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Mobilizing communities to improve maternal health: results of

an intervention in rural Zambia
Tim Ensor? Cathy Green,® Paula Quigley,® Abdul Razak Badru,® Dynes Kaluba® & Tendayi Kureya®

Objective To determine whether a complex community intervention in rural Zambia improved understanding of maternal health and
increased use of maternal health-care services.

Methods The intervention took place in six rural districts selected by the Zambian Ministry of Health. It involved community discussions
on safe pregnancy and delivery led by trained volunteers and the provision of emergency transport. Volunteers worked through existing
government-established Safe Motherhood Action Groups. Maternal health indicators at baseline were obtained from women in intervention
(n=1775) and control districts (n = 1630). The intervention’s effect on these indicators was assessed using a quasi-experimental difference-
in-difference approach that involved propensity score matching and adjustment for confounders such as education, wealth, parity, age
and distance to a health-care facility.

Findings The difference-in-difference comparison showed the intervention to be associated with significant increases in maternal health
indicators: 14-16% in the number of women who knew when to seek antenatal care; 10-15% in the number who knew three obstetric
danger signs; 12—-19% in those who used emergency transport; 22-24% in deliveries involving a skilled birth attendant; and 16-21% in
deliveries in a health-care facility. The volunteer drop-out rate was low. The estimated incremental cost per additional delivery involving a
skilled birth attendant was around 54 United States dollars, comparable to that of other demand-side interventions in developing countries.
Conclusion The community intervention was associated with significant improvements in women's knowledge of antenatal care and
obstetric danger signs, use of emergency transport and deliveries involving skilled birth attendants.

Abstractsin ( ,<, H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

In Zambia, as in other low-income countries, maternal health
indicators have remained stubbornly resistant to improvement:
for example, the presence of skilled birth attendants at deliver-
ies has hardly increased in the past 20 years and the maternal
mortality ratio remains over 500 deaths per 100 000 live births.'
Two contributing factors have been consistently identified: (i) a
lack of knowledge about when to access health-care services,
which leads to delays in care seeking; and (ii) difficulties with
transportation, which lead to delays in reaching health-care
facilities.”* The problem of stagnating maternal health indica-
tors has probably been exacerbated by a counter-urbanization
trend, with people moving to more remote areas.” Although
most of the rural population of Zambia lives less than 8 km
from a health centre, the average distance to a health-care
facility equipped for safe delivery is more than 15 km.” The
2007 Demographic and Health Survey (DHS) in the country
reported that 57% of women in rural areas regarded distance
as a barrier to accessing health care when sick.’

In 2003, Safe Motherhood Action Groups were established
in Zambia as part of a national safe motherhood programme.
Initially, they were supported by the United Nations Popula-
tion Fund in North-West Province before being adopted by
the Government of Zambia in a national programme. Each
group serves a cluster of villages and is encouraged to meet
regularly in a communal area. The aim was to mobilize com-
munities to improve the health of women, men and children
and reduce the number of human immunodeficiency virus

infections. However, a lack of central coordination has meant
that communities often found it difficult to know how to use
these groups and, as a result, many of these remain dormant.
Our intervention involved revitalizing Safe Motherhood
Action Groups to raise awareness of the need to prepare for
pregnancy complications and delivery. The main aim was to
improve both understanding of maternal health and access to
maternal health-care services. Our approach was predicated
on the assumption that women require not only knowledge
about when they should seek skilled help but also their hus-
bands’ approval for care seeking, which can be encouraged
by community leaders. There is growing evidence that better
utilization of maternal health-care services depends on mobi-
lizing the entire community.*” For example, in a programme
for improving birth preparedness in Nepal that focused only
on women, knowledge of obstetric danger signs increased but
there was little change in the proportion of deliveries involv-
ing a skilled birth attendant.® It was suggested that the lack of
progress occurred because education was provided only for
women and not for the whole community and because other
barriers to health care, such as the cost of getting to a facility,
persisted. Our intervention involved the whole community.

Methods

We adopted a quasi-experimental approach to evaluating the
effect of a complex community-based intervention that was
devised to reduce barriers to the use of maternal health-care
services and to increase deliveries involving a skilled birth
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attendant. The intervention was novel
because it involved the whole commu-
nity and emphasized social approval and
its ability to bring about changes in be-
haviour. The involvement of men, older
women and community leaders is vital
in places where behaviour is dependent
on their approval. In our intervention,
men were encouraged to become emer-
gency transport drivers, community
leaders were invited to train as commu-
nity volunteers and older women, who
are often traditional birth attendants,
were encouraged to become mother’s
helpers and were trained to recognize
obstetric danger signs. This reduced
the likelihood that older women would
pressure younger women to conform to
dangerous practices.

The intervention involved improv-
ing the effectiveness of Safe Motherhood
Action Groups by training volunteers
and developing and strengthening
systems in the community that help
women get to heath-care facilities, such
as existing arrangements for emergency
transport. In practice, training was
cascaded across communities: core
trainers trained lead volunteers at dis-
trict health offices and lead volunteers,
in turn, trained volunteers within each
community. Since the literacy level of
volunteers and communities was poor,
we adopted a largely paper-free ap-
proach to training volunteers and to
communicating with communities.
Each trained volunteer coordinated a
cycle of four community discussions
on safe pregnancy and delivery, with
additional discussions on neonatal care.
Both women and men were encouraged
to participate. In addition, communities
were encouraged to develop plans for
helping women access maternal health
services, which included ensuring that
transport was accessible and that people
(i.e. “mother’s helpers”) were available to
assist with child-minding or to accom-
pany women to health-care facilities.
Communities were also asked to think
about other actions that could be taken
to ensure that pregnant women were
taken to a health centre in an emergency
(e.g. the introduction of a local “law”),
to consider social issues that could have
a bearing on maternal health, such as
violence against women, and to ensure
that women without family or other
support were included in any initiatives.
Although there was some investment in
equipment and supplies at health-care
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facilities in the intervention areas, most
was provided towards the end of the
intervention period and was unlikely to
have had a substantial impact on the use
of maternal health-care services.

The intervention was also intended
to reduce the delay many women experi-
ence in reaching health-care facilities.
The distances involved and the poor
road conditions mean that, for rural
communities, travel is often slow and
may be dangerous. Moreover, emer-
gency transport to hospitals is seldom
available at health centres. As part of
the intervention, community transport,
appropriate to the terrain, was provided
for groups of two or three villages. In
most cases, bicycle ambulances were
provided but, in areas where the terrain
was particularly uneven or sandy, com-
munities were given ox or donkey carts.
One community, which is situated next
to a river, was provided with a boat. In
addition, health centres were provided
with motorcycle ambulances. Each com-
munity identified a group of volunteers
who were willing to operate and main-
tain the vehicles and some basic training
was provided through the intervention.
Follow-up reviews revealed that, in
most cases, the vehicles had been well
maintained by the communities and
that additional vehicle operators were
being recruited and trained. Informa-
tion on the use of emergency transport
during the intervention period was
obtained by asking women if they had
used community transport or transport
provided by a health-care facility to
reach a health-care facility or hospital
for delivery. Additional information on
transport was available through a com-
munity monitoring system, which was
established as part of the intervention
to report on women’s use of emergency
transport and of health services, such as
antenatal care.

The intervention was implemented
in six districts selected by the Zambian
Ministry of Health largely because they
were not already receiving substantive
assistance from donors to improve
maternal health. Three districts -
Serenje, Mongu and Choma - took
part in phase one, which started in
July 2011, and three - Chama, Kaoma
and Mkushi - took part in phase two,
which started in January 2012. As a
result of the experience gained in phase
one, implementation of the interven-
tion - the procurement of vehicles, for
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example — was slightly quicker in phase
two. Otherwise the interventions were
identical. Two catchment areas were
selected for the intervention in Serenje,
Mongu, Choma and Chama, three
were selected for Kaoma and one was
selected for Mkushi. Each district had
a basic emergency obstetric care centre
to which smaller health centres or posts
were most likely to refer patients. The
intervention covered about 25% of the
population of each district and included
a total of 250000 inhabitants. In addi-
tion, data were collected in five control
districts with similar maternal health
indicators to monitor changes over time.
Any spill-over effects of the intervention
were minimized by ensuring that control
districts were not adjacent to interven-
tion districts.

A baseline survey of recent births
was conducted between December 2010
and May 2011 in both intervention and
control districts to assess: (i) current use
of maternal and neonatal health-care
services; (ii) knowledge of maternal
care, including when antenatal care
should first be received, and of obstetric
danger signs; and (iii) use of community
systems that help women obtain care,
such as savings schemes and emergency
transport (Table 1). A list of all births in
the three months before the survey in
each area was made using information
provided by Safe Motherhood Action
Groups. The sample size of women who
had recently given birth was 3405 at
baseline: 1775 in intervention districts
and 1630 in control districts. In the
final survey, which was carried out in
October 2012, the sample size was 2788:
1445 in intervention districts and 1343
in control districts.

For any intervention for improving
maternal health care, it is important to
know whether it is sustainable, scalable
and cost effective. Although a full cost-
effectiveness analysis was outside the
scope of this study, we examined some
of the costs involved. The main start-
up costs were for training volunteers
and providing vehicles. We assumed
that 20% of volunteers would drop out
of the programme each year. The main
recurrent costs were for maintenance of
vehicles and transportation. As a sum-
mary measure, we used the incremental
cost per additional delivery involving a
skilled birth attendant.

Ethical approval for the study was
obtained from the University of Zambia
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Table 1. Maternal health indicators in intervention and control districts before and after the intervention, 2010-2011, Zambia

Indicator Control districts Intervention districts

Baseline survey Final survey Baseline survey Final survey
(n=1630) (n=1343) (n=1775) (n=1445)

No. (%) of women who used emergency transport 21(1.3) 20(1.5) 12 (0.7) 215(14.9)

No. (%) of women who knew three obstetric danger 761 (46.7) 588 (43.8) 959 (54.0) 883 (61.1)

signs

No. (%) of women who knew they should receive 924 (56.7) 851 (63.4) 847 (47.7) 1046 (72.4)

antenatal care in the first trimester

No. (%) of women who received 4 or more antenatal 587 (36.0) 577 (43.0) 579 (32.6) 650 (45.0)

care visits from a skilled birth attendant, with the

first in the first trimester

No. (%) of deliveries involving a skilled birth 660 (40.5) 618 (46.0) 731(41.2) 984 (68.1)

attendant

No. (%) of deliveries involving a skilled birth 618 (37.9) 596 (44.4) 706 (39.8) 946 (65.5)

attendant at a health-care facility

No. (%) of women who received postnatal care 618 (37.9) 646 (48.1) 604 (34.0) 670 (46.4)

within 6 days

No. (%) of women who used modern contraception 453 (27.8) 424 (31.6) 364 (20.5) 449 (31.1)

immediately after giving birth

Biomedical Research Ethics Committee.
All study participants were provided
with, or had read out to them, an in-
formed consent form approved by the
ethics committee. The form provided
information on the study, on how data
would be used and on the participant’s
right to withdraw at any time.

The indicators used to assess the
effect of the intervention on mater-
nal health care were, before delivery,
knowledge that antenatal care should
first be received in the first trimester,
receipt of antenatal care, knowledge of
obstetric danger signs (i.e. fever, dis-
charge, blood loss, severe headache and
retained placenta) and use of emergency
transport and, subsequently, delivery
involving a skilled birth attendant,
delivery at a health-care facility, receipt
of postnatal care within 6 days and use
of modern contraceptives after giving
birth. Changes in these indicators due
to the intervention were assessed using
a difference-in-difference approach that
involved a proxy counterfactual drawn
from households in control districts.
This approach controls for confounding
factors and for any general changes that
would have occurred over time in the
absence of the intervention.

The basic equation used in the
difference-in-difference approach was:

Y=B,+BT+BI+BTI+yX+e

where Y is the binary response variable
(e.g. delivery at a health-care facility
or knowledge of three obstetric danger
signs), T'is a time variable (baseline =0,
final survey=1), I is the intervention
variable (intervention district=1, con-
trol district=0), X is a vector of covari-
ates, including education (i.e. highest
level achieved), household wealth, the
woman’s age and parity and the distance
of the woman’s home from the health
centre. The impact of the intervention
is expressed by the parameter f3,, §, is
a measure of the general change in the
response variable between baseline and
final surveys, f3, represents the general
difference in the response variable be-
tween intervention and control areas,
B, is a constant, y is a vector represent-
ing the impact of covariates and e is an
error term.

Since the accuracy of the difference-
in-difference approach is greater if time
trends in the control and interven-
tion groups are similar and the time
trends are more likely to be similar if
the characteristics of the individuals in
the groups are broadly similar, we used
propensity score matching to match
individuals in intervention districts with
similar individuals in control districts.
Individuals without a close match were
excluded from the analysis. Three types
of propensity score matching were used:
(i) nearest-neighbour matching, which
provides a one-to-one match between an
observation in the intervention group
and the nearest observation in the con-

Bull World Health Organ 2014,92:51-59 | doi: http://dx.doi.org/10.2471/BLT.13.122721

trol group; (ii) calliper matching, which
matches observations within a defined
distance (i.e. the difference in propen-
sity score between an observation in
the intervention group and the near-
est observation in the control group);
and (iii) radius matching, which takes
a weighted average of all observations
within a defined distance. Matching
reduced the average difference between
control and intervention areas to below
10% for most key characteristics. The
remaining differences were controlled
for by including the relevant charac-
teristics in the difference-in-difference
specification.

Results

For both phases of the intervention,
significant increases were observed
between baseline and final surveys in
the proportion of women who (i) knew
they should receive antenatal care in the
first trimester, (ii) knew three or more
obstetric danger signs and (iii) used
emergency transport (Table 2). Data
from the community monitoring system
confirmed the magnitude of the increase
in the use of emergency transport.

The final survey showed that 75%
of deliveries took place at a health-care
facility after the intervention compared
with 49% before. In general, there were
improvements in all six intervention
districts in the proportion of deliveries
that involved a skilled birth attendant
and that took place at a health-care
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Table 2. Percentage point change in selected maternal health indicators associated with the intervention, by intervention phase,

2011-2012, Zambia

Indicator No. of women (%) Change P Change reported by community

Baseline survey Final survey (percfentage monitoring sys.tem (percentage
points) points)

Districts in phase 1

All women 1140 (100) 927 (100) NA NA NA

Women who knew they should receive 584 (51.2) 684 (73.8) 226 <0.01 ND

antenatal care in the first trimester

Women with adequate knowledge of 637 (55.9) 567 (61.2) 53 <0.01 ND

obstetric danger signs®

Women who used emergency transport® 8(0.7) 149 (16.1) 154 <001 15.7

Districts in phase 2

All women 635 (100) 518 (100) NA NA NA

Women who knew they should receive 263 (41.4) 363 (70.1) 28.7 <0.01 ND

antenatal care in the first trimester

Women with adequate knowledge of 322(50.7) 316 (61) 10.3 <0.01 ND

obstetric danger signs®

Women who used emergency transport¢ 4(0.6) 66 (12.7) 12.1 <0.01 14.7

NA, not applicable; ND, not determined.
¢ P-values were calculated using the Welch t test.

b Adequate knowledge was defined as being able to recall three or more obstetric danger signs.
¢ Use of emergency transport in the community or at a health-care facility when the woman last gave birth.

facility and in the proportion of women
who received appropriate antenatal and
postnatal care and who used modern
contraception after giving birth (Fig. 1).
In particular, the proportion of deliver-
ies involving a skilled birth attendant
increased in all districts; only the in-
crease in Mkushi was not significant.
Although improvements were generally
observed in all other indicators, the pro-
portion of women who received four or
more antenatal care visits decreased in
Serenje and the proportion who received
postnatal care within 6 days of delivery
decreased in Mongu and Mkushi. We
believe that the decrease in postnatal
care may have been an artefact of the
data collection process because respon-
dents often rounded up the time when
they received care to the nearest week.
Hence, care that was actually received
within 6 days was recorded as occurring
outside this period.

The difference-in-difference ap-
proach, both with and without propen-
sity score matching, showed that the in-
tervention was associated with a greater
increase in maternal health indicators in
intervention districts than control dis-
tricts (Table 3). Depending on the type
of matching applied, the proportion of
women who used emergency transport
increased by between 12.4 and 18.7%;
the proportion who knew that antena-
tal care should be provided in the first
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Fig. 1. Absolute percentage change in selected maternal health indicators associated
with the intervention (difference between baseline and final surveys), by
district, 2011-2012, Zambia
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= Women who received postnatal care within 6 days

1 Women who used modern contraception immediately after giving birth
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¢ Appropriate antenatal care was defined as the receipt of antenatal care four or more times, with the first
time in the first trimester.

trimester increased by between 14.5and  involved a skilled birth attendant at a

15.7%; and the proportion who knew
three obstetric danger signs increased
by between 10.3 and 14.9%. In addi-
tion, the proportion of deliveries that

health-care facility increased by between
16.4 and 21.0% and the proportion that
involved a skilled birth attendant out-
side a health-care facility increased by
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between 9.0 and 16.7%. The increase in
the proportion of women who received
four or more antenatal care visits and in
those who received postnatal care within
6 days was not significantly different
from the increase observed in control
districts. Data from the community
monitoring system, which provided in-
formation to the end of 2012, 2 months
after the final survey, indicated that just
over 70% of women received postnatal
care during 2012.

The start-up cost of training volun-
teers was 408 United States dollars (US$)
per neighbourhood committee, each of
which covered four Safe Motherhood
Action Groups on average; training was
provided for the lead volunteer, regular
volunteers and follow-up support. The
start-up costs for vehicles were annual-
ized according to their assumed useful
life (Table 4). We found that around 5%
of volunteers dropped out of the pro-
gramme each year, rather than the 20%
anticipated. Recurrent costs included
the cost of maintenance, which was a
proportion of the start-up cost (Table 4),
and the cost of the fuel or animal feed
used while transporting women to a
health centre or hospital. Also included
was the cost of a project staff member
with a social development or nursing
background who was assigned to each
district to manage the programme and
organize training in partnership with
members of the District Health Manage-
ment Team. The estimated annual cost
of running the programme in the six
districts, including annualized capital
and recurrent costs, was US$ 115489,
which is equivalent to US$ 0.46 per
capita or US$ 15 per delivery involving
a skilled birth attendant. Our analysis
indicates that the intervention was
responsible for an increase of 20% in
deliveries involving a skilled birth atten-
dant, which corresponds to an increase
of 1694 deliveries. Consequently, the
incremental cost per additional delivery
involving a skilled birth attendant was
US$ 68. If the intervention were imple-
mented in all areas of the six districts,
the total cost would be US$ 386 389, the
per capita cost would be USS$ 0.37, the
cost per delivery would be US$ 12 and
the incremental cost per delivery would
be US$ 54.
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Discussion

The intervention was associated with
significant improvements in women’s
knowledge of when they should receive
antenatal care and of obstetric dangers
signs, in the use of emergency transport,
in deliveries involving a skilled birth
attendant and in the use of modern
contraception. However, the increase in
the proportion of women who received
four or more antenatal care visits and
in those who received postnatal care
within 6 days was not significant, which
may have resulted from women or in-
terviewers rounding up the time when
they received care to the nearest week.

Since we used a quasi-experimental
approach to evaluate changes in a rela-
tively small total population of 250 000,
the findings are necessarily weaker
than if randomization had been used.
Moreover, the intervention was complex
and incorporated several activities in
the community. Consequently, it was
not possible to separate out the effect
of individual components, particularly
since an underlying principle of the
intervention was that community mem-
bers themselves should decide on the
details of its implementation. Increasing
the use of maternal health-care services
probably depends on a combination of
better community knowledge, the de-
velopment of strategies to prepare for
birth and the provision of emergency
transport.

We found that the incremental
cost per additional delivery involving a
skilled birth attendant would be US$ 54
if the intervention were implemented

Tim Ensor et al.

throughout the six districts studied.
This cost is comparable to that of other
demand-side interventions in develop-
ing countries. For example, in a maternal
incentive scheme in Nepal, the estimated
cost of each additional delivery at a
health-care facility was around US$ 110
and the cost of a voucher scheme in
Bangladesh was US$ 70 per delivery.”"

Since our intervention was largely
dependent on community volunteers,
retention was a key issue. We did not
offer material incentives to volunteers
apart from small items such as T-shirts
(for identification), pens and exer-
cise books. Vastly different volunteer
drop-out rates have been reported by
other programmes: one study in urban
Bangladesh had a drop-out rate of 90%
in the year after training, whereas a
programme developed for rural areas
in Uganda had a rate of only 14% after
18 months.''* Early indications are
that the drop-out rate in our interven-
tion areas in Zambia was low, at around
5%. Moreover, an analysis conducted
towards the end of the 18-month imple-
mentation period found rates ranging
from 1 to 12% (mean: 5.4%) in the six
districts.” Two factors that may be im-
portant for retaining volunteers are the
time that has to be devoted to the work
each week (for our intervention, the
average was 3 hours) and a strong belief
in the value of the programme, which
would ensure a high level of intrinsic
motivation.

Steps are now underway to absorb
the intervention into a government
programme. The function of the proj-
ect staff members who managed the

Table 4. Cost of emergency transportation to a health centre or hospital, 2011-2012,

Zambia
Vehicle Start-upcost  Usefullife  Annual maintenance cost  Cost per trip
(US$)? (years) (% of start-up cost) (US$)2
Bicycle 710 6 10 0
Ox cart 2088 12 10 13
Donkey and cart 1453 12 20 13
Boat 1679 12 10 0
Motorcycle 6327 6 20 24

USS, United States dollar.

2 Costs were recorded in pounds sterling (£) and converted at a rate of £1 to USS 1.52.
® The cost per trip is the average cost of the fuel or animal feed needed for each return trip of a woman
from the community to a health centre or hospital. No fuel was consumed by the boat or bicycle.
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programme and organized training
will be taken over by district offices,
which are now in the process of scaling
up the intervention. It is encouraging
that implementation took less time in
districts that participated in the second
phase of the intervention. Although
there remain concerns about the loss of

will be phased out over time once social
approval for the behavioural changes
promoted by the intervention is estab-
lished. It will be interesting to see how
this affects sustainability. Future evalu-
ations should monitor whether change
becomes self-perpetuating and, if so,
how long volunteers need to be active
for this to occur. W
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Résumé

Mobiliser les communautés pour améliorer la santé maternelle: résultats d'une intervention dans les zones rurales de la Zambie

Objectif Déterminer si une intervention communautaire complexe
dans les zones rurales de la Zambie a amélioré la compréhension de
la santé maternelle et augmenté ['utilisation des services de soins de
santé maternelle.

Méthodes Lintervention a eu lieu dans six districts ruraux choisis
par le ministere de la Santé zambien. Cela impliquait des discussions
communautaires sur le théme de la grossesse et de I'accouchement
sans danger, dirigées par des bénévoles formés, ainsi que la fourniture

Bull World Health Organ 2014;92:51-59

doi: http://dx.doi.org/10.2471/BLT.13.122721

de transports d'urgence. Les bénévoles ont travaillé par le biais des
groupes d'action pour une maternité sans risque existants, créés par le
gouvernement. Les indicateurs de santé maternelle de référence ont été
obtenus aupres de femmes dans les districts de lintervention (n=1775)
et dans les districts témoins (1= 1 630). Les effets de l'intervention sur
ces indicateurs ont été évalués a I'aide d'une approche de la différence
du deuxiéme degré quasi expérimentale, quiimplique I'appariement et
I3justement des coefficients de propension, tels que le niveau détude, la
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richesse, la parité, I'dge et la distance pour se rendre a un établissement
de soins de santé.

Résultats La comparaison de la différence du deuxieme degré a
montré l'intervention a associer aux augmentations significatives des
indicateurs de santé maternelle: 14-16% du nombre des femmes qui
savaient quand demander des soins prénatals; 10-15% du nombre
des femmes qui connaissaient trois signes de dangers obstétricaux;
12-19% du nombre des femmes qui ont utilisé un transport d'urgence;
22-24% des accouchements impliquant un accoucheur qualifié; et
16-21% des accouchements dans un établissement de soins de santé.

Tim Ensor et al.

Le taux d'abandon des bénévoles était faible. Le colit marginal estimé
par accouchement supplémentaire impliquant une sage-femme était
denviron 54 dollars, ce qui est comparable aux autres interventions coté
demande dans les pays en voie de développement.

Conclusion Lintervention communautaire était associée a des
améliorations significatives des connaissances des femmes sur les
soins prénatals et des signes de dangers obstétricaux, I'utilisation des
transports d'urgence et les accouchements impliquant des accoucheurs
qualifiés.

Pesilome

I'IpMBnequme MEeCTHbIX CO06LLEeCTB K MOBbILLIEHUNIO KaYecTBa 340poBbA MaTepe|7|: pe3ynbTaTtbl NpoBefeHNA

MepOonpUATUIL B CENbCKUX pernoHax 3amoun

LUenb Onpepnenvtb, MOMOMIO M NPOBeAeHNe KOMMIEKCHbIX
MEPOMNPUATII B MECTHBIX COOBLLECTBAX CENbCKNX PETVIOHOB 3ambum
YNYULWWTb MOHKMMAHVE B BOMPOCAX OXPaHbl 3A0POBbA MaTepei 1
6onee akTMBHOMY WCMOSBb30BAHMIO YCIYT 34PaBOOXPaHeHNA 15
matepen.

MeToabl MeponpuaTna NPOBOAMNNCH B WECTU CeNbCKUX
pervioHax, BblopaHHbIX MUHUCTEPCTBOM 3[]PAaBOOXPAHEH NS
3ambun. B nporpammy Meponpuatnii Bxoaunu obCyxaeHuns
C npeacTaBuTeNnsamMM coobllecTsa BONPOCOB O Hbe3onacHom
6epemMeHHOCTH U poaax, NPOBOAVMbIE MOATOTOBAEHHbBIMN
BOSIOHTEPAMY, a TaKxe npefocTaBeHve aBToMobunen ckopom
MeaVUMHCKOW nomouwwn. BonoHTepsl OCyLecTBAANN CBOIO
NeATeNbHOCTb NyTeM B3aUMOAENCTBMA C OPraHyM30BaHHbIMU
NpPaBUTENbCTBOM VIHULMATVBHBIMK TPYMNNaMmn no obecneyeHuio
6e30MacHOro MaTepUHCTBA. VIcxodHbIe MOKa3aTenn OXpaHbl 30POBbS
maTepel Obinvi MoMyYeHbl OT YUYaCTBYIOLIMX B MEPOMPUATUSX KEHLLMH
(n=1775), a Takxe 13 KOHTPOSbHbIX pernoHoB (n=1630). BanaHre
MepOonpUATUIA Ha 3TU MOKa3aTenu OLUEeHVBaNoCh C MOMOLLbIO
KBa3M3KCNePUMEHTaNbHOroO NOAX0Aa C OLEHKOWM pa3HuLbl B
PA3IMUMISX, YTO BKIKOYANO B Ce0s HeNapameTpriecKnii MeToa oTbopa
NoAo6HOro NO KOIOPULIMEHTY CKNOHHOCTM 1 BHECEHVIE MOMPaBoOK
ana GakTopoB, BANAIOLWMX Ha pe3ynbTaThl, TaKUX Kak 06paszoBaHue,
6narococtosHme, pasmep NMOTOMCTBA, BO3PACT U paccToAHMe 10

YUPEXAEHNA 30PaBOOXPAHEHVIA.
Pesynbratbl CpaBHEHVIE METOAOM OLEHKM Pa3HULbl B Pasinymax
roKasasno, YTo NPOBEAEHHbIE MEPOMPUATUAA 3HAUNTENBHO YTy UL
roKasaresiv OxpaHbl 300poBbA MaTepen: Ha 14-16% yBennunnoch
KONMMYECTBO KEHLLMH, KOTOPbIE 3HaNW, FAE MOXHO MPOWTY SJOPOA0BOE
HabnofeHvie; Ha 10—15% yBENMUMNOCh KONMUYECTBO NIOfeN, 3HAIOLMX
TPW MHAMKATOPA OMAacHOCT NPV POAOBCNOMOXeHWY; Hal2—-19%
YBENMUMAOCh KONMYECTBO TeX, KTO BOCMOSb30BaNCA aBTOMOOUAAMM
CKOPOW MOMOLWW; Ha 22-24% yBeNNYMNOCh KONMYeCTBO POAOB
C y4acTmeMm OMbITHOroO akywepa; 1 Ha 16-21% ysBennynnocb
KONMYECTBO POLOB, MPUHATLIX B YUPEKAEHVAX 3APABOOXPAHEHNA.
MPOLEHT OTCEABWMXCA BONIOHTEPOB OblNl JOCTAaTOUHO HU3KMM.
PacueTHOE yBenmuyeHre PacxofoB Ha Pofbl C Y4acTem OMbITHOrO
aKylepa coctasmno okono 54 ponnapos CWA, uto cpaBHUMO
C APYTMMU MEPOMPUATUAMY, MPOBOAVMBIMIA B DA3BMBAIOLMXCA
CTpaHax no CTUMY/IMPOBAHMIO CNPOCa Ha YTy 3APaBOOXPaHEHNA.
BbiBog MpoBefeHe MePONPUATUIA Cpefn MeCTHbIX COODLecTB
NPUBENO K 3HAUMUTENbHOMY MOBBILEHWIO YPOBHA 3HaHUI MKEHLLMH
0 [OPOJOBOM HabnoAeHUN U NHAMKATOPax ONacHOCTU Npw
POLOBCMOMOXEHNMM, KaK 1 YPOBHA MUCMONb30BaHWA aBToMobMEN
CKOPOW MOMOLLM 1 MPOBEEeHNA POAOB C yYaCTUem OMbITHbIX
aKyLlepoB.

Resumen

Movilizacion de las comunidades para mejorar la salud materna: resultados de una intervencion en las zonas rurales de Zambia

Objetivo Verificar si una intervencién comunitaria compleja en las
zonas rurales de Zambia mejoro la comprension sobre salud materna
e incrementd el uso de los servicios de salud maternos.

Métodos La intervencion, dirigida por voluntarios capacitados y la
provisioén de transporte de emergencia, tuvo lugar en seis distritos
rurales seleccionados por el Ministerio de Salud de Zambia y consistio
en debates comunitarios sobre un embarazo y parto seguros. Los
voluntarios trabajaron a través de grupos de accién para una maternidad
sin riesgo existentes establecidos por el gobierno. Los indicadores de
salud materna en la base de referencia se obtuvieron de las mujeres
de los distritos de intervencion (n = 1775) y control (n = 1630). Se
evalué el efecto de la intervencién en estos indicadores mediante un
enfoque de diferencias en diferencias cuasi-experimental que incluyd
un emparejamiento por puntaje de propension y el ajuste por factores
de confusién como la educacién, la riqueza, la paridad, la edad v la
distancia a un centro de atencién de salud.

58

Resultados La comparacion de diferencias en diferencias mostré que
la intervencidn se asocia a un aumento significativo en los indicadores
de salud materna: 14-16 % en el nimero de mujeres que sabian cuando
debfan buscar atencion prenatal; 10-15 % en las mujeres que conocfan
tres sefiales de peligro obstétricas; 12-19 % en las que utilizaron el
transporte de emergencia; 22-24 % en los partos que necesitaron un
matrén capacitado, y 16-21 % en los partos en un centro de atencion
de salud. La tasa de abandono voluntario fue baja. El coste incremental
estimado por parto adicional con un matrén capacitado fue de unos 54
dolares delos Estados Unidos, similar al de otras intervenciones relativas
ala demanda en los paises en desarrollo.

Conclusién La intervencién comunitaria se asocia con mejoras
significativas en el conocimiento de las mujeres sobre la atencién
prenatal y las sefiales de peligro obstétricas, el uso del transporte de
emergencia y los partos con matrones capacitados.

Bull World Health Organ 2014;92:51-59 | doi: http://dx.doi.org/10.2471/BLT.13.122721
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