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The tyranny of distance: maternity waiting homes and access to

birthing facilities in rural Timor-Leste
Kayli Wild,? Lesley Barclay,® Paul Kelly® & Nelson Martins®

Objective To examine the impact of maternity waiting homes on the use of facility-based birthing services for women in two remote
districts of Timor-Leste.

Methods A before-and-after study design was used to compare the number of facility-based births in women who lived at different
distances (0-5, 6-25, 2650 and > 50 km) from the health centre before and after implementation of maternity waiting homes. Routine
data were collected from health centre records at the end of 2007; they included 249 births in Same, Manufahi district, and 1986 births in
Lospalos, Lautem district. Population data were used to estimate the percentage of women in each distance category who were accessing
facility-based care.

Findings Most facility-based births in Same (80%) and Lospalos (62%) were among women who lived within 5 km of the health centre.
There was no significant increase in the number of facility-based births among women in more remote areas following implementation of
the maternity waiting homes. The percentage of births in the population that occurred in a health facility was low for both Manufahi district
(99%) and Lautem district (17%), and use decreased markedly as distance between a woman'’s residence and the health facilities increased.
Conclusion The maternity waiting homes in Timor-Leste did not improve access to facility-based delivery for women in remote areas.
The methods for distance analysis presented in this paper provide a framework that could be used by other countries seeking to evaluate
maternity waiting homes.

Abstracts in G H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

Maternity waiting homes are residential facilities where
women who live remotely can wait before giving birth at a
hospital or health centre. The commonly accepted hypothesis
is that more women from remote areas would access birthing
facilities if they could wait for the onset of labour in a mater-
nity waiting home. Thus, the aim of implementing a maternity
waiting home strategy is to reduce maternal and perinatal
mortality by improving access to skilled birth attendance and
emergency obstetric care, particularly for women in rural and
remote areas.'

Maternity waiting homes have been documented in the
scientific literature since the 1960s.” In 1991, the World Health
Organization (WHO) highlighted the potential advantages of
implementing maternity waiting homes as part of a package
of essential obstetric services. WHO stated that: “More at-
tention should be focused on this little publicized, but highly
important, approach to obstetric care at first referral level
in rural hospitals, and the results should be evaluated and
published” Shortly afterwards, WHO released a review of
maternity waiting homes containing a list of what was needed
when establishing such homes as part of a national safe moth-
erhood programme.' The Safe Motherhood Action Agenda,
published in 1997, reinforced the need for further evaluation
of this strategy.*

Since being included as an option in the safe motherhood
programme, implementation of maternity waiting homes has
become an increasingly popular strategy in health systems in
developing countries. More countries are incorporating these

homes into ministry of health policy, often backed by United
Nations (UN) agencies and other large donors. Organizations
such as the United Nations Population Fund (UNFPA), The
World Bank and WHO have recently supported maternity
waiting home projects in countries as diverse as Afghanistan,
Cambodia, Eritrea, the Gambia, the Lao People’s Democratic
Republic, Lesotho, Maldives, Mongolia, Morocco, Mozam-
bique, Nepal, Sri Lanka and Timor-Leste.

Maternity waiting homes represent a significant invest-
ment in terms of construction, running costs and human
resources, and their efficacy is often contested among WHO
and UN country representatives. Furthermore, no research
has assessed whether women from remote areas are more
likely to use a hospital once a maternity waiting home is avail-
able. Two papers that reported on distance simply compared
distance from home for users of maternity waiting homes
and for those going directly to hospital.>* However, a study
design that assesses distance from home between two groups
after an intervention provides no indication as to whether
or to what extent maternity waiting homes improve access
for women in remote areas. A before-and-after study based
on place of residence for all women giving birth in a health
facility would provide a more accurate assessment of whether
the establishment of maternity waiting homes affects the use
of birthing services.

The implementation of maternity waiting homes in
Timor-Leste provided an opportunity to conduct a before-
and-after distance analysis. This analysis was possible because
of the unique way in which the homes were incorporated into
birthing facilities, given that all women who gave birth in the
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health facility also used the maternity
waiting home. This study reports on
the impact of maternity waiting homes
on the use of facility-based birthing
services by rural women in two districts
of Timor-Leste.

Methods
Study setting

Timor-Leste is a small country situ-
ated in the Indonesian archipelago. In
1999, after 25 years of occupation by
the Indonesian military, Timor-Leste
voted for independence. The history
of war, ongoing political instability,
limited infrastructure and poor social
determinants of health have combined
to produce one of the highest maternal
mortality ratios in the world, recently
estimated to be between 557 and 929
per 100 000 live births.”* The proportion
of women giving birth with a skilled
attendant continues to be low (30%),
and only 22% of women give birth in a
health facility.”

In 2005, the Timor-Leste Ministry
of Health and its technical advisers
developed the National Maternity
Waiting Home Strategy. The aim was to
improve access to facility-based delivery
for women in remote areas and thus
to reduce the high maternal mortality
rate.” Under this strategy, two maternity
waiting homes were piloted - one in
Lospalos, Lautem district, in the east
of the country, and the other in Same,
Manufahi district, in the south. Lospalos
and Same, being the district capitals,
had the only health centres equipped for
deliveries within their districts.

The maternity waiting homes were
promoted through community meetings
held at the beginning of the piloting pro-
cess, radio broadcasts and a television
commercial. A health promotion film
on the importance of facility-based de-
livery - Women’s War — was screened in
numerous villages across the country. In
addition, women were informed about
the maternity waiting homes at mobile
clinics and during antenatal visits. De-
spite this fairly extensive awareness cam-
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paign, it was difficult to reach women in
more remote areas because they gener-
ally lacked access to radio, television or
village-based health services.

As outlined in the national strategy,
any pregnant woman was eligible to stay
at the maternity waiting homes from
weeks 36 to 38 of gestation and for three
or four days after delivery.” Priority was
given to women with certain risk factors
(Table 1) and to those from rural areas.
In practice, no systematic referral or
data collection mechanism was in place
for women with risk factors, and the
maternity waiting homes catered to all
women regardless of their risk status.
Women were more likely to seek facility
delivery and use the maternity waiting
homes if they were having their first
baby, had experienced complications in
a previous pregnancy, or had a perceived
problem in the current pregnancy."’

The maternity waiting home in
Lospalos was a separate structure or
“wing” that was connected to the health
centre by a walkway; births took place
in the health centre’s delivery room. The

Table 1. Population, expected births and data for health centres and maternity waiting homes (MWHs) in Lautem and Manufahi

districts, Timor-Leste, 2007

Population or health service Lautem Manufahi
District population 67465 43949
Annual expected births 3070 2000

Health centres in the district 5 4

Health centres equipped for births 1 1
Midwives at health centre 7 7
Physicians at health centre 6 3

Travel time to nearest referral hospital 2 hours 4-6 hours
Electricity Generator (not 24/7) Generator (not 24/7)
Radio Not functioning in the year before the research Yes
Ambulances 1 2 (including 1 maternity ambulance from April 2007)
Date when MWH began functioning January 2005 February 2007
Cost of MWH (building + equipment) US$ 41000 US$ 60000
Monthly running costs for MWH US$ 2745 NA

MWH project funded by Medicos do Mundo, Portugal Red Cross, Monaco
Beds in MWH 8 5

Space for family to sleep in MWH No No

Kitchen for family to use in MWH No No

Food provided in MWH Yes Yes

Health education in MWH

User fees (MWH, delivery, medicine)
Criteria for admission to MWH

Cooking demonstrations and health education

held in the common room
Free

Women advised individually about nutrition and

family planning
Free

Women < 16 years or > 40 years of age; first birth; > 6 births; height < 145 cm; transverse lie or other

malpresentation; multiple pregnancy; antepartum haemorrhage; severe anaemia or pre-eclampsia;
documented 3rd degree tear in the past; previous stillbirth; prior delivery by caesarean section; desire
for tubal ligation immediately after delivery; or history of delivery with heavy bleeding, convulsions, by
forceps or vacuum.

NA, not available; 24/7, 24 hours 7 days a week; USS, United States dollar.
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maternity waiting home in Same was
built across the road from the health
centre and, because of the poor condi-
tions in the health centre, delivery facili-
ties were later moved from the health
centre to the maternity waiting home.
Because of lack of space at both health
centres, all women who delivered at the
health facility were accommodated in
the maternity waiting home before and/
or after giving birth.

The new maternity waiting homes
dramatically improved the physical
condition of the facilities available to
women before and after giving birth.
Families were happy with the cleanliness
and the fact that the home was a sepa-
rate space specifically for pregnant and
postpartum women, away from “sick”
patients. This resulted in greater user
satisfaction with birthing services at
both sites. Originally, maternity waiting
homes were intended to provide space
for two family members to accompany
each woman. However, on implementa-
tion, this policy was changed and family
members were allowed to visit only at
certain hours during the day. This was
largely a result of the way in which the
buildings were designed, with all women
kept together in one large room and no
additional space or separate rooms in
which to accommodate families. Chil-
dren were usually looked after by other
family members. The need for addi-
tional space for postpartum women and
families emerged as a common theme in
interviews with users.

No data were available on length
of stay at the maternity waiting homes,
either before or after birth. The only
information collected in health-centre
records was the date of delivery. Inter-
views with families and health centre
staff indicated that women tended to
come to the maternity waiting homes
when labour pains began and thus
would stay there for up to two days
before giving birth. A major advantage
of the new maternity waiting homes
was that women could stay from three
to seven days after delivery to receive
postpartum care.

Data collection

Ethical approval was obtained from the
Human Research Ethics Committee at
Menzies School of Health Research,
Australia. Permission to carry out the
study was provided by the Timor-Leste
Ministry of Health. This research was
conducted as part of a larger study in

which 124 interviews were conducted
with policy-makers, district health staff
and users of maternity waiting homes."’
For the quantitative component re-
ported here, data were collected directly
from birth registration books and en-
tered into a data-collection table. Indi-
vidual records were de-identified and
date of delivery, place of birth, type of
attendant and village of residence were
recorded. Any ambiguous entries were
clarified with the midwife. The travelling
distance to the village of residence was
then added to each record. Precise infor-
mation on distance was available from
UN police offices, which were located
in each district. UN staff had mapped
the distances by driving the routes and
measuring the kilometres travelled on
their odometers. It was important to
obtain local information on actual dis-
tance because roads labelled on maps
were often inaccurate or impassable,
and detour routes provided a more ac-
curate estimation of the actual distance
travelled. Other information (e.g. popu-
lation figures, maps and service targets)
was also collected from district offices,
UN agencies and local police stations.

Data analysis

Distance categories were developed
based on the divisions present in the
data and on biological plausibility. For
example, many villages were within
5 km, and a heavily pregnant woman
could possibly walk this far. In contrast,
50 km is a long way in the remote con-
text of Timor-Leste, even with trans-
port, and only a few villages were this
far away. It was therefore appropriate
to divide distance categories into 0-5,
6-25,26-50 and more than 50 km from
the health centre. These categories were
also used by Hgj et al. to assess the effect
of distance to the health facility on ma-
ternal mortality."" Entries with missing
village of residence were excluded from
the analysis. Statistical analysis was
conducted using Stata version 7 (Stata-
Corp. LP, College Station, United States
of America). A x* distribution test with
three degrees of freedom was used to
measure the difference in the distribu-
tion of births in these distance categories
before and after the intervention. A
P-value of less than 0.05 was the cut-off
for statistically significant differences.
The expected number of births
occurring in a health facility for each
distance category was also calculated
because such data are lacking for Timor-
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Leste. In contrast to the overall urban or
rural estimate that is currently available
for the country, this calculation can il-
lustrate the use of facility-based birth-
ing services as distance from the health
facility increases. Population figures for
each village were obtained from the dis-
trict offices in Same and Lospalos. Each
village was matched against its distance
from the health centre to calculate the
total population in each distance cat-
egory. To calculate the expected number
of births, the population was multiplied
by 0.045 (because 4.55% is the accepted
birth rate estimate for the country that
district health officials use to calculate
service targets). The observed number
of facility-based births was then divided
by the expected number of births in the
population to estimate the percentage of
women in rural and remote areas who
were accessing facility-based care when
a maternity waiting home was in place.
Pearson’s x* test for trends in ordinal
data was used to assess the decline in
the expected number of births for each
distance category. Again, a P-value of
less than 0.05 was the cut-oft for statisti-
cally significant differences.

Results
Same, Manufahi district

Most of the women who delivered in the
health centre in Same lived within a dis-
tance of 5 km, both before and after the
implementation of the maternity waiting
home (Table 2). As shown in Table 2,
there was no significant difference in the
distribution of births between distance
categories after the maternity waiting
home was implemented. This means
that women from remote areas were no
more likely to have a facility-based birth
once the maternity waiting home was
functioning than before it was available.

In 2007, only about 9% of all births
occurring in Manufahi district took
place in a health facility (Table 3). An
analysis by distance category showed
that for the women who lived within
5 km, 23% of expected births took place
at the health facility and the percentage
of facility-based births declined with in-
creasing distance from the health centre
(Table 3). However, this trend was not
statistically significant.

Lospalos, Lautem district

In Lospalos, 62% of the facility-based
births occurred among women who
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Table 2. Facility-based births in health centre before and after maternity waiting
homes (MWHs) were implemented, by distance from village of residence to
MWH, in Same, Manufahi district, and in Lospalos, Lautem district, Timor-Leste

Distance from MWH No. (%) before No. (%) after Total no. (%)° P
(km) MWH? MWH"

Same®

0-5 95 (83) 103 (77) 198 (80) -
6-25 12 (10) 24 (18) 36 (14) -
26-50 1(1) 1(1) 2(1) -
>50 7 (6) 6 (4) 13 (5) =
Total 115(100) 134 (100) 249 (100) 0.397
Lospalosf

0-5 291 (61) 948 (63) 1239 (62) -
6-25 98 (20) 329 (22) 427 (22) -
26-50 80(17) 205 (14) 285 (14) -
>50 11(2) 24 (2) 35(2) -
Total 480 (100) 1506 (101) 1986 (100) 0.258

@ January 2006 to January 2007 in Same; January to December 2004 in Lospalos.

® February to September 2007 in Same; January 2005 to November 2007 in Lospalos.

¢ January 2006 to September 2007 in Same; January 2004 to November 2007 in Lospalos.

4 P-value based on y* distribution test with three degrees of freedom.

¢ Atotal of 53 births in Same were excluded from the analysis owing to missing village of residence. Of the
missing entries, 43 were for July, August and September 2006, as the village of residence was not recorded
for any births occurring in those months. All missing entries dated from before the implementation of the

MWH.

" Village of residence was available for all births in Lospalos, and no birth was excluded from the analysis.

Table 3. Expected births and facility-based births, by distance from village of residence
to maternity waiting home (MWH) in Manufahi and Lautem districts,

Timor-Leste
Distance from MWH No. of expected Facility births® P
(km) births* No. % of expected births
Manufahi
0-5 592 137 23 =
6-25 574 29 5 =
26-50 237 1 0 -
>50 596 8 1 -
Total 2000 175 9 0.1096
Lautem
0-5 682 316 46 =
6-25 720 124 17 -
26-50 1209 82 7 -
>50 458 10 2 =
Total 3069 532 17 0.045

@ Based on 2007 population estimates.

® Facility births occurring from October 2006 to September 2007 in Same; facility births occurring from

December 2006 to November 2007 in Lospalos.

¢ P-value based on Pearson's x° test for trend with three degrees of freedom.

lived within 5 km of the facility, and
84% among women who lived within
25 km (Table 2). As in Same, there was
no significant difference in the distribu-
tion of facility births between distance
categories after the maternity waiting
home was implemented. This suggests
that women from remote areas were no

100

more likely to have a facility-based birth
once the maternity waiting home was
implemented than before it was available.

In 2007, about 17% of all births in
Lautem district took place in Lospalos
health centre, the only facility in
the district equipped for deliveries
(Table 3). As in Manufahi district,
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the number of facility-based births
and distance to the health centre were
inversely related. In Lautem, this trend
was statistically significant.

Discussion

The maternity waiting home strategy
was designed to overcome the tyranny
of distance for women in remote areas
of Timor-Leste. However, the results
showed that in both Same and Lospalos,
women who lived within 5 km of the
health centres were the group most
likely to use the accommodation fa-
cilities at the maternity waiting homes.
This finding is not consistent with the
results of two other studies that also as-
sessed the distance from home among
women using maternity waiting homes.
A study in Zambia showed an average
distance to home of 22 km for users of
a maternity waiting home, compared
with 13 km for those who went directly
to hospital.® In a study in Zimbabwe,
women who used a maternity waiting
home were more likely to live more than
40 km away (48%) than those who went
directly to hospital (22%).” However,
this comparison provides no basis for
knowing whether women using the
maternity waiting homes would have
gone to hospital anyway.

The analysis of the use of health
facilities before and after maternity
waiting homes were implemented in
Timor-Leste showed the proportion
of facility-based births did not in-
crease significantly among women who
lived more than 25 km away, in either
Manufahi or Lautem. Therefore, the
hypothesis that maternity waiting homes
improve access to facility-based birth for
women in remote areas of Timor-Leste
is rejected. This is not surprising, given
that more than 50% of Timorese women
surveyed in the 2010 Demographic and
Health Survey (DHS) claimed that both
distance and transport were major bar-
riers to seeking health care.” Maternity
waiting homes did not bring services
closer to women or improve transport;
thus, major barriers to accessing care
persisted despite the logic behind the
implementation of the homes.

Problems with record keeping at
the health centre led to the exclusion
of 18% of the births in Same from the
analysis; village of residence was not
recorded for three consecutive months
in 2006. Therefore, the findings from
Same should be interpreted with cau-
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tion. However, the pattern of use evident
in Same was similar to that in Lospalos,
where there were more births and all
records were complete.

The before-and-after study design
without a concurrent control group
provides limited evidence from which to
conclude that successful outcomes are a
result of the intervention. However, the
absence of an observed effect on facility-
based delivery is a significant finding
because it demonstrates that accom-
modation facilities, on their own, are
unlikely to have a major impact on the
use of services. Other authors discuss-
ing the maternity waiting home strategy
state that “a combination of approaches
may be most effective to overcoming
obstacles to care”’ The findings from
this research suggest that a more holis-
tic approach may be warranted. Use of
maternal health services in Timor-Leste
depends on a range of individual, social,
political and health-system factors."
Hence, the findings from this study may
not be generalizable to other settings. It
is important to accurately assess how
maternity waiting homes affect access
to care; the approach and distance
categories used in this study could be
replicated in other countries implement-
ing maternity waiting homes.

The percentage of births in the
population that occurred in a health

facility was low in both Manufahi (9%)
and Lautem (17%) and resembled the
rates found in the 2010 DHS (11% in
Manufahi and 21% in Lautem).” How-
ever, much greater inequities in access
were demonstrated by providing a
breakdown of the percentage of women
who accessed facility-based delivery
living at various distances from the
health centres. For example, the national
estimate that 53% of urban women ac-
cessed facility delivery compared with
12% of rural women’ disguises larger
gaps in use between those who lived
within 5 km of a health centre (23% in
Manufahi and 46% in Lautem) and those
who lived more than 50 km away (1% in
Manufahi and 2% in Lautem).

Conclusion

A before-and-after distance analysis
of the use of the first two maternity
waiting homes to be implemented in
Timor-Leste has demonstrated that,
contrary to its objectives, the strategy
of implementing such homes did not
result in a higher proportion of women
from remote areas giving birth in health
facilities in Lospalos and Same. Place
of delivery is prominent in many of
Timor-Leste’s health policies. Given
the failure of maternity waiting homes
to improve access for remote women,
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further research should be conducted to
determine which models of care increase
coverage and produce the best outcomes
for women and neonates. The results
of such research could then be used to
inform national policy. Fruitful areas
of research in Timor-Leste include the
impact of maternity transport services,
skilled attendance for home births, and
decentralization of birthing facilities to
subdistricts.

Since the early 1990s, WHO has
called for studies assessing the impact
of maternity waiting homes."** Because
the success of implementing such homes
will depend on the context, efforts
should be made to evaluate and publish
findings on the use of this strategy in
other countries. The methodology for
distance analysis presented here pro-
vides a framework for further research
using data collected routinely in rural
health centres.
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Résumé

La tyrannie de la distance: foyers d’hébergement pour futures mamans et accés aux centres de naissance dans le Timor-Leste

rural

Objectif Ftudier limpact des foyers d'hébergement destinés aux futures
mamans sur le recours aux services des centres de naissance par des
femmes appartenant a deux districts isolés du Timor-Leste.
Méthodes On a appliqué un mode détude avant-apres pour comparer
le nombre de naissances ayant eu lieu dans des centres de naissance
pour des femmes vivant a différentes distances (0-5, 6-25, 26-50 et
> 50 km) du centre de soins avant et apres la mise en place de foyers
d’hébergement pour futures mamans. Des données courantes ont
été recueillies dans les registres des centres de soins de santé fin 2007.
Elles faisaient état de 249 naissances a Same, district de Manufahi,
et de 1986 naissances a Lospalos, district de Lautem. Des données
démographiques ont servi a estimer le pourcentage de femmes ayant
accédé aux soins des centres de naissance pour chacune des catégories
de distance.

Résultats La plupart des naissances ayant été réalisées dans les centres
de naissance de Same (80%) et de Lospalos (62%) ont été enregistrées

pour des femmes vivant dans un rayon de 5 km de ces centres de soins
de santé. |l n'a pas été constaté d'augmentation significative du nombre
des naissances sétant produites dans des centres de naissance pour les
femmes vivant dans des zones isolées suite a la mise en place de foyers
d'hébergement pour futures mamans. Le pourcentage de naissances
intervenues dans un centre de soins de santé était faible a la fois dans le
district de Manufahi (9%) et dans celui de Lautem (17%) et le recours a
ces centres diminuait nettement plus la distance entre le domicile d'une
femme et le centre de soins de santé était importante.

Conclusion Les foyers d'hébergement pour futures mamans au Timor-
Leste n'ont pas amélioré I'accés a l'accouchement en centre de naissance
par les parturientes des zones isolées. Les méthodes d'analyse des
distances présentées dans ce rapport offrent un cadre susceptible détre
utilisé par d'autres pays cherchant a évaluer les foyers d'hébergement
pour futures mamans.

Pesiome

HECHOTVBM PacCcToOAHNA: CTalMOHapbl AnA 6epeme|-||-|b|x N [OCTYNHOCTb poAWIbHbIX AOMOB B CenbcKkon

mecTtHocTu Tumop-Jlecte

Lenb V13y4nTb BAVAHME CTAUMOHAPOB AN 6epemeHHbIX Ha YPOBEHb
MCNONb30BaHMA YCNYT POAUSIbHBIX JOMOB MXEHLMHAMW B ABYX
yOaneHHbIx parioHax Tumop-Jlecte.

MeTogapbl [ 1naH nccnenosaHna 4o 1 NOCe NOABNEHNA CTaLMOHAPOB
N 6epeMeHHbIX Obli NMPYMEHEH C LENblo CPABHEHWS KONMUYeCTBa
6ONBHUYHBIX POAOB Y KEHLMH, MPOXKMBABLIMX Ha Pa3NMUHbIX
paccToanuax (0-5, 6-25, 2650 1 > 50 KM) OT MeANUMHCKOro
UeHTpa. Tekywme faHHble Obin cObpaHbl Ha OCHOBaHWW 3anucel
B MeAMLMHCKOM LieHTpe B KoHUe 2007 1., OHW BKtoYanu B cebs
249 popos B Came, paiioH Manydaxu, 1 1986 pofos B Jlocnanoce,
paiioH Jlaytem. [laHHble O HaceneHun 6o MCronb3oBaHbl A
OLEHKM NPOLIEHTHOMO COOTHOLWEHMA XEHLLMH MO KaXkA0W KaTeropun
yIaneHHOCTW, MOMb30BaBLINXCA YCIyramm 00MbHWL,

Pe3ynbratbl bosrblwas YacTb 60nbHUYHBIX pofos B Came (80%) 1
Jlocnanoce (62%) vmena MecTo Cpeaun XeHLUMH, NPOXMBABLUKX B
npeaenax 5 KM oT MeAVLMHCKOro LeHTpa. He Obino 3HaunTenbHoro
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YBEMYEHNA KONMYECTBA OONbHUYHBIX POAOB CPEAN »KEHLLIVH B
6onee yaaneHHbIX pernoHax, HeCMOTPS Ha OTKPbITUE CTAaLMOHaPOB
ans 6epemeHHbIx. [poLeHT pofoB Cpear HaceneHuns, NPUHATBIX
B MeVUMHCKOM LieHTpe, Obl HU3KMM Kak B paioHe MaHydaxu
(9%), Tak 1 B parioHe Jlaytem (17%), a nonb3oBaHWe yCayramu
POJOBCMOMOMXEHNA 3aMETHO CHWXKANOCh MO Mepe yBennueHus
PACCTOAHWA MEXAY MECTOM MPOXMBAHA KeHLWMHbI 1 MEANLIMHCKAMM
yuypexaeHnamm.

BbiBopg CTauunoHapbl Ana 6epemeHHbiX B TuMop-flecte He
YAYULIMAW CUTYaUmio C AOCTYMHOCTbIO GONbHUYHBIX POJOB ANA
KEHLWMH B yAaneHHbIX pernoHax. Metofel aHanmsa paccToaHus,
npeAcTaBneHHble B HacToALleM AOKNafe, NpeacTaBaloT codom
OCHOBY, KOTOPas MOXET ObITb MCMOMb30BaHa APYIVMI CTPaHaMM,
CTPEMALMMUCA MPON3BECTM OLEHKY CBOMX CTaUMOHAPOB AnA
6epemeHHbIX.
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Resumen

La tirania de la distancia: hogares maternos y acceso a las maternidades en las zonas rurales de Timor-Leste

Objetivo Examinar qué impacto tienen los hogares maternos sobre
el uso de los servicios de las maternidades entre las mujeres de dos
distritos alejados de Timor-Leste.

Métodos Se utilizd un estudio tipo antes y después para comparar el
numero de alumbramientos en centros sanitarios entre las mujeres
que vivian a diversas distancias (0-5, 6-25, 26-50 y >50 km) del
centro sanitario en cuestion antes y después de la instauracion de los
hogares maternos. A finales de 2007 se recopilaron los datos rutinarios
procedentes de los registros de los centros sanitarios. Estos datos
incluyeron 249 nacimientos en Same, en el distrito de Manufahi, y
1986 nacimientos en Lospalos, en el distrito de Lautem. Se utilizaron los
datos sobre poblacién para calcular qué porcentaje de mujeres accedio a
la asistencia en centros sanitarios dentro de cada categorfa de distancia.
Resultados La mayoria de nacimientos en centros sanitarios en Same
(80%) y Lospalos (62%) se produjeron entre mujeres que vivian a menos

de 5 km de dicho centro sanitario. Tras la instauracién de los hogares
maternos no se observé un aumento significativo en el nimero de
partos en centros sanitarios entre las mujeres procedentes de dreas
mds alejadas. EI porcentaje de nacimientos en la poblacién que tuvo
lugar en un centro sanitario fue bajo tanto en el distrito de Manufahi
(9%) como en el distrito de Lautem (17%), y el uso de estos servicios
descendi¢ drasticamente cuanto mayor era la distancia entre el centro
sanitario y la residencia de la mujer.

Conclusién Los hogares maternos en Timor-Leste no mejoraron el
acceso a los servicios de asistencia al parto en centros sanitarios de
las mujeres procedentes de las zonas mas alejadas. Los métodos para
el andlisis de la distancia que se incluyen en este articulo ofrecen un
marco de trabajo que podrfan emplear otros pafses que deseen evaluar
la eficacia de los hogares maternos.
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