative of 100% IPTp
coverage for pregnant women (RBM, 2008).

Low coverage levels are, however, not restricted to IPTp but also related to other ANC
services. National data from 2010 indicated for example that only about half of all women of
Mainland Tanzania received information on signs of pregnancy complications (53%), had
urine samples taken (51%) or received iron tablets (58%) during their last pregnancy (NBS
and ICF Macro, 2011). Sarker and colleagues (2010) reported similar or even lower levels for
the supply of information on danger signs (61%), iron tablets (46%), IPTp (68%) and the
conducting of urine (9%) and haemoglobin (26%) tests in the Rufiji District. The low uptake of
ANC services and also the declining trend in high ANC attendance in Tanzania raises
guestions about barriers constraining women’s access to and use of efficient ANC and IPT
services on the demand as well as the supply side. Issues of access to ANC and IPTp have
received little attention until recently either in social sciences or in the public health sector

(Ribera et al., 2007) and have only been addressed by a growing number of studies in the
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last few years. Due to the fact that there is still a considerable scarcity of knowledge about
factors influencing access to and use of IPTp and ANC in Tanzania, the following overview

on literature also includes studies from East African countries neighbouring Tanzania.

On the demand side local perceptions and knowledge of the importance of ANC, local ideas
of reproductive vulnerabilities and socio-economic factors determine pregnant women’s

timing and frequency of ANC attendance and their use of IPTp.

A study by Mrisho and colleagues (2009) from southern Tanzania showed that women
decided to attend ANC clinics mainly to assure a healthy pregnancy outcome (i.e. to prevent
miscarriage, to get advice from nurses, to have illness diagnosed and treated, to check the
development of the baby, to confirm pregnancy) and to conform with health system
expectations (i.e. to get the ANC card, to avoid being scolded by nurses). The same study
showed that women delayed visiting an ANC clinic because they waited for the foetus to
move to be sure that they were pregnant. Others were scared of witchcraft or the ill-will of the
community members if pregnancy became public and still others did not feel sick or wanted
to avoid the effort of many visits to the clinic (Mrisho et al., 2009). These findings are in line
with qualitative studies from southern Tanzania (Haws et al., 2010) and Mozambique
(Chapman, 2003) showing that women delayed ANC initiation purposely in order to protect
the unborn child from witchcraft attacks of jealous neighbours and kin or malicious gossip.
Pregnant woman in Kenya and Malawi considered no need to attend ANC early because
they felt well (van Eijk et al., 2006, Launiala and Honkasalo, 2007). Furthermore, women'’s
ANC attendance is clearly mediated by their experiences at earlier ANC visits and the quality

of care received (Audo et al., 2005, Ndyomugyenyi et al., 1998).

What remains unclear from the available evidence is whether women know what services
ANC clinics should provide and whether they know what they actually get in terms of
prevention and treatment while attending ANC and why. Clearly, women’s understanding of
the importance of these services depends on the information on care received. Studies from
rural northern and southern Tanzania showed that despite high ANC attendance women
could not mention potential danger signs during pregnancy (Magoma et al., 2010, Pembe et
al., 2009, Sarker et al., 2010) and in a rural area of southern Tanzania and Malawi women
found it difficult to give specific answers about prevention and treatment they received during
ANC and identified and described drugs by shape, number of doses and colour (Mrisho et al.,

2009, Launiala and Honkasalo, 2007). Confused understanding of the relevance of drugs and
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their dosage makes women entirely dependent on the nursing staff dispensing these drugs
(Brabin et al., 2009, Sangare et al., 2010) and they have been found to be highly trusted by
the women to adequately administer drugs (Launiala and Honkasalo, 2007). However,
studies from Tanzania (Nganda et al., 2004), Malawi (Holtz et al., 2004), Uganda (Sangare et
al., 2010) and Kenya (van Eijk et al., 2005) found that pregnant women had extensive
knowledge of malaria, a high awareness of its risk during pregnancy and of the benefits of
IPTp and these all acted as predictors for the use of ITN and IPTp-SP.

Although quantitative studies have provided mixed evidence, inadequate ANC attendance
and IPTp uptake has repeatedly been associated with low education and low socio-economic
status (van Eijk et al., 2006, van Eijk et al., 2005, Gikandi et al., 2008, Holtz et al., 2004,
Kiwuwa and Mufubenga, 2008, Ouma et al., 2007, Ochako et al., 2011). In western Kenya,
women with up to or more than 8 years of education were not only four times more likely to
have visited an ANC but also two times more likely to have visited the ANC more than once
and to have started the ANC in the first or second trimester than women who did not
complete 8 years of education (van Eijk et al., 2005, van Eijk et al., 2006). Other studies from
Kenya found that women of low/medium socio-economic status were likely to attend ANC
late or irregularly or not at all (van Eijk et al., 2006, Magadi et al., 2000). Moreover, low ANC
attendance and IPTp uptake have been strongly associated not only with high parity
(Ndyomugyenyi and Katamanywa, 2010, Magadi et al., 2000, Gikandi et al., 2008, Holtz et
al., 2004, van Eijk et al., 2004), but also with premarital status and unwanted pregnancies,
particularly among adolescents (Magadi et al., 2007, Magadi et al., 2000, Gikandi et al.,
2008). Adolescent pregnancy might deter young pregnant women from attending ANC as it is
often perceived as socially unacceptable and is stigmatized (Magadi et al., 2000). Studies
from Uganda showed that pregnant adolescents were more likely to experience violence from
parents, to be rejected by their partners, expelled from schools and to be stigmatized
(Atuyambe et al., 2008, Mbonye et al., 2006) and therefore more likely to try to hide their
pregnancy (Mbonye et al., 2006). Although several studies provided evidence on the
important role of the family in enhancing or constraining ANC attendance through advice or
decision-making (van Eijk et al., 2006, Atuyambe et al., 2008, Simkhada et al., 2010), social
and cultural determinants of prenatal care usage among adolescent and adult pregnant

women are still not well understood (Ryan et al., 2009).

On the supply side , access to ANC and IPTp is determined by the accessibility and

affordability of health care, the availability of infrastructure, human resources and supplies
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such as drugs and diagnostic tools as well as whether the way services are offered to the

women match the pregnant women’s expectations.

Although distance from the homestead to the health facility was mentioned in several studies,
it did not turn out to be a predictive factor of ANC attendance in Kenya (Holtz et al., 2004, van
Eijk et al., 2006) and Uganda (Ndyomugyenyi et al., 1998). Compared to other sub-Saharan
countries, Tanzania has an extensive health infrastructure with nearly 5,000 dispensaries
throughout the country with about 72% of the population residing within 5km and 90%
residing within 10km of a health facility (Mpembeni et al., 2007, NBS and Inc., 2007). ANC
and assistance of uncomplicated deliveries are offered at all reproductive and child health
clinics present at any health institution level (Urassa, 2004). Although reproductive and child
health (RCH) services should be delivered free of charge in Tanzania, lack of money was
found to be a main reason for women to delay ANC attendance in southern Tanzania (Mrisho
et al., 2009). Similarly, other study from Tanzania revealed that although direct costs were
low for ANC, there were considerable indirect and opportunity costs due to long waiting hours
and travelling times, particularly for those women living in rural areas, and that these factors
substantially influenced their decisions on whether, when and where to attend ANC
(Kowalewski et al., 2002, Mubyazi et al., 2010).

The problem of shortages of drugs and other supplies is common and well known in
Tanzania. Many health facilities are inadequately equipped to provide ANC and IPTp
services. This can partly be attributed to factors at the level of individual facilities or a district
due to incorrect or late drug and supply orders or irrational drug use but shortages also occur
very much due to major and longstanding problems along the national drug chain (Health
Research for Action, 2006, Euro Health Group, 2007). A national survey showed that the
proportion of facilities having stocks of SP available for IPTp improved from 59% in 2007 to
71% in 2008, but provided evidence on the low availability of other key items required at ANC
such as iron tablets and Mebendazole which in 2008 were out of stock in every second and
fourth health facility, respectively (Marchant et al., 2009). An early study on the impact of
operational factors on maternal mortality in Dar es Salaam highlighted that in addition to poor
management, lack of drugs and shortages of trained staff were the main causes for
increased maternal deaths occurring at health facilities (Urassa et al., 1997). Several other
scholars pointed towards the human resources challenges in the Tanzanian health sector.
Despite a high population growth, the health work force has been declining over the past

years (Maestad, 2006). Understaffing of qualified health staff has been reported to be worst
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in rural public sector dispensaries (Mamdani and Bangser, 2004, Olsen et al., 2005).
According to Kurowski et al. (2007) the human resources likely to be available in 2015 are far
below of the numbers required, thus constraining Tanzania’s capacity to extend priority
interventions addressing communicable diseases, maternal and perinatal conditions and
nutritional deficiencies. Although the impact of lacking infrastructure, drugs and trained staff
on health workers’ performance, workplace trust and motivation has been acknowledged
(Manongi et al., 2006, Manzi et al., 2004), few studies have investigated how these factors

influence daily work experience, capacities and attitudes from a health workers’ perspective.

Instead the focus has rather been on technical quality of care referring to the appropriateness
of a diagnosis or prescribed treatment and inter-personal care including proper advice
(Campbell et al., 2000). Recent studies examining single antenatal care programs or routine
ANC provision in Tanzania reported in particular the poor quality of technical aspects such as
clinical and laboratory examinations (Boller et al., 2003, Gilson et al., 1993, Sarker et al.,
2010, Urassa et al., 2002) or drug administration (Boller et al., 2003). Boller et al. (2003), who
assessed quality of care in public and private ANC clinics in Dar es Salaam, found that
guidelines were frequently not respected and diagnostic examinations were not carried out by
health workers. At 12 minutes for first visits and 6.5 minutes for return visits, consultation
times were short and differed significantly from the required time anticipated in the FANC
guidelines (42 minutes and 32 minutes respectively) (von Both et al., 2006). Thus health
problems may often have been missed (MacLeod and Rhode, 1998). On top of this, there
have been reports of poor counselling and inadequate health education of pregnant women
(Magoma et al., 2010, Pembe et al., 2009, Sarker et al., 2010, Urassa et al., 2002, von Both
et al., 2006) and health workers’ negative or even abusive attitudes towards patients (Mrisho
et al., 2009, Tibandebage and Mackintosh, 2005).



2. Conceptual framework 15

2. Conceptual framework

The preceding overview on literature clearly illustrated that despite the existence of national
policies to control malaria in pregnancy and to mitigate other pregnancy related risks,
coverage levels for frequent ANC attendance and for interventions known to be beneficial,
such as IPTp, are low and the quality of care at ANC clinics is inadequate. This thesis
investigates the relationship between guidelines — reflecting evidence-based knowledge and
“best practices” — and actual practices by exploring the influence of social and structural
determinants on pregnant women'’s use of IPTp and ANC on the demand side and on health
workers’ service delivery on the supply side. By doing so, the thesis aims at contributing to a
better understanding of women’s access to and use of IPTp and ANC in the rural setting of

the Kilombero Valley, Tanzania.

The following section presents the conceptual background of this thesis. It illustrates our
understanding of access to health care, practice and social determinants of health and is

based on recent discussions and developments around these concepts.

2.1. Access to health care
Access to quality health care has become a much debated topic since the 1990s and plays a

significant role in international health debates. Although, access to health care was already a
topic in US sociological studies in the 1970s and 1980s, the debate on access to medicine
experienced a special boost with the rapid spread of the HIV/AIDS epidemic.

The brief overview of access to ANC and IPTp services in Tanzania presented at the end of
the last chapter illustrates that access is determined on the one hand by the availability,
accessibility and affordability of adequate preventive and curative treatment and essential
medication at health facilities (the supply side) and on the other hand by the interplay of
various factors and actors at the household and community level regulating the knowledge,
perceptions and resources of those who look for preventive and curative treatment (the
demand side).

A useful and widely known model defines access “as a concept representing the degree of
‘fit" between the clients and the system” (Penchansky and Thomas, 1981). This model
suggests examining the interface between health services and clients along five dimensions:
1) the availability as the relationship between the clients’ needs and the volume, type and
adequacy of existing health services and goods; 2) the affordability as the relationship

between the price of services and the clients’ income and ability to pay; 3) the accessibility as
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the relationship between the location of supply and the location of clients, taking into account
clients’ means of transportation, travel time, distance and costs; 4) the accommodation as the
relationship between the manner in which the supply of care is organized and the clients’
needs, perceptions and ability to accommodate it and 5) the acceptability as the relationship
between the personal and practical characteristics of providers and the clients’ attitudes
(Penchansky and Thomas, 1981). The model takes into account concerns of both services
and clients and, if necessary and possible, suggests adjusting health services to better “fit”
the needs, demands and characteristics of the clients. It places, however, less emphasis on
what it means for people to “gain access” (Gulliford et al., 2002) and on factors constraining
or facilitating the process of utilizing health services.
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Figure 2: The Health Access Livelihood Framework (Obrist et al., 2007)

In presenting an innovative “Health Access Livelihood Framework” (Figure 2), Obrist and
colleagues (2007) argued in a recent publication that bringing together the strengths of
different approaches and perspectives, such as social sciences, public health and
development studies, is most useful in achieving a comprehensive analysis of access to
health care. By placing access to health care services in the broader context of livelihood
insecurity the “Health Access Livelihood Framework” allows the analyzing of community and
health system barriers equally. Health-seeking study approaches that focus on the clients are

well suited to studying how social relationships and cultural conditions influence decision-
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making for treatment, treatment-seeking and patient-provider interaction and how these
processes are determined by broader political, economical and geographical conditions.
They provide a better understanding of why, when and how individuals as social actors seek
access to health care services. Health service studies on the other hand aim at identifying
barriers at the community, health system and policy levels with the aim of enhancing access
to services by reducing supply side barriers and increasing the communities’ health literacy.
Studies applying the Livelihood Framework developed by the British Department for
International Development (DfID) to health stress the importance of not only possessing

resources but the ability to mobilize them in case of illnesses (Obrist et al., 2007).

Emphasizing the linkages between the micro and the macro level, the framework not only
places people and their actions at the centre of access, but also makes reference to the
influence of policies, institutions, organizations and processes (PIOP) with the latter including
broader trends in society, global health policy, research and development. By doing so, the
framework not only stresses the impact of different social, institutional and political
arrangements such as cultural norms, institutional regulations, health policies and juridical
laws on people’s access to and use of health services but also on their access to livelihood
assets needed to gain access to health services (Obrist et al., 2007).

2.2. Practice
Interest in understanding the dialectic relationship between “agency” and “structure”

(Giddens, 1979) resulted in the development of a practice-oriented approach in the social
sciences during the late 1970s (Bourdieu, 1977, Ortner, 1984). Applied to health, such an
approach draws attention to the ways patients or clients as individual social actors deal with
opportunities and constraints (i.e. user fees, attendance schedules, availability of drugs) they
are faced with while interacting with other individuals or groups (i.e. family members or health
workers) and the specific cultural, historical, economic and political contexts they are living in
(Obrist, 2006). Practices are relational and occur in interaction with others. Hence, practice
theory places emphasis on the importance of power relationships and domination (Ortner,
1984) as they are inherent for example in patient-provider-relationships. The focus is,
however, not only on the influence of the “structure” on practice but also takes into account
the reverse impact of practice on the “structure”. As Ortner puts it “what a practice theory
seeks to explain is, then, the genesis, reproduction and change of form and meaning of a
given social/cultural whole” (Ortner, 1984:149). In the following the focus will be on the
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dialectic relationship between institutions as social determinants of health and social actors’

practices on the supply and side demand.

2.3. Institutions as social determinants
Huge inequalities in health existing around the world between and also within countries and

the efforts to decrease them through joint health initiatives have in the last decade brought
the attention of the international health community to “social determinants of health” (Marmot,
2005). Although scholars such as Rudolf Virchow and Friedrich Engels already outlined the
importance of political, economic and social forces on health in the 19" century, the general
acknowledgement of the impact of societal and social determinants on the health of
individuals and groups is heavily based on recent research on health inequality and its
causes, as well as the establishment of the WHO Commission on Social Determinants of
Health (CSDH) in 2005 (Raphael, 2006, Starfield, 2006). WHO has defined social
determinants of health very broadly as “the conditions in which people are born, grow, live,
work and age, including the health system” (WHO, 2011b). It is obvious that unfavourable
societal circumstances of daily life such as poverty, unemployment, exposure to diseases,
lack of water and sanitation or lack of food cause ill health. What is less commonly
recognized is that these circumstances are in turn shaped by wider structural drivers of social
nature such as social stratification in society, biases, norms and values within society, global
and national economic, social policy and processes of governance at the global, national and
local levels that influence the distribution of money, power and resources and thus are
responsible for health inequities (Raphael, 2006, CSDH, 2008). Hence, these social

determinants of health can be understood as the “causes of the causes” (CSDH, 2008).

The concept of institutions as developed and used by scholars of the “New Institutionalism”
has been applied in this thesis as a suitable approach to gain deeper insights into the
functioning of the social “causes of the causes”. By referring to the term institution we draw
particularly on conceptualizations of the economist Douglass North (1990). Together with
other scholars he provided an influential framework to explore the classical economical
guestion of who gets what, when and how. To answer this question it is essential to
understand how both collective (norms and rules) and policy/governance institutions affect
people’s access to assets (Bingen, 2000). According to North, institutions that operate at all
levels and in all spheres “are a guide to human interaction, so that when we wish to greet
friends on the street, drive an automobile, buy oranges, borrow money, form a business, bury
our dead, or whatever, we know (or can learn easily) how to perform these tasks” (North,

1990:3f). North understands institutions as dynamic and changeable rules, norms and values
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regulating interactions in daily life that are comparable with the “rules of the game” of a
competitive team sport consisting of formal written rules as well as typically unwritten codes
of conduct that underlie and supplement formal rules (North, 1990). Accordingly, he
distinguishes between formal institutions that refer to laws, policies and regulations imposed
by the state and informal institutions such as norms, rules and values that develop within

local communities® (North, 1990).

In the context of maternal health, health workers’ health care practices are strongly shaped
by formal institutions embedded within the health system such as health policies, regulations
and evidence-based clinical guidelines. Yet, literature has shown that social factors such as
peer pressure, perceived patient’s preferences and team support as well as the health
workers’ own cultural background, attitudes and experiences not only influence their attitudes
towards the patients but also impact on the health workers’ clinical decision-making and
everyday health care practices. Hence, some authors suggested that health professionals

often rather follow “mindlines”?

than guidelines (Chandler et al., 2008, Gabbay and le May,
2004). These “mindlines” are the “result of day to day practices based on socially constituted
knowledge” rather than evidence-based knowledge (Gabbay and le May, 2004:3). A better
understanding of health workers’ “mindlines”, informal practices and routines and their

interface with formal guidelines and health policies is critical for improving quality of care.

At the community level, informal institutions in form of values and norms reflect
institutionalized ‘old’ practices (e.g. food taboos during pregnancy) and ‘new’ practices (e.g.
visiting the ANC). They provide structures but also meaning to women'’s “repertoires” of
reproductive activities, including health seeking (Bingen, 2000). Some institutions are
contested (e.g. men should be involved in maternal health issues and ANC) and have to be
adapted to changing circumstances. Others function along the lines of gender, ethnicity,
poverty or lineage that regulate social structures of control over resources and access (e.g.
men have decision-making power over financial resources necessary for accessing
reproductive health care). A better understanding of the continuum of institutions, be it values

(e.g. women should rest more during pregnancy), norms (e.g. unmarried adolescent women

! Itis clear, that in reality boundaries between formal and informal institutions are less clear-cut (de Sardan
2008). Rules at community level might be very formal while state regulations might become of an informal
nature due to lack of state control and a functioning sanction system. Understanding the difference between
formal and informal institution as a conceptual one, the author adheres in this thesis to the distinction suggested
by North (1990).

2 Although the term “mindlines” implies their cognitive nature, it is noteworthy that they are usually not
consciously reflected or intentionally applied by health workers but rather subconsciously enacted in daily
practices.
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should not become pregnant) or regulations (e.g. IPTp needs to be provided twice during
pregnancy or women should use antenatal services early) is highly relevant for improving
women’s use of and access to antenatal care and other maternal care services in areas like
rural Tanzania. The better social ideas, values and norms structuring reproductive
vulnerabilities and practices are understood, the better we can explain why, when and how
clients seek access to maternal health services.

In the context of institutions, practices are often highly patterned and routinized and
sometimes proceed with little reflection of the actors either because “that was the way of our
ancestors” or because they have been institutionalized over time. It would be wrong,
however, to assume institutions to be static. They are shaped by history, politics and social
negotiations and therefore are closely related to processes and social change (Bingen,
2000). Social actors (i.e. individuals or groups) are the potential driving force for institutional
change since they produce and reproduce ideas, values, norms and regulations — or oppose
to them as another sporting analogy from North nicely illustrates: “Some teams are
successful as a consequence of (and have therefore the reputation for) constantly violating
rules and thereby intimidating the opposing team. Whether that strategy pays off obviously
depends on the effectiveness of monitoring and severity of punishment” (North, 1990:4).
Whereas North’s example illustrates the effect of strategic violation of rules, Tripp (1997)
using an example from the informal economic sector in the 1980s in Dar es Salaam showed
that poor people might react with non-compliance to existing formal rules imposed by the
state because they have no other option of gaining a living, thereby initiating institutional
change. Tripp illustrated how the process of developing alternative structures and institutions
that gradually became internalized and socialized by an increasing number of people

eventually came to replace many of the problematic state rules (Tripp, 1997).

Understanding the role of social actors — and most importantly of “institutional agents” (Scott,
2008) who shape the way people think and act — is therefore highly relevant. In the context of
maternal health, grandmothers, men, traditional birth attendants (TBA) but also health
workers might play a potential role in facilitating or constraining access to antenatal and other
maternal care services. While grandmothers and TBAs certainly have a great influence on
women'’s reproductive health practices at the community level, health professionals are of
particular interest since they may create and transfer new values and norms to the clients
and patients at the health system level (Scott, 2008). Moreover, they play a crucial role and

greatly influence whether pregnant women feel comfortable attending the ANC services, get
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all the services they should get and clearly understand what the purpose of the services is.
Despite this fact, there has been “a surprising lack of attention to the human (worker)

elements” (Franco et al., 2002a) with regard to effective health care delivery .

Health policy analysis and also epidemiological and biomedical frameworks are of limited
assistance in understanding the internal dynamics of health systems such as patient-provider
relationships and health worker practices that influence quality of care (Gilson, 2003). The
focus of public health research has so far rather been on the identification of constraining
determinants and the risk factors of health. Social science studies conducted in the field of
international health, on the other hand, have for a long time limited the focus on the
investigation of people’s cultural perceptions and representations of health and illness and
their influence on people’s treatment seeking (Nichter, 2008). The use of the institutional
approach allows us to investigate social determinants of health by looking at how local norms
and values and also processes of governance at the community and health system levels
influence individuals’ practices and interactions on the demand as well as the supply side.
lllustrating the linkages and interfaces between the state, the health system and the
community it demonstrates the potential of institutional arrangements not only to constrain
pregnant women’s access to health care but also to facilitate it. Thus, contrary to the
common focus on risk factors of public health research such an institutional approach allows
looking at resources and assets, such as IPTp and ANC that have the potential to strengthen

women'’s access to and use of health services.
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3. Aims and objectives

The overall aim of this thesis is to contribute to a better understanding of women’s access to
and use of IPTp and other ANC services in the rural setting of the Kilombero Valley,
Tanzania.

As indicated in the literature overview, coverage levels for IPTp and other ANC services in
Tanzania and elsewhere are often low and health workers’ performance regarding the
delivery of these services is poor. To better understand reasons behind the discrepancies,
between “best practices” recommended in guidelines and actual practices, this thesis
explores factors influencing pregnant women'’s use of IPTp and ANC services on the demand
side and health workers’ service delivery practices on the supply side, with special focus on
institutions as social determinants. Insights gained will be used to formulate

recommendations for research and practice.
For this reason, the following general and specific objectives have been defined:
1. To investigate the coverage level of IPTp in the study area (Chapter 4)

2. On the demand side (Chapter 4, 5 and 6):
2.1. To assess adult and adolescent pregnant women'’s utilization of ANC services
with particular regard to the timing of their first ANC visit
2.2. To identify and explore factors influencing adult and adolescent pregnant

women’s utilization of ANC services

3. On the supply side (Chapter 4, 7 and 8):
3.1. To explore the quality of ANC care
3.2. To identify and investigate factors influencing health workers’ IPTp and ANC

practices and the quality of care
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4. Study setting and methods

The present study was conducted in close collaboration with the ACCESS Programme
implemented from 2004 until 2011 under the direction of the Ifakara Health Institute (IHI) with
technical support from the Swiss Tropical and Public Health Institute (Swiss TPH) and funds
from the Novartis Foundation for Sustainable Development (NFSD). The aim of the
programme was to better understand and improve access to prompt and effective malaria

treatment through a set of integrated interventions targeting both users and providers.

The following section presents a description of the study area as well as the methodological

approach used for this research.

4.1. Study area
The research for this thesis was conducted within the Demographic Surveillance System

(DSS) area of the two districts Kilombero and Ulanga, Morogoro Region, in south-eastern
Tanzania (Figure 3). The two districts are divided by the low-lying floodplain of the Kilombero
River that is defined by the Udzungwa Mountains to the north and by the Mahenge
Mountains to the south. Large parts of the valley are regularly flooded by the Kilombero River
during the rainy season from November to May. In 2002, a total population of approximately
517,000 lived in the 109 villages of the two districts (National Bureau of Statistics, 2006).
Ifakara, situated at 320km from Dar es Salaam, is the major business town in the Kilombero
valley with a population of approximately 55’000 (Menendez et al., 2007b). Mahenge,
Ulanga’s district capital, is smaller with about 7,300 people (Hetzel, 2007).

The DSS site which was set up in 1996 includes a total of 25 villages (Armstrong
Schellenberg et al., 2002, Armstrong Schellenberg et al., 1999). The total population was
estimated at 92,000 in 2008 (Alba et al., 2010). Within the DSS area DSS interviewers living
in the villages collect data on pregnancies, births, deaths, migrations and socio-economic
indicators for every household three times a year (Armstrong Schellenberg et al., 2002).
Based on this data, the fertility rate was estimated at 5.3 births per woman and the maternal
mortality ratio at 500 deaths per 100,000 live births in 2008 (Spangler and Bloom, 2010).
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Figure 3: The Kilombero and Ulanga DSS site

Most people living in the area rely on farming. Men obtain additional earnings through fishing
and casual labour, while women run small-scale businesses trading local brewery or farm
products (Armstrong Schellenberg et al., 2002, Hausmann Muela, 2000). The major cash
crops produced in the fertile wet plain of the Kilombero Valley are rice and to a lesser extent
maize, banana and cassava. Since good fertile plots become increasingly scarce, people are
forced to cultivate farming sites (shamba in Swabhili) that are a considerable walking distance
from their homes. Thus many families have a second house known as shamba house in a
low-lying farmland area where they stay for several weeks or months in temporary shelters
during the rice planting and harvesting seasons (Hetzel et al., 2008). Besides timber,
charcoal and some fish, rice is the main agricultural export product sold to private buyers for
trading at the local markets and exporting to other regions of Tanzania (Hausmann Muela,
2000, Hetzel, 2007). Commercial and trading activities have increased in the area due to the

construction of the Tanzania Zambia Railway (TAZARA) by the Chinese between 1970 and
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1975 that connects parts of the Kilombero district with Mbeya and Dar es Salaam and also
due to improved conditions of the mainly unpaved roads (Minja, 2001). However, despite

these opportunities the majority of people still live in extreme poverty.

There is a remarkable mix of ethnic groups in the area due to historical and contemporary
migration patterns, colonial settlement policies and the Socialist’s villagization (ujamaa) that
brought inhabitants of remote locations to organized villages in the Kilombero Valley in the
early 1970s (Minja, 2001). The Ndamba and Pogoro are the most numerous groups and
considered as ‘indigenous’, while other groups like the Bena, Hehe, Chagga and Sukuma
have migrated more recently into the area (Minja, 2001). Increasing numbers of Sukuma and
Maasai pastoralists moved to the valley with large cattle herds in the 1980s leading to
tensions between the pastoralists and the villagers (Haddelsey et al., 1997). In 2006, the
government ordered them to reduce their herds in order to preserve the Kilombero wetland
ecosystem (Hetzel, 2007) with the consequence that many of them then settled down to

combine agriculture and cattle breeding to gain a living.

The valley’s warm climatic and ecological conditions are favourable for mosquito breeding
(Russell et al., 2010). Malaria is highly endemic in the area with a peak of transmission
during the rainy season (Drakeley et al., 2003, Russell et al., 2010). In the early 1990s,
malaria transmission in this area was amongst the highest in Tanzania with a mean
entomological inoculation rate (EIR) of over 300 infective bites per person per year (Smith et
al., 1993). In the meantime, malaria transmission in the area has been reduced substantially
through the extensive use of untreated and (long-lasting) insecticide-treated nets and
effective malaria drugs (Killeen et al., 2007, Russell et al., 2010). Despite evidence of a
substantial reduction in cases of fever and severe malaria in children and adults (Alba et al.,
2011), malaria is still the most commonly diagnosed cause of illness in health facilities (Alba
et al., 2010b, Hetzel et al., 2007). However, recent studies suggested that malaria has been
heavily over-diagnosed (personal communication V. D’Acremont), in particular in the semi-
urban setting of Ifakara where malaria transmission is much lower than in the surrounding

rural area (Drakeley et al., 2003).

A study conducted in the area by Marchant and colleagues (2002, , 2004) identified severe
anaemia due to high-density malaria parasitaemia and other factors as a major health
proble