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Chapter 8. General discussion
and conclusion






In this research, a convergent parallel study design was applied to explore
factors that may affect uptake of Maternity Waiting Homes (MWHSs) (1).
Hospital records of over 17,000 women were used to examine the impact of
MWH use on birth outcomes. Moreover, 1,273 people were heard through
structured guestionnaires, in-depth interviews and focus group discussions to
explore factors associated with and perceptions related to (intended) MWH
use. In addition, 20 health centres were assessed to determine whether these
were capable of providing necessary life-saving interventions for labouring
women and neonates. Lastly, lessons and best practices were extracted from
a well-used MWH. Here, we summarize the main findings, put these into a
broader perspective and provide recommendations.

Four main findings arise from this research. First, our data suggest that MWHs
contribute to reducing maternal deaths, stillbirths and uterine ruptures by
bringing women closer to quality emergency obstetrics and newborn care
(EmONC) (Chapter 2). Second, awareness of the availability of MWHs was
poor among community members (Chapter 3). Third, after being explained
the concept, more than half of the women indicated that they intended to use
the intervention in the future (Chapter 3), but many demand- and supply-
side barriers to MWH use came to light that could impede use. Some of
these barriers could potentially be overcome by government and community
initiatives (Chapter 3 & 4). Lastly, provision of care of sufficient quality was
not guaranteed at health centres, where MWHSs have been established since
2014, whereas this was considered to be the main facilitator according
to users (Chapter 5 & 6). Findings are summarized in Figure 1 within the
conceptual framework, the Adapted Three Delays Model (2).

Potential to save lives at birth

The effectiveness of MWH use in improving access to obstetric and newborn
care and reducing maternal and neonatal mortality has not been widely
studied. While MWHSs are used in over 25 countries, only 13 studies (including
ours) have evaluated their effectiveness (Table 1). Eight of these 13 studies
were hospital-based retrospective cohort studies (#1-4, 6, 8, 11, 13), three
were community-based studies (#5, 10, 12), and two were before-and-after
studies (#7, 9).
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Ten of the thirteen studies concluded that MWHs had a positive effect,
either by improving access to the facility, increasing the number of facility
births or improving birth outcomes. Of the ten studies that included birth
outcomes, seven found positive results, while three (#3-5) found no
significant differences. These findings are encouraging, suggesting that MWHs
contribute to reducing delays in accessing facilities for childbirth. However,
due to a high risk of selection bias in most of the studies, a more rigorous
design is needed to evaluate effectiveness of MWHSs, either a randomised
controlled trial or cluster-randomised trial (16). A cluster-randomised trial
is currently ongoing in Jimma zone, Ethiopia, whereby two intervention
packages (upgraded MWHs with or without community and religious leader
sensitization) are compared to no interventions (17).

One finding that deserves further research is the high percentage of Caesarean
sections (CS) among MWH users in Attat Hospital (Chapter 2; (10)). Van
Lonkhuijzen et al. (2003) also found higher CS rates among MWH users
than those admitted directly to hospital; MWH users more often had a high-
risk pregnancy than non-users (8). Chandramohan et al. (1994) found no
differences in CS when comparing users and non-users with obstetric risks
(3). Millard et al. (1991) found fewer CS among MWH users, but these
women had fewer antenatal risk factors than non-users (5). A retrospective
study could be done to evaluate the place of MWHs on the continuum of
maternity care, with on one extreme end “too litlle, too late” and on the other
“too much, too soon”. Such a study is important to establish whether MWH
use allows health providers to provide the right care at the right time, or if
their use subsequently leads to overmedicalisation (18).

AWARENESS OF MWHS

Facility births are a relatively new phenomenon to most Ethiopians (10%
between 2006 and 2011; 26% between 2011 and 2016) and MWHSs an
even newer concept (19). Between 2014 and 2016, the number of MWHSs
(or a dedicated room for women to await the start of labour) increased from
9 to 2,001, mostly through community support (20, 21). Although 53% of
faciliies now have such a structure, distribution across regions is uneven,
with none in Gambella and only 7% of facilities in Afar and Somali (21) (see
map on p.14).

Given the recent expansion and to facilitate women's access, proper
information about the intervention needs to be made available to its
stakeholders. For this purpose, the Federal Ministry of Health prepared the
“Guideline for the establishment of Standardized Maternity Waiting Homes
at Health Centres” in December 2015 (22). It states that the Ministry’s
responsibility is to prepare, distribute and monitor implementation of the
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guideline. Implementation is decentralised to regional and zonal governments,
health facilities, the Health Development Armies' and communities. Health
Extension Workers are responsible for creating community awareness on
this topic (22). However, in 2016, the MWH guideline was found in less than
20% of the regional, woreda (district) and zonal government offices [(21);
fieldwork was done from May to December 2016]. Implementation activities
are to be funded through community resources and from health facilities’
internal expenditures, which implies that no separate funding has been made
available for this purpose (22). Furthermore, little attention is given to the
intervention within national health plans and performance reports. The Heath
Sector Transformation Plan 2015-2020 only mentions MWHSs once, ascribing
responsibility to the community (23). The 2016 annual performance report
praises the community’'s commitment to constructing MWHSs, but no mention
is found in the 2017 annual performance report (24, 25).

With regard to community awareness, only 7% of women in the eastern
Gurage Zone had heard of an MWH prior to our 2014 survey (Chapter 2),
as may be expected in the early phases of the country-wide rollout of the
intervention. In September 2016, a community-based study (N=3,784) in
bordering Jimma zone (see the map on p. 14) found that 71% of women
were aware of the service (26). During in-depth interviews in the eastern
Gurage Zone in the same month, healthcare workers stated that MWH
promotion was ongoing or had been completed (Chapter 4). We interviewed
only three non-users in the community at that time, who were unaware of
the availability of MWHs, despite the fact that their Kebele leader stated to
be promoting them in his neighbourhood. Awareness is likely to increase
over time. Nonetheless, it is important to determine whether Health Extension
Workers are capacitated to do so and monitor community awareness levels.
In other settings, lack of awareness in the community was found to negatively
impact MWH use, while knowledge of services, being acquainted with other
users, and significant others’ positive attitudes towards MWHs were facilitators
of (intended) use (27-30).

Moreover, women should be provided with a clear, consistent message
about who should go to the MWH and when. Although health centre staff
in our study (Chapter 4) indicated that all pregnant women were welcome,
the Ethiopian MWH guideline defines the target group by distance and
antenatal risk factors (22). Pregnant women living far from a health facility
(where an ambulance cannot reach) and those with risk factors should be
encouraged by Health Extension Workers to go to an MWH around 38 weeks
of pregnancy. In addition, all women are encouraged to stay 24 hours after
birth (22). We found that women were told to come to the facility at the
start of labour (Chapter 4), which may explain why close to 60% of users

1 Health Development Armies organize women into one-to-five networks for the
purpose of attitudinal and behavioural change as well as politics.
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in the aforementioned community-based study in Jimma zone stayed at the
MWH for 24 hours or less prior to going into labour (26). Furthermore, the
guideline indicates that women with certain risk factors should be referred
directly to hospital (22). However, this list of indications expressed in the
guideline is not exhaustive and, for example, does not include a history of
stillbirth, antepartum or postpartum haemorrhage. Contrary to health centre
staff welcoming all women, we found that one of the two studied hospital
MWHSs did not allow low-risk pregnant women with a term pregnancy, even
though there were empty beds available (Chapter 4). Since maternal health
services, including MWHSs, are currently underutilized in Ethiopia and access
is a major challenge, denying women access to the MWH should be avoided
at all costs. Lastly, when to go to an MWH should be determined using a
woman'’s estimated delivery date and the risks associated with her pregnancy.
Estimated delivery date is ideally calculated using the first day of her last
menstrual period and/or from an ultrasound examination between 10- and
13-weeks’ gestation (31). However, few Ethiopian women attend antenatal
care (ANC) in the first trimester and ultrasound scanning is still limited (19).
Nonetheless, even if women do not know the exact date, health providers
can probe by using local marking points such as market days, religious
holidays or lunar months.

All'in all, raising awareness about MWHs is still in its early phases in Ethiopia,
and should go hand in hand with increasing accessibility and quality of these
services, as described below.

ACCESSIBILITY OF MWHS

According to our 2014 findings, intended MWH use among women was
55% (Chapter 3). A 2016 facility-based survey (N=387) in Jimma zone
found that 39% of ANC users had past experiences with MWHs and 57%
intended to use an MWH in the future (29). Conversely, the earlier mentioned
community-based study in Jimma zone found that actual MWH use was only
7% (26). A study from Zimbabwe showed that two thirds of women had
stated having the intention to use an MWH if it was available, but only one
third actually had accessed the service five years later (32).

Our qualitative findings (Chapter 4) complement those from other studies that,
both historically and culturally, Ethiopian women are bound to their homes,
to care for the household, cattle and children. Home births (with Traditional
Birth Attendants) have a long and rich tradition and uncomplicated births still
preferably take place in the home (Chapter 3 & 4) (33, 34). Although most
community respondents acknowledged that MWH stays and facility births had
their advantages (Chapter 3 & 4), husbands and mothers(-in-law) were likely
to object to MWH use. Also women themselves felt uncomfortable leaving
the house. Furthermore, the indirect costs associated with MWHs were high
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according to users, despite their stay being free-of-charge. (Chapter 4).
These findings are comparable to those from other settings (Table 2), which
confirms conclusions of the 2012 Cochrane literature review: even if women
have a positive attitude towards staying at an MWH, barriers can prevent them
from doing so (16).

Nonetheless, various examples are available of MWHSs that were accepted
and used by the community. Table 2 demonstrates that barriers and facilitators
to MWH use are two sides of the same coin. MWH users in Attat and Butajira
Hospitals (Chapters 4 and 5) shared enabling factors that could increase
MWH use and facility births in Ethiopia. First, providing high quality, respectful
maternity care at the health facility was crucial (Chapter 5). Second, Health
Extension Workers created community dialogues to agree on a standardized
maternity protocol (Chapter 4). Third, community groups of pregnant women
(one-to-five networks) created a safety net through saving schemes and
support to a woman during her MWH stay (Chapter 4). In addition to the
facilitators that we uncovered (Chapters 3, 4 and 5; Figure 1), it would also
be useful to explore whether best practices from other settings relate to the
broader context of Ethiopia (Table 2).
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Table 2 leads to the question whether an MWH is an equitable intervention. In
other words, does the intervention reach those that bear the highest burden
of maternal and neonatal mortality and morbidity: remote, vulnerable women
with high-risk pregnancies? Or are the barriers too high for these women in
particular?

Comparing two hospitals in the Gurage zone, we found that MWH users at
Attat Hospital had the poorest socio-economic profile compared to non-users
at Attat Hospital and women who gave birth in Butajira Hospital (Chapter 2).
Nevertheless, in the community of the eastern Gurage Zone, women with a
lower socio-economic and socio-cultural status, and those who envisioned
more barriers to MWH use were less likely to use an MWH in the future
(Chapter 3). Table 3 summarizes studies that examined associations of
personal factors on MWH use.

160 | Chapter 8



Senunuoo 8|qe)

"BIuUIND Y)j2am 1Semo| Ul aq pue

uooge snosueluods Joud podal o) Ajgyi| 8iow SIasn SOA SOA ON IMEeRIN /102 (0S) ybulgs g
2SN HMIA PUE aouasald SJ01oB) Ysu
U9oMI2g UONEIDOSSE ON "SIasn-uou
uey} sdnoJb DILOUOD8-0I00S 1S8MO| Ul pUE [BlIdSoy
WwoJ} Jayuny ‘pareonpa ssa| aq 01 Ajoyi| 8JoW s1asn SOA ON SOA eluezue| /10¢ (¢]) neypo4
"D8SSASSE JOU SNIBJS OILOU0D8-0100S PUB SI0JOE)
MSIH “SHAAN UONONPOAIUL Jale 8Sealoul 10U pIp Alljioe}
WOl W Gg uey) ajow Buial asoy} Buoure syuig Ajjioe - - ON Jouwl] 1se5 ¢l0c¢ (L) piam 9
(U 0F<)
Alljioey WoJy sedurlsSip afelaAe pUE Sisulle) 80UBISISaNS
J00d $Jasn-uou pue sIssn Yliog ‘siesn-uou ueyl BunoA 2SN
pue snotediwnd UsSyo SS8| ‘Slessl||l USYO 8loW SIasn SOA - SOA edoiyg 0102 L) ALY S
'SJ9sSN-uUou uey) [endsoy woly (8)
Jayun} pue SIOJoB} XS ‘UuonoNpold aziew alow Siesn ON SOA SOA BelgquweZ €00g UsZlinyyuo uepn v
YUIg 8woy Usyo 8Jow DNV OU pue SYUIg {7 < UsWOom
‘yuig Aljioep usyo aJow uswom snosediwud pue g0
snoinald Yim uswom HAAA Pasn USWOM |e JO 9%6S ON Ajered - omgequwilZ 8661 ()) sSueeds ¢
"90UBpUBIE DNY % SI0108)
3SI UBJO 8J0W SJaSN 'SIaSN-UOU JO %2g O pasedwod () ueyow
AlllIoB) WOy WO UBY) 8J0W PBAI SI8SN JO %81 ON SOA SOA omgequiz Geol -elpuey) ¢
"DOSSOSSE JOU SNJEIS OILOUO0D8-0100S
pUE 80UBISIP SJaSN-UOU UeY) aduepusie DNY /0w
pUB SIOJOB) XS [BIRUSIUE INOYIM AjSMI| 810U SI9SN ON ON - OMgequiz 166l (G) PN |
¢sdnoub ¢sJ01oe)
s|leleg  o|geJaunA MSlH  ¢ojouay Auno)  Jes A Joymne isi4  #

SNJE)S DILLIOUODS-0I00S 10,/PUB SIOJOB) YSI ‘©OUBJSID PUE 8SN HAA USaM)8q SUOHBIOOSSE OJUI SaIpN)S JO MaIABAD S 8jqe]

161

General discussion and conclusion |



WO} SeJlsWol G| UBY) 2i0W BUIAIl USWOM payoeal PeY (S)HAAN Ul 1Byl punol SSIpnis auIiu [Bl0] Ul JO USASS ‘|[BJeAQ

‘0 JOAO SBM AN 28Ul O) Paj[oABI) USWOM JBY] SaJlaWo|y O Jaquinu abeiene ay) asneoaq siasn ajouwies Buiyoeal se
palienb sem uonuaAIalul Iy JUBDIUBIS 10U SBA SI9SN-UOU PUR SI9SN U9aMIag SOUBISID Ul 80USIBHID 84l UBNOUIY xx @SN HAIA %65 Pepnjoul yoiym
‘syuiq ANjio.y 01 SyUIg swoy paseduwlod (8661 ) Sueeds . JUBDUBIS-UOU SN ‘SSNoWO|i (AY ‘UON0SS Uesieser) :g) ‘eldeyd "yo) ‘aled [eleusiue :ONY

OLiopy 9J0G¢E 63101 [eloL
"DOSSOSSE
10U SIOJOB} ¥SIY "SI8SN-Uou UBYL YlBam pjoyasnoy MBIA
alow pue ssulll |gAel) Jobuol ‘Aoueubaid Buunp poddns -2l
[BIDOS SABRY ‘SOAIMBSNOY 8q O} A|oyI| 8J0W S1asN ON - SOA eidoiyg Jepun (9g) LNy ||
"POSSOSSE 10U SIOOB) MSIY Pallewl 8q pue
ANJIoB} WOJ WMG| UBYL 8JOW Sl O} AjoXi| @iow sJesn ON - SOA ElquezZ  g8l0¢ (6S) U0 Ol
(€

‘Jendsoy wodl Jayuni aall pue ajoid
DILOUOD8-0100S 100d B 8ABY O) Aj@¥I| 8J0W SISSN SOA - SOA edoiyd gL0z Ud) (S1)eelg 6

| Chapter 8

162



Overall, seven of in total nine studies found that the MWH(s) had reached
women living more than 15 kilometres from the facility. Three out of in total
six studies found that MWH users more often had a high-risk pregnancy than
those that did not use the MWH: the study by Spaans et al. (1998) revealed
that the MWH partially reached pregnant women at risk of complications.
Women who had given birth more than four times were more likely to give
birth at home, while they would also have benefited from an MWH stay
(#3 in Table 3) (7). Only in four of ten studies did the intervention reach
vulnerable women (those with a low socio-economic status and/or no ANC
attendance) (Table 3). Thus, to unlock the full potential of MWHSs to improve
women’s access to obstetric and newborn care, the intervention must go
beyond creating a space where women can stay before birth.

QUALITY OF CARE AT MWHS AND HEALTH FACILITIES

MWH users at Attat Hospital were clear that the most important reason
for their stay was the perceived benefits for the pregnant woman and her
baby. The hospital was well-trusted and management acknowledged and
stressed the importance of continuous availability of comprehensive EmONC
(CEmONC). Most MWHSs in Ethiopia, however, were established at basic
EmONC (BEmONC) facilities (21). None of these faciliies in the eastern
Gurage Zone had performed all seven life-saving interventions in the three
months prior to our 2015 assessment (Chapter 6). Below a comparison
between our findings and those from a nationwide assessment in 2016,
which revealed a similar problem (Figure 2) (21).

Nation wide Eastern Gurage
80 80
70 70
60 60
50 50
40 40
30 30
20 20
10 I 10
0 — L 0
0 1-2 3-4 5-6 7 0 1-2 3-4 5-6 7
W Number of signal functions Number of signal functions

Figure 2. Comparison between our study findings (Chapter 6) and a
nationwide assessment (21) on performance of the seven signal functions of
Basic Emergency Obstetric and Newborn Care (BEmONC)
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Table 4. Percentage of health centres that performed each BEmONC signal function
in our 2015 assessment (N=20) (Chapter 6) and in a nation-wide assessment in
2016 (N=3488) (21)

Signal function Eastern Gurage Zone Nation-wide
1. Administer parenteral antibiotics 42% 79%
2. Administer uterotonics drugs 90% 93%
3. Administer parenteral anticonvulsants 5% 22%
4. Manual removal of retained placenta  90% 60%
5. Removal of retained products 37% 39%
6. Assisted vaginal delivery 16% 30%
7. Newborn resuscitation 90% 71%

Administering anticonvulsants was the least performed signal function at health
centres (Table 4). Authors of the nationwide assessment state that this may be
due to lacking skills or confidence to treat, and/or directly referring women with
(severe pre-)eclampsia to higher level facilities. For both assisted vaginal delivery
and removal of retained products, approximately half of the health centres
lacked necessary drugs, equipment and supplies (41% and 57%, respectively)
as well as human resources (47% did not have at least one staff member who
could perform manual vacuum extraction or vacuum-assisted vaginal delivery)
to perform these signal functions. The authors questioned whether all health
centres should be ready to provide these two signal functions (21). However,
referral capacity to higher level faciliies was also limited, both in terms of
distance and available transport to the nearest CEmMONC facility. In the Southern
Nations, Nationalities, and Peoples’ Region for example, approximately 55% of
the referral facilities were at more than 25 kilometres’ distance, while only one
ambulance was available for every 73,411 people (21). This means that MWH
users with complications are likely not to receive timely and adequate care, which
should be taken into consideration when determining the preferred location of
future of MWHs and MWH admission criteria. Additionally, some healthcare
workers stressed the importance of improving quality of care at facilities
before further promoting the MWH intervention in the community (Chapter 4).

Along with delays and underperformance in treatment of complications,
women are likely to face disrespect and abuse during labour and birth at
a facility in (but not limited to) Ethiopia (23, 68, 69). In our qualitative study
(Chapter 4), community members and Health Extension Workers shared that
lack of respectful care was a strong deterrent from MWHSs and health facilities .
The concept of ‘Respectful Maternity Care’ entered the global landscape in
the 1990s and has received increasing attention over the last decade (70). In
2015, the Ethiopian Ministry of Health also acknowledged the need for a marked
transformation in the health care system towards respectful, compassionate
maternity care in order to improve quality and equity in service delivery (23).
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A SYSTEM APPROACH TO FULFIL THE RIGHT TO SEXUAL AND
REPRODUCTIVE HEALTH

For Ethiopia to improve quality and equity in service delivery, a system
approach is applied that encompasses six building blocks: service delivery,
health workforce, health information systems, access to essential medicines,
financing, leadership/governance (23, 71). In its Health Sector Transformation
Plans and Performance Reports, the Ethiopian government acknowledges
both impressive achievements in the past two decades and huge challenges
ahead (23-25).

The World Health Organization’s document describing the health system
approach is called “Everybody’s business: strengthening health systems to
improve health outcomes”(71). It is indeed everybody’s business: high quality,
respectful care is every woman’s fundamental right around pregnancy and
childbirth, embedded in article 12 of the International Covenant on Economic,
Social and Cultural Rights (72). On the one hand, Ethiopia has:

“a core obligation to ensure, at the very least minimum essential levels
of satisfaction of the right to sexual and reproductive health.” [(73), .p12]

On the other hand, The Netherlands and other high-income countries
have the obligation to assist if resources are insufficient, by contributing at
least 0.7% of their gross national income if they are in the position to do
so. However, while the Dutch economy is growing, its budget for Official
Development Assistance is decreasing (0.59% in 2018 to 0.55% budgeted
in 2023) (74, 75).

This is not the time to step down, but to step up. We have an unfinished
agenda: 5.4 million women and babies are still dying every year globally
(76). The world has proven that reducing maternal and neonatal mortality is
possible through combined action of national governments, the international
community, non-governmental and civil society organisations and the private
sector (77). Accelerated and continuous efforts are needed to reduce maternal
mortality ratio in Ethiopia to 199 maternal deaths per 100,000 live births and
globally to less than 70 deaths per 100,000 live births by 2030 (78, 79).

CONCLUSION

Our research findings demonstrate that MWHs have the potential to contribute
to saving lives at birth. In a setting such as the Gurage zone in Ethiopia,
accommodating pregnant women in an MWH at the end of their pregnancy
may be their only option to access a skilled birth attendant on time.
However, MWHSs are not a magic bullet for creating access to institutionalized
maternity care. Numerous barriers could prevent use, on the side of both the
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individual/community and health system. This intervention should therefore
be considered as one component in a comprehensive approach to reduce
maternal and newborn mortality and morbidity. The MWH intervention seems
to have a better chance of success when implemented with sufficient (funding)
mechanisms to overcome barriers to MWH use, and when respectful, high-
quality care is provided at both the MWH and EmONC facility.

STRENGTHS AND LIMITATIONS

An overall strength of this research is that the questions addressed emerged
from local practice before implementing the MWH intervention at a hospital
in Southern Ethiopia. By applying a convergent parallel study design and
summarizing the quantitative and qualitative results in this discussion, we
provide an overview of factors are likely to affect MWH use in a rural setting
in Ethiopia. Since the intervention has been rolled out nationwide, our findings
may be of practical relevance to health managers at both Butajira Hospital
and other health facilities in Ethiopia, as well as governmental and non-
governmental organisations involved in maternal and newborn health policies
and/or service provision. Limitations of the applied study designs are that
they: 1) did not allow us to establish causality, only associations and were at
high risk of selection bias (Chapter 2); 2) were done among relatively small
samples (Chapters 3-6); and 3) may be context-specific. However, after
placing them within the literature on MWHSs, we feel confident that our findings
offer learning potential to readers working on maternal and newborn health
in Ethiopia and other contexts.

RECOMMENDATIONS FOR MWH POLICY

1. The World Health Organization has recommended MWHs to be
established close to a health facility (80). An important next step is
for the WHO to update the guideline, including the minimum standard
for infrastructure, staffing, services, admission criteria, management and
operating procedures, and monitoring and evaluation indicators, while
leaving room for local contextualisation (40).

2. MWHs should be part of national strategy to improve maternal and
newborn health, and thus requires strategic planning using a health
system approach (described earlier in this chapter).

a. Establish and distribute an MWH guideling;

b. Dedicate funding for the implementation of the MWH guideline and
to overcome barriers to MWH use;

c. Add MWH use as indicator in Health Management Information
Systems for monitoring and evaluation and to delivery registration
books for birth outcome comparisons between users and non-
users.
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Community support

3.

Community support is an indispensable contributor to MWH success, often
provided in terms of materials and labour for construction, food provision
to users and sometimes management tasks. If MWHSs fulfil a community
need, they are more likely to be supported and used. An important
question is whether communities are contributing out of conviction or if
they are compelled to do so through government structures. Compelled
community support may have adverse effects in terms of acceptability of
the intervention and impoverishing poor communities further.

Some governments have penalized home births and/or traditional birth
attendants. Incentive-based interventions (for example, conditional cash
transfers) that promote healthy behaviour should be considered and may
prove more beneficial, especially if they go hand and hand with supply-
side improvements (81).

Explore MWH best practices, such as involving and incentivising traditional
birth attendants. Traditional birth attendants have played a role as MWH
attendant, birth companion/attendant, and in running an MWH in core
groups (12, 82). Also consider standardized maternity protocols through
community dialogue, community saving schemes and women support
groups for MWH stays and facility births.

Admission criteria/risk selection

6.

Decide on the location of MWHs: near BEMONC and/or CEMONC
facilities. MWHs at BEmONC facilities are closer to the communities they
serve, allowing its members to more easily provide support to MWH
users. However, these do not offer all life-saving interventions in case of
severe complications.

MWH admission criteria should be established based on EmMONC
performance of the health facility and available referral options. In
general, MWHs at BEmONC facilities should target women with low-risk
pregnancies (non-risk-based model) and MWHs at CEmONC facilities
women with high-risk pregnancies (risk-based model).

If a risk-based model is applied, health workers need to be trained
to identify high-risk pregnancies. Health workers should also receive
training to provide the community with a clear, consistent message about
which MWH to go to (at a BEmMONC or CEmONC facility) and when to
go to an MWH (four weeks in advance if gestational age is unclear and/
or risks are high).

Expand your perspective on risk selection through examples from
indigenous communities in Australia and Canada. These reveal that risk
selection may need to more than a purely medical endeavour and also
include social, emotional, spiritual and cultural factors (51).
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MWH promotion / health education

10.

11.

12.

Word-of-mouth is the best form of MWH promotion, and will be achieved
by providing continuous good quality, respectful care at both the MWH
and facility.

Community promotion of the MWH intervention should not be done
without improving the performance of routine and emergency obstetric
and newborn care at facilities, providing respectful and compassionate
care, and improving referral capacity.

Health education is an essential component of a maternal and newborn
health program. It should be done in the community, at the MWH and
in the facility. Since husbands are the main decision makers in many
cultures, they should be involved in MWH promotion / health education
activities.

MWHs/health facilities

13.

14.

15.

Make women and their families feel welcome, safe and comfortable at
the MWH: provide quality EmONC at the facility and ensure women and
their families are treated with respect and compassion;

Explore to what extent non-harmful cultural practices around pregnancy
and childbirth can be performed at the MWH and health facility;

Provide at least the following MWH services: regular monitoring, antenatal
and post-natal care, health education, and if possible food (or a piece
of land to grow crops), transport and recreational/income-generating
activities.

Non-governmental organisations and research institutes

16.

17.

168

If MWHs are underutilized, bring together stakeholders (policymakers,
researchers, facility managers, communities) to discuss the current status
of MWHSs and the way forward. To increase cross-contextual learning,
involve stakeholders from for example Ethiopia and Zambia, where
different models of MWHs are being tested.

Pilot a community-based MWH model. If successful, expand to other
regions/countries.

a. Explore together with communities if and in what form MWHs are
beneficial, how the community can contribute to MWH stays, and
what needs to be done by other stakeholders. It is important to
involve the women themselves, but also their husbands, mothers(-
in-law) and other important community members.

b. Community health workers could lead this process, for which they
may need extra training.

c. The MWH, health facilities and referral capacity in this pilot should
meet a minimum set of quantitative and qualitative requirements.

d. Use a participatory action research design to evaluate the process
and a matched cohort design to evaluate the effects on facility births
and birth outcomes.
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18. Future research on MWHSs should:

a. include both home and facility births (MWH users and non-users),
in addition to collecting data on risk factors to allow for sub-group
analyses;

b. include variables relating to equity in order to gain a better
understanding if and how MWHs reach vulnerable groups;

C. evaluate the cost-effectiveness of MWHs compared to other
interventions that address the second delay (ambulances, community
transport schemes).
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