[image: image5.jpg]




SAFE MOTHERHOOD IN KITETO DISTRICT, WHAT DOES IT MEAN IN THE UMBRELLA OF WOMEN’S REPRODUCTIVE RIGHTS?
                       A  Research Paper presented by:
                          Jane Onasaa Shuma 
   

          (Tanzania) 
in partial fulfilment of the requirements for obtaining the degree of 
MASTERS OF ARTS IN DEVELOPMENT STUDIES

Specialization:
Human Rights, Development and Social Justice (HDS)

Members of the examining committee:

Dr. Jeff Handmaker (Supervisor)
Dr. Loes Keysers (Second Reader)

The Hague, The Netherlands
November, 2011
Disclaimer:

This document represents part of the author’s study programme while at the Institute of Social Studies. The views stated therein are those of the author and not necessarily those of the Institute.

Inquiries:

Postal address:

Institute of Social Studies

P.O. Box 29776

2502 LT The Hague

The Netherlands

Location: 
Kortenaerkade 12
2518 AX The Hague
The Netherlands

Telephone: +31 70 426 0460

Fax: +31 70 426 0799

Acknowledgements
First and foremost, I would like to thank the almighty God for enabling me to be where I am today and for the achievements that I have so far made in my life. 
Special gratitude goes to my family particularly my loving mother for her constant support and care throughout my stay in the Netherlands. Further, I very much appreciate all the support, encouragements and prayers from other family members and friends during the research paper writing.  

Sincere appreciation goes to my supervisor Dr. Jeff Handmaker and my second reader Dr. Loes Keysers for their academic guidance and critical inputs to this research paper. Their verbal and written comments were very vital in shaping my understanding of the subject matter and also to keep the paper focused. 
I would also like to thank the Rotterdam Global Health Initiative for providing me with modest subsidy to assist with field work research. I would also like to thank the administration of Kiteto district hospital for giving me a good support during the field work research.

Finally, I acknowledge the roles played by my student discussants in providing constructive comments which enriched the shaping of this paper. Further, I would like to thank my fellow students who in a certain way have contributed to my research paper and have also made my stay in The Netherland a memorable one.
Contents
viList of Figures


viiList of Acronyms


viiiAbstract


viiiRelevance to Development Studies


1Chapter 1:  Introduction


11.1
Relevance and Justification


21.1.1
Professional and Personal Relevance


21.1.2
Academic Relevance


41.2
Research Objective and Questions


41.3
Research Methods


51.4
Scope and Limits of the Research


71.5
Overview of the Research Paper


8Chapter 2:  Human Rights, Intersectionality and Safe Motherhood Policy in Tanzania


82.1
General Human Rights Framework


82.2
Human Rights Framework on Women


92.3
Reproductive Rights


102.4
Intersectionality Theory and Approach


112.5
Framing Safe Motherhood as Women’s Human Rights


14Chapter 3:  Maternal Health in context


143.1
Background of Health Sector in Tanzania


143.2
Maternal Health at Policy Level


153.3
Maternal Health Indicators


163.4
Safe Motherhood Initiative


173.5
Implementation of Policies in Kiteto District


19Chapter 4:  Analysis of Safe Motherhood in Kiteto District


194.1
Women’s multiple duties and Safe Motherhood


224.1.1
Women’s Entitlement to Safe Delivery


244.2
Experiences of Women during Delivering - at Home (TBA) and at the Health Facility


244.2.1
Delivery at Home


264.2.2.
Delivery at the Health Facility


304.3
Distance and Cost Reinforce Low Utilization of Health Facility Delivery Services in Kiteto District


324.3.1
Delay One – Decision to Seek Care


334.3.2
Delay Two – Reaching to Health Facility


344.3.3
Delay Three – Receiving Adequate Treatment


36Chapter 5:  Conclusion and Recommendations


365.1
Conclusion


385.2
Recommendations


39Appendices


39Appendix I


39Appendix II


39Appendix III – Focus Group Discussion with Women


40Appendix IV - Focus Group Discussion with TBAs


41Appendix V – Key Informant Interview with Health Workers


41Appendix VI – Personal Interview with NGOs


43References




List of Figures

12Figure 2.1: Demand and supply system by Mǽstad


20Figure 4.1: Maternal health and its broader development effect


27Figure 4.2: Picture showing the outside look of the maternal ward.


31Figure 4.3 : Thaddeus and Maine 3 Delay Model



List of Maps

6Map 1: Location of Kiteto district




List of Acronyms
CESCR
Committee on Economic, Social and Cultural Rights
FGD


Focus Group Discussion
EmOC


Emergency Obstetric Care

GC 


General Comments

HIV/AIDS
Human Immune Deficiency Virus/ Acquired Immune Deficiency Disease
HWs


Health Workers

ICCPR
International Covenant on Civil and Political Right
ICESCR
International Covenant on Economic, Social and Cultural Rights
ICPD
International Conference on Population and Development
KII


Key Informant Interview

Kiteto D. H.

Kiteto District Hospital

MCH


Maternal and Child Health

MI



Multiple Interviews 
MoHSW


Ministry of Health and Social Welfare
NGOs


Non-Governmental Organizations

PI



Personal Interview
PMTCT


Prevention of Mother to Child Transmission
RCH


Reproductive and Child Health 
SMI 


Safe Motherhood Initiative
TBA


Traditional Birth Attendant 
TDHS


Tanzania Demographic and Health Survey

UDHR


Universal Declaration of Human Rights

WHO


World Health Organization

WRATZ


White Ribbon Alliance Tanzania
Abstract
This research paper focuses on the issue of maternal mortality in Tanzania from a human rights perspective. It is looking at how women understand the issue of safe motherhood and their different experiences of delivery. Kiteto district was selected as a case study because it is one of the rural districts in Tanzania which has very high maternal mortality ratio. The qualitative research data was collected through focus group discussion with women who have delivered both at home and at the health facility; and Traditional Birth Attendants (TBAs). Key informant interviews were used to interview Health Workers and MoHSW representative; and finally personal interviews was used to NGOs working on maternal health issues in Tanzania.

 The paper use a human rights based approach to analyse its findings. The discussion in the analysis is based on three arguments namely: women’s multiple duties and safe motherhood; experiences of Women during Delivering - at Home (TBA) and at the Health Facility; and barriers that reinforce low utilization of health facility delivery services. Thus, the paper argues that, since both facilities of delivery have gaps in attaining women’s right to safe motherhood, therefore the right based approach would be for the government to consider working with TBAs who will eventually provide linkages of pregnant women to the formal health system. Further, discouraging TBAs activities without improving conditions at the health facility does not help in reducing maternal mortality.
This research aims at contributing to the existing literature of maternal health and human rights in Tanzania. It hopes that the findings and recommendation would assist the study area in reducing maternal mortality.
Relevance to Development Studies

Maternal health is a development agenda which has recently gained a wider political attention from governments and multilateral agencies. It is also raised concern in the human rights principles which proposed for ‘a right based approach in reducing maternal mortality’.

Inclusion of maternal health in the Millennium Development Goal 5 has revealed how important the world has committed itself in reducing maternal mortality. This is because, maternal health affects a woman’s health as a mother, her status of obtaining education/making decision as an individual, affects the welfare of her children and finally affects the nation’s productivity (Gill et al. 2007). 
Few decades ago, maternal health was not seen as an issue of concern since women’s issues were not of a priority to policy makers and in the global economy. Further, due to gender inequality in many parts of the world, women find themselves in lower classes and their health needs have been not significant. However, having realized and appreciated the contribution of women in the development world, it was crucial for countries to improve status of women including reproductive rights.  
The human rights community has raised the concern that maternal mortality is preventable and avoidable and that compliance of international human rights treaties relating to women’s access to healthcare is required so as to reduce maternal death (Yamin and Maine 1999: 607). If countries commit themselves to improve women’s right to health under the human rights instruments, then achieving Millennium Development Goal 5 is possible. 
Keywords

Maternal Mortality, Reproductive Right, Safe motherhood, Traditional Birth Attendants.
Chapter 1: 
Introduction
Many women lose their lives in Kiteto District during child bearing and delivery. The right of access to health care services that enable women to go safely through pregnancy and childbirth (UN 1994: Chapter 7A) is constrained by several structural, cultural and intersectional issues that make it difficult for them. Women may make it safely to the health facility but due to shortages of what is actually required to be provided by the health care services, their health become at risk. Thus, many women resort to home delivery which is practically affordable and accessible but in most cases is performed by unskilled attendants such as Traditional Birth Attendants (TBAs), family or friend. Such use of unskilled delivery services may likely subject women to high risks of maternal complications and eventually death. 
Maternal mortality ratio (also see appendix 1) in Kiteto district is estimated at 645 deaths per 100,000 live births (Kiteto District Council 2010: 28).
 This ratio is even higher than the current country’s Demographic and Health Survey (DHS) which is estimated at 454 deaths per 100, 000 live births (NBS and ICF Macro 2011:265). Further, home delivery is as high as 85% (op cit. 28) and thus utilization of health care facilities is very low. Besides, in Manyara region where Kiteto district falls in, utilization of health care facilities is as low as 38% (NBS and ICF Macro 2011:134) leaving the rest of 62% of deliveries to remain at home. 

Maternal death or maternal mortality
 is not a problem that is particularly unique to Tanzania or to African continent only. It is a worldwide problem. According to UNICEF, on average each day around 1,500 women die from complications related to pregnancy and childbirth, most of them in sub-Saharan Africa and South Asia (UNICEF 2008:2). At the global level, the gap in relation to maternal death is wider between developing and developed countries. Based on UNICEF 2005 data, the average lifetime risk of a woman in a least developed country dying from complications related to pregnancy or childbirth is more than 300 times greater than for a woman living in an industrialized country (ibid.:2). 
1.1 Relevance and Justification
Tanzania is a signatory to many international instruments that pronounce commitment to improve women’s reproductive health rights and in particular reducing maternal mortality. Significant country efforts have been done to reduce maternal mortality as indicated in the current DHS 2010 Report that maternal mortality ratio has declined from 578 deaths per 100,000 live births to 454 deaths per 100, 000 live births in 5 years timeframe (NBS and ICF Macro 2011:265). It is worth noting that DHS have limitations in terms of methodology of collecting maternal mortality information.
 Further, DHS is conducted every five years, requires larger sample sizes and its analysis is more complicated (WHO 2004:7). This brings an alarm on the estimation and accuracy of the current DHS with regards to the reported drop off. Thus, (Yamin and Maine 1999:575) pointed out that due to the time length of conducting survey, the results do not reflect current levels of maternal mortality and therefore such data are not very useful for evaluating the effects of the programs.
Despite this drop off, there are still some areas of Tanzania where maternal mortality ratio is high. Many studies that have been conducted in Tanzania on maternal mortality have focused on medical or social aspects. To my knowledge, there have been limited studies linking maternal health and human rights, yet it is an important aspect to focus on as far as women’s health rights are concerned. Besides, none of these studies have been conducted in Kiteto district, which still has high maternal death that could be preventable under the human rights principles. Thus, my professional and academic justification below demonstrates the rationale of carrying out this study in Kiteto district. 
1.1.1
Professional and Personal Relevance

I have had a long time interest on reproductive health rights and specifically on the aspect of maternal health. My prior work experience involved working with women on the issues of Female Genital Mutilation (FGM) and Prevention of Mother to Child Transmission of HIV (PMTCT), which highlighted some maternal health issues. However, being a master’s student researcher, I wanted to obtain a deeper understanding of maternal health issues worldwide. Indeed through research, I have gained knowledge which expanded my understanding on maternal health in a human rights perspective. Lastly, motivation to focus on maternal health has been influenced by this quote:
Maternal health has been a neglected tragedy; and it has been neglected because those who suffer it are neglected people, with the least power and influence over how national resources shall be spent; they are the poor, the rural peasants, and, above all, women (Mahler 1987:668) 
1.1.2
Academic Relevance

In addition to the relevance to development studies mentioned in page viii, previous researchers such as Rebecca Davidson looked at the issue of maternal mortality in Tanzania from a human rights perspective by examining the role of civil society actors in framing and claiming rights related to women’s reproductive health (Davidson 2010). She examined how reproductive rights are translated into the local context and in turn how they are used by civil society actors (ibid.:6). Her study is very much referred to throughout this paper because it is the same rural settings that both of our researches focused but with different approaches. My study focus looks at the perception of women towards safe motherhood; their experiences towards place of delivery and barriers that limit them to access the right to safe motherhood. My study also incorporates intersections of power relations that limit women to go through safe delivery.
Apart from Davidson, other scholars have looked at the medical and social aspects of maternal health. Mbaruku et al. conducted a study in Western Tanzania to assess women's satisfaction with traditional birth attendants. Their study found out that although many women delivered at home, women and their partners reported higher confidence in doctors and nurses than Traditional Birth Attendants (Mbaruku et al. 2009:8). Further, (Olsen et al. 2005:167) conducted a study in Northern Tanzania to determine the availability, distribution and quality of facilities providing delivery services, as well as their use by pregnant women. Their results showed low availability of basic emergency obstetric care and further distribution of facilities showed a much higher utilization in urban districts compared with rural, indicating that mothers have to travel long distances to receive adequate services when in need of them (ibid.:167). A similar view was found in Kiteto district as shall be analysed in chapter four.  
An intersectional approach was noted by Bjorg et al. who conducted research in Mbulu and Hanang districts of Manyara region (in the same region as Kiteto). The intersections of maternal age and education level of the husbands were associated with increased risk of maternal death (Bjørg et al. 2008:1). Eventually their study found out that older women (35 – 49 years) had a significantly increased risk of maternal death than younger women (15-24 years) (ibid.:6). Further, lack of formal education of husbands’ was associated with increased risk of maternal death (ibid.:7) since husbands are very likely to make poor decision towards pregnancy and delivery. Thus, Gill et al. (2007:1351) noted that women’s involvement in decision making on the issue of maternal health is crucial towards decreasing the risk of maternal death. However, other studies in Tanzania revealed that socioeconomic factors such as lack of money to buy delivery kits, fare and food; lack of transport; poor staff attitude; lack of privacy; traditional beliefs and culture and cleanliness of the facility influence home delivery (Mrisho et al. 2007:862). 
I acknowledge prior studies on maternal health in Tanzania and I understand that this is an area that has been greatly written on. However, besides the work of Davidson, the link between maternal health and human rights has not been profoundly explored in Tanzania. Thus, the academic relevance of this study is to add to the limited, quite growing literature on maternal health and human rights with particular attention to Kiteto district. This study is framing Safe Motherhood as women’s human rights because it understands that every woman has a right to go through safe delivery. Besides, women’s child bearing and delivery happen in the midst of intersecting power relations which may act as a barrier towards accessing safe delivery. Such barriers may deny women from their entitlement to safe motherhood. To my knowledge, this kind of approach has not been used by researchers in Tanzania before. 
1.2
Research Objective and Questions
The objective of the study is to find out whether safe motherhood in Kiteto district is framed as a reproductive right. To understand this, a question was formulated to read as follows: Why is maternal mortality very high in Kiteto district? To answer this question, I formed four sub-questions as follows:
1. What are the perceptions of rural women towards safe motherhood in a human rights framework?
2. What are the experiences of rural women in delivering at a TBA and at a health care facility?
3. What are the barriers that limit women’s access to health care? 

4. How does the intersection of power relations play a role in the incidents of maternal mortality?
1.3
Research Methods

This is a qualitative research which has used several instruments to collect primary and secondary data sources. Primary data, which was purely qualitative semi-structured interviews, was collected through Focus Group Discussion (FGD), Personal Interview (PI), Key Informant Interview (KII) and Multiple Interview (MI). In addition, Observation technique was used.  Secondary data was mainly collected through desk reviews of relevant reports, journals, government publications, grey materials, national laws, regional and international human rights instruments. Triangulation of data sources helped to collect rich data which was useful in answering the research questions. 
In total I conducted approximately 20 qualitative interviews. The sample size for the interviews includes respondents such as women, TBAs, men, health workers, NGOs and government representatives. All of my interviews were semi-structured consisting of both closed and open ended questions.
 My contact person at the field was the Maternal and Child Health (MCH) Coordinator, Sister Batroba who is based at Kiteto district hospital. Upon arrival at the study area, I spent some time with the MCH Coordinator to go through the interview questions and seek advice in case there were any sensitive issues that would offend respondents. Further, I wanted to clarify the use of specific Swahili words
 without offending my respondents. In this study, I engaged one research assistant who assisted with note taking; and taking care of logistics such as reimbursing transport and meal allowances.
 FGD were conducted to women and TBAs. With the help of MCH coordinator, women were purposely identified at the district hospital during the antenatal clinic visits while TBAs were purposely selected due to proximity to the health facility or dispensary where the FGDs were conducted.  FGD was purposively conducted to these respondents because of the similar social, economic and cultural characteristics they hold. All of the women were mothers, housewives, somehow same level of education and have experiences of either home delivery or facility delivery or both. As for TBAs, all of them were aged women, with ample experience in the field. All respondents were voluntarily asked to participate in the FGD and were able to give different views on maternal health which enriched my understanding of the subject.
Selection of health workers (HWs) was purposely based on the type of health facility and distance. Further, interviews were basically conducted to HWs who are midwives since they are the ones encountering maternal issues. Thus, I conducted 4 KII at Kiteto district hospital (which is a higher level facility); 3 KII at Matui dispensary and one MI
 at Engusero health centre (which are lower level facilities). The distance from the district town where I was temporarily residing to Matui dispensary is 31km (one hour drive) and 34km to Engusero Health Centre (one hour drive as well). 
Personal Interviews were conducted to three NGOs namely Health Equity Group (HEqG), White Ribbon Alliance Tanzania (WRATz) and Electronic Decision Tree (D-Tree). Further, interviews were conducted with 2 Government Ministries namely Ministry of Health and Social Welfare (MoHSW) and Commission for Human Rights and Good Governance (CHRGG). Interviews were purposely conducted with these organizations due to their key involvement in maternal health and human rights issues respectively in the country. 
Observation technique provided a rich understanding of the study by seeing, hearing and feeling the environment (O'Leary 2009:209). It gave me a sense of reality of what actually happens in the context of maternal health in Kiteto and the complexities of social interactions. Participant observation was used to collect data as shall be revealed in chapter 4. (ibid.:210).

It is worth noting that, though purposive sampling was used to gather data during the study, possibility of collecting biased information is recognized. Further, I understand that this sample size is relatively small to make generalizations to represent the entire population of the case study area on the issue of maternal health.
Furthermore, the analysis of findings involved the process of translation qualitative interviews from Kiswahili into English language and thereafter transcription of the data. I then grouped the information collected into themes such as women’s multiple duties and safe motherhood; experiences of rural women towards delivery; and barriers that reinforce low utilization of health services. These themes were in line with the field questions.
1.4
Scope and Limits of the Research

This research is particularly focusing on the aspect of maternal mortality and human rights in Kiteto district. The study has zoomed into maternal mortality due to the high ratio
 present in the district which is a human rights concern. Further, given the time allocated for conducting research and particular interest in maternal health, it was practical for me to zoom into the specific aspect of maternal mortality and leave out other reproductive health aspects. Zooming into the specific aspect provided a better focus while carrying out the research, in-depth understanding of the empirical data and better analytical angle.   

Map 1.1: Location of Kiteto district
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Besides, in this study, strength and challenges were noted during field work. To start with the strength, speaking the same national language with all my respondents such as TBAs, women and health workers was very advantageous. This made communication flow very smoothly and saved me costs of hiring a translator. Furthermore, my interest in the research topic and experience in working with women especially on sensitive health issue made it easy for me to interact and interview my respondents. 
I had initially prepared to have a FGD with women who have delivered at home separate with women who delivered at the health facility. However, during the first FGD I discovered that many women present in the group have a history of delivering both at home and at the health facility. Therefore, I had to cancel the plan of arranging for two separate FGDs which in turn allowed me to spend some quality interview time with one group. From this FGD I obtained objective opinions of the same women who had experiences of both home and health facility delivery. Such comparisons provided me with rich data and an in-depth understanding of maternal issues in Kiteto.
However, limitations of this research were noted in the translated and transcribed field information. I am aware that in the process of translation from Swahili to English some responses may lose some meanings and further some credible information may get lost through transcription which is also a time consuming process. For instance, I have encountered Swahili words such as kumgombeza mwanamke which may certainly change meaning during translation. The words have been translated into English to mean expressing verbal attitude to women. This is not the exact translation of the words since the English version does not sound as accurate as the Swahili version.

While conducting interviews I was very conscious of the fact that I am a middle class Tanzanian woman going to a community of women who are substantially less educated. I experienced a moment of silence when asked a question which made me assume that either the nature of question being asked were not clear or women had fear of the social class which I belong to. Nevertheless I was able to overcome the challenges by organizing for another interview two days later with revised questions.
My age and reproductive status was indeed a challenge to sit down and speak to mothers on sensitive issues concerning reproductive health and rights (ethical consideration). The fact that I am unmarried with no children, the culture considers me as a “young girl" regardless of what or which level of education I have. Due to this, I missed interviewing some key respondents. Thus, I believe, had my age and reproductive status been different, more information would have been disclosed from women. 
From the FGD conducted to women, it was noted that women could not explain in their own terms what it really means by safe motherhood. Women were just silent. Perhaps it could be that the terminology was ambiguous to them. However, my assumption was that the Swahili translation of the term safe motherhood = uzazi salama is a common used term on the radio, seminars and posters all over the country including at the health facilities. Therefore I expected this term to be familiar to everyone including the rural women. But, in this situation I proved myself wrong that a term may be familiar to everyone but not clearly understood. Thus, after consultation with my supervisor and be guided on rephrasing questions, in the following day, I conducted another FGD with women who had come at the RCH clinic for their antenatal, postnatal health screening. 
1.5
Overview of the Research Paper 

This paper begins by providing a framework for analysis which discusses the general human right framework and its application to women; intersectionality and Safe Motherhood Policy (chapter 2). Then I move on to chapter 3 to give the context of maternal health in terms of policy, safe motherhood initiative and the implementation in Kiteto district.
Chapter 4 gives the analytical discussion of findings on how women have multiple duties that make it difficult for them to address issues around safe motherhood; experiences of delivering at home (TBA) and at the health facility; and how distance and costs reinforce low utilization of facility based delivery services in Kiteto district. The paper concludes with chapter 5 which gives the reflection of the analysis and research questions; and further provides some recommendations.
Chapter 2: 
Human Rights, Intersectionality and Safe Motherhood Policy in Tanzania 

This framework for analysis is going to discuss the general human rights principles on the right to health as stipulated in different conventions. Furthermore, the framework will look at its specific application to women on reproductive health and rights issues. It will pay close attention to gender inequality and gender based inequality. Finally, the framework will discuss the theory and approaches of intersectionality and frame Safe Motherhood in terms of Women’s Human Rights.
2.1
General Human Rights Framework

Under the general human right framework, States are imposed with three levels of obligations which encompass both civil and political rights and economic, social and cultural rights (Van Banning et al. 1993:17). Such obligations are to respect, protect and fulfil human rights as elaborated below. 
In the context of right to health, obligations to respect requires the State to refrain from any measure that may deprive individuals of the enjoyment of their rights; obligation to protect include making sure that people have equal access to health services and finally obligation to fulfil includes the devotion of sufficient budget to health sector (ibid.:284). 
In line with these obligations, article 12 of the International Covenant on Economic, Social and Cultural Rights
 (GA Resolution 2200A (XXI) 1966) and article 14 of the Protocol to the African Charter on Human and People’s Rights on the Rights of Women
 (ACHPR 2003) have incorporated such obligations in line with right to health and reproductive right respectively. Further, Universal Declaration of Human Rights (UDHR 1948: Article 25) recognizes right to health with specific entitlement during motherhood. 
2.2
Human Rights Framework on Women

The Convention on the Elimination of All Forms of Discrimination against Women (CEDAW) focuses on removal of different kinds of discrimination against women. Apart from many issues that CEDAW addresses, it focuses on issues that concern lives of women and their enjoyment of human rights (van Leeuwen 2009:4). Article 12 stipulates that:
States Parties shall take appropriate measures to eliminate discrimination against women in the field of health care in order to ensure, on a basis of equality of men and women, access to health care services…. ensure to women appropriate services in connection with pregnancy, confinement and the post-natal period, granting free services where necessary, as well as adequate nutrition during pregnancy and lactation (UN Women 1979:article 12).
CEDAW eliminates all forms of discrimination and inequality that women face so as they can enjoy all the fundamental human rights freedom just like their counter parts, men. The notion that men and women should be able to enjoy their human rights on an equal basis is part of all human rights instruments (van Leeuwen 2009:3). Thus, CEDAW eliminates the perspectives of gender inequality and gender based inequality that are embedded in societies and continues to promote and protect women’s human rights in the principles of non-discrimination and equality. CEDAW obliges State parties to ensure that women deliver safely, which for the case of Tanzania, the Ministry of Health and Social Welfare has to ensure; improves health services and put favourable conditions to reduce inequality.
2.3
Reproductive Rights 

For purposes of clarity, I shall first define reproductive health before introducing the reproductive right theory and approach. International Conference on Population and Development (ICPD) in Cairo (1994) defines reproductive health as:
….a state of complete physical, mental and social well-being in all matters relating to the reproductive system and to its functions and processes….It is the right of access to health-care services that will enable women to go safely through pregnancy and childbirth. Reproductive health care also includes sexual health, the purpose of which is the enhancement of life and personal relations (UN 1994: Chapter 7:A).
Furthermore, (Davidson 2010:10) noted that The Platform for Action developed in Beijing at the Fourth World Conference on Women (1995) builds on the Cairo definition of reproductive health. Thus, Paragraph 96 of the Platform defines reproductive rights as follows:
The human rights of women include their right to have control over and decide freely and responsibly on matters related to their sexuality, including sexual and reproductive health, free of coercion, discrimination and violence (UN Women 1995).
Dixon-Mueller comments that a reproductive health program involves more than the delivery of maternal and child health (MCH) or family planning services as conventionally defined. It is multidimensional. It is rights-oriented as well as health-oriented. And it recognizes that sexual as well as reproductive health and rights are vital elements of physical and emotional well-being (Dixon-Mueller 1993:269).

As explained earlier, the scope of the study has zooned into one aspect of reproductive health, that is, maternal mortality. Thus, the World Health Organization (WHO) in the International Classification of Diseases and Related Health Problems, Tenth Revision, 1992, defines maternal mortality as:  
The death of a woman while pregnant or within 42 days of termination of pregnancy, irrespective of the duration and site of pregnancy, from any cause related to or aggravated by the pregnancy or its management but not from accidental or incidental causes (WHO 2007:4). (also see appendix 2 for more)
Thus, I would tend to agree with Rebecca Davidson who states that:

 …while these definitions are fairly broad and inclusive, like other rights articulations they are the results of extensive negotiations between a wide range of groups representing different interests. Some may argue, especially with respect to access safe abortion that these articulations do not go far enough to protect women or to challenge patriarchal notions of female sexuality (Davidson 2010:11).
It is important to note that, Tanzania is a signatory of all the above mentioned international agreements (LHRC 2011: 260). Thus, it has the obligation to respect, protect and fulfil the right to health as enshrined in the agreements. However, women in Kiteto face barriers in accessing their right to safe motherhood although, being right holder, they are entitled to protection and promotion of their reproductive health. The Committee on Economic, Social and Cultural Rights (CESCR) of the ICESCR, in specific general comment 14 includes right to reproductive and maternal health which requires measures to be taken by States to improve such rights (CESCR 2000:paragraph 14). 
2.4
Intersectionality Theory and Approach 

This theory and approach is incorporated in this study to show that women’s child bearing and delivery happens in the midst of intersecting power relations. Since, women do not form a homogeneous category (neither do men). They have multiple identities which often occur at the intersection of different power relations, creating conditions for oppression, inequality and discrimination (T. D. Truong 2011: session 10).
 Such power relations may or may not lead women to go safely through delivery. 
The theory of intersectionality was coined in 1989 by Kimberlé Crenshaw which denotes on how women are simultaneously positioned as women, for example, as black, working-class, lesbian or colonial subjects (Brah and Phoenix 2004, Phoenix and Pattynama 2006:187). Further, (Samuels and Ross-Sheriff 2008:5) adds that when looking at intersectionality theory – one does not have to look at a single category of identity but rather stretch the horizon to look at oppressions and privileges across various contexts. When the horizon is stretched it means looking at women’s multiple identities in terms of ethnicity, race, age, colour, culture and migrant status (ibid.:5).
 Thus, this theory aims to make visible the multiple positioning that constitutes everyday life and the power relations that are central to it (op cit. 187). 
Women’s multiple identities were observed in Kiteto district. Such identities are specifically ‘women as mothers’ and ‘individuals’ (Gill et al 2007) were observed to perpetuate incidents of maternal death due to the fact that many women carry out multiple duties without realizing that they are entitled right to safe motherhood. Thus, this theory considers women as whole beings; recognize that not all women experience their womanhood in the same ways; many face multiple forms of oppression and not all women are rendered powerless (Samuels and Ross-Sheriff 2008:6). 
Intersections can create both oppression and privilege in a way that what is oppression in one context may be a privilege in another (ibid.:6). An intersectional position may be disadvantaged to one group, but advantaged to another (Shields 2008:302). For instance, due to intersects of class and gender in Kiteto, child bearing could be smooth and celebrated to one, while for others it feels like punishment associated with pain and injuries.

(Crenshaw 1991:1242) noted that the politics of identity have been in tension with dominant conceptions of social justice. Further, she explains that ignoring difference within groups contributes to tension among groups, because the violence that many women experience is often shaped by dimensions of their identities, such as culture and class (ibid.:1242). Crenshaw’s focus on the intersections gender and class highlights the need to account for multiple grounds of identity when considering how the social world is constructed (ibid.:1245). Her approach is applicable in the context of Kiteto when looking at exclusion of women to maternal health services due to their multiple duties in the society. Although “many women manage their multiple identities and challenges well and lead fulfilling lives” (Samuels and Ross-Sheriff 2008:6) yet the case is not the same for Kiteto district where multiple roles limit women from accessing health care services during pregnancy and delivery. 
Finally, this theory is ideal for approaching issues of safe motherhood in Kiteto district because it explores multiple duties that women have and also shows how privileges and oppression in terms of maternal health differ from one woman to another due to class hierarchy, gender identity, culture and age group. I will conclude by agreeing with Samuels and Rose-Sheriff that:

Through the layers and levels of oppression and privileges, women oppress other women, some groups of women have enslaved other women, some women have cleaned for other groups of women, and some women have cared for and raised the children of other women. It is fundamental to understand this multidimensional sphere of womanhood (Samuels and Ross-Sheriff 2008:8).  
2.5
Framing Safe Motherhood as Women’s Human Rights
The framing of Safe Motherhood as a reproductive right in Kiteto district is attributed by the results of the empirical data gathered from the study and relevant authors. Empirical data depicts the perceptions of Kiteto women towards safe motherhood, experiences of women during delivery as well as factors contributing to low utilization of facility based delivery. 
This framing of Safe Motherhood is based on the Reproductive Rights theory and approaches which include the right of access to health-care services that will enable women to go safely through pregnancy and childbirth (UN 1994:Chapter 7:A). Thus, this framing regards health facility delivery as a right way of attaining safe motherhood. Further, this framing is also built on the intersectional aspects gender, age and social class that limit women in attaining their right to go safely through pregnancy and delivery.
Mæstad argues that, reasons for the low utilisation of health facility services in Tanzania can both be on demand and supply side (Mæstad 2007:v). The demands are the barriers that women face in accessing health care hence opts for home delivery and supply is actually what is required to be provided by the health system (facility). The following diagram captures the demand and supply factors by Mæstad (ibid.: v). 
Figure 2.1: Demand and supply system by Mǽstad 
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Similar to Maestad’s demand and supply, Thaddeus and Maine (1994) three delay model is considered in this framework. Elements of three delays appear to be factors that limit women from accessing health care in Kiteto district. Delay one (Decision to seek care) is often contributed by ‘gate keepers’ and cultural constrains that can put a woman’s health at risk due to the fact that sometimes she may lack the power to make decisions which affect her own health. Gill et al. have noted that “the stronger the woman’s decision making power, the greater the effect on maternal health” (Gill et al. 2007:1351).
Delay two (Reaching to Health Facility) is often contributed by the poor physical structure, long distance and lack of transport which often submit women into a high risk of maternal death (Thaddeus and Maine 1994:1092). Most of the health facilities in Kiteto are far located and the roads are impassable especially during rainy season. Thus, many women delay reaching to the health facility or end up resorting for unskilled delivery services nearby.

Finally, delay three as per Thaddeus and Maine (1994) is receiving adequate treatment. Most of health facilities in Kiteto are faced with shortage of skilled staff, shortage of delivery supplies and equipment as well as poor referral. Such shortages subject women into the risks of maternal death (ibid.:1092).

According to (Urassa et al. as cited in Mæstad 2007:14), large proportion of maternal deaths in Tanzania are due to delayed decision making at home, lack of transport and inappropriate care if they make it alive to a health facility. Besides the three delays (Mæstad 2007:14) suggests a fourth delay which is commonly identified in Tanzania “delayed recognition of danger signs”.
It is worth noting that the right to safe delivery involves both the duty bearer and right holder. The government (duty bearer) has the primary duty to respect, protect and fulfil women’s right in relation to health (UDHR and ICESCR). However, when such duties are not fulfilled by the government, this may implies that it is not acting in accordance with human rights obligations under the ICESCR (Van Leeuwen 2010: 149). Similarly, women (right holders) have primary legal duty under the human rights standards to exercise their rights responsibly (ICHRP 1999: 15). This is means that they have responsibilities and ethical obligation to ensure their health is in good condition especially during pregnancy and childbirth. This involves taking personal initiative to go to the hospital for health checks during pregnancy and look after their general well-being. The preamble of ACHPR considers that the enjoyment of rights implied the performance of duties on the part of everyone (ACHPR 1981), similarly is noted in (UDHR 1948: Article 29). 
Finally, I would tend to agree with Davidson that:

While the link between human rights and safe motherhood may provide tools to open space for additional advocacy work to hold governments accountable as duty bearers – studies documenting how to successfully operationalize these links are less readily available. In addition, linking human rights and health system strengthening may go beyond building political will….as Freedman argues, rebuilding and strengthening a health system based on fundamental principles of human rights provides an opportunity to promote “constructive accountability” which gives people a space to effect change and interact with their government (Freedman 2003:105 as cited in Davidson 2010:11).
Chapter 3: 
Maternal Health in context
This chapter is going to provide some contextual information on maternal health in Tanzania. It will first provide some background information on the health sector in Tanzania. Then it will discuss maternal health policies and present current indicators. Further, it will discuss the global Safe Motherhood Initiative that Tanzania has adopted it locally. The last section of this chapter will discuss the implementation of policies in Kiteto district.

3.1
Background of Health Sector in Tanzania
During the administration of Tanzania’s first president, Julius Nyerere (1961–1985), a major push was made to bring health care within easy walking distance of the entire population (Thomas 1983 as cited in Benson 2001: 1905). This includes passing of ‘Arusha declaration’ which outlined for the provision of free medical care for all Tanzanians and banned private, for profit health services (Davidson 2010:19). By 1978, health sector had expanded resulting 90% of the population of the country living within 10km of a health clinic (op cit. 1905). 
However, due to the economic recession of 1970s and 80s, the provision of health care facilities was adversely affected. As a result, the health sector experienced inadequate allocation of resources leading to deterioration of health care services (Ministry of Health 2003: 27). In addressing this shortfall, the government in its reform process, introduced community contributions options (such as user fees) in which communities were encouraged to contribute in health facilities so as to complement the government financing (ibid.:27). However, exemptions were provided to the poor and vulnerable groups so as to increase access of health services to those who cannot afford to pay public health services such as maternal and child health (Ministry of Health 2003:28). 

In responding to the declining health system, the government introduced a Health Sector Reform Program in 1995-96 to decentralize authority and resources to the district level (Mamdani and Bangser 2004:139). The reforms centre on key issues that affect health service delivery: equity, efficiency, cost-effectiveness and quality of care (ibid.:139). 

3.2
Maternal Health at Policy Level

Maternal and child health services were established in Tanzania in 1974 (MoHSW 2008:11). Since then Tanzania has initiated several policies and programmes towards improving maternal health including the Safe Motherhood Initiative (SMI) in 1989 (Mwaikambo 2010:5). Tanzania  is  one  of  the  African  countries  with  relatively strong health  plans  and  policies  for  all  its  citizens including mothers, new-born and children (Mwaikambo 2010:5, Futures Group 2005: 7). 
Maternal health is a major priority in the second National Strategy for Growth and Poverty Reduction “MKUKUTA” 2005-2010. This policy is designed to monitor progress towards achieving Millennium Development Goal (MDG) 5. It aims to reduce maternal mortality from 529 (from 2005) to 265 per 100,000 live births by 2010 and increase coverage of births attended by trained personnel from 50% to 80% in 2010 (Government of Tanzania 2005: 45). Under, cluster two of MKUKUTA, its second goal is to  improve  the  survival,  health  and  well-being  of  all children  and  women  and  especially  of vulnerable  groups (ibid.:45).
 Another policy is the National Road Map Strategic Plan to Accelerate Reduction of Maternal, New-born and Child Deaths in Tanzania 2008-2015 (also known as ‘one plan’) (MoHSW 2008:11). ‘One Plan’ aims at reducing maternal mortality by three-quarter from 578 (from 2008) to 193 deaths per 100,000 live births by 2015 (Research and Analysis Working Group 2009:63). Key targets include: increasing coverage of births by skilled attendants from 46% to 80%; and expanding coverage of basic emergency obstetric care from 5% of health centres and dispensaries to 70% (ibid.: 63). In addition, these strategies were developed to ensure fair, equitable, and quality services at the community level (USAID 2008). 
Reproductive and Child Health Strategy (2008-2015) has been introduced to reduce maternal, neonatal and child mortality (MNCM) with a target to achieve MDG 5 by 2015. (NBS and ICF Macro 2011:3). Further, MNCM is one of the key components of the National Package of Essential Reproductive  and  Child  Health  Interventions  (NPERCHI)  focusing  on  improving  the  quality  of  life  for women,  adolescents  and  children (Mwaikambo 2010:6).
Besides, Tanzania has signed and ratified several international human rights instruments on right to health such as ICESCR, CEDAW, UDHR and Maputo Protocol (LHRC 2011: 260). Further, it has adopted Millennium Development Goals (2000) with the aim of reducing the maternal  mortality  ratio  by  three  quarters  and  achieve  universal  access  to  reproductive  health  by 2015 (United Nations 2010: goal 5). Right to health is a crucial aspect of the right to life, yet the constitution of government of Tanzania (1977) does not recognize it as fundamental (op cit.110). 
3.3
Maternal Health Indicators
In Tanzania, maternal death is primarily caused by haemorrhages (bleeding) (34%), sepsis or infections (16%), hypertensive disorder (9%), and obstructed labour, abortion and anaemia (4% each) (LHRC 2010: 70). Furthermore, 50% of births in Tanzania are delivered at a health facility, and 48% are delivered at home (NBS and ICF Macro 2011: 135). Half (51%) of births are assisted by health professionals (doctors, clinical officers, nurses and midwives). Trained and traditional birth attendants assist 15% of deliveries, and relatives or other untrained people assist 29% of births (ibid.:135).  
As indicated in chapter 1, there has been a decline in maternal mortality ratio from 578 deaths per 100,000 live births in 2004-05 to 454 deaths per 100,000 live births in 2010 (ibid.:265). Within a time frame of 5 years, the reduction has been 124 deaths per 100,000 live births. Thus, UNICEF argues that, “prioritizing interventions to combat diseases that affect poor mothers and children, and allocating district health budgets preferentially to these conditions, led to marked reductions in mortality” (UNICEF 2008:39).

Thus the national target to reduce maternal death has not reached, which is “to reduce maternal mortality from 529 (from 2005) to 265 per 100,000 live births by 2010” (Government of Tanzania 2005:45). Finally, TDHS report observed a slight increase in facility deliveries (47% to 50%) and decrease in home deliveries (53% to 48%) as compared with 2004-05 TDHS (op cit. 135). Finally, to show the magnitude of the problem (WRATZ 2006) noted that “every hour of every day, one woman dies due to pregnancy, labour and delivery complications”. 
3.4
Safe Motherhood Initiative 

Following the official launch of the Global Safe Motherhood Initiative in 1987 in Nairobi, Kenya, Tanzania adopted the Safe Motherhood Initiative (SMI) in 1989 (MoHSW 2008:11). SMI differs from other health initiatives because it focuses on the well-being of women and considered the prevention of death of pregnant women to be the key objective, not because death adversely affects children and other family members, but because women are intrinsically valuable (Thaddeus and Maine 1994:1091). According to the International Conference on Population and Development (ICPD) in Cairo (1994):
Safe motherhood is an approach that has been accepted in many countries as a strategy to reduce maternal morbidity and mortality. It underscores that complications related to pregnancy and childbirth are among the leading causes of mortality for women of reproductive age in many parts of the developing world (UN 1994: Chapter 8: C).
SMI is a care approach that was launched to ensure women deliver safely. Besides, safe motherhood is a reproductive right issue which recognizes that every woman has a right to access health care however during pregnancy and childbirth specific care and assistance need to be provided so as women can deliver safely (UN 1994: Chapter 7.1: A). 
Ensuring safe motherhood requires recognizing and supporting the rights of women and girls to lead healthy lives in which they have control over the resources and decisions that impact their health and safety (Futures Group. 2005:2). It requires raising awareness of complications associated with pregnancy and childbirth, providing access to high quality health services (antenatal, delivery, postpartum, family planning, etc.), and eliminating harmful practices (ibid.:2). 
One of the established SMI strategies include training of TBAs to prevent emergencies arising during labour and assessing whether women were at risk of complications and providing antenatal care (Mirsky 2001:17). However there has been a big debate about involving TBAs during childbirth and thus Mirsky (2001:17) argues that this strategy can contribute to lowering the risks of maternal mortality but experience has shown it is not the answer (ibid.:17). WHO recommends active management by skilled attendants for all mothers but does not recommend the package for unskilled attendants (UNICEF 2008:52). Thus, the keys to success in dealing with complications in labour are professionally trained front line midwives or other health professionals with midwifery skills and access in case of a referral need to a comprehensive emergency facility (ibid.:17). 
Subsequently to SMI, the 1994 International Conference  for  Population  and  Development  (ICPD)  emphasized  access  to comprehensive  reproductive  health  services  and  rights (MoHSW 2008:11). In  response  to  the  ICPD  Plan of  Action,  Tanzania  established  the  Reproductive  and  Child  Health  Section  (RCHS) within  the  Ministry  of  Health  and  developed  a  National  Reproductive  and  Child Health Strategy (ibid.:11). Both of these plans have the objective of reducing maternal mortality.

White Ribbon Alliance for Safe Motherhood Tanzania (WRATZ) is part of the global White Ribbon Alliance, a coalition of organizations and individuals who have come together to promote awareness and advocate for a safer pregnancy and childbirth for all women and new-borns (WRATZ 2006:5). Its main focal advocacy efforts are improving birth preparedness among Tanzanians; increasing male involvement in reproductive health issues; assisting women to realize their right to skilled birth attendance; and advocating for increased numbers of skilled birth attendants (ibid.:6). Despite barriers in accessing health care that Tanzanian women face, WRATZ insist that skilled health provider is a solution towards reducing maternal health due to their knowledge and training to identify and manage complications should they arise, or to refer a patient to a facility (ibid:6).
Other efforts of reducing maternal mortality in the country include, launch of the delivery pack project which is so far been piloted in two regions. Delivery packs are supposed to be distributed to pregnant women in their 32 week of gestation.
 A woman is supposed to bring the pack to the hospital during delivery time. During interview it was noted that, “…delivery pack is currently being piloted in the Coast and Dodoma regions, thereafter it will be rolled out throughout the country”(KII with Dr. Winani, Safe Motherhood Coordinator, Tanzania, 18 August 2011). 
3.5 Implementation of Policies in Kiteto District
Kiteto is a rural district is situated in the Northern side of Tanzania, in Manyara region. It covers an area of 16,685 square Kilometers, which is about 34.1% of the whole area of Manyara Region (Kiteto District Council 2010: 6)(Kiteto District Profile 2010:6). According to the population and housing census, the current population (projected) by sex is 228,462 where males are 114,459 and females 114,003 (ibid.:8). The district comprises of a mixture of many tribes from neighbouring regions such as Maasai, Mbulu, Rangi and Gogo who are both pastoralists and farmers; thus the main source of livelihood is agriculture and livestock keeping (ibid.:14).  
Health wise, the district has 1 hospital and 17 dispensaries. Among the 17 dispensaries, 15 are owned by the Government and 2 are under private ownership (ibid.:28). The average doctor: patient ratio at the district hospital is 1:40-70 patients per day (Telephone Interview with MCH Coordinator, 21 October 2011) whilst overall in Tanzania every 33,000 people are served by one doctor ('Duke Global Health Institute' 2009). 
It is clear from the district report that “the district has a shortage of medical staffs, inadequate drugs and other medical supplies” (op cit. 28). This indicates poor implementation of policies due to the fact that what is stipulated is not practically provided. Further, policy discrepancy was noted from the National Health Policy 2003 which emphasize on the accessibility of health services (Ministry of Health 2003). Empirical data revealed that due to the large “size of the district and the distribution of the facilities, health facilities are not easily accessible” (Telephone Interview with MCH Coordinator, 21 October 2011). This makes it difficult for pregnant women to access health care services and hence may opt to be assisted by TBA at home. 
As per the National Health Policy 2003, maternal health services are exempted from fees (Ministry of Health 2003:28). However, this is not the case for Kiteto since women indicated to purchase delivery equipment and supplies. Further, the use of skilled attendants has been emphasized in the policy but there is a still huge shortage of skilled health worker in the district. 
With respect to the referral system, the district has two ambulances which facilitate patients for referral purposes. However, from the Multiple Interview it was indicated that the referrals system is poor and “sometimes causing delay in fetching a patient even though communication was promptly made” (MI with HWs, Engusero Dispensary, 28 July 2011). Further, referral system in this district is associated with ‘costs for fuel’ which perhaps may push away women who need to access health care in case of maternal complication.
It is clear that health system in Tanzania is faced with challenges to meet the right to safe delivery despite having policies in place. Basing on the empirical data from Kiteto, perhaps such challenges could be overcome by strengthening the referral system; increase human resources; improve the working conditions of health workers including salary; and improve logistics of equipment and supplies so as supplies as available whenever needed. These challenges often deny Kiteto women their right to access health care services during pregnancy and childbirth (UN 1994: 7: A).
Chapter 4: 
Analysis of Safe Motherhood in Kiteto District
Women have a right to access health care services before pregnancy, during pregnancy, delivery and after delivery. This is a reproductive right that enable women to go safely through pregnancy and childbirth (UN 1994: Chapter 7: A). However, this right may be abused during pregnancy and delivery “due to a mix of social, cultural and economic conditions” including the intersects of power relations which may limit women from accessing safe motherhood (Keysers 2011: session 8).
 
This chapter is going to present, discuss and analyse field findings that were collected during the study. The analysis of the empirical data is based on the relevant human rights instruments and secondary sources. Thus, three main arguments will be discussed namely: women’s multiple duties despite child bearing and delivery; different experiences of place of delivery; and barriers encountered in accessing health care services. Further, the intersects of power relations shall be considered in the arguments whenever applicable. 

4.1
Women’s multiple duties and Safe Motherhood

In Kiteto district, women perceive safe motherhood differently. Empirical data reveal that some women were silent when asked about their understanding of safe motherhood which could imply that they have little or no understanding of the issue of safe motherhood. However, silence can denote that sexuality and reproductive health issues are difficult and confronting ones to address in Kiteto. I am aware that this is a taboo issue and thus why (may be) women were not open to talk about it or even if they did, they were not open with me.
For others, safe motherhood means performing all duties as a mother in a household. Thus, empirical data below reveals that, women in Kiteto perform a number of duties in addition to child bearing and delivery. Such multiple duties are at times performed in the midst of intersecting power relations which make it difficult for them to address issues around safe motherhood. They stated:  

…being a mother in the village means taking care of the children, cooking and farming … this also means taking care of oneself whilst pregnant because some husbands are never there for their wives when pregnant. They leave us to struggle and suffer while claiming to go to town to look for better jobs. (FGD with Women, Kiteto D. H, 29 July 2011). 
Despite multiple duties, Kiteto women are still entitled to have the right to safe motherhood. Being rural women, CEDAW recognizes their significant roles played in the economic survival of their families and own lives (UN Women 1979: Article 14 (1)), however such roles should not deny women to have access to adequate health care facility (ibid.: article 14 (1) (b). The fact that it is women and not men who are biologically created to fulfil maternal duties, CEDAW insists on gender equality between men and women in accessing health care (ibid.: article 12 (1)) and further during pregnancy and childbirth, there should be no exclusion or restrictions of women towards accessing health care services (ibid.: article 12 (2)).
Several authors have explored the subject of women’s multiple duties in connection to safe motherhood. For instance, (Lesthaeghe 1989:37) noted that, women fulfil a plurality of functions from maternal, domestic, labour, conjugal, kin, community and individual roles. Therefore, women are simultaneously major agricultural producers and procreators of the community (ibid.:37). It is worth noting that, such plurality of functions may limit women from accessing appropriate services and needs during pregnancy (for instance health care and nutritious food respectively) which may affect the health of a mother as well as her child. 
Further, (Gill et al. 2007) have looked at women’s multiple duties in a wider context of development. Thus, the diagram below shows how women’s multiple identities have direct link and effect on their own health as mothers, own status as individual, and later effect to family and nation’s productivity. However, as far as this study focus is concerned, only two aspects from Gill et al. are applicable. Such aspects are “women as mothers” and “as individuals”.  
Figure 4.1: Maternal health and its broader development effect 
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Source: Gill 2007
Poor maternal health is of serious concern beyond its importance as a health issue, because “women’s health as mothers” can be linked with other aspects of their lives and development more broadly (ibid.:1349). Women’s multiple duties may at times lead to poor maternal health which is unacceptable under the human rights principles which provide for right to motherhood and special protection to mothers before and after childbirth (UDHR 1948:Article 25 (2)) and (ICESCR 1966: article 10 (2)). Thus, failure to provide for a special protection and assistance leads to a human rights violation. 
Further, Gill et al. explored the second aspect of “women as an individual” within the scope of power relations and multiple duties. In attaining safe motherhood, it is important that “women’s status as an individual” is recognized. However, empirical data imply that difficulties in addressing issues of safe motherhood in Kiteto may be contributed by the intersections of power relations. Thus, (Samuels and Ross-Sheriff 2008:5) indicated that the intersectional approach analyses and understands women as multidimensional, yet uniquely whole. Despite the fact that Kiteto women perform multiple duties in the midst of power relations, yet they have not been recognized as “unique whole” especially in matters related to pregnancy and child delivery. 
Due to the intersects of gender and class embedded in Kiteto, most women belong to a low class; have low education; lack decision making power; and also have either low or no income at all – which makes it difficult for them to address issues of safe motherhood. Therefore, their entitlement to access safe delivery is far away from their recognition as a result, they are not aware of their entitlement to protection and promotion of their own health. Such is revealed from the data below which shows the level of education in Kiteto:

Majority of people in Kiteto district have no education at all. A few have primary level of education and are basically men. Most girls or women are subjected to early marriages or into traditions that discourage them from going to school (Telephone Interview with MCH Coordinator, 21st October 2011). 

CEDAW eliminates discrimination in the field of education by making sure that women get the same rights and opportunities as men (UN Women 1979:article 10). Further, low level of education may affect women’s maternal health as noted from the data that “sometimes due to the low level of education, a woman or her husband may refuse the midwife to give an injection that stops post-delivery bleeding
 (KII with Health Worker, Kiteto D.H, 27 July 2011). In addition, TDHS 2005 indicated that a mother’s education is strongly related to place of delivery (National Bureau of Statistics & Macro International Inc. 2005 as cited in (Mrisho et al. 2007:869). This is also affirmed by (Gill et al. 2007) who noted that women’s education, decision making power and own income play a key role towards improvement of own health “as an individual”: 

Educated women are more likely than are uneducated women to use antenatal care, to use it early and frequently…. similarly education is positively associated with safe delivery and an increased use of postnatal care. Further, employment can empower women through increased control over income …increase power in decision making about health care and their ability to access health services when pregnant (Gill et al. 2007:1350) (my emphasis).

In the midst of multiple duties, Kiteto women lack decision making power to access safe delivery services. This is contributed by the intersections of gender relations and class hierarchy embedded in the society. Thus, empirical data reveal that sometimes women may lack of autonomy to make decisions that affect their own health. For instance “in the event of EmOC
 some husbands may refuse their wives to be operated when a woman has been identified by the medical specialist as a caesarean case (KII with Health Worker, Kiteto D.H, 27 July 2011). 

Consequently, Mrisho et al. noted that although women carry the major share of the responsibility for the well-being of the household in most societies (Tanner and Vlassof 1998 as cited in Mrisho et al. 2007: 869), such responsibility is rarely matched by the autonomy to make decisions to access necessary services.
4.1.1
Women’s Entitlement to Safe Delivery
Besides, exploring women’s multiple duties, it is crucial to determine whether women consider themselves as right holders who are entitled to protection and promotion of their own health. In framing Safe Motherhood in terms of Women’s Human Rights, facility based delivery is regarded the right way of attaining safe motherhood. Thus, from the empirical data below, it was noted that women’s preferences of place of delivery were in line with the position of this framing: 
 Delivery at the hospital is better than at home in terms of cleanliness and better services. One gets clear directions on when to push the baby….further, if a woman is too tired and weak to push, the HWs will opt to give drip to induce labour,
 give blood or carry out a surgical procedure (FGD with Women, Kiteto D. H, 26 July 2011).
Much as the data above reveals women’s preferences to access facility based delivery services, yet in Kiteto such access is constrained by social, cultural, economic factors including power relations as shall be explored more in 4.3. Thus, their entitlement to have safe delivery under the human rights principles may take long to be realized. Van Leeuwen (2009: 172) argues that, sometimes the culture, tradition and customs may place women in low class position in the society and therefore deny equal enjoyment of their human rights. CESCR notes that such denial of enjoyment is in line with the definition of the CEDAW of discrimination against women (ibid.:172):
any distinction, exclusion or restriction made on the basis of sex which has the effect or purpose of impairing or nullifying the recognition, enjoyment or exercise by women…on a basis of equality of men and women, of human rights and fundamental freedoms in the economic, social, cultural, or civil (UN Women 1979:article 1).
I would tend to agree with Van Leeuwen that exclusion of women from certain services may perpetuate discrimination in many forms, including discrimination in pregnancy-related matters (op.cit 172). Such exclusion is a human right violation as per article 1 of CEDAW because:
Only women have the capacity to get pregnant and give birth. Hence, it is only women that require certain services, such as maternal healthcare. When a State does not provide for such services, although arguably for prima facie objective reasons, this may constitute discrimination of women indirectly (van Leeuwen 2009: 173).
In the effort to attain their entitlement to safe delivery, Kiteto women encounter some intersects of gender and class hierarchy which limit them from accessing safe motherhood. For example, husbands can be a barrier towards women’s access to health care services during pregnancy and child delivery. The data below depicts that: 
In our community women are required to stay at home every time. Some men are rigid; they do not want women to go anywhere. Some do not trust hospital and hence refuse women to go to deliver at the hospital (FGD with Women, Kiteto D. H, 29 July 2011). 
Class hierarchy can affect the interpersonal communication between health workers and pregnant women and eventually deny women their entitlement to safe motherhood. Poor staff attitude was noted from the study and will be explored further in section 4.2. However, both practices of power relations by husbands and health workers (gate keepers) could be unjust and prejudicial to women; and thus make women vulnerable to maternal death during pregnancy and delivery. GC
 of the CESCR provides some obligations to States to eliminate discrimination against women. Thus, States have to develop policies that will provide full access to health care; and further to remove all barriers that interfere with access to health care services in order to realize women’s right to health (Van Leeuwen 2010:158).

Entitlement to safe motherhood requires both the duty bearer and right holder to act responsibly. Thus, in pregnancy-related matters, the duty bearer is responsible to ensure women access health care service with no barriers. Further, responsibilities go in line with the obligations to respect, protect and fulfil human rights principles. CESCR adds on more specific obligations to States, to ensure that harmful social and traditional practices do not interfere with access to pre- and post- natal care (Van Leeuwen 2010:158). With reference to the framework of Safe Motherhood, women (right holders) have primary legal duty under the human rights standards to exercise their rights responsibly (ICHRP 1999: 15). They have responsibilities to ensure their health is in good condition especially during pregnancy by taking personal initiative to go to the hospital for health checks and look after their general well-being. Such individual duties are also affirmed in (ACHPR 1981) and (UDHR 1948: Article 29). Thus, if the two play their roles responsibly, women’s entitlement to safe delivery will be realized. 

4.2
Experiences of Women during Delivering - at Home (TBA) and at the Health Facility

It was essential for me while conducting field study, to understand experiences of women towards delivery both at home and at the health facility. My expectations before going to the field were that women would prefer giving birth at home given the high rate of home delivery in Kiteto district.
 However, my expectations were proven otherwise when I learnt that women actually preferred to deliver at the hospital due to the presence of skilled health workers. Their experiences further revealed that delivery at the TBA is associated with high risk of maternal death.
From the study it was noted that place of delivery is influenced by several social, cultural, economic factors including some intersects of power relations. Mrisho et al. also noted that the influence of gender roles and relations within household are some of the factors that influence the place of delivery which has impact on the survival of the mother and child (Mrisho et al. 2007:862). Further, in this study, distance and costs were noted as major barriers towards accessing health care services. It worth noting that, experiences of women during delivery were obtained from a FGD which comprised of women who had delivered both at home and at the health facility. In that way, women gave a vivid and clear picture of their experience of delivery. 
4.2.1
Delivery at Home 
In Kiteto district, home deliveries are conducted by TBAs, female family members and relatives. TBAs are commonly used as a source health care and trusted by many community members. The fact that TBAs are accessible, acceptable and that health facilities are not proportionally distributed, make many women to go to the TBAs during child delivery. Failure of the State to provide accessible health care services is a violation of human rights as per chapter 7: A of ICPD (UN 1994) and article 14 (2) of Maputo Protocol (ACHPR 2003). 
The World Health Organisation defined the TBA as “a person (usually a woman) who assists the mother at childbirth and who initially acquired her skills of delivering babies by herself or by working with other TBAs” (Leedam 1985:250). Most TBAs in Kiteto acquired their skills by working with another TBA. Thus, Semali argues that, to be accepted as a TBA, it is necessary to be a relatively older individual who has lived as a married person and have at least one living child (Semali 1992:330). It is also argued that, a woman may choose a traditional rather than a skilled birth attendant because the former provides a range of services before and after delivery, and because she is more familiar with the woman and her culture (UNFPA. 2008:6). 

It is worth noting that, from the Safe Motherhood Initiative, there has been a big debate about involving TBAs during child delivery. Thus, WHO recommends active management by skilled attendants for all mothers but does not recommend the package for unskilled attendants (UNICEF 2008:52). This means that TBAs are not recognized by the WHO but still very helpful and influential to pregnant women. 
The framing of Safe Motherhood is based on the Reproductive Rights theory and approaches which include the right to access health care services that enables women to go safely through pregnancy and childbirth (UN 1994: Chapter 7 : A). Empirical data will shortly reveal constrains of women from accessing health care services. Further, Maestad argues that lack of money, long distance and lack of transport are barriers that many women face in Tanzania and eventually opt to deliver at home (Mæstad 2007:v)
During the FGD with women, they described how it is like to deliver at home. They revealed that most of the time the TBAs home is not very clean and they do lie on animal skin or a piece of khanga
 during delivery. Women also informed that TBAs do not give clear directions on how to deliver as per each step. This could be due to lack of proper delivery skills on how to attend a woman during labour and delivery. They stated:

At home, no clear direction is given. When labour pains start, the TBA will just tell you to push the baby. Also, in case the baby is too big, the TBA does not know the technicality of widening the cervix and therefore she will keep on telling the woman to push (FGD with Women, Kiteto D. H, 26 July 2011).
Due to lack of technical knowledge and skills
 on how to carry out deliveries, women’s health during pregnancy and childbirth is kept in danger. This is a violation of human right basing the fact that pregnant mothers are entitled special care and assistance (UDHR 1948:Article 25 (2)). During the study, every single day that I visited the district hospital; I observed a case of EmOC or maternal death. Further, health worker admitted that “many of such cases were resulted from home delivery complication and delays to reach the health facility” (KII with Health Worker, Kiteto D.H, 27 July 2011). 
Attitude of TBAs was referred to as both positive and negative. During a FGD with TBAs, I noted that there are some services offered by TBAs that are helpful to pregnant women but not offered at the hospital. TBAs admitted that “…we massage the woman’s stomach, back and muscles. We frequently offer this service free of charge and many women admit that it helps to ease pains (FGD with TBAs, Engusero Health Centre, 28 July 2011)”. Semali (1992:330) also noted a similar view in his study that TBAs used  hot  water  to  wash  their  hands  and  to massage the  mother  immediately  after  delivery. Other studies have noted that, TBAs have a significant role when it comes to cultural competence, consolation, empathy and psychosocial support at birth with important benefits for the mother and also for the new-born child (Bergström and Goodburn 2001:77). 
Many women who experience the act of rudeness from nurse midwives at the health facility tend to prefer to be attended by TBAs (Mæstad 2007: v). However, treatment of TBAs is not all good to women as they would have expected. This could possibly be because of the intersections of gender relations. During interviews, women admitted that TBAs can have bad attitudes and conducts too. Thus, empirical data reveal that sometimes they act rudely because they get cases of uncooperative women and thus if a TBA does not act strict or rude, the woman may end up losing her life or her baby’s life. They stated: 

During labour, many women are fearful and get confused and hence keep their legs together. Therefore, at times we (TBAs) shout at them to open legs or pinch them. Sometimes we hold their necks, block nose so as the breath can push the baby down. (FGD with TBAs, Engusero Health Centre, 28 July 2011).

A similar view was revealed by women during the interview, that:
….at times a TBA can tie a woman’s legs or thighs on each side with a sisal rope against a pole so as to prevent a woman from putting her thighs together to eventually let the baby come out…she can also place a khanga in the upper abdomen which/and forcefully help the woman push the baby...another woman said, delivering at a TBA at times has more suffering because one will be told to push immediately when labour pains start, as a result a woman can push the baby for so many hours, gets tired and when the baby is about to come out, the woman doesn’t have strength to push anymore (FGD with Women, Kiteto D. H, 26 July 2011).
Thus, women’s right to go safely through pregnancy and childbirth is being violated due to the fact that some acts and conducts of TBAs may be improperly done. Such acts subject a woman to health risks that could perpetuate maternal death. It is worth noting that, every individual has the right to the respect of dignity inherent in a human being (ACHPR 1981: Article 5). On another note, TBAs in Kiteto have been valuable in terms of escorting pregnant mothers to hospital during delivery and also offering advice on the usage of pre-natal and post-natal services. Similarly, (Semali 1992:330) noted that TBAs offered family spacing advice and services by educating the mother on motherhood and family planning. 
4.2.2.
Delivery at the Health Facility

With reference to the framing of Safe Motherhood, facility based delivery is regarded as right way of attaining safe motherhood. WHO also notes that, “every woman has the right to care from a skilled attendant during pregnancy, childbirth, and immediately after birth” (WHO 2006: 2). Thus, a skilled attendant is:

....an accredited health professional — such as a midwife, doctor or nurse — who has been educated and trained to proficiency in the skills needed to manage normal (uncomplicated) pregnancies, childbirth and the immediate postnatal period, and in the identification, management and referral of complications in women and new-borns (WHO 2004: 1).

From the empirical data, it was noted that preference of women in using health care services is due to the presence of a skilled attendant. Besides, it was noted that “delivery at the hospital is better than at home in terms of cleanliness, better services…clear directions on when to push the baby…and medical technicality of handling labour and delivery (FGD with Women, Kiteto D. H, 26 July 2011).
Despite their preferences, the utilization of facility delivery services is low in Kiteto. Maestad (2007) argues that it is the supply factors that lead to low utilization of health facilities in Tanzania. Such factors are poor quality of services, lack of essential equipment for EmOC, lack of personnel, poor management, unfriendly medical personnel and lack of effective referral system (Mæstad 2007).

The hygiene condition of maternal ward and labour room was observed during field study. My observations are contrary to the above mentioned data from the FGD with women. Much as the district hospital serves as the high level facility in the district, cleanliness is not pleasant from both outside and inside look of the maternity ward. In another occasion, I visited a lower level health facility and observed traces of blood spots on the floor and even on the delivery bed. Cleanliness could be a factor that pushes women away from utilizing health care services and opt for home delivery. In their study, Mrisho et al. (2007: 867) noted that women were asked to bring water to clean the labour ward after delivery; however, this was a turn off to some women coming to the government health facilities despite how close to it was and the services offered. 

Figure 4.2: Picture showing the outside look of the maternal ward.
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Source: Jane Shuma
Lack of essential equipment for delivery can push women away from utilizing health care services and hence deny their right to access safe motherhood. Women admitted to have been asked to buy razor blade, cotton wool and gloves upon arrival to maternity ward. In my observation, I overheard a nurse midwife who was preparing a woman for a surgical procedure saying “this woman is a caesarean case and she has already bought her catheter and so she is ready for operation” (Observation of maternity ward, Kiteto D. H, 29 July 2011). At policy level, the government of Tanzania has exempted fees maternal and child health services including deliveries from any government facility (MOH 2005 as cited in Mrisho et al. 2007: 862). This also includes free maternal health supplies and equipment. However, this is not the case in Kiteto. There is discrepancy in policy implementation regarding what is on actual policy documents and ground implementation. Such discrepancies continue to push women away from utilizing health care services. CEDAW emphasizes that State Parties should ensure granting free services in connection with pregnancy, confinement and post-natal period where necessary (UN Women 1979:article 12). Other researches in Tanzania found out that:

Women were still routinely instructed by health workers to purchase and bring basic medical supplies for delivery, a rubber mat for delivery, rubber gloves for the birth attendants, razor blades and thread for stitching. Women sometimes were commonly asked to bring water and carry lamps and kerosene for light. Women often had little or no option but to deliver at home (CARE International in Tanzania and Women’s Dignity 2009 as cited in (Research and Analysis Working Group 2009:62).

Besides, empirical data regarding the exemption of maternal fees clarifies as follows:
It is a policy in Tanzania that, health care for pregnant mothers and children below 5 years is provided free of charge. However at times, due to limited stock, one may be requested to buy delivery equipment (KII with Dr. Winani, Safe Motherhood Coordinator, Tanzania, 18 August 2011).
Poor staff attitude or unfriendly medical personnel as per Maestad (2007) were noted during the study. WHO suggests that “skilled attendants will need to cultivate effective interpersonal communication skills and an attitude of respect for the woman’s right to be a full partner in the management of her pregnancy, childbirth and the postnatal period” (WHO 2004: 3). It is also important to note that: 
 Birth is not only a biological event. It is a rich personal event where the quality of relationships between a woman giving birth and those with her can define the experience. Researchers studying quality of care in a variety of healthcare settings have stressed the importance of interpersonal, rather than simply technical, care (Donabedian 1988 as cited in (Mirsky 2001:35). 
 During the study, it was revealed that the interpersonal relation between a pregnant woman and a midwife depends on the character of the midwife as follows: 
Some midwives are naturally nice and helpful but some have bad attitude and not cooperative. Also, it depends with which delivery that a woman is in. Many women, who are in their first deliveries, since they do not know what is actually happening, they tend to panic, fear and cry during labour and therefore when given instructions by the midwives, they do not follow. As a result this makes midwives to act rudely or show a bad attitude to the pregnant woman (FGD with Women, Kiteto D. H. 26 July 2011). 
Poor staff attitude from skilled attendants can deny women their right to safe delivery. Thus, such attitudes force women to go to the TBA who is friendly, shows empathy and support. Similarly, poor staff attitude was perceived to exist in most health facilities in Southern Tanzania; including abusive language, denying women service, lacking compassion and refusing to assist properly (Mrisho et al. 2007:866). Thus, woman’s expectation of the choice of place of delivery was inﬂuenced by a positive attitude of staff at the health facility (ibid.:866). As per ICPD, the right of access to health-care services that will enable women to go safely through pregnancy and childbirth is at times violated due to the attitude of health workers. However, in Kiteto district, women find such attitude is normal and are used to it; and so they do not know if they are entitled to a better treatment than what they actually receive now. Empirical data reveal that:
….for a midwife to show you an act (or attitude) of rudeness during delivery is a normal thing, we (women) can’t complain about it because we are used to it. It is normal (FGD with Women, Kiteto D. H. 26 July 2011).
Through an intersectional approach and theory, poor staff attitude can perpetuate violence against women. The fact that health workers are in a different class (basing on level of education and income) they are on the “advantage side and privileged” and thus often possible to “oppress” or act rudely to lower class women (Shield 2008:302). Poor staff attitude was also found in countries like Peru and Benin and noted that women’s rights in maternity wards were being violated in the incidents of verbal abuse (sometimes physical abuse) by a midwife or health officer which reflected a view of giving birth as a form of punishment for having sex (Mirsky 2001:41). 
Besides, there were some positive intersects of gender noted during the study. Despite the culture and tradition, majority of women in the FGD preferred to be assisted by male health worker, and do not feel ashamed or fear. They noted, “…a male doctor is usually very helpful in giving clear directions, assistance and would make sure the woman has a safe delivery” (FGD with women, Kiteto D.H, 26 July 2011). Due to the image embedded in the Tanzanian culture regarding the authority of male figure, my expectation was hear women expressing fears of being attended by a male doctor; however that was not the case. Further, intersections of class were observed at the district hospital while conducting a KII to a health worker who pointed out that there is a separate section of the hospital where district government workers receive their treatment. But it was noted that, with regards to maternity and labour issues, all women get treatment care and services in the same general ward. Therefore, in this hospital the issue of class hierarchy is occurring in terms of general health care service offered to government workers but not to clients with maternal health issues. 

It is worth noting that, lack of privacy was noted during interview and through observation. While at the district hospital I observed a small or somewhat medium sized ward for pre-natal women; and a small ward for post natal women. In between these wards is a labour room which is not so clean to the standard I expected but presumably satisfactory to rural women. Basing on the location of the labour room, when a woman screams or cries during delivery, other women in both wards can hear it all. Further, sharing of beds is inevitable due to the large number of women delivering each day. During the interview, it was asserted that:

….there is no privacy in the labour room. As you can see, if a woman screams, everyone hears. There is a need for a separate labour room far away from other rooms in the dispensary for privacy purposes. (Key Informant Interview, Matui Dispensary, 27 July 2011).
Right to Privacy is a fundamental right contained in the (ICCPR 1966: Article 17) that everyone is entitled to. Lack of adequate privacy at health facilities may be a barrier for women to access facility delivery services and hence opt for home delivery. While paying a visit to one of the dispensaries during my field study, I observed a woman in labour pains in the labour room. I could hear the screams and cries when I walked into the dispensary. Much as the woman tried to keep her voice low, still family, relatives and other people who were seated at the waiting room cum reception could all hear. In their research (Mrisho et al. 2007:866) noted that lack of privacy (in this case no special room for delivery) in some of the health facilities in Tanzania was a contributing factor for home delivery. 

Culture and tradition also play a role in accessing health care services. Empirical data revealed that “many elderly women regard health workers or midwives as younger girls whom they have seen growing up and living in the community, and for that reason they cannot trust them during delivery” (KII, Matui Dispensary, 27 July 2011). A similar observation was made by Mrisho et al. during their research that some older women resort into giving birth at home to avoid contact with younger mid-wives at the health facility, who they think of as their children (ibid.:866). Finally, I would agree with Thaddeus and Maine that:

...lack  of  emotional support  and  privacy  in  the  hospital  setting,  compared with  the  home,  and  disruption  of  household  responsibilities  as  a  result  of  hospital  confinement  are  some of  the  complaints  which  contribute  to  women’s dissatisfaction  with  maternity  services (Thaddeus and Maine 1994:1096).
4.3
Distance and Cost Reinforce Low Utilization of Health Facility Delivery Services in Kiteto District
Empirical data reveal that distance and cost are major factors that reinforce low utilization of health facility services. Although these factors are inter-related, the analysis of this section shall discuss them separately with reference to the framework of safe motherhood, Thaddeus and Maine three delays Model; Maestad’s demand and supply factors and intersectional aspects.
In order to achieve full realization of human rights, States have the obligation to respect, protect and fulfil right to health provided in a number of human rights instruments (Van Banning et al. 1993:284). Thus, Maputo Protocol (ACHPR 2003:Article 14 (2)) requires States Parties to take all appropriate measures to provide adequate, affordable and accessible health services to women especially those in rural areas. In addition, CEDAW obliges States to take into account problems faced by rural women; their multiple roles and their right to have access to adequate health care facilities (CEDAW 1979: article 14 (1). 
Distance and costs are not the major barriers facing Kiteto women only, but also Tanzanian women in general. As per Maestad, Tanzanian women face large barriers in seeking health care in general, but in particular due to demand factors such as lack of money, long distance and lack of transport (Mæstad 2007:v). Financial costs seem to be a major barrier against facility-based deliveries despite the fact that these services are supposed to be provided for free (ibid.: v). Further, another study revealed that:
 Tanzanian women would prefer to deliver at a health facility but commonly faced multiple barriers in accessing facility-based delivery, including the costs of preparing delivery, the distance to the closest facility, the lack of affordable transport at the time of labour, and the formal and informal charges incurred for delivery at facility (CARE International in Tanzania and Women’s Dignity, 2009 as cited in Research and Analysis Working Group 2009:62).
In framing Safe Motherhood in terms of Women’s Human Rights, the right to access health care services that will enable women to go safely through pregnancy and delivery is crucial (UN 1994: Chapter 7: A). Thus, Thaddeus and Maine three delays Model is vital to extensively analyse barriers that women face in accessing their reproductive right. Moreover, authors such as (Durojaye 2010:295) who have written on the aspects of maternal mortality in an African human rights perspective affirmed that three delays are some of the factors that lead to maternal death during pregnancy and childbirth. Other reasons include low status of women, early marriage and general lack of respect for women’s rights (ibid.:295).
Figure 4.3: Thaddeus and Maine 3 Delay Model
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4.3.1
Delay One – Decision to Seek Care
I was pregnant with twins. When labour pains started at home, I managed to deliver the first child successfully with the help of a TBA. However, the second child could not come out. Pains continued and the TBA could not assist much. After struggling for 6 hours, my husband then decided to rush me to the hospital. Unfortunately, I lost the second twin on the way (PI with a mother, Kiteto D.H, 26 August 2010).
From the empirical data, delay of a husband to rush a woman to the health facility may have been contributed by the financial costs and distance. Distance and cost often go hand in hand as considerations in the decision-making process, as longer distance entail higher transportation (Thaddeus and Maine 1994: 1094). Thus, distance and cost can affect decision to seek care at household level and eventually delay the woman to seek appropriate care. Further, due to social, cultural and economic factors including power relations embedded in the society, women cannot make decisions on their own. They depend on their spouses, relatives such as mother in laws or TBAs to make decisions even though such decisions affect their own health and well-being (ibid.: 1092). Such actors are ‘gate keepers’ who reveal the intersects of gender relations in Kiteto which eventually cause delay to seek care. Thus, delay to seek care can be fatal to women’s health and above all, it denies their right to safe motherhood as per ICPD (UN 1994:Chapter 7: A). Similarly, other authors have noted that “women may have to ask permission from husbands, mothers-in-law or and senior household males before being permitted to seek care (Mrisho et al. 2007:862). 
Decision to seek care becomes even harder when a woman’s spouse and relatives are not present to meet the financial needs. Thus, access to maternal health service is determined by ‘gate keepers’ and whether such ‘gate keepers’ have the financial ability to meet the costs. Thus, women’s decision making power is very crucial in the uptake of maternal health care. Gill et al. points out that studies which connected decision making with maternal health have reported that:
Women’s involvement in decision making on key aspects of life is very much associated with an increased use of maternal-health services. Moreover, the stronger the woman’s decision making power, the greater the effect on maternal health (Gill et al. 2007:1351).

Delay to seek care was also associated with education level of husbands. Studies conducted in Northern Tanzania, revealed that women whose husbands did not have any formal education were at high risks of maternal death (Bjørg et al. 2008:1). In Kiteto district, majority of the population including men have primary level of education. Besides, men are the heads of the families and decision makers. Thus, women’s risk of maternal death could be increasing basing on the husband’s level of education which could influence their decision making in matters related to pregnancy and childbirth (ibid.:2). In this regard, the woman’s right to have control and decide freely on matters related to reproductive health is being violated as per Beijing Platform for Action (UN Women 1995:Paragraph 96). 

4.3.2
Delay Two – Reaching to Health Facility
Even though timely decisions are made, there could be a delay in arriving at the health facility due to physical accessibility factors such as distribution of facilities, travel time from home to the facility, availability and cost of transportation and condition of roads (Thaddeus and Maine 1994:1092) which puts a woman at a high risk of maternal death. Empirical data below shows how distance can cause low utilization of health facility services and eventually reinforce the use of TBAs:
Women come to us because hospitals are far away. For example, sometimes labour pains start at night and a nearby hospital is 40km away. Since we live nearby and they have seen us assisting many women in the village, they come to us for assistance (FGD with TBAs, Matui Dispensary, 27 July 2011).
In framing safe motherhood as women’s rights, the right to access facility based delivery is essential during pregnancy and delivery. Data reveal that such access is denied due to distance which is against the reproductive rights of women (UN 1994:Chapter 7: A). Moreover, data reveals that right to access health care becomes more difficult due to the distribution of facilities:

….Kiteto is a large district with about 16,600 square Kilometres. It is not easily accessible in the rural areas. One can walk for more than 100km in search for a health facility. This is a difficult situation for an expectant woman (Telephone Interview with MCH Coordinator, 21 October 2011).
The uneven distribution of facilities has implications for travel distances between women and the closest facility, let alone a specialist referral hospital (Thaddeus and Maine 1994:1101). The woman’s condition can deteriorate with increasing delays in reaching a treatment facility, making the condition more difficult to treat once the facility is reached – that is, if the patient is still alive upon arrival (ibid.:1102). As indicated in earlier, Kiteto women expressed preference of delivering at the health facility however, barrier such as long distance put them off. Similarly, Mbaruku et al. conducted a study in Western Tanzania and found out that women preferred to deliver at the health facility but due to long distance and costs of travel, they end up going to the TBA (Mbaruku et al. 2009:8)…much as women expressed confidence in doctors and nurses than Traditional Birth Attendants (ibid.:11).

The effect of distance becomes stronger when combined with lack of transportation and poor roads (Thaddeus and Maine 1994:1094). Empirical data reveals that conditions of road are not good in Kiteto and sometimes impassable during rainy season:
Most of the facilities in Kiteto district are far located and the roads are impassable especially during rainy season. This even makes it difficult for us to conduct mobile health clinics during rainy season because the roads are impassable (Multiple Interview with HWs, Engusero Health Centre, 28 July 2011).

Delay reaching the health facility can be fatal to pregnant women and can make them vulnerable to maternal death. Women are right holders and thus their ‘demands’ need to be ‘supplied’ by the duty bearer (Maestad 2007). Majority of maternal death are associated with the structure and performance of health care services and could be avoided by improving accessibility and quality of reproductive health services offered to women (Wang 2010: 35). Thus, duty bearer under (ICESCR 1966: Article 12) and Maputo Protocol (ACHPR 2003: Article 14 (2a)) have the obligation to take all appropriate measures to provide adequate, affordable and accessible health services to everyone. Thus, (Van Leeuwen 2010:149) adds that when such measures are not provided by State Parties, this may imply that such States are not acting in accordance with their human rights obligations under the ICESCR. 

4.3.3
Delay Three – Receiving Adequate Treatment
Empirical data reveal that cost is a major delay in receiving adequate care in Kiteto. However, other factors such as poor referral system and shortage of supplies and equipment were noted (Thaddeus and Maine 1994:1092). In addition, quality of care and poor staff attitude as noted in 4.2.2 are other ‘supply factor’ that contribute to this delay (Maestad 2007:v). 
It was noted that, difficulties in obtaining emergency referral transport to enable women access health care services contribute to this delay. Usually, in case of emergency referral, health workers based at the lower level heath facilities communicate to the district hospital to request for an ambulance. However, it was indicated that “even if the ambulance is called on time, it can delay to go and fetch a pregnant woman” (MI with HWs, Engusero Dispensary, 28 July 2011). In addition, charges related to emergency transport such as costs of fuel, put client off from getting adequate treatment. Thus, delay adequacy of the referral system may put a woman at a risk of maternal death (Thaddeus and Maine 1994). However, other studies that have been conducted in Northern Tanzania suggest that, the quality of care offered (even after referral) may prove a deterrent which indicated that the poor quality of care in facilities was the main barrier to access health care (Olsen et al. 2005). 

Due to shortage of delivery supplies and equipment, women have to incur costs to purchase their own supplies whilst at the facility health care. From the study it was revealed that women have been asked to purchase some delivery supplies before delivery. Such costs (user fees) may delay women to receive treatment or push them away from utilizing health care services. Mrisho et al. (2007:865) pointed out that lack of money to pay for delivery kits, fare and food led women for home delivery. Further, user fees affected the right of poor women to access health care even in emergency cases (Mirsky 2001: 41). As noted earlier, there is a policy discrepancy regarding free maternal health care and actual implementation in the rural areas. As a result, women continue to suffer and are denied their right to access health care during pregnancy and childbirth.
Besides, three delays, Maestad add a fourth delay which is commonly identified in Tanzania which is “delayed recognition of danger signs” (Mæstad 2007:14). Facility-based deliveries with a skilled provider may reduce delays at all levels, but will probably have the strongest impact on the recognition of danger signs and the decision to seek care (ibid.:13). Thus, lack of proper skills of a midwife to identify danger signs and make referrals, lead to a delay that subject a woman’s health at risk of maternal death.
Despite all these shortages, hospital-based studies found that while a small number of maternal deaths are unavoidable, the large majority are either entirely or probably preventable (Thaddeus and Maine 1994:1102). Thus, in framing Safe Motherhood in terms of Women’s Human Rights, the duty bearer has the obligation to meet women’s right to safe delivery. The State has an obligation to provide special care and assistance entitled to women during motherhood (UDHR 1948: Article 25 and CEDAW 1979: Article 12). Finally, (Van Leeuwen 2010:149) noted that failure of States to provide for such services is a violation of human rights under the ICESCR. 
This chapter has discussed three arguments with regards to the right to access safe motherhood in Kiteto. It was noted that women have different perception with regards to safe motherhood and thus main argument was based on their multiple duties in the society that limit them from accessing safe delivery. Different experiences of women delivering at the TBA and at the health facility were also revealed. Women showed preference of utilizing facility based delivery to home delivery however main factors such as distance and costs limit them. Apart from main factor, other contributing factors causing delay were discussed according to the three delay model (Thaddeus and Maine 1994). Finally, it is worth noting that, the right to access health care in Kiteto is constrained by the intersections of gender and class relations that make it difficult for women to have safe motherhood.
Chapter 5: 
Conclusion and Recommendations
This chapter synthesises the analysis of findings presented in chapter 4 while paying a particular attention in answering field research questions which were raised in chapter 1. The discussions of the conclusion include the on-going initiative of training TBAs in Kiteto district, which the paper regards it as a right based approach towards reducing maternal mortality in the district. The paper finishes by giving suitable recommendations for reducing maternal mortality in Kiteto district.

5.1
Conclusion

Findings reflect that, women have different perceptions towards safe motherhood. Their silence at one point could imply that either they have little or no understanding of safe motherhood. However, for other women, safe motherhood is perceived as engaging in multiple duties apart from child bearing and delivery. Both of these findings suggest that safe motherhood is viewed as a normal issue and it does not matter to them whether they deliver safely or not. Therefore, in the umbrella of women’s reproductive rights, Kiteto women have inadequate understanding of their entitlement to protection and promotions of their human rights.  

Further, distance and costs were found to be major barriers in accessing health care services in Kiteto. In addition, the intersections of power relations were found to exist which limit women from accessing health care during pregnancy and delivery. In analyzing these barriers, Thaddeus and Maine (1994) three delays model was found to be applicable in the study context. Also, Maestad (2007) demand and supply factors were found to contribute to the delays. These delays may be are a violation of human rights under the human rights principles. 
Experiences of women towards home (TBA) and health facility delivery were found to be both positive and negative. Besides, women showed preference for using health facility services than home services despite the barriers mentioned above. However, findings suggest that both of the facilities have shortfalls that subject women to high risks of maternal death. Moreover, barriers to access health services significantly reinforced the use of TBAs which was noted to be associated with high risks of maternal death in Kiteto. 
TBAs are aware that their services are significantly needed by women but also discouraged by the government. They also believe that “health facilities have capacity and skills to handle EmOC” and thus they are cognisant of the fact that they have an “obligation to rush a woman to the health facility should a complication arise” (FGD with TBAs, Engusero Health Centre, 28 July 2011). 
As indicated in the previous chapter, TBAs are extensively used in Kiteto. Thus, Kiteto district hospital has made an initiative of training the TBAs so that they are able “recognize the danger signs during pregnancy and also emphasize TBAs to accompany mothers to the health facility” (Telephone Interview with MCH Coordinator, 21 October 2011).  Similarly, Maestad noted that the intervention of training TBAs is to motivate them to ensure delivery at a health facility and to recognize the danger signals that makes facility delivery crucial (Mæstad 2007:16). 
Through training TBAs, some regions in Tanzania have made progressive efforts in reducing maternal death. For instance, in the region of Kigoma (western Tanzania) “one district made an initiative of training the TBAs on how to identify danger signs and then introduced incentive mechanisms (such as soaps, sugar and Khanga) given to every TBA who escorts a woman to the health facility for delivery” (PI with Rose Mlay, WRATZ, 10 August 2011).

However, the Government of Tanzania does not encourage the use of TBAs and its position is in line with the WHO policy which regards TBAs as unskilled attendants since they are not formally educated and trained to manage complications and child birth (WHO 2004: 1). In the 1970-80s, WHO promoted the training of TBAs in countries where there were insufficient numbers of health professionals to give all women skilled care during their confinement (WHO 2006: 3). But, it was found that training of TBAs had little impact on maternal mortality and were unable to overcome deeply engrained cultural factors that put women at risks (ibid.:3). Similarly, during the study it was revealed that:   
In 2000, MoHSW in collaboration with WHO and UNICEF developed a TBA training manual which was piloted in few regions of Tanzania. After the evaluation it was discovered that TBAs are not trainable due to their level of education. It was observed that after such trainings, TBAs went back to their traditional way of doing things (that includes dirty environment, no gloves and so forth) (KII with Dr. Winani, Safe Motherhood Coordinator, Tanzania, 18 August 2011). 
Even though training of TBAs is no longer considered by the Government, Kiteto district finds it to be an immediate solution to address reduction of maternal death. Through continuous education, TBAs get to learn the importance of hospital delivery, identifying danger signs of pregnant women and encourage them to go to the hospital for delivery. In my opinion, this initiative is the right based approach towards improving maternal health in the district. 
Findings revealed that both places of delivery (health facility and TBAs) have gaps. It was noted that conditions at the health facilities are not of satisfactory level for instance lack of supplies and equipment, lack of privacy, poor staff attitude and level of cleanliness. Similarly the conditions at the TBAs are poor. Given the prevailing economic and social conditions, the government has not fulfilled the demand and supply factors (Maestad 2007) that ensures women’s right to safe motherhood is attained at the health facility. Thus, when a conducive environment for safe delivery is provided at the health facility, it is then appropriate for the government to discourage the use of TBAs. In my opinion, the best right based approach to address the gaps would be to work together (Government and TBAs) towards reducing maternal mortality.   

5.2
Recommendations

In reducing maternal mortality, the Government can consider the TBAs as a link between pregnant women and formal health system. If good mechanisms are put in place, TBAs can assist in making quick referrals; identify pregnant women in the community for antenatal clinic; document home childbirth and maternal death to the formal health system; and eventually increase facility delivery. Evidence suggest that TBAs can fulfil many roles including facilitating a transition to increased facility care (Lawn et al. 2008: 923). Thus, linking communities and facilities in a continuum of care is more effective in reducing maternal death than focusing on facility alone (ibod.:923).

Further, it is noted that “it is certainly better to consider TBAs as important allies and a positive link between women and formal health care system” (WHO 2006:3). However, in order for TBAs to provide such a link and assistance (transition) to the formal health system, the government needs to first recognize their roles in the community and support them. Thus, (Bergström and Goodburn 2001:77) argues that the main benefits from training TBAs appear to be improved referral and links with the formal health care system, but only where essential obstetric services are available. 
Reproductive health and rights education is crucial to Kiteto women to create awareness and overcome barriers to seek care. Mwaikambo (2010:11) emphasize that, it is crucial to educate women about how to access health care and empower them to demand quality health care for themselves and their children. Further, education can remove some cultural myths that I encountered during the study that “loss of life during childbirth is regarded as a misfortune” and not related to health care. Similarly, during the interview it was point out that “education makes someone to demand a right to health” and above all “to understand that this problem is epilepsy and not witchcraft issue” (PI with Rose Mlay, WRATZ. 10 August 2011). However, education to seek care is not adequate if appropriate care is not available at the facility where the woman is encouraged to go (Yamin and Maine 1999: 598). Thus, education should go along with improvement of quality of health care.
Due to inconsistent answers given by health workers on their understanding of safe motherhood it implies that health workers are not well informed about reproductive health issues. Therefore, continuous training and education of reproductive health to health workers is crucial so as to improve the quality of care. 
Lastly, policy discrepancies with regards to maternal fees exemption need to be revisited. Such discrepancy, deny Kiteto women their right to seek care and go safely through pregnancy and childbirth. Overall, political will is needed to extensively reduce maternal mortality, and thereby:

Everyone has  a  role  to  play  in  saving  the  lives  of mothers,  new-borns  and  children (Statement by the Former President of the Pan African Parliament, Hon. Getrude Mongella as cited in Mwaikambo 2010: 12). Indeed,  we  all have  a  role  to  play  in  reducing  the  high  maternal mortality. The interventions needed are simple and affordable. It can be done, just play your part (ibid.:12).

Appendices

Appendix I
Maternal mortality is statistically measured in three ways: maternal mortality ratio, maternal mortality rate and adult lifetime risk of maternal death. In this paper, maternal mortality ratio shall be referred to, which means number of maternal deaths during a given time period per 100,000 live births during the same time-period (WHO 2007:5).
Appendix II
This definition includes maternal deaths based on their causes as either direct such as obstetric complications of the pregnant state (pregnancy, delivery, and postpartum) or indirect such as deaths resulting from previous existing disease, or diseases that developed during pregnancy (WHO 2007: 4). 
Appendix III – Focus Group Discussion with Women
Location: Kiteto District Hospital

Date: 26 July 2011 and 29 July 2011
Number of women: 12 and 10 respectively

Theme 1: Delivery

1. At what age did you start giving birth?

2. Where did you deliver? 

3. Describe how was the delivery process? 

4. Was the midwife or TBA helpful before, during and after delivery?

5. Did you deliver safely or lost a child? 
6. Did you face any injuries after giving birth? (maternal morbidity)
Theme 2: Attitude and conduct of the HW.
1. How is the treatment of midwife at the health facility from antenatal visit to delivery?

2. Was she helpful during delivery?

3. Was the midwife older or younger than you?

4. Are you comfortable to be attended by a male health worker?

Theme 3: Attitude and conducts of TBAs.
1. How was the treatment of TBA before, during and after delivery?
2. Was she helpful during delivery?

3. Did you go with your own equipment? Gloves, razor blade,khanga?

4. Did you pay the TBA after the delivery? If so, how much?
Theme 4: Safe Motherhood

1. What do you understand by safe motherhood?  
2. What does it mean to be a mother in Kiteto district?

Appendix IV - Focus Group Discussion with TBAs
Location: Matui Dispensary and Engusero Health Centre

Dates: 27 July 2011 and 28 July 2011 respectively
Number of TBAs: 7 and 6 respectively

Theme 1: Experience of delivering women 
1. Tell me about your  work experience 

2. When did you start practicing this activity?

3. How many women do you deliver per week/month? How rewarding is it?

4. Why do you think women come to deliver to you and not to the health facility?

5. Do you refer women to the hospital in case of maternal complication?

Theme 2: Challenges of their work
1. What challenges have you encountered in the course of you work?

2. At any point, has a woman lost her life during delivery?

3. How do you view this loss?

4. Has any woman faced any injuries after deliveries? E.g. fistula – continuous urine discharge.
5. Has any woman you have attended lost a baby during delivery? ... If so, provide explanation.
6. How do you view this loss?

Theme 3: Hygiene and protective measures
1. What effort do you take to make sure that you have a clean place of delivery? 

2. Do you wear any protective gear while assisting during delivery?
3. Are you aware of disease like HIV/AIDS etc.? Do you talk to the pregnant women about it?
Theme 4: Gender relations
1. Do spouses or close relatives assist in escorting women to you?

2. In case of emergency referral, are they willing to hire a transport to the hospital?

3. Do they treat a woman with respect at this stage?
Appendix V – Key Informant Interview with Health Workers
Location: Kiteto District Hospital and Matui Dispensary

Dates: 27 July 2011 for both interviews.
Number of Health workers: 4 and 3 respectively
*Same questions were asked to:

1. Health Workers, Engusero Health Centre in a Multiple Interview – 28 July 2011

2. Dr. Winani, MoHSW, Key Informant Interview – 18 August 2011 
Theme 1: Maternal Mortality
1. Why is maternal mortality high in this district?

2. What causes maternal mortality in this district?

3. Do women attend antenatal clinic?

4. Do you assist pregnant women with ethical conducts?

Theme 2: Delivery

1. Why do women go to the TBA for delivery?

2. Are TBA practices recognized by health policies?

3. If yes, how is the government supporting/recognizing their work? 
4. Is there any guideline for TBAs activities?

5. Does it matter for women to be attended by male health worker? 

Theme 3: Safe Motherhood

1. What is your understanding of safe motherhood?
2. Do you think government is doing enough to make sure women have safe motherhood?

Appendix VI – Personal Interview with NGOs
These questions were asked to 3 NGOs
1. White Ribbon Alliance - 10 August 2011

2. Health Equity Group - 2 August 2011 

3. D-Tree International – Tanzania  - 18 August 2011

Location: Dar es Salaam

1. How do you describe the problem of maternal mortality in the country?

2. Do you think the government is doing enough? Please give reasons.
3. Do you think the NGOs are doing enough? Please give reasons.
4. What efforts/strategies does your NGO do to reduce maternal mortality?

5. Have you ever worked in Manyara region specifically Kiteto district?

6. If so, how far have you addressed the issue of maternal death in the district? 

7. If not, give your experience of maternal health interventions from another district that you have/still working.

8. Do you think TBAs practices contribute in reducing mortality or increase mortality? Why? 
9. Do aspects such as age, gender, class and ethnicity play a role in maternal death? If so, please explain.

10. Is it important to involve men in maternal health interventions? If so, please explain.

11. Have you been involved in any global network towards reducing maternal mortality? If so, please explain.
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� Unpublished material.


� These two terms shall be used interchangeably.


� Sisterhood method is used to obtain information by interviewing a representative sample of respondents about the survival of all their adult sisters (to determine the number of ever married sisters, how many are alive, how many are dead and how many died during pregnancy, delivery, or within six weeks of pregnancy) �ADDIN RW.CITE{{211 WHO 2007/f:6;}}�(WHO 2007:6)�. For more information on how DHS collect data on maternal mortality please visit � HYPERLINK "http://www.measuredhs.com/Topics/Maternal-Mortality.cfm" �http://www.measuredhs.com/Topics/Maternal-Mortality.cfm� 


� See appendix III, IV, V and VI for interview questions.


� Swahili is the national language of Tanzania.


� According to �ADDIN RW.CITE{{234 O'Leary, Z. 2009/f:195;}}�(O'Leary 2009:195)� multiple interview means interviewing more than one person at a time.


� Maternal Mortality ratio is 645 deaths per 100,000 live births (Kiteto District Profile 2010: 28)


� This covenant shall be referred to as ICESCR


� This protocol shall be referred to as Maputo protocol.


� Unpublished source.


� To name a few


� Gestation is the process or period of developing inside the womb between conception and birth. (Oxford Dictionaries (2011).The world’s most trusted dictionaries. OxfordUniversityPress.Accessed17September2011<� HYPERLINK "http://oxforddictionaries.com/�definition/gestation" �http://oxforddictionaries.com/�definition/gestation�>


� Unpublished source.


� Also referred to as postpartum haemorrhage injection. This injection is given to pregnant women to reduce and eventually stop bleeding.


� Emergence Obstetric Care


� Oxytocin is a technical term referred to “induce labour”. This is a hormone released by the pituitary gland that causes increased contraction of the womb during labour and stimulates the ejection of milk into the ducts of the breasts. (Oxford Dictionaries (2011) The world’s most trusted dictionaries. Oxford University Press. Accessed 15 September 2011 < � HYPERLINK "http://oxforddictionaries.com/definition/oxytocin" �http://oxforddictionaries.com/definition/oxytocin�>


� General Comment No.14 (2000).


� According to Kiteto District Profile (2010:28), 85% of women delivered at home leaving 15% of deliveries to occur at the health facility.


� In Swahili language we refer Khanga as a piece of cloth that women wrap themselves around their waist. Sometimes it can be used as a baby shawl or a bed sheet.


� For instance how to widen the cervix and induce the labour.
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